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Abstract

In his classic text, Goffman (1963) defined courtesy stigma as the negative impact that results from association with a person who is marked by a stigma.  Family members of relatives with mental illness and/or substance abuse report they are frequently harmed by this kind of stigma. There has not, however, been a population-based survey that assesses how members of the general public actually view family members.  Using a social cognitive model of mental illness stigma, we examined ways that family roles (e.g., parents, siblings, spouses, and children) and types of psychiatric disorders (e.g., schizophrenia and drug dependence) influence courtesy stigma.  A nationally representative sample (N=968) was recruited as part of Time-Experiments for the Social Sciences and using the nationally-representative online research panel recruited by Knowledge Networks (KN).  We used a vignette design describing a person with a health condition (schizophrenia, drug dependence, or emphysema) and a family member. We found that family stigma related to mental illnesses like schizophrenia is not highly endorsed.  Family stigma related to substance dependence, however, is worse than other health conditions with family members being blamed for both the onset and offset of a relative’s disorder and likely to be socially shunned.  Additional analyses showed that family role predicted stigma with parents being blamed for onset and offset of a relative’s disorder, and children viewed as contaminated by the health condition.  Implications of these findings for better understanding family stigma are discussed.
Blame, Shame, and Contamination:

The Impact of Mental Illness and Substance Abuse Stigma on Family Members


Stigma not only harms many people with mental illness and/or substance abuse, it may injure family members who are associated with these individuals.  Goffman (1963) called this courtesy stigma
;  the prejudice and discrimination that is extended to people not because of some mark they manifest, but rather because they are somehow linked to a person with the stigmatized mark.  Surveys have shown that family members with relatives who have mental illness or have substance abuse disorders report significant experience with courtesy stigma.  However, to our knowledge, there has not been a survey based on a nationally-representative sample to determine whether the public, in fact, endorse stigmas about family members.  The goal of this study is to examine family stigma on a probability sample drawn from the general adult public.  We begin by reviewing the evidence of stigma experienced by people with psychiatric disorders and segue into the stereotypes experienced by families.  These include blame, shame, and contamination.  In summarizing the experience of family stigma, we distinguish how family roles -- parents, children, spouse, and siblings -- may interact with courtesy stigma.
The Primary Stigma Experienced by People with Mental Illness and Substance Use Disorders
Study of primary stigma due to mental illness or substance abuse has been largely informed by two independent research traditions:  social psychological paradigms that model the cognitive and motivational processes that lead an individual to stigmatize, and sociological paradigms that explain how various economic, political, and historical forces produce social structures which promote and maintain prejudice and discrimination directed at a specific group (Link & Phelan, 2001).  Existing research on family stigma found in a systematic literature review largely represents the individual-psychological paradigm (Corrigan & Miller, 2004).  In like manner, the focus of this study was dominated by this paradigm

We have argued elsewhere that primary stigma and discrimination can be described as an individual and psychological process that differentially impacts the public versus the self (Corrigan & Kleinlein, in press).  Public stigma is the reaction that the general population has to people with mental illness and is the central focus of the study described in this paper; namely, how does the public view families with a member with mental illness or substance abuse problem?  Self-stigma represents the effects of being part of a stigmatized group and turning the stigma on one’s self.  Three social cognitive factors describe the processes that comprise public and self-stigma:  stereotypes, prejudice, and discrimination.  Social psychologists view stereotypes as knowledge structures that are learned by most members of a social group (Augoustinos & Ahrens, 1994;  Esses, Haddock, & Zanna, 1994;  Hilton & von Hippel, 1996;  Judd & Park, 1993;  Krueger, 1996;  Mullen, Rozell, & Johnson, 1996).  Stereotypes are especially efficient means of categorizing information about social groups.  Stereotypes are considered “social” because they represent collectively agreed upon notions of groups of persons.  They are “efficient” because people can quickly generate impressions and expectations of individuals who belong to a stereotyped group (Hamilton & Sherman, 1994).  

Just because most people have knowledge of a set of stereotypes does not imply that they agree with them (Jussim, Nelson, Manis, & Soffin, 1995).  People who are prejudiced, on the other hand, endorse these negative stereotypes (“That’s right;  all persons are to blame for their mental illness!”) and generate negative emotional reactions as a result (“They anger me because of their weakness!”) (Devine, 1995;  Hilton & von Hippel, 1996;  Krueger, 1996).  In a public survey like the one reported  in this paper, measures largely assess prejudice.

Prejudice, which is fundamentally a cognitive and affective response, leads to discrimination, the behavioral reaction (Crocker, Major, & Steele, 1998).  Prejudice that yields anger can lead to hostile behavior (e.g., physically harming a minority group) (Weiner, 1995).  In terms of mental illness, angry prejudice may lead to withholding help or replacing health care with services provided by the criminal justice system (Corrigan, 2000).  Fear leads to avoidance;  e.g., employers do not want persons with mental illness nearby so they do not hire them (Corrigan et al., in press).  

Public stigma applied to people with mental illness and substance abuse disorders.  
Common stereotypes about people with mental illness seem to parallel those with substance abuse and include dangerousness and blame (Angermeyer, Matschinger, & Corrigan, in press; Link, Phelan et al., 1999).  Generally, research shows that psychiatric disorders are viewed as more blameworthy than physical health conditions like cancer and heart disease (Corrigan, River et al., 1999;  Weiner, Magnusson, & Perry, 1988).  Our group has been especially interested in stereotypes related to attributions about personal responsibility and blame (Corrigan, 2000).  We have found that research participants selected from the general public who blame people for the onset of their mental illness or substance use disorder are more likely to react angrily to them, withhold help, avoid them socially, and support coercive mental health services (Corrigan, River et al., 1999, 2000; Corrigan Markowitz et al, 2003, Corrigan, Lurie et al., 2004).  Research that compares the public stigma of mental illness to substance abuse consistently shows substance abusers as judged to be more responsible for their disorder (Corrigan, River et al., 1999; Link, Phelan et al., 1999; Weiner, Magnusson, & Perry, 1988).
Stigma and Family Members

The theme of blame, and in a related manner incompetence and shame, are also seen in surveys of families of individuals with psychiatric disorders when discussing their experience with courtesy stigma.  Large scale studies have shown that between a quarter and a half of family members believe that their relationship with a person with mental illness should be kept hidden or otherwise be a source of shame to the family (Angermeyer. Schulze, & Dietrich, 2003;  Phelan, Bromet, & Link, 1998; O’Haeri & Fido, 2001; Phillips et al., 2002; Thompson & Dahl, 1982; Shibre et al., 2001; Wahl & Harman, 1989).  One study showed family shame was 40 times more prevalent in families with people with mental illness compared to families who have members with cancer (Ohaeri & Fido, 2001).  Shame seemed to be clearly linked to blaming the family for the member’s psychiatric disorder.  Findings from a group of 178 family members showed that about 25% worried that other people might blame them for the relative’s mental illness (Shibre, et al., 2001).  
Blame and shame seem to lead to discrimination in the form of social avoidance.  Three large studies reported about a fifth to a third of family members reported strained and distant relationships with extended family and/or friends because of a relative with mental illness (Ostman & Kjellin, 2002; Shibre et al., 2001; Struening et al., 2001; Wahl & Harman, 1989).  However, another study found a much smaller rate with only 10% of a sample reporting occasional avoidance by a few people (Phelan, Bromet, & Link, 1998).  
Note that all the studies we reviewed examined courtesy stigma from the perspective of the family; i.e., whether family members perceive others stigmatizing them because of their relatives with mental illness.  Hence, the first goal of this study is to conduct a survey using a representative sample to determine how the American public actually views family stigma.  In addition to descriptive statistics representing the endorsement of courtesy stigma, our survey also included a comparison between the courtesy stigma of mental illness compared to a physical health condition for which patients are frequently blamed:  emphysema.  Consistent with research on primary stigma, we expect the courtesy stigma of mental illness to be more severe than that related to emphysema.  Also note that these previous studies limited their research to the courtesy stigma that stems from a family member with mental illness; we were unable to find any studies examining how family members of people with substance use disorders experience courtesy stigma.  An additional goal of this study is to examine family stigma for substance abuse disorders.  Consistent with the research on primary stigma, we expect courtesy stigma due to substance abuse to be worse than for mental illness. 

How stigma varies by family role.  Courtesy stigma may vary by family role: parent, spouse, sibling, or child (Corrigan & Miller, 2004).  Struening and colleagues (2001) examined this question in terms of parents on two different samples.  Almost half of one sample (N=281) who were mostly mothers reported some concern about being blamed for their child’s mental illness.  Typically, blame is attributed to bad parenting skills.  The mother’s incompetence, for example, led to the child developing a mental illness.  Results from a second sample (N=180) reported by Struening et al (2001) reported the same concerns though at a lower rate; about 10% of mothers experienced being blamed.   An independent study showed that many parents feared other people might blame them for their child’s mental illness (Shibre et al., 2001).  

Siblings and spouses are often blamed for family members who mismanage their illness.  In describing causal attributions about human behavior, Weiner (1995) distinguished between onset and offset attributions.  As applied to health conditions, onset attributions answer questions regarding how a set of symptoms started.  Offset attributions reflect the conditions that are necessary for a set of symptoms to remit; e.g., in what treatments must a person participate to experience a cure.  Siblings and spouses are often blamed for a relative’s disease offset; namely, they fail to help the person with mental illness stay treatment adherent so the person unnecessarily relapses.  A study of 164 siblings hinted at this stigma; survey participants were concerned about relatives with mental illness remaining adherent to treatment regimens and perceptions that relapse was somehow their fault (Greenberg, Kim, & Greenley, 1997).  Unlike the kind of responsibility experienced by parents, sibling blame seems to mirror public expectations that family members who are somehow currently associated with adult children with mental illness (like siblings) or who have opted to live with the adult (e.g., spouses) have greater responsibility for current status.  This is evident by reduced shame experienced by family members who do not live with the relative with mental illness, compared to those who do (Phelan, Bromet, & Link, 1998). 

The child of a person with mental illness is often viewed as contaminated by the parent’s mental illness.  One investigation examined responses of a survey sample drawn from the general population to a hypothetical vignette (Weyand, 1983).  Results suggested that participant attitudes about a son were diminished by the father’s stigmas.  A subsequent study attempted to test this finding using a more carefully controlled vignette experiment (Mehta & Farina, 1988).  Results showed students portrayed in the vignettes as having a father who is depressed, alcoholic, or an ex-convict were viewed as having more difficulty than the other groups. Another study on two samples illustrated the complexity of contamination on children, in this case, of parents with alcoholism or mental illness (Burk & Sher, 1990).  The first sample of 570 adolescents was more likely to rate teenagers with stigmatized parents as more socially negative than teens without parents who abuse alcohol or have a mental illness.  The second sample of 80 adult mental health workers largely replicated the findings of the first group.  These results echo our earlier conclusions that children may experience contamination from the stigma of their parents.  


Given these findings, another important goal of this study is to examine how family roles interact with public perceptions of family stigma.  We expect to find parents are viewed as more responsible for the onset of the disorder, siblings as responsible for offset of the disorder, and children as contaminated by the disorder.
A Comparison of Family Stigma and Primary Stigma

Finally, the data in this paper provide an answer to a fundamental question about family stigma; how bad is it?  One way to address this question is by comparing the courtesy stigma applied to mental illness and substance abuse versus that experienced by emphysema.  A second question, though, is how bad is courtesy stigma for a specific health condition compared to corresponding primary stigma?  We answer this question by comparing responses made by the sample towards people with mental illness or substance abuse disorder against the same research participant’s attitudes about the family member.
Methods


The data for this study come from the Family Stigma Data Survey collected by Time-Experiments for the Social Sciences (TESS) (NSF Grant 0094964, Diana Mutz and Arthur Lupia, Investigators).  TESS uses the nationally-representative online research panel recruited by Knowledge Networks (KN).  KN recruits for its sample via list-assisted random digit dialing techniques on a sample frame consisting of the entire United States telephone population (Krosnick & LinChiat, 2001).  Recruits are provided free WEB-TV access in return for completing surveys that are sent to them via e-mail weekly.  Starting in August 2002, KN oversampled households that have pre-existing home-based Internet access.  These panel members are enrolled into a panel loyalty program intended to increase long term participation in KN surveys.  

KN randomly identified and solicited 1307 individuals from its overall panel for the Family Stigma Survey from March 26 to April 8, 2004; 74% completed the survey (N=968).  The sample was 51.9% female and had a mean age of 47.0 years (SD=16.5, range=18-95).  The sample was 72.5% White, 11.7% Black, 11.0% Hispanic, and 4.8% other. 15.8% of the sample had less than a high school education, 32.1% were high school graduates, 27.8% had completed some college, and 24.4% had a bachelor’s degree or higher.  
Post-survey stratification weights were used to adjust sample demographics to values consistent with the 2000 U.S. Census.  Variables used to determine stratification weights include gender, age, race/ethnicity, geographic region in the US, and level of education.  Data reported in this paper represent weight-corrected cases.
Vignette Conditions

Each respondent was randomly assigned to read a vignette that varied across four conditions:  disease of the person with the disorder, role of the corresponding family member, gender of the person with the disorder, and gender of the family member.  
[John Smith/Joan Smith] is the [father/mother/son/daughter/brother/sister/husband/wife] of [Frank/Fran] Smith, a 30 year old [man/woman] with [schizophrenia/drug dependence/emphysema].  [Frank/Fran] lives with [his/her] family and works as a clerk at a nearby store.  [Frank/Fran] has been hospitalized several times because of [his/her] illness.  The illness has disrupted [his/her] life significantly.

The quality of specific terms used to describe health conditions can influence the reaction of respondents.  For example, problems related to “psychiatric disorder” are broader than the idea of mental illness alone and include areas like substance abuse (Martin, Pescosolido, & Tuch, 2000).  We addressed this problem by providing respondents with types of mental health problems as listed in the DSM.    Moreover, we adopted labels from the MacArthur Mental Health Module of the 1996 General Social Survey (GSS) for the two psychiatric conditions in order to facilitate comparison with previous research (Pescosolido, Monahan, Link, Stueve, & Kikuzawa, 1999).  Mental illness was “schizophrenia” and substance abuse was “drug dependency.”  Based on earlier research by Weiner and colleagues (1988) on attributions across health conditions, we decided on cancer as the comparison physical health disorder.  Consistent with the labels of the GSS MacArthur Module, we decided on a label representing a specific disorder rather than a generic category.  We chose emphysema because its connection with smoking may increase the level of blame associated with it. 

Family roles were limited to the four dominant ones found in previous research on courtesy stigma (Corrigan & Miller, 2004): parents, children, siblings, and spouses.  Some evidence suggests that courtesy stigma may vary by the gender of the family role; e.g., mothers may be stigmatized more harshly than fathers (Corrigan & Miller, 2004;  Lefley, 1992).  Hence, vignettes randomly varied the gender of the family member.  In like manner, gender of the person with the health disorder was also randomly varied by vignette.  We decided not to vary other sociodemographics of vignette participants because earlier research, for the most part, failed to show them to be relevant in stigmatizing people with psychiatric disorders (Pescosolido, Monahan, Link, Stueve, & Kikuzawa, 1999).  
Dependent Measures

After reading the vignette, respondents were instructed to respond to 14 items using seven point Likert scales (e.g., 7=strongly agree). Seven of the items were about the person with the health disorder, while seven were about the family member.  The first seven items were from the short form of the Attribution Questionnaire which has been shown to be a reliable and valid measure of primary stigma (Corrigan, Lurie et al., in press;  Corrigan, Markowitz et al., 2003; Corrigan, Rowan et al., 2002).  For example, “it is [Frank’s/Fran’s] own fault that [he/she] is in the present condition.
The selection of seven items reflecting family stigma was based on our review of relevant content areas from three sources.  (1) We reviewed the common themes that describe the primary stigma of mental illness and substance abuse used in prior research (Corrigan, in press).  Although this information largely influenced the first seven items relevant to how the public views the person with the health disorder, we also considered it in developing items reflecting courtesy stigma.  (2) We reviewed the common themes that family members have used to describe their experience with courtesy stigma (Corrigan & Miller, 2004).

(3) We conducted a focus group of family members to augment our list of items reflecting courtesy stigma.  During a sixty minutes session, seven members of families with a person with psychiatric disorder (57.1% female including all four family roles) answered  questions about their general understanding of stigma and prejudice, examples of stigma applied to their family member with psychiatric disorder, and stigma applied to them as family members. Analyses of the responses of focus group participants endorsed the themes of blame, shame, and contamination found in our literature review.  Based on these three sources, items reflected such courtesy stigma areas as onset responsibility (family member to blame for person getting disorder), offset responsibility (family member to blame for person relapsing), pity, contamination (illness could rub off), shame, incompetence (the family member was not very good as a parent, sibling, spouse, or child), and avoidance (the respondent would not want to socialize with the family member).  For example, “[John/Joan] bears some responsibility for [his/her] [insert relationship] originally getting ill.”  

Items assessing primary stigma were always presented to research participants before family stigma items to prime stereotypes related to the health condition.  Items within each domain (i.e., primary stigma and family stigma) were presented in random order to control for order effects.
Results


The research questions guiding this paper suggest a three-step approach to analysis.  First, we conducted a series of descriptive analyses to examine how the public endorses courtesy stigmas for families that have members with one of these three health conditions.  This included an inferential analysis to examine how courtesy stigma varied by disorder.  Second, we examined how stigma varied by family role.  Third, we wanted to determine how family stigma compared to primary stigma.  We did this by examining the mean score on selected primary stigma items to the scores on courtesy stigma items.
How Does Family Stigma Vary by Health Condition?

Mean and standard deviations of responses to the seven family stigma survey items, regardless of family role in the vignette, is summarized in the overall row of Table 1.  Results of a oneway MANOVA with the seven items as dependent variables was significant (F(14,1886)=13.31, p<.001).  Subsequent oneway ANOVAs showed that all seven items differed significantly across the three health conditions (see the far right column in Table 1).   Post hoc Tukey’s test examined the differences between pairs of health conditions; these findings are also reviewed in the Table.  Results suggest that families of drug dependent people are viewed in the most stigmatizing manner; i.e., more responsible for onset and offset of the disorder, more likely to be contaminated, more ashamed of afflicted family member, and less competent in their family role.  Families of people with drug dependence and schizophrenia were viewed as more pitiable than those with emphysema.  
-- Insert Table 1 about here. –

Additional analyses examined whether survey participants endorsed any specific family attitudes higher than others.  Results of a within group ANOVA for the subgroup of survey participants randomized to the schizophrenia vignettes, with the seven family stigma items as dependent variables, was significant (F(6,1842)=108.19, p<.001).  Subsequent contrasts showed the group most agreed (p<.001) with withholding pity, viewing the person as incompetent in his/her family role, and socially avoiding the family member compared to the remaining four items.  The within group ANOVA for the group assigned to drug dependence was also significant (F(6,1950)=52.42, p<.001).  Subsequent contrasts showed withholding pity and contamination as the two items most highly endorsed by survey participants.
How Does Family Stigma Vary with Family Role?

Table 1 also includes the mean and standard deviations of participant responses to family stigma items organized according to family role and health condition.  Results of a 4X3 (family role by health condition) MANOVA with the seven family stigma items as dependent variables yielded significant main effects for family role (F(21,2805)=10.18, p<.001) as well as a significant interaction (F(42,5628)=2.53, p<.001).  Subsequent 4X3 ANOVAs were then conducted for the seven family stigma items individually.  Results of these ANOVAs are summarized in the far right column of Table 1.  Signficant main effects for family role were found for onset blame, contamination, offset blame, and withholding pity.  Subsequent post hoc Tukey’s tests examined pairwise differences; these tests are also summarized in Table 1.  

Results showed that parents and spouses are viewed to be more responsible for the onset of the person’s schizophrenia, drug dependence, and emphysema then children and siblings.  Schizophrenia, emphysema, and drug dependence was likely to contaminate children more than other family roles.  Parents are viewed as more responsible for the person’s schizophrenia or drug dependence relapse than children.  Generally, siblings were least pitied of the four groups.
How Does Family Stigma Compare to Primary Stigma?

The final question examined in this paper was how the public endorses family stigma compared to primary stigma.  Means and standard deviations of participant responses to the seven primary stigma items are summarized in Table 2 by health condition.  Results of a oneway MANOVA were significant (F(14,1890)=99.56, p<.001).  
Subsequent ANOVAs for each of the seven items were all significant; see the far right column of Table 2.  Post hoc Tukey’s test showed that primary stigma for drug dependence was the worst.  The sample rated the person with drug dependence as more dangerous, fearful, blame worthy, anger arousing, and likely to be avoided.  They were also rated as less pitiable and worthy of help.  The person with schizophrenia was rated as more dangerous, fearful, and likely to be avoided than the person with emphysema.  Interestingly, results showed the person with emphysema was viewed as more responsible for his/her disorder than the person with schizophrenia.
-- Insert Table 2 about here. --

Three constructs represented items in both the family and primary stigma measures:  blame, pity, and avoidance.  Moreover, a total score was determined for primary and family stigma by averaging the seven items that comprise each scale.  Note that pity and help on the primary stigma scale and pity on the family stigma scale were reverse scored before determining the composite scores.  Table 3 includes Pearson Product Moment Correlations representing the association between items and total score in the primary stigma scale and corresponding item/total scores from the family stigma scale.  Coefficients were all highly significant (p<.001) with values ranging from 0.28 to 0.43.  The mean and standard deviations of item and total scores are also summarized in Table 3.  
-- Insert Table 3 about here. --

2X3 ANOVAs (stigma type by health condition) were conducted for each of these four sets of scores.  Significant results were found for all of the within group analyses for stigma type as well as the interactions (see the right hand column in Table 3).  Post hoc Tukey’s tests examined the differences between primary and family stigma across the health conditions.  In all cases where paired tests yielded significant results, research participants endorsed primary stigma more than family stigma.  In terms of schizophrenia, survey participants rated primary stigma greater for the total score, pity, and avoidance.  For drug dependence, total score, blame, and avoidance were ranked higher for primary stigma.
Discussion


Surveys of family members of people with mental illness or substance abuse disorders conclude that they experience significant courtesy stigma.  They report being: blamed for the onset of their relative’s disorder, held responsible for relapse, and an incompetent family member (Corrigan & Miller, 2004).  This has led to feelings of shame and contamination.  The question guiding this study was how a representative sample of the American public actually views family members of people with mental illness or substance abuse.  Several interesting trends emerge.  
First, the public does not seem to highly endorse family stigma of mental illness or substance abuse.  If the middle point on the seven point agreement scale is used as an index of agreement (4=neither agree nor disagree), mean ratings of the seven family stigma items are almost all well below this neutral point.  The one exception is withholding pity which yielded a mean of 3.91 for participants given the schizophrenia vignette and 3.62 for the drug dependence sample.  Pity, however, obtains mixed reactions as an index of stigma.  According to Weiner’s (1995) attribution model, pity is consistent with an anti-stigma bias.  Namely, people who are not viewed as responsible for their health condition are pitied which leads to helping behavior.  Conversely, pity might evoke the benevolence stigma;  namely, people with mental illness need an authoritarian figure to make decisions for them because they are incapable ((Brockington et al., 1993; Taylor & Dear, 1980)).  This ambivalent interpretation of pity often leads to scores that approach the median of Likert Scales (Corrigan, Markowitz et al., 2003).  
 Determining a sample’s endorsement of stigma by comparing scores to a scale’s midpoint will likely under-represent the true level of prejudice because of social desirability (Link & Phelan, in press);  i.e., the social pressure not to endorse stigma about a group.  A second way to determine the depth of family stigma is to compare it to primary stigma made using the same vignette.  Results suggest the sample in this study were less likely to endorse stigmatizing attitudes about family members compared to people who directly experience the health conditions.  Survey participants, on average, produced higher overall stigma scores for people with substance abuse disorders and with schizophrenia than their family members.  Survey participants were also more likely to avoid people with schizophrenia and with substance abuse disorders compared to their family.
A second question is that despite the low level of family stigma, does the public discriminate among health conditions?  Results suggest that families with a relative with substance abuse disorder are viewed most harshly.  Compared to the vignettes with schizophrenia and emphysema, family members from the drug dependence vignettes were blamed more for the onset of their relative’s condition and for relapses, though this latter difference was not significant between the drug dependency and schizophrenia vignettes.  Family members in the drug dependence vignette were viewed as more likely to be contaminated by the disorder, more shameful, and more likely to be avoided socially.  
Family stigma of people with mental illnesses like schizophrenia was less harmful.  We chose emphysema as a physical health condition because of the perception that people suffering with this disorder are more blameworthy because of a past smoking history.  And in fact, the primary stigma related to blame was more highly endorsed for emphysema than schizophrenia.  However, no difference was found in blaming family members for emphysema compared to schizophrenia.  In fact, the only family stigma item that differed significantly across these two groups was for pity, with the schizophrenia family members viewed as more pitiable than the emphysema group.  

Combined with our earlier findings, these results suggest that families with a relative who abuses substances are viewed in a stigmatizing manner by the public while those with a person with mental illness are not.  What might account for the difference between this public survey and the perceptions of families with mental illness?  The difference may represent a history effect;  i.e., family stigma has diminished over the five plus years since these family surveys were completed (Phelan, Bromet, & Link, 1998;  Wahl & Harman, 1989).  This seems unlikely given other recent data suggests primary stigma has actually worsened over the past four decades (Phelan, Link et al., 2000).  Alternatively, the disparity between family perceptions and public report may represent the effects of social desirability.  Members of the general public are unwilling to endorse the family stigma that, in fact exists, and risk social disapproval.  Social scientists have tested a variety of implicit measures that measure stigma without the influence of the desirability effect (Fazio, Jackson et al., 1995; Greenwald & Banaji, 1995).  Future research should include implicit measures to determine if the low rate of family stigma in terms of mental illness is still evident.  
The difference between public perceptions and family reports may represent self-stigma.  Namely, families with a relative with mental illness may internalize prejudice (Corrigan & Miller, 2004; Corrigan & Watson, 2000) which, in turn, diminishes the self-esteem and self-efficacy of family members.  If self-stigma accounts for family reports of courtesy stigma, then future research should find a significant association between internalized stigma and a family member’s perception of how others stigmatize him or her.

A third goal of this study was to determine whether family stigma varies by role.  Does the public view parents, siblings, children, and spouses differently?  Results clearly suggest yes, but the specific difference depends on the type of stigma. Results showed adults in a family with an immediate relationship with the person -- parents and spouses -- are more likely to be viewed as responsible for the health condition.  This effect was found for all three conditions though parent and spouse blame was significantly worse for the relative with drug dependence.  Parents were also viewed as significantly more responsible for relapse than children in the two psychiatric vignettes.  Children were more likely to be viewed as contaminated by all three disorders than the other groups, once again with drug dependence showing statistically worse differences than schizophrenia or emphysema.  In all, these findings suggest the public distinguishes the role of parents and children in terms of stigma, and judges family role most harshly in families that have a person with substance dependence.  
President Bush’s New Freedom Commission (Hogan, 2003) has highlighted stigma as a major barrier to the mental health goals of many American’s and recommends concerted efforts to   change public opinion and diminish prejudice.  Although the New Freedom Commission report was not explicit about family stigma, it clearly recognized that barriers to family participation significantly impede mental health care.  This paper begins to show the complexity of courtesy stigma.  It varies by psychiatric disorder with substance abuse disorders continuing to be viewed harshly.  It varies with family role with parents and children viewed in a more stigmatizing light.  More information like this is necessary to further inform anti-stigma programs like those recommended in the New Freedom Commission report.  
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Table 1. Differences in courtesy stigma rated by health conditions.  Note that findings are listed as a whole (Overall) and subdivided by family role: parents, children, siblings, and spouse.  

	Survey

Items
	health condition
	ANOVAs

	
	schizophrenia
	drug dependence 
	emphysema 
	

	
	M
	SD
	N
	M
	SD
	N
	M
	SD
	N
	

	1. Family member bears some responsibility for person originally getting ill.
	

	Overall
	1.98 a
	1.29
	308
	2.67 b
	1.44
	326
	2.22a
	1.38
	317
	F=20.69, p<.001

	Parent 
	2.351
	1.47
	85
	2.991
	1.44
	86
	2.461
	1.45
	94
	FamRole: F=12.19, p<.001

Interaction: F=2.45, p<.05



	Child
	1.822
	1.13
	83
	2.032
	1.26
	78
	1.872
	1.24
	71
	

	Sibling
	1.902
	1.19
	67
	2.473
	1.33
	78
	2.152
	1.33
	71
	

	Spouse
	1.792
	1.26
	73
	3.111
	1.46
	84
	2.311
	1.39
	81
	

	2. Person’s illness could rub off on family member.
	

	Overall
	2.12 a
	1.41
	308
	3.03 b
	1.72
	326
	1.89 a
	1.25
	317
	F=54.18, p<.001

	Parent
	2.001
	1.40
	85
	2.141
	1.46
	86
	1.781
	1.26
	94
	FamRole: F=25.84, p<.001

Interaction: F=8.09, p<.001



	Child
	2.652
	1.44
	83
	4.172
	1.73
	78
	2.202
	1.38
	71
	

	Sibling
	1.991
	1.41
	67
	2.492
	1.32
	78
	1.831
	1.15
	71
	

	Spouse
	1.771
	1.24
	73
	3.401
	1.61
	84
	1.801
	1.18
	81
	

	3. When person relapses, it may be family member’s fault.
	

	Overall
	2.22 
	1.25
	308
	2.40 a
	1.33
	326
	2.12 b
	1.25
	317
	F=3.95, p<.05

	Parent
	2.391
	1.29
	85
	2.551
	1.37
	86
	2.07
	1.14
	94
	FamRole: F=3.50, p<.05
Interaction: F=1.74, n.s.



	Child
	2.002
	1.20
	83
	1.952
	1.16
	78
	2.10
	1.30
	71
	

	Sibling
	2.28
	1.28
	67
	2.38
	1.26
	78
	2.30
	1.32
	71
	

	Spouse
	2.22
	1.22
	73
	2.691
	1.41
	84
	2.05
	1.26
	81
	

	4. Family member should feel ashamed about person’s illness.
	

	Overall
	1.87 a
	1.22
	308
	2.72b
	1.44
	326
	1.77 a
	1.16
	317
	F=54.16, p<.001

	Parent
	1.86
	1.21
	85
	2.64
	1.34
	86
	1.74
	1.06
	94
	FamRole: F=0.25, n.s.

Interaction: F=0.85, n.s.



	Child
	1.93
	1.17
	83
	2.88
	1.60
	78
	1.65
	0.96
	71
	

	Sibling
	1.94
	1.37
	67
	2.56
	1.37
	78
	1.75
	1.10
	71
	

	Spouse
	1.74
	1.14
	73
	2.81
	1.46
	84
	1.91
	1.47
	81
	

	5. _____ was not a very good family member to person with illness.
	

	Overall
	2.48
	1.38
	308
	2.72 a
	1.38
	326
	2.47 b
	1.43
	317
	F=3.17, p<.05

	Parent
	2.32
	1.42
	85
	2.85
	1.44
	86
	2.32
	1.34
	94
	FamRole: F=0.88; n.s.

Interaction: F=1.80, n.s.



	Child
	2.67
	1.36
	83
	2.45
	1.34
	78
	2.35
	1.48
	71
	

	Sibling
	2.63
	1.32
	67
	2.68
	1.28
	78
	2.72
	1.45
	71
	

	Spouse
	2.33
	1.36
	73
	2.87
	1.40
	84
	2.54
	1.47
	81
	


	6. I would not want to socialize with family member. 
	

	Overall
	2.32 a 
	1.24
	308
	2.69b
	1.34
	326
	2.16a
	1.29
	317
	F=14.33, p<.001

	Parent
	2.38
	1.32
	85
	2.67
	1.34
	86
	2.17
	1.25
	94
	FamRole: F=0.13, n.s.

Interaction: F=1.30, n.s.



	Child
	2.28
	1.14
	83
	2.56
	1.28
	78
	2.23
	1.34
	71
	

	Sibling
	2.39
	1.35
	67
	2.58
	1.48
	78
	2.31
	1.34
	71
	

	Spouse
	2.25
	1.18
	73
	2.93
	1.26
	84
	1.95
	1.24
	81
	

	7. I would be likely to NOT pity family member.* 
	

	Overall
	3.91a
	1.63
	308
	3.62 a
	1.51
	326
	4.26 b
	1.64
	317
	F=12.60, p<.001

	Parent
	3.401
	1.46
	85
	3.66
	1.52
	86
	4.101
	1.64
	94
	FamRole: F=12.70, p<.001

Interaction: F=1.35, n.s.



	Child
	3.822
	1.58
	83
	3.261
	1.50
	78
	4.001
	1.70
	71
	

	Sibling
	4.603
	1.59
	67
	4.102
	1.46
	78
	4.772
	1.51
	71
	

	Spouse
	3.992
	1.73
	73
	3.491
	1.45
	84
	4.211
	1.61
	81
	


Note.  Means in the Overall Row with different alphabetic superscripts represent significant differences (p<.05) across health condition.  Family role types with different numeric subscripts down columns differed significantly (p<.05) for the Family Role Main Effect. 

* This item is reverse scored from the original survey item which actually said “I would be likely to pity family member.” 

Table 2. Differences in primary stigma rated by health conditions.  

	Survey

Items
	health condition
	ANOVAs

	
	schizophrenia
	drug dependence 
	emphysema 
	

	
	M
	SD
	N
	M
	SD
	N
	M
	SD
	N
	

	1. I feel NO pity for the person with mental illness.*
	3.36 a
	1.45
	315
	3.77 b
	1.63
	324
	3.35a
	1.52
	314
	F=7.85, p<.001

	2.  The person with mental illness is likely to be dangerous.
	3.85 a
	1.30
	315
	4.29 b
	1.24
	324
	1.91c
	1.24
	314
	F=319.02, p<.001

	3. I feel scared of the person with mental illness.
	3.37a 
	1.40
	315
	3.54a
	1.48
	324
	2.33 b
	1.60
	314
	F=61.17, p<.001

	4. It is the person’s own fault that he/she is in the present condition.
	1.90 a
	1.17
	315
	4.71 b
	1.47
	324
	3.05 c
	1.61
	314
	F=312.64, p<.001

	5. I feel angry toward the person with mental illness.  
	2.06 a
	1.18
	315
	3.60b
	1.48
	324
	1.96 a
	1.27
	314
	F=156.95, p<.001

	6. If you knew him/her, how likely is it that you would NOT help the person with mental illness.*
	3.02a 
	1.19
	315
	3.24b
	1.35
	324
	2.68 c
	1.18
	314
	F=16.35, p<.001

	7. If you know him/her, how likely is it that you would stay away from the person with mental illness.
	3.37a
	1.32
	315
	4.26b
	1.62
	324
	2.17c
	1.31
	314
	F=171.56, p<.001


Note.  Means in each row with different alphabetic superscripts represent significant differences (p<.05) across health condition.  
* These items are reverse scored from the actual survey item.  They originally read, “I feel NO pity for the person with mental illness.” or “If you knew him/her, how likely is it that you would NOT help the person with mental illness.”

Table 3.  Selected within group differences in courtesy and primary stigma across health conditions.  The Pearson Product Moment Correlation coefficients in the left hand column represent the association between primary and courtesy stigma for each item and the total.
	Survey

Items
	health condition
	ANOVAs

	
	schizophrenia
	drug dependence 
	emphysema 
	

	
	M
	SD
	N
	M
	SD
	N
	M
	SD
	N
	

	Total
	

	r=0.43***          Primary
	2.991
	0.68
	308
	3.911
	0.78
	324
	2.49
	0.80
	310
	withn grp:F=409.1 p<.001

interact: F=99.7, p<.001

	Family
	2.412
	0.81
	308
	2.842
	0.84
	324
	2.40
	0.81
	310
	

	Blame
	

	r=0.40***          Primary
	1.89
	1.16
	314
	4.70 1
	1.48
	326
	3.031
	1.60
	321
	withn grp:F=251.8, p<.001

interact: F=115.8, p<.001

	Family
	1.99
	1.30
	314
	2.67 2
	1.44
	326
	2.242
	1.40
	321
	

	Pity (reverse scored)
	

	r=0.28***          Primary
	3.361
	1.45
	313
	3.76
	1.63
	325
	3.361
	1.52
	321
	withn grp:F=66.7, p<.001

interact: F=32.1, p<.001

	Family
	3.932
	1.63
	313
	3.62
	1.51
	325
	4.262
	1.64
	321
	

	Avoidance
	

	r=0.36***          Primary
	3.361
	1.33
	312
	4.261
	1.62
	326
	2.20
	1.34
	321
	withn grp:F=293.3, p<.001

interact: F=77.3, p<.001

	Family
	2.322
	1.25
	312
	2.692
	1.34
	326
	2.17
	1.29
	321
	


Note.  Means in each column with different numeric superscripts represent significant differences (p<.05) between primary and courtesy stigma.  * p<.001
� In this paper we distinguish the stigma experienced by people with psychiatric disorders from courtesy stigma by labeling the former primary stigma.  





