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ABSTRACT: 

  
OBJECTIVE: Stigma is a significant impediment to the successful treatment of 
individuals with mental illness, especially among racial minority groups. Although 
limited, the literature suggests that African Americans are more likely than Caucasians to 
believe that people with mental illnesses are dangerous. The authors reexamined this issue 
and assessed whether racial differences also extend to beliefs about how people with 
mental illness should be treated if violent. METHODS: A nationally representative 

probability sample of 1,241 respondents participated in a telephone survey. The analysis 
focused on the 81 African-American and 590 Caucasian respondents who participated in 
a vignette experiment about a person with schizophrenia or major depressive disorder. 
The authors analyzed respondents' perceptions that the person would be violent, as well 
as their attitudes about blame and punishment. RESULTS: African Americans were more 
likely than Caucasians to believe that individuals with schizophrenia or major depression 
would do something violent to other people. At the same time they were less likely to 
believe these individuals should be blamed and punished for violent behavior. These 
racial differences were not attributable to sociodemographic factors. CONCLUSIONS: 
The study found racial differences in stigmatizing attitudes toward individuals with 
mental illness; however, African Americans' negative perception did not necessarily 
result in endorsement of harsher treatment of mentally ill persons. This study highlights 
the complexity of the stigma process and emphasizes the need to consider racial 
differences in developing interventions targeted to improve public attitudes.  

    Introduction  
  
The Surgeon General's (1) report on mental illness highlighted stigma as a major 
impediment to utilizing and receiving adequate mental health services, especially among 
racial and ethnic minority groups. Recent research supports the Surgeon General's views 

(2,3,4,5,6,7). For example, Sirey and colleagues (8,9) found that lower perceived stigma 
was associated with greater medication adherence among adult patients with major 
depressive disorder and that heightened stigma predicted treatment discontinuation. 
Researchers have hypothesized that stigmatizing attitudes may deter individuals from 
seeking care because, as Corrigan (10) concluded, "social-cognitive processes motivate 
people to avoid the label of mental illness that results when people are associated with 
mental health care." Researchers also hypothesize that members of racial minority groups 

 



may be more reluctant to seek needed services because they hold even stronger negative 
attitudes than Caucasians.  

Racial and ethnic differences in stigmatizing attitudes have received remarkably little 
empirical attention. Some studies have found that African Americans and persons from 
other ethnic minority groups hold more negative attitudes than Caucasians do (11,12); 
however, the generalizability of these studies is limited by nonrepresentative samples. 
One recent qualitative study that used focus groups found that African Americans held 

stigmatizing attitudes about people with mental illness and that these attitudes negatively 
influenced attitudes toward seeking treatment for mental illness (13). According to the 

authors, "the only debate among participants was whether African Americans stigmatized 
mental illness more than other groups." We addressed this question in our study by using 
a Caucasian comparison group, and we used a nationally representative sample to 
improve on the lack of generalizability of previous studies.  

One of the key components of stigmatizing responses to persons with mental illness 
involves perceptions of dangerousness (14,15,16,17). Whaley (18) conducted the only 
nationally representative study that we know of that examined racial and ethnic 
differences in perceptions of dangerousness. He found that Asian-Pacific Islander, 
African-American, and Hispanic respondents perceived individuals with mental illness as 
more dangerous than did Caucasian respondents. He also found that African Americans 
associated mental illness with a heightened risk of violence, regardless of their level of 
contact with persons who had mental illness.  

This study had two purposes. First, we examined whether Whaley's (18) important 
findings among African Americans of heightened perceived danger of persons with 
mental illness could be replicated with a different method—one that used vignette 
descriptions of people with specific mental illnesses rather than survey items about people 
with mental illness in general. Second, we broadened our focus and extended the 
literature by examining not only perceptions of danger but related attitudes that may also 
be important in shaping public responses to people with mental illness. We might expect 
that if African Americans tend to view people with mental illness as more prone to 
violence than Caucasians do, then African Americans might also assign more blame and 
responsibility for any violent acts perpetrated by people with mental illness, thereby 
increasing rejecting attitudes and punishing behaviors (10). We therefore asked whether 

heightened perceived dangerousness among African Americans translates into a 
heightened tendency to blame and endorse punishment of people with mental illness if 
they are violent.  

 
 

    Methods  



  
Sample 
Data for our analyses were obtained from a study designed to examine 
whether and to what extent information gleaned from the Human Genome 
Project might affect the stigma of mental illness. The target population 
comprised persons aged 18 and older living in the continental United 
States in households with telephones. The sampling frame was derived 
from a list-assisted, random-digit-dialed telephone frame. Telephone 
interviews were conducted with a multiethnic sample of 1,241 adults 
between June 2002 and March 2003. The response rate was 62 percent. All results were 
weighted to take into account poststratification adjustment to national counts by race and 
ethnicity and different probabilities of selection associated with the sampling plan. 
Survey commands in the STATA software program for complex survey designs were 

used to estimate standard errors and conduct statistical tests. Institutional review board 
approval was obtained for the study.  

We focused our analyses on the 118 African American and 913 Caucasian survey 
respondents. To evaluate sample selection bias, we compared the sample by race with 
2000 census data for gender, educational attainment, household income, and age. 
Correspondence of our sample with the census was quite close for both African 

Americans and Caucasians with respect to age and income (details are available on 
request from DMA). Our sample overrepresented women in both groups (64 percent of 
the African-American analysis sample compared with 53 percent of the census; 65 
percent of the Caucasian analysis sample compared with 51 percent of the census) and 
also included more highly educated African Americans (33 percent of the analysis sample 
aged 25 years and older were college graduates compared with 20 percent of the black 
census population). As a check for sample selection bias, we examined whether the 
effects of race on the dependent variables of interest (reported below) varied significantly 
by gender, level of educational attainment, or age and found that they did not (results 
available on request).  

The African American and Caucasian subsamples were similar in terms of gender 
proportion and educational attainment. African Americans were significantly younger and 
reported lower incomes than Caucasians (F=22.15, df=1, 669, p<.001, and F=8.17, df=1, 
669, p<.01, respectively). These demographic variables were controlled for in the 
multivariate analyses.  

Vignettes 
Respondents were randomly assigned to hear one vignette describing a hypothetical 
person with major depressive disorder, schizophrenia, or one of a number of physical 
illnesses. After the vignettes, respondents were queried about their attitudes, opinions, 
and beliefs about the described person. Because we wanted to know about the stigma 
associated with mental illnesses, we focused our analyses on the 81 African-American 
and 590 Caucasian respondents who were randomly assigned to hear either a major 
depressive disorder or schizophrenia vignette. In the vignette descriptions, the vignette 
subject's gender, socioeconomic status (three levels), and cause of the illness (strongly 
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genetic, partly genetic, or not genetic) were randomly varied. Also, the vignette subject's 

race and ethnicity were matched to those of the respondent. Below is one version of the 
vignette; bracketed text indicates characteristics that are varied.  

"Imagine a person named John. He is a single, 25-year-old [white man. Since graduating 
from high school, John has been steadily employed and makes a decent living]. Usually, 
John gets along well with his family and coworkers. He enjoys reading and going out with 
friends. About a year ago, [John started thinking that people around him were spying on 
him and trying to hurt him. He 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. After living this way for about 
six months, John was admitted to a psychiatric hospital and was told that he had an illness 
called "schizophrenia." He was treated in the hospital for two weeks and was then 
released.] He has been out of the hospital for six months now and is doing OK. Now, let 
me tell you something about what caused John's problem. When he was in the hospital, an 
expert in genetics said that John's problem was [due to genetic factors. In other words, his 
problem had a very strong genetic or hereditary component.]"  

Measures 
Dependent variables. Three single-item measures were used as dependent variables. The 
first, violence, was measured with the following item: "In your opinion, how likely is it 
that John would do something violent toward other people? Possible responses were "very 
likely," "somewhat likely," "not very likely," and "not likely at all." The second, blame, 
was measured with "If John did something violent as a result of the problems I described, 
do you think it would ..." "definitely be his fault," "probably be his fault," "probably not 
be his fault," "definitely not be his fault." The third, punishment, was measured with "If 
John did something violent because of his problem, he should be dealt with by the police 
and courts just like any other person would be." Possible responses were "strongly agree," 
"somewhat agree," "somewhat disagree," and "strongly disagree."  

Independent variable. Race was measured by the self-identification of the respondent as 
"black or African American," scored 1, or "white," scored 0. Other racial and ethnic 
groups were not included in the analyses.  

Covariates. We controlled for sociodemographic variables that were potential correlates 
of race and could account for racial differences in attitudes toward people with mental 
illnesses. These were assessed before the vignette was presented. Demographic variables 
included age, in years; education (less than high school, 1; high school or technical 
school, 2; some college, 3; and college graduate or higher education, 4); household 
income (less than $20,000, 1; $20,000 to $40,000, 2; $40,000 to 60,000, 3; $60,000 to 
$80,000, 4; and $80,000 or more, 5); political conservatism (very liberal, 1; somewhat 
liberal, 2; moderate, 3; somewhat conservative, 4; and very conservative, 5); and dummy 
variables for religion with Protestant as the reference category (choices were Catholic, 
other religion, and no or unknown religion).  



Analysis 
We conducted four multiple regressions for each of the three dependent variables to 
examine differences between African Americans and Caucasians in perceived 
dangerousness, blame, and punishment. The same predictors were used for each 
dependent variable. In the first model, race alone was entered. The second model added 

age, income, education, political view, and religion. The third model added a variable 
indicating whether the respondent was randomly assigned a vignette describing 
schizophrenia or major depressive disorder. To determine whether the effect of race was 
different for people assigned the schizophrenia as opposed to the major depression 
vignette, the fourth model added an interaction term for race and disorder type. 
Regression coefficients and standard errors are presented in Tables 1 through 3. Missing 

values for predictor variables were replaced by using conditional mean imputation (19).  
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Table 1. Predictors of African Americans' perception of 
dangerousness of a person with schizophrenia described in a 
vignettea  

a The N differed slightly for each dependent variable because of 
missing data for some respondents.  
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Table 3. Predictors of African Americans' perceived need for 
punishment of person with schizophrenia described in a vignette  

 
  
 
 

    Results  



  
Perceptions of dangerousness 
The first model (Table 1) showed that African Americans were more likely 
than Caucasians to perceive that individuals with mental illness—
schizophrenia and major depression in this study—were dangerous (B=.22, 
t=2.14, df=629, p<.05). The second model showed that the effect of race 
remained significant even with sociodemographic controls (B=.25, t=2.26, 
df=621, p<.05) and that none of these controls were significantly 

associated with perceived dangerousness. The third model indicated that 
respondents believed that the person described in the schizophrenia vignette was more 
likely to do something violent to others than the person described in the major depression 
vignette (B=.52, t=8.37, df=620, p<.001). The fourth model showed that the interaction 
between race and type of disorder was not significant (Table 1).  

Blame 
As shown in Table 2, the first model showed that African Americans were less likely than 
Caucasians to blame individuals with mental illness for violent acts (B=-.23, t=-2.33, 
df=632, p<.05). The second model showed that the effect of race remained significant 

even with sociodemographic controls (B=-.25, t=-2.51, df=624, p<.05). Respondents who 
were younger (B=-.01, t=-5.34, df=624, p<.001), more conservative (B=.07, t=2.47, 
df=624, p<.05), and Protestant (B=-.30, t=-3.11, df=624, p<.01) were more likely to 
blame individuals with mental illness for violent acts. The third model indicated that 
respondents were less likely to believe that the person with schizophrenia instead of the 

person with major depression should be blamed for violent behavior (B=-.23, t=-3.82, 
df=623, p<.001). The fourth model showed that the interaction between race and vignette 
type was not significant (Table 2).  
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Table 2. Predictors of African Americans' assignment of blame to 
person with schizophrenia described in a vignette  

 
  
Punishment 
As indicated in Table 3, the first model showed that African Americans were less likely 
than Caucasians to believe that individuals with mental illness should be punished for 
violent acts (B=-.52, t=-3.91, df=652, p<.001). The second model showed that the effect 
of race remained significant even with sociodemographic controls (B=-.53, t=-3.79, 
df=644, p<.001). Respondents who were younger (B=-.01, t=-5.10, df=644, p<.001) and 
more conservative (B=.18, t=4.44, df=644, p<.001) and who had higher incomes (B=.10, 
t=2.75, df=644, p<.01) were more likely to believe in punishment. The third model 
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indicated that respondents were less likely to believe that the person with schizophrenia 
should be punished for violent behavior compared with the person with major depression 
(B=-.26, t=-3.25, df=643, p<.01). The fourth model showed that the interaction between 
race and vignette type was not significant (Table 3).  

 
 

    Discussion  
  
We examined differences between African Americans and Caucasians in stigmatizing 
attitudes toward individuals with mental illness. Consistent with previous research 
conducted by Whaley (18), our results showed that African Americans were more likely 
to believe that people with mental illness would do something violent to others. This 
robust finding could not be explained by sociodemographic differences between the two 
groups. At the same time, the results also revealed a more complex picture with regard to 
stigma. Our findings indicated that even though African Americans were more likely than 
Caucasians to believe individuals with mental illness would be violent, they were less 
likely to believe that these individuals should be blamed and punished if they were 

violent. African Americans were more lenient and less punishing in their views on how 
people with mental illness should be treated, thus attributing less stigma with respect to 
these more behaviorally oriented outcomes that better capture what the general public 

would actually do if an individual with mental illness were violent.  

We also found that younger and more conservative respondents were more likely to 
believe that individuals with mental illness should be blamed and punished for violent 
behavior. In addition, Protestants were more likely than people of other religions to blame 
mentally ill individuals for becoming violent, and respondents with higher incomes were 
more likely to believe that individuals with mental illness who committed violent acts 

should be punished. However, these sociodemographic and attitudinal effects did not 
explain the difference in blame and punishment between African Americans and 
Caucasians. We also found that, in general, respondents believed that individuals with 
schizophrenia were more likely to be violent than individuals with major depressive 

disorder. However, respondents were less likely to believe individuals with schizophrenia 
should be blamed and punished if they committed a violent act.  
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This study has strengths that add to the literature, but it is not without limitations. First, 
two inherent limitations of the vignette experiment should be noted. The vignettes 
describe specific scenarios, necessarily limiting our ability to generalize to all cases of 
mental illness. In addition, respondents were confronted with a hypothetical situation, and 
only behavioral intentions, not actual behaviors, were measured. It is possible that real-
life reactions to real people would differ from those that were observed in the vignette 
experiment. Nevertheless, it is reasonable to suppose that people's stated feelings about 

perceptions of danger and attitudes about blame and punishment would have some 
bearing on their actual behavior.  

Second, it is possible that matching the vignette subject's race with the respondent's race 
may have confounded the main result. African Americans have been negatively 
stereotyped in the media as people to be feared and as more violent than people of other 
racial and ethnic groups (20,21). Thus African-American respondents may have been 
more likely to expect violence because the person described was African American. This 
possibility was empirically tested by examining whether African Americans also 
perceived more violence among the subjects described in physical illness vignettes. We 
conducted a one-way analysis of variance and found no significant differences between 
African Americans and Caucasians in perceptions that a person with a physical illness 
would be violent. Therefore, the increased perceptions of violence found among African 
Americans toward people with mental illness cannot be attributed to a general tendency to 
view African Americans as more violent. Thus, although we recognize the ethnic 
matching of vignette and respondent as a possible limitation, the foregoing considerations 
led us to strongly doubt that this methodological feature had an important impact on our 
results.  

 
 

    Conclusions  
  
Our findings demonstrate the importance of addressing racial differences when 
investigating stigma and mental illness. Not only did we find robust differences between 
African Americans and Caucasians on specific stigmatizing attitudes, we also found that 
these racial differences in stigma are not homogeneously negative among either group. 
Thus the hypothesis that African Americans are more hesitant to seek mental health care 
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because they universally hold more negative stigmatizing attitudes toward people with 
mental illness needs to be reexamined and refined. The African Americans in our sample 
were more likely than Caucasians to endorse perceptions of dangerousness but were less 
likely to endorse harsher critical attitudes regarding blame and punishment.  

Increased stigma among African Americans and other racial minority groups has 
commonly been cited in the literature as an explanation for lower rates of seeking 
treatment for mental illness among these groups. To some extent, our findings challenge 
this argument. We found less blame and punishing attitudes toward people with mental 
illness among African Americans. Thus these types of stigmatizing attitudes could not 
explain lower rates of seeking treatment among African Americans. There may be 
something specific about the fear of being labeled as violent that motivates African 

Americans to avoid the label of mental illness associated with receiving mental health 
care as opposed to the fear of being blamed or punished for their behavior.  

Another possible explanation for this interesting pattern of findings is related to 
attribution theory. Attribution theory suggests that negative behaviors, such as violence, 
may lead to more sympathetic responses toward people with mental illness if the violence 
is viewed as out of the individual's control (22,23). It is possible that among African 
Americans, a mental illness label elicits a more sympathetic response even though the 
label is associated with more violence. In fact it could be that an increased perception of 
violence is part of a more general perception that absolves a mentally ill person of 
responsibility for his or her illness-related behavior. Another possible explanation for this 
pattern of findings is that African Americans might be less likely to blame and punish 
people with mental illnesses who may have been violent because they can more readily 
sympathize with the experience of being stereotyped as violent. Future research should 
empirically examine these possible explanations. For example, studies should include 
questions about whether behaviors are in the control of an individual with mental illness.  

Even though African Americans were more likely to endorse stereotypes about 
individuals with mental illness, they appeared to be more sympathetic and understanding 
in their views about how these people should be treated. One might wonder whether these 
racial differences depend on the type of mental illness being considered. We found no 
evidence for this. The increased leniency was evident for both schizophrenia and major 
depressive disorder. It is possible that this increased leniency among African Americans 

toward people with mental illness reflects a cultural variation that should be considered a 
strength that can be expanded upon in stigma-reducing interventions targeted to the 
African-American community.  
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