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Abstract

The stigma of mental illness may be amenable to change through reading a magazine story. In this study, 60 university students (61.7% female, 38.3% male) were randomly assigned to either a neutral story or an intervention story about successful treatment of a person with early psychosis. Both groups then read a brief vignette about a person with schizophrenia. Participants completed the Need for Cognition scale, as well as Transportation and the Standardized Stigmatization scales after each story. Stigma scores after the early psychosis story were lower than after the schizophrenia vignette (t(27)=--6.77, p<.001). Participants who were highly transported into the early psychosis story scored lower on the stigma scale completed immediately after that story compared to participants who were not highly transported (F(1,56)=3.29, p<.05). Familiarity with mental illness was also associated with lower stigma levels (F(1,25)=10.26, p<.01).. 
Glossary
Discrimination

Negative behaviours or unfavourable treatment based on prejudice Fiction


An imaginary idea or statement or narrative

In-group 

Social group with a common interest

Journalism

The activity of reporting on and writing about real events

Narrative

Spoken or written account of connected events in the order of their

occurrence

Narrative persuasion
The process by which stories change beliefs and attitudes
Nonfiction 

A literary work other than fiction
Out-group 

Outsiders

Prejudice
A negative reaction, evaluation or attitude toward a group of people

Stereotype

A belief about characteristics of a social group

Stigma
The process of labelling or stereotyping, forming prejudices against the out-group, and discriminating against members of the group

Social distance
The tendency to hold others away from self. Considered to be one 





facet of stigma
Transportation

The experience of becoming immersed or engaged in a narrative; 





travelling into a narrative world and emerging changed by the 





experience.
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Chapter 1: Introduction
Mental illness is a significant problem in Canada today: two out of every 10 people in this country will, at some point in their lives, experience a mental illness (Health Canada, 2002). The other eight out of 10, as A Report on Mental Illnesses in Canada elucidates, “will be affected by an illness in family members, friends or colleagues” (Health Canada, p. 3). Researchers have calculated that the economic burden of mental illness in Canada is $14.4 billion (Stephens & Joubert, 2001). The personal and private cost is incalculable. 

As Corrigan and colleagues (Corrigan, Markowitz, & Watson, 2004) and others (Dinos et al., 2004; Sirey et al., 2001a, 2001b) have concluded, people who may benefit from mental health care do not seek help and those already in treatment do not continue with treatment primarily because of stigma – negative attitudes and beliefs that lead to discrimination (Stier & Hinshaw, 2007). Researchers have also studied the negative impact of stigma on caregivers (Struening et al., 2001) and families (Corrigan & Miller, 2006). Corrigan and Miller found that parents are blamed for causing a child’s mental illness, siblings and spouses bear blame for lack of adherence to treatment plans, and children report fear of being contaminated by a parent’s illness. 

One of the main theories underlying the process of mental illness stigma takes into account social, political and economic forces acting on attitudes toward and behaviours around mental illness. Labeling theory (Link & Phelan, 2001a, 2001b) posits that stigma begins with a label such as “crazy,” to which are attached negative characteristics such as dangerousness and unpredictability, which forms a stereotype. Stereotyping leads to separating “us” from “them” and to social, political and economic discrimination. The psychological connection between stereotyping and discrimination may be explained, at least in part, by terror management theory (Pyszczynski, 2004). This theory posits that a fear of death causes existential angst; in order to reduce anxiety, people create comfortable worldviews that are protected by specific defences. When worldview is challenged by presumed dangerousness of an individual with a mental illness, the likely response will be fear and a desire to avoid. 


Health Canada, the Canadian Medical Association, the World Psychiatric Association, and many other organizations and governments worldwide have identified the reduction of the stigma of mental illness as a significant priority, with some having already launched anti-stigma campaigns. An example is the World Psychiatric Association’s Open The Doors campaign, which is currently running in 20 countries (Gaebel et al., 2008).

Labeling theory suggests that anti-stigma interventions should aim to bring “us” and “them” close enough together that labels and stereotypes become meaningless and discrimination a non-issue. Terror-management theory, for its part, suggests that approaches should aim to avoid provoking fear, which intuitively would seem to be a necessary prerequisite to drawing closer.

Anti-stigma efforts to date have employed education (to replace misconceptions with accurate information), personal contact, and protest (which focuses on the injustice of stigma and appeals to people’s sense of morality) (Corrigan, River et al., 2001). Researchers who have compared the three approaches have concluded that contact is the most effective, followed by education and then protest (Corrigan, River et al.). Contact by its very nature has the potential to bring “us” and “them” closer together, thereby reducing stigma.


Stories may serve the role of “virtual contact.” There is reason to believe that stories may be particularly effective in reducing stigma: Green and colleagues’ research (see Wheeler, Green & Brock, 1999, for example) suggests that written narratives can be persuasive. These researchers have tested how traveling into a fictional story—being “transported”—influences people’s real-world beliefs. The theory of transportation is based on the concept that the deeper people are transported into a narrative world, the more influence from the story they will carry back into the real world with them. It seems likely that the process of being transported avoids conflicts with existing worldviews, meaning that the information will at the very least not be immediately rejected. It is not known, however, whether the process of being transported applies to works of journalism and whether transportation can play a part in influencing the stigma of mental illness.

In this study, the principles of narrative persuasion were applied to the significant problem of mental illness stigma. Stories are ubiquitous in our society, and while most anti-stigma campaigns include some form of storytelling (Estroff, Penn, & Toporek, 2004), the impact of transporting stories on the stigma of mental illness has not yet been directly tested. Given that stories about people with mental illness continue to be told, the next step is to experimentally determine whether transporting stories can alter stigma toward mental illness.  

Definitions, Rates and Costs of Mental Illness

The term mental illness encompasses, but is not limited to, anxiety disorders (such as post-traumatic stress disorder, generalized anxiety disorder and phobias); mood disorders (such as depression and bipolar disorder); schizophrenia and other psychoses; substance abuse disorders; and disruptive disorders such as attentive-deficit disorder (DSM-IV, 1994). 


Prevalence rates suggest the depth and breadth of the problem of mental illness around the world. According to a recent survey by the Canadian Mental Health Association (2003), close to 3.4 million Canadians are currently affected by depression and anxiety. Between 2001 to 2003, researchers from the World Health Organization (2004) conducted a standard psychiatric interview with 60,463 adults in 14 countries in the Americas, Europe, the Middle East, Africa and Asia. They found that prevalence rates for mental illness in the prior year varied from 4.3% in Shanghai to 26.4% in the United States. In Canada, the lifetime prevalence rate of mental disorder has been estimated at 20% (Health Canada, 2002). 

Many people with a mental disorder receive no treatment. Statistics Canada (2003) reported that 21% of Canadians with a mental illness (of all severities) do not receive the services and supports they need. In the WHO’s 2004 study, between 35.5% to 50.3% of people in developed countries with a severe disorder (such as bipolar disorder) had received no treatment in the previous year. 


Stephens and Joubert (2001) have estimated that the economic burden of mental illness in Canada in 1998 was $14.4 billion. This estimate combines direct costs, such as hospital care and prescription medication, and indirect costs such as sick days, short- and long-term disability and premature death. The estimate did not, however, account for lost employment or failure to find employment, nor did it account for reduced income as a result of mental illness. Marcotte and Wilcox-Gök (2001) suggest that the latter figure, estimated annually per person, may range from US$3,500 to US$6,000.


To summarize, although prevalence rates appear to vary country to country, the generally accepted figure in Canada is 20%: two out of 10 Canadians will experience a mental illness at some point in their lives (Health Canada, 2002). Close to two out of every 10 Canadians with a mental illness do not receive the treatment and services they require (Statistics Canada, 2003). Given the burden that mental illness places on countries that are already struggling with economic difficulties (Stephens & Joubert, 2001), governments and agencies such as the Mental Health Commission of Canada are devising and launching campaigns to improve mental health. Most campaigns and interventions are designed to reduce stigma, which researchers frequently pinpoint as one of the barriers to mental health (Canadian Mental Health Association, 2003; U.S. Department of Health and Human Services, 1999).  

Stigma of Mental Illness

Stigma was defined earlier as negative attitudes and beliefs that lead to discrimination (Stier & Hinshaw, 2007). In the case of stigma toward mental illness, many people believe that individuals with a mental illness are unpredictable, dangerous, and are unable to contribute meaningfully to society, with dangerousness being a recurring theme  (see Angermeyer & Maschinger, 2003, for example). As the authors of A Report on Mental Illnesses in Canada stated, “The stigma attached to mental illness presents a serious barrier not only to diagnosis and treatment but also to acceptance in the community” (Health Canada, 2002, p. 15).

Researchers have examined the factors that may lead people to avoid treatment. When Cooper, Corrigan and Watson (2003) assessed the relationship between care-seeking and mental illness stigma, they found that participants were less likely to consider seeking mental health care if they: a) held people with a mental illness responsible for their disorder; b) reacted angrily because of perceived responsibility on the part of the person with a mental illness; and c) withheld pity and helping behaviours from a person with a mental illness.


To better understand why people drop out of treatment for mental disorders, Sirey et al. (2001a, 2001b) followed people prescribed antidepressants to determine whether attitudes toward mental illness were related to adherence to a treatment regimen. Study participants who had better adherence to treatment for major depression scored lower in perceived stigma. The authors suggest that people who stop taking medication may be doing so as a way of insisting that they are not part of a devalued group. 

People with a psychiatric diagnosis report experiencing overt discrimination through verbal or physical harassment, or such actions as property damage (Dinos et al., 2004). Discrimination can occur at the individual or group level and may include rejection or avoidance, even, in extreme cases, murder (Heatherton, Kleck, Hebl, & Hull, 2000). Structural discrimination refers to policies of private or government institutions that restrict opportunities for people with a mental illness (Corrigan et al., 2004). Restrictions can be intentional  (e.g., through laws that restrict rights and opportunities) and unintentional (e.g. through lower levels of funding to mental health research).

In summary, there is an abundance of empirical research linking the stigma of mental illness to treatment avoidance and non-compliance. What is less well understood are the mechanisms underlying stigma and how those mechanisms can be translated into reliable interventions that will remove barriers to recognition and treatment, as well as to promote inclusiveness. 

Theories of Stigma


Scholars have posited various theories about why stigma in general occurs. The downward-comparison theory (Wills, 1981) suggests that stigma is a method of increasing an individual’s self-esteem. Another theory is that eliciting stereotypic associations increases an individual’s sense of control by creating a larger context in which to understand the stigmatized and better predict their behaviour (Mackie, Hamilton, Susskind, & Rosselli, 1996). Yet another theory posits that prejudice is classically conditioned (see Ottatti, Bodenhausen, & Newman, 2005, for a review). During socialization, aversive stimulus (such as a parent’s facial grimace or frown) is repeatedly paired with personal or media exposure to a social group (such as people with a mental illness). Repetition of the pairing eventually produces a classically conditioned emotional response that appears to bypass conscious cognitive processes. Motivational theories of stigma are based on the idea that emotional needs motivate people to develop prejudice (Ottatti et al.). An example of this approach is the “just world” hypothesis (that people get what they deserve). 

Labeling Theory. Link and Phelan’s (2001) theory of stigma sets the process within a social, political and economic framework. The process, which has been applied directly to the stigma of mental illness, begins with labeling, or applying beliefs and labels specific to the culture. An example of a label in the context of mental illness would be “psycho” or “schizo.” Labeling leads to stereotyping, which links an individual to a set of undesirable characteristics: dangerous, unpredictable, unable to contribute in a meaningful way to society. Stereotyping develops into separation, a process that draws a distinction between “us” (people who do not have a mental illness) and “them” (anyone who does). “They” may be so different as to no longer be human. Separation provides the rationale for devaluing, rejecting and excluding people, and ends with status loss and discrimination of the stigmatized individual. 
Link and Phelan believe that stigma depends on potential stigmatizers possessing sufficient power to ensure that the differences are recognized and labelled, that stereotypes are accepted, and that real consequences are attached to the distinctions. In the case of mental illness, consequences translate into discrimination that may appear in the form of being denied housing or employment, social rejection, reduced funding to mental health services and research (Corrigan et al., 2004).

Labeling theory, then, suggests that any approach that will bring “us” and “them” closer together, and hence undo the separation process that is inherent in stigma, would be beneficial in reducing the stigma of mental illness. There is empirical support for this, a point that will be discussed in the section on anti-stigma interventions.
 Terror-management Theory. While the labeling theory has been generally accepted among researchers and mental health promoters (e.g., Angermeyer & Matschinger, 2005), there is another theory that may provide insight into the psychological forces behind the social phenomenon of stigma. Terror-management theory (e.g., Pyszczynski, 2004) has been applied to prejudice, although not to mental illness stigma. This theory suggests that being aware of one’s own mortality creates existential anxiety that one seeks to reduce through establishing a cultural anxiety buffer. The buffer is composed of a cultural worldview (a meaningful and comfortable conception of existence based on standards of valuable behaviour) and opportunities for acquisition of self-esteem (the sense of being valuable and important). Maintaining the beliefs and values implicit in a worldview depends on consensual validation: knowing that others see the world in the same way. Without consensual validation, which may come from friends, family, or media, it is difficult to maintain belief (Pyszczynski). Applying terror-management theory to mental illness, a belief that anyone with a mental illness is threatening and dangerous – a connection that several researchers have identified (e.g., Deaux, Reid, Mizrahi, & Ethier, 1995; Frable, 1993) – could threaten the worldview that has been created to shield people from their fear of death. 


When a worldview is threatened, the psychological response may be based on the specific threat. Cottrell and Neuberg (2005) propose a sociofunctional threat-based approach to prejudice that makes a distinction between the emotions of anger, disgust, and fear. Data analysis from undergraduate students provided through questionnaire data demonstrated that specific threats elicit specific emotions. A threat to physical safety produced fear and a tendency to flee. Given this scenario, if someone with a severe mental illness is perceived as posing a threat to physical safety, a desire for social distance would ensue. 

There is support for the application of terror-management theory to the stigma of mental illness in that negative stereotypes may threaten worldview, leading to rejection and a desire for social distance. Angermeyer and Matschinger (2003, 2005) have established that a label of schizophrenia evokes fear and negative perceptions (also see Read, Haslam, Sayce, & Davies, 2006; Martin, Pescosolido, Olafsdottir, & McLeod, 2007). Fear has been shown to predict desire for social distance from people with a mental illness (Corrigan et al., 2001a; Graves, Cassisi & Penn, 2005). Reducing the potential for a fear response, then, would be a prudent objective when creating methods of reducing the stigma of mental illness.


In summary, labeling theory dominates the thinking on the stigma of mental illness. The process of stigmatizing begins with labeling, leads to stereotyping and separating “us” and “them,” and ends in discrimination. Terror-management theory may add a psychological understanding to the more social and political theory of labeling, and may serve as a guiding principle in writing stories about mental illness. Stories that do not focus on negative characteristics may not elicit a fear response and desire for social distance, and may have value in reducing the separation between “us” and “them.” In other words, labeling theory offers an explanation of how the process of stigmatization occurs. Terror-management theory provides insight into why it occurs.

Anti-stigma Interventions

While most mental health promotion campaigns have focused on practical objectives such as increasing general awareness using social marketing (e.g., Crisp, Cowan & Hart, 2004) and education (e.g., Pinfold et al., 2003), elements of labeling theory can be found in some. For example, the Substance Abuse and Mental Health Services Administration, a public health agency within the US Department of Health and Human Services, launched an anti-stigma campaign on Dec. 4, 2006 that focused on bringing “us” and “them” closer together. The agency and the Advertising Council produced three video public service announcements that focused on the supportiveness of friends. “Friends” presents an individual looking into a space filled with groups of people flashing in and out at high speed as the narrator talks about different kinds of friends. At the end, the fast-forwarding stops and one person is left standing in the room. He smiles and approaches his friend, recently diagnosed with a mental illness. The other interventions were “Door,” which challenged distance from a newly diagnosed friend (and was slightly fear-provoking, from this viewer’s perspective), and “Video Game,” which showed two young men seated on a sofa silently playing a video game. There was no emotional connection between the two men and virtually no verbal interaction, to the extent that the two seemed to be strangers. The “Friends” PSA was the most effective at reducing endorsement of stigmatizing attitudes (Martin, Pescosolido, Olafsdottir, & McLeod, 2007), a finding that makes sense in light of labeling theory: “Friends” showed “us” and “them” drawing closer together and resulted in reduced stigma.

The World Psychiatric Association’s (WPA) Open the Doors campaign has focused its activities on the contact, education and protest findings of Corrigan and colleagues (2001, 2002) (Gaebel & Baumann, 2003). Elements included lectures, art exhibits, film nights, readings, charity concerts, websites, and panel discussions with mental health professionals and consumers. The WPA launched Open the Doors in 1996; the program has now been implemented in 20 countries (Gaebel et al., 2008)

The effectiveness of Open the Doors has been mixed. Gaebel and colleagues (2008) found that three years of the anti-stigma programs in six cities in Germany led to a significant decrease in social distance (an attitudinal manifestation of stigma) generally, although participants did not express a greater desire for closer social relations after the program. Other campaigns have also shown mixed results. Griffiths et al. (2004) found that a Web-based initiative significantly reduced personal stigma (stigma directed toward oneself) while increasing perceived stigma (stigma directed toward others). Altindag and colleagues (2006) studied the effects of A Beautiful Mind, a film about Nobel Prize winner and mathematician John Forbes Nash Jr. They found that participants were more willing to accept a co-worker or neighbour with a mental illness, but were not more willing to accept a closer relationship (e.g., marry someone with schizophrenia).

At least one intervention led to an increase in stigma. Employing another critically acclaimed film, Angel Baby (a 1995 feature film about a rocky romance between two people with schizophrenia), Ritterfeld and Jin (2006) found that participants demonstrated an increase in stigma scores, which were measured before and after the intervention. An educational trailer shown before the film, however, resulted in a decrease in stigma levels. 

Terror-management theory may be able to explain these equivocal findings. Although both films sought to portray schizophrenia realistically, if the features of that disorder are not consistent with one’s worldview, the information could pose an existential threat, which could evoke fear and the desire to flee. Social distance would increase. 

Contact is the most consistently positive strategy for reducing the stigma of mental illness and so is often included in campaigns. A national survey (Estroff, Penn, & Toporek, 2004) of 102 local efforts throughout the United States to reduce stigma concluded that nearly every program included an element of contact, many of those taking the form of public presentations by individual speakers (51%). Stories and personal experiences led the list of the various approaches employed, at 83.3% of all surveyed initiatives. Contact enhances familiarity and leads to lower levels of stigma (Corrigan, Green, Lundin, Kubiak, & Penn, 2001a). Corrigan and colleagues demonstrated that familiarity with mental illness inversely predicted perceptions of dangerousness, suggesting that when familiarity is high, the process of stigmatization may be less likely to occur. Familiarity implies that the barriers between “us” and “them” have already broken down, with the natural result being lower stigma.

To summarize, although mental health promoters have measured some improvements in awareness of mental illness after anti-stigma campaigns, specific effects of these campaigns have been equivocal. The equivocal findings have been difficult to explain, perhaps in part because most campaigns measure community responses to all elements of a campaign (see Gaebel et. al, 2008, for example), rather than responses to specific components. What is needed are studies that explore specific theoretically based components of campaigns: to whit, techniques based on terror-management theory would suggest that any approach should work hard to avoid provoking fear, and labeling theory would endorse any approach designed to reduce distance between “us” and “them.” A positive, hopeful story designed to draw readers closer to an individual with mental illness, then, deserves closer examination as a potential anti-stigma intervention tool.

Media & Narrative

Media has played a critical role in many health promotion campaigns. Mass media has been the vehicle for many health promotion campaigns (e.g. Beaudoin, Fernandez, Wall, & Farley, 2007; Hassan, Marchessault, & Campbell, 2007; Marcus et al., 1998), which have been shown to improve knowledge and specific behaviours such as exercise and tobacco use (Marcus et al.) and intention to be tested for syphilis (Knapp et al., 2005).

Indeed, media is an important source of health information, including mental health. The various forms of media are the general public’s most important source of information about mental illness (Borinstein, 1992; Philo, 1994). In a 1997 study from the National Mental Health Association, television newsmagazine shows were the most popular source of information about mental illness (70%), followed by newspapers (58%), television news (51%), newsmagazines (34%), television talk shows (31%), radio news (26%), other magazines (26%), Internet (25%), non-fiction books (25%), radio talk shows (18%), and women’s magazines (18%) (as cited in Edney, 2004).
Media has not always been kind to individuals with mental illness. Olstead (2002) examined 195 articles from two major Canadian newspapers, the Globe & Mail and Toronto Star, from 1990 to 1999 and found in the stories links between criminality and mental illness and distinctions between “us” and “them.” The author provides a sample newspaper headline by way of illustration: “Psychopaths hunt the available, vulnerable” (Toronto Star, April 3, 1993). Even in prison, mentally ill people were reported as posing a threat to guards and other prisoners (Globe & Mail, Aug. 23, 1990).
Media’s contribution to stigma creation has been investigated. Violence is a common theme in newspaper stories about mental illness (e.g., Coleman & Corbitt, 2001; Klin & Lemish, 2008; Olstead, 2002). According to research conducted by Corrigan et al. (2005), after an analysis of 3,353 relevant news stories from 70 large US newspapers in 2002, 37% of stories in newspapers were found to focus on dangerousness and violence, and generally appeared in the front section of the newspaper. Only 4% of treatment-related stories addressed recovery. A recent analysis of 20 years of media coverage of mental illness (Klin & Lemish) found that media descriptions of mental illness were distorted by inaccuracies, exaggeration and misinformation. Portrayals suggested that people with mental illness were peculiar, different and dangerous.
This focus on dangerousness is not accurate. Arboleda-Florez, Holley and Crisanti (1996) reviewed the literature on violence and mental illness and concluded that there was no consistent evidence that mental illness causes violence. A recent epidemiologic survey (Elbogen & Johnson, 2009) of 34,653 people in the US concluded that although people with a severe mental illness (schizophrenia, bipolar disorder, major depression) committed more violent acts over the span of the study, the relationship was only significant for people who also had substance abuse issues. Severe mental illness alone did not predict violence. Arboleda-Florez and colleagues suggested that factors such as the presence of psychotic symptoms and non-adherence to medication also play a role.

To begin to understand the impact of media portrayal on people with mental illness, in 2000, Mind, a mental health charity in the UK, surveyed 515 people with a mental illness. Half said the media had a negative effect on their own mental health; 35% said it led directly to an increase in depression and anxiety; 22% said they felt more withdrawn and isolated as a result; 8% said it made them feel suicidal; 24% felt hostility from neighbours after a media portrayal; 11% required additional support from mental health services; and 33% changed their minds about applying for jobs or volunteer positions. Thirteen percent were reluctant to contact mental health services for support. Magazines were ranked as the fairest of all non-news media.
Terror-management theory suggests that worldviews are maintained by consensual validation. Reading a newspaper or watching a television program that focuses on negative characteristics of mental illness would reinforce the consensus that people with a mental illness are dangerous and should be relegated to the outgroup.


Indeed, as consumption of media rises, so does desire for social distance (Angermeyer, Dietrich & Matschinger, 2005). Angermeyer and colleagues found that the association is particularly pronounced for television: desire for distance increases with the amount of television consumed. They also found that desire for social distance toward people with schizophrenia is greater in people who regularly read tabloids and regional newspapers as compared to those who regularly read broadsheets (e.g. Globe & Mail). The researchers note that the study was unable to draw causal relationships between tabloids and social distance. People desiring more social distance may be drawn to tabloids and television, which fits with terror-management theory: if one’s worldview directs one to avoid psychiatric patients, media espousing that same perspective would provide a form of consensual validation. 


Changes to mass media are necessary if the stigma of mental illness is to be reduced. This would require a sustained effort to avoid reinforcing stereotypes and prejudice, while at the same time publishing and broadcasting stories about mental illness that are unlikely to provoke a fear response while increasing sense of familiarity. This could gradually expand people’s worldviews to encompass the concept of mental illness as acceptable and not fear-provoking. Such a change could do much to erase negative stereotypes and attitudes. However, in order to justify such a change, and to guide that change, it is essential to first understand what types of stories and which qualities of those stories affect stigma.

Narrative Persuasion


There is support in the literature on narrative persuasion for the concept of using stories to alter beliefs (Gerrig, 1993; Green, 2006; Green & Brock, 2000, 2002). Narrative platforms include novels, plays, television programs, magazine articles and the like (Green & Brock, 2000). Green and colleagues believe that narrative persuasion combines affective and cognitive processes through the process of transportation, which Gerrig described as removing the reader from his or her own world and returning him or her somewhat changed by the journey. 

Green and Brock (2000) propose three consequences of transportation: some facets of what is termed “world of origin” become inaccessible, including the physical environment and subjective distancing from reality; readers experience strong emotion and motivations; and readers also experience attitude and belief change. Considered through the lens of terror-management theory, a transporting narrative may offer an alternative, comfortable worldview, making attitudes and beliefs inherent in the text more readily accepted.

In testing narrative persuasion, one of the short stories that Green and colleagues (2001) used was about an escaped patient from a nearby mental hospital who murders a child in a shopping mall. Participants in that study who were more highly transported reported more story-consistent beliefs such as supporting regulations that curtailed rights of psychiatric patients. 


Green and Brock (2000) make a distinction between transportation and cognitive elaboration, which focuses on how information is attended to and processed, whether it be via peripheral or central processing routes. Models include the elaboration-likelihood model (Petty & Cacioppo, 1981) and the heuristic-systematic model (Chaiken, 1980) that result in attitude change after a deliberate evaluation of logic and argument. 


Previous researchers have found that people who are high in need for cognition (Cacioppo & Petty, 1982) – a measure of how much a person enjoys thinking – are more likely to be persuaded by strong arguments than weak arguments (see Green & Brock, 2000). But, as Green and Brock point out, a story does not contain an argument, and their research concluded that need for cognition was not related to beliefs. Whether this holds for stories addressing mental illness is an open question.

Green and colleagues (e.g., 2000) propose that transportation, the experience of being immersed in a story, may reduce counterargument and negative emotional response. Moreover, readers may experience the story world as they would the real world. Green and Brock (2000) have also suggested that emotional involvement with a protagonist is crucial, with the emotions and beliefs of the character influencing the emotions and beliefs of the reader. This implied closeness hints at “virtual contact,” which would appear to function like personal contact in that previously separate individuals have drawn closer together, at least in belief.


Researchers have investigated type of text, with fictional accounts compared to nonfictional accounts. Green and Brock (2000) found that when transportation levels were high, participants’ beliefs were as likely to be altered by an account labelled fictional as an account labelled nonfictional. The fact/fiction label, then, did not influence transportation. 


In summary, when people are transported into a narrative, it is more likely that they will emerge from the story with attitudes and beliefs that are consistent with those portrayed in the narrative compared to people who are not highly transported into the narrative. Narrative persuasion, then, may be a valuable foundation upon which to build techniques designed to draw people closer together, with the objective of reducing the stigma of mental illness.

Narrative & Journalism

Although Green and Brock (2000) have tested the labels of fiction and nonfiction, the researchers used the same story in both conditions. It may be that the researchers’ assertion that fictional and nonfictional narratives are equally persuasive applies to labels rather than type of story. Journalism, be it print or broadcast, falls squarely within the nonfictional category, and the issue arises of whether the findings from narrative persuasion research can be applied to journalism. 


Indeed, the experience of reading fiction may be distinct from the process of reading works of journalism. There are, of course, many different forms of journalism. Literary journalism, sometimes referred to as new journalism, a phrase coined by Tom Wolfe in the mid-1960s (Jensen, 2005), may be most akin to narrative in that it takes a fictional form and may, at times, be indistinguishable to the reader from fiction. Well-known examples include Truman Capote’s In Cold Blood (1966). Capote referred to his work as a non-fiction novel, and encouraged his colleagues at the time, who included Tom Wolfe and Norman Mailer, to explore the possibilities of journalism (Jensen).


There is to date no empirical evidence that suggests that works of journalism are perceived differently than works of fiction. If readers are transported into magazine stories to the same degree as fiction, then the form the story takes may be irrelevant. It could be assumed that nonfiction narratives that would realistically appear in consumer magazines fit the framework of narrative closely enough for the principles of narrative persuasion to apply and for attitude change to be possible. 

Narrative Content
Empirical support for the importance of story content comes from Read, Haslam, Sayce and Davies (2006), who evaluated the effectiveness of the biogenetic explanation of mental illness (chemical imbalance, brain disease, heredity) in lowering stigma levels. A review of the literature from the past 50 years found that such explanations of schizophrenia were related to perceived danger and unpredictability, fear, and desire for social distance. These perceptions can be understood in terms of terror-management theory. Lincoln, Arens, Berger, and Rief (2008) compared an educational intervention based on the biogenetic causal attribution and on the psychosocial explanation. Participants in the biogenetic explanation group had an increased negative outlook on prognosis after the intervention. 


Read and colleagues (2006) suggest that attributing a mental illness to biology increases the likelihood of believing that the individual is unable to control their own behaviour, thereby increasing fear of the unpredictable and the dangerous. The authors further suggest that one possible reason for the increase in rejection of people with schizophrenia is the increased attention being directed to the biological basis of the illness. Based on the findings, Read and colleagues encourage alternative approaches to stigma-reduction campaigns, such as educating people about the role of psychological or emotional reactions to life events. 


Lincoln and colleagues (2008) suggest that negative views about prognosis, as experienced by psychology students in the biogenetic intervention, might be counterbalanced by specific information on outcome and treatment effectiveness. The findings generally suggested that information that makes schizophrenia more understandable helps reduce stigma. Grausgruber, Meise, Katschnig, Schony, & Fleischhacker (2007) drew similar conclusions after studying the general public in Austria, family members and mental health staff. “The driving forces behind distancing oneself from schizophrenia patients are a poor understanding of the causes of the disorder, the perception of only small chances of treatment success and, most importantly, perceived dangerousness of schizophrenia patients” (Grausgruber et al., p. 317).


Content of the information in any story about mental illness is important. Taken together, these findings, interpreted in the light of terror-management theory and combined with research on familiarity and contact, suggests that a story designed to lower stigma should demonstrate that other people are not afraid of the person with a mental illness, should not include biogenetic explanations, should focus on positive outcomes, and provide personal information to promote a sense of familiarity.  

Ethical Considerations

Persuasive communications, including narratives, are designed to influence beliefs and attitudes, not necessarily to tell the truth, which is at the crux of any ethical debate. Hate groups have used narrative to promote White supremacy (Lee & Leets, 2002), for instance. As Glassner (2004) points out, power and money await those who can take advantage of moral insecurities: “Fear mongers deploy narrative techniques to normalize what are actually errors in reasoning. Perhaps the most common of these consists of in the christening of isolated incidents as trends” (p. 820). This, along with misdirection and repetition, constitute the fabric of what Glassner terms “fear narrative.” 


These narratives divert attention from serious problems and lead to unnecessary spending to manage social problems that have been exaggerated. Inciting unwarranted fears about child abductions, for example, prompted the US to spend billions of dollars incarcerating people “who present little or no danger to others, and turning schools into virtual prisons by means of security devices and personnel,” writes Glassner (p. 826). Creating a culture of fear creates conditions in which individuals and groups can capitalize on that fear through new legislation, additional funding and so on.


Emphasizing the dangerousness of individuals with mental illness may well have created a culture of fear, even though people with a mental illness commit few crimes (Taylor, 2008). Media perpetuates the myth. Perhaps if the editors and writers who are responsible for telling stories understood the social ramifications of their products, they would make a greater effort to tell the truth. Doing so could represent a sizable step toward reducing the stigma of mental illness.
Summary 
As is evident from the literature review, the stigma of mental illness is a costly social problem that research has linked to treatment avoidance and non-compliance. Labeling theory dominates the thinking on the stigma of mental illness. It posits that stigma begins with labeling, leads to stereotyping then separating “us” from “them,” and ends in discrimination (e.g., Link & Phelan, 2001a, 2001b). Anti-stigma interventions designed with labeling theory in mind focus on reducing the separation between “us” and “them,” through personal contact or stories. Terror-management theory (Pyczszynski, 2004) comes into play regarding how the intervention is designed. Perceiving someone with a mental illnesses as dangerous might threaten worldview enough to ignite fear and a desire to avoid or even flee, suggesting that stories designed to reduce stigma should avoid provoking fear. 

The outcomes from anti-stigma campaigns have been equivocal, perhaps in part because community responses to the campaigns as a whole have primarily been measured, rather than responses to specific components. What is needed are studies that explore specific components, such as narratives, which have been included in many anti-stigma campaigns. Narratives have not been directly tested in the context of stigma reduction. Narrative persuasion literature suggests that narratives that are transporting are more likely to be associated with belief change. 

This study will test a story that is transporting and non-threatening, with the objective of determining if such a narrative could be a viable vehicle for reducing the stigma of mental illness.

.

Research Question

Can reading a non-fictional, transporting, non-threatening narrative persuade readers to reduce their stigma toward mental illness?

Hypotheses

H1. There will be an effect of the intervention on stigmatization scores such that participants in the intervention condition will score lower than participants in the control condition. 

H2. The effect of the intervention on stigmatization scores will be greater for participants who score higher on the transportation scale. 

H3: The higher the level of familiarity with mental illness, the lower the stigmatization scores, regardless of condition. 
Chapter 2: Method
Design

The study employed an experimental design, with participants randomly assigned to control vs. intervention conditions. The first set of items was administered to all participants and included demographic items, a familiarity scale, and the Need for Cognition (Cacioppo, Petty, & Kao, 1984) scale. This was followed by the first story (intervention – about early psychosis - or control – about eye disorders), then a second story on diabetes and a final story on schizophrenia. After each story, participants completed these measures, in this order: recall items, items on satisfaction with the length and design of the story, transportation scale, and stigmatization scale. All participants then completed the social desirability items and suspicion check. (See Table 1 for an overview of measures and order or presentation.)
Table 1: Overview of measures and order of administration

	Part 1:

· Demographics

· Familiarity scale

· Need for Cognition scale
	Part 2:

· Intervention or control story 

· Recall items

· Dummy items - length and design

· Transportation scale

· Stigma scale

	Part 3:

· Diabetes story 

· Recall items

· Dummy items - length and design

· Transportation scale

· Stigma scale
	Part 4:

· Schizophrenia story 

· Recall items

· Dummy items - length and design

· Transportation scale

· Stigma scale

· Social desirability & suspicion check


Participants


Students (N=60; 37 female, 23 male) enrolled in introductory journalism and  business communications courses participated in the study. Thirty-one participants (51.7%) were students enrolled in courses held jointly by the University of King’s College and Dalhousie University, and 29 (48.3%) were students at Saint Mary’s University. Respondents ranged in age from 18 to 49 years old (M=22.4, SD=7.9) and included 37 females (61.7%) and 23 males (38.3%). The majority of participants (48; 80%) identified themselves as Caucasian; 6 (10%) as Black; 3 (5%) as Asian; 3 (5%) as other. 
Measures

Demographics
Participants were asked for gender, age, and ethnicity (see Appendix H, p. 79). While Cuomo and Ronacher (1998) found no significant stigmatization differences in gender, and the narrative persuasion literature does not suggest that gender is a significant factor, the findings are not uniform. 

Familiarity Scale
In order to lend credibility to the cover story while assessing familiarity with mental illness, participants were asked about their experience with asthma, diabetes, heart disease, mental illness, physical disability, skin cancer and eye disorders. They were asked to circle the items in the 6-point list that pertained to them.  The choices were: 

1 – I have read about this

2  - I have seen broadcast stories about this

3 – I have had scholastic or professional dealings with someone who has experienced this

4 – A friend of a friend has experienced this

5 – Someone I care about has experienced this 

6 - I have experienced this myself
The highest choice for each medical condition was used as the score for this measure. In other words, if a participant circled 1 (I have read about this) and 5 (Someone I care about has experienced this), they would receive a score of 5.  

Need for Cognition Scale (Cacioppo, Petty, & Kao, 1984)


This scale predicts how likely people are to spontaneously elaborate on information. It contains 18 items, which participants respond to by selecting one of the five points that best represent themselves (1=Completely false; 5=Completely true). An example of an item is “Thinking is not my idea of fun.” Nine of the 18 items are reverse-scored. The Cronbach’s alpha for this study was .88.

Intervention Story (“Early psychosis story”)

The intervention story in the present study, about a young woman with early psychosis, was designed and written specifically to avoid evoking fear: friends and family were not afraid of the young woman; biogenetic explanations were removed from the original published version; outcomes were positive; and personal information was included in an effort to promote familiarity. The story was based on a young woman who was one of the subjects of a video created by the Nova Scotia Early Psychosis Unit. (The video has been distributed and appears on the unit’s website.) The story used in this study was a shortened version of a magazine feature entitled “Mending minds” originally published in a regional health magazine in 2008 (Matthews, 2008). (See Appendix D. )

Control Story (“Eye disorders story”)


The neutral story was a profile of the eye care centre at the QEII Health Sciences Centre in Halifax, NS. It was originally published in a regional health magazine (Furlong, 2008) and was approximately the same length (800 words) as the intervention story. The neutral story was not altered for this study. (See Appendix E)

Story 2 (“Diabetes story”)


The second story was included in the study to add credibility to the cover story. It was a 300-word profile of a young man with diabetes who underwent organ transplant surgery that was published in a regional health magazine (MacKinnon-Murray, 2008). It was edited for length but the content was not substantially altered. (See Appendix F.)

Story 3 (“Schizophrenia story”)

This story was three sentences long: “This man is 20 years old. He is not married and lives with his parents. One day he becomes ill and his doctor says he is schizophrenic.” The vignette normally appears at the beginning of the Standardized Stigmatization Questionnaire (SSQ) (Haghighat, 2005), with the items in the questionnaire referring to the vignette. In this study, the vignette was separated from the items and presented as a one-page story, with an illustration and title added. The illustration was of a young man bearing a neutral facial expression. The title “Portrait of a young man” appeared at the top of the page. The three-line SSQ vignette was boxed and displayed at the bottom of the page. (See Appendix G.) 

Recall Test
Participants completed a five-item, multiple-choice recall test of factual information from the intervention condition, and the same number of items for the control conditions, for the sake of condition parallelism. Recall items followed each of the stories. All recall items were worded specifically for the preceding story.

Length and Design Items

Several items worded to elicit opinions about story length and design were included to add credibility to the cover story and were not analyzed. 

Transportation Scale
Green and Brock’s transportation scale (2000) contains 11 general items and four imagery items specific to the target narrative. An example of an item: “The narrative affected me emotionally.” All items are scored on a 7-point scale, with a theoretical range of 15 to 105, with higher scores representing higher transportation. Several items are reverse-scored. A transportation scale followed each story, with a portion of the items worded specifically for the preceding story. A reliability score of Cronbach’s alpha of .82 for the early psychosis/eye disorder stories, .85 for the diabetes story, and .82 for the schizophrenia story was attained for this study.

Standardized Stigmatization Questionnaire (Haghighat, 2005)


The SSQ is a new scale that is based on patients’ accounts of being stigmatized, as well as input from their relatives and from social workers. The 13-item scale measures three factors: social self-interest (e.g. distancing); psychological self-interest (e.g. guilt management); and evolutionary self-interest (e.g. genetic, territorial). In this study, participants completed the scale using a four-point Likert scale, with 4=yes, very much; 3=yes, a little; 2=no, not so much; and 1=no, not at all. Several items are reverse-scored. In this study, each time the stigma scale was administered, it referred to the individual in the story immediately preceding it. For example, the stigma scale after the early psychosis story referred to the individual in that story, and the stigma scale after the eye disorders story referred to the individual in that story. A reliability analysis of all items resulted in Cronbach’s alpha of .82 for the early psychosis/eye disorder stories, .68 for diabetes story, and .87 for the schizophrenia story.

Brief Social Desirability Scale (Haghighat, 2007)


The four-item scale is derived from the 1960 Marlow-Crowne inventory and includes items such as “Would you smile at people every time you meet them?” The range of scores was 4 to 8, with low scores indicating high social desirability. 

Suspicion Check
This study was designed to distract participants from the actual intent. To determine whether this objective was achieved, a suspicion check (“What do you think this study was about?”) was included as the last item on the questionnaire. Seven participants—five in the intervention group and two in the control group—correctly guessed the study’s objective. An example of a response to the open-ended question: “My treatment of people with varying disabilities/mental health issues.” No participant guessed the full nature of the study, however. Analyses were conducted both with and without participants who guessed correctly, to determine if results that included participants who guessed correctly were significantly different when the guessers were excluded. There were no significant differences and data from participants who guessed correctly was kept in the data file.

Procedure

The study employed an experimental design, with participants randomly assigned to control vs. intervention conditions. All testing was conducted in classrooms during regularly scheduled classes. Students were invited to participate in the study by the PI (see Appendix B); those choosing not to do so could leave before testing began. Since stigma cannot be openly studied, a cover story was required to conceal the actual intent of the study. Therefore, the PI informed students that the study involved testing stories of varying lengths (“We are interested in learning more about how attitudes influence responses to stories of varying length. This information will assist in developing stories for health promotion.”) (see Appendix  B for complete remarks). Each participant received a package containing the consent form and materials (see Appendices C-H ), as well as a business card bearing the investigator’s contact information and the data code for each package. Participants completed the first part of the questionnaire, then read the three stories, completing the remaining sections of the questionnaire after each story. Once participants completed the materials, they were asked to return them to the envelope and wait until everyone had finished. The investigator then debriefed the group (see Appendix I), revealing the deception, and answered questions.
Participants choosing to leave before the formal debriefing were given a written debriefing to take with them (see Appendices K and N). Those wishing to withdraw from the study could do so up to one week after the procedure and were asked to email the researcher of their decision, citing their data code, which appeared on the business card along with the PI’s contact information. Everyone was given an information sheet that contained contact information for counselling services, the early psychosis unit, the PI and the PI’s supervisor, Dr. Lynne Robinson.

Signed consent forms were kept attached to the testing material for one week; after that time, consent forms were removed permanently, thereby removing identifying information. Data from participants choosing to withdraw from the study was discarded; one individual withdrew consent after the debriefing.

Chapter 3: Results


This study explored three questions: 1) does reading a story about someone who has recovered from mental illness lead to lower stigma of mental illness scores?; 2) do people who are more transported into the story display lower stigma?; and 3) do people with personal experience with mental illness display lower stigma? 

All analyses were conducted using SPSS v. 13.0. After the data was inputted and the reverse-scored items were recoded, an inter-item reliability analysis was performed on items in each of the scales (Need for Cognition, three transportation scales and three stigma scales) before the items were combined into a single score for each scale. The data was analysed for outliers and recall, as well as social desirability using a t-test. Normality of data distributions was established before testing the three hypotheses. 

The first hypothesis (see question 1 above) was tested by comparing the means of participants across conditions using a t-test. To test the second hypothesis about transportation, a 2*3 ANOVA was conducted to measure the relationship between high, medium and low levels of transportation on stigma. The third hypothesis about familiarity was tested using ANOVA, with participants divided into two groups: personal experience yes/no. 

Where multiple regressions were performed, the “enter” method was used. This is suited for exploratory analyses rather than hypothesis testing and therefore was appropriate for post-hoc exploration of findings.


Preliminary Analyses

Outliers

When the data was analyzed for outliers, the stigma score for the early psychosis story (34) for participant number 58 was found to exceed 2.5 standard deviations. Removing the data influenced the analyses, and all data from that participant was subsequently removed. There were two age outliers, but as removing the data did not influence analyses, data from those participants remained in the dataset.

Differences Between the Two Samples
Successive t-tests of all variables (including gender, age, ethnicity, experience with each medical disorder, Need for Cognition, the three transportation scales, the three stigma scales, and the social desirability scale) showed no significant differences between the students from St. Mary’s University and from Dalhousie, with one exception: Saint Mary’s students were significantly older (t(57)=-4.57, p<0.001). The mean age for King’s/Dal students was 18.55 years; for Saint Mary’s students, it was 26.64 years. Since there was only one significant difference between the two groups, data from participants from all schools was pooled for analysis.
Recall Items
Participants were also asked to answer questions about the stories they had just read. A low recall score would suggest that a participant had not been paying attention to the story, further suggesting that those results should be removed. No participant answered more than three out of 15 questions incorrectly, suggesting satisfactory recall of story details. No participants were removed from the analysis based on recall data. 

Social Desirability
To determine whether high social desirability scores influenced scores on other variables, based on a procedure suggested by Haghighat (2004), the data was recoded into two groups—high social desirability (scores of 4 and 5) and not-high (scores of 6, 7 and 8). A t-test comparing the two groups on all scales indicated no significant differences (see Table 2) and data from all participants remained in the data pool based on social desirability scores.

Table 2 Results of t-tests comparing means for high and not-high social desirability
	Variable
	Control group
	Intervention group

	Need for cognition
	t(26)=-.66, p=.55
	t(27)=1.26, p=.22

	Transportation into eye disorder/early psychosis story 
	t(26)=.36, p=.72
	t(28)=-.29, p=.77

	Transportation into diabetes story
	t(25)=1.52, p=.14
	t(28)=-.46, p=.65

	Transportation into schizophrenia story 
	t(27)=.44, p=.66
	t(27)=.04, p=.97

	Stigma scores after eye disorder/early psychosis story/ 
	t(26)=-.19, p=.85
	t(27)=.88, p=.39

	Stigma scores after diabetes story 
	t(25)=1.02, p=.32
	t(27)=1.26, p=.22

	Stigma scores after schizophrenia story 
	t(27)=1.19, p=.25
	t(26)=.05, p=.96


In summary, after analyzing the possible influences of suspicion, recall, and social desirability, no participants were removed from the data pool. One outlier was removed.
Data Analysis
Assumptions
The data analyzed in the following sections met assumptions for each test. Skewness and kurtosis scores indicated distributions were normal for the data being analyzed. When t-tests were performed, observations were independent and the dependent variables were interval data. For independent-samples t-tests, the samples were independent and the variance was equal. When ANOVAs were performed, the dependent variables were interval data and variances were equal. The data met the assumptions for a one-way within-subjects ANOVA in that the samples were correlated and the scores were not independent. For the paired-samples t-test, observations were independent across participants and the variables were interval data.

Stigma

To test the first hypothesis--that reading a story about someone who has recovered from a mental illness leads to lower levels of stigma compared to reading a neutral story--the means on the schizophrenia story stigma scale were compared across conditions. Participants in the intervention condition were expected to respond with lower stigma scores than participants in the control condition. However, there were no significant differences between the conditions (t(56)=-.33, p=0.74). Table 3 shows the mean scores following each story for both conditions.

Table 3 Stigma scores following each story for both conditions
	Story
	Control
	Intervention

	Early psychosis
	-
	M=20.04, SD=4.90, N=31

	Eye disorders
	M=20.08, SD=4.03, N=28
	-

	Diabetes
	M=18.54, SD=4.47, N=31
	M=17.36, SD=3.11, N=29

	Schizophrenia
	M=26.77, SD=6.39, N=29
	M=26.61, SD=6.11, N=31


An additional analysis was performed to confirm the results of the t-test. A one-way between-subjects ANOVA, with schizophrenia story stigma as the dependent variable and group as the independent factor, showed no significant effect for condition (F(1,56)=.02, p=0.89), confirming the results of the t-test. Thus, the first hypothesis, that reading a story about someone who has recovered from a mental illness leads to lower levels of stigma compared to reading a neutral story, was not supported.
Post-hoc analyses. Additional exploratory analyses were performed to help identify potentially significant effects. To investigate potential differences between the control and intervention condition results, an independent-samples t-test was performed, with the three transportation scales and the three stigma scales serving as outcome variables. The only significant difference between the intervention and control conditions was transportation into the early psychosis/eye disorder stories (t(57)=-2.88, p<0.01). Participants who read the early psychosis story scored higher (M=60.4, SD=11.7) than participants who read the eye disorders story (M=50.3, SD=15.3) and thus were more transported. The transportation finding will be explored later in the analysis.
Stigma scores pertaining to the early psychosis story were not significantly different from stigma scores pertaining to the eye disorders story.To further explore whether the stories had any effect on stigma scores, a 3*2 mixed ANOVA design was employed. The three within-subjects factor levels were early psychosis/eye disorder story stigma, diabetes story stigma, and schizophrenia story stigma. The between-subjects factor was condition (intervention and control). The effect for story was significant (F(2,104)=71.10, p<.001). Participants reported the lowest level of stigma after the diabetes story (M=17.93, SD=3.83) and the highest level after the schizophrenia story (M=26.69, SD=6.19), as shown in Figure 1. The between-subjects factor of condition was not significant (F(1,52)=.20, p=.65), nor was the interaction of story with condition (F(1,52)=.31, p=.58).

Figure 1 Stigma scores following each story
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To determine whether scores on the three stigma scales were significantly different from each other for participants in the intervention group, a paired-samples t-test was performed. The paired factors were early psychosis story stigma and diabetes story stigma, early psychosis story stigma and schizophrenia story stigma, and diabetes story stigma and schizophrenia story stigma. Early psychosis story stigma differed significantly from diabetes story stigma (t(28)=3.07, p<.001), as did early psychosis story stigma from schizophrenia story stigma (t(27)=-6.77, p<.001), and  diabetes story stigma from schizophrenia story stigma (t(27)=-7.68, p<.001).


Following these analyses, early psychosis story stigma scores became of interest and so were examined. For the regression analysis, predictor variables were age, gender, transportation, Need for Cognition, and familiarity with mental illness. Using the “enter” method for a multiple regression, a significant model emerged (F(5.25)=2.83, p<.05, adjusted R2 = .27), with transportation being the only significant predictor (Beta=-.184, p<.05)
Transportation

To test the second hypothesis -- that the effect of the intervention on stigmatization scores was greater for participants who scored higher on the transportation scale -- data for the early psychosis/eye disorder story was examined. Transportation scores were recoded into low (23-49, N=20), medium (50-63, N=19), and high (64-90, N=20). A 2*3 ANOVA was then performed (condition had two levels - control and intervention;  transportation had three levels - low, medium and high), with early psychosis/eye disorder story stigma as the dependent variable. There was a significant effect (F(1,56)=3.29, p<.05), as shown in Figure 2, in that participants who were highly transported into the early psychosis story reported lower stigma scores than participants who were not highly transported. Thus, the second hypothesis was supported.

Figure 2 Stigma and transportation levels after the early psychosis/eye disorder stories
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Additional analyses showed that, for participants in the intervention group only, transportation scores after the early psychosis story were significantly higher than after the schizophrenia story (t(29)=5.24, p<.001; early psychosis story transportation M=60.57, SD=2.18; schizophrenia story transportation M=46.40, SD=3.0).

Familiarity with Mental Illness

The third hypothesis was that people who have greater familiarity with mental illness are less likely to stigmatize mental illness. As shown in Table 5, approximately 44% of participants reported that their highest level of familiarity was that someone they care about has experienced a mental illness. This compares to 31.9% reported by Corrigan et al. (2001b), although these researchers’ items asked if a relative had a mental illness (28.2%), and if the person lived with someone with a mental illness (3.7%). In the current study, 5.1% of participants reported that their highest level of familiarity was having a mental illness, compared to 1.9% in Corrigan et al. 

Table 4 Frequency distribution for experience with mental illness

	Experience with mental illness 
	Number (percentage)

	1. Have read about this
	8 (13.6%)

	2. Have seen broadcast stories 
	11 (18.6%)

	3. Have known professionally
	3 (5.1%)

	4. Friend of friend has experienced this
	8 (13.6%)

	5. Someone I care about has 
    experienced this
	26 (44.1%)

	6. I have experienced this myself
	3 (5.1%)


N=60. The highest score was used in data analysis.


A correlation analysis revealed a significant correlation between familiarity with mental illness and schizophrenia story stigma (r = -.36, p<0.01, N=56) for all participants. The higher the level of familiarity with mental illness, the lower the stigma level following the story about schizophrenia.

Since the majority of participants reported that “someone I care about has experienced this,” those responses were grouped with “I have experienced with this myself” to form a new variable called personal experience. Participants with scores of 5 and 6 were merged and those responding with 1 to 4 were merged, representing personal experience yes and personal experience no, respectively. Table 6 shows mean stigma scores for each story in the new condition.

Table 5 Story stigma scores by familiarity with mental illness

	
	Personal experience 

(M, SD, N)


	No personal experience (M, SD, N)



	Intervention group
	
	

	Early psychosis story
	17.46, SD=4.86, N=13
	22.07, SD=3.89, N=14

	Diabetes story
	15.85, SD=1.68, N=13
	18.93, SD=3.47, N=14

	Schizophrenia story


	24.08, SD=5.48, N=13
	28.00, SD=5.23, N=14

	Control group
	
	

	Eye disorders story
	17.92, SD=2.68, N=13
	22.23, SD=4.1, N=13

	Diabetes story
	18.0, SD=4.0, N=13
	19.08, SD=5.01, N=13

	Schizophrenia story
	25.38, SD=6.15, N=13
	28.15, SD=6.57, N=13


A 3*2 mixed ANOVA was conducted on the intervention group only, with the within-subjects factor of story having three levels. The between-subjects factor was personal experience, with two levels. The main effect of personal experience was significant (F(1,25)=10.26, p<.01). Participants who had personal experience with mental illness were more likely to stigmatize less. 

For all participants the relationship between stigma scores after the schizophrenia story and experience with mental illness was examined. Experience was significantly associated with stigma (t(54)=2.24, p<.05). Participants with personal experience reported lower levels of stigma (M=24.44, SD=5.83, N=27) than participants with no personal experience (M=27.93, SD=5.84, N=49).  


Based on these analyses, hypothesis three – that people who have greater familiarity with mental illness are less likely to stigmatize mental illness  – is supported. 

Need for Cognition

Although no hypotheses included this variable, Need for Cognition (NFC) was included in the experiment in an attempt to explain its potential role in mental illness stigma and transportation. Using the “enter” method, a significant model did not emerge (F(5,49)=.78, p=.57,  adjusted R2 = -.02). 

There was, however, a significant zero-order correlation between NFC and familiarity with mental illness (r=.30, p=.05). Further analysis showed that participants with personal experience with mental illness had significantly higher NFC scores (M=53.57, SD=8.14) than participants with no personal experience (M=48.72, SD=8.57) (t(55)=-2.19, p<.05). 

Summary

Sixty undergraduate students read three stories (concerning early psychosis in the intervention condition and eye disorders in the control condition; diabetes; and schizophrenia) and completed questionnaires designed to elicit demographic information, Stigma, Transportation, familiarity with mental illness, Need for Cognition, and social desirability. The results of the analyses did not support the main hypothesis, that reading a story about someone who has recovered from mental illness leads to lower stigma scores compared to a neutral story. Additional analyses indicated that stigma levels were lowest after the diabetes story, followed by early psychosis/eye disorders stories, with the highest levels displayed after the schizophrenia story. Transportation into the early psychosis story did not influence stigma levels after the schizophrenia story. However, participants who were highly transported into the early psychosis story reported lower levels of stigma after the early psychosis story. Participants who reported having personal experience with mental illness were more likely to report lower levels of stigma. Need For Cognition was not significantly related to stigma or transportation.
Chapter 4: Discussion

Exposure to a positive story about early psychosis was associated with low stigma immediately after reading the story, but not with low stigma after the brief description of a person with schizophrenia. The more highly transported participants were into a story about early psychosis, the lower their stigma after that story, and the more familiarity participants had with mental illness, the lower their stigma on all stigma measures.

That there was no difference between stigma levels after the early psychosis story and the eye disorders story was interesting in itself. The findings suggest that early psychosis – in the context of the intervention narrative - was not more stigmatized than eye disorders. While the design of this study does not permit testing this possibility, it may be that the intervention story was in fact successful in reducing the stigma of early psychosis to the level of eye disorder stigma. It is also interesting that eye disorders were more stigmatized than diabetes. This suggests the possibility that specific medical disorders may be associated with varying levels of stigma. 

It is not possible to definitively explain low stigma levels after the early psychosis story but not after the schizophrenia story based on the data in hand. However, possible reasons such as image, story content, transportation and perceptions of illness severity may have played important roles, particularly when viewed through the lenses of terror-management theory and labeling theory.  

The image for the schizophrenia story may not have been as attractive or compelling as the image for the early psychosis story. The drawn image was chosen to be neutral but that neutrality may itself have increased distance, compared to the appealing photo of a smiling, attractive, individual used in the early psychosis story. The gender of the portrayed individuals may also have had an effect. The content of the early psychosis story and the schizophrenia story differed widely and may have influenced the results. The early psychosis story contained information about the character’s life, family, response to treatment, as well as information about the treatment for early psychosis. It also contained information about the successful outcome of treatment. Terror-management theory suggests that fear should not be provoked, and the early psychosis story was written with that in mind. This story was associated with significantly lower levels of stigma compared to the schizophrenia story, suggesting that the story was successful in reducing the barrier between “us” and “them.” 

With the schizophrenia story, barriers between “us” and “them” appeared to remain firmly in place. The story contained no character development, no plot, no tension, no crisis and no resolution. It contained so little information that, as viewed through the lens of labeling theory, participants may have resorted to stereotypes when responding to the questionnaire. Since stereotypes about schizophrenia are predominantly negative, it is no surprise that participants demonstrated high levels of stigma toward the young man in the story. Terror-management theory may be relevant here as well. Without any encouragement to consider the story character in any other light than the one active in an individual’s current worldview, that perspective prevails, and it quite clearly differentiates between “us” and ‘them”

That the schizophrenia story was not highly transporting likely played a role as well. For both the early psychosis and schizophrenia stories, high levels of transportation were associated with low stigma, and low levels of transportation were associated with high stigma. This adds support to Green and colleagues’ research (see Green et al., 2008, for example) that being transported into a story is associated with belief change. This study marks the first time the theory of narrative persuasion has been applied to the stigma of mental illness, to this researcher’s knowledge. 

In terror-management terms, transportation may enable new ideas – ideas that are at odds with worldview and so might otherwise be rejected – to slip past the defences created to protect worldview. Once into the story, worldview can be altered, as evidenced by the lower stigma levels associated with participants who were more highly transported. The alteration in worldview was likely the result of familiarity. So, a persuasive narrative finessed its way past the guards. Once inside, the narrative was able to alter worldview without setting off any alarms. The result was lower stigma. 

Without transportation, and any information about or personal connection with an individual that enhances familiarity, there is little chance of getting past the guards and altering stereotypes that encourage stigmatization. The worldview – that individuals with schizophrenia are dangerous – remains unchanged. 

Another possibility is that the lower levels of stigma didn’t generalize from the early psychosis story to the schizophrenia story because participants did not make the connection between early psychosis and schizophrenia: it was not made explicit in either story. However, the cultural ubiquity and interchangability of the terms “schizo” and “psycho” makes this possibility seem unlikely.


Perceptions of illness severity may well have influenced the results. Severe mental illnesses such as schizophrenia tend to evoke more fear and negative perceptions than disorders such as depression (Angermeyer & Matschinger, 2003, 2005; Gaebl, Zäske, & Baumann, 2006). The early psychosis story presented the disorder as treatable, with good outcomes, and so early psychosis may have been perceived as less severe than schizophrenia. Although early psychosis can develop into schizophrenia, this connection was not made clear in the early psychosis story. Participants in this study were not asked to rate the severity of various forms of mental illness, so this hypothesis cannot be tested here.

The participants who, during the procedure, asked the PI where the rest of the schizophrenia story was, were visibly annoyed and yet they sought more information, which is perhaps a promising sign that people want to move beyond simplistic portrayals of mental illness and are frustrated at being thwarted. It is not known how these individuals scored on the stigma scales. However, if the individuals in the study who had personal experience with mental illness, which constituted close to half the sample, wanted to move past the label but could not based on the story content, they may well display frustration. As with other research (see Angermeyer & Matschinger, 2005, for a review), in this study people who had personal experience, either through experiencing mental illness themselves or caring about someone who has experienced it, were less likely to stigmatize. This finding makes sense in light of labeling theory: personal experience implies contact, which is known to reduce the distance between “us” and “them.” In terror-management terms, personal experience may change worldview to encompass mental illness as another health condition that, however unfortunate it may be, deserves the same care and consideration as other medical conditions and does not deserve to be stigmatized. 

In general, the results of this study suggest that transporting narratives influence stigma toward mental illness. A transporting negative narrative would have the opposite effect, as Green and Brock (2000) have partially demonstrated with the story about the mental hospital patient. Although these researchers were testing for story-specific attitudes and not stigma, they unwittingly demonstrated that at least one aspect of stigma could be influenced in a negative direction by a persuasive narrative. The present study has shown that a persuasive, transporting narrative can have a positive effect as well in bringing “us” and “them” closer together. 
That distance would appear to be closing through a more naturalistic mechanism. Half of the participants in this study had personal experience with mental illness, which was significantly related to lower levels of stigma after both the early psychosis story and the schizophrenia story. People with personal experience would seem to have revised their approach to mental illness despite prevailing stereotypes and discrimination. It may be time for journalists and other storytellers to revise their approach as well.

Practical Implications

This study demonstrated that the early psychosis story did not lead to higher levels of stigma against schizophrenia, which has implications for mental health promoters and health journalists concerned about inadvertently increasing stigma. A similar story – one that focused on recognition, treatment and recovery, is optimistic in tone, with a sympathetic character who is well supported by family and friends and who engenders empathy – might well generate a similar effect. This point may be of interest to journalists and editors whose intent is to not increase stigma. On a cautionary note, these specific facets of the story have yet to be empirically studied. The only conclusion that can be drawn from this study is that those elements exist in this intervention, and this intervention did not increase stigma.

The findings may be of use to mental health professionals who provide patients and clients with stories as part of the treatment process. The same rationale would apply in an educational setting, in training mental health professionals, for instance. Authors writing textbooks that include patient stories might also benefit from the knowledge generated by this study. However, an important caveat to these suggestions is that narrative persuasion has not been empirically investigated in any of these contexts.

The schizophrenia story contained no information beyond a few basic facts. If it was either the content of the story or the accompanying image, or both, that prevented stigma reduction, then news stories that highlight dangerousness of an individual with a mental illness, while including no personal information or any optimistic content, may reinforce negative stereotypes. While this study was not designed to test the facets of the story that led to stigma, until studies are done to further delineate those facets, journalists might wish to consider the potential effects on mental illness of their stories . 
As to how journalists might approach stories about mental illness in a manner that does not contribute to stigma or even reduces it, based on the findings from this study, individuals should be presented in as much detail as possible, including their struggles and challenges, and the people in their lives who have supported them throughout the recovery process. Not all treatment is successful, of course, and yet the journey may be as enlightening as the destination. Stories that reach beyond labels and stereotypes could include content about treatment and the individual responses to that treatment. There is a great deal of territory yet to be explored. The newspaper story discussed earlier about prison guards, for instance, in which the mentally ill were reported as posing a threat to guards and other prisoners, could have been developed from the perspective of prisoners with a mental illness. The reporters might have compared this to prisoners who do not have a mental illness.
Content, however, may be less important than transportation. The transportation findings have implications for storytelling - in any context - in that transporting accounts of people who have recovered from mental illness will likely do no harm. The early psychosis story, a work of journalism, was as transporting as fictional stories tested in previous research, based on transportation scores for short stories provided by Green and Brock (2000). To the extent that journalism as narrative is as transporting as fictional narrative, it would appear to make little difference to the reader, a point that may be of interest to organizations designing anti-stigma campaigns that include narratives. 

Given that nearly half of participants in this study said that someone they cared about had a mental illness (which was associated with lower stigma scores), a social marketing campaign with a tagline such as “When someone you care about hurts” may be effective in attracting and holding people’s attention. An approach such as this is likely to be consistent with at least one aspect of most people’s worldview – that loved ones deserve every chance to recover, no matter what has happened to them – and so may be accepted without provoking fear. A campaign with such a tagline may also attract the attention of people who do not have personal experience with mental illness but who are motivated to learn how to prevent loved ones from needless suffering.

Limitations

One of the assumptions in the theory underpinning this study was that principles of narrative persuasion apply to products of journalism as well as to more purely narrative forms of stories such as works of fiction. Although this assumption has not been directly tested, to this researcher’s knowledge, recent research has tested the question indirectly. Green, Garst, Brock, & Chung (2006) found that calling a communication (in the study, a speech) fact rather than fiction enhanced scrutiny of the communication, suggesting that fact and fiction may be processed differently. However, Green and colleagues further found that a speech labelled “fact” was no more persuasive than the same speech labelled “fiction.” Still, fact—journalism, in other words—and fiction vary in ways that go beyond labelling. There may be many as-yet-unexplored elements of works of journalism that differ from works of fiction that have influenced the results of this study.

The inability to interpret the findings is partially due to a lack of understanding about how participants perceived the schizophrenia story. Based on participants’ somewhat negative reaction to referring to the three-sentence vignette as a “story,” it would seem prudent to avoid this characterization in future.

Although the images were not part of the investigation in this study, it is possible that the image accompanying the schizophrenia story may have influenced participants’ responses to the stigma questionnaire. The image in the schizophrenia story was an illustration, whereas the images in the other three stories were photographs. In retrospect, ensuring that the images for the schizophrenia and early psychosis stories were more similar might have improved the study. The schizophrenia narrative could not be changed, as it is part of the standard stigma assessment used, but the story and image about early psychosis could have been changed to match the gender of the schizophrenia story. 

Recommendations for Future Research

If the schizophrenia story had included more details and the image been more engaging, and if  the early psychosis story made clear the connections between early psychosis and schizophrenia more explicit, it is possible that the intervention might have had an effect. These elements could form the basis of future investigations.

Newspapers, magazines and websites continue to publish stories about mental illness, and anti-stigma campaigns continue to include people’s stories. However, a great deal remains unknown about the influence of stories, and much more research is required. Issues around content and tone are only a few aspects of health journalism that could benefit from additional research. The use of illustration compared to photography, the type of image used and its emotional content and like factors are also potentially important, unexplored influences.

Because this story did not produce the expected outcome does not mean that another story could not. Stories can be told many different ways, by many different people. A series of stories may produce a different effect than a single story. Use of pronouns may have a significant impact: is first-person narrative more persuasive than third-person, for example. Medium (broadcast, print, online) may matter. The credibility of the writer may matter. A reader’s perception of the magazine carrying the story may be significant. 

Stories about mental illness that carry a negative emotional tone, along with no personal information about individuals with a mental illness, may be more likely to trigger a threat-based fear response, which may lead to social rejection and discrimination. However, before this conclusion can be drawn, more research focused on emotional tone would need to be done.

Attachment may be an interesting avenue to explore. Personal experience with mental illness intuitively implies attachment to others, and it may be possible to introduce people to the idea of accepting mental illness through an attachment with story characters, be they fictional or nonfictional. This might be accomplished through transporting narratives presented in a serial fashion, so that exposure is repetitive and occurs over a long period of time. This might somewhat mimic personal experience with mental illness, thus increasing familiarity and reducing stigma.

Significance of the Study
The finding that a highly transporting narrative is associated with low levels of stigma has significance for anyone telling stories about mental illness, be they magazine journalists or mental health promoters designing anti-stigma campaigns. Perhaps before stories are released to the public, transportation should be measured and necessary measures taken to ensure the narratives are transporting. Stories that are not highly transporting may be doing little to change people’s attitudes. 

It would also seem sensible to test the effect of narratives on stigma generally before a campaign is launched. If a story isn’t doing what mental health promoters want it to do, there would seem to be little point in investing valuable resources. Given how little funding is available for mental health interventions, these simple procedures, which could greatly enhance a campaign’s effectiveness, would not seem unwarranted.

According to terror management theory, worldviews are maintained by consensual validation (e.g. Cottrell & Neuberg, 2005). To the extent that consensus is formed and reinforced by news media and entertainment vehicles (which has not, to this researcher’s knowledge, been subjected to empirical investigation), it is other people’s stories that help shape worldview. Long-term and repeated exposure to other people’s positive stories about mental illness may be a particularly important influence when individuals have no personal experience with mental illness with which to help form consensus. It is possible that through positive, prolonged, and transporting media exposure, consensus can shift enough to make mental illness socially acceptable. 

Conclusion


This study investigated the effects of a magazine feature story about early psychosis on stigma levels. The early psychosis story was not associated with lower levels of stigma after the schizophrenia story. However, stigma levels immediately after the early psychosis story were significantly lower than after the schizophrenia story. These results have ramifications for the use of media in anti-stigma campaigns. Stereotypes are resistant to change, perhaps even more so when the stereotypes being combatted are actively and vigorously reinforced culturally, as is the case now with media’s reportage of mental illness. Public narratives, be they newspaper stories or works of fiction, shape cultural worldviews, and a more thorough understanding of how narratives influence beliefs is necessary if media is to be employed as effectively as possible in anti-stigma campaigns. This study, which demonstrated that transporting narratives are likely to result in story-consistent beliefs, represents an early step toward that goal.
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Appendix A: Correlation Tables
Intervention Group

	 
	Familia-rity with mental illness
	Need for Cogni-tion
	Early psychosis story transpor-tation
	Early psychosis story stigma
	Diabetes story transpor-tation
	Diabetes story stigma
	Schizo-phrenia  story stigma 
	Schizo-phrenia  story transpor-tation

	Familiarity with 
	r
	1
	.334
	.153
	-.324
	.057
	-.402(*)
	.292
	-.405(*)

	mental illness
	p
	 
	.077
	.421
	.092
	.764
	.034
	.125
	.036

	 
	N
	30
	29
	30
	28
	30
	28
	29
	27

	Need for 
	r
	.334
	1
	.246
	-.244
	-.099
	.055
	.316
	-.284

	Cognition
	p
	.077
	 
	.190
	.211
	.602
	.782
	.095
	.152

	 
	N
	29
	30
	30
	28
	30
	28
	29
	27

	Early psychosis 
	r
	.153
	.246
	1
	-.511(**)
	.525(**)
	.038
	.491(**)
	-.278

	story trans-
	p
	.421
	.190
	 
	.005
	.002
	.844
	.006
	.153

	portation
	N
	30
	30
	31
	29
	31
	29
	30
	28

	Early psychosis 
	r
	-.324
	-.244
	-.511(**)
	1
	-.139
	.446(*)
	-.465(*)
	.583(**)

	story stigma
	p
	.092
	.211
	.005
	 
	.473
	.015
	.011
	.001

	 
	N
	28
	28
	29
	29
	29
	29
	29
	28

	Diabetes story 
	r
	.057
	-.099
	.525(**)
	-.139
	1
	.043
	.663(**)
	-.147

	transportation
	p
	.764
	.602
	.002
	.473
	 
	.825
	.000
	.454

	 
	N
	30
	30
	31
	29
	31
	29
	30
	28

	Diabetes story 
	r
	-.402(*)
	.055
	.038
	.446(*)
	.043
	1
	.006
	.166

	stigma 
	p
	.034
	.782
	.844
	.015
	.825
	 
	.975
	.399

	 
	N
	28
	28
	29
	29
	29
	29
	29
	28

	Schizophrenia 
	r
	.292
	.316
	.491(**)
	-.465(*)
	.663(**)
	.006
	1
	-.442(*)

	story trans-
	p
	.125
	.095
	.006
	.011
	.000
	.975
	 
	.019

	portation
	N
	29
	29
	30
	29
	30
	29
	30
	28

	Schizophrenia 
	r
	-.405(*)
	-.284
	-.278
	.583(**)
	-.147
	.166
	-.442(*)
	1

	story stigma
	p
	.036
	.152
	.153
	.001
	.454
	.399
	.019
	 

	 
	N
	27
	27
	28
	28
	28
	28
	28
	28


*  Correlation is significant at the 0.05 level (2-tailed).

**  Correlation is significant at the 0.01 level (2-tailed).

Control group 

	 
	Familiar-ity with mental illness
	Need for Cognition
	Eye disorder story transportation
	Eye disorder story stigma
	Diabetes story transportation
	Diabetes story stigma 
	Schizo-phrenia story transportation 
	Schizophre-nia story stig-ma
	Social desira-bility

	Familiarity 
	r
	1
	.262
	.157
	-.633(**)
	-.220
	-.261
	.118
	-.317
	.077

	with mental 
	p
	 
	.179
	.426
	.000
	.271
	.188
	.541
	.094
	.690

	illness
	N
	29
	28
	28
	28
	27
	27
	29
	29
	29

	Need for Cognition
	r
	.262
	1
	-.005
	-.388(*)
	-.070
	-.180
	.129
	-.292
	.307

	 
	p
	.179
	 
	.980
	.046
	.735
	.380
	.513
	.132
	.112

	 
	N
	28
	28
	27
	27
	26
	26
	28
	28
	28

	Eye disorder 
	r
	.157
	-.005
	1
	-.117
	.144
	-.165
	.088
	.143
	.119

	story trans-
	p
	.426
	.980
	 
	.560
	.483
	.420
	.655
	.468
	.547

	portation
	N
	28
	27
	28
	27
	26
	26
	28
	28
	28

	Eye disorder 
	r
	-.633(**)
	-.388(*)
	-.117
	1
	.024
	.517(**)
	.111
	.457(*)
	-.068

	story stigma
	p
	.000
	.046
	.560
	 
	.906
	.007
	.575
	.014
	.733

	 
	N
	28
	27
	27
	28
	26
	26
	28
	28
	28

	Diabetes story 
	r
	-.220
	-.070
	.144
	.024
	1
	-.110
	.068
	.477(*)
	-.146

	transportation 
	p
	.271
	.735
	.483
	.906
	 
	.601
	.735
	.012
	.468

	 
	N
	27
	26
	26
	26
	27
	25
	27
	27
	27

	Diabetes story 
	r
	-.261
	-.180
	-.165
	.517(**)
	-.110
	1
	.314
	.165
	.018

	stigma 
	p
	.188
	.380
	.420
	.007
	.601
	 
	.110
	.411
	.930

	 
	N
	27
	26
	26
	26
	25
	27
	27
	27
	27

	Schizophrenia 
	r
	.118
	.129
	.088
	.111
	.068
	.314
	1
	-.187
	.038

	story 
	p
	.541
	.513
	.655
	.575
	.735
	.110
	 
	.333
	.845

	transportation 
	N
	29
	28
	28
	28
	27
	27
	29
	29
	29

	Schizophrenia 
	r
	-.317
	-.292
	.143
	.457(*)
	.477(*)
	.165
	-.187
	1
	-.217

	story stigma 
	p
	.094
	.132
	.468
	.014
	.012
	.411
	.333
	 
	.259

	 
	N
	29
	28
	28
	28
	27
	27
	29
	29
	29

	Social 
	r
	.077
	.307
	.119
	-.068
	-.146
	.018
	.038
	-.217
	1

	desirability
	p
	.690
	.112
	.547
	.733
	.468
	.930
	.845
	.259
	 

	 
	N
	29
	28
	28
	28
	27
	27
	29
	29
	29


**  Correlation is significant at the 0.01 level (2-tailed).

*  Correlation is significant at the 0.05 level (2-tailed).
Appendix B: Introductory Remarks – King’s/Dalhousie Students
<before the break>


Hello everyone. Before you leave for your break, I wanted to introduce myself and tell you a little about my research project. My name is Jan Matthews. I’m a journalist. Like most journalists, I like to read. One day I was in a bookstore, standing in front of the magazine display, when another customer picked up a magazine and started to read. I had written the cover story for that magazine, and I nearly ran over to tell him that. But I restrained myself, and instead watched him to see how he was reacting to what I had written. I couldn’t tell. It occurred to me then that I had made assumptions about how readers respond to what I write or to the magazines I help create. Those assumptions have never been tested. Since I am also a researcher, I have started to ask questions about the effect of stories on readers. I’m hoping you can help me find answers, by reading three stories and answering some questions. The whole thing will take approximately 30 minutes. Participation is voluntary and you may withdraw at any time. I’ll tell you more about the work later in the class.

<at the handover>

Hello again. This is the formal part of the process. I’m a magazine journalist and a graduate student in health promotion at Dalhousie University. My supervisor is Dr. Lynne Robinson. I am inviting you to participate in my research. You will be asked to read three stories and respond to those in this classroom today. We are interested in learning more about how attitudes influence responses to stories of varying length. This information will assist in developing stories for health promotion. The entire procedure should take no more than 30 minutes. Any student in this classroom today may take part in this study.

You will not directly benefit from participating. However, I will be holding seminars on substantive editing, fact-checking and display writing for students in this year’s magazine workshop. That is in exchange for a chance to talk to you today. There is a risk that you may feel some emotional discomfort during this study. 

Your participation is completely voluntary. You may withdraw from this study during this session and for the next seven days without penalty. 
If you are interested in participating, please open the envelope now. You will find a business card in the envelope bearing your data code and information about how to contact me. Please take that with you when you leave.
The consent form is the first page. Please read it carefully. If you decide to participate, please sign and date the consent form. Then you may begin. There are instructions throughout. Once everyone has gone through the material and returned the pages to their envelope, please wait quietly until everyone is finished. Then we’ll talk about the study as a group.

Introductory Remarks – Saint Mary’s Students
By Jan Matthews

<after professor’s brief introduction>


Hello everyone. I’m a magazine journalist and a graduate student in health promotion at Dalhousie. Many people spend a great deal of time learning how to communicate well, how to get their point across. But as a society, we haven’t spent much time looking at what happens during that process from the recipient or reader’s perspective. Unless we know what actually happens, we can’t improve the way we communicate. The work has begun, and my project is part of that work. I’m hoping you can help me find some answers, by reading three stories and answering some questions. That will take no more than 30 minutes. Participation is voluntary and you may withdraw at any time. I have brought chocolate chip cookies and muffins with me. Please, help yourself. And please take an envelope back to your desk with you. Leave it closed for now.

<once students are settled>

This is the formal part of the process. I am inviting you to participate in my research. You will be asked to read three stories and respond to those in this classroom today. We are interested in learning more about how attitudes influence responses to stories of varying length. This information will assist in developing stories for health promotion. The entire procedure should take no more than 30 minutes. Any student in this classroom today may take part in this study. There is a risk that you may feel some emotional discomfort during this study. 

Your participation is completely voluntary. You may withdraw from this study during this session and for the next seven days without penalty. 
If you are interested in participating, please open the envelope now. You will find a business card in the envelope bearing your data code and information about how to contact me. Please take that with you when you leave.
The consent form is the first page. Please read it carefully. If you decide to participate, please sign and date the consent form. There’s a copy in the package for you as well. Please take that with you when you leave, along with the business card in your envelope. There are instructions throughout. Once everyone has gone through the material and returned the pages to their envelope, please wait quietly until everyone is finished. Then we’ll talk about the study as a group.
Appendix C: Consent Forms

King’s/Dalhousie Students
Media & health promotion study

Jan Matthews

School of Health and Human Performance

Dalhousie University, Halifax, NS

Phone: (902) 420-9194

I’m a magazine journalist and a graduate student in health promotion at Dalhousie University. My supervisor is Dr. Lynne Robinson. I am inviting you to participate in my research. You will be asked to read three stories and respond to those in this classroom today. We are interested in learning more about how attitudes influence responses to stories of varying length. This information will assist in developing stories for health promotion. The entire procedure should take no more than 30 minutes. Any student in this classroom today may take part in this study.


You will not directly benefit from participating. However, I will be holding seminars on substantive editing, fact-checking and display writing for students in this year’s magazine workshop. That is in exchange for a chance to talk to you today. There is a risk that you may feel some emotional discomfort during this study. 

Your participation is completely voluntary. You may withdraw from this study during this session and for the next seven days without penalty. 

All information obtained in this study will be kept strictly confidential. Please do not put any identifying information on any of the forms. To further protect individual identities, this consent form will be removed from the corresponding data package, sealed in an envelope and stored separately. Furthermore, the results of this study will be presented as a group and no individual participants will be identified. 


If you have questions or want to know about study findings, please contact the principal researcher, Jan Matthews, at (902) 420-9194 or jan.d.matthews@gmail.com, or thesis supervisor Dr. Lynne Robinson, at (902) 494-1157 or lynne.robinson@dal.ca. If you have any concerns about this study or your participation in the study, you may contact Patricia Lindley, Director of Dalhousie University’s Office of Human Research Ethics Administration for assistance at (902) 494-1462, patricia.lindley@dal.ca. This research has been reviewed by the Dalhousie University Research Ethics Board. 

By signing this consent form, you are indicating that you fully understand the above information and agree to participate in this study.

Participant’s Signature: ____________________

Date:_____________________

Researcher’s Signature: ______________________

Consent Form – Saint Mary’s University students
Media & health promotion study

Jan Matthews

School of Health and Human Performance

Dalhousie University, Halifax, NS

Phone: (902) 420-9194

I’m a magazine journalist and a graduate student in health promotion at Dalhousie University. My supervisor is Dr. Lynne Robinson. I am inviting you to participate in my research. You will be asked to read three stories and respond to those in this classroom today. We are interested in learning more about how attitudes influence responses to stories of varying length. This information will assist in developing stories for health promotion. The entire procedure should take no more than 30 minutes. Any student in this classroom today may take part in this study.

There is no direct benefit to you. However, I will be communicating the results of the study to your professor. 

There is a risk that you may feel some emotional discomfort during this study. 

Your participation is completely voluntary. You may withdraw from this study during this session and for the next seven days without penalty. 

All information obtained in this study will be kept strictly confidential. Please do not put any identifying information on any of the forms. To further protect individual identities, this consent form will be removed from the corresponding data package, sealed in an envelope and stored separately. Furthermore, the results of this study will be presented as a group and no individual participants will be identified. 

If you have questions or want to know about study findings, please contact the principal researcher, Jan Matthews, at (902) 420-9194 or jan.d.matthews@gmail.com, or thesis supervisor Dr. Lynne Robinson, at (902) 494-1157 or lynne.robinson@dal.ca. If you have any concerns about this study or your participation in the study, you may contact Patricia Lindley, Director of Dalhousie University’s Office of Human Research Ethics Administration for assistance at (902) 494-1462, patricia.lindley@dal.ca. This research has been reviewed by the Dalhousie University Research Ethics Board. 

By signing this consent form, you are indicating that you fully understand the above information and agree to participate in this study.

Participant’s Signature: ____________________

Date:_____________________

Researcher’s Signature: ______________________
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