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Abstract

Title: Interpersonal contact and the stigma of mental illness: A review of the literature
Background. Stigmatization of mental illness is widespread in Western societies (Crisp et al.,
2001) and other cultures (Chung et al., 2001). Furthermore, researchers have found that
stigma is detrimental to the well being of persons with a mental illness (Wahl, 1999),
potentially resulting in decreased life satisfaction and discrimination in obtaining housing and
employment (Link & Phelan, 2001). It is for these reasons researchers have sought methods
for reducing stigma.
Aims: One strategy purported to reduce stigma is interpersonal contact with people with a
mental illness. This article reviews the literature of contact and stigma reduction and provides
considerations and recommendations for future research.
Method: A thorough review of article databases was conducted to identify all relevant studies.
Studies were then grouped into retrospective and prospective reports of contact.
Conclusions: Research shows that both retrospective and prospective contact tends to reduce
stigmatizing views of persons with a mental illness. However, this literature has been plagued
with various methodological problems, and other factors (such as the nature of the contact)
have rarely been considered.
Declaration of interest: None
Keywords: stigma, chronic mental illness, attitude change, community attitudes.

The Surgeon General of the United
States has identified stigma as a signifi-
cant impediment to the treatment of
mental disorders (US Department of
Health and Human Services, 1999). This
is consistent with the experience of
persons with severe mental illness (SMI;
i.e., schizophrenia, bipolar disorder, ma-

jor depression), who report that stigma-
tization affects their psychological well-
being and other areas of their lives. For
example, 1301 people with SMI reported
that their experiences of stigmatization
are responsible for their feeling discour-
aged, hurt, and angry, and for lowering
their self-esteem (Wahl, 1999). In addi-
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tion, 70% of respondents indicated that
others treated them as less competent
after their mental health status was
known, and 60% reported being rejected
or avoided at times. These findings
indicate that people with SMI perceive
a significant amount of stigma, which
they view as problematic. Stigma has also
been shown to have other detrimental
consequences, such as negatively affect-
ing people’s willingness to begin treat-
ment (Holmes & River, 1998) and
reducing the amount of successful social
interactions (Harris et al., 1992). Persons
with mental illness are also less likely to
have apartments leased to them (Lawrie,
1999; Link & Phelan, 2001; Page, 1995),
less likely to be given job opportunities
(Farina & Felner, 1973; Lawrie, 1999;
Link & Phelan, 2001) or to be provided
with adequate health care (Lawrie, 1999),
and report having a lower quality of life
(Link & Phelan, 2001). These obstacles
likely present a great challenge for
mental health consumers to improve
their functioning and move forward with
their lives.
A common set of stereotypes about

mental illness that have endured for quite
some time appear to be related to the
aforementioned negative consequences
for individuals with SMI. Three themes
have been cited frequently in stigma
research (Brockington et al., 1993; Cor-
rigan et al., 2001; Farina, 1998). The first,
‘authoritarianism,’ is the belief that
people with SMI are irresponsible and
incapable of taking care of themselves.
Therefore, others must control them and
make decisions for them. ‘Fear and
exclusion’ (or social restrictiveness), is
the belief that people with SMI should be
feared and isolated from communities.
Social restrictiveness is related to the
belief that persons with SMI are danger-

ous. The third theme, ‘benevolence,’ is
the belief that persons with SMI are
innocent and naı̈ve; therefore, others
must care for them. Benevolence may
seem to be the least harmless of the three,
but researchers report that it results in
feelings of anger and annoyance, rather
than maternal or paternal feelings to-
wards persons with SMI (Corrigan et al.,
2001). In addition to the three factors
discussed above, surveyed participants
report other related negative thoughts. In
one study, 70% of respondents reported
viewing people with schizophrenia as
dangerous, 80% reported seeing them
as unpredictable, and over half thought it
would be difficult to have a conversation
with someone who has schizophrenia
(Crisp et al., 2000). Hayward & Bright
(1997) reported similar findings, and
suggested that people with SMI are
viewed as responsible for their current
life situation and as being capable of
improving it if they so desire. However,
people in this same study also believe
that SMI will not improve with treat-
ment. This seems like an impossible
standard to live up to; people with SMI
are viewed as in control of their condi-
tion relative to those with other disabil-
ities (Corrigan et al., 2000), yet are seen
as having a poor prognosis (Hayward &
Bright, 1997).
Reducing the stigmatizing views dis-

cussed thus far is important for both
allaying the fears of the general public
and for improving the lives of those
living with SMI. Three methods for
reducing negative views of mental illness
have been suggested and studied in
stigma research (Corrigan & Penn,
1999; Desforges et al., 1991; Gaertner
et al., 1996). One strategy, protest, is the
attempt to suppress stigmatizing atti-
tudes and behaviors by directly instruct-
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ing individuals not to consider or think
about using negative stereotypes. In a
review of this literature, Corrigan &
Penn (1999) found that studies imple-
menting the protest strategy generally
did not have a significant effect on
stigmatizing attitudes, although promis-
ing findings have been reported else-
where (Penn & Corrigan, 2002).
Education, another strategy, involves
providing factual information to the
general public about SMI. This can take
the form of brief courses and/or fact
sheets. Corrigan & Penn (1999) reported
that the education strategy has been met
with moderate success; the type of
information provided to participants
seems to be important for affecting
attitudes, although the effects may not
be very robust (i.e., the durability of the
effects may be limited). The third
strategy is to promote contact, which is
the attempt to dispel inaccurate and
negative beliefs about mental illness by
placing people in direct personal contact
with the stigmatized group. This appears
to be the most promising strategy for
reducing psychiatric stigma (Corrigan &
Penn, 1999), as it potentially combines
information provision (i.e., education)
with the opportunity to directly interact
with someone with SMI.
Researchers first proposed the contact

hypothesis as a possible method of
changing prejudicial attitudes and im-
proving tensions among various racial
and ethnic groups (Allport, 1954; Gaert-
ner et al., 1996); the emphasis subse-
quently expanded to other commonly
stigmatized groups, such as people with
mental illness (Corrigan & Penn, 1999;
Desforges et al., 1991). It is suggested
that contact works best when both
people are seen as having equal status,
when contact is intimate (one-on-one),

and when people work together in a
cooperative rather than competitive man-
ner (Islam & Hewstone, 1993; Kolodziej
& Johnson, 1996). In a positive contact
situation, people encounter instances of
the stigmatized group that are inconsis-
tent with their stereotypes of that group
(although not so much that the target
person is viewed as the ‘exception to the
rule’). Because they must resolve this
discrepancy, contact results in improved
attitudes about the stigmatized person
and generalizes to more positive attitudes
toward the stigmatized group (Desforges
et al., 1991). Contact as a strategy for
reducing stigma has been studied using
retrospective self-reports, laboratory and
classroom manipulations, and other set-
tings that provided direct interaction
opportunities. In this paper, we will
explore and evaluate these areas of
research and discuss the importance of
continued work in this field. Before
proceeding, it is important to define what
is meant by ‘contact.’ Although different
authors may choose varying definitions,
contact discussed here involves direct,
face-to-face contact in some capacity.
This may include having a neighbor,
relative, or friend with a mental illness,
working in a setting providing services
for persons with a mental illness, or
having brief contact in a laboratory
setting. Other types of indirect contact,
such as watching a video of a person with
a mental illness, are not included in this
definition. The articles cited throughout
the rest of this review can be found in
Table 1 along with a brief description of
their findings.

Retrospective studies

Most of the research conducted thus
far has examined self-reported previous
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contact with stigmatized groups. Stigma-
tizing attitudes are multidimensional and
two frequently used measures of stigma
are social distance and affective re-
sponses. A number of studies have found
that participants who report having
previous contact with persons with men-
tal illness are less likely to endorse
negative attitudes, such as being unwill-
ing to hire people with SMI for babysit-
ting, being unwilling to date them, and
being unwilling to rent them a room
(Read & Harre, 2001). That is, they are
less likely to socially distance themselves
from persons with SMI (Corrigan et al.,

2001). In another study, Ingamells et al.
(1996) split their British participants into
high or low contact groups based on the
quantity of previous personal contact
with persons with mental illness. They
found that people in the low-contact
group were more rejecting (in that they
required greater social distance) of an
individual described in a vignette than
those in the high contact group. Simi-
larly, Italian residents who reported
having previous contact endorsed more
positive affective responses to individuals
with SMI, chose less restrictive residen-
tial settings as preferable for persons with

Table 1: Retrospective and prospective contact studies

Retrospective Findings

Arikan & Uysal, 1999 Fewer negative emotions
Chung et al., 2001 Less social distance; greater accepting attitudes
Corrigan et al., 2001 Less social distance
Corrigan et al., 2001 Less dangerous; less social distance
Ingamells et al., 1996 Less social distance
Link & Cullen, 1986 Less dangerous
Penn et al., 1999 Less dangerous
Read & Harre, 2001 Less social distance
Trute et al., 1989 Less dangerous
Vezzoli et al., 2001 Greater positive affect; less social restriction and social

distance

Prospective Findings

Arkar & Eker, 1992 No significant differences
Callaghan et al., 1997 No significant differences
Chinsky & Rappaport, 1970 Inc. favorable, dec. negative traits; less dangerous
Cook et al., 1995 More positive attributes
Corrigan et al., 2001 Improved attributions
Desforges et al., 1991 Improved attitudes
Iguchi & Johnson, 1966 Dec. in negative views
Kish & Hood, 1974 More positive attitudes
Kolodziej & Johnson, 1996 Improved attitudes
Shor & Sykes, 2002 No significant differences
Stein et al., 1992 More positive attitudes
Weller & Grunes, 1988 No significant differences

Note. Findings are reported in simplistic terms for ease of tabulation
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SMI (e.g., they should live with other
people as opposed to living in a psychia-
tric hospital), and indicated they would
be more likely to give a person with SMI
a job (Vezzoli et al., 2001). Arikan &
Uysal (1999) also found that partici-
pants’ emotional responses were affected
by previous contact such that those who
knew someone with a severe mental
illness experienced fewer negative emo-
tions towards persons with SMI in
general.
Chung et al. (2001) examined stigma-

tizing attitudes and social distance
among Chinese students. They assigned
participants to one of seven case vignette
conditions that varied on how the in-
dividual was labeled. Thirty-eight per
cent of the participants indicated they
had previous personal contact with a
person with a mental illness. Participants
with previous contact endorsed more
accepting attitudes toward the case vign-
ette and respondents who were in the
medical or dental program were also less
likely to report they would socially
distance themselves from the hypotheti-
cal individual. In an attempt to explain
the difference between the students pur-
suing medical professions and the social
science and engineering students, the
authors examined the relationship that
the students reported they had to the
contacted individual; however there were
no differences between the two student
groups on this variable. The researchers
suggested that perhaps these groups
varied on personality characteristics that
would influence attitude change, but no
data was available to examine this
hypothesis. These discrepant findings
underscore the importance of examining
how personality variables may impact
the effectiveness of a particular stigma-
reduction strategy. Although there is

minor disagreement in the literature, it
appears that, overall, contact studied
retrospectively (i.e., when people report
how much contact they have had with
stigmatized persons previously) provides
substantial evidence that it is related to
more positive emotional responses and a
desire for less social distance from
persons with SMI.
Attitudes concerning perceived danger-

ousness have also received attention in
the field. In one study, researchers found
that people who reported previous con-
tact were significantly less likely to report
the belief that individuals with SMI are
dangerous, were less likely to report
fearing them, and were less likely to
desire social distance from persons with
SMI (Corrigan et al., 2001). Another
study found that previous contact was
associated with participants endorsing
less dangerous views of a hypothetical
male with a mental illness as presented in
a case vignette (Penn et al., 1999). Trute
et al. (1989) also found that participants
who reported previous contact were less
likely to perceive individuals with a
mental illness as dangerous.
Link & Cullen (1986) examined contact

by separating previous self-reported con-
tact into voluntary (i.e., person works or
volunteers with persons with a mental
illness) and involuntary (i.e., a relative
who was hospitalized, knowing someone
who works in mental health) dimensions.
They found that individuals reporting
involuntary contact endorsed similar
items as those reporting voluntary con-
tact, and that both groups endorsed less
stigmatizing attitudes, in this case, they
perceived persons with mental illness as
less dangerous. These findings are im-
portant given the pervasive view of
individuals with mental illness as danger-
ous and the media portrayal of them as
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dangerous (Corrigan, 1998; Wahl, 1995).
Perceived dangerousness is presumably
related to fear, social distance, and beliefs
about restrictiveness for persons with
SMI; therefore, the ability to affect these
perceptions through contact is significant.

Conclusions and limitations –

retrospective studies

Research on previous contact with
mental illness has provided evidence that
contact is related to less stigmatizing
views of individuals with SMI. Although
these studies are valuable, there are
methodological limitations that influence
interpretation of the findings. One such
limitation is that researchers have not yet
examined the factors within a contact
situation that are considered important
for attitude change. Specifically, these
factors include equal-status, level of
intimacy, the voluntary nature of the
contact, whether the experience was
perceived as pleasant, and whether the
individuals viewed the contact situation
as cooperative or competitive (Desforges
et al., 1991). One study attempted to
address some of these problems in the
context of ethnic group relations (Islam
& Hewstone, 1993). This study examined
previous contact between Hindus and
Muslims in Bangledesh, but in addition
to inquiring about the quantity of inter-
actions, they also gathered information
on the factors discussed above. They
found that the amount of previous con-
tact was associated with greater per-
ceived variability among the individuals
of the other group. Greater perceived
variability is important because one may
be less likely to view a stigmatized group
in stereotyped ways, as group members
may be considered individually if varia-
bility is high. Contact that was more

intimate, voluntary, equal, and pleasant
was associated with more positive atti-
tudes toward the other group, less
anxiety about interacting with the other
group, and greater perceived variability
among out-group members. One limita-
tion of this study is that attitudes were
assessed with a single item; a rating scale
ranging from how positive to how
negative one feels about the other group.
It would be beneficial to add other
attitudinal measures into the model to
understand how qualitative factors in the
contact situation may impact ideas about
social distance and more specific stereo-
types about the stigmatized group, such
as dangerousness for mental illness.
Although this model is based on ethnic
groups rather than persons with SMI, it
provides greater understanding of im-
portant factors that must be considered
when examining contact. It illustrates a
void in the contact and mental illness
literature in that information about the
quality of contact is often not available in
these studies.
In addition to the lack of information

about the importance of the quality of
contact, another problem in this area is
the retrospective nature of the data itself.
It is impossible to know if people who
report previous contact held less stigma-
tizing views about people with SMI
before contact occurred. It seems reason-
able to assume that people with less
stigmatizing attitudes toward a group
would be more likely to interact with
members of that group than people who
have more negative attitudes. In addi-
tion, research has shown that retrospec-
tive reports are often impacted by
memory biases that affect the accuracy
of reporting, (Bradburn et al., 1987)
suggesting that the results of these studies
may be affected by these biases as well.
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Retrospective reports also do not typi-
cally consider the circumstances or per-
sonal characteristics of the individuals
that influenced the decision to have
contact in the first place. The Chung et
al. (2001) study provided evidence that
some factors (possibly related to profes-
sion choice) moderated the effect of
previous contact on stigmatizing atti-
tudes. This illustrates the importance of
considering individual differences in atti-
tude change.
A final problem in this area is that

researchers have not consistently assessed
other factors considered to be important
in attitude change, namely how impor-
tant the attitude is to the person and how
strongly the person endorses these atti-
tudes. Due to the difficulties with the
interpretation of retrospective reporting,
contact may be best examined prospec-
tively, meaning that attitudes are mea-
sured prior to and following the
initiation of contact.

Prospective studies

Researchers have recognized the pro-
blems with using retrospective contact as
the sole basis for concluding that contact
reduces stigmatizing attitudes. As a
result, other studies have used the
laboratory, presentations, job training,
and volunteers as forums for examining
the relationship between prospective con-
tact and attitude change. A recent meta-
analysis of the literature provided evi-
dence that prospective contact with
persons with SMI is associated with
improved attitudes (Kolodziej & John-
son, 1996). The authors reviewed studies
where contact was evaluated in the
context of student or employee training
in hospital settings. The average effect
size for the reviewed studies was 0.34,

suggesting that contact improves atti-
tudes an average of one-third of a
standard deviation. Contact that was
more voluntary in nature (i.e., students
who chose to have contact with indivi-
duals with SMI as part of a course
requirement vs. employees receiving
training as part of their job) appeared
to be the most effective in reducing
negative attitudes, suggesting that con-
tact may not be as effective if it is not
voluntary. It could be argued that these
situations differ markedly from typical,
everyday interactions in that the personal
contact occurred in a hospital and/or
classroom setting rather than in the
community. An additional explanation
is that undergraduates may be more open
to changing their attitudes because they
chose to work with persons with SMI in
the first place. This also illustrates the
importance of assessing individual char-
acteristics in order to better understand
the effects of contact; is it the voluntary
nature of the activity that is essential or
are the traits of the people who volunteer
significantly different than the traits of
those participating in job training?
A few studies have used a laboratory

setting for examining contact and stig-
matizing attitudes. Desforges et al. (1991)
addressed this question by having parti-
cipants work cooperatively with a con-
federate who was described as a ‘former
mental patient.’ After completing a co-
operative task, students reported im-
proved attitudes toward the confederate
as well as towards ‘former mental pa-
tients’ in general. The effect was greatest
for participants who reported more
negative attitudes at the initial assess-
ment. This study is limited in that it was
conducted in a contrived situation and
participants knew that the confederate
was a student at their university, which
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may have affected attitudes regardless of
contact. Another research team at-
tempted to explain what happens phy-
siologically when people interact with a
stigmatized group (Blascovich et al.,
2001). Stigma was operationalized as a
person with a facial birthmark, a person
of a different race, or a person from a
lower socioeconomic group than the
participant. Participants who interacted
with stigmatized partners exhibited car-
diovascular reactivity consistent with
threat and generated fewer words in the
assigned task. The authors also found
that participants who reported more
previous contact with different ethnic
minorities exhibited less physiological
threat during the study, indicating that
contact may have an effect on physiolo-
gical arousal as well as negative attitudes.
Presentations and classroom settings

have also been used as a method for
assessing prospective contact. Corrigan
et al. (2001) exposed participants to
contact with a person with SMI in the
form of a presentation and discussion.
They found that this form of contact led
to improved attributions about various
psychiatric groups. Another study exam-
ined this question with mental health
professionals. Cook et al. (1995) had a 2-
day training session for mental health
professionals that described assertive
community treatment. Participants were
randomly assigned to a second day of
training led by an individual with a
mental illness or to a session led by
another mental health professional.
Those in the training group led by a
person with SMI endorsed more positive
attitudes after the training, even after
controlling for pretest attitudes and
background characteristics. The only
attitude that remained at pre-experimen-
tal levels were beliefs about recovery

from mental illness. Stein et al. (1992)
devised a university class that had
persons with a mental illness and under-
graduates working together in a course
on collaboration and relationships. The
students reported more positive attitudes
after completing the course compared to
control students. Unfortunately, attitude
change was not assessed, so it is difficult
to ascertain if these students would have
endorsed more positive attitudes relative
to controls prior to beginning the course.
A recent study investigated whether a

program called the ‘Structured Dialogue’
can reduce negative attitudes in Israeli
mental health trainees (Shor & Sykes,
2002). This program is led by individuals
with a mental illness who attempt to
facilitate a dialogue with mental health
professionals (or mental health students)
about coping with mental illness. The
results showed that there were no sig-
nificant differences in attitudes before
and after the meetings, but a content
analysis of participants’ responses indi-
cated that they saw persons with SMI as
better able to cope and not very different
from them after the presentations. The
authors suggested that the participants
endorsed many positive attitudes prior to
the presentation, thus it was difficult to
obtain significant findings due to a ceiling
effect. The foregoing suggests that con-
tact in an artificial, controlled setting,
such as a laboratory, classroom, or
presentation may be effective in reducing
negative attitudes toward persons with a
mental illness.
Other researchers have examined con-

tact in more unstructured, real-world
situations, such as job training and
volunteering. In one study, Chinese
nurses’ attitudes were measured after
participating in psychiatric training (Call-
aghan et al., 1997). Training did not result
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in more positive attitudes and attitudes
were not related to previous contact as
measured by reported family history of
mental illness. Weller & Grunes (1988)
also found no significant differences in
attitudes among high, moderate, or no
contact groups of Israeli nurses. A third
study found that participation in a 3-
week psychiatry rotation did not influ-
ence Turkish medical students’ attitudes
(Arkar & Eker, 1992). These studies
suggest that contact, as part of on-the-
job-training, may not impact attitudes.
However, several factors may have influ-
enced these findings. First, participants
were interacting with hospitalized pa-
tients. Consequently, these interactions
may not disconfirm any of their stereo-
types. And second, necessary contact
factors, such as participants being of
equal-status and working together, were
probably not present in many doctor-
patient interactions, especially those as
part of a brief rotation.
Other studies have examined volun-

teers’ attitudes towards persons with
SMI. In one study, students reported
more positive attitudes after volunteering
with individuals with mental illness (Kish
& Hood, 1974). However, the two groups
that engaged in the volunteer activity
were from two different classes, abnor-
mal psychology and sociology, and the
sociology students reported smaller
changes in attitudes. Thus, it is difficult
to differentiate between the effects of
contact and the effects of education. An
alternative explanation for these findings
is that study participants may have
differed initially on a variety of inter-
personal or experiential factors, as de-
monstrated by their varying interests in
course topics, and that this discrepancy
highlights the importance of considering
individual participants’ characteristics.

In another study of volunteers, Chinsky
& Rappaport (1970) measured attitudes
of 30 students enrolled in a community
mental health course. The course re-
quired students to go to a psychiatric
facility to lead groups of individuals with
a psychiatric disorder over a 5 month
period. The control groups consisted of
30 students who were demographically
similar, but not enrolled in the course
and 30 students from another psychology
course who were not demographically
similar to the experimental group. Vo-
lunteer participants significantly in-
creased the number of favorable and
significantly decreased the number of
unfavorable traits endorsed on an adjec-
tive check-list. Specifically, volunteer
participants reported that they viewed
individuals with a mental illness as more
pleasant, less harmful, more predictable,
friendlier and more passive than their
control group counterparts. Further-
more, the groups did not differ in
idealism or initial attitudes on the ques-
tionnaire at pre-test. Unfortunately, this
study used only one measure of attitudes.
As evidenced in the previously discussed
studies, attitudes about persons with
SMI are multidimensional and all views
may not respond to a particular inter-
vention. It is therefore important to
examine additional attitudes, such as
social distance, when conducting a study
like this one.
Iguchi & Johnson (1966) compared 16

participants who volunteered to interact
with individuals in a psychiatric facility
every week for one semester with other
students enrolled in the same abnormal
psychology course who were not volun-
teering, and students who had never
taken a course like abnormal psychology
before. Participants were administered
the Custodial Mental Illness Ideology

Contact and stigma 299



Scale as a measure of stigmatizing
attitudes, which assesses how dangerous
and how treatable persons with a mental
illness are perceived to be and how
similar their needs are to other people’s.
Iguchi & Johnson (1966) found that
although the volunteers were less stigma-
tizing than controls before contact, they
still showed a decrease in negative views
after the interactions with persons with
SMI. This suggests that although volun-
teers may be less stigmatizing than
people in general, contact is robust
enough to impact their attitudes.

Conclusions and limitations –

prospective studies

Research on prospective contact and
attitude change has resulted in discrepant
findings. It appears that contact reduces
stigmatizing views, but it is unclear at
this time why most studies find an effect
and a few do not. The majority of studies
finding that contact had no effect on
attitudes involved contact in job training
settings. An explanation for these non-
significant findings could be the nature of
contact, as contact in these studies often
took place in a psychiatric hospital with
severely afflicted individuals and the
important factors discussed previously
(equal status, intimacy, etc.) are less
likely to have occurred in these situa-
tions. Additionally, individual character-
istics may play a pivotal role in these
studies. Volunteers vs. students vs. peo-
ple in job training settings may differ
markedly from one another on person-
ality characteristics present prior to the
study. These differences may have influ-
enced whether attitude change was more
or less likely and may have affected the
nature of the individual’s attitudes prior
to engaging in contact.

Another problem with the work in this
area is the inconsistent use of attitudinal
measures. Social distance, adjectives de-
scribing the group, and emotional re-
sponses are all examples of dependent
variables in these studies. Although these
measures are all valid methods of asses-
sing stigmatizing attitudes, they are not
all used in each study. Different studies
employed different measures, which pre-
cludes easy interpretation across studies.
Even when a similar construct is used,
such as social distance, it is important to
use similar items across studies; the
questions asked could be very important
in determining whether attitudes have
improved with the intervention. For
example, ‘I would be willing to date
someone with a mental illness’ and ‘I
would be willing to hire someone with a
mental illness’ are both measures of
social distance, but arguably would vary
greatly in people’s willingness to endorse
them. However, the inconsistent use of
measures may highlight the robustness of
the contact strategy in reducing psychia-
tric stigma; the ability to affect attitudes
across many different measures provides
evidence that contact can reduce a wide
range of negative views. Other problems
include the lack of behavioral measures
of attitude change and how strongly a
person endorses beliefs and considers the
beliefs to be important, as mentioned
previously in the retrospective reports
section.
Another limitation is the paucity of

research that uses naturalistic settings for
examining contact. The research con-
ducted using more structured and la-
boratory findings may or may not
translate into real-world situations.
Furthermore, in the studies conducted
thus far, it is often difficult to ascertain
the quality of the contact situation. As
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Islam & Hewstone (1993) demonstrated,
the quality of contact may be more
important than how much contact a
person has with a stigmatized group.
The contact hypothesis suggests that
factors such as equal status, perceived
pleasantness, cooperation, intimacy, and
voluntary nature of contact are all
important in changing peoples’ attitudes
towards stigmatized groups (Desforges et
al., 1991; Islam & Hewstone, 1993). It is
important to understand if these factors
are present in the contact situation
studied and if they are necessary to
reduce stigmatizing attitudes.

Conclusions and future directions

Stigma is detrimental to the well-being
of individuals with mental illness. Con-
tact, as measured both retrospectively
and prospectively, appears to be an
effective strategy for reducing the stigma-
tization of persons with SMI. One
important point to consider in interpret-
ing these findings is the possible con-
ceptual difference between retrospective
and prospective studies. Specifically,
people who have had previous contact
with a person with SMI may be less likely
to stigmatize as a result of their life
experiences, whereas those who partici-
pate in prospective studies can be
thought of as the recipient of an anti-
stigma strategy. As mentioned pre-
viously, individual characteristics could
be very important in determining
whether a person has previously engaged
in contact. One way of asking this
question retrospectively is to examine
various personality traits and compare
groups reporting previous contact and
those reporting no previous contact on
these variables. This method precludes
assessment of stigmatizing attitudes prior

to contact, but may increase understand-
ing of individual variables that may be
important in either seeking contact or
promoting attitude change.
Prospective studies may be a more

stringent test of whether an anti-stigma
campaign employing a contact approach
would be effective, in that contact is
provided by the study, rather than a
person seeking it out. Future research
should attempt to address the issue of
individual variables in prospective stu-
dies, as some evidence suggests that the
effectiveness of contact may depend on
the participants’ characteristics. An ideal
method for reaching this goal would be a
true experimental design, in which a large
group of participants would be recruited
and then randomly assigned to a contact
or no contact condition. Preferably, this
would involve participants engaging in
prolonged, naturalistic contact with as
many of the previously discussed factors
(intimacy, one-on-one, cooperative, etc.)
present as possible. Individual variables
that may be important in influencing
attitude change (i.e., trait empathy, open-
ness to experience, etc.) would be as-
sessed to enrich understanding of these
effects. More realistic approaches could
be laboratory contact, which would
include the random assignment compo-
nent, or assessing those who self-select to
a prolonged contact situation with an
emphasis on assessing the aforemen-
tioned individual variables. Another
point of focus for future research is
alluded to in the above discussion.
Evaluation of the quality of contact
would provide information about the
necessity of these factors for decreasing
psychiatric stigma. This can be accom-
plished in a method similar to Islam &
Hewstone’s (1993) work with ethnic
groups in that participants can retro-

Contact and stigma 301



spectively identify various factors present
in previous contact. Prospective research
could measure the presence of these
factors directly (as in a laboratory or
classroom setting observation or manip-
ulation) or indirectly (by asking partici-
pants about ongoing, naturalistic
relationships).
In addition to these considerations, it

is important for future studies to be
conducted using naturalistic settings that
translate into real-world situations. A
study currently being conducted at the
University of North Carolina at Chapel
Hill is aiming to address some of these
concerns. Participants in this study are
individuals who have volunteered to have
1 year of contact with individuals with
SMI via the community program ‘Com-
peer.’ The relationships are like friend-
ships where individuals can meet as
equals, participate in activities of mutual
choosing, and have direct personal con-
tact on a regular basis. Compeer makes it
possible to examine contact in the con-
text of ongoing, naturalistic relation-
ships, rather than in a contrived
laboratory setting. This study, like most,
has limitations, namely the fact that
participants are self-selected into the
Compeer program. We feel, however,
that this is a conservative test of the
contact hypothesis and the first study of
its kind that addresses meaningful, long-
term contact in a naturalistic setting.
Thus, we feel the potential upside of this
study outweighs the design limitations.
An important challenge for future

research is to translate attitude change
into behavioral changes. This, of course,
leads to the question of how behavior is
defined. In this area, behavior can range
from donating money to mental health
groups to acting in a friendlier manner
towards persons with mental illness.

Thus, the challenge for future research
is to investigate a level of behavior that is
conceptually linked to the attitude in
question. One possibility is to implement
the contact strategy with potential em-
ployers or landlords. The attitude in
question is social distance, which can be
directly linked to an observable behavior,
such as study participants deciding to
employ or to rent an apartment to those
with a mental illness.
Although there is evidence to that

contact reduces stigma, it is unclear by
what mechanisms contact accomplishes
this. Perhaps people become habituated
to being in contact with a stigmatized
group. As discussed previously, indivi-
duals who reported previous contact with
the stigmatized group exhibited less
physiological signs consistent with threat
(Blascovich et al., 2001). It is possible that
exposure to a stigmatized group results in
habituation if this experience is pleasant
and non-threatening. Another possible
explanation involves the theory of cogni-
tive dissonance. Individuals encounter
information that is inconsistent with their
beliefs and they must then alter these
beliefs in order to incorporate this new
information. According to the recategor-
ization theory (Gaertner et al., 1990),
contact with an out-group member re-
sults in changes in out-group member
classification, from ‘them’ to ‘us.’ A
related model of stigma change is rooted
in attribution theory. Attributions are
explanations that an individual makes
about another individual’s behavior. Re-
search has revealed that mental/behavior-
al disorders are viewed as more
controllable than medical disorders and
hence, more stigmatizing (Corrigan,
2000). These attributions apparently re-
sult in perceptions of the person with SMI
being responsible for her/his condition,

302 Shannon M. Couture & David L. Penn



which culminates in feelings of anger and
distaste toward individuals with a mental
illness (Corrigan, 2000). It is possible that
sustained interpersonal contact with a
person with SMI debunks the myth that
their condition is under their control.
This shift in attributions, from control-
lable to uncontrollable, may correspond
with a change in feelings, from anger to
sympathy, which should augment helping
behavior (Corrigan, 2000). However, it is
unclear at this time whether one, a
combination, or any of these mechanisms
are important for changing stigmatizing
views. Research that examines the me-
chanisms underlying contact would there-
fore be valuable.
In sum, it appears that contact is

important for reducing stigmatizing atti-
tude about mental illness, and that this
effect seems robust across Western and
non-Western cultures. What is unclear is
what factors are necessary and sufficient
for contact to work (equal status, in-
timacy, etc.), what mechanisms underlie
contact and attitude change, and which
individual characteristics are important
in this process. Additional research in
this area is greatly needed to answer these
questions and to provide further evidence
that contact is an effective stigma-reduc-
tion strategy for mental illness.
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