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This work investigates the perception of eight different mental disorders within the Stereotype Content Model (SCM). The presented study (N = 297) includes a sample representative for the German population in terms of age and gender. Results reveal distinct warmth and competence evaluations for people with different mental disorders, e.g., people with alcohol dependence were seen as less warm and less competent than people with depression or phobia. Future directions and practical implications are discussed.
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1. Introduction

More than one third of the northeastern German population is affected by mental disorders (12-month prevalence of 36.3%; Asselmann et al., 2019), which are associated with far reaching restrictions on daily life such as negative impacts on personal well-being, social life, and work productivity as well as a significant decreased quality of life and increased impairment (Alonso et al., 2004). In addition to these direct negative impacts, people with mental disorders are often stigmatized by their environment. Angermeyer et al. (2013) showed that the acceptance of treatment offered by mental health professionals has increased in the period from 1990 to 2011 in Germany. However, public attitudes (which were conceptualized as a more or less positive emotional reaction and the desire for social distance) toward people with major depression and alcohol dependency did not increase significantly and attitudes toward people with schizophrenia have even worsened. Similar studies conducted in the US (e.g., Pescosolido et al., 2010), Australia (Reavley and Jorm, 2011), Austria (Grausgruber et al., 2009), England, and Scotland (Mehta et al., 2009) also failed to find a decrease in stigmatization toward people suffering from mental disorders (for a meta-analysis, see Schomerus et al., 2012). Schmitt et al. (2014) demonstrated in two meta-analyzes that perceived discrimination has subsequent negative effects on several aspects of psychological well-being and even hinders people with mental health problems from seeking help (Clement et al., 2015; Henderson et al., 2017), thus impeding recovery. Stigmatization can also lead to additional restrictions for people with mental disorders with regard to obtaining or maintaining employment in accordance with their education or abilities (Corrigan, 2004). Furthermore, research indicates that people with mental disorders experience work-related discrimination (Yoshimura et al., 2018) and are systematically disadvantaged in comparison to people with physical disorders in the labor market (Hipes et al., 2016). Although the causes of discrimination are manifold, generalized beliefs regarding a group of people based on their group membership (i.e., stereotypes) are seen as one cognitive component (e.g., Ashmore and Del Boca, 1981; Fiske, 1999; Kanahara, 2006). Stereotypes are often automatically activated when encountering a person belonging to a specific group (e.g., Macrae and Bodenhausen, 2000) and can subsequently shape behavior toward that person (Cuddy et al., 2007). Because of the wide-ranging negative consequences resulting from stereotypes, especially for people with mental health problems, understanding and counteracting stereotypes toward this minority is crucial.

According to the Stereotype Content Model (SCM), which has been validated in a wide range of cultures (Cuddy et al., 2009; Durante et al., 2013, 2017; Fiske and Durante, 2016), stereotypes about a social group follow two fundamental dimensions of social judgment, namely warmth and competence (Fiske et al., 2002; Cuddy et al., 2008). Research has shown that the social perception of various groups (such as people with different nationalities, professions, social backgrounds, and religions, and so on; for a summary see Fiske, 2018) varies along these two dimensions. Apart from different social and cultural groups, some studies have investigated stereotypes and stigmas for people with mental disorders. Most of this research focused on mental disorders in general (Phelan et al., 2000; Corrigan, 2004; Hinshaw and Stier, 2008; Mehta et al., 2009; Asbrock, 2010) or investigated only one or a small number of specific categories of mental disorders such as depression (Griffiths et al., 2008), anxiety (Curcio and Corboy, 2020), and schizophrenia (e.g., Link et al., 2004; Rüsch et al., 2005). A study including the general category “mentally ill“, found that participants attribute a moderate value on the warmth dimension and almost no competence to this group (Cuddy et al., 2009). Asbrock (2010) shows that people with mental and physical disorders are both located in the same cluster together with social categories such as people living in homelessness, welfare recipients, and people receiving unemployment. People with mental disorders are perceived to be lower in warmth and competence than people with physical disorders. Angermeyer and Dietrich (2006) criticized the use of broad categories or selected disorders, as this may possibly lead to incorrect conclusions by neglecting the diverse nature of different mental disorders. Furthermore, the perception of mental disorders has seldom been systematically investigated within the scope of the most prominent model of stereotype perception, the SCM: Fiske (2012) reported that mental health issues such as eating disorders, depression, and autism were located in the left lower corner (i.e., neither warm nor competent) of the coordinate system spanning the two dimensions. Sadler et al. (2012) found that, analogous to Cuddy et al. (2009), the overarching category of mentally ill people was perceived to be moderate in warmth and relatively low in competence. Furthermore, specific stereotypes about different disorders revealed four distinct clusters distributed across the two-dimensional coordinate system: (1) low warmth/low competence (e.g., addictions, and schizophrenia), (2) moderate warmth/moderate competence (e.g., anxiety, depression, eating disorders, and obsessive–compulsive disorder), (3) low warmth/moderate competence (sociopathy and violent criminals), (4) high warmth/low competence (e.g., neurocognitive disorders and mental retardation). Sönmez and Karaoğlu (2022) had a variety of mental disorders rated on the dimensions of the SCM by Turkish psychology students. Boysen (2017) used the SCM to measure the perception of 17 different mental disorders and focused on aggregated perceptions of typically masculine and feminine disorders and Gärtner et al. (2022) have shown that the SCM is also applicable to the self-stigmatization of people with various mental disorders.

The studies described above that have assessed the public perception of several mental disorders on the warmth and competence dimensions (Sadler et al., 2012; Boysen, 2017) included random samples from the Mechanical Turk panel provider in the United States of America or a sample of Turkish undergraduates in psychology (Sönmez and Karaoğlu, 2022). However, the role of the respondents’ demographic characteristics on stereotypical perceptions of people with mental disorders has not been fully determined. According to a review article by Angermeyer and Dietrich (2006) 11 studies reported more negative attitudes of male compared to female participants toward people with mental disorders, whereas 6 studies showed opposite results. In addition, 18 studies did not report any effects of participant gender on how different mental disorders were perceived. Furthermore, in 32 out of 33 studies they found a positive association between participants’ age and the stereotypical perception. Holzinger et al. (2012) summarized that emotional reactions toward people with mental disorders differed between the genders in that women expressed more positive reactions and less anger, but showed more anxiety than men. A nation-wide cross-sectional survey on mental health literacy in Singapore with 3,006 participants revealed that attitudes towards people with mental disorders were more negative amongst older participants and participants with male gender (Yuan et al., 2016). In sum, the results regarding the impact of age and gender on the stereotype perception of people with mental disorders are mixed. However, since the previous findings also do not indicate that these variables are irrelevant in this context, we select a sample that is representative of the German population in terms of age and gender. With regard to cultural differences, Cuddy et al. (2009) indicated with their studies that there can be similarities but also differences with regard to how various social categories are perceived on the warmth and competence dimensions. Therefore, we consider it reasonable to extend the existing data of mapped stereotypes towards people with specific mental disorders with a sample from Germany.

The present study shall provide a general picture of warmth and competence stereotypes for different mental disorders in Germany. In order to address the most relevant and prominent mental disorders, we chose eight mental disorders from the ICD-10 (World Health Organization [WHO], 1993) and included highly prevalent affective and anxiety disorders (major depressive disorder (MDD; F32), specific phobia (F40.29), obsessive compulsive disorder (OCD; F42)), one personality disorder, additional societally relevant disorders [emotional-unstable personality disorder, borderline type (BPD; F60.31), alcohol dependence disorder (ADD; F10.2); anorexia nervosa (F50.0)], and also other less prevalent but commonly known disorders [schizophrenia (F20), pathological stealing/kleptomania (F63.2)]. The remaining chapter V disorders about organic (including symptomatic) mental disorders (F0), mental retardation (F7), and disorders of psychological development (F8) as well as behavioral and emotional disorders with onset typically occurring in childhood and adolescence (F9) describe mental disorders in a broader sense and were therefore not included.

The materials and data can be found at https://osf.io/ukzn2/. We did not pre-register the hypotheses and did not estimate power beforehand, as the data was collected in 2016 and both practices had not yet been added to our research repertoire at that time. A post-hoc sensitivity analysis assuming Chi square test as our main test using G*Power (Faul et al., 2007) indicated that we can detect small to medium effects (Cohen’s ω =0.22; α = 0.05, χ2-test) with the available sample and a power of 1−β = 0.80.



2. Hypotheses

The main hypothesis predicts distinct patterns for different mental disorders in terms of warmth and competence (H1). The following disorder-specific hypotheses are based on previous research concerning stereotypes about different mental disorders.


2.1. Schizophrenia

In studies on social perception, participants stated a high desire to maintain social distance from people with schizophrenia and associated such individuals with dangerousness (e.g., Link et al., 1999; Thompson et al., 2002; Read et al., 2006; Ahmed et al., 2020), rejection (Angermeyer and Matschinger, 2004, 2005), anger (Angermeyer and Matschinger, 2003; Ahmed et al., 2020), and perceived dependency (Angermeyer and Matschinger, 2003) as well as fear and unpredictability (Levey et al., 1995; Angermeyer and Matschinger, 2003; Read et al., 2006). These findings suggest that within the SCM, people with schizophrenia might be perceived to be low in warmth. Pescosolido et al. (1999) found that only 25.7% of a representative sample rated people with schizophrenia as very or somewhat able to manage treatment decisions, which might result in low ratings of competence. In line with the results by Sadler et al. (2012), who located this group in the low warmth/low competence cluster, we hypothesize that people with schizophrenia are perceived to be low in warmth and competence within the SCM (H2a).



2.2. Alcohol dependence disorder

Schomerus et al. (2012) concluded that people with ADD are perceived to be equally or more dangerous and more unpredictable than people with other mental disorders; in addition, participants reported that their desire for social distance toward this group is even greater. Furthermore, people with ADD are seen to be much more responsible for their own disorder as compared to non-substance abuse disorders. Both the high degree of perceived dangerousness and unpredictability as well as the ascribed responsibility led to a desire for social distance and a low level of sympathy (Feldman and Crandall, 2007), which might be associated with low warmth ratings within the SCM. In Pescosolido et al. (1999), 35.5% of participants rated individuals with drug dependence as “not at all” able to make adequate decisions, suggesting that affected people might be perceived as low in competence. In line with the described findings and the results by Sadler et al. (2012), who located this group in the low warmth/low competence cluster, we hypothesize that people with ADD will be rated as low in warmth and competence within the SCM (H2b).



2.3. Major depression disorder

Pescosolido et al. (1999) showed that almost two-thirds of their participants rated people with MDD as being able to make proper medical treatment decisions. Thus, moderate to low competence ratings in the SCM are possible. Regarding the warmth dimension, a study by Link et al. (1999) reveals that, in comparison to other disorders, people suffering from MDD are perceived to be less likely to become violent. In Sadler et al. (2012), people with MDD fell into the “internal” cluster (moderate warmth M = 2.86/moderate competence M = 3.08). We, therefore, assume that people with MDD are perceived to be moderate in warmth and competence (H2c).



2.4. Borderline personality disorder

Several studies indicate that healthcare professionals, in particular, have negative attitudes toward people with BPD. They predominantly perceive them to be manipulative and difficult and report that they make them angry or annoyed (Deans and Meocevic, 2006; Ross and Goldner, 2009). This suggests that people with BPD may also be perceived to be low in warmth by the general public. The literature provides only little evidence regarding the perceived competence of people with BPD, which leads us to the hypothesis that they are perceived to be low in warmth and moderate in competence (H2d).



2.5. Anorexia nervosa

People with eating disorders (i.e., bulimia and anorexia) were rated as being more fragile than people with MDD (Roehrig and McLean, 2010). As for ADD, people with eating disorders, including anorexia, are perceived to be responsible for their own condition (Feldman and Crandall, 2007; Crisafulli et al., 2008; Roehrig and McLean, 2010; Ebneter et al., 2011). This potentially leads to a desire for social distance and a low level of sympathy and, thus, social perception ratings of low warmth. According to Sadler et al. (2012), eating disorders are part of the moderate warmth/moderate competence cluster (“internal cluster” in Sadler et al., 2012). Thus, we hypothesize that people with anorexia nervosa are perceived as being low in warmth and moderate in competence (H2e).



2.6. Specific phobia

Little has been published on the stereotypical perception of people with phobias to date. In Sadler et al. (2012), people with anxiety (in general) were located in the medium warmth/medium competence cluster. Angermeyer and Dietrich (2006) showed that negative attitudes toward people suffering from anxiety disorders (in general) are not as pronounced as toward disorders such as ADD and schizophrenia. This appears consistent with the tendency of people with anxiety and phobic disorders to generally show more avoidance tendencies and inwardly directed coping rather than, for example, outwardly aggressive behavior. This would suggest no danger for other people and therefore comparably high warmth ratings. Concerning competence, there are no findings that would suggest high or low ratings of competence. We therefore hypothesize that people with phobic disorders are perceived to be high in warmth and moderate in competence (H2f).



2.7. Obsessive–compulsive disorder

Sadler et al. (2012) found that people with OCD are perceived to be moderate in warmth and competence. As we have no additional information on social judgments of people with OCD, we hypothesize that they are perceived to be moderate in warmth and competence within the SCM (H2g).



2.8. Kleptomania

Little is known about the perception of patients with kleptomania. Regarding the disorders included in the current study, the desire for social distance ranked the highest among people with kleptomania in a study by Feldman and Crandall (2007), which indicates that people with this disorder might be perceived to be low in warmth within the SCM. There are no findings that would provide an indication for suggesting high or low ratings on the competence dimension. We, therefore, hypothesize that kleptomania is perceived as low in warmth and moderate in competence within the SCM (H2h).




3. Materials and methods


3.1. Participants and design

We conducted an online study using a panel provider1 that recruited a sample representative for the German population in terms of age and gender (N = 297; 18–83 years of age, 52% female) for this study. An open-text item was used to assess participants’ current employment. The answers reflect a high degree of occupational and educational diversity of the sample: Retired 29.05%, in school, training, or university 7.09%, blue-collar worker 6.42%, white-collar worker 6.42%, without work and on parental leave 5.74%, freelancer 3.72%, specialized worker 3.38%, salesperson/distributor 3.38%, administration 2.70%, technician 2.36%, teacher 2.03%, nursing/medical staff 2.03%, consultant 1.69%, pedagogue 1.69%, CEO/owner 1.35%, engineer 1.35%, and many more. 3.7% of the sample (11 participants) stated that they themselves were affected by the disorder they assessed (5 with MDD, 2 with ADD and 1 with phobia, anorexia and kleptomania respectively). 42.74% of the sample (127 participants) stated that they know someone with the respective disorder in their social environment. 53.54% of the sample (159 participants) stated that neither themselves nor someone in their social environment was affected by the disorder. The participants reported an average personal contact with people with the respective disorders of 2.17 [SD = 1.11; “How do you rate your personal experience with people with (mental disorder)?”; 5-point Likert scale ranging from 1: very little to 5: a lot of contact] and an average expert knowledge about the disorders of 2.16 [SD = 1.08; “How do you rate your expert knowledge of people with (mental disorder)?”; 5-point Likert scale ranging from 1: very little to 5: high degree of expert knowledge]. The study was conceptualized as a between-subject design, in that participants answered questions concerning one of eight disorders (MDD, phobia, OCD, BPD, ADD, anorexia, schizophrenia and kleptomania). Following previous studies applying the SCM (e.g., Cuddy et al., 2004; Caprariello et al., 2009), we chose a between-subject design to avoid that participants make their judgments in comparison to the other included disorders (sensitivity effects). Furthermore, the between-subject design was chosen to minimize consistency effects (striving for a contradiction-free response), practice and fatigue effects, as well as demand characteristics (guessing the hypotheses) that are common to within-designs. Participants were randomly assigned to one condition/mental disorder, resulting in the following distribution: Schizophrenia 11%, MDD 16%, ADD 11%, OCD 16%, BPD 10%, phobia 11%, anorexia 12%, and kleptomania 13%.



3.2. Materials and procedure

After providing informed consent, participants indicated their gender, nationality, and age as well as whether they were from a city with a population of more than 100,000 inhabitants. This was followed by the warmth and competence ratings with regard to a randomly selected mental disorder. In line with Sadler et al. (2012), we presented groups as individuals with a certain disorder. We used a German short version (Asbrock, 2010) of the original warmth and competence measure by Fiske et al. (1999), which included three items for each dimension (warmth: likable, warm, good-natured; competence: competent, competitive, independent using a five-point Likert scale from 1: not at all to 5: completely). Asbrock (2010) reported excellent reliability scores for the short measure with Cronbach’s α of 0.86 for warmth and 0.98 for competence. The aggregated reliability scores in our sample are 0.72 for warmth and 0.74 for competence. For the different disorders, the scores for warmth vary between 0.52 (anorexia) and 0.78 (BPD), whereas the scores for the competence dimension vary between 0.51 (BDP) and 0.82 (schizophrenia). After the warmth and competence ratings, personal contact and expert knowledge were assessed as described above. At the end of the study and for exploratory purposes, participants answered questions about their training and occupation, as well as one question concerning data quality. The respective results are not reported here but can be provided upon request. Participants received a fixed payment based on the regulations of the online panel provider.

To test hypothesis 1, which claims distinct patterns for different mental disorders for warmth and competence, we conducted a Kruskal-Wallis Test and a hierarchical cluster analysis (Ward’s method). In order to test the disorder specific hypotheses H2a-h, we conducted one t-test for each dimension against the test value 3 (middle of the used Likert scale). In cases where we hypothesized high or low ratings, we ran one-tailed t-tests due to directional hypotheses, when we hypothesized moderate ratings, we ran two-tailed t-tests. We partly hypothesized moderate ratings on warmth and competence dimensions, which statistically equal null hypotheses. Therefore, we additionally run Bayesian t-tests (Rouder et al., 2009) for all non-significant t-tests as described in the “Bayes Factor” package (Morey et al., 2015) in R. Within this method, the Bayes Factor will indicate the probability of the null (moderate values, BF > 1) or alternative hypothesis (high/low values, BF < 1) given the observational data. Bayesian t-tests were calculated online2. We also report warmth and competence scores for the entire sample and overall disorders to assess whether the overarching category of people with mental disorders is consistent with the results of previous studies.




4. Results

Descriptively, the different mental disorders appear to vary on the two dimensions (see Figure 1; see also Table 1 for mean values and standard deviations).

[image: Figure 1]

FIGURE 1
 Two cluster-solution of different mental disorders within the SCM of the general public.




TABLE 1 Means and standard deviations of warmth and competence ratings for disorders in the general public.
[image: Table1]

This is statistically confirmed by a Kruskal-Wallis Test, indicating that individuals have distinct stereotypes for different mental disorders with regard to warmth (χ2(7) = 66.02, p < 0.001) and competence χ2(7) = 45.08, p < 0.001). The hierarchical cluster analysis (Ward’s method, minimizing within-cluster variance and maximizing between-cluster variance), reveals a two-cluster solution (see Figure 1). K-means cluster analysis with parallel threshold method assigned each group to a cluster. The first cluster is named the moderate warmth and moderate competence cluster (MW/MC) and includes the disorders MDD, BPD, phobia, and OCD with cluster means of 3.22 for warmth and 2.93 for competence. The second cluster is named the low warmth and low competence cluster (LW/LC), which includes the disorders anorexia, ADD, kleptomania, and schizophrenia with cluster means of 2.69 for warmth and 2.48 for competence. The cluster means differ significantly regarding warmth (t = −7.93, p < 0.001) and competence (t = −5.31, p < 0.001). One-sample t-tests reveal mixed results concerning hypotheses 2a-h, with three fully supported hypotheses, four partly supported hypotheses, and one rejected hypothesis (see Table 2). We also calculated the averages for the SCM dimensions across all mental disorders, revealing moderate ratings for warmth (M = 2.97, SD = 0.65) and slightly lower ratings for competence (M = 2.72, SD = 0.76).



TABLE 2 One-sample t-tests against the middle of the scale of 3 and Bayes factor for non-significant t-tests.
[image: Table2]

Exploratory multiple regression analyses predicting warmth or competence by participant gender, age, and personal contact reveal that women gave significantly higher warmth ratings (b = 0.250, p = 0.001) but do not differ from male participants concerning competence ratings (b = 0.092, p = 0.325). Age is a significant predictor for perceived competence (b = −0.006, p = 0.042), but not for warmth (b = −0.003, p = 0.209). Furthermore, the degree of personal contact in our overall sample is a predictor for warmth (b = 0.129, p < 0.001) but not competence ratings (b = 0.008, p = 0.847). Based on these results, we rerun the main analyses separately for male vs. female participants, older vs. younger participants, and participants with high vs. low personal contact (the last two via median split): All conclusions from the above-mentioned Kruskal-Wallis Tests remain unchanged when doing so. The results listed in Table 2 partly deviate for different subgroups (e.g., one-sample t-tests regarding warmth are no longer significant within the subgroups MDD and specific phobia in male and anorexia in female participants) but the findings should not be overinterpreted since these subgroup analyses reduce statistical power.



5. Discussion

Distinct patterns of warmth and competence stereotypes for eight different mental disorders were observed (whereas some disorders are located in different clusters than expected). Thus, in line with Sadler et al. (2012) and the more recent contribution of Sönmez and Karaoğlu (2022) including Turkish undergraduates, results indicate that people with mental disorders are not perceived as one indefinable social group but rather that the perception does differentiate between different disorders. The general public reported negative stereotypes for people with ADD, anorexia, and kleptomania with regard to warmth and competence, whereas people with schizophrenia and BDP are only negatively rated with regard to competence. The stereotypical perception of people with MDD and phobia is positive on the warmth dimension. Averaging all groups revealed moderate ratings for warmth and somewhat lower ratings for competence in a German sample, which is in line with previous results based on stereotypical perceptions of the overarching category of “people with mental disorders/illness” (Asbrock, 2010; Sadler et al., 2012).

Based on theoretical accounts and previous empirical results, disorder specific hypotheses regarding the perceived warmth and competence of different mental disorders were derived for this project. These predictions were supported by four out of eight disorders (ADD, MDD, specific Phobia, and OCD). For the other disorders, hypotheses were not (BPD) or only partially (schizophrenia, anorexia, kleptomania) supported, indicating a potential involvement of other factors such as cultural differences (since most studies have been conducted in the US) or other unknown determinants.

Some of the disorder specific results can be related to other research. For example, according to MDD, the findings are mixed: Görzig et al. (2019) as well as Follmer and Jones (2017) reported that people with depression were rated low in warmth and competence, whereas in Sadler et al. (2015) they were rated high in warmth and low in competence. In our study in turn they were rated as high in warmth and moderate in competence. Schizophrenia was located in the low warmth/low competence cluster and the competence rating of this disorder significantly deviated from the midpoint of the scale. However, regarding perceived warmth, we did not find a significant deviation from the scale mean. This finding somewhat contradicts other results showing that people with schizophrenia were rated as being low in both dimensions (Sadler et al., 2012; Sönmez and Karaoğlu, 2022). Also, other findings deviate from what has been found by other researchers: For example, the competence scores for anorexia and BPD have been low relative to the other disorders, which deviates from the findings of Sadler et al. (2012) and Sönmez and Karaoğlu (2022). However, it should be noted that these studies assessed perceptions of “eating disorders” in general and not of “anorexia” specifically.

Other studies on stereotypic perceptions of people with mental disorders differ from our study with regard to several aspects that could potentially account for the divergent results: Our study was conducted in Germany. Therefore, cultural differences might contribute to different results in other countries such as the US (Sadler et al., 2012) and Turkey (Sönmez and Karaoğlu, 2022). We used a sample representative of the German population in terms of age and gender and with a higher diversity than other studies, which could also lead to different results. Also, deviating from other studies, we asked about personal perceptions rather than assumed opinions in society, possibly resulting in a higher degree of social desirability and therefore in more positive ratings (Kotzur et al., 2020). Given the mixed findings, future studies could readdress the perception of people with mental disorders using different measures and contexts.

Boysen (2017) included the concept of internalizing vs. externalizing mental disorders in his work about the stereotypical perception of people with mental disorders within the SCM. Internalizing disorders share the common feature that distress is processed more inwardly on a social, behavioral, and emotional level (Krueger et al., 2001; Achenbach et al., 2016). Externalizing disorders, on the other hand, tend to transfer distress outwards, which manifests as observable behaviors, such as impulsive, aggressive, disruptive, or addiction-related behaviors. Similar to Boysen (2017), we found that more externalizing disorders (i.e., ADD, kleptomania, and schizophrenia) are associated with less perceived competence and warmth, whereas more internalizing disorders (i.e., MDD, specific Phobia, OCD) are perceived more positively on both dimensions. It appears plausible that people with more externalizing as compared to internalizing disorders are located in the LW/LC cluster, because they might appear impulsive, unpredictable, and potentially dangerous (i.e., lack of perceived warmth). The clusters retrieved in our studies are also comparable to those reported in Sadler et al. (2012), in that five out of six (except anorexia) included similar disorders and were located at similar positions in the two-dimensional space.

In line with previous research, women gave more positive ratings (Yuan et al., 2016). Specifically, they perceived people with mental disorders as higher in warmth. No gender differences were found for perceived competence. Again, in line with Yuan et al. (2016) we found a negative relationship between age and the stereotypical perception, here regarding competence ratings (but see also Angermeyer and Dietrich, 2006). Thus, future research should include demographically diverse samples considering potential influences of demographic variables such as participant age and gender.

In sum, our data indicates that the stereotypical perception of eight different mental disorders [major depressive disorder (MDD), specific phobia, obsessive compulsive disorder (OCD), emotional-unstable personality disorder, borderline type (BPD), alcohol dependence disorder (ADD), anorexia nervosa, schizophrenia, and kleptomania] can be displayed on the two dimensions of warmth and competence of the Stereotype Content Model (SCM) in Germany. Aggregating the values of all disorders resulted in moderate warmth ratings and lower competence ratings, which is consistent with prior research examining the category “people with mental disorders” within the SCM (Sadler et al., 2012).


5.1. Limitations

As a limitation of the study, it must be mentioned that some of the reliability scores for the warmth and competence ratings were questionable (below 0.70), indicating that the participants rated the same mental disorder very differently on the two dimensions. Low reliabilities for some groups have been also reported in other studies (e.g., Nett et al., 2020; Chen et al., 2021). Thus, it is possible that some groups cannot be exclusively or sufficiently described by two dimensions. Future research on the stereotypical perception of mental disorders might thus consider alternative measures (e.g., the ABC-Model by Koch et al., 2016). Deviating from other research in this research area (e.g., Sadler et al., 2012), we asked for participants’ personal perceptions of the different groups [“How likeable do you think people with (mental illness) are?”], rather than the assumed perceptions of the general population [“As viewed by society, how likeable are people with (mental illness)?”]. Doing so allows us to compare the perception across different samples. However, this decision might have implications for the interpretation of the data. Kotzur et al. (2020) for example have shown that questions about personal perceptions within SCM result in more positive ratings than questions about the society’s perceptions, presumably for reasons of social desirability. Thus, providing our participants with the alternative measure might have resulted in even more negative ratings. Another limitation of the study is that the data collection already took place in 2016. However, since prejudices and social stigmas change only slowly (Möller-Leimkühler, 2004), we assume that the data is still relevant. In addition, this is a study with an explicit measurement of stereotypes that may cause effects of social desirability. Gonzalez-Sanguino et al. (2019) indicated that the use of implicit measurement methods of attitudes may be advantageous in future studies. With regard to the here applied between-subject design, one has to consider a recently published comprehensive reanalysis of published studies including the warmth and competence dimensions that has shown that studies using a within-subject design overall reached a better model fit compared to studies with a between-subject design (Friehs et al., 2022), leading us the conclusion that we would use within-subject designs in future SCM studies.



5.2. Conclusion and future directions

It is important to understand how people with mental disorders are perceived by the general public – because these perceptions can lead to predictions of specific emotional and behavioral tendencies (Cuddy et al., 2007). Although there already exists a considerable amount of research concerning discrimination of people with mental disorders in social or occupational life, many lack a proper theoretical framework or use an experimental design with insufficient internal validity. The SCM can offer an adequate theoretical framework to investigate such stereotypes toward people with different mental disorders. Future research can complement our research by employing the data driven ABC-Model by Koch et al. (2016), where the dimensions A – agency and C – communion are related to competence and warmth and are complemented by a third dimension B – belief, emphasizing the role of traditional vs. progressive tendencies for social judgments. The present research provides data on mapped stereotypes toward people with specific mental disorders from a representative sample in Germany in addition to the existing literature. A future cross-national or cross-cultural perspective on stereotypes of people with mental disorders within the SCM (and ABC) could be investigated, as existing research suggests that there are, e.g., differences between Western and Non-western cultures with regard to affective, cognitive, and behavioral dimensions of stigma (Ahmed et al., 2020). Future research could also investigate further predictors of stereotypical perceptions. Our explorative analyses suggest that the frequency of personal contact with people with mental disorders might have a positive influence on the stereotypical perception of warmth. However, previous research results in this respect are mixed: Pettigrew and Tropp (2000) found more positive stereotypical perceptions of people with mental disorders with increasing contact. Other studies found that healthcare professionals, who typically have frequent personal contact, perceived people with mental disorders more negatively than the general public (for a review, see Alshahrani, 2018). The findings by Kotzur and Wagner (2021) and Kotzur et al. (2019) suggest that the frequency of positive or negative experiences determines stereotype perceptions. Thus, it would be of interest to investigate the extent to which stereotypical perceptions (within the SCM framework) of people with mental disorders are influenced by positive and negative personal contact. Future studies could also take an intersectional perspective and consider some of the multiple variables already identified as relevant to stereotype perception (Fiske, 2010), such as gender, in assessing perceptions of people with mental disorders. For example, one could examine whether stereotype perceptions are different for men or women with certain mental disorders since there is evidence that certain disorders are associated with masculinity or femininity, affecting social perception (Boysen, 2017). From a practical perspective, our results suggest that specific therapy and awareness programs are crucial, since people with different disorders are perceived differently by the general public. In line with previous findings (Sadler et al., 2012), our results for example show that people with ADD are perceived more negatively than people with MDD or phobia. Based on these results, one can recommend developing specific awareness programs for the particularly negatively perceived disorders (e.g., ADD, schizophrenia, kleptomania), which might influence their recovery and reintegration process into society.
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