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Abstract
Culture shapes how individuals perceive and respond to others with mental illness. Prior studies
have suggested that Asians and Asian Americans typically endorse greater stigma of mental illness
compared to Westerners (White Europeans and Americans). However, whether these differences
in stigma arise from cultural variations in automatic affective reactions or deliberative concerns of
the appropriateness of one’s reactions to mental illness remains unknown. Here we compared
implicit and explicit attitudes toward mental illness among Asian and Caucasian Americans. Asian
Americans showed stronger negative implicit attitudes toward mental illness relative to Caucasian
Americans, suggesting that cultural variation in stigma of mental illness can be observed even
when concerns regarding the validity and appropriateness of one’s attitudes toward mental illness
are minimized. Asian Americans also explicitly endorsed greater desire for social distance from
mental illness relative to Caucasian Americans. These findings suggest that cultural variations in
mental illness stigma may arise from cultural differences in automatic reactions to mental illness,
though cultural variations in deliberative processing may further shape differences in these
immediate reactions to mental illness.
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Though mental illness is stigmatized across societies, cultural variations in this stigma also
exist (Abdullah & Brown, 2011). In particular, members of Asian cultures typically express
greater stigma relative to their Western cultural counterparts, endorsing greater perceptions
of mental illness and people with mental illness as shameful, threatening, abnormal, and
morally deficient (Furnham & Chan, 2004; Yang, 2007), and desiring greater social distance
from mental illness (Rao, Feinglass, & Corrigan, 2007).

From the perspective of dual-process models of attitudes and stigma (Gawronski &
Bodenhausen, 2007; Reeder & Pryor, 2008; Strack & Deutsch, 2004), cultural variations in
observed stigma may arise from cultural variability in two mechanisms involved in
evaluating mental illness. The first mechanism concerns spontaneously activated affective
reactions of positivity or negativity, or favor or disfavor toward mental illness, which are
automatically activated irrespective of concerns of appropriateness or validity (Gawronski &
Bodenhausen, 2007; Strack & Deutsch, 2004). As culturally-shared lay theories and
meanings of mental illness may vary between cultures, automatic reactions elicited toward
mental illness may also vary. The second mechanism consists of deliberative processes

© The Author(s) 2012

Corresponding Author: Bobby K. Cheon, Department of Psychology, Northwestern University, Swift Hall 405, 2029 Sheridan Rd.,
Evanston, IL 60208, USA. bobbycheon2012@u.northwestern.edu.

Declaration of Conflicting Interests
The author(s) declared no potential conflicts of interest with respect to the research, authorship, and/or publication of this article.

NIH Public Access
Author Manuscript
J Cross Cult Psychol. Author manuscript; available in PMC 2013 December 03.

Published in final edited form as:
J Cross Cult Psychol. 2012 October 1; 43(7): . doi:10.1177/0022022112455457.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



involved in validating activated knowledge for appropriateness and consistency (Gawronski
& Bodenhausen, 2007; Strack & Deutsch, 2004). While negative reactions may be
automatically activated against stigmatized groups, perceived social norms regarding the
acceptability of experiencing and expressing these biases may influence how they are
controlled and reported. As cultures vary in perceived social norms regarding how one
should feel toward and talk about stigmatized groups, the expression of automatic affective
reactions may vary across cultures as these reactions are validated and judged for
appropriateness using culturally-discrepant sets of standards and available knowledge.

While the stigma of mental illness has been assessed at automatic levels of processing
(Rusch, Corrigan, Todd, & Bodenhausen, 2010; Teachman, Wilson, & Komarovskaya,
2006), cultural comparisons of mental illness stigma have almost exclusively depended on
self-report measures, such as responses on questionnaires, surveys, vignettes, and
interviews. Whether observed cultural differences in stigma are due to between-culture
variations in automatic affective reactions to mental illness or exclusively dependent on
variations in relatively controlled processes, such as normative concerns, remains unclear.
Given that lay assumptions, meanings, and social consequences associated with mental
illness may vary across Asian and Western cultures, we predict that cultural variations in
automatic evaluations of mental illness will be observed even when the influence of
controlled processes and normative concerns on evaluations is minimized.

Method
Participants

Forty Caucasian American (CA) undergraduate students (20 females; M age = 18.90, SD =
0.78) and 40 Asian American (AA) students (25 females; 20 Chinese, 19 Korean, 1
multiracial Chinese-Korean; M age = 18.75, SD = 1.17) participated for course credit.
Among the AA participants, 24 were born in the United States, and 16 were born in either
China or Korea. The AA participants were fluent English speakers, and all instructions and
materials were presented in English. All participants gave informed consent prior to
participation.

Materials and Measures
Participants first completed a practice categorization task that involved categorizing only
physical illness (PI) words (e.g., cancer, smallpox) and mental illness (MI) words (e.g.,
depression, schizophrenia) into their respective categories. In the PI block, participants were
told to press the space bar only when they saw a word that reflected a physical illness and
make no responses to words that reflected mental illnesses. The MI block consisted of the
same procedure, but with MI words as targets (pressing space bar) and PI words as
distracters (making no response). Each block consisted of 30 trials. This practice task served
two functions: (1) It allowed participants to get accustomed to the response style they would
be using later in the Go/No-Go Association Task, and (2) it allowed tests for baseline
cultural differences in the mere identification and categorization of mental and physical
illnesses.

The Go/No-Go Association Task (GNAT; Nosek & Banaji, 2001) was utilized to measure
implicit attitudes toward mental illness (MI). The GNAT is conceptually similar to the
widely used Implicit Association Test (IAT; Greenwald, Nosek, & Banaji, 2003). While the
IAT measures implicit biases toward one category relative to another opposing category, the
GNAT functions as a single-category implicit attitude measure, reflecting biases toward a
specific category in a manner that is less dependent upon the level of bias toward another
category.
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The GNAT requires the participants to categorize words into corresponding superordinate
categories by making or inhibiting a response. All words were presented in English. In the
“MI+good” block, participants were instructed to press the space bar in response to words
representing mental illness or positively valenced words (e.g., good, wonderful), while
inhibiting responses to physical illness words and negatively valenced words (e.g., awful,
unpleasant). Likewise, in the “MI+bad” block, participants responded to words representing
mental illness or negative words, while inhibiting responses to distracters (physical illness
words and positive words). To assess whether cultural differences in implicit biases are
specific to mental illness or broadly reflects more general cultural variations in biases
toward illness, participants also completed a physical illness (PI) GNAT task, which was
similar to the MI GNAT, but utilized physical illness words as targets and mental illness
words as distracters across the two blocks. The MI and PI words used in the GNAT were the
same as the words used in the MI and PI baseline practice tasks.

Each of the four GNAT blocks (MI+good, MI+bad, PI+good, PI+bad) were presented in a
randomized order. Each block consisted of 16 practice trials followed by 40 critical trials.
Practice trials had a response deadline of 1,000 ms and the critical trials of each GNAT
block had a response deadline of 700 ms. A relatively short response window was employed
to elicit greater automaticity from participants’ responses and to limit the influence of
deliberation. Error feedback was provided during the first 100 ms of a 150 ms interstimulus
interval with an “O” or an “X” to indicate correct and incorrect responses, respectively.

The GNAT data were scored according to the improved IAT scoring algorithm (Greenwald
et al., 2003), which has also been used for scoring GNAT data measuring response latency
(Raganath, Smith, & Nosek, 2008). A GNAT D score, which serves as a measure of implicit
bias, was calculated for mental and physical illness by computing the difference in mean RT
between the GNAT blocks for each concept (e.g., MI+bad minus MI+good) and dividing
this value by the standard deviation of the RT across the two blocks. The GNAT D scores
were calculated so that negative values represent negative implicit biases, while positive
values represent positive implicit biases.

The Social Distance Scale (SDS; Link, Cullen, Frank, & Wozniak, 1987) was also
administered as a measure of explicit attitudes toward mental illness. The SDS is a five-item
scale that assesses the participant’s willingness to engage in interactions of increasing
intimacy with a person with a mental illness (e.g., “Live next door to someone with a mental
illness,” “Have a person with a mental illness marry into the family”). Each item was rated
on a 4-point scale anchored from definitely willing to definitely unwilling. For each
participant, responses for items were averaged, with higher scores reflecting greater overall
unwillingness to engage in social contact/relationships with people with mental illness.

Results
There were no significant differences between the CA and AA group in reaction times and
error rates for the MI and PI baseline practice tasks (all ps > 0.10), suggesting no differences
between the cultural groups in which words they considered to be a physical or mental
illness or their familiarity/understanding of the words.

Comparison of GNAT D for mental illness between the two groups revealed that the AA
group (M = −0.08, SD = 0.23) exhibited significantly stronger biases toward mental illness
relative to the CA group (M = 0.08, SD = 0.45), t(78) = 2.06, p = 0.04, d = 0.45. The two
groups did not significantly differ in their implicit biases toward physical illness (CA: M =
−0.03, SD = 0.41; AA: M = 0.01, SD = 0.34) (p > 0.10) (Figure 1).
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To determine whether each group’s implicit attitudes were significantly biased, one-sample t
tests against zero were conducted on each group’s GNAT D scores for physical and mental
illness. For both groups, implicit biases toward physical illness did not significantly differ
from zero (all ps > 0.10). Conversely, implicit biases toward mental illness were
significantly lower than zero for only the AA group, t(39) = −2.25, p = 0.03, but not the CA
group (p > 0.10).

Replicating prior cultural comparisons, on the SDS (CA: a = .82; AA: a = .85), AAs (M =
2.27, SD = 0.61) endorsed significantly greater desire for social distance than CAs (M =
1.86, SD = 0.52) from people with mental illness, t(78) = −3.28, p = 0.001, d = 0.72 (Figure
1). The SDS was not correlated with MI GNAT D scores for the overall sample, r(78) =
−0.09, p > 0.10, nor within groups [CA: r(38) = −0.15, p > 0.10; AA: r(38) = 0.21, p >
0.10].

Discussion
Here we demonstrate for the first time that Asian Americans show stronger implicit mental
illness stigma compared to Caucasian Americans. Importantly, cultural variations in implicit
stigma appear to be unique for mental illness, rather than for stigma of illnesses more
generally. Our findings suggest that cultural variations in mental illness stigma may arise
from cultural variations in automatic affective reactions to mental illness. Cultural
differences in deliberate concerns about the appropriateness of one’s immediate reactions to
mental illness may not be necessary to produce cultural variations in mental illness stigma,
though these concerns may modify how automatic reactions toward mental illness are
expressed. Cultural variations in automatic affective reactions toward mental illness suggest
that cultural differences in the meanings or assumptions associated with mental illness may
underlie cultural variations in stigma.

In East Asian cultures, shame from mental illness undermines one’s perceived ability to
fulfill social obligations and accrue social capital or “face,” which are central cultural
values, leading to emotions of anxiety and dread linked to mental illness (Yang, 2007).
Those of Asian cultural backgrounds are also more likely to associate danger and mistrust
with mental illness (Abdullah & Brown, 2011; Furnham & Chan, 2004) and as a result may
experience more spontaneous affective reactions associated with anxiety, fear, or threat
when encountering representations of mental illness. Future studies comparing cultural
variations in implicit stigmatizing attitudes would benefit from examining the relationship
between specific cultural lay beliefs about mental illness and the automatic affective
reactions elicited toward mental illness.
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Figure 1.
Implicit Attitude Biases Toward Mental and Physical Illnesses and Explicitly Endorsed
Social Distance From People With Mental Illness Among Caucasian American and Asian
American Participants
Note: Positive D scores represent positive biases toward the target category. Greater SDS
scores represent greater desire for social distance from a person with mental illness
(maximum score of 4). Asterisks indicate significance at p < 0.05 level.
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