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Abstract: Prior research shows mental health stigma is 
context-dependent and blocks help-seeking behaviors. 
Any applied solutions will require basic research to under-
stand these contextual nuances. The present paper pre-
sents two timed Likert-type rating studies in which par-
ticipants scored photographs of individuals with mental 
health diagnoses and other control condition labels in 
different social contexts. In the first study (N = 99), par-
ticipants rated the individuals in a professional context 
and in a non-professional context. The second study 
(N = 99) systematically manipulated the attractiveness 
of the individuals depicted. Professional context mod-
erated mental health stigma, indicating that, relative to 
control label conditions, participants were less accepting 
of an individual with a mental health diagnosis label as 
a medical clinician than as a next-door neighbor. Attrac-
tiveness had a uniform effect across all the label condi-
tions, which produced a compounding additive effect in 
which a mental health diagnosis and low attractiveness 
negatively impacted the ratings simultaneously. The study 
used timed implicit judgments to demonstrate empiri-
cally how previously unstudied social contexts can affect 
mental health stigma. Understanding how such contex-
tual effects affect stigma is a prerequisite for the devel-
opment of interventions to overcome the barriers stigma 
creates for access to treatment and prevention.

Keywords: mental health stigma, social context effects, 
physical attractiveness

1  Introduction
There are many social contexts for which affects on mental 
health stigma have not been studied, even though it is 
known that stigma is an all-too-frequent barrier for people 
looking to access mental health treatment and prevention 
programs [1–3]. Stigma is such a barrier because self-
stigma, or psychologically internalized stigma, mediates 
the relationship between public-stigma in the community 
and help-seeking attitudes or behaviors in the individual 
[4–6]. In other words, exposure to public-stigma associ-
ated with mental health problems typically translates 
into internalized stigma against the self, should a mental 
health problem arise, and this in turn interferes with 
help-seeking. Because public-stigma of mental health 
differs in severity between social contexts, stigma hierar-
chies begin to form that affect self-stigma and help-seek-
ing to different degrees [7–9]. As such, research programs 
studying how different social contexts influence levels 
of public-stigma toward mental health conditions are an 
important prerequisite in developing strategies and ini-
tiatives that could ultimately improve access to services 
[10,11]. The present paper empirically demonstrates how 
two different types of social contexts affect public mental 
health stigma, namely profession and physical attractive-
ness. It is important to understand whether these contexts 
in particular affect mental health stigma levels because 
both are known predictors of perceptual bias in their own 
right already [12–15], and both are perennially present in 
the lives of patients, yet their possible interactions with 
mental health stigma has not previously been investi-
gated.

Such research could ultimately motivate methods to 
improve access to services for groups with the greatest 
stigma levels, and research suggests their access to pre-
vention programs could benefit in particular. Moderation 
analysis shows that, in the presence of anticipated mental 
health stigma, individuals diagnosed with severe depres-
sion seek mental health services and those diagnosed with 
less severe depression do not [16]. Findings such as this 
suggest that mental health stigma is a particular barrier to 
preventative treatment for milder presentations. A better 
understanding of the contextual factors that control stigma 
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levels could provide an evidence-base for solutions to this 
problem, thereby increasing access to preventative meas-
ures that mitigate worsening symptoms. This is especially 
so given that a range of possible interventions constitute 
candidate protective factors for mental health stigma, and 
social effects could help determine their appropriateness 
for any given case [10,11,17–19]. For example, it is possible 
that individuals in professional contexts or with levels of 
physical attractiveness that put them at the greatest risk 
for stigma may benefit from tailored interventions of a 
different type, intensity, frequency, and in different phys-
ical spaces as compared with those who have lower levels 
of contextualized stigma risk. It is important to establish 
which contexts affect mental health stigma levels, and 
how they do so, before the exact permutations of inter-
vention and support can be explored and tested for them.

The current paper reports two speeded Likert-type 
scalar rating studies in which participants reveal their 
implicit attitudes toward people with mental health diag-
noses in systematically varied social contexts pertain-
ing to profession and attractiveness. Indeed, the present 
paper builds on the prior literature that finds racial group 
[4], perceived in-group climate of support [20,21], level 
of perceived public stigma in the community [22], polit-
ical attitudes [23], historical time and place [24], and 
military experience [25] affect mental health stigma and 
help-seeking behaviors. The present study adds to the 
prior literature because it not only seeks to examine two 
additional social contexts, but does so utilizing speeded 
judgments reflecting implicit attitudes under controlled 
experimental conditions [26]. In short, this study aims to 
test the hypothesis that the social contexts of profession 
and attractiveness will affect implicit attitudes toward 
people with a mental health disorder relative to control 
conditions.

2  Methods

2.1  Participants

The present study randomly selected two independ-
ent sets of participants from Amazon’s Mechanical Turk 
online participant pool, one for each experiment (Experi-
ment 1: N = 99; women: 28.28%; age: M = 36.29, SD = 11.19; 
born in US: 73.73%; Experiment 2: N = 99; women: 38.38%; 
age: M = 33.99, SD = 10.02; born in US: 60.82%). The study 
required that participants were proficient in English, but 
did not require that they were native speakers because 
research indicates that mental health stigma behavior 

is cross-culturally similar [27–32]. The recruitment pro-
tocol restricted IP addresses to the United States, and IP 
addresses involved in Experiment 1 were not permitted in 
Experiment 2 in order to prevent repeat participation. The 
participants received a small financial reimbursement 
for their time. See, for example, [33] for an evaluation of 
the validity and reliability of using Mechanical Turk as a 
recruitment tool in social science research.

2.2  Materials

Experiment 1 utilized 24 photographs of different individ-
uals, all available under a Creative Commons License. The 
photographs were exactly 50% women, and roughly 33% 
appeared to be older adults, 33% mid-age adults, and 33% 
younger adults. All depicted individuals had a broadly 
western caucasian appearance. The experimental instruc-
tions described all 24 depicted individuals as medical pro-
fessionals (doctors, nurses, nursing assistants, and para-
medics, including retirees, trainees, and medics active in 
the field), although they did not identify any individual 
as a particular type of medical professional. The materi-
als contained two independent variables, a three-level 
factor (“Label Type”) and a two-level factor (“Social 
Context”). The three levels under Label Type refer to one 
of three labels presented on each photograph, as follows: 
(a) a mental health diagnosis of personality disorder; (b) 
a career award for services to medical practice; (c) no 
label. In addition to being a second baseline, the no label 
condition had the dual function of acting as “distractor 
items” for the labeled conditions. In a sub-group post-test 
designed to ascertain whether participants were blind to 
the purpose of the labels, 94% of participants answered 
“no” to the question “Are you completely confident that 
this survey was about the labels?” The two-levels under 
Social Context refers to the questions participants 
answered for each photograph they saw, one probing a 
professional medical clinician context and the other a 
non-professional community neighbor context, as follows: 
(a) Assuming this person is still active in a medical field, 
would you be happy for them to treat you? (b) Would you 
be happy for this person to become your next-door neigh-
bor? Both questions occurred in the same order as above 
for each experimental item, and participants responded 
using a five-point Likert-type scale below each question 
respectively, where one was the “least happy” and five 
was the “most happy.”

A Latin Square procedure systematically rotated the 
24 photographs around the different Label Type condi-
tions such that, across the experiment, each individual 
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photograph featured in each experimental condition an 
equal number of times overall, and each participant saw 
any particular photograph only once, in one condition 
only. This design controls for any intrinsic differences 
among the photographs, since each photograph affects 
each condition an equal amount across the experiment. 
Furthermore, the three alternative-parallel versions of 
these novel materials produced by the Latin Square allow 
for a comparison among them to check the reliability of 
the Likert-type scale presented. Such comparisons show 
that all the versions of the scale highly correlate, each 
accounting for at least 90% of the variance (Versions 1-2, r 
(n = 62) = 0.98, r2 = 0.96; Versions 1-3, r (n = 64) = 0.96, r2 = 
0.92; Versions 2-3, r (n = 62) = 0.95, r2 = 0.90, all ps < .001). 
Additionally, the internal consistency of the scalar items 
sorted by Label Type condition into “subscales” achieved 
an overall average Cronbach’s alpha of 0.97 across sub-
scales. Total randomization determined the order-of-pres-
entation.

Experiment 2 used 24 different photographs, this time 
selected from the Chicago Face Database, or CFD [34]. 
The individuals depicted all had a neutral expression, 
pictured from the same distance wearing a uniform gray 
t-shirt against a white background. According to [34], an 
independent sample from the CFD (N = 1087; women: 
50.78%; age M = 26.75, SD = 10.54) had already normed 
the photographs for the construct “attractiveness” as sub-
jectively defined by their participants. The present study 
uses the 12 top scoring photographs (six self-identifying 
men and six self-identifying women) for this measure, 
and the 12 bottom scoring photographs (six self-identi-
fying men and six self-identifying women). This makes 
up the factor Attractiveness Level, which has two levels, 
namely high and low. The factor Label Type was exactly 
the same as in Experiment 1. Professional social context 
was held constant for these materials, probing only the 
medical clinician context as described for Experiment 1, 
and all depicted individuals were caucasian young adults. 
Participants rated the experimental items on the same 1-5 
Likert-type scale.

With the same rationale as before, a Latin Square 
procedure distributed the Experiment 2 photographs into 
three alternative-parallel lists. The scale appears to be reli-
able, producing large statistically significant correlations 
between the three versions, as follows: Versions 1-2, r (n = 
65) = 0.95, r2 = 0.90; Versions 1-3, r (n = 63) = 0.92, r2 = 0.85; 
Versions 2-3, r (n = 62) = 0.93, r2 = 0.86, ps < .001. The inter-
nal consistency of the scalar items sorted by Label Type 
condition into “subscales” achieved an overall average 
Cronbach’s alpha of 0.97 across subscales.

2.3  Procedure

The procedure was identical for both experiments, which 
used eSurv.org to present the materials and collect the 
data. A separate link was generated for each of the three 
versions of each set of materials, and Amazon’s Mechan-
ical Turk split both samples into three equal groups and 
presented one link to each, and also provided reimburse-
ment after completion of the experiment. Once a partic-
ipant clicked on the experiment link, they first read the 
instructions page that informed them that they should 
answer both questions for each photograph within a 
maximum of ten seconds for their answers to be valid. 
This is in order to tap participants’ implicit attitudes. All 
participants completed the material presented to them in 
around five and a half minutes, with an average comple-
tion time of 333 seconds for Experiment 1 and 320 seconds 
for Experiment 2, including time spent on the instructions 
review in both cases. After reading the instructions, par-
ticipants checked a box to acknowledge they had received 
all the information and understood the instructions. They 
had the option to contact a researcher via email in order to 
ask any questions before beginning. Each item appeared 
as a 300 x 300 pixel JPEG image at the top-center of the 
screen. All questions appeared as black text on a white 
background in size fourteen Arial font, left-justified.

3  Results
Data analysis excluded participants whose total response 
time for the experiment was +/- 2SDs from the mean 
average completion time in order to ensure the data reflect 
the time limit stated in the experimental instructions 
and that the data reflect genuine implicit attitudes. This 
resulted in 6.06% removal of the overall data set for Exper-
iment 1 and 5.05% of the overall data set for Experiment 2. 
Initial data screening of both data sets confirmed normal-
ity, linearity, and homoscedasticity assumptions, while 
removal of univariate or multivariate outliers was not nec-
essary in either case. Summaries of the descriptive statis-
tics for Experiment 1 are available in Table 1 and Figure 
1. Inferential analysis for both experiments involved sub-
mitting the raw data to a 3x2 univariate between-subjects 
ANOVA using SPSS-25 (α ≤ .05, two-tailed).

The Experiment 1 analysis revealed a significant Label 
Type by Social Context interaction [F(2,4437) = 8.69, p < 
.001, partial ή2 = .004] and main effects of Label Type 
[F(2,4437) = 339.15, p < .001, partial ή2 = .13] and Social 
Context [F(1,4437) = 34.86, p < .001, partial ή2 = .008]. The 
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overall adjusted r2 for this analysis was .14, and post-hoc 
Bonferroni tests for Label Type showed that the three 
levels of this variable were all statistically different from 
each other (ps < .001), revealing the source of this main 
effect. To investigate the source of the two-way interac-
tion between Label Type and Social Context, a step-down 
series of post-hoc pairwise one-way ANOVAs separately 
contrasted the two levels of Social Context (i.e., profes-
sional medical clinician versus non-professional commu-
nity neighbor) for each of the three levels of Label Type. 
The two social contexts were significantly different from 
each other in the mental health diagnosis label condition 
[F(1,1481) = 38.62, p < .001, ή2 = .03] and in the no label 
condition [F(1,1475) = 9.89, p = .002, ή2 = .007], but they 

were not significantly different for the career award label 
condition [F(1,1481) = .406, p = .52, ή2 = .0003]. In short, 
these results confirm the hypothesis that professional 
context moderates ratings for people with a mental health 
label relative to the other label conditions.

Although the post-hoc comparisons showed the pro-
fessional contexts were significantly different for both the 
mental health diagnosis label and the no label conditions, 
note that in the former versus the latter condition, the 
magnitude of the F-ratio (38.62 versus 9.89) and the effect 
size (ή2 = .03 versus .007) were both much larger, and the 
95% confidence intervals between the two contexts were 
much nearer to overlap for the no label condition than for 
the mental health label condition. Given that there was no 

Table 1: Me an happiness ratings on 1-5 Likert-type scale, standard deviations, and 95% confidence intervals for photographs depicting 
individuals with different labels in different professional contexts, Experiment 1.

Social Context

Professional Medical Clinician Non-Professional Community Neighbor

M SD 95% CI 
Lower Bound

95% CI 
Upper Bound

M SD 95% CI 
Lower Bound

95% CI 
Upper Bound

La
be

l T
yp

e

Mental Health 
Diagnosis Label

2.42 1.20 2.33 2.50 2.83 1.35 2.73 2.93

Career Award 
Label

3.77 1.15 3.68 3.85 3.80 1.19 3.72 3.89

No Label 3.23 1.20 3.14 3.32 3.43 1.23 3.34 3.52

Figure 1: Mean ratings on 1-5 Likert-type scale for photographs depicting individuals with different labels in different professional contexts, 
Experiment 1.
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significant effect of context for the career award condition 
at all, it seems the majority of the variance that explains 
the Label Type by Social Context interaction results from 
the difference between the social contexts in the mental 
health diagnosis condition, with no label acting only as 
a minor contributor in this regard. Since the lower-rated 
mental health diagnosis condition alone represents 
mental health stigma relative to the other two control 
conditions, these results show that professional social 
context moderates mental health stigma.

Summaries of the descriptive statistics for Experiment 
2 are available in Table 2 and Figure 2. A univariate 3x2 
between-subjects ANOVA (α ≤ .05, two-tailed) revealed 
main effects of Attractiveness Level [F(1,2219) = 235.01, p
< .001, partial ή2 = .10] and Label Type [F(2,2219) = 158.06, 
p < .001, partial ή2 = .13], but no significant interaction 
between the two independent variables [F(2,2219) = 2.27, 
p = .10, partial ή2 = .002]. The overall adjusted r2  for this 
analysis is .20, and post-hoc Bonferroni comparisons for 
the levels of Label Type showed that all three levels were 

Figure 2: Mean ratings on 1-5 Likert-type scale for photographs depicting individuals with different labels and different levels of physical 
attractiveness, Experiment 2.

Table 2: Mean happiness ratings on 1-5 Likert-type scale, standard deviations, and 95% confidence intervals for photographs depicting 
individuals with different labels and different levels of physical attractiveness, Experiment 2.

Attractiveness Level

High Low

M SD 95% CI 
Lower Bound

95% CI 
Upper Bound

M SD 95% CI 
Lower Bound

95% CI 
Upper Bound

La
be

l T
yp

e

Mental Health 
Diagnosis Label

2.78 1.33 2.65 2.92 2.19 1.10 2.08 2.30

Career Award 
Label

3.94 1.04 3.83 4.04 3.13 1.24 3.00 3.25

No Label 3.48 1.03 3.37 3.58 2.67 1.03 2.57 2.78
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significantly different from each other, demonstrating the 
source of this main effect (ps < .001).

These results do not support the hypothesis that 
attractiveness affects attitudes toward people with mental 
health conditions relative to the other label conditions, 
since attractiveness affects all label types similarly. 
However, the simultaneous main effects of Label Type 
and Attractiveness Level are especially pertinent for the 
mental health diagnosis condition. Not only would the 
depicted individuals with mental health diagnostic labels 
experience mental health stigma relative to the other 
label conditions, low levels of attractiveness further com-
pounds the low ratings they receive to the lowest average 
scores in the data set. In short, mental health conditions 
and low attractiveness produce an additive stigma effect 
from two separate sources for individuals who possess 
both, perhaps making them especially vulnerable. This 
is itself a noteworthy finding, because an additive effect 
such as this is another way in which social contexts can 
influence mental health stigma.

4  Discussion
Experiment 1 demonstrated that professional context 
moderated mental health stigma. The difference between 
ratings for professional medical clinicians versus non-pro-
fessional community neighbors influenced ratings for 
the mental health diagnosis label more strongly than for 
either of the control conditions. Namely, participants were 
less accepting of an individual with a mental health diag-
nosis label as their clinician than as their neighbor. Mean-
while, Experiment 2 showed that attractiveness affected 
ratings across all three label types by a similar amount, 
producing an additive stigma effect when occurring in 
combination with the mental health label condition. This 
means that depicted individuals who experience mental 
health stigma also experience a second compounding 
stigmatizing effect when low attractiveness is simultane-
ously present.

Mental health stigma is often an access barrier for 
mental health treatment [1], which can often result in 
milder symptoms worsening unnecessarily [16]. A fuller 
understanding of the factors that influence mental health 
stigma provides a starting point for interventions that 
could remedy this important access issue for people in 
heightened need of services. The findings presented in 
the present paper add new insight to the existing litera-
ture about two such factors, namely professional context 
and attractiveness. Clearly, further research is needed to 

investigate other candidate influencing factors for mental 
health stigma effects, such as age cohorts, generation 
cohorts, and life-course effects, to name just a few.

Utilizing more sophisticated statistical analysis tech-
niques to refine our understanding of the contextual 
parameters of mental health stigma still further would 
also be of benefit, potentially all the way to the most gran-
ular level of individual differences — see, for example, [35] 
for research on individual differences among the related 
phenomenon of stigma among adolescents with learning 
disabilities. Furthermore, the findings in the present paper 
could provide the basis for applied clinical research that 
establishes optimal intervention techniques for individu-
als whose differing contextual circumstances put them at 
risk from the severest forms of stigma [17]. For example, 
because of the greater levels of mental health stigma that 
require mitigation, individuals who experience stigma in 
professional settings might benefit from intervention in 
different physical spaces such as the workplace, at earlier 
points in the time-course of the stigma experience, and at 
greater intensity, as compared with those who experience 
stigma in non-professional settings [10,11,17–19]. Likewise, 
individuals who simultaneously possess lower physical 
attractiveness and a mental health condition may benefit 
from specifically targeted mitigation strategies of different 
time-courses, places, and magnitudes. It is beyond the 
scope of the current paper to establish the exact permu-
tations of intervention that would be most effective for 
each social context, and these remain questions for future 
applied research. Nonetheless, the present findings have 
measured the effects of professional context and physi-
cal attractiveness and, as such, identified some high risk 
groups for which targeted inventions can be developed in 
subsequent work.

While these findings are robust, the present study does 
have some limitations to consider. Because the present 
study administered its materials online and recruited par-
ticipants through Mechanical Turk, it was not possible to 
verify participants’ identities beyond limited self-reported 
demographic data and IP address information. Restrict-
ing recruitment to US IP addresses helped to manage 
socio-demographics in broad terms, just as preventing 
multiple uses of the same IP address across both experi-
ments prevented repeat participation. The selectiveness of 
the Mechanical Turk user population may also mean the 
sample is not as representative of the whole population 
as true random sampling. Indeed, the sample produced 
a gender bias (Experiment 1 was 71.72% men and Exper-
iment 2 was 61.62% men), which questions whether the 
findings generalize to samples that include more women. 
This is especially true since some research suggests that, 
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on average, men may stigmatize mental health conditions 
more severely than women [36]. Likewise, the samples for 
both experiments were predominantly born in the United 
States, and were predominantly young adults. It will be 
important to replicate these findings with a more diverse 
sample in future research. Another limitation is that it 
is possible participants may respond differently to pic-
tures as compared with real-life people, although further 
research is required to determine this. The depicted indi-
viduals in the pictures were also exclusively caucasian, 
which restricts the interpretation of the present findings 
to the effects of stigma on this particular population. 
In Experiment 2, the depicted individuals were further 
restricted to caucasian young adults. Future studies are 
needed to investigate the contextual effects of mental 
health stigma among more diverse sociodemographic 
groups. Finally, research suggests that geographical 
region provides another context by which mental health 
stigma varies [37], although the present study did not 
control for this variable.

In conclusion, the present paper is an empirical 
demonstration of the contextual permutations of mental 
health stigma. It shows that professional context moder-
ates mental health stigma and low attractiveness is addi-
tive upon it. Prior research has shown that stigma occurs 
in hierarchies of severity based on context, and that it 
interferes with help-seeking behaviors. Understanding 
the different contextual facets of mental health stigma 
is vital because the solutions for overcoming stigma and 
its effects on help-seeking will need to be as contextually 
nuanced as its causes [10,11]. This starts with research 
that reveals how social contexts affect the presentation of 
mental health stigma, such as the present paper has done 
for professional context and attractiveness.
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