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Abstract
Individuals with mental illnesses are commonly exposed to a variety of stigmas. These stigmas differ across cultural and individual levels (Al-Krenawi et al., 2008; Corrigan & O’Shaughnessy, 2007; Gesser-Edelsburg & Shbat, 2016; Kadri et al., 2004; Markowitz, 1998; Stein, 2000; Zarrouq et al., 2021; Zolezzi et al., 2018). Specifically, stigma exists as a significant obstacle to the abilities of people with mental illness to receive adequate care and integrate into the public without worrying about discrimination (Gesser-Edelsburg & Shbat, 2016; Slate et al., 2013). This research examined the most prevalent factors that impact the Moroccan public’s attitudes and perceptions about individuals with mental illnesses, according to past research. It was found that men, specifically Muslim men, and participants ages 25 years old and above had significantly more stigmatic, particularly authoritarian, perceptions about people with mental illness. Conversely, women were significantly more benevolent than men. Significant findings also suggested that women and participants 24 years and younger were more likely to be interested in Westernized mental health services.
Keywords: Public Stigma, Morocco, Public Perceptions, Gender, Age, Religion, Community Attitudes Towards the Mentally Ill (CAMI), Undergraduate Research Opportunities Program, UROP, Muslim, Moroccan Culture


The Public Perceptions of Mental Illness in Moroccan Culture
Research shows that, worldwide, the public’s understanding of mental health has improved in recent years (Sorman et al., 2020; WHO, 2006). However, mental illness is still commonly associated with a variety of negative perceptual responses that differ across cultural and individual levels (Al-Krenawi et al., 2008; Corrigan & O’Shaughnessy, 2007; Gesser-Edelsburg & Shbat, 2016; Kadri et al., 2004; Markowitz, 1998; Stein, 2000; Zarrouq et al., 2021; Zolezzi et al., 2018). Beliefs about mental health held by persons in Morocco, and also in the United States, are often characterized by stigmas directed towards people with mental illnesses, which persons with purely physical ailments do not face (Corrigan & O’Shaughnessy, 2007; Slate et al., 2013; Zolezzi et al., 2018). According to research, such attitudes or stigmas in public tend to be followed by decreased social acceptance of people with mental illness in public, increased social distancing from such individuals, and the continuation of harmful stereotypes (Colins et al., 2013; Corrigan & O’Shaughnessy, 2007; Foster et al., 2018; Slate et al., 2013; Sorman et al., 2020; Zolezzi et al., 2018). Previous research has identified some variables that are associated with mental illness stigma in Morocco, but a majority of studies is either too broad – e.g.,  include broad sampling groups from multiple countries (e.g., Middle East-North Africa [MENA]), meta-analyses of studies with Arab samples – or merely reviews of past research (Al-Krenawi et al., 2008; Kadri et al., 2009; Zolezzi et al., 2018). Given that perceptions and opinions of mental illness may vary on cultural and individual levels, research must be conducted to evaluate the lay public’s perceptions of mental illness by directly gathering data on Moroccans. This study explored the beliefs, attitudes, and opinions about mental illness in the Moroccan lay public to identify the most relevant correlates in their culturally specific context. 
Among the varying factors shown in previous studies to be related to mental illness stigmas in Morocco, other Arab countries, and those in the MENA areas, the most researched pertain to demographic, cultural, religious, and criminological correlates (Al-Krenawi et al., 2008; Corrigan & O’Shaughnessy, 2007; Gesser-Edelsburg & Shbat, 2016; Kadri et al., 2004; Stein, 2000; Zarrouq et al., 2021; Zolezzi et al., 2018). The present research aimed to examine Moroccans specifically, their attitudes toward mental illness and its correlates found in past research, to identify the most prominent factors influencing Moroccan cultural members.
Stigma as a Blockade
Stigmatic perceptions about mental illness are a commonly researched topic across numerous cultures. This is because stigma is recognized as a significant blockade for people with mental illness to receive adequate care and integrate into the public without worry about being discriminated or prejudiced against (Gesser-Edelsburg & Shbat, 2016; Slate et al., 2013). Stigma exists at multiple levels – individually, publicly, and structurally (Slate et al., 2013). The distinguished Patrick W. Corrigan recognizes that mental illness stigmas – and thus, mental illness stigma research – fall on a spectrum between macro and micro levels (Corrigan, Markowitz, & Watson, 2004; Corrigan & Watson, 2002; Slate et al., 2013). Macro levels pertain to a larger and broader scope of stigma, which is primarily investigated in structural and occasionally public stigmas. For example, a structural stigma related to mental illness that might be studied are the underfunded mental health systems throughout the world; public stigmas at the macro level that could be studied are aggregate rates of homelessness among the mentally ill population in cities throughout the country. Research conducted on stigma at the micro level examines smaller, more individual-level stigmas held by members of the public and those held by individuals with mental illness (i.e., self-stigma). An example of a micro-level public stigma that could be studied is the refusal of landlords to rent to persons with mental illness. Self-stigma can be seen in the disproportionately high rates of substance used disorders among people with mental illness. Some researchers include a fourth type of stigma, label avoidance, which leads to refusal to seek or continue treatment. Public stigma falls in the middle of this macro-micro spectrum. Although further research on structural stigma is necessary, the present study examines only the micro level (i.e., public) of stigma since it is the primary avenue for changing prejudice about mental health (Corrigan & O’Shaughnessy, 2007). Public stigma in the context of the present study then is defined as the many [negative] cues, stereotypes, prejudice, and discrimination that the public endorses when interacting with or discussing people with mental illness (Corrigan & O’Shaughnessy, 2007: Slate et al., 2013).
Perceptions about mental health vary according to culture and socially accepted norms (Zolezzi et al., 2018). Stigma regarding mental illness occurs when a combination of four elements converge: (1) labeling differences, (2) stereotypes linked to differences, (3) changes in group statuses, and (4) status loss (Slate et al., 2013). On a public level of stigma, such components occur when cultural members identify people with mental illness as different than the normative group, thus, prompting stereotypes based on prevailing societal attitudes, such as the perception that people with mental illness are dangerous or that their illness is caused by an external force. Once potentially prejudiced perceptions are created, people with mental illness may experience disengagement from the public sphere, whether due to being placed in groups that assign them a label different from others in the normative community (e.g., inpatient facilities) or through the public’s emotional responses to distance themselves from such persons. The stigmatizing cycle then perpetuates time and time again when the person with a mental illness has lost their status in society through the unequal conditions that are created. Once involved in the cycle of prejudice, those discriminated against will often experience adverse consequences of feeling devalued or rejected by society, which has been found to affect their self-concept and esteem (Gesser-Edelsburg & Shbat, 2016; Markowitz, 1998; Zolezzi et al., 2018). Prior research has found that cultural values have an impact on the type of stigmatizing perceptions people with mental illness face (Corrigan & Watson, 2007; Kadri et al., 2004; Zolezzi et al., 2018). 
History of Morocco: How Perceptions Originated
Morocco is a relatively new and somewhat Westernized country (Al-Krenawi et al., 2008; Latzer, 2003; Stein, 2000; WHO, 2006). The country gained independence on April 7, 1956, after being freed from the French protectorate signed in 1912 during the Treaty of Fez (Hargraves, 2007). Compared to the United States, this is a nearly 180-year difference between when the U.S. became independent vs. Morocco. Moroccan citizens' beliefs tend to be deeply rooted in the cultural elements of past invaders that aided their success in gaining independence from French colonizers. Some examples of these invaders that have left a lasting impact on Moroccan culture include the French, Berbers, Romans, Phoenicians, Arabs, Sherfas from the Sherifian Dynasties, Europeans, and traditions from various religions like Islam and Christianity. However, Morocco’s independence is perhaps most notably attributed to a group of Islamic fundamentalists who aimed to revive a more respected version of Islam in the country after it had been largely disregarded by the French government. Beyond French influence, Morocco has an extensive history of different cultures and religious groups inhabiting its land (Hargraves, 2007). The literature demonstrates that Morocco tends to be influenced by each cultural group that has occupied its land. Thus, each cultural group who has lived amongst Moroccans has left lasting influences on Moroccans’ perceptions of the world, including their views of mental wellness. 
Many of the cultural groups who once occupied Morocco have either been pushed to the country's rural locations or have a less extensive impact on shaping the lay public over time (Hargraves, 2007; Kadri et al., 2010; Stein, 2000). However, among the groups who have inhabited Moroccan land and contributed to the creation of the cultural values persons in the area hold today are those of the Berber, Arabic, the Sherifian Dynasties and those of European and especially French descent (Hargraves, 2007). The Berbers are the indigenous culture of Morocco, and their history within the country is extensive. The consensus among most is that Berbers are the first indigenous people of Morocco, and they continue to have a major impact on the public’s cultural conceptions of the world (Fassaert, 2009; Kadri et al., 2010; Stein, 2000). 
Persons of Arabic traditions are the next leading cultural group that inhabited Morocco and has had a lasting influence on their attitudes (Hargraves, 2007). When Islam expanded hundreds of years ago, it arrived in Morocco by the end of the 7th century; its believers intended to inhabit the land. Berber people who had already occupied the land accepted the protection Arab armies provided, thus, prompting the beginning of the Islamic religion practiced in Morocco. Islam’s occupation, similar to the Berbers, influenced cultural perceptions of mental illness by contributing to the support for religious explanations of evil and sorcery to describe the cause of mental ailments (Al-Krenawi et al., 2008; Fassaert, 2009; Hargraves, 2007; Kadri et al., 2004; Stein, 2000; Zolezzi et al., 2018). 
Moving forward, other countries and cultures, like those from France and other parts of Europe, invaded Morocco periodically in an attempt to take over their land. Of each group that has invaded Morocco, everyone has left a few of their cultural values behind.  These are added to the concoction of influences that have shaped the present public perceptions of mental illness in Moroccans (Al-Krenawi et al., 2008; Corrigan & O’Shaughnessy, 2007; Kadri et al., 2004; Kadri et al., 2010; Markowitz, 1998; Stein, 2000; Zarrouq et al., 2021; Zolezzi et al., 2018).
Cultural and Religious Correlates: Basic Tenets and Islam’s Impact
Moroccans tend to abide by basic cultural and religious tenets that are socially agreed upon by the public to determine what is right and wrong about the world around them (Hargraves, 2007; Roignan et al., 2015). Multiple facets contribute to Morocco’s culture, including its history of inhabitants, government influences, demographic differences, and religious values. Some core values in Moroccan culture said to be integral in daily life that might impact public perceptions of mental illness are ihtiram Islam (i.e., respect for Islam), wajibe al aalii (i.e., the duty to family), mrabi (i.e., right behavior equates to a good image), rajel ou mra (i.e., gender complementarity), daba baada (i.e., the present first), karam (i.e., sociability), and kfouzia (i.e., resourcefulness and negotiation) (Roignan et al., 2015). A number of these will be discussed in more detail below.
Certainly, culture and religion are important and deeply intertwined in Morocco; thus, it seems plausible that they influence how the public views mental health. Research has not yet demonstrated a clear connection between culture, religion, and mental illness stigma in Morocco. However, a considerable amount of research has been done on the public’s perceptions of mental illness in Arab and Islamic cultures more generally (Albarbari et al., 2012; Al-Krenawi et al., 2008; Fassaert, 2009; Gesser-Edelsburg & Shbat; 2016; Zarrouq et al., 2021; Zolezzi et al., 2018). Arguably, this can be applied to a degree to Morocco. 
Studies have suggested that religion, combined with deeply seated cultural beliefs, influences the public’s worldview. Gesser-Edelsburg and Shbat (2016) found that the prevailing perception about the causation of mental disorders in Arab populations is related to a lack of devoted religious piety or an evil curse, often referred to as djinns. The attribution of mental illness being connected with evil sorcery and faith curing all ailments in cultural members is consistent with findings of previous research (Al-Krenawi et al., 2001; Fassaert, 2009; Kadri et al., 2004; Stein, 2000; Zolezzi et al., 2018). Some research suggests that Moroccans have an aversion to Westernized mental health services due to their cultural values that are grounded in Islamic practices (Kadri et al., 2004). This aversion may delay diagnosis and treatment services, thus, increasing the possibility of worsening symptoms and a poorer prognosis for a person’s mental illness. However, for many Moroccans, Islamic practices are held with the utmost esteem and must act as a guide for citizens' personal, social, and political life (Roignan et al., 2015), whether that entails continued suffering with mental illness or not. 
Additionally, religious correlates like losing one’s honor are related to other cultural elements like wajibe al aalii or one’s duty to their family (Roignan et al., 2015). For example, in Arab communities, the concept of honor is integral to their societies’ religious beliefs. When mental health care may be required for individuals in the community, they are often perceived as disgracing their honor or hshuma due to exhibiting a mental illness that many may deem as “evil” or an act of sorcery referred to as sHour (Albarbari et al., 2012; Al-Krenawi et al., 2008; Fassaert, 2009; Gesser-Edelsburg & Shbat, 2016; Kadri et al., 2004; Stein, 2000; Zarrouq et al., 2021; Zolezzi et al., 2018). According to Hargraves (2007), hshuma is the concept of shame that one can bring on themselves and their family if they lose their honor through engaging in behaviors that contradict societal norms. Beliefs in djinns, spiritual beings that impact human interactions with the world, also permeate public perceptions in Arabic and Islamic cultures (Riognan et al., 2015; Stein, 2000); and many Moroccans demonstrate a preference for traditional practices of healing mental suffering in individuals (Latzer, 2003; Stein, 2000). For  example, many prefer the services of religious scholars that are well-versed in the Koran, referred to as fquihs, to perform ritualistic remedies, b’khour (i.e., a tradition of fumigating with herbs), Koranic recitations, and incantations to expel sHour or maleficent spirits like a djinn (Stein, 2000).
The principle of mrabi is may also be linked to religious variables with regard to abiding by the social rules of Moroccan society to achieve a proper image that reflects one’s religious devoutness and honor to his/her family (Riognan et al., 2015). When a Moroccan exhibits what is perceived to be improper behavior, according to cultural beliefs, he/she may be believed to be cursed by spiritual beings.  This poor image to the public will often cause the individual to lose his/her honor and that of his/her family. Previous studies report that persons with mental illness who seem to be socially disengaged from cultural and religious practices experience further stereotypes due to not obliging by the normative attitudes of the public (Alexander & Link, 2003; Gesser-Edelsburg & Shbart, 2016; Givens et al., 2007; Foster et al., 2018; Kraus & Keltner, 2009). Fassaert et al. (2007) explicitly stated how integral Islamic traditions are to public opinions, noting it is believed that “ [mental] illness is the consequence of failure as a Muslim to live by Islamic rules” (p. 209). Such a statement points to the eminent influence religion and culture have on beliefs about appropriate treatment (e.g., traditional and spiritual healing or care). Such beliefs lead to further public distancing from people with mental illness and contribute to skepticism about Westernized treatment options (Al-Krenawi et al., 2001; Al-Krenawi et al., 2008; Latzer, 2003; Stein, 2000).
Conversely, the core value of mrabi can also shape public perceptions positively about attitudes regarding mental illness. For example, religious and cultural values instilled in Moroccan individuals urge them to provide aid to those suffering, homeless, and experiencing other life-altering circumstances (Riognan et al., 2015). Zarrouq et al. (2021) found Islamic religious beliefs to be predictors of healthy coping mechanisms with regard to mental illness. 
Stigma tends to be related, among other things, to the nature of one’s mental illness. Al-Krenawi et al. (2008) provided evidence that stigma developed according to the nature of the person’s mental disorder. For example, schizophrenia seems to hold similar mental health stigmas in Morocco as in Europe, North America, and some Arab and Muslim countries (Kadri et al., 2004). Therefore, stigma from the public varies according to the person’s diagnoses and symptoms.
However, religion is not the only piece of Moroccan culture that affects stigmas about mental illness. The value of rajel ou mra, otherwise known as the gender schema (e.g. traditional gender identities and roles), also influences public attitudes and actions in the Moroccan public (Kadri et al., 2004; Latzer, 2003; Riognan et al., 2015). Research suggests stigmatizing influences in Moroccan culture and religion on perceptions of mental illness in the public and how one seeks treatment according to their sex (Gesser-Edelsburg & Shbat, 2016; Kadri et al., 2004). However, the degree to which gender differences affect perceptions of mental illness in the public is largely unstudied in past research. 	Comment by Jacqueline Buffington: Given that you talk about this here — and I’d thought about this before…that you’re looked at MOROCCO, so clearly this is an examination of the effects of CULTURE on mental illness stigma — I would consider moving the demographics section AFTER culture and religion.  Talk about this, THEN go into demographics, starting with gender, then moving into the other demographic factors.  (The way things are currently — talking about demographics, THEN talking about culture, including cultural beliefs about gender — it seems repetitive/going around in circles.)	Comment by Madeline MItchell: ???????
Research that does exist provides empirical evidence about the number of persons per gender diagnosed with a mental illness (e.g., prevalence), finding that women are more likely than men to be diagnosed with a mental illness in Morocco (Kadri et al., 2010; Zarrouq et al., 2021). This may suggest that women are more attuned to mental health issues in Morocco, such that they sought diagnosis and treatment. However, other research has found that women are often placed under a cultural taboo in addressing their mental well-being due to various cultural implications – primarily the cultural norms of hshuma and dishonor being stressed in society – and thus, Moroccan women use mental health care and services less frequently than males. Since motherhood is highly valued in Morocco, and Islamic cultures in general, women as a household figure hold more honor for the whole family. Thus, women utilizing Western mental health care may bring not only hshuma to themselves but also their whole family. Instead, men utilizing Western mental health services may be more culturally acceptable (Roignan et al., 2015). As a result, Moroccan women tend to gravitate toward traditional health practices compared to Westernized standards in order to abide by the cultural values, uphold the family’s honor, and avoid public shame (Kadri et al., 2004; Latzer, 2003). 
Overall, the close proposed relationship between culture, the Islamic religion, and attitudes about mental illness in Morocco demonstrates a linkage not often examined in previous research. The present research aimed to evaluate the perceptual responses to mental health concerns, as shaped by the most significant cultural and religious correlates.	
Government Influences: Services Availability
The World Health Organization (2006) has noted that in the Moroccan legislature, there is a documented lack of Westernized provisions available and implemented by the government for mental health services. The WHO-AIMS report (2006) states that the government invests only half of the 4% of all health funding in mental hospitals. This level of funding leaves a large population of individuals with mental illness without the means to afford Westernized treatment services (Slate et al., 2013; WHO, 2006). For example, there were only approximately 100 facilities of all types (i.e., outpatient, residential, hospital, community-based) within the country where people could receive mental health services, with even fewer available in rural areas. Moreover, while persons in the country with “severe” mental illnesses are provided access to medications such as antipsychotics, this number accounts for less than 1/3 of the mentally ill population, leaving most unable to cover the out-of-pocket cost that can vary anywhere between 1.35 to 1.80 USD per day. Ultimately, research suggests that Morocco’s mental health systems lack critical resources, are fragmented, and underfunded.
The relationship between mental illness stigma and the lack of mental health services available in Morocco is cyclical. Governments (including Morocco’s government) are influenced by public sentiment, including stigmas about mental illness and appropriate treatment; indeed, governmental officials live by the same cultural tenets as the rest of the public. As such, leaders make decisions about what to invest money in based upon, in part, public sentiment and cultural beliefs. In turn, the general absence of mental health resources and facilities is likely a contributor to the continuation of mental illness stigma in the country (Kadri et al., 2004; Slate et al., 2013; WHO, 2006). With mental health services being scarce, individuals’ illnesses tend to worsen; as people with untreated symptoms of mental illness are witnessed by society, stigma develops and/or is reinforced (Slate et al., 2013). The lack of services demonstrates a need for more education and resources for people with mental illness in the culture, as well as research on the factors contributing to the creation of public stigma (Foster et al., 2018; Zolezzi et al., 2018).
Demographic Correlates
A few studies have examined demographic characteristics among people with mental illness in Arab countries and in Morocco specifically. For example, a national epidemiological study by Kadri et al. (2010) found that based on a sample of nearly 5,500 Moroccan citizens, 40.1% had a current mental disorder. Most were female, divorced, and unemployed. The most prevalent type of disorder was major depressive disorder, with 26.5% of people with mental illness in the study having such a diagnosis. In a study of criminal behavior and mental illness correlates in Arab countries, people with mental illness had, on average, less than six years of education compared to the general public (Albarbari et al., 2021). With regard to criminality more specifically, the research found that lower education levels were most associated with aggressive behaviors in mentally disordered patients. Those with higher education also showed higher rates of aggression, but to a lesser extent than those with less educational background. However, it is unclear how these actual demographics of people with mental illness in Morocco affect the public’s perceptions of people with mental illness.	Comment by Jacqueline Buffington: I moved this paragraph from below (with my additions in teal).  It didn’t make sense to me in the order it was.  First, talk about the REALITY of the demographics of people with mental illness in Morocco.  THEN talk about demographics as they relate to PERCEPTIONS of MI.
When it comes to examining how demographic characteristics affect perceptions of mental illness, most research has been conducted on U.S. samples (Alexander & Link, 2003; Corrigan et al., 2001; Corrigan & Watson, 2007; Givens et al., 2007; Foster et al., 2018; Kraus & Keltner, 2009).  While research is minimal, women have been found to be less likely to endorse stigma than their male counterparts (Corrigan & Watson, 2007). Next, people with higher income status are empirically demonstrated to have more stigmatizing attitudes about mental health treatment, more likely to socially distance and disengage from people with mental illness (Alexander & Link, 2003; Givens et al., 2007; Foster et al., 2018; Kraus & Keltner, 2009).  With regard to education, those with more education tend to hold less stigmatized perceptions of mental illness. Specifically, those with more than a high school education are shown to be less fearful of people with mental illness, less desiring to distance themselves from such people, and more accepting of mental health services (Alexander & Link, 2003; Corrigan et al., 2001; Corrigan & Watson, 2007; Croghan et al., 2003; Foster et al., 2018).  Moreover, there is research that finds the lay public has certain cognitive schemas about the demographics of individuals with mental illness, e.g., that they are more likely to women and less educated (Foster et al., 2018). However, many of these studies are dated, and it is unclear if they can be generalized at all to Moroccan culture.
Overall, there is extremely limited research on mental illness stigma and demographic correlates in Morocco, and none of these pertain to the demographics of the people whose perceptions of mental illness are being examined.  Instead, there is one study examining Moroccan women’s beliefs about the causes of and appropriate treatments for their own mental illness (Latzer, 2003), but this study was conducted in Israel and was focused on Moroccan female immigrants’ struggle to assimilate into the Westernized treatment system in Israel; it did not discuss the Moroccan public’s perceptions of mental illness.  Kadri et al. (2004) discussed the experiences of mental illness stigma by family members of Moroccan citizens with mental illness; however, it did not discuss demographics or attitudes of Moroccans. Gesser-Edelsburg et al. (2016) discussed the “double discrimination” that female Muslims experience, e.g., both as women in conservative societies and as a person with mental illness, but this was not about Moroccans specifically nor about women’s attitudes about mental illness.  Zolezzi et al. (2018), by the name of the article (“Stigma associated with mental illness and its treatment in the Arab culture: A systematic review”), would seem to come closest to examining mental illness stigma among Arab cultures, but it has many limitations hindering its applicability to the current discussion: (1) It was merely a review of existing studies, (2) it was on Arab cultures, not Moroccan culture specifically (e.g., only one study reviewed in the article had a Moroccan sample and has already been discussed above, Kadri et al., 2004), and (3) there was no discussion of demographics.  
Criminological Correlates: Perceptions of Violence, Aggression, and Fear
Beyond the other various correlates discussed thus far, the final dominating stigmas about mental health in communities concern criminological variables related to aggression, violent behavior, and fearful interactions with persons with mental illness. In general, research has discovered that mental health problems are not necessarily predictors of violent crime (Solisman & Reza, 2001).[footnoteRef:1]. This knowledge can be utilized to potentially reduce the stereotypical perceptions of people with mental illness acting criminally (Colins et al., 2013). Indeed, a study by Foster et al. (2018) examining critical predictors of mental illness prejudice found that people who exhibit stigmatizing attitudes are most likely to have lower levels of knowledge about mental wellness. The continuation of false information about mental health may add to the lay public's stigmas regarding mental illness by devaluing such persons' experiences as not real. [1:  Research has identified variables that are associated with acts of aggression in persons with mental illness. In specific, frequent medication changes, use of substances, a history of violence, long hospitalizations, and DSM-IV diagnoses were identified to be significant predictors of future violence in persons struggling with mental health conditions (Soliman & Reza, 2001). Slightly less associated variables are issues regarding self-injurious behaviors.] 

A couple of studies of Arab participants found support for the belief that people with mental illness are violent. In a study examining the perceptions of Arab family members with relatives who have mental illness, four major themes were discovered to be associated with stigmatizing attitudes (Gesser-Edelsburg & Shbat, 2016). The study identified that public members often feared people with mental disorders because they “cannot control their mind,” which leads to perceptions of such people as lacking self-efficacy, being inferior to people without mental illness, and being violent. Previous research by Kadri et al. (2004) adds to these findings by reporting that family members' lack of trust in relatives diagnoses with schizophrenic was related to attitudes of aggressiveness. Public attitudes that lack critical information about mental health and depicting such persons as uncontrollable may lead to social avoidance or distancing in public, thus, further aggravating the cycle of stigma people with mental illness experience (Kadri et al., 2004; Zolezzi et al., 2018).
As demonstrated in research, there are many variables influencing the public perceptions of persons with mental illness in Morocco. The present study aimed to explore the most prevalent of these factors in contributing to stigmas of mental well-being. While researching the public perceptual responses, the goal was to evaluate the origins of mental illness prejudice through a generalizable sample of participants.

Methodology
Participants
The current research includes a pool of participants from the general Moroccan public invited through social media outlets to partake in an online survey about mental well-being. The range of geographical locations of participants varied according to the social media application utilized, but most subjects were recruited from the Rabat area. In addition to the general public’s online participation, students from the International University of Rabat (UIR) were also recruited due to their convenience. There were minimal requirements to participate in the study, only that participants had online internet access, be at least 18 years of age, and preferably have a private location to complete the questionnaire. 
A total of 198 participants completed the survey. Four participants’ data were omitted due to incomplete survey responses. Of the participants, 40.9% identified as men, 58.1% identified as women, and 1% of the population identified as other. The mean age of the study population was 22 years old, with participants ranging from 18 to 60 years of age.  
Materials
The participants were presented with a series of questions compiled in a three-fold online survey to assess their personal perceptions of mental health and persons with mental illness. Demographic information was first collected in order to be able to investigate the association such variables have on the general population’s perceptions about mental illness. Most demographic items were presented as continuous variables (e.g., participants were asked to write in their numerical age) or with as comprehensive of a list of possible categories as possible (e.g., including “other”).  
Next, questions about the perceived causes of mental illness and the most effective treatments for mental illness were asked. They were presented in such a way that participants could choose multiple causes and treatments. While the lists were not exhaustive, an “other” category was available in each set of questions.
The final section of the survey included two existing published scales assessing attitudes about people with mental illness and how participants believe they would respond to such people. Prior surveys utilized in the present study included the Community Attitudes Toward the Mentally Ill (CAMI) scale (Taylor & Dear, 1981) and the Stigma Explanatory Model Interview Catalogue (EMIC-CSS) altered to a survey format (Peters et al., 2014). The CAMI scale consists of 40 items rated on a 5-point Likert scale (1 = Strongly Agree to 5 = Strongly Disagree). The CAMI includes four sub-scales, each consisting of 10 items: authoritarianism, benevolence, social restrictiveness, and community mental health ideology. Participants who score high on authoritarianism and social restrictiveness but low on benevolence and community mental health ideology indicate more stigmatic perceptions. Conversely, those who score high on benevolence and community mental health ideology but low on authoritarianism and social restrictiveness demonstrate less stigmatic attitudes. The EMIC consists of 15 items, with each item rated on a 3-point scale (0 = No, 1 = Possibly, 2 = Yes). Higher scores on the EMIC represent greater levels of stigma toward people with mental illness. 
The surveys were translated into three different languages, specifically Arabic, French, and English. These are the most common languages spoken by the general Moroccan public, excluding those of Berber heritage. This was done to accommodate a wide range of participants and ensure a more generalizable public sample. The surveys were modified to respect Moroccan culture with assistance and consultation from UIR faculty members or students to strengthen the procedure’s accuracy. Such modifications included the removal of Westernized terminology and potentially discriminative language.
Procedure
Participants responding to the recruitment materials provided consent by following the link to the survey. Recruitment materials utilized in the study included participant recruitment flyers that stated the study’s purpose, its affiliates, eligibility requirements, researcher contact information, and lastly, scannable QR codes to the three different versions of the study (i.e., English, French, and Arabic). Furthermore, social media applications were utilized by the researcher to reach a wider sample. Information stated in recruitment information distributed via social media applications mirrored the information provided in the recruitment flyers except the scannable QR codes were switched for website links. Participants were first asked if they were 18 years of age or older. (If they were not 18, they were thanked for their time and the survey ended.) Those who met the age requirement were then given instructions to first provide demographic information. This was followed by questions about their beliefs about the causes and appropriate treatments for mental illness. Participants then completed questions about the stigmas they hold toward people with mental illness, including the belief that people with mental illness are violent, as well as the two attitudinal scales mentioned above (e.g., CAMI, AMIC).  Altogether, this process took approximately 20-minutes. After the participants had completed the survey, they were debriefed virtually with a research-designed message thanking them for their contribution and an attached document providing them with mental health resources in the area. Each mental health resources document was provided in the participant’s language of choice. 
The data collected were analyzed using the software program SPSS. All data points were combined into a large file so descriptive statistics could be run. Frequencies were run to examine the distributions of the demographic items. While the variable on the survey related to gender originally included an “other” category, so few respondents selected this option that the category was removed from further analyses. Age was categorized into two groups, separated between the ages of 24 and 25 years of age; this was done because post hoc analyses of participants’ age by the dependent variables revealed that this was the most meaningful cutoff point. Years of participants’ education was recoded into a variable with 3 categories (e.g., high school or less, bachelor’s degree, graduate degree), based on knowledge of the educational system in Morocco. While a variety of religions were included in the survey question, so few respondents selected each of the individual non-Muslim religions – and because intuitively, it seemed most meaningful to the analyses – all religions were collapsed into either non-Muslim or Muslim.
The majority of the dependent variables were individual dichotomous items (yes/no) about participants’ beliefs about the causes and the most effective treatments for mental illness. These items were not combined into a scale but were examined individually. The items in the CAMI and EMIC, on the other hand, were summed for each participant to identify their overall score (Peters et al., 2014; Taylor & Dear, 1981). CAMI items were further summed according to its four subscales:  authoritarianism, benevolence, social restrictiveness, and community mental health ideology. Several adjustments were made to account for the invalidating effects of missing data within individual items on scale and subscale scores. First, participants for whom more than 10% of a scale’s items were missing were removed from the analyses involving that scale. Second, for participants who were missing only a few items, his/her average item-score across all the items in that (sub)scale was calculated; then, that average item value was entered into the variables with missing data in the database. 
Relationships between the demographic variables and dependent variables were examined with bivariate analyses. Crosstabs, utilizing Chi-square and phi or Cramer’s V for the magnitude of the correlations, were run to analyze the relationships between the demographic variables and the nominal/categorical dependent variables.  For the ratio-level dependent variables (e.g., CAMI and its subscales, EMIC), t-tests and ANOVAs were run to explore the statistical relationships between the demographics and the (sub)scales.  
Results
	The findings of this study demonstrate many significant relationships between the demographic and dependent variables identified in the study. The effects of each demographic variable (e.g., gender, age, religion, and level of education) on each of the dependent variables – e.g., beliefs about the causes of mental illness, beliefs about the most effective treatment methods for mental illness, stigmatizing attitudes about the outcomes for and approaches of responding to mental illness, as identified with the CAMI subscales and EMIC scale (Peters et al., 2014; Taylor & Dear, 1981) – are presented in the tables below.


The effects of gender were first explored with regard to the dependent variable, beliefs about causes of mental illness (see Table 1). The findings demonstrated three significant findings. First, women (93.9%) were significantly more likely than men (80.2%) to believe psychological variables are a cause of mental illness (X2 = 8.57, p = 0.003). Men (40.7%) were significantly more likely than women (27.0%) to believe personality factors are a cause for mental illness (X2 = 4.106, p = 0.043).  Men (7.4% versus 1.7% of women) were also more likely to believe that “other” factors not previously mentioned in the survey were a primary cause of mental illness (X2 = 3.900, p = 0.048).[footnoteRef:2] [2:  They were not allowed to provide an open-ended comment in the survey, however, so the specific “other” causes they had in mind are unknown.] 

The effects of gender were also explored by participant beliefs about which types of treatment are most effective for mental illness. Women (93.0%) were significantly more likely to view Westernized treatment methods as one of the most effective forms compared to men (84.0%) in the study (X2 = 4.108, p = 0.043). Otherwise, there were no significant differences between female and male participants in their beliefs about the most effective treatments. In addition, Chi-square analysis of the beliefs by gender about whether men or women are most likely to pursue treatment yielded significant differences (X2 = 9.675, p = 0.022). Both male and female participants believed that both men and women were likely to utilize mental health treatment, yet more women (64.6%) than men (51.9%) believed this. Of the minority of the sample who did not choose “both” men and women to be likely to pursue treatment, both male and female participants believed women were more likely than men to pursue treatment. Specifically, for the minority of male participants, 38.3% believed women were more likely than men to pursue treatment versus 9.9% believing men were more likely; for the minority of female participants, 27.4% believed women were more likely to pursue treatment for mental illness while only 3.5% believed men were more likely.


Next, the effects of gender on the dependent variables regarding stigmatizing attitudes about outcomes for and participants’ responses to people with mental illness were examined. The only significant findings identified in these analyses relate to, first, participants’ beliefs about the highest level of education an individual with a mental illness can achieve. In general, males were significantly more likely than females to believe that mental illness limits the likelihood of people with mental illness achieving higher levels of education (X2 = 12.993, p = 0.005). For example, male participants (33.3%) believed at higher rates than female participants (12.6%) that people with mental illness will achieve at most a high school degree. Females (69.4%) were significantly more likely than males (47.4%) to believe that mental illness is irrelevant to the level of education a person can attain. 
The effects of gender were also analyzed on the CAMI subscales and the EMIC scale that examine participants’ approaches to people with mental illness. Notably, all subscales of the CAMI showed males to have more stigmatizing attitudes and approaches to people with mental illness than women. In particular, males were significantly more likely than women to retain authoritarian (subscale scores of 26.7 vs. 23.7, t = 3.412, p = <0.001) and socially restrictive attitudes (subscale scores of 23.9 vs. 20.9, t = 3.177, p = 0.002) toward people with mental illness. Furthermore, females were significantly more likely than males to hold benevolent attitudes (subscale scores of 43.8 vs. 41.2, t = -2.807, p = 0.006) and score higher on community mental health ideologies than men (subscale scores of 39.9 vs. 37.7, t = -2.228, p = 0.027). 



	The effects of age on the dependent variable, beliefs about causes of mental illness, were examined. As shown in Table 3, participants 24 years of age and younger were significantly more likely to believe that a cause of mental illness is psychological factors or circumstances compared to older age group of participants (90.3% vs. 75.9%, respectively; X2 = 4.853, p = 0.028). Furthermore, the results also showed that individuals 25 years of age or older (20.7%) were significantly more likely than younger participants (3.9%) to believe people with mental illness are under the control of exterior forces or spirits (X2 = 11.130, p = <0.001). Otherwise, there were no significant differences in perceived causes of mental illness by the younger and older age groups.
The effects of age were also explored by participant beliefs about which types of treatment are most effective for mental illness. Participants 24 years of age and younger were significantly more likely to believe Westernized treatments are among the most effective (92.9% vs. 72.4% of older participants, X2 = 11.076, p = <0.001), and older subjects (17.2%) were significantly more likely to believe “other” treatment methods are among the most effective compared to younger participants (5.2%) (X2 = 5.429, p = 0.020). 


The effects of the demographic variable, age, were next explored with the dependent variables regarding stigmatizing attitudes about outcomes. The only significant finding pertained to participants’ beliefs that persons with mental illness are aggressive or violent; a greater percentage of participants that were 25 years of age and older (17.9%) believed this compared to only 6.6% of younger subjects (X2 = 3.883, p = 0.049). The effects of participants’ age on the approaches they reported they would take toward people with mental illness, as assessed by the CAMI subscales and the EMIC scale, were also analyzed. The only significant finding was that older participants were significantly more likely than younger participants to retain socially restrictive attitudes toward the mentally ill population (CAMI subscale scores of 25.2 vs. 21.3, t = -3.22, p = 0.001). 


Next, the effects of religion (i.e., Muslim or Non-Muslim) were analyzed in comparison with the dependent variables, beliefs about causes of mental illness and most effective treatments. As shown in Table 5, the only significant result with regard to causes is that non-Muslim participants (77.8%) were more likely than Muslim participants (59.3%) to believe mental illness is caused by biological factors (X2 = 4.316, p = 0.038). There were two types of treatments considered most effective that were significantly different by gender of the participant. Specifically, Muslim participants (42.6%) were significantly more likely to believe religious treatments are among the most effective methods, compared to 16.7% of non-Muslims (X2 = 8.414, p = .004). Conversely, non-Muslim participants (16.7%) were significantly more likely than Muslim participants (4.9%) to believe “other” methods of treatment are most effective for mental illness (X2 = 6.166, p = .013). 
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Notably, there were no significant findings by religion alone for the main dependent variables (see Table 6). However, there was a significant relationship for the EMIC item that assessed whether a mental health condition would cause shame (i.e., hshuma) or embarrassment (X2 = 9.257, p = 0.026). For this item, 77.8% of Muslims answered possibly or yes versus 66.7% of non-Muslims. Only 18.5% of Muslims said it would not cause shame versus 30.6% of non-Muslims. Another EMIC item that asked whether one’s community would avoid a person affected by a mental disorder was also examined by religion, given it’s hypothesized relationship to the cultural tenet mrabi. It is notable that this item was not significant (X2 = 0.222,  p = 0.974). In specific, the CAMI subscales were examined by both religion and gender (see Table 7).  Consistently, across the CAMI subscales, Muslim men had the most stigmatizing attitudes, Muslim women and non-Muslim men had nearly equivalent stigmatizing attitudes, and non-Muslim women endorsed the least stigma. In particular, Muslim men were significantly more authoritarian (F = 5.689, p< 0.001) and socially restrictive (F = 4.377, p = 0.005) than Muslim and non-Muslim women. Muslim women were also significantly more benevolent than Muslim men (F = 3.552, p = 0.015). 




Analyses from examining the effect of participants’ level of education on the dependent variable, beliefs about causes of mental illness, depicted only one significant result. The findings showed that participants with an education level of high school or less (12.1%) were significantly more likely to believe Family and Friends are among the most prominent causes of mental illness, compared to those with higher levels of education (only 2.6% of those with an undergraduate degree, 0% of those with graduate degrees) (X2 = 10.458, p = 0.005). The effects of participants’ level of education were also analyzed by beliefs about treatment. The only notable result was about beliefs regarding whether men or women were more likely to pursue treatment for mental illness (X2 = 12.553, p = 0.014). Ultimately, participants of all educational levels believed men and women were equally likely to pursue treatment. Yet, analyses demonstrated that participants with a high school level education or less (14.1%) were more likely than those at the college (0.0%) or graduate level (6.0%) to believe males are more likely to pursue treatment than females. 



Last, participants’ educational level, was explored with regard to stigmatizing attitudes about outcomes for and approaches to people with mental illness. The only significant finding among the comparisons made in this demographic variable concerned the belief that people with mental illness are more violent (X2 = 7.337, p = 0.026). Specifically, a greater proportion of participants with an education of high school or less (15.9%) believed this, compared to those with higher education. Interestingly, people with the highest level of education (i.e., a graduate degree) were the next most likely to believe that people with mental illness are violent (11.8%), more so than participants with only an undergraduate degree (2.7%). 
	A final finding related to education that is worth mentioning – but that is not included in the tables – is the significant relationship (X2 = 13.787, p <.001) between (1) the belief that mental illness is irrelevant to a person’s educational achievement and (2) the belief that people with mental illness are not violent. Specifically, of people who believed that mental illness is irrelevant to a person’s educational achievement, 62.1% believed that people with mental illness are not violent. In addition, of those who do believe that having a mental illness has an effect on a person’s educational achievement, 83.3% believed that people with mental illness are violent. This relationship is of moderate correlational strength (Phi = 0.268, p <.001).
Discussion
	The purpose of this study was to gain a better understanding of the factors that impact the Moroccan lay public’s attitudes and perceptions about persons with illness. Specifically, the study aimed to examine to what extent the study’s population held stigmas concerning people with mental illness. Previous research has indicated that stigma exists as a major barrier to many people with mental illness receiving appropriate care and easily integrating into their community without worry of being discriminated against (Gesser-Edelsburg & Shabbat, 2016; Slate et al., 2013). The present study examined stigma from a micro perspective (i.e., public). Beliefs about the causes of and most appropriate treatments for mental illness were individually assessed.  Moreover, stigmatic perceptions were measured utilizing existing scales, the CAMI and EMIC-CSS scales (Peters et al., 2014; Taylor & Dear, 1981), enabling comparison with other studies. More detailed findings were available by examining participants' perceptions identified in the CAMI sub-scales that explored how authoritarian, benevolent, and socially restrictive participants are, as well as what type of community mental health ideologies they hold. 
Historical, Cultural, and Religious Correlates
	The findings of this study highlight numerous significant implications. Beginning with the rich history of cultural groups who have once occupied Morocco’s land and left a lasting impact on citizens beliefs, attitudes, and perceptions (Hargraves, 2007), this study examined some of these beliefs as they pertain to mental illness. Previous studies have emphasized the importance of beliefs in products of evil sorcery, often referred to as sHour and djinns, and the utilization of seHaras and fquihs to heal individuals who have encountered an evil spirt causing their mental illness (Fassaert, 2009; Kadri et al., 2004, Stein, 2000, Zolezzi et al., 2018). Djinns and sHour are a type of spiritual force caused by a cursed inanimate object or person that in Moroccan history has been used as an explanation for symptoms congruent with those common in mental illness. 
Items in this study were designed to refer to these types of cultural beliefs, including beliefs about causes of mental illness being due to sorcery/magic, and beliefs that the most effective treatment/management methods are spiritual care (i.e., seHara) or religious care (i.e., fquih, reciting the Koran, marabout). Additionally, items asking directly about beliefs in exterior forces/spirits are related to historical correlates as well. This study, however, found that there were no significant differences by gender, age, or, most notably, religion about these perceptions that causes of mental illness and most effective treatment methods. Thus, the results are inconsistent with previous research. This may be due to the age of the studies that found these cultural variables to be important to the question of mental illness, e.g., they are of questionable relevancy to current times. This conclusion is supported by the findings of the current study that did demonstrate that participants 24 years and younger are significantly more likely than older participants to believe a person with a mental illness is not under the control of an exterior force or spirit. The finding implies that younger Moroccan citizens are less rooted in historical correlates compared to those aged 25 and above. 
	The results of the current study may be interpreted in terms of core Moroccan cultural tenets or values identified in previous literature (Roignan et al., 2015). These tenets are socially agreed upon values within the normative community that shapes individuals’ perceptions, beliefs, and attitudes about what is publicly right and wrong about the world (Haragraves, 2007). Of the multiple core values in Moroccan culture, the present study’s findings may be explained or interpreted with respect to the values mrabi (i.e., right behavior equates to a good image), rajel ou mra (i.e., gender complementarity), and wajibe al aalii (i.e., one’s duty to their family) (Roignan et al., 2015). 
The findings of this study may be explained, first, by the value mrabi (Haragraves, 2007, Roignan et al., 2015). In specific, women were found to be more benevolent than men, even when analyzed by religion and gender. This finding suggests that women are more accepting and sympathetic of persons with mental illnesses because the value mrabi urges individuals to aid those suffering. However, this cultural values was found to only be positively impacting women’s public perceptions. Suggesting that gender schema (i.e., rajel ou mra) may have a larger influence than that of the value mrabi. 
As mentioned, an EMIC item hypothesized to be related to the value mrabi was examined by religion; however, the result was not significant. These findings do not support previous literature about Morocco that suggests beliefs rooted in religious and cultural norms promote the public to distance from people with mental illness due to their lack of religious devoutness or being a dishonor to their family (Alexander & Link, 2003; Gesser-Edelsburg & Shbart, 2016; Givens et al., 2007; Foster et al., 2018; Kraus & Keltner, 2009, Roignana et al., 2015). 
The findings of this study may also be explained in terms of the cultural value rajel ou mra, or Morocco’s gender schema (Roignan et al., 2015). This is supported by the many significant differences identified in the results when analyzed by gender or gender and religion. The findings of the study indicated that men, specifically Muslim men, are more likely to hold authoritarian and socially restrictive attitudes toward persons with mental illnesses. Conversely, women tended to be more benevolent. This suggests that traditional beliefs and perceptions about gender, which are deeply intertwined within the culture, have an influence on mental illness stigmas. Whereas past research has stated Muslim women gravitate towards traditional health practices compared to Westernized methods (Kadri et al., 2004; Latzer, 2003), the findings of the present study refuted this; women were significantly more likely to believe Westernized treatment methods were among the most effective. Over three-fourths of men agreed with this as well. 
As for the cultural value wajibe al aalii, one’s duty to the family, a few items on the survey could be interpreted to reflect this. Specifically, an item from the EMIC asks participants if having a mental health condition causes shame or embarrassment in their community (Peters et al., 2014). Often, this shame or embarrassment is referred to as hshuma in the Moroccan culture, which is the concept that an individual can bring shame to themselves and their family if they lose their honor for engaging in behaviors that contradict societal norms (Haragraves, 2007). In the present study, over half the participants endorsed that “yes,” having a mental health condition would bring shame to their community, and one-quarter indicated it would “possibly” bring shame. A second item in the EMIC asked participants if persons in their community would avoid individuals with mental illnesses (Peters et al., 2014). Findings demonstrated that over four-fifths of participants believe others in their community (possibly) would avoid a person with a mental ailment. This may suggest that perceptions of participants are shaped by cultural values due to their belief in upholding familial honor and avoiding public shame for not upholding cultural standards (Kadri et al., 2004; Latzer, 2003). 
Governmental Correlates 
As discussed previously, governments are influenced by public sentiment, and public sentiment is based in culture. As such, leaders make decisions about what to invest money in based upon, in part, public sentiment and cultural beliefs. This is true in Morocco as well. According to the latest report available from the World Health Organization (2006), there is a documented lack of Westernized resources accessible and utilized by the Moroccan government for mental health services. Half of the 4% of all health funding is invested in mental health hospitals in the country, leaving a large population of individuals with mental illness without options and resources to outpatient, Westernized treatment services (Slate et al., 2013; WHO, 2006). In the present study, items asking about participants’ beliefs in causes of mental illness and the most effective treatments included psychologically-based causes and Westernized treatment services. These were included to assess the extent to which Moroccans are interested in implementing Westernized perspectives on mental illness.  
The results from this study found clear demographic differences in the acceptance of Westernized conceptualizations of mental illness among Moroccans. In particular, women were significantly more likely than men to believe a cause of mental illness is psychologically based and to believe Westernized methods are among the most effective treatments for mental illness.  Likewise, younger participants (24 and younger) were significantly more likely than older Moroccans to have endorsed these items. These key findings suggest that women and younger participants are likely more attuned to implementing Westernized mental health care in Morocco. 
Demographic Correlates
	Regarding key findings among demographic correlates, there is much to unpack. Previous studies have varied in examining the effects of participants’ sex, gender, age, education, and employment status. Participants’ beliefs about how people with mental illness appear demographically (e.g., highest level of education a person with mental illness might be able to achieve) also differed across studies. The present study found significant results among gender, religion by gender, and age demographic correlates. Notably, the study found few significant results by religion or educational level of participants. Each of these will be discussed below.  
Religion and Gender. The results of this study revealed some notable findings about religion, gender, and their interaction with regards to attitudes about mental illness. It was striking that religion alone – specifically, being Muslim or non-Muslim in Morocco – yielded no significant findings, other than Muslims being less likely to believe in biological causes of mental illness and more than twice as likely as non-Muslims to consider religious treatments most effective. These findings were expected as they are consistent with the literature.
This study found many differences in terms of gender and gender by religion, however. As mentioned previously, women were significantly more likely than men to believe in psychological causes of mental illness and in Westernized treatments as most effective. A final finding indicates that women and men were both significantly likely to believe that both genders are likely to utilize mental health services. Of those who believed one gender seeks mental health services more than another, most indicated they believe women to utilize these services than men. This suggests that the beliefs of participants in the current study do not match previous studies findings that women are less likely to utilize services than men (Kadri et al., 2010). 	Comment by Jacqueline Buffington: I think this paragraph should go in the cultural/religious and/or demographics section.  This is about acceptance of Westernized methods.	Comment by Madeline MItchell: Other findings paragraph?
Next, the results found strong indications that men, specifically Muslim men, are most likely to have various stigmas about mental illness. Participants identifying as men, and Muslim men in particular, were significantly more likely to have authoritarian and socially restrictive attitudes about mental illness. These attitudes include viewing people with mental illness as a threat, danger, or inferior (Taylor & Dear, 1981). That males hold more stigmatic attitudes toward people with mental illness was further supported by the significant finding that men were much less likely than women, including Muslim women, to hold benevolent attitudes toward those with mental illness. Attitudes associated with benevolence include viewing people with mental illness more sympathetically (Taylor & Dear, 1981) 
This pattern of results is consistent with the previous literature, at least in the U.S., that has found that women are less likely than men to think negatively toward persons with mental illness and that men are more likely to hold stigmas about mental illness (Corrigan & Watson, 2007). Moreover, as discussed, public perceptions about mental illness in Morocco are influenced by cultural correlates or tenets related to gender. For example, rajel ou mra, or the gender schema, may influence perceptions; some previous research found males to be more traditionally rooted in beliefs than women. Another cultural belief relevant to gender is that of mrabi, or the belief that right behavior equates to a good image; women showed more benevolent attitudes suggesting they are more sympathetic and willing to provide aid to persons with mental illnesses in their community (Roignan et al., 2015). Thus, cultural values may influence perceptions about mental illness and people with mental illness in Morocco both in stigmatizing and non-stigmatizing ways but only in interaction with the gender of participants. 
Age. This study also found some meaningful differences in attitudes about mental illness by age. Age in this study was differentiated by participants 24 years old or younger and participants 25 years of age or older. In particular, younger Moroccan participants were more likely to believe in psychological explanations for mental illness and think Westernized treatment methods are among the more effective, indicating that this group of participants are more accepting of Westernized practices and explanations of mental health care. Conversely, the results demonstrated that the older Moroccan participants were more likely to believe persons with mental disorders are under the control of an exterior force or spirit and that they are aggressive or violent. Given these beliefs, it is not surprising that the older participants also held significantly more socially restrictive attitudes than the younger age group of participants (Taylor & Dear, 1981). These findings address a gap in previous literature by identifying how age correlates influence attitudes about mental illness. Moreover, these results suggest that older subjects are more likely to be influenced by historical, cultural, and religious correlates like beliefs based in evil sorcery (i.e., sHour or djinns) causing mental deficits (Fassaert, 2009; Kadri et al., 2004; Stein, 2000; Zolezzi et al., 2018). 
Educational Status. Notably, this study did not find many significant differences in stigmatizing beliefs about mental illness based on participants’ level of education. In addition, the findings that were found to be significant were diffuse in their content, making interpretation challenging. For example, the dependent variables that showed significant relationships with educational level were (1) the belief that family and friends is a cause of mental illness, (2) beliefs about which gender in Morocco is more likely to pursue treatment, and (3) the belief that people with mental illness are violent or aggressive. The commonality or relationships between these dependent variables is unclear. Thus, each of these will be discussed individually below.
The most significant difference was in the belief that family and friends are a cause of mental illness. While only approximately 10% of all participants endorsed this item, participants with a high school education or less were significantly more likely to believe this is a cause of mental illness than those with a higher education; none of those with graduate degrees believed family and friends to be a cause of mental illness. This was the only time that family and friends as a cause of mental illness emerged as significant – e.g., it did not for gender, religion, or age – so it is unclear how to make sense of this significant result for education. 
Another confusing aspect about education in this study is that seldom were the relationships with the dependent variables linear across the levels of education; in other words, rarely were those with the least education (e.g., high school or less) most likely to believe something, followed by those with a bachelor’s degree, and least by those with a graduate degree, or vice versa. In several analyses, those with an education of high school or less showed the most stigmatizing attitudes about mental illness, followed by those with a graduate degree; those in the middle with regard to education (e.g., those with a bachelor’s degree only) tended to show the least stigmatizing attitudes. These findings – particularly that participants with a graduate degree showed more stigmatizing attitudes than those with only a bachelor’s degree – contradict past researchers who have suggested a negative, linear relationship between education and stigma endorsement (Alexander & Link, 2003; Corrigan et al., 2001; Corrigan & Watson, 2007; Croghan et al., 2003; Foster et al., 2018).
For example, with regards to the item asking whether participants believed males or females were more likely to pursue treatment (or if it was irrelevant, i.e., both genders are likely to pursue treatment), the majority of participants at each educational level/group believed gender was irrelevant to whether a person pursues treatment in Morocco. For those who believed gender did not matter in help-seeking behavior, there was a linear relationship across participants’ education; those with a graduate degree showed the highest endorsement (that gender does not matter), those with a bachelor’s degree showed the middle level of endorsement, and those with high school or less showed the lowest endorsement (that gender does not matter). Of the participants who believed one gender is more likely to pursue treatment over another, the greatest proportion of all educational groups believed that Moroccan females were more likely than males to pursue treatment. However, the pattern of this result was non-linear by education (e.g.,  the lowest percentage of those with a graduate degree believed this, followed by those with a high school diploma, and the greatest proportion by over 10% were participants with a bachelor’s degree).
A particularly important, significant finding that did not show a linear relationship across the levels of education was the belief that people with mental illness are violent or aggression. The majority of participants regardless of their educational level did not believe people with mental illness to be violent, which reveals a lack of endorsement by Moroccans for a particularly prominent stereotype in the U.S. However, the relationship with education is confusing: Those with a graduate degree were nearly as likely as people with a high school diploma or less to believe people with mental illness are violent. Those with a bachelor’s degree were least likely to believe this, nearly 4 times less likely than those with a graduate degree. These findings are also inconsistent with past research, which has found that those with more education tend to be less fearful and have less of a desire to distance from persons with mental illness (Alexander & Link, 2003; Corrigan et al., 2001; Corrigan & Watson, 2007; Croghan et al., 2003; Foster et al., 2018).
	Looking at education from a different angle, previous literature has indicated that people tend to view persons with mental illness as less educated (Albarbari et al., 2021; Foster et al., 2018). The present study, however, did not find this, with 58.1% of the sample considering having a mental illness irrelevant to a person’s educational attainment. Moreover, this study found a moderately strong relationship between the belief that mental illness is (ir)relevant to education and the belief that people with mental illness are (not) violent. Specifically, participants who believed that mental illness affects a person’s educational attainment also tended to believe people with mental illness are violent, and vice versa (e.g., those who believed that persons with mental illness are violent were also likely to believe that mental illness affects a person’s ability to attain greater levels of education).  Conversely participants who believed that mental illness is irrelevant to a person’s educational attainment tended to believe that persons with mental illness are not violent, and vice versa.     
Limitations & Future Directions
	The present study examined a plethora of variables identified in past research to be impacting the Moroccan public’s perceptions about persons with mental illness. Although the current study has identified numerous significant findings, there were a number of limitations to address. First, the study population lacked participants 25 years of age and older. Approximately 85% of participants were 24 years old or younger, compared to 15% of older participants. This limitation may explain why some results significantly favor Westernized beliefs rather than traditional Moroccan cultural or religious beliefs. 
	Next, a number of relevant concepts were not measured in this study. First, questions to assess income and/or employment status (i.e., socioeconomic status) were not included in the survey. Much of the existing research has examined these variables, so it would have been useful to have these variables to compare to prior studies. Second, it would have been helpful to have asked directly about participants’ attitudes about the Moroccan mental health system. Third, Moroccan cultural values were not directly assessed; rather, inferences were made about the relationship of particular items in the survey to various cultural tenets. It would be valuable to identify a measure of the degree to which participants are engaged and/or immersed in their culture and/or religion (e.g., how important the particular cultural values are to them, versus how assimilated they are into Western culture).
	In terms of future directions, it would be useful to survey Moroccan participants with mental illness directly in order to study how they perceived themselves. Furthermore, it would be interesting to gather data using the same survey from U.S. participants and perform a cross-cultural comparison. Doing so would allow us to see the similarities and differences between Moroccan and U.S. perceptions about mental illness. 
Contextualization of Work
Field of Study. The present research advances my two fields of study, criminology and psychology, by exploring the variables found to be significant in influencing the Moroccan public’s perceptions of mental illness. The findings demonstrate public perceptions of participants in Morocco with regards to mental illness as differentiated according to historical, governmental, and demographic correlates. These findings could be used to make suggestions about the type of treatment methods that Moroccans would be interested in implementing into their own mental health care. Furthermore, such data could inform future policies about mental health care in Morocco by tailoring treatment methods and explanations of mental illness according to the public’s beliefs, attitudes, and perceptions. By doing so, perhaps more citizens would utilize such services and resources when needed. 
The present study also advances my fields of study in finding that most Moroccan participants did not believe that people with mental illness are violent. This is different than in the United States. It would be important to discover the differences between these two cultures that are responsible for the differences in endorsement of mental illness stigmas related to violence and criminality. Not only does this finding further advance the field of criminology by informing future researchers, but it also advances the field of psychology by informing researchers and clinicians about the public’s perceptual responses to mental illness and mental health care. Beyond these important advancements, the present study has produced a piece of work that can contribute to U.S. learners’ knowledge of public attitudes and perceptions regarding mental health in Morocco.
Societal Importance. The significance of the present study with regard to society is vast. Among the most important, relating the findings about attitudes towards people with mental illness to cultural values in Morocco filled a major gap in the research. By doing so, it has allowed me the opportunity to provide relevant research through a Moroccan value lens, of which may more accurately encapsulate their society’s perceptions and beliefs about mental illness. Furthermore, this study may help to inform other researchers attempting to conduct studies about Moroccan culture. Although previous studies have identified variables impacting public perceptions, beliefs, and attitudes about Moroccan citizens, few have attempted to state them with regards to culturally important value and tenets embedded in the Moroccan society. 
Conclusion
	This study explored the stigmas that persons in the Moroccan public hold about mental illness. Moreover, it looks at their associations with variables identified in prior research on Morocco and mental illness stigma in general. Numerous significant findings were identified in the study that suggests perceptions of mental illness are influenced by historical factors, culture, religion, gender, and age. Findings were explained in relation to Moroccan cultural values, which provided readers with explanations relevant to Morocco, rather than a Westernized, cultural lens. Despite limitations identified, the present research contributes to a growing body of evidence on mental illness stigmas, in this case in Morocco. Understanding the perceptions of individuals in the public with regards to mental illness is important for a number of reasons, including that it can inform future policy decisions in Moroccan mental health care, address gaps in previous literature, and provide relevant data to inform future studies. 
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				Other		3.2%		10.3%		2.977		0.084



		Control of Exterior Force/Spirit				3.9%		20.7%		11.130		<0.001





		TREATMENTS



		Most Effective Treatment

				Spiritual		11.0%		17.2%		0.913		0.339

				Westernized		92.9%		72.4%		11.076		<0.001

				Holistic		22.6%		27.6%		0.342		0.559

				Religious		38.7%		37.9%		0.006		0.937

				Other		5.2%		17.2%		5.429		0.020
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2.8% 0.181
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42.6% 16.7% 8.414 0.004
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Both 62.4% 51.5%
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				Other		4.9%		16.7%		6.166		0.013
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				High School or Less		23.2%		11.1%

				Bachelors Degree		9.0%		5.6%

				Graduate Degree		9.0%		16.7%

				Irrelevant		58.7%		66.7%



						Mean		Mean		t		p



		ATTITUDES ABOUT APPROACHES



		CAMI Subscales

				Authoritarianism		25.3		23.1		-1.865		0.064

				Benevolence		42.5		43.4		0.764		0.446

				Social Restrictiveness		22.4		20.8		-1.335		0.184

				Community MH		38.8		40.3		1.208		0.229



		EMIC				27		24.5		-1.138		0.256
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		Table 1														Table 2														Table 3														Table 4

		Beliefs About Causes of and Treatment for Mental Illness														Beliefs About Causes of and Treatment for Mental Illness														Beliefs About Causes of and Treatment for Mental Illness														Beliefs About Causes of and Treatment for Mental Illness

		By Gender														By Age														By Religion														By Level of Education

						Female		Male												< 24 years		25 + years												Muslim		Non-Muslim												HS or Less		College		Grad Deg

						%		%		X2		p								%		%		X2		p								%		%		X2		p								%		%				X2		p

		CAUSES														CAUSES														CAUSES														CAUSES

		Causes of Mental Illness														Causes of Mental Illness														Causes of Mental Illness														Causes of Mental Illness

				Sorcery		11.3%		14.8%		0.526		0.468						Sorcery		11.5%		20.7%		1.775		0.183						Sorcery		13.6%		11.1%		0.157		0.692						Sorcery		7.6%		14.3%		19.2%		3.519		0.172

				Psychological		93.9%		80.2%		8.57		0.003						Psychological		90.3%		75.9%		4.853		0.028						Psychological		88.3%		86.1%		0.129		0.719						Psychological		90.9%		87.0%		84.6%		1.122		0.571

				Biological		64.3%		60.5%		0.302		0.583						Biological		63.2%		62.1%		0.014		0.906						Biological		59.3%		77.8%		4.316		0.038						Biological		60.6%		63.6%		65.4%		0.302		0.860

				Personality		27.0%		40.7%		4.106		0.043						Personality		31.6%		37.9%		0.444		0.505						Personality		35.2%		19.4%		3.336		0.068						Personality		33.3%		29.9%		34.6%		0.368		0.832

				Psychic		3.5%		4.9%		0.259		0.611						Psychic		4.5%		0.0%		1.361		0.243						Psychic		3.7%		5.6%		0.261		0.610						Psychic		4.5%		6.5%		0.0%		3.376		0.185

				Trauma		3.5%		2.5%		0.163		0.686						Trauma		4.5%		0.0%		1.361		0.243						Trauma		2.5%		8.3%		2.970		0.085						Trauma		4.5%		2.6%		3.8%		0.403		0.817

				Family/Friends		6.1%		3.7%		0.558		0.455						Family/Friends		5.2%		3.4%		0.154		0.695						Family/Friends		6.2%		0.0%		2.340		0.126						Family/Friends		12.1%		2.6%		0.0%		10.458		0.005

				Environment		5.2%		7.4%		0.397		0.529						Environment		7.1%		3.4%		0.533		0.465						Environment		5.6%		8.3%		0.399		0.528						Environment		7.6%		9.1%		0.0%		4.791		0.091

				Society		2.6%		3.7%		0.192		0.661						Society		3.2%		3.4%		0.004		0.951						Society		3.1%		2.8%		0.010		0.922						Society		1.5%		3.9%		3.8%		0.816		0.665

				Other		1.7%		7.4%		3.9		0.048						Other		3.2%		10.3%		2.977		0.084						Other		4.3%		2.8%		0.181		0.671						Other		3.0%		3.9%		5.8%		0.568		0.753

		Control of Exterior Force/Spirit				5.3%		10.0%		1.532		0.216				Control of Exterior Force/Spirit				3.9%		20.7%		11.130		<0.001				Control of Exterior Force/Spirit				8.8%		2.9%		1.404		0.236				Control of Exterior Force/Spirit				7.7%		4.0%		13.5%		3.819		0.148

		TREATMENTS														TREATMENTS														TREATMENTS														TREATMENTS

		Most Effective Treatment														Most Effective Treatment														Most Effective Treatment														Most Effective Treatment

				Spiritual		12.2%		13.6%		0.084		0.771						Spiritual		11.0%		17.2%		0.913		0.339						Spiritual		11.1%		19.4%		1.854		0.173						Spiritual		13.6%		14.3%		9.6%		0.665		0.717

				Westernized		93.0%		84.0%		4.108		0.043						Westernized		92.9%		72.4%		11.076		<0.001						Westernized		87.7%		94.4%		1.375		0.241						Westernized		90.9%		90.9%		82.7%		2.572		0.276

				Holistic		25.2%		19.8%		0.802		0.370						Holistic		22.6%		27.6%		0.342		0.559						Holistic		20.4%		33.3%		2.818		0.093						Holistic		22.7%		22.1%		25.0%		0.156		0.925

				Religious		38.3%		37.0%		0.03		0.862						Religious		38.7%		37.9%		0.006		0.937						Religious		42.6%		16.7%		8.414		0.004						Religious		28.8%		44.2%		40.4%		3.743		0.154

				Other		4.3%		11.1%		3.278		0.070						Other		5.2%		17.2%		5.429		0.020						Other		4.9%		16.7%		6.166		0.013						Other		7.6%		5.2%		9.6%		0.934		0.627

		Most Likely to Pursue Treatment								9.675		0.022				Most Likely to Pursue Treatment								6.039		0.110				Most Likely to Pursue Treatment								3.040		0.219				Most Likely to Pursue Treatment										12.553		0.014

				Females		3.5%		9.9%										Females		35.1%		28.6%										Females		30.6%		45.5%										Females		29.7%		39.7%		28.0%

				Males		27.4%		38.3%										Males		3.9%		14.3%										Males		7.0%		3.0%										Males		14.1%		0.0%		6.0%

				Both		64.6%		51.9%										Both		57.1%		57.1%										Both		62.4%		51.5%										Both		56.3%		60.3%		66.0%

		Table 5														Table 6														Table 7														Table 8

		Stigmatizing Attitudes about Outcomes and Approaches to Mental Illness														Stigmatizing Attitudes about Outcomes and Approaches to Mental Illness														Stigmatizing Attitudes about Outcomes and Approaches to Mental Illness														Stigmatizing Attitudes about Outcomes and Approaches to Mental Illness

		By Gender														By Age														By Religion														By Education Level

						Female		Male												< 24 years		25 + years												Muslim		Non-Muslim												HS or Less		College		Grad Deg

						%		%		X2		p								%		%		X2		p								%		%		X2		p								%		%				X2		p

		STIGMATIZING ATTITUDES ABOUT OUTCOMES														STIGMATIZING ATTITUDES ABOUT OUTCOMES														STIGMATIZING ATTITUDES ABOUT OUTCOMES														STIGMATIZING ATTITUDES ABOUT OUTCOMES

		Aggressive/Violent				7.3%		11.3%		0.899		0.343				Aggressive/Violent				6.6%		17.9%		3.883		0.049				Aggressive/Violent				10.9%		2.8%		2.270		0.132				Aggressive/Violent				15.9%		2.7%		11.8%		7.337		0.026

		Highest Level of Education for MI								12.993		0.005				Highest Level of Education for MI								3.282		0.350				Highest Level of Education for MI								4.402		0.221				Highest Level of Education for MI										7.377		0.287

				High School or Less		12.6%		33.3%										High School or Less		19.1%		32.1%										High School or Less		23.2%		11.1%										High School or Less		26.2%		20.5%		15.7%

				Bachelors Degree		8.1%		9.0%										Bachelors Degree		9.9%		3.6%										Bachelors Degree		9.0%		5.6%										Bachelors Degree		12.3%		8.2%		3.9%

				Graduate Degree		9.9%		10.3%										Graduate Degree		10.5%		7.1%										Graduate Degree		9.0%		16.7%										Graduate Degree		12.3%		6.8%		13.7%

				Irrelevant		69.4%		47.4%										Irrelevant		60.5%		57.1%										Irrelevant		58.7%		66.7%										Irrelevant		49.2%		64.4%		66.7%

						Mean		Mean		t		p								Mean		Mean		t		p								Mean		Mean		t		p								Mean		Mean		Mean		F		p

		ATTITUDES ABOUT APPROACHES														ATTITUDES ABOUT APPROACHES														ATTITUDES ABOUT APPROACHES														ATTITUDES ABOUT APPROACHES

		CAMI Subscales														CAMI Subscales														CAMI Subscales														CAMI Subscales

				Authoritarianism		23.7		26.7		3.412		<.001						Authoritarianism		24.5		26.2		-1.488		0.139						Authoritarianism		25.3		23.1		-1.865		0.064						Authoritarianism		25		24.4		25.6		0.486		0.616

				Benevolence		43.8		41.2		-2.807		0.006						Benevolence		42.8		40.7		1.654		0.100						Benevolence		42.5		43.4		0.764		0.446						Benevolence		42.9		43.5		41.1		2.231		0.110

				Social Restrictiveness		20.9		23.9		3.178		0.002						Social Restrictiveness		21.3		25.2		-3.22		0.001						Social Restrictiveness		22.4		20.8		-1.335		0.184						Social Restrictiveness		21.8		21.5		23.3		1.111		0.332

				Community MH		39.9		37.7		-2.228		0.027						Community MH		39.2		36.9		1.65		0.101						Community MH		38.8		40.3		1.208		0.229						Community MH		39.5		39.7		37.4		2.031		0.134

		EMIC				26.2		27.4		0.697		0.486				EMIC				27.5		23.4		1.7		0.091				EMIC				27		24.5		-1.138		0.256				EMIC				26		25.7		27.7		0.469		0.626





Paper

		Table 1																								Table 2

		Beliefs About Causes and Treatment																								Beliefs About Causes and Treatment

		By Gender and Age																								By Religion and Level of Education

						Gender										Age														Religion										Education

						Female		Male								< 24		25 +												Muslim		Non-Muslim								HS or Less		College		Grad Deg

						%		%		X2		p				%		%		X2		p								%		%		X2		p				%		%				X2		p

		BELIEFS ABOUT CAUSES OF MENTAL ILLNESS																								BELIEFS ABOUT CAUSES OF MENTAL ILLNESS

		Causes of Mental Illness																								Causes of Mental Illness

				Sorcery		11.3%		14.8%		0.526		0.468				11.5%		20.7%		1.775		0.183						Sorcery		13.6%		11.1%		0.157		0.692				7.6%		14.3%		19.2%		3.519		0.172

				Psychological		93.9%		80.2%		8.57		0.003				90.3%		75.9%		4.853		0.028						Psychological		88.3%		86.1%		0.129		0.719				90.9%		87.0%		84.6%		1.122		0.571

				Biological		64.3%		60.5%		0.302		0.583				63.2%		62.1%		0.014		0.906						Biological		59.3%		77.8%		4.316		0.038				60.6%		63.6%		65.4%		0.302		0.860

				Personality		27.0%		40.7%		4.106		0.043				31.6%		37.9%		0.444		0.505						Personality		35.2%		19.4%		3.336		0.068				33.3%		29.9%		34.6%		0.368		0.832

				Psychic		3.5%		4.9%		0.259		0.611				4.5%		0.0%		1.361		0.243						Psychic		3.7%		5.6%		0.261		0.610				4.5%		6.5%		0.0%		3.376		0.185

				Trauma		3.5%		2.5%		0.163		0.686				4.5%		0.0%		1.361		0.243						Trauma		2.5%		8.3%		2.970		0.085				4.5%		2.6%		3.8%		0.403		0.817

				Family/Friends		6.1%		3.7%		0.558		0.455				5.2%		3.4%		0.154		0.695						Family/Friends		6.2%		0.0%		2.340		0.126				12.1%		2.6%		0.0%		10.458		0.005

				Environment		5.2%		7.4%		0.397		0.529				7.1%		3.4%		0.533		0.465						Environment		5.6%		8.3%		0.399		0.528				7.6%		9.1%		0.0%		4.791		0.091

				Society		2.6%		3.7%		0.192		0.661				3.2%		3.4%		0.004		0.951						Society		3.1%		2.8%		0.010		0.922				1.5%		3.9%		3.8%		0.816		0.665

				Other		1.7%		7.4%		3.9		0.048				3.2%		10.3%		2.977		0.084						Other		4.3%		2.8%		0.181		0.671				3.0%		3.9%		5.8%		0.568		0.753

		Control of Exterior Force/Spirit				5.3%		10.0%		1.532		0.216				3.9%		20.7%		11.130		<0.001				Control of Exterior Force/Spirit				8.8%		2.9%		1.404		0.236				7.7%		4.0%		13.5%		3.819		0.148

		BELIEFS ABOUT TREATMENTS FOR MENTAL ILLNESS																								BELIEFS ABOUT TREATMENTS FOR MENTAL ILLNESS

		Most Effective Treatment																								Most Effective Treatment

				Spiritual		12.2%		13.6%		0.084		0.771				11.0%		17.2%		0.913		0.339						Spiritual		11.1%		19.4%		1.854		0.173				13.6%		14.3%		9.6%		0.665		0.717

				Westernized		93.0%		84.0%		4.108		0.043				92.9%		72.4%		11.076		<0.001						Westernized		87.7%		94.4%		1.375		0.241				90.9%		90.9%		82.7%		2.572		0.276

				Holistic		25.2%		19.8%		0.802		0.370				22.6%		27.6%		0.342		0.559						Holistic		20.4%		33.3%		2.818		0.093				22.7%		22.1%		25.0%		0.156		0.925

				Religious		38.3%		37.0%		0.03		0.862				38.7%		37.9%		0.006		0.937						Religious		42.6%		16.7%		8.414		0.004				28.8%		44.2%		40.4%		3.743		0.154

				Other		4.3%		11.1%		3.278		0.070				5.2%		17.2%		5.429		0.020						Other		4.9%		16.7%		6.166		0.013				7.6%		5.2%		9.6%		0.934		0.627

		Most Likely to Pursue Treatment								9.675		0.022								6.039		0.110				Most Likely to Pursue Treatment								3.040		0.219										12.553		0.014

				Females		3.5%		9.9%								35.1%		28.6%										Females		30.6%		45.5%								29.7%		39.7%		28.0%

				Males		27.4%		38.3%								3.9%		14.3%										Males		7.0%		3.0%								14.1%		0.0%		6.0%

				Both		64.6%		51.9%								57.1%		57.1%										Both		62.4%		51.5%								56.3%		60.3%		66.0%

		Table 3																								Table 4

		Stigmatizing Attitudes about Mental Illness																								Stigmatizing Attitudes about Mental Illness

		By Gender and Age																								By Religion and Level of Education

						Gender										Age														Religion										Education

						Female		Male								< 24		25 +												Muslim		Non-Muslim								HS or Less		College		Grad Deg

						%		%		X2		p				%		%		X2		p								%		%		X2		p				%		%				X2		p

		STIGMATIZING ATTITUDES ABOUT OUTCOMES FOR PEOPLE WITH MENTAL ILLNESS																								STIGMATIZING ATTITUDES ABOUT OUTCOMES FOR PEOPLE WITH MENTAL ILLNESS

		Aggressive/Violent				7.3%		11.3%		0.899		0.343				6.6%		17.9%		3.883		0.049				Aggressive/Violent				10.9%		2.8%		2.270		0.132				15.9%		2.7%		11.8%		7.337		0.026

		Highest Level of Education for MI								12.993		0.005								3.282		0.350				Highest Level of Education for MI								4.402		0.221										7.377		0.287

				High School or Less		12.6%		33.3%								19.1%		32.1%										High School or Less		23.2%		11.1%								26.2%		20.5%		15.7%

				Bachelors Degree		8.1%		9.0%								9.9%		3.6%										Bachelors Degree		9.0%		5.6%								12.3%		8.2%		3.9%

				Graduate Degree		9.9%		10.3%								10.5%		7.1%										Graduate Degree		9.0%		16.7%								12.3%		6.8%		13.7%

				Irrelevant		69.4%		47.4%								60.5%		57.1%										Irrelevant		58.7%		66.7%								49.2%		64.4%		66.7%

						Mean		Mean		t		p				Mean		Mean		t		p								Mean		Mean		t		p				Mean		Mean		Mean		F		p

		ATTITUDES ABOUT APPROACHES TO MENTAL ILLNESS SCALES																								ATTITUDES ABOUT APPROACHES TO MENTAL ILLNESS SCALES

		CAMI Subscales																								CAMI Subscales

				Authoritarianism		23.7		26.7		3.412		<.001				24.5		26.2		-1.488		0.139						Authoritarianism		25.3		23.1		-1.865		0.064				25		24.4		25.6		0.486		0.616

				Benevolence		43.8		41.2		-2.807		0.006				42.8		40.7		1.654		0.100						Benevolence		42.5		43.4		0.764		0.446				42.9		43.5		41.1		2.231		0.110

				Social Restrictiveness		20.9		23.9		3.178		0.002				21.3		25.2		-3.22		0.001						Social Restrictiveness		22.4		20.8		-1.335		0.184				21.8		21.5		23.3		1.111		0.332

				Community MH		39.9		37.7		-2.228		0.027				39.2		36.9		1.65		0.101						Community MH		38.8		40.3		1.208		0.229				39.5		39.7		37.4		2.031		0.134

		EMIC				26.2		27.4		0.697		0.486				27.5		23.4		1.7		0.091				EMIC				27		24.5		-1.138		0.256				26		25.7		27.7		0.469		0.626





Madeline

		Table 1																								Table 2																												Table 1

		Beliefs about Causes of Mental Illness, Most Effective Treatments																								CAMI Subscales																												Beliefs about Causes of Mental Illness, Most Effective Treatments

		Percentages By Demographic Categories																								By Demographic Group																												By Demographic Categories

						Gender										Age														Authoritarianism						Benevolence						Social Restrictiveness						Community MH										Gender										Age

						Female		Male		X2		p				< 24		25 +		X2		p								(Mean Index Score)						(Mean Index Score)						(Mean Index Score)						(Mean Index Score)										Female		Male								< 24		25 +		X2		p

																																																										%		%		X2		p

		Causes of Mental Illness																																																				Causes of Mental Illness

				Sorcery		11.3%		14.8%		2.921		0.232				11.5%		20.7%		1.775		0.178				Overall				24.93						42.73						22.12						39.01								Sorcery		11.3%		14.8%		2.921		0.232				11.5%		20.7%		1.775		0.178

				Psychological		93.9%		80.2%		11.054		0.004				90.4%		75.9%		4.853		0.027																																		Psychological		93.9%		80.2%		11.054		0.004				90.4%		75.9%		4.853		0.027

				Biological		64.3%		60.5%		0.439		0.853				62.8%		62.1%		0.014		0.939				Religion By Gender																														Biological		64.3%		60.5%		0.439		0.853				62.8%		62.1%		0.014		0.939

				Personality		27.0%		40.7%		5.093		0.078				32.1%		37.9%		0.444		0.536						Muslim Women		23.96		F = 5.689				43.72		3.552				21.06		F = 4.377				39.84		F = 2.545						Personality		27.0%		40.7%		5.093		0.078				32.1%		37.9%		0.444		0.536

				Psychic		3.5%		4.9%		0.346		0.841				4.5%		0.0%		1.361		0.245						Muslim Men		27.46		p = <.001				40.62		p = .015				24.56		p = .005				37.07		p = .057						Psychic		3.5%		4.9%		0.346		0.841				4.5%		0.0%		1.361		0.245

				Trauma		3.5%		2.5%		12.932		0.002				4.5%		0.0%		1.361		0.245						Non-Muslim Women		21.88						44.00						19.69						40.31								Trauma		3.5%		2.5%		12.932		0.002				4.5%		0.0%		1.361		0.245

				Family/Friends		6.1%		3.7%		0.67		0.715				5.1%		3.4%		0.154		0.699						Non-Muslim Men		24.33						43.33						21.83						39.94								Family/Friends		6.1%		3.7%		0.67		0.715				5.1%		3.4%		0.154		0.699

				Environment		5.2%		7.4%		0.531		0.767				7.1%		3.4%		0.533		0.469																																		Environment		5.2%		7.4%		0.531		0.767				7.1%		3.4%		0.533		0.469

				Society		2.6%		3.7%		0.257		0.879				3.2%		3.4%		0.004		0.946				Age																														Society		2.6%		3.7%		0.257		0.879				3.2%		3.4%		0.004		0.946

				Other		1.7%		7.4%		4.023		0.134				3.2%		10.3%		2.977		0.083						< 24 years		24.47		t = -1.488				42.83		t = 1.654				21.25		t = -3.220				39.18		t = 1.650						Other		1.7%		7.4%		4.023		0.134				3.2%		10.3%		2.977		0.083

																												25 and older		26.25		p = .139				40.71		p = .100				25.21		p = .002				36.92		p = .101

		Control of exterior force/spirit				5.3%		10.0%		6.545		0.038				3.9%		20.7%		11.130		<0.001																																Control of exterior force/spirit				5.3%		10.0%		6.545		0.038				3.9%		20.7%		11.130		<0.001

		Most Effective Treatment																																																				Most Effective Treatment

				Spiritual		12.2%		13.6%		0.377		0.828				10.9%		17.2%		0.913		0.322																																		Spiritual		12.2%		13.6%		0.377		0.828				10.9%		17.2%		0.913		0.322

				Westernized		93.0%		84.0%		7.072		0.029				92.9%		72.4%		11.076		<0.001																																		Westernized		93.0%		84.0%		7.072		0.029				92.9%		72.4%		11.076		<0.001

				Holistic		25.2%		19.8%		1.402		0.496				23.1%		27.6%		0.342		0.600																																		Holistic		25.2%		19.8%		1.402		0.496				23.1%		27.6%		0.342		0.600

				Religious		38.3%		37.0%		0.156		0.925				38.5%		37.9%		0.006		0.957																																		Religious		38.3%		37.0%		0.156		0.925				38.5%		37.9%		0.006		0.957

				Other		4.3%		11.1%		3.462		0.177				5.1%		17.2%		5.429		0.019																																		Other		4.3%		11.1%		3.462		0.177				5.1%		17.2%		5.429		0.019

		Aggressive/Violent				7.3%		11.3%		4.788		0.091				6.4%		17.2%		3.883		0.049																																Aggressive/Violent				7.3%		11.3%		4.788		0.091				6.4%		17.2%		3.883		0.049

																																																										Mean		Mean		t		p

																																																						CAMI Authoritarianism

																																																						CAMI Benevolence

																																																						CAMI Social Restrictiveness

																																																						CAMI Community MH

																																																						EMIC

																										Table 7

																										CAMI Subscales

																										By Demographic Group

																														Authoritarianism						Benevolence						Social Restrictiveness						Community MH

																														(Mean Index Score)						(Mean Index Score)						(Mean Index Score)						(Mean Index Score)

																										Overall				24.93						42.73						22.12						39.01

																										Religion By Gender

																												Muslim Women		23.96		F = 5.689				43.72		3.552				21.06		F = 4.377				39.84		F = 2.545

																												Muslim Men		27.46		p = <.001				40.62		p = .015				24.56		p = .005				37.07		p = .057

																												Non-Muslim Women		21.88						44.00						19.69						40.31

																												Non-Muslim Men		24.33						43.33						21.83						39.94





Sample

		APPENDIX A

		Demographic Characteristics of Survey Sample

						N		% of all cases

		Sex

				Males		362		40.6%

				Females		530		59.4%

		Race

				White		473		53.1%

				Black		64		7.2%

				Hispanic		209		23.5%

				Asian		75		8.4%

				Bi/Multi-Racial		49		5.5%

				Other		21		2.4%

		Political Party

				Republican		336		36.4%

				Democrat		290		31.4%

				Independent		79		8.6%

				Other		37		4.0%

				Don't Know		181		19.6%

		Class

				Freshman		251		28.0%

				Sophomore		250		27.8%

				Junior		229		25.5%

				Senior		164		18.3%

				Graduate/Other		4		0.4%

		Major

				Criminal Justice		433		46.7%

				Other		494		53.3%

		Religion

				Protestant		353		38.5%

				Catholic		282		30.7%

				Other		156		17.0%

				Don't Know		127		13.8%

		Location

				Texas		495		53.4%

				California		432		46.6%
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Basic%

		Table 5

		Receptivity to Information and Attitude Mutability among Supporters

		Percentage of Respondents by Statement Presented

				Receptivity		Mutability

				% Finding Information Compelling		% Less Likely to Support Death Penalty

		Statement 1:

		Lack of Evidence of Deterrent Effect		57.6%		10.3%

		Statement 2:

		Innocence/Wrongful Convictions		90.8%		36.7%

		Statement 3:

		Lack of Closure or Help for Victims' Families		70.5%		21.0%

		Statement 4:

		Costs More than LWOP		72.7%		33.3%

		Statement 5:

		Discrimination based on Offender/Victim Race		75.1%		24.0%

		Statement 6:

		Incompetent/Inadequate Legal Representation		76.0%		24.9%

		Statement 7: *

		International Implications		64.9%		19.8%

		Statement 8:*

		Religious Reasons		54.4%		21.0%

		* available from California data only
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Basic%2

		Table 6

		Receptivity to Information and Attitude Mutability among Supporters

		Percentage of Respondents by Statement Presented

				Texas						California

				Receptivity		Mutability				Receptivity		Mutability

				% Finding Information Compelling		% Less Likely to Support Death Penalty				% Finding Information Compelling		% Less Likely to Support Death Penalty

		Statement 1:

		Lack of Evidence of Deterrent Effect		49.6%		9.4%				69.3%		11.5%

		Statement 2:

		Innocence/Wrongful Convictions		90.6%		33.2%				91.2%		41.9%

		Statement 3:

		Lack of Closure or Help for Victims' Families		64.5%		17.4%				79.2%		26.2%

		Statement 4:

		Costs More than LWOP		65.8%		24.5%				82.7%		46.2%

		Statement 5:

		Discrimination based on Offender/Victim Race		69.8%		19.2%				82.9%		31.1%

		Statement 6:

		Incompetent/Inadequate Legal Representation		74.2%		18.9%				78.7%		33.9%

		Statement 7:

		International Implications		-		-				64.9%		19.8%

		Statement 8:

		Religious Reasons		-		-				54.4%		21.0%
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Descriptive % with ChiSq

		Table 1

		General Death Penalty Support

		Percentage within Demographic Categories

						Death Penalty for Crime of Murder

						Support		Oppose		c2

		Overall				72.6%		27.4%

		Sex

				Males		79.6%		20.4%		c2 = 13.320

				Females		68.5%		31.5%		p < .001

		Race

				White		80.0%		20.0%

				Black		54.1%		45.9%

				Hispanic		62.7%		37.3%		c2 = 38.270

				Asian		64.4%		35.6%		p < .001

				Bi/Multi-Racial		81.6%		18.4%

				Other		76.2%		23.8%

		Political Party

				Republican		85.2%		14.8%		c2 = 43.268

				Democrat		63.1%		36.9%		p < .001

				Independent		65.8%		34.2%

		Class

				Freshman		74.5%		25.5%

				Sophomore		66.1%		33.9%		c2 = 18.589

				Junior		72.7%		27.3%		p = .002

				Senior		82.0%		18.0%

		Major

				Criminal Justice		80.0%		20.0%		c2 = 22.521

				Other		65.9%		34.1%		p < .001

		Religion

				Protestant		76.4%		23.6%

				Catholic		66.2%		33.8%		c2 = 14.646

				Other		69.5%		30.5%		p = .002

				Don't Know		82.7%		17.3%

		Location

				Texas		78.8%		21.2%		c2 = 20.599

				California		65.2%		34.8%		p < .001
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Descript % with ChiSq2

		Table 2																										Table 1

		Death Penalty Opinion Regarding Specific Offender Characteristics																										Beliefs about Causes of Mental Illness, Most Effective Treatments

		Percentage Supporting Death Penalty within Demographic Categories																										Percentage Supporting Death Penalty within Demographic Categories

						Mentally Ill						Mentally Retarded						Juveniles														Gender										Age

						% Supporting						% Supporting						% Supporting														Female		Male		X2		p				< 24		25 +		X2		p

		Overall				34.6%						17.6%						37.1%										Causes of Mental Illness

																														Sorcery		11.3%		14.8%		2.921		0.232				11.5%		20.7%		1.775		0.178

		Sex																												Psychological		93.9%		80.2%		11.054		0.004				90.4%		75.9%		4.853		0.027

				Males		41.3%		c2 = 10.414				24.2%		c2 = 17.917				45.4%		c2 = 11.625										Biological		64.3%		60.5%		0.439		0.853				62.8%		62.1%		0.014		0.939

				Females		30.7%		p = .001				13.1%		p < .001				34.0%		p = .001										Personality		27.0%		40.7%		5.093		0.078				32.1%		37.9%		0.444		0.536

																														Psychic		3.5%		4.9%		0.346		0.841				4.5%		0.0%		1.361		0.245

		Race																												Trauma		3.5%		2.5%		12.932		0.002				4.5%		0.0%		1.361		0.245

				White		42.0%						22.5%						42.5%												Family/Friends		6.1%		3.7%		0.67		0.715				5.1%		3.4%		0.154		0.699

				Black		19.4%						7.9%						25.4%												Environment		5.2%		7.4%		0.531		0.767				7.1%		3.4%		0.533		0.469

				Hispanic		26.6%		c2 = 25.614				12.5%		c2 = 18.025				32.9%		c2 = 11.421										Society		2.6%		3.7%		0.257		0.879				3.2%		3.4%		0.004		0.946

				Asian		31.0%		p < .001				12.3%		p = .003				43.1%		p = .044										Other		1.7%		7.4%		4.023		0.134				3.2%		10.3%		2.977		0.083

				Bi/Multi-Racial		36.2%						14.6%						35.4%

				Other		20.0%						10.0%						35.0%										Control of exterior force/spirit				5.3%		10.0%		6.545		0.038				3.9%		20.7%		11.130		<0.001

		Political Party																										Most Effective Treatment

				Republican		46.2%		c2 = 33.738				22.4%		c2 = 10.651				49.2%		c2 = 27.901										Spiritual		12.2%		13.6%		0.377		0.828				10.9%		17.2%		0.913		0.322

				Democrat		26.1%		p < .001				12.9%		p = .031				29.5%		p < .001										Westernized		93.0%		84.0%		7.072		0.029				92.9%		72.4%		11.076		<0.001

				Independent		23.4%						16.9%						33.3%												Holistic		25.2%		19.8%		1.402		0.496				23.1%		27.6%		0.342		0.600

																														Religious		38.3%		37.0%		0.156		0.925				38.5%		37.9%		0.006		0.957

		Class																												Other		4.3%		11.1%		3.462		0.177				5.1%		17.2%		5.429		0.019

				Freshman		35.9%						20.6%						43.1%

				Sophomore		31.8%		c2 = 9.592				13.9%		c2 = 11.666				32.7%		c2 = 8.849								Aggressive/Violent				7.3%		11.3%		4.788		0.091				6.4%		17.2%		3.883		0.049

				Junior		31.6%		p = .088				13.7%		p = .040				36.9%		p = .115

				Senior		43.5%						23.9%						43.2%

		Major

				Criminal Justice		40.7%		c2 = 13.119				20.8%		c2 = 5.915				43.8%		c2 = 10.016

				Other		29.1%		p < .001				14.6%		p = .015				33.5%		p = .002

		Religion

				Protestant		37.0%						16.7%						40.7%

				Catholic		33.8%		c2 = 1.723				16.1%		c2 = 1.530				34.2%		c2 = 3.782

				Other		33.3%		p = .632				18.8%		p = .675				36.7%		p = .286

				Don't Know		30.9%						20.7%						42.3%

		Location

				Texas		41.4%		c2 = 21.639				22.0%		c2 = 14.297				42.8%		c2 = 9.077

				California		26.5%		p < .001				12.3%		p < .001				33.0%		p = .003
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Descriptive Mean with ANOVA

		Table 3

		Value-Expressive Nature of Death Penalty Attitudes

		By Demographic Group

						Value Expressive Nature of Attitudes

						(Mean Index Score)

		Overall				3.33

		Sex

				Males		3.49		F = 16.621

				Females		3.23		p < .001

		Race

				White		3.46

				Black		2.97

				Hispanic		3.19		F = 5.197

				Asian		3.31		p < .001

				Bi/Multi-Racial		3.27

				Other		3.11

		Political Party

				Republican		3.61		F = 14.698

				Democrat		3.12		p < .001

				Independent		3.11

		Class

				Freshman		3.36

				Sophomore		3.26		F = 1.583

				Junior		3.35		p = .162

				Senior		3.39

		Major

				Criminal Justice		3.46		F = 17.268

				Other		3.21		p < .001

		Religion

				Protestant		3.40

				Catholic		3.28		F = 4.743

				Other		3.13		p = .003

				Don't Know		3.50

		Location

				Texas		3.39		F = 4.313

				California		3.26		p = .038
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Descript mean w ANOVA2

		Table 4																										Table 2

		Death Penalty Support Orientation																										CAMI Subscales

		By Demographic Group																										By Demographic Group

						Retribution						Justice						Restorative														Authoritarianism						Benevolence						Social Restrictiveness						Community MH

						(Mean Index Score)						(Mean Index Score)						(Mean Index Score)														(Mean Index Score)						(Mean Index Score)						(Mean Index Score)						(Mean Index Score)

		Overall				3.91						3.92						3.51

																												Overall				24.93						42.73						22.12						39.01

		Sex

				Males		3.94		F = 1.396				3.98		F = 3.558				3.54		F = 2.695								Religion By Gender

				Females		3.88		p = .238				3.87		p = .060				3.51		p = .106										Muslim Women		23.96		F = 5.689				43.72		3.552				21.06		F = 4.377				39.84		F = 2.545

																														Muslim Men		27.46		p = <.001				40.62		p = .015				24.56		p = .005				37.07		p = .057

		Race																												Non-Muslim Women		21.88						44.00						19.69						40.31

				White		3.93						3.96						3.53												Non-Muslim Men		24.33						43.33						21.83						39.94

				Black		3.90						3.83						3.45

				Hispanic		3.91		F = .991				3.86		F = 2.261				3.59		F = 1.232								Age

				Asian		3.91		p = .423				4.09		p = .047				3.52		p = .292										< 24 years		24.47		t = -1.488				42.83		t = 1.654				21.25		t = -3.220				39.18		t = 1.650

				Bi/Multi-Racial		3.73						3.67						3.27												25 and older		26.25		p = .139				40.71		p = .100				25.21		p = .002				36.92		p = .101

				Other		3.75						3.67						3.35

		Political Party

				Republican		4.00		F = 2.972				4.03		F = 2.997				3.58		F = 1.309

				Democrat		3.85		p = .019				3.83		p = .018				3.48		p = .265

				Independent		3.75						3.87						3.33

		Class

				Freshman		3.94						3.94						3.55

				Sophomore		3.83		F = 1.776				3.88		F = 1.878				3.46		F = 1.400

				Junior		3.99		p = .132				4.05		p = .009				3.59		p = .232

				Senior		3.86						3.78						3.45

		Major

				Criminal Justice		3.94		F = 1.789				3.95		F = 1.150				3.56		F = 2.618

				Other		3.88		p = .182				3.89		p = .284				3.46		p = .106

		Religion

				Protestant		3.95						3.92						3.59

				Catholic		3.94		F = 2.649				3.95		F = 1.487				3.55		F = 3.590

				Other		3.76		p = .048				3.79		p = .217				3.31		p = .014

				Don't Know		3.88						3.99						3.46

		Location

				Texas		3.90		F = .497				3.88		F = 3.035				3.52		F = .002

				California		3.93		p = .481				3.98		p = .082				3.51		p = .965
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Regression

				Table 7

				Factors Related to Receptivity of Information and Mutability of Death Penalty Support

				OLS Regression Results

								MODEL I										MODEL II

								Receptivity to Information among Supporters										Mutability of Death Penalty Attitudes among Supporters

								B		Beta				S.E.				B		Beta				S.E.

		Gender (Male)						-.157***		-.132				.046				.026		.004				.020

		Race

				Black				.116		.043				.108				.042		.032				.047

				Hispanic				.071		.048				.066				.058		.008				.029

				Asian				.037		.016				.095				.050		.045				.042

				Bi/Multi-Racial				-.068		-.028				.094				-.035		-.029				.041

		Political Party

				Republican				-.185***		-.155				.054				-.017		-.030				.024

				Independent				.011		.005				.087				-.060		-.056				.038

				Other				-.358***		-.112				.125				-.041		-.026				.055

		Class

				Freshman				.136**		.104				.065				.059**		.091				.029

				Sophomore				.181***		.132				.068				.021		.032				.030

				Junior				.097		.072				.068				.023		.034				.030

		Criminal Justice Major						-.072		-.061				.051				-.087		-.015				.022

		Religion

				Protestant				-.040		-.033				.055				.065		.011				.024

				Other				-.072		-.045				.068				-.027		-.034				.030

		Location (Texas)						-.153**		-.126				.058				-.043		-.072				.025

		Value Expressive Attitude						-.314		-.314				.248				-.316***		-.645				.109

		Support Orientations

				Retributive				.094		.100				.125				.121**		.261				.055

				Justice				.023		.028				.075				.017		.043				.033

				Restorative				.079		.104				.073				.084***		.227				.032

		Receptivity																.220***		.448				.018

				R2				0.162										0.333

		Constants: Race: White; Class Status: Senior; Political Party: Democrat; Religion: Catholic

				*** p < .01     ** p < .05     * p < .10
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CAUSES

Causes of Mental Illness

Sorcery 7.6% 14.3% 19.2%

3.519

0.172

Psychological 90.9% 87.0% 84.6%

1.122

0.571

Biological 60.6% 63.6% 65.4%

0.302

0.860

Personality 33.3% 29.9% 34.6%

0.368

0.832

Psychic 4.5% 6.5% 0.0% 3.376 0.185

Trauma 4.5% 2.6% 3.8% 0.403 0.817

Family/Friends

12.1% 2.6% 0.0% 10.458 0.005

Environment 7.6% 9.1% 0.0% 4.791 0.091

Society 1.5% 3.9% 3.8% 0.816 0.665

Other 3.0% 3.9% 5.8% 0.568 0.753

Control of Exterior Force/Spirit

7.7% 4.0% 13.5% 3.819 0.148

TREATMENTS

Most Effective Treatment

Spiritual 13.6% 14.3% 9.6% 0.665 0.717

Westernized 90.9% 90.9% 82.7% 2.572 0.276

Holistic 22.7% 22.1% 25.0% 0.156 0.925

Religious 28.8% 44.2% 40.4% 3.743 0.154

Other 7.6% 5.2% 9.6% 0.934 0.627

Most Likely to Pursue Treatment 12.553 0.014

Females 29.7% 39.7% 28.0%

Males 14.1% 0.0% 6.0%

Both 56.3% 60.3% 66.0%

Table 8

Beliefs About Causes of and Treatment for Mental Illness

By Level of Education 
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		Table 8

		Beliefs About Causes of and Treatment for Mental Illness

		By Level of Education 



						HS or Less		College		Grad Deg

						%		%				X2		p



		CAUSES



		Causes of Mental Illness

				Sorcery		7.6%		14.3%		19.2%		3.519		0.172

				Psychological		90.9%		87.0%		84.6%		1.122		0.571

				Biological		60.6%		63.6%		65.4%		0.302		0.860

				Personality		33.3%		29.9%		34.6%		0.368		0.832

				Psychic		4.5%		6.5%		0.0%		3.376		0.185

				Trauma		4.5%		2.6%		3.8%		0.403		0.817

				Family/Friends		12.1%		2.6%		0.0%		10.458		0.005

				Environment		7.6%		9.1%		0.0%		4.791		0.091

				Society		1.5%		3.9%		3.8%		0.816		0.665

				Other		3.0%		3.9%		5.8%		0.568		0.753



		Control of Exterior Force/Spirit				7.7%		4.0%		13.5%		3.819		0.148





		TREATMENTS



		Most Effective Treatment

				Spiritual		13.6%		14.3%		9.6%		0.665		0.717

				Westernized		90.9%		90.9%		82.7%		2.572		0.276

				Holistic		22.7%		22.1%		25.0%		0.156		0.925

				Religious		28.8%		44.2%		40.4%		3.743		0.154

				Other		7.6%		5.2%		9.6%		0.934		0.627



		Most Likely to Pursue Treatment										12.553		0.014

				Females		29.7%		39.7%		28.0%

				Males		14.1%		0.0%		6.0%

				Both		56.3%		60.3%		66.0%
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STIGMATIZING ATTITUDES ABOUT OUTCOMES

Aggressive/Violent 15.9% 2.7% 11.8% 7.337 0.026

Highest Level of Education for MI

7.377 0.287

High School or Less 26.2% 20.5% 15.7%

Bachelors Degree 12.3% 8.2% 3.9%

Graduate Degree 12.3% 6.8% 13.7%

Irrelevant 49.2% 64.4% 66.7%

Mean Mean Mean

F p

ATTITUDES ABOUT APPROACHES

CAMI Subscales

Authoritarianism 25 24.4 25.6 0.486 0.616

Benevolence 42.9 43.5 41.1 2.231 0.110

Social Restrictiveness 21.8 21.5 23.3 1.111 0.332

Community MH 39.5 39.7 37.4 2.031 0.134

EMIC

26 25.7 27.7 0.469 0.626

Table 9

Stigmatizing Attitudes About Outcomes For and Responding to People With Mental Illnesses

By Education Level
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		Table 9

		Stigmatizing Attitudes About Outcomes For and Responding to People With Mental Illnesses

		By Education Level



						HS or Less		College		Grad Deg

						%		%				X2		p





		STIGMATIZING ATTITUDES ABOUT OUTCOMES



		Aggressive/Violent				15.9%		2.7%		11.8%		7.337		0.026



		Highest Level of Education for MI										7.377		0.287

				High School or Less		26.2%		20.5%		15.7%

				Bachelors Degree		12.3%		8.2%		3.9%

				Graduate Degree		12.3%		6.8%		13.7%

				Irrelevant		49.2%		64.4%		66.7%



						Mean		Mean		Mean		F		p



		ATTITUDES ABOUT APPROACHES



		CAMI Subscales

				Authoritarianism		25		24.4		25.6		0.486		0.616

				Benevolence		42.9		43.5		41.1		2.231		0.110

				Social Restrictiveness		21.8		21.5		23.3		1.111		0.332

				Community MH		39.5		39.7		37.4		2.031		0.134



		EMIC				26		25.7		27.7		0.469		0.626










