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Abstract
Regsearchers have pointed to a number of characteristics of stigma
which seem to determine an observer’s responses to the stlomatized
Indlvidual. Stlgma characteristics such as visibility
(concealability), reversibility, risk to the observer, extent of
Incapaclity, preventabllity (onset controllablllity), Interference with
communlication, physical basis, mental/behavioral basls, and
possibility of death have all been ldentified as Important (Jones et
al, 1984; Katz, 1979; Shears & Jensema, 1969; Sloan & Gruman, 1983;
Welner, Perry & Magnusson, 1988). From among these, preventablility or
onset controilabillty of the stlgma has been noted as a powerful
influence upon responses to the stigmatized. Attribution theory
provides a conceptual and theoretical framework for analyslis and
prediction of responses when controllabillity is a major lssue.
Weiner, Perry & Magnusson (1988) have demonstrated that the
attributional analysis of stlemas whose onset controllablility have
been manipulated can lead to signiflcantly different responses.
However, when individuals make judgments about the stigmatized person
their responses are more than likely based upon offset controllability
ag well as onset controllablilty of the stigma. No research to date
has examlned the effect of offset controllabllity upon cognltive,
affective and behavioral responses of the observer.
The present study extends the research of Welner et al. (1988) by
mantpulating offset controllability as well as onset controllabliity.

Subjects read about 10 stigmas within scenarios manlpulating the onset
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controllabllity X offset controllabllity of each stloma. There were
six dependent measures to assess cognitive, affective and behavioral
responses. The factorlal design [onset controllabillty (onset
controllable, onset uncontrollable) X offset controllabllity (offset
controllable, offset uncontrollable) X stigma type (physical,
mental/behavioral)l allowed for planned comparisons on responses. The
repeated measures effect on stigma type showed a signlflcant
difference between physical and mental/behavioral stigma on each of
six dependent measures (blame, anger, pity, assistance, contribution
and charity),

There was strong support for the hypothesls that onset
controllability of stigmas will effect blame, anger, plty, assistance,
charity, and monetary contributions. The main effect for onset
controllabllity was confirmed on flve out of six varlables. Onset
controltable stignas elicited more blame and anger, and less pity,
charity, and contributions. Onset controllabillity of stigmas did not
affect the willingness to glve assistance. There was weaker support
for the hypothesis that offset controllabllity of stigmas would effect
biame, anger, plty, asslstance, charity, and monetary contributlons.
The main effect for offset controllable stigmas demonstrated
glgniflcant effects for plty and assistance. The offset
controllability of sticmas did not result In a signiflcant effect for
blame, anger, charlty, and monetary contributions. There were
significant interaction effects between stigma type and offset

controllabllity for blame, anger, and charlty. There were slonificant
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interaction effects between stigma type and onset controllability for
blame and charlty. These results demonstrate strong support for the
use of Weiner’s attributional model of observers’ reactlons to
gtigmatlized Individuals,

There are Implications from these findings for organlzatlions
sollciting funds on behalf of the stigmatized individuals. Charlty
organizations may be able to increase donations by emphasizing the
uncontrolliable aspects of the onset of the condition as long as the
negative effect on the stigmatized Individual ls taken into
consideration and reduced as much as possible. Emphasizing an
uncontrollable offset will Increase feelings of plty and a willlingness
to assist. The stigma type effects suggest that there will be greater
difflcutty In accompilshing this with mental/behavioral stlomas than

with physical stigmas.
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Introducttlon
Qverview

Research Into stigmatizatlon attempts to understand the basls on
which Individuals are marked by society. It also examines the effect
that marking has upon the actor in responding to the marked
(stigmatized) Individual (Goffman, 1963; Jones et al., 1984; Katz,
1979)>. Although the toplc has not been extenslvely studied, down
through history the process and effects of stigmatization have been
& common experience within day-to-day life. We have all responded
to people based upon some characteristic or condition they possess.
The percelved characteristics of the mark will arouse emotional
responses in the observer that may affect subsequent behavioral
responses.

The Greeks Initiated the use of the term stiogma in referring to any
bodily mark or brand which indicated that lts bearer was a slave or a
criminal, The bearer of the mark was thus openly exposed to disgrace.
The stigmatlzing condition was made evident to all who came Into
contact with the marked Individual. This was done to ensure that the
rights of the Individual were limited by all members of society.
Access to commoditlies, soclal clrcles, employment, and education have
long been limited by thls stigmatizing process.

Today society does not place physical marks or brands on
Indivliduals to limit thelr access to goods and services. However,
societal consensus defines what will be a stlgmatizing characteristlc

or condltion. For example, in some African societies scars are carved
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death have all been ldentified as important (Jones et al, 1984;
Katz, 1979; Shears & Jensema, 1969; Sloan & Gruman, 1983). Each of
these can Influence cognitive, affective and behavioral responses
either alone or by interacting with one or several other factors.

Welner et al., (1988 and Brickman et al., (1982) emphasize the
Individual’s control over the onset and the offset of the stigmatlzing
condition. Onset controllablllty refers to the preventabllity of a
stigma (Jones et al., 1984), The cause of the stigma Is examined by
the observer to determine whether the actor was at fault in creating
the stigmatizing conditlon. Offset controllabllity is defined in
terms simitar to reversibllity. If the actor can take action to
reverse the condltion, the condlition 1s labeled offset controliable.

Brickman et al. (1982) suggested four theoretical models which
predict helplng responses based on responsibility for the problem
and lts solution.i The moral model holds the actor responsible for
the problem and 1ts solution. Help-givers are considered responsible
for providing assistance by facilitating motlivation in the actors.
The compensatory model does not hold the actor responsible for the
problem but considers them responsible for the solution. In the

medical model individuals are nelther held responsible for the problem

or its solution. Responsibility for the problem is viewed in the

medical model as belng beyond the control of the individual. The

1The term responsibillity as used here is taken to lmply that the onset of
the problem and Its solution is consldered controllable by the Individual (see
Fincham & Jasper, 1980; Hamlliton, 1978; and Shaver, 1985 for discussion on the
interpretations for the term responsiblillty).
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enlightenment model maintains that the actor 1s responsible for the

onset of the problem but not for its solution. Although Brickman et
al. are suggesting general models to which Individuals may adhere In
responding to needs, they do emphaslize the Influence of onset and
offset controllability in making judgments to help. Brickman et al.
have suggested that withln our soclety there Is a hlghly developed
sense of the importance of onset and offset controllability of a
problem. Various philosophical and theoretical views are malntained
for determining the asslgnment of responsibliity for the problem as
well as the appropriate reactions of potentlal help-givers.

Onset controllability may interact with offset controllability and
other stigma characteristics to produce a pattern of responses. The
cognitlve response of blame and affectlve responses such as anger
and pity may vary according to the effects of onset and offset
controllablility. These responses may then determine behavioral
responges. If the observer does not blame the Individual with the
problem or conditlon and experlences plty for the Individual they
may be more likely to help the person with a problem, give them
financlal asslstance, or believe that charity organizations should
help (Weiner et al., 1988).

The purpose of this study is to examine the cognitive, affective
and behavloral responses of observers when onset controllability and
offset controllabllity are varled. In addition, onset controliability
and offset controllablllity are expected to Interact with the type of

stigma in producing responses. Understanding the individual’s
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perceptions about how stigmas vary on these characteristics and
understanding the individual’s cognitive, affective and behavioral
reactlons to those stigmas may help us predict those reactions under a
glven set of clrcumstances. Such research may help us to have a
greater understanding of interpersonal relationships with the
stigmatized. This knowledge is critical for those in the helping
professions. It may also assist us In puttlng together educational
matertal to Inform the public about disorders and the needs of the
stigmatlized Indlvidual.

Basli¢ Issues & Approaches in Studying Stigma Characteristics

Several dlfferent approaches have been uged to examine the effects
of stigmas upon the cognitlive, affective and behavioral responses of
observers. Stigmas have been studied to identlfy characteristics
which cut across a varlety of stigmas and predict an observer’s
responses (Jones et al., 1984; Katz, 1979; Shears & Jensema, 1969;
and Sloan & Gruman, 1983)>. The Just-World hypothesis (Lerner &
Miller, 1970) has been used to explaln reactions to the stligmatized
in terms of the observer’s need for self-protection. Self- protection
is malntained by the bellef that bad things only happen to those who
deserve them. The predictlve power of this hypothesis, however, has
been questioned by Sloan and Gruman (1983), Factors that reflect the
controllability of the stigma may be of greater value in determining
the responses of observers. In this section each of these toplcs will
be examined,

Shears and Jensema (1969) examined the soclal acceptablility of
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various characteristlics or conditions. To measure the soclal
acceptabllity of these condltlons subjects rated each on the Bogardus
Soclal Distance Scale (Bogardus, 1925). Subjects were instructed to
use thelr own stereotype of the condlition as their reference point.
Subjects rated thelr acceptance of Individuals with one of the
following ten conditions: (1) bllindness, (2) deafness, (3) mental
retardation, (4) physical handicap (wheelchair), (5)Cerebral Palsy
(spasti¢), (62 homosexuallty, (7) mental Illness, (8)amputee (arm or
leg), (9) severe stuttering, and (10) harelip. The results indicated
that as the degree of intimacy Iinc¢reased the number of subjects
willlng to accept the stigmatized individual decreased. Shears and
Jensema (1969) noted that an apparent grouping of conditlons took
place. They used these groupings of the conditlons to identify
possible common characteristics within the groups. The amputee, the
wheelchair patient, and the blind person were considered the most
acceptable. People who were deaf, who stuttered, or who had a harelip
comprised the second group. The least acceptable were the mentally
111, the retarded, and the homosexual. Two features were used to
characterize the most acceptable conditlons: visibllity of the
condition, and a physical basis to the conditlon. The least accepted
group was comprised of the less visible conditions and contained two
mental disabllitles, A similar grouping of conditions was found in
Welner et al. (1988). Factor analysis of their data vielded two
groups of stiamas: physical conditions and mental/behavioral

conditlons. Shears and Jensema suggested that the intermediate
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grouping, characterized by indlviduals who were deaf, who stuttered or
had a harelip, was most Influenced by ablllty Cor lack of abllity) to
communicate in addition to visibllity. Because these results are
based on a very limited number of stigmatizing condlitions, they may
not be generalizable to other conditions. Further study is needed to
determine whether other factors, such as controllability, might have
greater predictive power across a wide variety of conditions and
responses.

Across condlitlons, subjects in Shears and Jensema (1969) study
congistently replled negatlvely to the questlon: " Would you be
willing to marry someone with thls condition?" Shears and Jensema
suggest that two characteristics of deviant condltions may cause
this result: (1) the day to day difflculty In managing llfe
activities, and (2> the Irreparable nature of the disability. These
factors would determine expectatlions for future success on a varlety
of levels. Most Importantly, 1t may Influence expectations concerning
one‘s abillty to care for oneself. If the individuals cannot manage
day to day activitles and the condition is not llkely to change, then
It is unllkely that they would be considered capable of participating
in many of the responsibilitles Inherent in the marriage relationship.
0f the six dimensions ldentified as visibility, interference with
communication, social stigma, reversibllity, extent of incapaclty, and
difflculties imposed on dalily living routlne, Shears and Jensema
suggested that reversibility, extent of Incapacity, and difficulties

Imposed on dally living routine are most influential in c¢loser levels
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of Intlmacy. However, these three dimensions might also be extremely
important at low levels of Intimacy when individuals are making
Judgments concerning the appropriateness of Interventlons and
employabllity of the marked Individual.

Sloan and Gruman (1983) suggested that reactions to 111 people are
based on the possibility of fatality from the {llness, the Indlviduals
experience with frlends or relatives having the condition, feellng at
risk from the condition, knowledge of the cause of the conditlon, and
the effectiveness of treatment. Jones et al. (1984), Shears & Jensema
(1969) and Sloan & Gruman’s (1983) have ldentifled the following
characteristics: visibility (concealable), reversibility (course),
risk (peril), preventability (origin), interference with communicatlon
(disruptiveness), and fatallty (proonosis). On the other hand, Katz
(1979) studlied stlgmas which varled on four characteristics:
vislbillity, threat, potential for sympathy and pity arousal, and
apparent responsibility of the possessor. Varying stigmas on these
four characteristics, Katz demonstrated that stigmas are capable of
eliclting both hostile and sympathetlc responses from observers. Thus
Katz suggested that there Is a basic ambivalence toward marginal
groups. This means that responses to stlgmas are not always negatlve
but, rather, have the capacity to be elther positive or negatlve
depending on their percelved characteristics.

Proponents of the Just-World hypothesls would predict that the
bearer of a mark (the victim) would be rejected and derogated by the

observer as a self-protection measure. According to Lerner’s
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Just-World hypothesis, people need to belleve that what occurs In
the world Is just and, therefore, people only get what they deserve
(Lerner & Mliller, 1978). As a result, the more severe a disease,
the more the victlm would be derogated and rejected. Sloan and
Gruman (1983) found this to be generally true. However, they also
found that the responses to cancer did not follow this prediction,
They hypothesized that another variable, not allowed for in the
Just-YWorld hypothesis, must be included to predict responses to
victims. Sloan and Gruman (1983) examlined the effect of
preventability of the condition upon responses. Victims of
unpreventable diseases were derogated less than those with preventable
diseases. This was contrary to the prediction proposed by the
Just-World hypothesis, namely, people derogate victims ln order to
defend themselves from the bellef that It could happen to them. If
gself-protection was the dominant lssue the psychlc stress assoclated
with the possibllity of having a disease should increase as the
controllabllity of the disease decreases. According to the Just-World
hypothesis, victims would be bilamed for the onset of an unpreventable
disease in order to protect the observer from the thought that the
condition might befall them. The result would be an increase in
derogation of the victim as controllability decreases. The
preventabillty or origin dlmension (Sloan & Gruman, 1983; Jones et
al., 1984) is an important source of responses to the stigmatized
indlvidual. When an Indlvidual Is consldered responsible for thelir

stigmatizlng condition they wiil be treated less favorably than
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individuais who have had no control over the condition’s onset
(Farina, Holland, & Rlng, 1966; Levine & McBurney, 1977).

The studies on characteristics of stigmas present many
possibllities for research and direct application to the mundane.
However, they do not provide elther emplirical or conceptual frameworks
for maklng predictions about poszlble cognitive, affective and
behavioral responses to the stiomatized. Because the preventablllty
or controllablility factor has been demonstrated to be a strong
determinant of reactlons to the stigmatlized, a theory that provides a
signiflcant conceptual linkage between controliabillty and observer’s
responses would be a useful framework for this research.

Attribution Theory

General Introduction. Attributlon theory examines the
controllability, stabllity, and locus of causality of outcomes.
Consequently, 1t may have greater predictive power than other
theoretlcal approaches, Attributlion theorists belleve the percelved
cause of an outcome to be an important factor in determining the
actors’ cognitive, affective, and behavioral responses (see Figure 1).

Welner (1980) suggests a three dimensional system for c¢lassifying
attributions. This three dimensional system emphasizes the locus,
the stabllity, and the controllability of a cause. The locus of a
cause places responsibllity for an outcome elther with the Indlvidual
(Internal) or with somecne or something outside the Indlvidual
(external) experiencing the outcome. The second dimension, stability,

fs used to distinguish between causes whlch fluctuate and those which
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remain relatively constant. The third dimension of causality s
controllability. It dlifferentiates between a cause which is
controlled by someone in contrast to one which cannot be controlled by
anyone. Attribution theory lends ltself very well to the analysis and
prediction of responses to an outcome In which the controllability of
that outcome Is a maJor Issue. Within attribution theory, predictlons
are made and outcomes are analyzed based upon the controllablility of
the cause of that outcome, the stability of the condition, and the
locus of causallty. This 1s useful in the analysis of reactlons to
the stigmatized person consldered as an outcome. Hence, attrlbution
theory provides the empirical and conceptual frameworks necessary for
examining responses to the stigmatized.

Helping Behavior. The usefulness of attrlbutional analysis of
helping responses to the stigmatized has been demonstrated. It has
been found that the perceived cause of a need can be a very I!mportant
factor In determining whether ald wlll be glven (Barnes, Ickes, &
Kldd, 1979; Ickes & Kidd, 1976; Mever & Mulherln, 1980; Relsenzeln,
1986; Weiner, 1986). If the outcome examined by the observer is
considered to be a negative outcome, then the attributional process ls
all the more certaln to be engaged. A need can be and frequently ls
viewed as a negative outcome, i.e., as a failure. HNorth American
soclety places high value on being able to provide for one’s own needs
and on maintalning control over all areas of one’s 1lfe. When a
fallure occurs the Indlviduals Involved become highly motivated to

find the cause, that Is, to engage the attributional process.



Analysls of Stigmas

16
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Observers will then respond to the need based upon thelr perceptlon of
the cause, the resultling conclusions of thelr attributional search.

Weiner (1980) found that an individual who appeared drunk was
percelved by observers to have control over the cause of their
condltion. The scenarlos presented to the subjects described a fallen
person as elther carrylng a bottle of alcohol or carrying a cane.
Percelved controllablility of the cause of the fall was a major factor
In determining responses. The subjects were asked to report what
their three most dominant affective responses would be lf they were on
the subway with this person when they fell. The drunken individual
engendered negative reactlions within the observers due to the
Individual ‘s tack of exerting or engaglng the appropriate control over
thelr behavior. The individual’s lack of exerting approprlate
control, when it was within the realm of possibility, resulted in
decisions by the observers not to give heip. An Individual who
appeared 111 was percelved as lacking the ability to exert control
over the cause of thelr condition and thus aroused positive affectlve
reactlons and decislons to give help. More than 25% of the subjects
reported negative affect such as anger toward the drunk, but less than
3% of the subjects responded negatlvely toward the i1l person.

Meyer and Mulherin (1980> asked subjects to Imagine an acquaintance
approaching them with a need for money to pay their rent. The cause
of the need was manipulated by providing Information about the needy
person’s employment record. The results suggested that

controltablllty of the cause was the most influential factor in
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determining whether ald was given. This was medliated by the affect
which the attributlon aroused. Causes of a need or a fallure that
were perceived to be controllable by the actor gave rise to anger, no
pity, and neglect, whereas percelved uncontrollable causes of failure
generated plity, littie anger, and assistance (Weiner, 1980; Weiner,
1985; Welner et al., 1988>. Stable, controllable causes resulted in
the greatest anger and the least concern for giving aid.

Weiner et al. (1988) enlarged the scope of this work by examining
both the affective and behavioral responses of observers to ten
stigmas in two experiments. In Experiment I, ten unmanlpulated
stigmas (Alzheimer’s Disease, blindness, cancer, heart dlsease,
paraplegla, Vietnam War syndrome, AIDS, child abuse, drug abuse and
obesity) were rated for how much plty, anger, liking, and blame were
experienced toward the stigmatlzed individual. Behavioral measures
vere taken by asking the subjects how willing they would be to assist,
and how much they would be wlillng to glve to this Individual,
Subjects were also asked to rate how much five interventions (medical
treatment, technical job training, welfare, psychotherapy, and
professional tralning/higher educatlon) would give this person a more
satisfactory life. Stlgmas were grouped according to whether they had
a physical basis or a mental/behavioral basis. The physical stigmas
were generally considered by sublects to be less controllable and more
stable than the mental/behavioral stigmas. The two groups differed
slgnificantly on affective and behavioral measures.

Onset-uncontrollable stigmas were assoclated with reactions of pity,
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tiking, and no anger and with desiclons to help. Onset-controllable
stigmas were agsociated with reactions of no pity, little liking,
anger and with decislons not to help.

The second experlment presented subjects with the same sticmas in
scenarios wrltten to manipulate their onset controllability. Each
scenarlo wag followed Immedlately by the same dependent measures used
In Experiment I. The pattern of affective and behavioral responses
was based on the onset controliability (onset controllable, onset
uncontrollable), the stability (stable, unstable) of the stigma’s
cause and the type of stlgma (physical, mental/behaviorai).

Controllabllity of the onset of the stigma refers to whether the
cause of the stigma was under the control of the individual., For
example, a controllable onset may involve an indlvidual who drove
recklessly and became crippled in the resulting car acclident. The
onset would have been uncontrollable by the Individual if the person
had been struck from behind while stopped at a red llght. The locus
of causatlon was Internal In both these scenarlos.

Weiner et al. (1988) defined the stabliity of a stigma In terms of
Its reversibility. 1In this study, stabllity was not manipulated in the
scenarios. Instead, a stablilty rating was assigned to the stiama
based on subjects’ responses to the questlon: "How changeable is [the
Individual‘s) condition?" According to attrlbution theory, the
stabllity of stigmas will determine expectations concerning the future
effectiveness of varlous helping behaviors. Therefore, the percelved

stability of a stigma will influence the observer’s decislons
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concerning the approprlateness of a partlcular interventlon,

In some cases the stigmatized were held responsible for thelr
condition and blamed for it, yet the stigma was not considered
amenable to change. This led Welner et al. to suggest a dlfference
exlsts between stlgma onset and offset expectatlons as proposed by
Brickman et al, (1982). Although the gtabllity and the
controllabllity of the onset of stlomas have been studied and the
expected pattern of results Is now predictable, an observer’s
affectlve and behavioral responses have not been measured with the
manipulation of both onset controllability and offset controllability.
Objectives

The present study examines the effects of onset and offset
controllablility of multiple types of stiomas on observers’ cognitlve,
affective and behavioral responses. Reactions to varlous conditions
are based on characteristics such as: the vislbllity of the stigma;
the physical, behavioral, mental or emotlonal basis of the stigma; the
gtability of the condition; the indlvidual‘s ability to control the
onset of the condltion as well as the Indlvidual’s ability to control
the offgset of the conditlon; the likelihood that the condition wlil
result in death; the risk to the observer through contact with the
Indlvidual; the degree of lIncapaclitatlion due to the condition, and the
likellhood that the observer may at sometime develop the conditlon
(Jones et al., 1984; Katz, 1979; Shears & Jensema, 1969; Sloan &

Gruman, 1983; and Weiner et al., 1988),
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Attributing the cause of the stigmatizing conditlon to each or any
particular comblnation of these characteristics resuits in a pattern of
atfectlve and behavioral responses on the part of the observer
(see Table 1). These responses are based on the observer’s
perceptions of how the stigmatizing condition rates withln these
characteristlcs rather than objective reallty. Therefore, measurement
of each stigma’s rating on the characterlstics of interests have been
based on the subject’s perceptions rather than their knowledge of the
Individual condltions. The present study extends Welner et al. (1988)
by manlpulating offset controllabllity as well as onset
controllability and stigma type.

Hypotheses

The followling hypotheses were tested:

Onset controllable stigmas would cause greater blame, greater
anger, less pity, less assistance, lesg charity, and less in monetary
contributions than onset uncontrollable stlgmas.

Offset controllable stigmas would cause greater blame, greater
anger, less plty, less assistance, less charity, and less in monetary
contributions than offset uncontrollable stlgmas.

In other words, significant main effects were expected for both
onset and offset controllabllity. Because the Interactlion of onset
controllablility and offset controllablility has not been examined In
other research we had no clear predictions concerning thelr comblned
effect. In addition, no hypotheses were advanced regarding

Interactions between controllabillity and stigma type. However, based
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on the results from Welner et al. (1988) an Interaction was expected
between onset controllability and stigma type.
Method

Subjects

Subjects were volunteers (134 males, 218 females and 1 no response
for sex) from the Introductory psychology subject pool at the
University of Manitoba. Subjects who particlpated In this study
recelved one credit towards a research particlpation requlrement for
their c¢lass. Two hundred and slxty-one subjects were between 17 and 19
years of age, 79 were between 20 and 29 years of age, 8 between 30 and
39, and 3 subjects were between 40 and 49 years of age.
Design

The design was a mixed between-within factorial deslan,
manipulating onset controllablility (onset controllable, onset
uncontrollable) x offset contrellabllity (offset controllable, offset
uncontrollable) x stigma grouping (physical, mental/behavioral) (see
Table 1). Onset controllabillity and offset controllablility were
between subjects varlables and stloma grouplng was the within-subject
variable. Subjects (N = 353) were randomly assigned to one of the
four onset/offset conditions, with the number of subjects per
condltion as glven in Table 1. The ten sticomas were comblned Into two
groups of five stigmas each (see Table 2). Flve stlomas having a
physical genesis were grouped together and labeled as such. The other
five stigmas labeled mental/behavioral were combined based on a

commonly held view that they have a more mental or behavloral
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Table 1
Desian,
Onset Onset
controllable uncontrollable
Offset Of fset Offzet Offset
control. uncontrol. control. Juncontrol.
subj. 1 subj. 2 subj. 3 subj. 4
physical n = 89 n = 87 n=%0 n = 87
Stigma
Groupings |mental/ subj. 1 subj. 2 subj. 3 subj. 4
behavicoral n o= 89 n = 87 n = 90 n = 87

genesis (Welner, Perry & Magnusson, 1988), Factor analysis of the
data of Welner et al. (1988) yellded the two stloma groups: physical
condltions and mental/behavioral condlitlions.

The onset controllability and offset controllability factors were
designed as between subject variables to ensure that if subjects were
Inclined to make any comparisons between stigmas it would be based on
thelr reaction to the stigma within a single condition, thus reducing
the chances of subjects’ discerning the hypotheses.

Materials

The soclal perception guestionnalre conslsted of ten stlomas

(see Table 2) presented in scenarios, each followed immediately by six

questlons concerning emotional and behavloral responses to the
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Table 2
Stigmas
Type Condltlion
heart disease
lung cancer
Physical blindness
paralysis from the walst down
facial disfigurement
ohesglty
Mental/ unemployment
Behavioral sexually transmitted disease
depression

criminal conviction

stiomatized Individual., The ten stigmas were presented to each
subject using one of four sets of manlpulated scenarios
(see Appendix A). The following !s an example of the manipulated

scenarios:

Barrons has a faclal disfligurement. An area of Barrons’
face was burned as a result of Barrons’ mishandling of
chemical agents. If Barrons will agree to plastlc surgery
the facial tlssue can be restored without scarring.
(controllable onset/controllabie offset)

Barrons has a facial disfigurement. An area of Barrons’

face was burned as a result of Barrons’ mishandling of
chemical agents. Surgery cannot restore the faclal tissue
to lts orlglinal state. (controllable onset/uncontrollable
offset)

Barrons has a facial disfigurement. The disfigurement is
due to a birthmark on Barrons’ face. Plastic surgery can
completely remove the mark without scarring.
(uncont{rollable onset/controlliable offset)

Barrons has a facial disfigurement. The disfligurement is
due to a birthmark on the face. The mark s so extensive
that plastic surgery cannot remove the mark.
{uncontrollable onset/ uncontrollabie offset)
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Randomlzatlon was used to establish the presentation order for the
stigmas and to establish the question order on forms in the inltial
get. Each form had a counterpart in which the order of stigma
pregentation was reversed (eg. Form i-r presented the stligmas In
reverse order to Form 1), that created eight forms In all (Forms 1,
i{-r, 2, 2-r, 3, 3-r, 4, 4-0).

The dependent measures were six questlons assessing subjects’
cognitlve, affective and behavioral responses on 9 polnt bi-polar
gcales (see Appendix B). The six'questkons and thelr anchors were:
(1) How much plty do you feel for this person? (i = no plty at all, 9
= a great deal of plty}, (2) How much anger do you feel toward thils
persen? (1 = no anger at all, 9 = a great deal of anger), (3) How much
do you blame this person for having this condition? (1 = no blame, 9 =
a great deal of blame), (4) How willing would you be to personally
aggist thls person wlth a small problem? (1 = not willing at all, 9
= totally willing), (5) Assume that you are the director of a charity
organization and going to dispense some flnancial collections. How
much would you be willing to give to this person? (i = nothing, 9 = a
great deal), (6) How willlng would you be to make a personal
contribution of money for this individual? (! = not at all willing, ¢
= totally willing). Two questlons, How much control did this person
have over preventlon of the condltion? (1 = no control, 9 = total
control), and, How much control did this person have over the
elimination or cure of thls problem? (1 = no control, 9 = total
control), served as maniputation checks for onset and offset

controllability.
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Procedure

Sign-up booklets with a variety of times available in them were
used to solicit subjects for the sessions. Experlmental condltlons
were randomly assigned to subjects within each session. Because
within each session all conditlons were represented any day, time, or
session effects would be distributed across conditions. Prior to
slgning-up for one of the experimental sessions, subjects were told
that thelr Involvement would be to complete a social perception
questionnalre. They were told that this task would requlre
approximately one hour of their time and that they would receive
an experimental credit toward thelr Introductory psychology experiment
particlipation requirement.

Upon arrival at the experimental session the subjects were
instructed as to their rights and obllgations as research participants
(Appendlx C>. The subjects were then gliven brief Instructions on
using IBM sheets to record thelr answers. Upon completion of the
questionnalre the subjects were debriefed. This consisted of a brief
explanation of stigmas and the application of attrlibution theory to
this work, followed by a question and answer sesslion (see Appendlx D).

Results

In all cases under consideration, Hartley’s Fmax tests for
homogenelty of variances falled to yleld slanlficant dlfferences.
Moreover, all F tests are assumed to be robﬁst to violations of the
sphericity assumption, if any, since there only two groups under each
within-sublects condition. This enables subsequent statlstical

Inference procedures withln the ANOVA context as descrlbed in
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Objectives and Hypotheses.

The results from the maniputation checks demonstrated a successful
manipulation of onset and offset controllabllity (see Floures 2 and
8). Percelved onset controllabillity and perceived offset
controllability were each analyzed using separate 2 (onset:
controllable, uncontrollable) x 2 (offset: contrallable,
uncontrollable) x 2 (stioma type: physical, mental/ behavioral)
Analyses of Variance (ANOVAs) with stioma type being a within-
subjects varlable. Analyses of effects on percelved onset
controllablility ylelded a slignificant main effect for manipulated
onget controllablliity, F (1,349 = 1116.97, p < .0001. There also was
a significant repeated measures effect for stigma type, F (1,349) =
39.60, p < .0001. Mental/behavioral stlomas (M = 5.34) were percelved
to be more onset controllable (collapsing across manipulated onset
controllabllity) than physical stigmas (M = 5,15). There was a
signiflicant Interaction effect for stigma type x onset
controllability, F (1,349) = 71,02, p < .0001 (see Table 3). Mental/
behavioral stigmas were perceived to be more onset controllable than
physical stlgmas when the onset was described as uncontrollable but
not when they were controllable. There were interaction effects for
stigma type x offset controllabillty, F (1,349 = 5.70, p < .01, and
for stigma type x onset controllability x offset controllability, F
(1,349 = 4.08, p < .05,

Analyses of effects on percelved offget controllability ylelded a

significant main effect for manipulated offset controllability,



Analysia of Stigmas
28

Figure 2

Mean Percelved Onset Controllablllity as a Functlon

of Manipulated Controllability and Sticgma Type
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Flgure 3

Mean Percelved QOffset Controllablility as a Function

of Manipulated Controllability and Sticma Type
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Table 3

Percelived Onset Controilabllity

as a FPunction of Manlpuiated Onset

Controliability and Stiama Type

Onset

Stigma Tvpe Controliable Uncontrollable

Physical 7.31 ¢ 2.99 a
Mental/
Behavioral 7.17 ¢ 3.52 b

Note, Means with different letterg are

slogniflcantly different at p < .01.

F (1,349) = 395.21, p < .0001, omega square = 0.53 and a significant
repeated measures effect for stigma type, F (1,349) = 145,83,

p < .0001. Mental/behavioral stigmas (M = 5.63) were percelved to be
more offset controllabie than physical stigmas (M = 4.73). There was
a slgnificant Interactlion effect for stigma type x offset
controllabliity, F (1,349 = 21.57, p < .0001 (see Table 4).
Mental/behavioral stlgmas were perceived to be more offset
controllable than physical stlomas when the offset was described as
uncontrollable but not when they were controllable. There was a
significant interaction effect for stigma type x onset controllabllity
X offset controllabillty, F (1,349) = 8.00, p < .005. There were

significant onset controllablllty effects on percelved offset
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Table 4

Perceived Offset Controllability

as a Function of Manlpulated Qffset

Controltlability and Stigma Type

Offset

Stigma Type Controllable Uncontrollable

Physical £.39 ¢ 3.07 a
Mental/
Behavioral 6.96 ¢ 4.35 b

Note. Means with dlfferent letters are

significantly different at p < .0f.

controllablllty, F (1,349) = 7.18, p < .01 and a slgnlflcant
interaction for offset controllability x onset controllability, F
(1,349> = 9.21, p < .003,

Each of the six dependent variables measuring cognitive, affective
and behavioral responses (blame, anger, pity, charity, assistance, and
monetary contribution) were analyzed using separate 2 (sex of subject)
X 2 (onset: controllable, uncontroliable) x 2 (offset: controllable,
uncontrollable) x 2 (stigma type: physical, mental/behavioral)
Analyses of Varlance (ANOVAs) with stioma type belng a within subjects
variable. Analyses ylelded no effects for sex of subject, therefore,
thls factor wlil not be discussed further.

For each of the dependent variables there was a significant
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within-subject (stigma type) effect, (see Table 5). The means and

effect sizes may be more

Table 5

Means and Repeated Measure F-test on Stigma Type.

Stigma Type

Dependent Mental/ Omega & Eta
Varlables Physlcal Behav!oral F (1,349 Square
Blame 4,17 4.97 183.77 # 0.30+ 0.31+
Anger 2.24 3.12 194.33 x 0.38+
Pity 6.31 5.08 274,60 * 0.44++
Assist 7.07 6.02 348.51 * 0.504++
Charity 5.94 4.07 720,37 # 0.67++
Contribute 5.17 3.73 431,66 # 0.55++

p < .0001

Note.
+ = moderate effect, 4+ = large effect

I

meaningful than F-values since F (1,”) > 3 are always slonificant.
Physical stigmas elicited less blame and anger, and more plty,
agsistance, charity, and contributions than did mental/behavioral
st igmas.

Hypothesig |

Main effects were expected for onset controllablility, such that
stiogmas with controllable onsets would ellclt more blame, more anger,
legs pity, less

contributions, less assistance, and less charity than those with



uncontrollable onsets.
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Blame. The ANOVA vlelded a slgnlficant maln effect for onset

controllabillty, F (1,349) = 1368.82, p < .01, Stlgmas with

controllable onsets (M =
uncontrollable onsets (M

controllability x stligma

6.54) ellcited more Dlame than stliomas with

2.85). There was also a signlficant onset

type interaction, F (1,349) = 38.71, p. < .0i

(see Table 6). Contrasts performed

Table &

Mean Blame

as a Functlon of Onset

Controllability and Stioma Type

Stigma Type

Physical

Mental/
Behavioral

Onset
Controllable Uncontroilable
6.36 a 1.98 b
6.75 ¢ 3,18 d

Note., Means with different letters are

significantly different at p < .01,

using the Neuman-Keulg technigque for unequal group sizes (Winer, 1971,

pp. 215-218), revealed that for both physical and mental/behavioral

stigmas, controllable onset elicited more blame than uncontrollable

onset.

In addltion, mental/behavioral stlomas elicited more blame

than physical stigmas, in both the controllable and uncontrollable
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onset conditions. The interaction appears to have been significant
because the controllable vs. uncontrollable effect s larger for
physical stigmas (6.36 - 1.98 = 4,38) than for mental/behavioral
stigmas (6.75 - 3.18 = 3.57),

Anger. There was a significant main effect for onset
controllablllty, F (1,349) = 156.29, p < .01, Stiomas with
controllable onsets (M = 3.50) ellcited more anger than stlamas with
uncontrollable onsets (M = 1.84). There was no Interaction between
onset controllabllity and stigma type.

Pity. There was a signlficant maln effect for onset
controllability, F (1,349) = 33.02, p < .01, Stigmas with
controllable onsets (M = 5.26) elicited less pity than sticmas with
uncontrollable onsets (M = 6.11),

Assistance. There was no signiflcant main effect or interaction
between onset controllabillty and stigma type.

Charity. The ANOVA yielded a significant main effect for onset
controllabllity, F (1,349) = 22.24, p < .01. Stigmas with

controllable onsets (M = 4.7) elicited less charity than stigmas with

uncontroltable onsets (M = 5.3). There was a slgnificant onset
controllablility x stiogma type Interaction, F (1,349) = 7.98, p < .01
(see table 7). Contrasts revealed that for both physical and
mental/behavioral stigmas, uncontrollable onset elicited more charity
than controllable onset. More charlty was expressed toward
Indlviduals with physical stigmas than indlviduals with

mental/behavioral stiogmas in both the controliable and uncontrollable

onset condltion. The Interaction appears to have been slgnificant
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because the controllable vs. uncontrollable effect was larger for
mental/behavioral stigmas (4.48 - 3.66 = 0.82) than for physical
stigmas (6.15 -~ 5.72 = 0.43),

Contribution. There was a maln effect for onset controllablility,
F (1,349) = 17.30, p < .01, Stigmas with controllable onsets (M = 4.1)
elicited less in monetary contributions than stigmas with

uncontrollable onsets (M = 4.8).

Table 7

Mean Charlty as a Function of Onset

Controllabliity and Stloma Type

Onset

Stigma Type Controilable Uncontrol lable

Physical 5.72 a 6.15 b
Mental/
Behavioral 3.66 ¢ 4.48 d

Note. Means with dlfferent letters are

slgnificantly different at p < .01.

In summary, flve out of slx of the hypothesized maln effects due
to onset controllability were found to be significant. The average
Omega square for onset controllabllity main effect was 0.40, Stigmas
with controllable onsets eliclited more blame, more anger, less plty,
less contributions and less charity than stigmas with uncontrollable

onsets. No onset controllablllty maln effect was found on willingness
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to lend personal assistance,

Hypothesis 2

Main effects were expected for offset controllabllity, such that
stigmas with controllable offsets would elicit more blame, more anger,
less pity, less assistance, less charity and less in monetary
contributlons than offset uncontrollable stigmas.

Blame. There was no significant main effect for offset
controllabllity. There was a significant interaction between offset
controllability and stlgma type, F (1,349) = 15.09, p < .01 (see Table

8). Contrasts revealed that offset controllabllity had no effect on

biame for mental/behavioral stigmas

Table B

Mean Blame as a Function of Offset

Controliabllity and Stioma Type

Qffset
Stigma Type Controllable Uncontrollable

Physical 4.32 a 4,02 b
Mental/
Behavioral 4.85 ¢ 5.08 ¢

Note. Means with different letters are

sioniflcantly different at p < .01,

(4.85 Is not sloniflicantiy less than 5.08)., Physlical stigmas wlth

controllable offsets ellcited more blame than physical stiomas with
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uncontrollable offsets (4.32 > 4.02).

Anger. There was no slgniflicant maln effect for offset
controllabliity. There was a signiflcant offset controilabllity x
stigma type Interaction F (1,347) = 5,52, p < .02 (see Table 9).
Physical stigmas with controllable offsets elicited slightly (but not
slgnlficantly) more anger than physical stigmas with uncontrollable
offset. Conversly, mental/behavioral stiomas with controllable
offsets eliclted slightly (but not significantly) less anger
than mental/behavioral stigmas wlth uncontrollabie offsets., Thus, the
Interaction was slgnlficant because the controllable vs. uncontroliable

effect was reversed for physical and mental/behavioral stigmas.

Table ¢

Mean Anger as a Function of Offset

Controllability and Stigma Type

Offset

Stigma Type Controllable Uncontrollable

Physical 2.28 a 2.19 a
Mental/
Behavlioral 3.03 b 3.20 b

Note, Means wlth dlfferent letters are

significantly dlfferent at p < .01,
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Table 10

Mean Charity as a Function of Oifset

Controllablillity and Stlcma Type

Offget

Stigma Type Controliable Uncontroliable

Physlcal 5.98 a 5.88 a
Mental/
Behavioral 3.84 b 4,30 ¢

Note, Means with different letters are

slanificantiy different at p < .01.

controllabllity main effect. Stigmas with controllable offsets
elicited less plity and less assistance than stigmas with
uncontrollable offsets. There were no significant offset
controllabillity maln effects on blame, anger, charity or contribution.
There were no onset controliablllity x offset controllablility
Interaction effects on the six cognlitive, affective and behavioral
measures or on percelved onset controllability. There was a
significant onset controllabllity x offset controllabillty Interaction

on percelved offset controllabillity.
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Discussion

Welner’s attribution model (see Figure 1) was used as a framework
for prediction and analyses of subjects’ responses to individuals
suffering from different stigmatizing conditions based upon the
manipulated controllabllity of the onset and offset of those
conditions. According to the model, the percelved controllablility of
the identified cause will affect observers’ attributlons of
responslbtlity (blame), and affective responses (pity and anger).
Those coanitive and affective responses will then influence behavloral
responses such as the wlllingness to give asslistance, dispense charity
funds, or give a personal monetary contribution on behalf of the
Indlvidual., I will dlscuss the resulting effects of the onset
controllability, offset controllabllity, and stloma type manlipulations.
Generalizability of the results must be tempered by the fact that 74%
of the subjects were 17 to 19 vears of age, 22% were 20 to 29 years,
and only 3% were 30 to 49 years old. Due to the relative youth and
lack of life experiences of this sample it must be noted that the
results may not be generalizable to other relatively older and more
experlienced groups. In additlon, the Judaments of universlty students
may not represent the attltudes and Judgments of less academically
orlented individuals who have spent time analyzing and studying
peoples’ reactions to themselves and others.
Onset Controllability Effects

There was strong support here for Weiner’s proposition that onset
controliability Influences attributions of responsibllity

(le., blame), the affect experienced (e.g., anger or pity), and the
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behavioral responses assoclated with an event. Stigmas with a
controilable onset ellcited more blame, more anger, less pity, less
charity and less in monetary contributions. The willingness to aive
asslstance did not vary with onset controltlability. It appears that
when one is directly confronted with another’s need and asked to
assist with a small problem, ald will be glven no matter whether the
stigma‘s onset was controllable or not. Willingness to give
assistance was high In both onset conditions (controllable M = 6,55,
uncontrollable M = 6.51), However, the controllabliity of the onset
did affect whether the subject would be willlng to distribute charlty
funds or contribute personally on behalf of the stigmatized
individual. It appears that people are less llkely to distribute
money to indlviduals with onset controllable sticmas even If they
would assist personally with a small problem. Thls difference In the
two types of response (ie., personal assistance, monetary assistance)
may orlainate In several dlifferent sources, one of which may reflect
students’ relatively limited financlal resources as opposed to the
ability to volunteer some direct personal assistance with a small
problem. Another explanation for the willingness to lend personal
assistance to an Individual with a small problem regardless of whether
the onset was controllable or uncontrollable may be the close
proximity to the one in need and to the need itself. To dlspense
charity funds or to donate money to a charlty usually provides no
immediate contact with the individual in need. Perhaps because of
this the perceived onset characteristics and cause of the need become

more Important in determining the response to a charlty’s plea for
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donations. If this Is a vlable explanatlon then charlty organizatlons
have two possible methods of increasing charity donations. The first,
based on the finding that subjects were more willing to dispense
charity donatlons and to make personal contributions for Individuals
whose condition was onset uncontrollable, is to emphasize the
uncontrollable characteristics of the condition’s onset (or the
blamelessness of the victim) where applicable and thus motivate the
observer to get involved through a charitable donation. Although
emphasizing the uncontrollablility of the condition may motivate the
obgerver to glve donations, as noted by Weliner et al. (1988), this
approach can have negative effects on the stigmatlized individuals.
The stiomatlized Individuals’ willlinaness to take responsibllity for
their actions In regard to thelr condition may decrease if the
condition Is seen as uncontrollable. Second, donation levels should
be greater when a charity’s publlic service announcements and fund
raising programs are personalized by including an indlvidual with the
condition of interest. This supports the present trend to make the
disabled more visible in campaigns for charltable donations and for
equal access to faclilities and opportunities. Charities frequently
use children as vislble representatives of individuals with the
targeted condition. Thls approach uses both methods of appealling to
potential contributors. The child’s presences not only personallizes
the appeal but also utilizes the innocence of childhood to emphasize
the perception of blamelessness of the victim.

In summary, the first hypothesis, that a controllable onset wlll

elicit more blame, more anger, less pity, less assistance, less
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charlty, and less in monetary contrlbutions was supported in all cases
except for provision of assistance. This demonstrates strong support
for the use of Welner’s attribution model of observers’ reactions to
stignatized Individuats.

Offset Controliablility Effects

There was weaker support for the hypothesis that offset
controllabllity would Influence the observers’ responses. Blame,
anger, contributlons and charlty did not vary with offset
controllabllity. However, (while reporting moderately high levels of
pity and willingness to assist) offset controliable stigmas eliclted
significantly less plty and assistance than offset uncontrollable
gtlomas. The onset of the stiagmatizing condltion brings about a
change in the individual‘s life. The change usually is unexpected
and negative. This engages the attributional process which determines
the corresponding emotlonal and behavioral responses. O0ffset
controllabllity does not usually Invoive the unexpected and thus the
motivation behind emotional and behavioral responses may be lower than
for stigma onset. Thls may decrease response levels and the response
differences between controllable and uncontrollable offsets. However,
the responses of pity and willingness to assist appear to demonstrate
greater motivational ties to controllabliity of the offset,
stioma Type Effects

The stigmas used In thls study were grouped into two sticma
categories: physical and mental/behavioral. Mental/behavioral sticmas
elicited more blame, more anger, less plty, and less willingness to

respond with a positive behavior than did physlical stigmas when
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responses were collapsed across onset and offset condltions and across
stigmas withln each group (physical and mental/behavioral)., The
greater blame and anger toward those with mental/behavioral stligmas
indicated a tendency to hold them more responsible for thelr
gituation.

The tendency to hold Individuals with mental/behavioral stligmas
more respongible for their situation is consistent with a main effect
for stigma type on the measures of perceived onset and offset
controllablility. Mental/behavioral stigmas were consldered to be more
onget and offset controllable than physlcal stigmas regardliess of
manipulated controllabllity. The finding that individuals with
mental/behavioral stlgmas are held more responsible for the onset of
the conditlon replicates the findings of Welner, Perry, and Magnusson
(1988). Welner et al., (1988) found that unmanipulated
mental/behavioral stigmas were considered to be more controllable than
physlical stiomas. They hypotheslzed that, for the stlgmas used In
their study, the Indlviduals were perceived as being morally weak
because they had not initiated a response which could have prevented
thelr present conditlon. As suggested earller by Brickman et al.
(1982) the case in which an Individual Is held responsible for a
problem and for its solution is considered to be a moral problem. In
the moral model of responsibility help-glvers are considered
responglble for providlng asslstance by facilltating motivation In the
Indlvidual. The individual with the problem carries responsibility
for onset of the conditlon, as well as, its offset. Because

mental/behavioral stlomas are considered to be controllable the
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observer experiences little pity and little drive to give asslstance.

The difference In perceived controllability based on stigma type
explains the stigma type effect on affective and behavioral responses,
The affective and behavioral responses to the stlgmatized Indlvidual
mirrors or imitates the responses to stigmas based upon the onset
controliabllity of the stigma. This effect ls due to the perception
of the stigma’s inherent controllabllity.

Interactions between Stlama Type and Controllabillty

There was an interaction effect between stigma type (based upon the

stigma type’s percelved controllability) and onset controllabillty,
Bue to this iInteraction mental/behavioral stlgmas and physical stlgmas
were percelved to be equally controllable when their onset was
described as controllable. When the stlgmas’ onsets were described as
uncontrolilable mental/behavioral stiomas were percelved as more onset
controllable than physical stigmas. In the subject’s mind there may
be no such thing as a completely uncontrollable mental/behavioral
condition,

Although the perception of controllability of mental/behavioral
stigmas could be altered somewhat they were still considered to be
more controllable than physical stlgmas. In sltuations in which the
individual was not in fact responsible for the stigma, those
individuals with mental/behavioral stigmas were still seen as having
more control over the stigma’s onset than individuals with physical
stigmas. These Judgments of responsibility led to more blame, more
anger, less plty, and less assistance, charity, and contrlbutions in

the case of mental/behavioral stigmas.
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Although percelved controllablllty of the stiomas’ offset
decreased when the stigmas were described ag offset uncontrollable,
the mental/behavioral stlomas were not as amenable to change in that
directlon as were the physical stigmas. In sltuatlons In which the
victim was, according to the scenario, not responsible for the
continuation of the stlgma, subjects still saw victims of
mental/behavioral stigmas as more In control of the stigma offset than
victims of physical stigmas.

Why should people perceive mental/behavioral stigmas to be more
controilable and thus hold the victims more responsible for their
atlgmas? In our culture the word "behavior" ls often synonymous with
controllable action. It Is a manner of conducting oneself. To behave
means to conduct oneself In a proper manner, a manner deflned by the
socliety In which one llves. Behavior addresses that part of our life
which we do normally contrel., Often a circumstance in which we find
ourselves is brought about by an action we could have controlled.

Perhaps, individuals with mental/behavioral stiomas were perceived
as not choosing to behave in the manner required to resolve or
alleviate their condition. They may be percelved to be contlnuously
choosing not to change and thus by ongoing fallure remain In their
present condition. In the minds of the subjects mental/behavioral
stigmas may represent a continulng pattern of lack of self-control,
carelessness, or laziness. Everyday there is more evidence that the
person isn’t trying hard enough, and is therefore responsibie for
his/her own fate.

Physical stigmas are viewed as belng caused by elther something
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totally beyond the control of the stiomatized Indlvidual (eg. a birth
mark) or to the victlms’ past behavior. Sometimes that behavior was a
single behavior and at other times a behavior that contlnued for
sometime but 1s no longer engaged In (eg. smoking). The action led to
an ldentiflable "event" (e.g., paralysis, scar, discovery of cancer,
heart attack, etc.). The physical stigmas that stem from a behavior
are viewed as coming into exlstence in the moment of that event but
exlst beyond that time without the participation of the sticmatlzed
Indlvidual,

Often In the case of a behavior an observer will make the
“fundamental attribution error" attributing others’ behavior to
internal controllable causes, such as, motives, attitudes, and desires
while underestimating the extent to which thelr behavior ls caused by
uncontrollable situational factors. In the case of the
mental/behavioral stigmas used in this experiment (e.g., overeating,
criminal behavlor, depresslion, etc.) people may have attributed the
continuation of these behaviors to the personal characteristics (i.e.,
personal weaknesses) of the individual. Victims of physical stigmas
are held iess responsible because, at least in some cases, they may be
due to a single past event.

In conclusion, there is in general fairly strong support for
Welner‘s theory that there Is a connectlon between controllablillty,
attributions of responsibllity, affective reactions, and behavloral
responses. The effect of offset controllability did not yield as
strong support for Welner‘s attributlon model as did the effect of

onset controllablility. It could be an artifact of the particular
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manipulation scenarios or it could be that it is more difficult to
alter one’s belief concerning the offset controllabllity of some
stigmas. It could be that Judgments of the orlginal cause are the
most Important In Influencing our responses. The observer might think
that, if the person had not engaged In a particular behavior or
activity offset controllabllity would not be an issue. Offset
controllabillty appears to be of secondary lmportance In Influenclng
our behavior.

Examination and application of these results must take into
account the possibie restrictions on generallzablility which emanate
from the sample and method used. The majority of the sample were
relatively young, lnexperienced students who represent an academically
oriented population. Thelr responses may differ from individuals who
do not have corresponding drives and goals. The responses of sampled
students may have been affected by the questioning of personal
attltudes which takes place within the unlversiiy setting., Further
research needs to draw samples from a wlder variety of settings and
examine whether dlfferences exist between university and
non-university students. Also, in future work on this topic 1t maybe
advantageous to examine a varlety of mediums for presentation of the
stigmatized Indlvidual In an attempt to lncrease the real 11fe quality
of the encounter of the experiment’s subjects with the stigmatized
individual. However, using actors or photographs as alternatlve
presentation methods may introduce competing varlables (eg. sex of the
stignatized and relative attractiveness to the experimental subject)

which will decrease controllablility.
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Appendix A
SCENARIOS
1. onset controllable X offset controllable

D, Scott has developed Lung Cancer. Dlagnosis suggests that the
cancer was brought on by excessive smoking. It has been caught
early. If D. Scott agrees to surgery and chemotherapy the
condition can be reversed.

R. Smith Is paralyzed from the walst down. Smith was in an

automoblle accident for which he/she was at fault. If Smith agrees
to surgery and physiotherapy functlioning c¢an be restored.

M. Bridge has become excegsively overweight. Excessive eating and
lack of exercise have been the primary contributors to the obesity.
It M. Bridge will aiter eating hablts and exercise hablts the
welght will be lost.

F. Lee has developed heart disease. The diagnosis indicates that
the disease is due to the patients excessive smoking and high
cholesterol diet. If Lee agrees to surgery and a change in diet
the condition can be reversed.

C. Lake ls unemploved. Lake caused an accldent on the Jjob. This
lead to his/her dismissal. €. Lake could have taken another
position with less responsibility at the company.

D. Barrons has a facial disfigqurement. An area of D. Barrons’ face
was burned as a result of the mishandling of chemlcal agents. If
D. Barrons will agree to plastic surgery the facial tissue can be
restored wlthout scarring.

V. Fleming has contracted a gexually transmitted disease. Fleming
did not practice safe sex. The condition can be reversed with the

administration of medication.

R. Jenes ts bllind. R. Jones was not wearlng protectlive eye guards
while cutting cement on a road repair crew. Cement chips lodged In
Jones’ eyes causing blindness. If Jones agrees to surgery vision
can be restored,

M. Taylor has developed severe depression. Taylor is unhappy in
a hligh pressure job. A change of Jjobs and a reduction in stress
can cause the depresslon to gradually disappear,
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J. Matthews ls a convicted criminal. Matthews chose to steal
instead of worklng at a regular payving Job. Matthews has been
of fered help to rehablilitate himself/herself.

2. onset controilable X offset uncontrollable

D. Scott has developed Lung Cancer. Diagnosis suggests that the
cancer was brought on by D. Scott’s excessive smoking. The cancer is
too advanced to be reversed through surgery or chemotherapy.

R. Smlth is paralyzed from the walst down. Smith was in an automoblie
accldent for which he/she was at fault. Surgery and physliotherapy
cannot restore functioning.

M. Bridge has become excessively overweight. Excessive eating and
lack of exercise have been the primary contributors to the obesity.
A pltultary tumor has developed and weight loss Is impossible.

F. Lee has developed heart disease. The diagnosis Indlcates that
the disease is due to the patients excessive smoklng and high
cholesterol diet. The condition led to congestive heart failure and
cannot be reversed,

C. Lake is unemployed. Lake caused an accldent on the job. The
resulting dlsablllty will prevent him/her from ever worklng agaln.

D. Barrons has a facial disfigurement. An area of D. Barrons’ face
was burned as a result of mishandling of chemical agents. Surgery
cannot restore the facial tissue to its original state.

V. Fleming has contracted a gexually transmitted disease. Fleming
did not practice safe sex. The condition cannot be reversed.

R. Jones is bllnd. R. Jones was not wearlng protectlve eye guards
while cutting cement on a road repair crew. Cement chips lodged

in her/hls eyes causing blindness. The eyes were damaged beyond
repair.

M. Taylor has developed severe depression. A chemical lmbalance
in the braln created by the recreational use of drugs caused the
depression. Treatment cannot correct the problem.

J. Matthews is a convicted ¢riminal. Matthews chose to steal instead
of working at a regular paying job. Matthews has developed a
compulsion to steal and no longer has the abllity to stop.
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3. onset uncontrollable X offset controllable

D. Scott has developed Lung Cancer. Dlagnosis suggests that the
cancer was brought on by exposure to secondhand smoke. If D. Scott
agrees to surgery and chemotherapy the condition can be reversed.

R. Smith is paralyzed from the waist down. The injury occurred
when Smith’s automobile was struck from behind while Smith was stopped

at a red light. If Smith agrees to surgery and physiotherapy the
functioning can be restored.

M. Bridge has become excessively overwelght. A thyrold condltlon
caused the welght problem. If Bridge agrees to surgery, the
condition can be corrected and the welght lost.

F. Lee has developed heart disease. The diagnosls indicates that
congenital factors ied to heart problems. If F. Lee agrees
to surgery the condltion can be corrected.

C. Lake is unemployed. The company where C. Lake worked has closed
down. C. Lake could take another position at an assoclated company.

D. Barrons has a faclal disfigurement. The disflgurement is due
to a birthmark on the face. Plastic surgery can completely remove the
mark without scarring.

V. Fleming has contracted a sexually transmitted disease. V. Fleming
unknowingly contracted the disease from hls/her spouse. The condition
can be reversed with the administration of medication.

R. Jones is blind. As she/he passed a road repair crew that were

cutting cement, chips entered Jones’ eves and caused biindness. 1If
he/she agrees, surgery can repalr the eyes and restore vision.

M. Taylor has developed severe depression. A chemical Imbalance
due to 1llness has caused the depression. If he/she accepis medical
treatment for the precipltating cause, the depression will disappear.

J. Matthews is a convicted crimlnal. Matthews had little to eat
when growing up and was taught to survive on the street by stealing.
Matthews has been offered a program of rehabilitatlion.
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4, onset uncontrollable X offset uncontrollable

D. Scott has developed Lung Cancer. Dlagnosls suggests that the
cancer was brought on by exposure to secondhand smoke. The cancer ls
too advanced to be reversed through surgery or chemotherapy.

R. Smith is paralvzed from the waist down. The Injury occurred
when Smith‘s car was struck from behind while he/she was stopped at a
red light. Surgery and physiotherapy cannot restore functioning.

M. Bridge has become excegssively overweight. A pltuitary tumor
caused the weight galn. The conditlon can not be reversed.

F. Lee has developed heart disease. The diagnosis indlcates that
congenital factors lead to congestive heart fallure. The condition
can not be reversed.

C. Lake ls unemployed. The company where he/she worked has ¢losed
down. Because of Lake’s advanced age and outdated skills he/she
is unemplovable,

D. Barrons has a faclal disfigurement. The disfigurement is due
to a birthmark on the face. The mark is so extensive that plastlc
surgery cannot remove the mark.

V. Flemlng has contracted a gexually transmitted disease. V. Fleming
unknowingly contracted the disease from his/her spouse. The condition
can not be reversed.

R. Jones is blind. As Jones passed a road repalr crew that were

cutting cement, c¢hips entered Jones’ eyes and caused blindness. The
eyes were damaged bevond repair.

M. Taylor has developed severe depression. An Inoperable braln
tumor has caused the depresslon. HNothlng can be done to reverse this
condlition.

J. Matthews Is a convicted criminal. Matthews had little to eat
when growing up and was taught to survive on the street by stealing.
Matthews has developed a compulsion to steal and no longer has the
ability to stop.
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Appendix B

SOCIAL PERCEPTION QUESTIONNAIRE
GROUP 1 - FORM 1
This guestlonnaire concerns your Impression and opinlons about
some conditions and characteristics of people. The information that
you provide here |s confidential and will not be released to any other

person. Do not put vour name on the questlonnalre.

This questionnaire Is not a test, so there are no right or wrong
angwers. The vallidlity of the questionnalre depends on your honesty, so
please try to glve vour true thoughts and feellngs. Work aqulckly, and

do not omit any question. Thank you for your cooperation.

Record the answers to these first nine (9) dquestions within

SECTION 3 of vour IBM answer sheet,

At the top of this page you have a group number and a form number.
Please indicate on the IBM sheet which group and which form you
have,

1) GROUP NUMBER
1
2

group 1
group 2

2> FORM NUMBER

form
form
form
form
form
form
form
form
form

OO 3Oy U s D BN e
L T O I A
OO OV U1 W DO e
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While your name should not be on this form, we would like some
general Informatlon about you, so please respond to the following by
indicating the number on the IBM sheet whlch corresponds to the number
of your answer. Continue using sectlon 3 of your IBM sheet.

3) BEX male

female

i

B

4} AGE 19 vears or less
20 to 29 years
30 to 39 years
40 to 49 years

80 or more years

OF s D B =
oMo

5

=
3
=
o=
—
2
o
7]
—
[
—t
=]

= North America Indian
Europlan

Aslan

African

South American

Other

Oy O s L DD
How 0o

67 PLACE OF ORIGIN

1 = Large Clty <(population of 100,000 or more)
2 = 8mall Clty (population - 10,000 to 99,999)
3 = Town (population - 1,500 to 9,999

4 = Rural (population less than 1,500

inciudes living on a farm, etc.)

7 RELIGION

Roman Catholic
Protestant
Jewish

Mus] im
Athelst

Other

oo

O U1 s WO B0 =
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8> BIRTH ORDER
In your family, were vyou
an only chiid
the oldest chlid
a middle child
the youngest child

oo

e O DO o

%) HOW MANY CHILDREN WERE IN YOUR FAMILY (lncluding you)?
One (you were an only chlid)

Two

Three

Four

Five or more

Ul 4D B e
o uun

10) UNIVERSITY FACULTY

Arts

Sclence

Law

Educatlon
Soclal Work
Nursing

Human Ecology
Management

1
2
3
4
5
6
7
8
9 = Other

[ T TN S | N { O I

£1> YEAR IN UNIVERSITY

1 = FIRST YEAR
SECOND YEAR
THIRD YEAR
FOURTH YEAR

anht

2
3
4
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Group 1 - Form 1

A number of questions regarding your thoughts and feelings about a
variety of conditions and characteristics wiil follow. Some will be
difficult to answer and you will feel the need for more information or
feel uncertaln about your answer. Try to give the most accurate
answer you can, even though we recognize that this may at times be
difficult. There are ten personal characteristics or condltlons that
we are particularly Interested In, and the questions all refer to
these conditions. They are heart disease, lung cancer, blindness,
paralysie from the waist down, obesity, unemployment, sexually
transmitted disease, depression, convicted criminal, and faclal

disfigurement.

(For the rest of thls guestlonnalre use sectlion 1 of the IBM sheet.)
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Answer each of the following questions, indicating your answers within

SECTION { on the IBM sheet.

Bridge has become excessively overweight. Excessive eating and lack of
exerclse have been the primary contributors to the obesity. If Brldge
will alter eating hablits and exercise hablts the weloht will be lost.

1) How much do you blame this person for this condition?

no blame totally
at all blame

1 2 3 4 5 6 7 8 9

2) Assume that you are the director of a charity organizatlon and were
going to dispense financial coliections. How much would you be willing
to give to this person?

not at ali fotally
willing willing
i 2 3 4 5 6 7 8 9

3> How willing would you be to personally assist this person with a small
problem?

not at all ' totally
willing willing
i 2 3 4 5 & 7 8 9

4) How willing would you be to make a personal contribution of money for
this person?

net at alt totally
willing willing

1 2 3 4 5 6 7 8 9
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5) How much anger do you feel toward thls person?
no anger totally
at all angry
1 2 3 4 5 6 7 8 9
6> How much plty do you feel for thls person?
no plty total
at all pity
1 2 3 4 5 6 7 8 9

7> How much control did this person have over prevention of this
condlition?

no totai
control control
i 2 3 4 5 6 7 8 9

8) How much control did this person have over elimination or cure of this
condltion?

no total
control control

1 2 3 4 5 6 7 8 9
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Scott has developed Lung Cancer. Dlagnosls suggests that the cancer was

brought on by excesslive smoking. It has been caught early. If Scott
agrees to surgery and chemotherapy the condition can be reversed.

%y How much do you blame thls person for this condition?

no blame totally
at all . blame

1 2 3 4 5 & 7 8 9

10> Assume that you are the director of a charity organization and were
golng to dispense financial coliections. How much would vou be willing
to glve to this person?

not at atl totally
willing willing
1 2 3 4 5 6 7 8 g

11> How willing would you be to personally assist this person with a
smail problem?

not at ail totally
willing willling

i 2 3 4 5 6 7 8 9

12) How willing would you be to make a personal contribution of money for
this person?

not at all totally
willing willing

1 2 3 4 5 6 7 8 g
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13> How much anger do you feel toward this person?
no anger totally
at all angry
| 2 3 4 5 6 7 8 9
14> How much pity do you feel for this person?
no plity total
at all pity
1 2 3 1 5 6 7 8 9

15> How much control did this person have over prevention of this
condltion?

no total
controi controtl
1 2 3 4 5 6 7 8 g

16) How much control did this person have over elimlnation or cure of
this condltion?

neG total
control control

1 2 3 4 5 6 7 8 9
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Jones is blind. Jones was not wearing protective eve guards while
cutting cement on a road repalr crew. Cement chips lodged In Jones’
eyes causing blindness. If Jones agrees to surgery vision can be
restored.

17) How much do vou plame this person for this condltion?

no blame totaliy
at all biame
1 2 3 4 5 6 7 8 9

18) Assume that you are the director of a charlty organizatlon and were
going to dispense financial collections. How much would you be willing
to give to thls person?

not at all totally
willing willlng
1 2 3 4 5 ) 7 8 9

19> How willing would vou be to personally assist this person with a
small problem?

not at all totally
willing willling

| 2 3 4 5 6 7 8 9

20) How willing would you be to make a personal contrlbution of money for
this person?

not at all totally
willing willing

1 2 3 4 5] 6 7 8 9
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21) How much anger do you feel toward thls person?
no anger totally
at all angry
1 2 3 4 5 6 7 8 9
22) How much plty do vou feel for this person?
no plty total
at all pity
i 2 3 4 5 6 7 8 9

23> How much control did this person have over prevention of this
condltion?

no totai
control control
1 2 3 4 5 6 7 8 9

24> How much control did this person have over elimination or cure of
this condition?

no total
control control

1 2 3 4 5 6 7 8 9
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Matthews 1s a convicted crimipnal. Matthews chose to steal lnstead of
working at a regular payving job. Matthews has been offered help to
rehabiliftate.

25) How much do you blame this person for thls condition?

no blame totally
at alt blame

| 2 3 4 5 6 7 8 9

26> Assume that you are the director of a charlty organization and were
going to dispense financial collections. How much would you be willing
to give to this person?

not at all totally
willlng willling
i 2 3 4 5 6 7 8 @

27) How willing would you be to personally asslst this person with a
small problem?

not at all totally
willing willing

i 2 3 4 S 6 7 8 9

28) How willing would you be to make a personal contribution of money for
this person?

not at ail totally
willing willing

1 2 3 4 5 6 7 8 9
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29) How much anger do vou feel toward thls person?
no anger totaily
at all angry
i 2 3 4 5 6 7 8 9
302 How much plty do vou feel for this person?
no plty total
at all pity
1 2 3 4 5 6 7 8 9

31> How much control did this person have over prevention of this
condition?

no total
control control
i 2 3 4 5 6 7 8 9

32> How much contreol did this person have over eliminatlon or cure of
thls condition?

no total
control control

1 2 3 4 5 6 7 8 9
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Lake 1s unemploved. Lake caused an accldent on the Job. This led to

Lake’s dismissal. Lake could take another poslition with legs
responslibility at the company.

333 How much do you blame this person for thls conditlon?

no blame totally
at all blame

1 2 3 4 5 6 7 8 9

34) Assume that you are the director of a charity organization and were
going to dispense flnanclal collections. How much would you be willing
to give to this person?

not at atll totaltly
willing willing
1 2 3 4 5 & 7 8 G

35> How willing would you be to personally asslist this person with a
small problem?

not at all totally
willlng willing

1 2 3 4 5} 6 7 8 9

362 How willing would you be to make a personal contribution of money for
thlis person?

not at all totally
willing willing

1 2 3 4 5 6 7 8 9
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37> How much anger do you feel toward thls person?
no anger totally
at all angry
1 2 3 4 5 6 7 8 9
38) How much pity do you feel for this person?
no pity total
at all pity
1 2 3 4 5 6 7 8 9

39) How much control did this person have over preventlon of this
condition?

no total
control control
1 2 3 4 5 6 7 8 9

403 How much control did this person have over elimination or cure of
this condltion?

no total
control control

1 2 3 4 5 6 7 8 9
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Taylor has developed severe depression.

Tavior is In an unhappy marrlage
and a high pressure Job. If Taylor seeks therapy, makes a change in
living habits, and reduces stress the depression can be altered.

41> How much do vou blame thls person for this condition?

no biame totally
at all blame
1 2 3 4 5 [ 7 8 9

42) Assume that you are the dlrector of a charlty organizatlon and were
going to dispense flnanclial collections.

How much would you be wlliiling
to glve to this person?
not at all totally
willing willing
i 2 3 4 5 6 7 8 g

43) How willing would vou be to personally assist this person with a
small problem?

not at all totally
willing willing
i 2 3 4 5 6 7 8 9

44) How wllling would you be to make a personal contribution of money for
this person?

not at ail totally
willlng willing
1 2

o
W
(451
[*2}

7 8 9
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45) How much anger do you feel toward this person?
no anger totally
at all angry
1 2 3 4 5 6 7 8 9
46) How much pity do you feel for this person?
no plty total
at all pity
1 2 3 4 5 6 7 8 9

47) How much control did this person have over preventlion of this
conditlion?

no total
control controi
i 2 3 4 5 6 7 8 9

48) How much control did this person have over elimination or cure of
this condition?

no total
control control

1 2 3 4 5 6 7 8 9
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Barrons has a faclal disflourement. An area of Barrons’ face was burned
as a result of the mishandling of chemicals agents., If Barrons will
agree to plastic surgery the faclal tissue can be restored without
scarring.

49 How much do you plame thls person for this condition?

no blame totally
at all blame
i z2 3 4 5 & 7 8 9

502 Assume that you are the director of a charity organization and were
going to dispense financial collections. How much would you be willing
to give to this person?

not at all totally
willing willlng

1 2 3 4 5 6 7 8 9

51> How willling would you be to personally asslst this person with a
small problem?

not at aill totally
willing willing

1 2 3 4 5 6 7 8 9

52) How wllling would you be to make a personal contribution of money for
this person?

not at ail totally
willing willing

i 2 3 4 5 6 7 8 9
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53> How much anger do vou feel toward thls person?
no anger totally
at all angry
1 2 3 4 5 6 7 8 9
54) How much pity do vou feel for this person?
no pity total
at all pity
1 2 3 4 5 6 7 8 9

55) How much gontrol did this person have over preventlon of thls
condition?

no total
control control
1 2 3 4 5 6 7 8 9

56> How much control did this person have over eliminatlon or cure of
this condition?

no total
control control

1 2 3 4 5 6 7 8 9
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Lee has developed heart disease. The diagnosis indicates that the
disease is due to the patlents excessive smoking and hich cholesterol
dlet. If Lee agrees to surgery and a change in diet the condltlon can
be reversed.

57 How much do you plame this person for this condltion?

no blame totally
at all blame

oo
w
s
[42]
[
-3
[os]

1 9

58> Assume that you are the director of a charlty organlization and were
going to dispense financlal collections. How much would you be willlng
to give to this person?

not at all totally
willing wllling
i 2 3 4 5 6 7 8 Q

59> How willing would you be to personally assist this person with a
small problem?

not at all totally
willing willing
i 2 3 4 5 6 7 8 9

60) How willlng would you be to make a personal contributlon of money for
this person?

not at alt totally
wvilling willing

i 2 3 4 o & 7 8 9
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61> How much anger do you feel toward thls person?
no anger totally
at all angry
1 2 3 4 5 6 7 8 9
62} How much pity do you feel for thls person?
no pity total
at all pity
i 2 3 4 5 6 7 8 g

63> How much control did this person have over prevention of this
condition?

no total
control control
i 2 3 4 5 & 7 8 9

64> How much control did this person have over elimination or cure of
this condition?

no total
control confrol

1 2 3 4 S 6 7 8 9
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Smith s paralyzed from the walst down. Smith was in an automoblle
accident for which Smith was at fault. If Smith agrees to surgery and

physiotherapy functioning can be restored.

65> How much do you blame this person for this conditlion?

no blame totally
at all blame

1 2 3 4 5 6 7 8 9

66) Assume that you are the dlrector of a charlty organizatlon and were
going to dispense financial collections. How much would you be willing
to give to this person?

not at all totally
willing willing
1 2 3 4 5 6 7 8 9

67) How willlng would you be to personally assist this person with a
small problem?

not at all totally
willing willling

i 2 3 4 5 6 7 8 9

68) How willlng would you be to make a personal contributlon of money
for this person?

not at alil totally
willing willing

1 2 3 4 5 6 7 8 9
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69) How much anger do you feel toward this person?
no anger totally
at all angry
1 2 3 4 5 6 7 B8 9
70> How much plty do vou feel for this person?
no pity total
at all plty
1 2 3 4 5 ) 7 8 9

71) How much control did this person have over prevention of this
condltion?

no total
control control
i S 3 4 5 6 7 8 9

72> How much control did this person have over ellmlnation or cure of
this condition?

no total
control control

i 2 3 4 5 6 7 8 9
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ansmit Fleming did not

Fleming has contracted a ge a1 tigeage
n be reversed with the

practice safe sex. The condf%fdﬁ ca
administration of penicillin,

73) How much do vou blame this person for this condition?

nc blame totally
at all blame

i 2 3 4 5 6 7 8 9

74> Assume that you are the director of a charlty organization and were
going to dispense financial collections. How much would you be willlng
to give to this person?

not at all totally
willlng willing
i 2 3 4 5 6 7 8 G

75) How willing would you be to personallv assist this person with a
small problem?

not at ail totally
willing willing

1 2 3 4 5 6 7 8 9

76) How wllilng would you be to make a personal contributlon of money for
this person?

not at all totaily
willing willling

1 2 3 4 o 6 7 8 9
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77> How much anger do you feel toward this person?
no anger totally
at atl angry
i 2 3 4 5 6 7 8 9
78) How much pity do you feel for thls person?
no plty total
at all pity
1 2 3 4 5 6 7 8 9

79> How much control did thls person have over prevention of this
condition?

no total
control control
i 2 3 4 5 6 7 8 9

80> How much control did this person have over elimination or cure of
this condition?

no {otal
control control

| 2 3 4 5 6 7 8 9
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Appendix C
Introductory Instructlons to Subjects
WELCOME:
"Welcome to experlment stix.®
RIGHTS AND OBLIGATIONS:

"As a research participant you have rlghts and oblligations.
You have the right to withdraw from an experiment with out loss of
the experimental credlt If you are experlencing any unreasonable
stress,

You also have the oblligation to do your best to attend to the
task at hand, give true and accurate answers and not bother your
nelghbors, for example, by talking.*®

CONCERNING COMPLETION OF THE SESSION:
"Please |lsten carefully to all instructions so you do this
correctly.”

"After completing the questionnaire remaln In your seat. At
the end of the session, I will give you a brief explanation of the
experiment and sign your experimental credit cards. We will all
leave at the same time."

USING THE IBM SHEETS:
(Whlle passing out the IBM sheets)

“Bo not fill in anything on the IBM sheet except as directed
to do so0 in the questionnaire. Examine the sheet closely it is
not the same as the sheets you use for your class tests.’

"Flrst, there are four sectlons as indicated on the left side

of the sheet. Find sections one and three, we will be using these
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2 sectlons. Second, the numbering ls different. The numbers go
across the page rather than down the page."
“Indicate your answers on the IBM sheet only. Please do not
make any marks on the questionnaire."
(While passing out the questlionnaires)
"Do not open the questionnaire yet. We will read the
Instruction pages and proceed together.®
QUESTIONNAIRE INSTRUCTIONS:
(After sublects possess the requlired materlals.)
"Follow along as I read the [nstructions on page f .... Now find
section 3 on your IBM sheet and answer questions 1 and 2 (Assist
anyone who has diffculty finding the location designated for
answering these demographlc guestlions)."
(Repeat this for page 2 and completing demographic questions 3 ~ 1i.
Proceed with page 4 instructions and direct the subjects to section |
on the IBM sheet. Ask if there are any questions. When questions are
answered allow them to proceed with the questionnalre.)
"Please remaln In your seats when you are flnished. We will
collect the materials and answer questlons aboat thls research
when everyone has finished."
(Tell the subjects how much time they have to complete the

guestlonnaire.)
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Appendix D

DEBRIEFING AND FINAL INSTRUCTIONS

AFTER QUESTIONNAIRES ARE COMPLETED:

*Put the IBM sheet inside the front cover of your

questionnalre and leave them on your desks.®

DEBRIEFING:

“This study applies attribution theory to the study of
stigmas. A stlogma is anything that marks an individual, anything
that determlnes responses (usually negatlve responses) to the
person. We are uslng attribution theory to examine emotional and
behavioral reactions to stigmatized individuals.®

"Your answers on these gquestionnalres will help us understand
how people respond to Individuals with the conditions presented.’

“Do you have any questions concerning participating in
research or about this research In partlcular?"

(Question and answer time. Participants are encouraged to ask
questions concerning the research.>

"Results on this data should be ready in about four months.
If you are Interested in the results you can approach the
researcher at that time and the general results wlll be made known

o you."

ENDING A SESSION:

"Leave you questionnalres wlth the IBM sheets In them on the front
table and bring your experimental credit card up to be signed,

then you may leave, THANK YOU for vyour participation,



