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Attribution theory suggests that
beliefs about the causes of
mental disorders have an in-

fluence on stigmatizing attitudes and
behaviors toward persons with men-

tal illness. Findings from attribution
theory–informed studies have impli-
cations for antistigmatization efforts,
in which education about causation is
typically a central strategy for reduc-

ing negative attitudes toward people
with mental disorders (1–6).

Research on causation is informed
by a central tenet of attribution theo-
ry suggesting that a person with a
mental disorder will be perceived rel-
atively more favorably when the
cause of the disorder is seen as out-
side of the individual’s control (such
as a biological, genetic, or environ-
mental cause) and, conversely, that
such a person will be perceived more
negatively if he or she is seen as
somehow causing the condition
through a lack of willpower or effort
or some other moral failing (7–10).
Although predictions derived from
attribution theory are supported for
the most part, findings regarding at-
tribution to genetic or biological
causes are mixed. In some studies, at-
tribution to biological or genetic
causes was associated with less nega-
tive perceptions (8,11), but in others,
genetic or biological causal attribu-
tions were associated with more neg-
ative perceptions (10,12–14), per-
haps because behavior arising from
these factors is likely to be perceived
as serious, persistent, or difficult to
control (9,10,12–15).

Research on beliefs about the caus-
es of mental disorders documents
variation across cultures (10,16,17)
and between cultural groups within
Western societies (16,18–21). Anti-
stigmatization efforts that include a
focus on causal attributions may thus
require sensitivity to subpopulation
differences in beliefs about causation.
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Objective: Children’s causal attributions about childhood mental health
problems were examined in a national sample for prevalence; relative
stigmatization; variation by age, race and ethnicity, and gender; and
self-report of a diagnosis of depression or attention-deficit hyperactivi-
ty disorder (ADHD). Methods: A national sample of 1,091 children were
randomly assigned to read vignettes about a peer with depression,
ADHD, or asthma and respond to an online survey. Causal attributions
and social distance were assessed, and correlations were examined. Lo-
gistic regression models for each causal item tested main effects and in-
teraction terms for conditions, demographic characteristics, and self-re-
ported diagnosis. Results: The beliefs that parenting, substance abuse,
and low effort caused the condition were all strongly intercorrelated
and were moderately correlated with social distance. The depression
condition was the strongest predictor of endorsement of the most stig-
matizing causal beliefs. Stigmatizing causal beliefs were evident for
ADHD, but with more modest effects. Children who reported a diagno-
sis were more likely to endorse parenting and substance abuse as caus-
es (attenuated for ADHD). Modest to moderate effects were found for
variation in causal beliefs across ethnic groups. Conclusions: This study
demonstrated a consistent presence of stigmatization in children’s be-
liefs about the causes of childhood mental health problems. Low effort,
parenting, and substance abuse together tapped a moralistic and blam-
ing view of mental health problems. The results reinforce the need to
address stigmatization of mental disorders and the relative stigmatiza-
tion of different causal beliefs. The findings of variation by ethnicity and
diagnosis can inform and target antistigmatization efforts. (Psychiatric
Services 60:950–957, 2009)



Although there is a small body of
literature about exploring causal at-
tributions among people who have
mental illnesses (22–24), there ap-
pears to be only one study that com-
pared these attributions with those of
the general public (23). In that study,
people with mental illness were
much more likely than the general
public to make negative causal attri-
butions, for example, seeing their
condition caused by their “own bad
character” (25).

Comparatively little research has
examined causal beliefs among chil-
dren and adolescents. Existing stud-
ies are typically small, and few have
explored differences by sex or by race
and ethnicity, even though these vari-
ables have proven significant in stud-
ies that focused generally on chil-
dren’s perceptions of peers with
emotional or behavioral difficulties
(5,26–28). This limited body of re-
search indicates that children gener-
ally endorse the same types of causes
of mental illness or emotional and
behavioral disorders as adults, in-
cluding genetic or biological causes
and stress or trauma (5,29–31). Avail-
able evidence also suggests that, like
adults, children tend to have more
negative views of peers whom they
see as responsible for their problem-
atic behavior (29,32–35) and more
positive views of peers whose diffi-
culties are caused by life stress (36).

In the study reported here, we used
data from the first national study of
children’s attitudes toward peers with
mental health problems to examine
beliefs about causation. Earlier analy-
ses of data from the same source ex-
amined stigmatization generally and
found marked stigmatization of de-
pression and attention-deficit hyper-
activity disorder (ADHD) compared
with asthma, with depression general-
ly more stigmatized than ADHD
(28). The level of stigmatization was
relatively consistent across most de-
mographic variables. This study built
on these earlier analyses in examining
young people’s beliefs about the caus-
es of depression and ADHD, the
most commonly diagnosed emotional
and behavioral disorders among chil-
dren (37,38). Seven well-studied and
theoretically meaningful causes were
identified from the literature and

used in this study: parenting, sub-
stance abuse, lack of effort, genetics,
brain differences, God’s will, and
stress.

Although this study was informed
by attribution theory and related re-
search, the limitations of the existing
literature made the formulation of
specific hypotheses difficult. As a re-
sult, an exploratory approach was
used to address the primary research
question: what are the factors associ-
ated with endorsement of the various
causal beliefs? The independent vari-
ables tested were condition (ADHD
and depression), age, sex, race and
ethnicity, and whether the respon-
dent reported having received a diag-
nosis of the target condition.

To help clarify the meaning of the
primary analyses, we explored two
preliminary research questions. First,
as evidence of the relative stigmatiza-
tion of the causal attributions, what is
the correlation of each of the seven
causation items to social distance, the
most widely used stigmatization con-
struct (39–42)? Second, what is the
interrelationship of the causation
items?

Methods
The survey was administered online
in 2006 by the polling firm Harris In-
teractive, which maintains a panel of
more than six million members who
have agreed to participate in its sur-
veys. Harris Interactive is a member
organization of the Council of Ameri-
can Survey Research Organizations
and thus adheres to its code of ethics
(43), which prescribes specific pro-
tections for survey respondents. Pro-
cedures include written informed
parental consent and child consent or
assent. The institutional review board
at Portland State University certified
that the study met the criteria for a
secondary analysis and provided a
waiver of review.

Children of adult panel members
were recruited into the panel with
parental permission and ranged in
age from eight to 12. Youth panel
members aged 13 and over were ei-
ther recruited in a similar manner or
else directly, via e-mail. Randomly se-
lected youth panel members were in-
vited by e-mail to participate in the
survey. For children under 13, an in-

formational e-mail was first sent to
the parent panel member, who then
allowed the child to participate. Re-
sponses were gathered until U.S.
Census–based demographic targets
were approximated. The data were
then weighted for age and sex to
bring them in line with their propor-
tions in the general population.
Weighted samples from the Harris
Interactive panels have provided data
that are comparable with data from
random samples of general popula-
tions (44,45). Table 1 shows the cor-
respondence of the weighted and un-
weighted sample of 1,318 children
and adolescents to the U.S. child pop-
ulation. Because of the cognitive
complexity of the items, the eight-
and nine-year-olds were not asked
about causation; the analysis there-
fore used the data from 1,091 respon-
dents aged ten and older.

Survey respondents were randomly
assigned to one of three survey ver-
sions, each with a focus on depression,
ADHD, or asthma. The first two con-
ditions were chosen because of the
likelihood that children and adoles-
cents between ages eight and 18 would
have had contact with peers who had
these emotional and behavioral condi-
tions. Asthma, a physical illness, was
used as a comparison condition.

The study survey was developed
collaboratively by children’s mental
health researchers, staff from Harris
Interactive, and young people with
emotional and behavioral disorders.
The first section of the survey in-
cludes a brief vignette about Michael,
a young person who has the target
condition. Respondents are asked to
imagine that Michael is a student in
their class and that, because of this
condition, Michael sees a doctor, has
been in the hospital several times,
and spends part of the school day in
special classes or activities. Respon-
dents then answer a series of ques-
tions about Michael, including ques-
tions about what might be causing
Michael’s condition and about peer
preferences for social distance from
Michael.

Measures
Causal beliefs were assessed with
seven items parallel to those used in
studies of adults (8,40,46). Respon-
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dents were also asked whether a
psychologist or physician had ever
given them a diagnosis of the target
condition.

This study used an adapted version
of the Social Distance Scale (SDS),
which asks respondents to rate their
willingness to interact with people
with mental illness in different situa-
tions. The published reliability of the
SDS ranges from .75 to .92 (39). For
this study, the SDS was adapted to re-
flect situations more typical of child-

hood; for example, the item asking
about willingness to “work with” a
person was changed to “work on a
school project with.” The adapted
five-item scale had very good reliabil-
ity (α=.89).

Based on theoretical considera-
tions and examination of the distribu-
tions of the items, Likert scale items
were dichotomized by collapsing re-
sponses that indicated agreement
(for example, maybe and yes respons-
es were recoded as 1, and no was re-

coded as 0). The nondichotomized
variables were used for the computa-
tion of correlations.

Analysis
Correlations were computed be-
tween social distance and the seven
causation items. Scaling of causation
items was explored, but no parsimo-
nious scale summary of the seven
causation items was found, so the in-
dividual items were used in further
analyses. Hierarchical logistic regres-
sion models were constructed for
each causation item, with main ef-
fects entered in step 1 and interaction
terms in step 2. Age, sex, race or eth-
nicity, target condition, and diagnosis
were entered simultaneously in step
1. To arrive at a parsimonious final
model, step 2 used backward removal
to test 15 theoretically selected terms:
the interaction of condition (depres-
sion or ADHD) with each demo-
graphic variable and with diagnosis
and the interaction of race or ethnici-
ty and gender.

Results
Table 2 shows the percentages of re-
spondents in each condition who en-
dorsed the causation items and re-
ported having received a diagnosis of
that condition. Tests of significance
are not reported for these bivariate
relationships because the relation-
ships were tested later in the multi-
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Correspondence of weighted and unweighted samples of youths to the U.S.
child population

Harris Interactive sample (N=1,318)a

U.S. census Weighted Unweighted

Characteristic Nb % N % N %

Age
8–11 16.69 37.3 463 35.1 507 38.5
12–14 12.21 27.3 365 27.7 323 24.5
15–18 15.83 35.4 490 37.2 488 37.0

Gender
Male 37.06 51.3 674 51.1 615 46.7
Female 35.23 48.7 644 48.9 703 53.3

Race or ethnicity
White 44.02 61.2 — — 779 59.1
African American 10.59 14.8 — — 199 15.1
Asian or Pacific Islander 2.54 3.6 — — 49 3.7
Hispanic or Latino 12.34 17.0 — — 234 17.8

a Data were weighted to U.S. Census 2000–based targets for age and sex but not for ethnicity.
b Data are in millions.
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Respondents reporting a diagnosis and endorsing the causation itemsa

All Depression ADHD Asthma
(N=1,091) (N=339) (N=380) (N=372)

Attribution area and item N % N % N % N %

Diagnosis: Has a doctor or psychologist ever said
that you have [target condition]? 187 17 39 12 58 15 90 24

Causation: Do you think any of these things could be
part of the cause of Michael’s condition?

Parenting: Michael’s parents are not raising him right. 372 34 197 58 120 32 54 15
Substance abuse: Michael abuses drugs or drinks alcohol. 357 33 214 63 77 20 65 18
Low effort: Michael is not trying hard enough to get better. 254 23 116 34 88 23 49 13
Genetics: Michael’s parent or other members of

Michael’s family have the same condition. 915 84 272 80 313 82 330 89
Brain differences: Michael’s brain works differently

than a normal brain does. 979 90 303 89 347 92 328 88
God’s will: It’s God’s will. 611 56 138 41 236 62 237 64
Stress: Michael has experienced more stressful events

in his life than most do. 801 73 316 93 246 65 240 65

a Items were presented after respondents received a vignette about Michael, who had depression, ADHD, or asthma.



variate logistic analysis. Within each
of the three conditions, participants
were asked if they had ever received
a diagnosis of that condition. More
children reported diagnoses of ADHD
than depression. Three causation
items (parenting, substance abuse,
and low effort) were endorsed by
markedly higher proportions of chil-
dren given the depression vignette
(compared with ADHD or asthma
conditions). These items were also
rated higher by those in the ADHD
condition than those in the asthma
condition. Genetics and brain differ-
ences were consistently endorsed by
80% to 90% of respondents across
conditions. Stress was endorsed at
high rates across conditions, with a
very high proportion in the depres-
sion condition. Just over half of the
participants (56%) thought it likely
that Michael’s condition was due to
God’s will, with a lower proportion
(41%) in the depression condition
endorsing that cause.

Table 3 shows the correlations be-
tween the causation items and be-
tween the causation items and social
distance. There was a convergence
of strong correlations among parent-
ing, substance abuse, and low effort.
In addition, stress had small to medi-
um correlations with those three
items. More modest convergence
was found for genetics and brain dif-
ferences, with a small to medium
correlation. Small correlations were
observed between God’s will and ge-
netics and God’s will and low effort.

Three items—genetics, brain dif-

ferences, and God’s will—had no as-
sociation with social distance. Using
Cohen’s (47) guidelines for inter-
preting correlation coefficients, we
found that three causation items had
small to medium correlations with
social distance: parenting, substance
abuse, and low effort. A small corre-
lation was observed between social
distance and stress.

Table 4 shows the logistic regres-
sion results for each causation item as
a dependent variable (step 1 is the
main-effects analysis; step 2 is the in-
teraction model). All of the models
were significant at p<.001, except the
main-effects models for brain differ-
ences (not significant) and genetics
(p<.01). The Nagelkerke approxima-
tion of R2 underestimates the multi-
ple associations of the independent
variables to the dependent variable
(48). Therefore, the R2 approxima-
tion should be viewed as a very con-
servative estimate of the effect size
for the model. Nagelkerke R2 values
ranged from small to moderate.

The strongest main effect for six of
the models was the depression con-
dition. Asthma was the comparison
condition. The size of these effects
ranged from very large—nearly ten
times more likely to endorse parent-
ing as a cause of depression—to
small to medium—half as likely to
endorse genetics (effect size inter-
pretations according to Rosenthal’s
[49] guidelines for odds ratios). In
addition to the very large effect of
parenting, large effects were found
for respondents who were given the

depression vignette, who were more
likely to endorse substance abuse,
low effort, and stress as causes. Ef-
fects for the ADHD vignette were
smaller and present in fewer models.
Participants in the ADHD condition
were more likely to endorse parent-
ing and low effort and less likely to
endorse genetics.

Those who reported a diagnosis of
depression or ADHD were more
likely to attribute the condition to
parenting and substance abuse
(small to medium effects). In the
parenting interaction model, those
who reported a diagnosis of depres-
sion or asthma were 2.5 times more
likely to endorse parenting, but this
effect did not hold true for children
diagnosed as having ADHD. A simi-
lar pattern of main and interactive
effects was found in the low-effort
interaction model.

For race or ethnicity, the compari-
son group consisted of white youths
and youths of other racial or ethnic
backgrounds. Asian or Pacific Is-
landers were nearly three times more
likely than youths in the comparison
group to endorse parenting and stress
as causes (small to medium effects).
Hispanic youths were 1.5 times more
likely to endorse parenting and low
effort. African-American respondents
were approximately half as likely as
the comparison group to endorse low
effort. In the interaction term model,
youths who were Asian or Pacific Is-
landers were 2.5 times more likely to
endorse genetics across conditions,
with a very strong effect (ten times
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Interrelationships of the causation items and correlations with social distance

Substance Brain
Variable Parenting abuse Low effort Genetics differences God’s will Stress

Causation item
Parenting —
Substance abuse .586∗∗∗ —
Low effort .530∗∗∗ .447∗∗∗ —
Genetics –.019 .063∗ –.059 —
Brain differences –.158∗∗∗ –.106∗∗∗ –.075∗ .202∗∗∗ —
God’s will –.015 –.047 .081∗∗ .121∗∗∗ .076∗ —
Stress .255∗∗∗ .329∗∗∗ .192∗∗∗ .048 .134∗∗∗ .022 —

Social distance .208∗∗∗ .203∗∗∗ .149∗∗∗ .015 –.025 .044 .089∗∗

∗p<.05 (two-tailed)
∗∗p<.01 (two-tailed)

∗∗∗p<.001 (two-tailed)



more likely) to endorse genetics as a
cause of ADHD.

As causes of depression, Hispanic
children were four times more likely
than the comparison group to en-
dorse parenting and five times less
likely to endorse brain differences.
Hispanic children were also three
times more likely than the compari-
son group to endorse parenting and
nearly five times more likely to en-
dorse genetics as causes of ADHD.
A main effect for Hispanic youths to
be twice as likely to endorse stress as
a cause did not hold true for Hispan-
ic girls (Hispanic × female interac-
tion term indicated that endorse-
ment was half as likely).

Girls were more likely to endorse
stress, the one significant effect of gen-
der. Age of participants was associated
with increased likelihood to attribute
Michael’s condition to substance abuse
(10% increase per year older). The
probability decreased 10% for each

year older for endorsing genetics,
brain differences, and stress as a cause.

Respondents were 2.5 times less
likely to attribute depression to
God’s will, and African-American
and Hispanic children were roughly
twice as likely as the comparison
group to endorse God’s will (medium
effect sizes). In the interaction mod-
el, Hispanic children overall were
three times more likely to endorse
God’s will, but this effect was almost
entirely attenuated for Hispanic girls
(2.5 times less likely).

Discussion
The beliefs about the causes of de-
pression and ADHD were associated
with varying levels of stigmatization.
We used the face-valid meaning of
items, correlations with social dis-
tance, and intercorrelation of the
causal beliefs to interpret the degree
of stigmatization inherent in each
causal belief. The item on low effort

had high face validity as a stigmatiz-
ing causal belief. One-third to one-
quarter of the respondents agreed
that not trying hard enough to get
better was a cause of Michael’s de-
pression or ADHD. Thus, for a child
with depression or ADHD, at least
one in four peers believes the child is
to blame for the condition.

There was further evidence of
stigmatization in the small to medi-
um correlations of parenting and
substance abuse with social distance,
and both had strong correlations
with low effort. The stigmatizing
meaning of low effort, parenting,
and substance abuse converged with
similar research for adults (8). The
strong intercorrelation of these three
items reflects an underlying con-
struct of an individualistic, moralis-
tic, and blaming view of the causa-
tion of mental health difficulties.
This result is consistent with previ-
ous attribution theory–based re-
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Odds ratios from logistic regression models for predicting children’s causal beliefs about target conditionsa

Dependent variable

Substance Brain
Parenting use Low effort Genetics differences God’s will Stress

Step Step Step Step Step Step Step Step Step Step Step Step Step Step 
Independent variable 1 2 1 2b 1 2 1 2 1 2 1 2 1 2

Condition
Depression 9.7∗∗∗ 8.0∗∗∗ 8.1∗∗∗ — 3.9∗∗∗ 5.3∗∗∗ .5∗∗ .5∗∗ 1.2 1.6 .4∗∗∗ .4∗∗∗ 7.3∗∗∗ 7.4∗∗∗

Attention-deficit hyperactivity
disorder (ADHD) 3.0∗∗ 2.8∗∗∗ 1.3 — 2.2∗∗∗ 3.0∗∗∗ .5∗∗ .3∗∗∗ 1.3 1.0 .9 .9 .9 .9

Diagnosis 1.8∗∗ 2.5∗∗∗ 1.5∗ — 1.4 2.8∗∗ .9 .9 .8 .8 1.1 1.1 .9 .9
Ethnicity or race

African American .7 .8 .9 — .6∗ .6∗ 1.0 .7 .7 .5∗ 2.3∗∗∗ 1.5 1.4 1.4
Asian or Pacific Islander 2.9∗∗ 2.9∗∗ 1.7 — 1.1 1.1 .9 .4∗ .5 .5 1.1 1.1 2.7∗ 2.9∗

Hispanic 1.5∗ .7 1.0 — 1.5∗ 1.5∗ 1.6 .9 1.0 1.9 1.8∗∗ 3.0∗∗∗ 1.4 2.1∗∗

Female 1.0 .9 1.3 — .8 .8 .9 .9 .9 .9 1.2 1.3 1.2∗∗ 1.4∗

Age 1.0 1.0 1.1∗∗∗ — 1.0 1.0 .9∗ .9∗ .9∗ .9∗ 1.0 1.0 .9∗∗ .9∗∗

Interaction
Depression × diagnosis — — .3∗ — — — —
Depression × Hispanic 4.0∗∗ — — — .2∗∗ — —
ADHD × diagnosis .4∗ — .3∗ — — — —
ADHD × African American — — — 2.7∗ 4.4∗ — —
ADHD × Asian or Pacific 

Islander — — — 10.1∗ — — —
ADHD × Hispanic 3.1∗ — — 4.8∗∗ — — —
Female × Hispanic — — — — — .4∗ .5∗

Nagelkerke R2 .22 .23 .26 — .09 .10 .03 .06 .02 .05 .09 .11 .17 .17

a Step 1 is the main-effects analysis; step 2 is the interaction model. The baseline or reference group for sets of indicator variables with three or more
categories were as follows: asthma (for condition), white (N=626) and other race or ethnicity (N=42) (for ethnicity or race).

b There were no significant interaction terms for this step.
∗p<.05

∗∗p<.01
∗∗∗p<.001



search that found blaming and
moralistic attributions associated
with higher stigmatization (7–10).

Endorsements of the three items
—low effort, parenting, and sub-
stance abuse—were four to 9.7 times
more likely in depression than in the
asthma condition. More modest ef-
fects were found for ADHD. In a
separate analysis of this data set, the
same three-step pattern of stigmati-
zation, depression more stigmatized
than ADHD and ADHD more stig-
matized than asthma, was found by
Walker and colleagues (28) in nega-
tive and positive attributes, social
distance, and family attitudes.

Studies of adults have found mixed
evidence of stigmatization for beliefs
centering on biological or genetic
causes (8,10,13–15). In our study,
brain differences and genetics were
not associated with social distance.
However, brain differences had
small negative associations with the
moralistic and blaming causal attri-
butions of parenting, substance
abuse, and low effort. The causal at-
tribution of brain differences mod-
estly countered the moralistic causal
beliefs, but genetics was neutral.

Stress was modestly stigmatizing
(correlated with social distance, par-
enting, substance abuse, and low ef-
fort), in contrast to some previous
studies using attribution theory
(7,10,36). God’s will did not show a
correlation with social distance and
had small correlations with low ef-
fort, genetics, and brain differences.
There was some evidence that God’s
will tapped a fatalistic causal belief
that combines biologically based dif-
ference with personal weakness.

The clearest effects—the moralis-
tic causal attributions that were cor-
related with social distance and
much more likely for depression
and ADHD—were consistent with
previous attribution theory re-
search. However, the weaker ef-
fects—such as stress being modest-
ly stigmatizing—point to the com-
plexity of meaning in causal attribu-
tions. Although some children per-
ceive stress as an external cause,
raising genuine empathy for their
peer, other children may blame a
peer for not coping well with stress-
ful life circumstances.

The participants reported diag-
noses of depression at a slightly low-
er rate than prevalence estimates
(50) but reported ADHD diagnoses
at rates markedly higher than preva-
lence estimates (37,51). The discrep-
ancy of self-reported ADHD diagno-
sis and epidemiological estimates
may reflect growing awareness of
ADHD or that real-world diagnosis
of ADHD is less rigorous than epi-
demiological diagnosis.

As a main effect, reporting a diag-
nosis was associated with the moral-
istic causal beliefs (parenting, sub-
stance abuse, and low effort). This
likely reflects both children who are
struggling to understand the mean-
ing of having a diagnosis as well as
internalized stigmatization. In the
interaction model, most children
with an ADHD diagnosis were less
likely to endorse parenting, possibly
because of the widespread neurolog-
ical explanation for ADHD. Counter
to the pattern of internalized stigma-
tization, those with a diagnosis of de-
pression or ADHD were less likely
to endorse low effort.

Cultural emphasis on family and
religion was evident with Asian and
Pacific Islander youths’ and Hispan-
ic youths’ greater likelihood of en-
dorsing parenting and African-
American and Hispanic youths’
greater likelihood of endorsing God’s
will (52). There was modest evi-
dence that Asian and Pacific Islander
youths may have been more dis-
posed toward genetic causal beliefs
and that Hispanic youths may have
been less disposed toward biological
explanations. Further quantitative
and qualitative research will provide
a richer account of cultural variation
and mental health stigmatization;
however, these findings imply that
antistigmatization efforts should be
adapted to the racial and ethnic
composition of the target group to
synthesize the available evidence of
how cultural worldviews shape be-
liefs about mental health problems.

The findings should be considered
with several limitations in mind. The
diagnosis of a target condition was
based only on the child’s recall of re-
ceiving a diagnosis. The study relied
on self-report, and although the sam-
ple was drawn from and weighted to

national population targets, it is not a
probability sample. With Web-based
research, participants from lower so-
cioeconomic strata may be under-
represented because of lower rates
of Internet access. Finally, although
online surveys have been found to
compare favorably to other survey
methods (44,45,53), these studies
have been conducted almost exclu-
sively with adults.

Conclusions
These analyses are based on data
from the first large national study of
children’s stigmatization of other
children with mental health prob-
lems. Earlier analysis of prevalence
of social distance and negative attrib-
utes found marked stigmatization of
depression and ADHD (28). The
moralistic and blaming causal beliefs
found in this study provide further
evidence of stigmatization and
demonstrate how causal attributions
are related to other stigmatization
constructs such as social distance. 

The findings suggest that causal
beliefs are a promising target for
stigma reduction programs, in com-
bination with directly targeting other
stigma constructs, such as social dis-
tancing or disproportionate associa-
tions of mental disorders with dan-
gerousness (8,54). The modest to
moderate effects of ethnicity indi-
cate that culturally based beliefs
about mental illness should be con-
sidered in planning antistigmatiza-
tion programs. Professionals and
family members should also be
aware that children with ADHD or
depression may be more likely to
hold stigmatizing causal beliefs
about their own conditions. This in-
ternalized stigmatization should be
addressed in both prevention and
treatment efforts.
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