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Abstract 

  This study examined males and females’ attitudes towards mental illness. It 
also examines three factors which have been previously found to be linked with 
attitudes towards mental illness. Two questionnaires were employed for this piece of 
research, the first questionnaire was from Reisenzein’s (1986) research on 
attribution and mental illness, Reisenzein’s questionnaire determined general 
attitudes towards mental illness, the other questionnaire was a one designed based 
upon Corrigan et al.’s (2001; 2003) Attitude to Mental Illness (AMIQ) for the purpose 
of this study, this questionnaire consisted of three vignettes of three different mental 
health issues and measured three factors: Personal Responsibility, Dangerousness 
and Avoidance. A total of forty-seven participants took part within this study and it 
was found that males scored higher in terms of negative attitudes towards mental 
illness, a correlation analysis indicated that there were significant positive 
correlations between factors being measured and General Attitudes. Further analysis 
in the form of regressions show all of the factors being measured were significant 
positive predictors of General Attitudes, whereas for females, the type of mental 
illness used within the vignette depended on which factor was a significant positive 
predictor. Furthermore another regression analysis with the Avoidance factor being 
the criterion showed that Dangerousness scores were significant positive predictors 
for females indicating that despite their more positive attitude they would still avoid 
an individual with a mental illness. Suggestions for further research were then made. 
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Introduction 
 
 Mental illness affects millions of people and their families throughout the world 
(Hinshaw, 2007). Within the United States it has been found that mental illness in all 
forms affects around 6% of the population (Corrigan et al., 2003). Whilst there have 
been steps taken to understand mental illness and develop successful therapies for 
such illnesses; public attitudes still seem to remain negative especially in some 
aspects of mental illness. One of these aspects is the public’s negative attitudes that 
are mainly based around believing the individual is responsible for their illness, that 
they are dangerous and that they ‘seek attention’ (Hinshaw, 2007). Many pieces of 
previous research have reported that people with mental illness are subject to 
experience more stigma and discrimination than physical illnesses, in fact mental 
illness has been found to be one of the most stigmatized conditions in society (Lai, 
Hong and Chee, 2001).  
 
 Records document a long history of mental illness being recognised (Bewley, 
2008). It affects the individual with the illness, the families of the individual and the 
communities. Whilst there have been advancements in terms of treatment and the 
respect these individuals have with their treatment options, there are still negative 
emotional reactions towards mental illness (Corrigan et al., 2001). These negative 
emotions include fear, pity and scorn. With these negative emotions aimed at the 
individual with mental illness, they can cause an abundance of other issues for the 
individual such as social and emotional isolation which exacerbates their condition 
(Cove, 1975). 
 

Regarding attitudes and mental illness, Beldie et al. (2012) found that those in 
society without a mental illness usually accepted that the conditions existed; 
however, social avoidance was an issue as the general population withdrew; no 
longer socialising with the person with a mental illness. In relation to this, Putman 
(2008) found that people with mental illness who were also subjected to social 
avoidance, isolation and relationship distance had further troubles with 
unemployment, institutionalisation and also could have problems with homelessness. 
The implications of this are that not only does the individual with mental health 
problems have to cope with their health but also face other challenges which could 
have a more adverse impact on their mental health. 

 
Research towards negative attitudes and mental illness include a meta-

analysis by Schomerus et al. (2012) in which results showed there were consistent 
changes in attitudes towards mental illness in terms of mental health literacy 
throughout different countries such as Germany, Great Britain and the United States. 
It was also found levels of acceptance of mental illnesses have not increased since 
the 1990’s but they found that countries were slowly becoming more educated about 
mental illnesses, their symptomology and causes. The implications are that as more 
people become educated about mental illness, organisations such as mental health 
charities such as Time to Change and the government are hopeful that the negative 
attitudes are lessened, which in turn decreases stigmatisation and discrimination. 

 
The second major finding of Schomerus et al.’s (2012) research was that 

even throughout time attitudes towards mental illness had not changed to become 
more positive. This is in contrast to findings such as Corrigan et al. (2001) as 
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Corrigan found that the general population’s attitude to mental illness had improved 
over the years; however, Schomerus et al.’s (2012) research found that attitudes 
towards mental illness, schizophrenia in particular have deteriorated, contradicting 
Corrigan’s findings. The implications of this involve delays in receiving help for their 
conditions; in particular men (Berger, Addis, Green, Mackowiak & Goldberg, 2013) 
and the long term effects mean that their mental health could deteriorate further 
which could become a risk to the individual, for example is research conducted by 
Drapalski, Bennett and Bellack (2011) found males were more likely to receive help 
after a hospitalisation for their conditions. 

 
Previously, Phelan et al. (2000) conducted a piece of research in which he 

compared attitudinal data from the 1950’s up until 1996 within the United States and 
discovered that whilst there is more information available on mental illness, the 
dangerous stereotype of an individual with a mental illness is more prominent 
therefore the attitudes are more negative. As a cultural comparison Angermeyer and 
Dietrich (2006) compared a two year study within Hong Kong about the attitudes 
towards mental illness and discovered that mental health literacy had improved but 
their attitudes towards a mentally ill individual were more negative. This comparison 
suggests that there is no difference between Eastern and Western cultures in terms 
of negative attitudes. 

 
Research has shown that attitudes towards mental illness are often condition 

specific. For example, attitudes towards schizophrenia have deteriorated 
(Schomerus et al. 2012), however, negative attitude levels for illnesses such as 
depression have decreased particularly within some Westernised countries such as 
Germany. The researchers noted that bio-medical explanations were relatively new 
to Germany and therefore mental health literacy may not have been as developed as 
within other Westernised societies (Angermeyer, Holzinger & Matschinger, 2009). 
Lack of mental health literacy has been found to impact negative attitude levels 
towards individuals with a mental health condition (Jorm, 2000); therefore, the 
decreasing negative attitudes levels could be explained by the lack of knowledge 
about mental illness.   

 
A disorder that people often have strong negative attitudes about is 

personality disorders. These negative attitudes have even been found within mental 
health professionals as well as the general population (Weight & Kendal, 2013). The 
general population however, have also been found to not understand fully 
personality disorders, their symptomology and causes. Some symptomatic 
behaviours are attributed to ‘abnormal’ behaviour and therefore people avoid the 
individual exhibiting those behaviours (Aviram, Brodsky & Stanley, 2006). This could 
have important implications for individuals with personality disorders; for example, 
individuals diagnosed as Borderline Personality Disorder have been known to have 
issues such as struggling to maintain relationships and if the general population 
socially withdraws and actively avoids them, this could have more effects on their 
other aspects of mental health; for example their mood could become low and 
anxiety in social situations could increase, meaning more interventions for the 
individual is needed (Aviram, Brodsky & Stanley, 2006). 

 
There have been interventions to help the public understand the issues of 

mental illness and to help reduce stigma. Within the United States and Canada in the 
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1990’s there seemed to be a change in opinions surrounding mental illness. The 
causes of depression, schizophrenia and their symptomology changed  to a bio-
medical view where brain chemistry was named as the main cause of the depression 
and schizophrenia rather than it being the conscious responsibility of the individual 
(Schomerus et al. 2012). The presentation of these disorders being caused by bio-
medical issues seemed to be linked with positive views within society in terms of 
helping those with a mental illness and also showed that people no longer saw the 
individual as personally responsible for their issues (Pescosolido et al. 2010). 

 
By having these changing opinions on mental illness, the stigmatization that 

often surrounds mental illness would hopefully change. There are two common 
forms of stigma which individuals with mental illness face; public stigma and self-
stigma. Public stigma involves social groups believing stereotypes and therefore 
discriminating against a person or group who is ‘different’ from the societal norm for 
example, people with a mental illness (Ben-Zeev, Young & Corrigan, 2010). Corrigan 
et al. (2003) states self-stigma is a loss of self-esteem and self-efficacy when the 
individual with a mental illness internalises the public stigma they are facing. This 
stigmatisation can generate many negative stereotypes of mental illness and can 
create fear and rejection within society (Hinshaw, 2007). Stigmatisation in relation to 
mental illness has been shown throughout history; for example, societies have been 
found to banish people with mental disorders from their community and labelled 
them ‘pariahs.’ (Zilboorg, 1941). 

 
Public stigma towards mental illness is created by people who perceive 

stereotypes based on ‘cues’ from individuals with mental illness, such as the 
psychiatric symptomology and physical appearance (Penn & Martin, 1998). These 
behaviours create negative stereotypes to the public and the stereotypes then 
spread throughout the general population. This leads to misinformation about the 
different mental illnesses due to the fact there are generalised symptoms and 
behaviours.  This negative stereotyping in turn leads to negative emotions and 
attitudes towards people with a mental health condition. These negative emotions 
can lead to prejudice and discrimination; Corrigan et al. (2001) found that avoidance 
was the way many of people dealt with their negative attitudes towards people with 
mental illness. This further reinforces the stereotypes and the cyclical nature of 
stigmatisation. He also found that employers try discriminate against those with 
mental illness and that landlords avoid them by not renting them properties to help 
‘protect’ other tenants. One of the implications of this is that all of these negative 
behaviours towards an individual with a mental illness can have a detrimental effect 
on their health which can cause further problems for the individual. 

 
Previous research into stigma and mental health has shown there are 

common factors in terms of how people perceive mental illness. The most common 
stigmas found within the research includes considering people with a mental health 
condition as violent and erratic (Granello & Granello, 2000), less capable as a 
person (Angermeyer & Matschinger, 2003) and to believing the person with the 
illness is responsible for their condition (Schomerus et al. 2012). Hinshaw (2007) 
argued that negative emotions and stigma can create further problems for the 
individual’s wellbeing and health both mentally and physically. All of these negative 
emotions can lead to an individual discriminating against mental illness.  Individuals 
who have a mental health condition have found discrimination in ways such as 
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housing and employment opportunities (Russinova et al. 2011), getting a driver’s 
licence and in some cases obtaining or maintaining child custody (Cummings, Lucas 
& Druss, 2013). 

 
The issues surrounding discrimination and stigmatisation of those with mental 

illnesses become cyclical in nature as creating negative stereotyping can cause 
more stigmatisation and discrimination. An example of this is media stereotyping. 
The media highlights extreme cases of violent acts and crimes committed by 
individuals with mental illnesses; they also use misleading information such as crime 
statistics when reporting such crimes (Whitley & Berry, 2013). Teplin, McClelland, 
Abram and Weiner (2005) found that only a small proportion of individuals with 
mental illness are violent. They also found that there are more risks of individuals 
with a severe mental illness becoming a victim of violent crime; this has been found 
to be due to the vulnerability of some individuals with mental illness. As more local 
and national charities are aiming to decrease stigmatisation and discrimination 
towards those with a mental illness there would be hope that those negative attitudes 
would have decreased especially due to the fact there is now more known about 
mental illness and its causes, however, research has found that some stigmatising 
attitudes such as social avoidance have actually gotten worse in the past thirty years 
(Page, 1996). 

 
Gender differences in this area are important due to conflicting previous 

research, particularly in terms of mental illness and attitudes and their implications. 
Min et al. (2012) found that there appeared to be a gender difference in terms of 
mental health literacy. The term ‘mental health literacy’ is used to describe what the 
general population know about the aetiology and symptomology of mental illnesses. 
Min et al.’s questionnaire consisted of a vignette in which described a male or female 
with depression; they found that males knew less about mental illness and they 
scored lower in terms of attitudes towards both the male and female with depression. 
Females scored higher on both the attitude toward the individual with depression and 
mental health literacy. 

 
Williams and Pow (2007) further conducted a study on Scottish teenagers and 

discovered that males reported less knowledge and understanding of mental illness 
and its causes and they were also found to have more negative attitudes towards 
mental health than females. The females said that they would not mind receiving 
more information on the subject. Males were also found to have high blame scores. 
They were also less likely to think that understanding mental health and its issues 
were important and to want to know more about mental health. They were twice as 
likely to say they felt they had enough education on mental health. This is important 
due to the implications for individuals whose mental health deteriorates. Williams and 
Pow’s (2007) research indicates that females would know more about mental health 
and this could mean that they would be more likely to recognise negative mental 
health symptoms. Females would also understand ways in which help for mental 
health may be important; whereas males would be less likely to attempt to receive 
help for their issues and it would perhaps take them longer to recognise their 
negative mental health symptoms therefore their mental health could deteriorate. 

 
Previous research has found males scored significantly higher personal 

responsibility scores and lower scores for to the level they perceived the individual to 
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be dangerous in terms of depression (Leong & Zachar, 1999), however, this is in 
contrast to Ward et al.’s (2013) research which discovered that African American 
females reported that depression was down to a ‘weak mind’ whereas males 
believed that individuals were dangerous; this indicates a lack of clarity on the issue 
of which aspect of depression individuals score higher in terms of attitudes towards 
mental illness. The implications of this means that if the male individual began to 
have negative mental health issues that they would feel personally responsible for 
these issues and that they would be less inclined to attempt to seek help due to the 
fact they blame themselves for the issues. As for females, if they believe themselves 
to have a weak mind if they are suffering from mental health issues they may be less 
likely to seek help for their problems which could deteriorate their mental health 
further to a point at which it may be dangerous for the individual.  

 
The study examines gender differences study due to the contradictory 

evidence in which aspect of males and females negative attitudes towards mental 
illness. Corrigan et al. (2001; 2003) has found that females are likely to have more 
positive towards mental illness however; they also are more likely to avoid a person 
with a mental illness and think that they are dangerous. Two questionnaires were 
used to measure the attitudes towards mental illness, the first measures a general 
attitudes score and then the second questionnaire which is constructed of three 
sections measures scores about three specific factors in terms of mental illness 
attitudes: personal responsibility, avoidance and level to which they believe the 
individual is dangerous. These factors were chosen as previous research by 
Corrigan et al. (2003) found that males had higher personal responsibility scores as 
well as negative general attitudes towards mental illness. The level they believe the 
individual is dangerous factor was chosen due to so much of the research finding 
that the common stereotype about mental illness was that the individual was 
dangerous and because of this factor’s link with avoidance of an individual with a 
mental illness, the factor avoidance was chosen.  

 
This piece of research was conducted in an attempt to further understand 

attitudes towards mental illness and to discover the gender differences in attitudes 
towards certain aspects of mental illness, such as personal responsibility, avoidance 
and level to which they believe the individual to be dangerous.  

 
The aim of the current study was to discover the gender differences in 

attitudes towards mental illness, in terms of general attitudes towards mental illness 
and also the perceptions of personal responsibility, dangerousness and avoidance. 
The study also was used determine the relationships between the factors and to see 
if certain factors predicted other scores. 

 
It was hypothesised the males would have higher personal responsibility 

scores as well as higher scores in terms of their negative general attitudes towards 
an individual with a mental illness than the females. The findings of this study could 
then be used so that they could help local and national charities by discovering 
where they need to target their interventions in an attempt to reduce negative 
attitudes. It could also reduce stigmatisation and discrimination towards individuals 
who suffer from a mental illness. 
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Method 
 
Design  
 
 The design of this piece of research was an independent measures and 
questionnaire based. The independent variable of the research was gender whilst 
the dependent variables were: general attitudes towards mental illness scores, 
personal responsibility, dangerousness and avoidance scores. 
 
Participants 
 
 The sample used within this piece of research on attitudes towards mental 
illness was an opportunity sample of forty-seven participants. The participants were 
a mix of males and females. The sample consisted of twenty-six females and twenty-
one males for this research. The average age and range for the participants is 
unknown. The participants were found through email and social media in which they 
were asked to fill out the questionnaire either online or by using a hard copy of the 
questionnaires. An opportunity sample was used in this research due to the fact it is 
one of the most economical ways to collect data for research. 
 
Materials 
 

The materials used within this piece of research consisted of an information 
sheet (see Appendix 1) in which the participants were required to read before 
agreeing to take part in the research, if the questionnaire was conducted online, the 
information sheet was the first page in which participants had to read before clicking 
to go to the next page. After this a consent form (see Appendix 2) was given to 
participants to which was had to be filled in before they could complete the 
questionnaires (see Appendix 4), the online questionnaire required the participants 
to answer a question which was to consent to taking part within the study before they 
could progress to the next page.  Once the consent form was filled in and the 
participants had been reminded they could withdraw at any time and the vignettes 
could be potentially upsetting, they completed the questionnaires.  

 
The two questionnaires contained forty-seven items in total. The first part of 

the questionnaire consisted of twenty items which measured their general attitudes 
towards mental illness. The general attitudes towards mental illness scores were 
created by answering twenty questions off the first questionnaire. Each question was 
scored on a Likert scale from one to nine; these numbers were then coded to create 
a final total score for their attitudes toward mental illness. The higher the total score 
was, the more negative attitude the individual had towards mental illness.  The 
second questionnaire was a adapted version of Corrigan’s (2001) Attitude to Mental 
Illness Questionnaire (AMIQ) and it consisted of three vignettes which included nine 
questions in each. Three questions each measuring personal responsibility, 
dangerousness and avoidance. The second questionnaire consisted of three 
vignettes with nine questions each, all measured on a Likert scale from one to nine. 
The answers created the scores for factors which were: personal responsibility, 
dangerousness and avoidance. There were three subscales measured: three 
questions measuring personal responsibility (e.g. How controllable, do you think, is 
the cause of Jane’s present condition?); three questions measuring dangerousness 
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(e.g. I would feel unsafe around Harry) and the final three questions measured 
avoidance (e.g. I would interview Mary for a job). The higher the scores were for 
each of the factor meant that the participant had a more negative attitude towards 
mental illness in those three categories. Once the questionnaire had been 
completed, they were given a debrief sheet (see Appendix 3) which included 
signposts should the participants have been affected by the research. 

 
The reliability of the questionnaires was tested using Cronbach’s Alpha and 

were generally found to be acceptable or good: General Attitudes (α=.91), Anxiety 
Personal Responsibility (α=.86), Anxiety Dangerousness (α=.88), Anxiety Avoidance 
(α=.92), Schizophrenia Personal Responsibility (α=.83), Schizophrenia 
Dangerousness (α=.92), Schizophrenia Avoidance (α=.93), Depression Personal 
Responsibility (α=.87), Depression Dangerousness (α=.98) and Depression 
Avoidance (α=.95). Due to the fact some of the scores score higher than .90 this 
indicates that whilst it has high internal consistency it could affect the content validity. 

 
Procedure  
 

The raw data was collected from the participants’ answers after both parts of 
the questionnaire were completed and the answers were collected. The answers 
were then complied into a data file on a statistical programme. Once the data was 
entered into the statistics programme, the data was then analysed; due to the fact 
the data was interval data and the research was to find gender differences and 
relationships within the data, a t-test was conducted to find a gender difference, also 
three MANOVA’s were conducted due to the fact there was one independent 
variables and three dependent variables and also to reduce the Type I error before a 
Pearson’s correlation was conducted to find the relationships between the variables; 
Once this was analysed,  standard multiple regressions were conducted  on all three 
of the second part of the questionnaires variables which were the scores for personal 
responsibility, dangerousness and avoidance scores with the general attitudes score 
being the criterion variable and the three factors being the predictor variables, before 
another set of standard multiple regressions were conducted with the Avoidance 
scores being used as the criterion variable.  
 
Results 
 
 The raw data consisted of the responses of the forty-seven participants. For 
the general attitudes scores, the first twenty items responses were added up to 
create the total sum which indicated their general attitudes scores. The next nine 
items created personal responsibility, dangerousness and avoidance scores for the 
anxiety vignette, the next nine items measured the personal responsibility, 
dangerousness and avoidance scores for the schizophrenia vignette and the 
remaining nine items created the personal responsibility, dangerousness and 
avoidance scores for the depression vignette. 

 At first the data was analysed descriptively (see table one).  
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Table One:  
The female and males General Attitudes, Responsibility, Dangerousness and 
Avoidance Scores means and standard deviations 

 

 
Females had a lower mean score in terms of General Attitude scores towards 

mental illness than males (see table above). They also had lower scores than males 
in terms of Anxiety Responsibility, Anxiety Dangerousness and Anxiety Avoidance 
scores (see table above).The scores also suggested lower scores for female scores 
on Schizophrenia Responsibility, Schizophrenia Dangerousness and Schizophrenia 
Avoidance than males (see table above) and again with all of the depression scores 
in terms of Responsibility, Dangerousness and Avoidance scores due to the fact the 
average female scores for depression were lower than the males’ average scores. 

 
After this an Independent samples t-test was conducted in an attempt to 

discover if there was a gender difference in General Attitudes towards mental illness.  
The Independent samples t-test revealed that females reported significantly lower 
negative attitudes scores compared to males (t (45) = 4.65, p<.001) indicating that 
females had lower scores in terms of General Attitudes towards mental illness. 

Gender N Mean Std. Deviation 
Female GATotal 26 64.81 20.45 

AnxResp 26 8.20 3.43 

AnxDanger 26 6.04 4.39 

AnxAvoid 26 11.38 6.97 

SchizoResp 26 7.04 3.76 
SchizoDanger 26 11.12 5.44 

SchizoAvoid 26 12.81 7.27 

DepResp 26 8.65 4.73 

DepDanger 26 5.73 4.07 

DepAvoid 26 8.65 6.01 

Male GATotal 21 95.24 24.41 
AnxResp 21 17.57 5.71 

AnxDanger 21 8.76 3.99 

AnxAvoid 21 19.33 7.26 

SchizoResp 21 14.62 5.07 

SchizoDanger 21 14.33 4.94 
SchizoAvoid 21 19.71 7.02 

DepResp 21 17.43 5.66 

DepDanger 21 9.67 4.49 
DepAvoid 21 18.62 6.30 
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The next step was to conduct three MANOVAs to test for gender differences 
for the three dependent variables measured within the second questionnaire. The 
first MANOVA was conducted to see if there was a gender difference in terms of the 
Responsibility, Dangerousness and Avoidance factors scores in relation to the 
Anxiety vignette. A MANOVA revealed a significant multivariate effect for gender (F 
(3, 43) = 15.68, p<.001, eta2=.52). Due to the significance of the overall test the 
univariate main effects were examined. There was a significant gender difference 
Anxiety-Responsibility scores (F (1, 45) = 48.65; p< .001; eta2 = .52) indicating that 
females had lower negative attitude scores than males meaning that they were less 
likely to feel like the individual would be personally responsible for their anxiety 
issues; a significant effect on Anxiety-Dangerousness scores (F (1, 45) = 4.85; p< 
.05; eta2 = .10) demonstrating that the females have lower negative attitude scores 
than males in terms of believing the individual to be dangerous due to their mental 
health, and also a significant effect on Anxiety-Avoidance scores (F (1, 45) = 
14.56; p< .001; eta2 = .24) indicating that males had higher negative attitude scores 
in terms of to what extent they would try to avoid the individual with anxiety issues. 

 
A second MANOVA revealed a significant multivariate effect for gender for the 

schizophrenia vignette (F (3, 43) = 12.05, p<.001, eta2=.46). Due to the significance 
of the overall test the univariate main effects were examined. There was a significant 
gender difference on Schizophrenia-Responsibility scores (F (1, 45) = 34.61; p< 
.001; eta2 = .44), indicating that females had lower negative scores than males 
therefore were less likely to feel like the individual would be responsible for their 
mental illness; a significant effect on Schizophrenia-Dangerousness scores (F (1, 45) 
= 4.40; p< .05; eta2 = .09), demonstrating that males had higher negative attitude 
scores in terms of believe in the individual to be dangerous due to their mental 
illness than females and also a significant effect on Schizophrenia-Avoidance scores 
(F (1, 45) = 10.81 p< .01; eta2 = .19) indicating that females had lower negative 
attitude scores in terms of to what extent they would try and avoid the individual with 
schizophrenia. 
  

The third MANOVA revealed a significant multivariate effect for gender (F (3, 
43) = 14.12, p<.001, eta2=.50). Due to the significance of the overall test the 
univariate main effects were examined There was a significant gender difference for 
Depression-Responsibility scores (F (1, 45) = 33.51; p< .001; eta2 = .43), indicating 
that females had a lower negative attitude score in terms of feeling like the individual 
was to blame for their mental illness; a significant effect on Depression-
Dangerousness scores (F (1, 45) = 9.90; p< .01; eta2 = .18), demonstrating that 
males had higher negative attitude scores meaning that they were more likely to 
believe the individual to be dangerous and also a significant effect on Depression-
Avoidance scores (F (1, 45) = 30.59; p< .001; eta2 = .41) indicating that females had 
lower negative attitude scores in terms of to what extent they would try avoiding the 
individual with depression meaning that males would be more likely to try avoid the 
individual with the mental illness. 

 
A series of Pearson’s correlations was then conducted on all of the data to 

see if there was a relationship between the three factors for the three vignettes and 
the general attitudes scores (see Table Two.) 

 



Page 12 of 24 

Table Two:  
Zero-order correlations between Male and Female General Attitudes scores, Anxiety-Responsibility scores, Anxiety-
Dangerousness scores, Anxiety-Avoidance scores, Schizophrenia-Responsibility scores, Schizophrenia-Dangerousness scores, 
Schizophrenia-Avoidance scores, Depression-responsibility scores, Depression-Dangerousness scores and Depression-Avoidance 
scores (N=47) 
 

 ** p < .01, * p < .05 
[men/women] 
 

 GATot AnxResp AnxDan AnxAvoid SchiResp SchiDan SchiAvoid DepResp DepDan DepAvoid 

GATot  [.86**/.54**] 
 

[.58**/.60**] 
 

[.64**/.50**] 
 

[.78**/.58**] 
 

[.69**/.58**] 
 

[.68**/.53**] [.90**/.43*] [.68**/.62**] [.65**/.74**] 

AnxResp   [.42/.40*] 
 

[.56**/.45*] 
 

[.89/.53**] 
 

[.58**/.42*] 
 

[.59**/.36] [.90**/.75**] [.54*/.59**] [.57**/.55**] 

AnxDan   . 
 

[.08/.53**] [.55**/.54**] [.48*/.57**] [.03/.62**] [.63**/.47*] [.90**/.81**] [.03/.66**] 

AnxAvoid     [.30/.36] 
 

[.39/.77**] [.95**/.91**] [.54*/.25] [.10/.52**] [.92**/.81**] 

SchiResp  
 

     [.38/.31] [.36/.265] [.90**/.64**] [.60**/.58**] [.36/.52**] 

SchiDan       [.42/.75**] [.52*/.24] [.60**/.54**] [.34/.65**] 

SchiAvoid 
 

       [.58**/.20] [.05/.57**] [.94**/.85**] 

DepResp         [.66**/.56**] [.54*/.45*] 

DepDan          [.08/.79**] 

DepAvoid           
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Female Factor Correlations with General Attitudes 
 
 In terms of the females’ correlations for the three factors: Responsibility, 
Dangerousness and Avoidance and their relationship with their General Attitudes 
scores, all were found to have significant positive correlations. All three of the factors 
being measured for Anxiety were found to have a significant positive correlation with 
the General Attitudes scores: Responsibility (r = .54, p < .01), Dangerousness (r = 
.60, p < .01), Avoidance (r = .50, p < .01). For Schizophrenia and the three factors 
being measured, they too were found all to have significant positive correlations in 
terms of their relationship with the General Attitudes scores: Responsibility (r = .58, p 
< .01), Dangerousness (r = .58, p < .01), Avoidance (r = .53, p < .01). The significant 
positive correlations were also found in all of the correlations in relation to 
Depression and the three factors being measured and the relationship with General 
Attitudes scores: Responsibility (r = .43, p < .05), Dangerousness (r = .62, p < .01), 
Avoidance (r = .74, p < .01). 
 
Male Factor Correlations with General Attitudes 
 
 In terms of the males’ correlations for the three factors: Responsibility, 
Dangerousness and Avoidance and their relationship with their General Attitudes 
scores, all were found to have significant positive correlations. The three factors 
being measured for Anxiety were found to have significant positive correlations with 
the General Attitudes scores: Responsibility (r = .86, p < .01), Dangerousness (r = 
.58, p < .01), Avoidance (r = .64, p < .01). For Schizophrenia and the three measured 
factors, they were also found to all have significant positive correlations: 
Responsibility (r = .78, p < .01), Dangerousness (r = .69, p < .01), Avoidance (r = .68, 
p < .01). Significant positive correlations were also found in the three factors being 
measured scores in terms of Depression and the General Attitudes scores: 
Responsibility (r = .90, p < .01), Dangerousness (r = .68, p < .01), Avoidance (r = .65, 
p < .01). 
 
Multiple Regressions 
 
 Standard multiple regressions were conducted on the data to discover if the 
three factors: Responsibility, Dangerousness and Avoidance scores for anxiety, 
schizophrenia and depression significantly predicted the General Attitudes scores 
towards mental illness for both males and females. 
 
Female General Attitudes 
 
 The results of the regression for females for the Anxiety factors indicated that 
three predictors explained 48% of the variance (Adjusted R2=41%) with a significant 
overall model (F (3, 22) = 6.77; p<.01). It was found that only the Dangerousness 
was a significant positive predictor of the General Attitudes scores (β = .39, t = 2.11, 
p<.05) suggesting that as the Dangerousness scores increase so does the General 
Attitudes scores. 
 
 For the Schizophrenia vignette, the factors indicated that three predictors 
explained 53% of the variance (Adjusted R2=47%) with a significant overall model (F 
(3, 22) = 8.32; p<.01). It was found that only the Responsibility was a significant 
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positive predictor of the General Attitudes scores (β = .44, t = 2.86, p<.01) 
suggesting that as the Responsibility scores increase so does the General Attitudes 
scores. 
 The results of the regression for females for the Depression factors indicated 
that three predictors explained 55% of the variance (Adjusted R2=49%) with a 
significant overall model (F (3, 22) = 9.02; p<.001). It was found that only the 
Avoidance was a significant positive predictor of the General Attitudes scores (β = 
.67, t = 2.84, p<.05) suggesting that as the Avoidance scores increase so does the 
General Attitudes scores. 
 
Male General Attitudes  

The results of the regression for males for the Anxiety factors indicated that 
three predictors explained 93% of the variance (Adjusted R2=86%) with a significant 
overall model (F (3, 17) = 34.30; p<.001). It was found that Responsibility was a 
significant positive predictor of the General Attitudes scores (β = .54, t = 4.42, 
p<.001) demonstrating that as Responsibility scores increase so do the General 
Attitudes scores, also Dangerousness was a significant positive predictor of the 
General Attitudes scores (β = .33, t = 3.25, p<.01) suggesting that as the 
Dangerousness scores increase so does the General Attitudes scores and also 
Avoidance was a significant positive predictor of the General Attitudes scores (β = 
.31, t = 2.77, p<.05) suggesting that as the Avoidance scores increase so does the 
General Attitudes scores. 

 
For the Schizophrenia vignette, the factors indicated that three predictors 

explained 88% of the variance (Adjusted R2=86%) with a significant overall model (F 
(3, 17) = 43.29; p<.001). It was found that Responsibility was a significant positive 
predictor of the General Attitudes scores (β = .52, t = 5.67, p<.001) suggesting that 
as the Responsibility scores increase so does the General Attitudes scores, also 
Dangerousness was a significant positive predictor of the General Attitudes scores 
(β = .35, t = 3.69, p<.01) suggesting that as the Dangerousness scores increase so 
does the General Attitudes scores and also Avoidance was a significant positive 
predictor of the General Attitudes scores (β = .35, t = 3.72, p<.01) indicating that as 
the Avoidance scores increase so does the General Attitudes scores. 

 
The results of the regression for males for the Depression factors indicated 

that three predictors explained 90% of the variance (Adjusted R2=88%) with a 
significant overall model (F (3, 17) = 50.42; p<.001). It was found that Responsibility 
was a significant positive predictor of the General Attitudes scores (β = .50, t = 3.76, 
p<.01) indicating that as Responsibility scores increase so does the General 
Attitudes scores, also Dangerousness was a significant positive predictor of the 
General Attitudes scores (β = .32, t = 2.84, p<.05) suggesting that as the 
Dangerousness scores increase so does the General Attitudes scores and also 
Avoidance was a significant positive predictor of the General Attitudes scores (β = 
.35, t = 3.44, p<.01) indicating that as Avoidance scores increase so does the 
General Attitudes scores. 
 
Avoidance as the Criterion  
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Another series of standard multiple regressions were conducted using 
Avoidance as the criterion variable for Anxiety, Schizophrenia, and Depression for 
both males and females. 

 
Females  
 
 The first standard multiple regression conducted was on the anxiety factors 
. 
Table Three: Standard multiple regression of Female Anxiety-Avoidance 
scores on Anxiety-Responsibility scores and Anxiety-Dangerousness scores 
 
Variables Beta t Sig R2 Adj R2 

Anxiety 
Responsibility 

.28 1.51 .145   

Anxiety 
Dangerousness 

.42 2.27 <.05 .34 .29 

      
ANOVA: F(2, 23) = 6.06; p<.01 
 
 The results of the regression for females for the anxiety factors indicated that 
the two predictors explained 34% of the variance (Adjusted R2=29%) with a 
significant overall model (F (2, 23) = 6.06; p<.01). It was found that only  
Dangerousness was a significant positive predictor of the Avoidance scores (β = .42, 
t = 2.27, p<.01) suggesting that as the Dangerousness scores increase so does the 
Avoidance scores.  
 
 The second standard multiple regression conducted was on the schizophrenia 
factors. 
 
Table Four: Standard multiple regression of Female Schizophrenia-Avoidance 
scores on Schizophrenia-Responsibility scores and Schizophrenia-
Dangerousness scores 
 
Variables Beta t Sig R2 Adj R2 

Schizophrenia 
Responsibility 

.04 .26 .795   

Schizophrenia 
Dangerousness 
 

.74 5.07 <.001 .56 .52 

ANOVA: F(2, 23) = 14.68; p<.001 
 
 The results of the regression for females for the schizophrenia factors 
indicated that the two predictors explained 56% of the variance (Adjusted R2= 52%) 
with a significant overall model (F (2, 23) = 14.68; p<.001). It was found that only 
Dangerousness was a significant positive predictor of the Avoidance scores (β = .74, 
t = 5.07, p<.001) suggesting that as the Dangerousness scores increase so does the 
Avoidance scores.  
 
 The third standard multiple regression conducted was on the depression 
factors. 
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Table Five: Standard multiple regression of Female Depression-Avoidance 
scores on Depression-Responsibility scores and Depression-Dangerousness 
scores 
 
Variables 

Beta t Sig R2 Adj R2 

Depression 
Responsibility 

.01 .07 .943   

Depression 
Dangerousness 

.79 5.14 <.001 .63 .60 

      
ANOVA: F(2, 23) = 19.57; p<.001 
 

The results of the regression for females for the depression factors indicated 
that the two predictors explained 63% of the variance (Adjusted R2=.60%) with a 
significant overall model (F (2, 23) = 19.57; p<.001). It was found that only 
Dangerousness was a significant positive predictor of the Avoidance scores (β = .79, 
t = 5.14, p<.001) suggesting that as the Dangerousness scores increase so does the 
Avoidance scores.  

 
Males 

 
The first standard multiple regression conducted was on the anxiety factors 
. 

Table Six: Standard multiple regression of Male Anxiety-Avoidance scores on 
Anxiety-Responsibility scores and Anxiety-Dangerousness scores 
  
Variables Beta t Sig R2 Adj R2 

Anxiety 
Responsibility 

.63 3.01 <.01   

Anxiety 
Dangerousness 

-.19 -.88 .390 .34 .26 

      
ANOVA: F(2, 18) = 4.60; p<.05 

 
The results of the regression for males for the anxiety factors indicated that 

the two predictors explained 34% of the variance (Adjusted R2=26%) with a 
significant overall model (F (2, 18) = 4.60; p<.05). It was found that only 
Responsibility was a significant positive predictor of the Avoidance scores (β = .63, t 
= 3.01, p<.01) suggesting that as the Responsibility scores increase so does the 
Avoidance scores.  

 
The second standard multiple regression conducted was on the schizophrenia 

factors. 
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Table Seven: Standard multiple regression of Male Schizophrenia-Avoidance 
scores on Schizophrenia-Responsibility scores and Schizophrenia-
Dangerousness scores  
 
Variables Beta t Sig R2 Adj R2 

Schizophrenia 
Responsibility 

.24 1.06 .305   

Schizophrenia 
Dangerousness 

.32 1.44 .167 .22 .13 

      
ANOVA: F(2, 18) = 2.54; p=.106 

 
The results of the regression for males for the schizophrenia factors indicated 

that the two predictors explained 22% of the variance (Adjusted R2=13%) with a not 
significant overall model (F (2, 18) = 2.54; p=.106) and no significant predictors. 
  
The third standard multiple regression conducted was on the depression factors. 
 
Table Eight: Standard multiple regression of Male Depression-Avoidance 
scores on Depression-Responsibility scores and Depression-Dangerousness 
scores 
 
Variables Beta t Sig R2 Adj R2 

Depression 
Responsibility 

.85 3.58 <.01   

Depression 
Dangerousness 

-.48 -2.01 .059 .42 .36 

      
ANOVA: F(2, 18) = 6.53; p<.01 
 

The results of the regression for males for the Depression factors indicated 
that the two predictors explained 42% of the variance (Adjusted R2=36%) with a 
significant overall model (F (2, 18) = 6.53; p<.01). It was found that only 
Responsibility was a significant positive predictor of the =Avoidance scores (β = .85, 
t = 3.58, p<.01) suggesting that as the Responsibility scores increase so does the 
Avoidance scores. 

 
The results showed that within the Independent sample t-test that there was a 

significant gender difference in negative attitudes towards mental illness as males 
scored higher than females for general attitudes towards mental illness. The 
MANOVAs results all indicate significant gender differences in which males were 
found to score higher than females on all subscales measured. The correlation 
indicated that all of the subscales had a positive significant relationship with the 
general attitudes scores suggesting that as the subscales score increase so does 
the general attitudes score. The first set of multiple regressions suggest that for 
males all of their subscales for each vignette predict their general attitudes score 
whereas for females the subscales which predicted their general attitudes scores 
differed with each mental health condition. The final regressions indicated that for 
females their avoidance scored are significantly predicted with their avoidance 
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scores whereas for males their responsibility scores were more likely to predict their 
avoidance scores. 
 
Discussion 
 

The aim of this research was to discover and understand if there were a 
gender differences in terms of negative attitudes towards mental illness. It was also 
conducted to see if the different factors that previous research had found to be 
related to attitudes towards mental illness were still apparent within this investigation. 
The most common factors found to be linked with attitudes towards mental illness 
within previous research included personal responsibility, avoidance and 
dangerousness levels; therefore these three factors were measured within the 
current study. Relationships between the three factors and the general attitude 
scores were also examined to see if these indicated how predictive these factors 
may be of general attitudes towards mental illness as a whole.  
  

The findings of this piece of research indicate that there is still a significant 
gender difference in terms of attitudes towards mental health; males were found to 
have more negative attitudes in relation to mental health. This supports previous 
studies findings such as Corrigan et al.’s (2001; 2003) when researching attitudes 
towards mental illness. Males’ negative attitudes towards mental illness could be due 
to the lack of knowledge and understanding about mental health and its 
symptomology. Research indicates that males have lower scores in terms of mental 
health literacy demonstrating that males would therefore not have as much 
awareness of mental illness and its implications (Williams & Pow, 2007). This finding 
therefore supports the hypothesis in which males would be found to have higher 
negative attitudes scores. 

 
Significant gender differences were found in scores for the three factors when 

conducting the three MANOVAs as males scored higher than females in terms of 
personal responsibility, avoidance and dangerousness scores in terms of the 
anxiety, schizophrenia and depression vignettes. These results clearly supports that 
males’ have more negative scores which again could be explained in terms of the 
lack of mental health literacy. 
  

For males all of the three factors being measured within the three different 
vignettes, predicted the males’ general attitudes scores towards mental illness. For 
females the predictors of general attitudes scores was more complex, for example 
the dangerousness factor was the significant predictor of their general attitudes only 
for anxiety. For schizophrenia, responsibility was found to be the significant predictor 
of their general attitudes scores and for depression it was their avoidance scores as 
the significant predictor of their general attitudes. This supports previous research 
such as Corrigan et al.’s (2001; 2003) with responsibility being found within one of 
the vignettes to be a significant predictor. These results could also be explained by 
Corrigan et al.’s (2001) research on discrimination towards individuals with a mental 
illness and attribution; as people make attributions on the causation and 
controllability of mental illness. 

 
It was found that in all three vignettes for females, the dangerousness scores 

significantly predicted the avoidance scores which seems to suggest that even 
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though they have more positive attitudes towards mental illness, their belief of the 
dangerousness of the individual was linked to their avoidance of people with mental 
illness. This could be explained in terms of evolutionary theory. Campbell (1999) 
found that women are found to have a lower threshold for fear and that they have a 
greater reason than males for protecting their lives due to reproductive values as 
evolutionary theory suggests that infant survival determined more by maternal care 
rather than paternal. If they believe the individual to be dangerous they would be 
more likely to avoid the individual. For males, their responsibility scores for both the 
anxiety and depression vignette significantly predicted the avoidance scores. This 
seems to suggest that males who believe the individual to be responsible for their 
illness will be more likely to avoid the individual. 
  

In terms of the previous research in which males were found to have a more 
negative attitude towards mental illness, this piece of research appears to support 
this notion as a whole. It suggests that males still have distorted beliefs about the 
level of personal responsibility of the individuals who have mental health issues, 
therefore supporting findings of Williams and Pow’s (2007) research on the gender 
differences for mental health literacy. The current findings also appears to support 
Corrigan et al.’s (2001; 2003) findings as avoidance scores were found to have an 
effect on the individual’s general attitude towards mental illness scores, particularly 
in terms of females and their avoidance and dangerousness scores. It further 
supports Corrigan et al.’s (2001; 2003) findings in that females were found to have 
lower negative attitudes scores towards mental illness.  
  

In contrast, the current research contradicts the findings of Ward et al. (2013); 
they found that African American males had higher scores in terms of believing an 
individual with a mental illness was dangerous as well as females having higher 
responsibility scores, whereas, this piece of research found the opposite as males 
scored higher personal responsibility scores and lower scores for dangerousness. 

 
There are some limitations of this piece of research. The first limitation is the 

small sample size used for this study. Using a small sample size reduces 
generalizability due to the fact the demographic information of all of the participants 
would be similar due to the fact the participants were university students. The issue 
of using these university students was that the participants were psychology 
students, therefore their knowledge in terms of certain aspects of mental illness they 
had been taught could have influenced their responses to the questionnaire. Another 
limitation of this sample is that it was an opportunity sample therefore the 
participants were unrepresentative of the entire population. Another limitation within 
this current study is that the questionnaires may have encountered social desirability 
as participants may not want to answer the questions within the questionnaire 
truthfully as they were measuring negative attitudes towards mental illness which is a 
sensitive issue; the participants may have not liked to get high scores within the 
questionnaire, as this was an indicator of negative attitudes, this might have been 
prominent within the sample as the participants were psychology students; also the 
vignettes could also have been potentially upsetting, which could have affected the 
participants answers. There also needs to be steps taken in terms of the 
questionnaires used within this research to measure the negative attitudes towards 
mental illness as they have been found to have too high of a Cronbach’s Alpha score 
which could have affected the content validity. 



Page 20 of 24 

Further Research 
 
 Further areas of study in relation to research on mental illness could be 
conducted in order to gain further insight into the negative attitudes towards mental 
illness. Within this piece of research the vignettes all contained information about the 
treatment and help the fictional individuals were having, therefore, to see if this 
affected the attitudes scores in a positive way a questionnaire could be created with 
vignettes which do not contain any information about the positive steps the fictional 
vignette is taking to help their mental health condition. This could help indicate which 
pieces of information reported to the general population can affect their attitude 
towards an individual with a mental health condition. By doing this it could indicate 
what type of information the general population need to see for it to affect their 
attitudes towards people with mental health conditions for example statistics of 
people who have improved since receiving help for their condition and this would 
educate the general population about mental health issues and the ways treatment 
can help. This could have a positive effect on the individual with the mental illness as 
they could not be subjected to the negative attitudes which can sometimes have 
detrimental effects on their mental health. Other aspects of a questionnaire could 
also be developed to find other factors of mental illness may affect an individual’s 
attitude towards mental illness. By doing this, it could be used as a tool by 
organizations such as the government and mental health charities in which they 
educate the population about what mental illness is and its symptomology. The 
knowledge would then help decrease negative attitudes as the stereotypical view of 
an individual with a mental illness would change and therefore people would be 
educated in how an individual with a mental illness such as schizophrenia is not 
always dangerous as it is normally presented by the media 
 

Finally, another way to gain further and more insightful information into 
negative attitudes towards mental health would be to conduct a mixed-methods or 
qualitative studies into this area as more information could be gained in an attempt to 
learn about what it is about mental illness that causes people to have such negative 
attitudes towards it. This could be used to eliminate and identify the core aspects of 
negative attitudes towards mental illness and can then be used as a basis for 
organizations to educate the population. 

 
Implications 
 
 The implications of this study include that it shows that there is still a trend of 
negative attitudes towards mental illness despite organizations working to eliminate 
stigma and discrimination in terms of mental illness. Therefore this study could be 
used as the first step in gaining information into how negative attitudes of mental 
illness are formed and to which aspects of negative mental health attitudes need to 
be focussed on in an attempt to decrease these negative attitudes. The implications 
of the findings show that females, despite having more positive attitudes towards 
mental illness still score high on avoidance scores which could have detrimental 
effects on individuals with mental illnesses. The dangerousness scores for the 
illnesses, schizophrenia in particular show that not enough is being done in an 
attempt to eradicate the stigmatisation and discrimination of mental illness therefore 
individuals with mental health issues are still being subjected to for example, the way 
the media portrays violent crime when committed by a person with a mental illness, 



Page 21 of 24 

this portrays a negative view on mental illness and if this is an individual’s main 
source of information on mental illness, the consequence could be creating 
stigmatisation and discrimination of an individual with a mental illness especially in 
terms of avoidance. By applying this piece of research and other pieces on attitudes 
towards mental illness, this can help educate the general population on all aspects of 
mental illness which in turn would help change negative attitudes towards mental 
illness. 
 
Conclusion 
 
 The data of this study shows clearly that males have more of a negative 
attitude towards mental illness supporting previous research (Williams & Pow, 2007; 
Min et al. 2012; Corrigan et al., 2001; 2003). It also shows that despite the more 
positive attitudes towards mental illness females are still likely to avoid an individual 
with a mental illness especially if they perceive the individual with a mental illness to 
be dangerous. This research shows that more steps need to be taken to educate the 
general population on mental illness in an attempt to decrease negative attitudes 
which can lead to stigmatization and discrimination. The previous research seems to 
support the findings of this research due to the fact males scored higher scores in 
terms of negative attitudes towards mental illness. The ideas for further research 
could be used in an attempt to help combat the negative attitudes, stigmatization and 
discrimination individuals with mental illnesses are subjected to. 
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