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Abstract

Fear appeals have long been one tool in the communication discipline’s strategy to
inform the public about health behaviors and conditions. More specifically, one fear appeal
framework, the Extended Parallel Process Model (EPPM), has received the lion’s share of
scholarly attention in the past few decades. However, this project posits that by increasing the
public’s perception of a health behavior’s threat and efficacy (the two prominent components of
the EPPM), that secondary audiences (those who do not participate in the specific health
behavior) may create or maintain stigma and other negative attitudes toward primary audiences
(those who do engage in the particular behavior). This research explores the relationships
between threat, efficacy, stigma, perceived responsibility for one’s behavior and health
outcomes, and discrimination via messages on two similar topics: smoking and vaping (using
electronic cigarettes).

The original aim of the study was to use an experimental design to manipulate secondary
audience perceptions of the threat and efficacy related of smoking and vaping behaviors and
cessation. However, the manipulation checks were only partially successful, so, instead, the
study utilized general threat and efficacy perceptions to examine relationships stigma as a
predominantly observational study. Additionally, two constructs and measures, responsibility
and stigma, were critiqued and explored for their robustness and predictive power, and
components of perceived responsibility were tested for mediation between perceived threat and
efficacy and stigmatization of people who smoke or vape. Finally, locus of control and selected
demographic variables were tested for potential differences in the amount of stigma or related

concepts assigned to others who smoked or vaped.
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Messages regarding smoking or vaping, along with measures for perceptions of threat,
efficacy, controllability, attributions, negative emotions toward people who engage in the
behavior, stereotypes about people who engage in the behavior, blame, and discrimination were
randomly disseminated to a large number of participants via Amazon’s MTurk. Using
correlations, multiple regression, and univariate analyses yielded partial support for the project’s
main premises. Although the smoking topic mostly produced null findings (perhaps because of
ceiling or floor effects), the vaping topic did demonstrate moderate relationships between threat
perceptions, responsibility constructs, stigma, blame, and discrimination for secondary
audiences. Responsibility perceptions also partially mediated the relationship between threat and
stigma. Efficacy was not associated with any of the aforementioned variables for either topic.
Finally, a new discrimination measure was investigated, responsibility did include controllability
and attribution perceptions, and additional variance was established by enhancing traditional
stigma scales with measures of negative emotions and stereotypical thoughts.

This dissertation discusses the rationales for the importance of considering ethical
dilemmas when communicating threat to the public, provides rationales for the proposed
hypotheses and research questions, explicates the methods used to collect and analyze data,
presents the specific findings, and discusses implications, future research, and limitations of the

project.
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Chapter One: Introduction and Overview
Chapter Overview

For over sixty years, fear appeals have enjoyed a great deal of attention in both scholarly
research and public application to persuasive messages (Larson, 2013; Mongeau, 2012).
However, less attention has been paid to the unintended negative consequences fear tactics may
have on particular populations. Some scholars have argued that certain persuasive strategies
employed by message designers can benefit some audience members, while creating unintended
consequences for others (Cho & Salmon, 2007; Guttman, 2001; Guttman & Thompson, 2011).
Although there has been work done on maladaptive fear appeal outcomes (e.g., issue and
message derogation, defensive avoidance, denial, reactance, and perceived manipulation (see
Popova, 2012), no research has yet focused on whether fear appeals potentially enhance or
reinforce stigma.

The Extended Parallel Process Model (EPPM) has long-been a popular framework for
fear appeals in health contexts. Thus, whether EPPM-framed messages enhance or reinforce
stigma is an important question. Further, the role of perceived responsibility for initiating and
continuing a health behavior, and consequences stemming from that behavior, may mediate
EPPM messages and stigma. Although employing the EPPM may be an effective persuasive
strategy for the dissuasion of many health behaviors, it should be more carefully considered for
its unintended effects before implementation; these messages’ potential to stigmatize and
marginalize may impact the very groups they are meant to assist.

As health scholars and message designers, we have an inherent duty to consider the
difficult ethical decisions that come with our field. We must repeatedly decide whether the

means to change health behavior justify the ends. Do we design messages that help a portion of



the population but harm another? What if the message not only hurts a segment of the
population, but that segment is the one that needs the most help?

Often, we consider the target audience, and sometimes individual-level or cultural factors
of that audience, before we design a health message. However, we do not as consistently
consider whether particular persuasive strategies work well for an individual condition or
behavior. Additionally, we often fail to consider how messages may indirectly affect our target
audiences via secondary audience exposure. As message designers we frequently default to
strategies that have been used repeatedly based on perceived tradition versus careful deliberation.
Not only does this risk desensitization to a specific approach, but what if this approach is no
longer making changes that are a balanced tradeoff for the potential harm they cause?

This dissertation will examine one persuasive framework that has been used for
innumerable health messages and topics: The Extended Parallel Process Model (EPPM). I argue
that it is possible that these fear appeals may reinforce stereotypes or stigma toward people
engage in a message-admonished behavior, or fail to adopt a recommended behavior, specifically
concerning “high risk” health topics. A message may be designed for prevention or cessation,
aimed toward a specific group or area, and/or targeted at people who have an illness or engage in
a risky behavior; however, much broader audiences see these messages. How do secondary
audiences (those for whom a message is not specifically designed) process fear appeals, and
what do they think of people who do engage in the risky behavior or who fail to change? How
does this affect the processes of individual or societal moral judgments and stigma assignment,
and how do these judgments ultimately affect the lives of the stigmatized group, as well as
broader community issues? These questions will be explored in this project, along with other

nuances of the message-to-stigma process.



Specifically, this project investigates how people respond to fear appeal messages about
smoking/electronic cigarette use when they do not enact these behaviors themselves. Exploring
these processes are important: stigma (and its internalization by the stigmatized) has been
correlated with lower self-esteem, substance use, poor physical, and mental health, and less
satisfaction with life (Corrigan, Kuwabara, & O’Shaughnessy, 2009; Corrigan, Markowitz,
Watson, Rowan, & Kubiak, 2003; Meisenbach, 2010). Stigma also hinders disclosure, reduces
treatment-seeking behaviors, and decreases motivation for behavior change (Earnshaw & Quinn,
2012). Thus, a cycle is created in which negative perceptions are continually reinforced by both
public attitudes and the reception of that attitude by the stigmatized. Ultimately, this research
will work toward suggesting new ideas for reaching audiences who participate in risky behaviors
while minimizing group marginalization and stigmatization and, thus, negative emotional and
health outcomes. The rest of this chapter will: first, explicate how public health communication
campaigns have unique ethical dilemmas that deserve attention; second, explain the ethics
unique to the EPPM; and third, outline the goals of this dissertation.

Public Health Communication Campaigns

Public and health communication campaigns come in many forms, utilize a variety of
channels, and use (or sometimes lack) theoretical underpinnings of various communicative
strategies. Public communication campaigns, more formally,

can be defined as purposive attempts to inform or influence the behaviors in large

audiences with a specified time period using an organized set of communication activities

and featuring an array of mediated messages in multiple channels generally to produce

noncommercial benefits to individuals and society (Rice & Atkin, 2013, p. 3).

Similarly, paraphrasing his piece with Storey in 1987, Rogers (1996) states



A communication campaign (a) is purposive, intended to cause specific human behavior

changes; (b) is aimed at a large number of individuals; (c) is conducted within a specified

period of time; and (d) involves an organized set of communication activities (p. 16).

According to campaign scholars such as Rice and Atkin (2013) and Rogers (1996), public
communication campaigns have key commonalities, but may be about any topic. Public health
communication campaigns (henceforth referred to as PHCs), more specifically, are a distinct
subset of communication campaigns that began to solidify in the early 1970’s (Rogers, 1996).
Rogers (1996) considers the Stanford Heart Disease Prevention Program (SHDPP) one of the
first coordinated and coherent health campaigns of its kind and an important benchmark of the
PHCs sub-discipline. This first collaborative effort between medical and communication scholars
led to SHDPP’s implementation in additional, larger cities, as well as created momentum for
other PHCs throughout national and global communities, eventually resulting in the large,
interdisciplinary, and public-health-oriented discipline as we currently recognize it (Bernhardt,
2004; Maibach, Abroms, & Marosits, 2007; Nelson, Brownson, Remington & Parvanta, 2002;
Parvanta, Maibach, Arking, Nelson, & Woodward, 2002). Combining science, medicine, health
education, health psychology, media, and communication has created a large body of health
communication scholarship. Public health communication literature has blossomed, advancing
theory and practice in many areas, including environmental health, policy, global health, media
effects, and public health campaigns (Abroms & Maibach, 2008; Bernhardt, 2004; Kreps, 2001;
Kreps & Maibach, 2008).

The Ethical Dilemmas of PHCs
Although PHCs have been employed in a number of settings and applied to myriad health

topics, many scholars have noted that PHC designers and practitioners walk a fine line of ethical



dilemmas, many of which are too often overlooked (e.g., Guttman, 2000; Guttman & Salmon,
2004; Cho & Salmon, 2007). By default, designing and implementing PHCs requires researchers
and organizations to perform value judgments for the public (Guttman, 2000; Parrot, 2004).
According to Seedhouse (1988), “work for health is a moral endeavor” (p. 14). However,
Seedhouse also states that working toward a healthier society should not be a “moral endeavor in
the sense of a crusade” (p. 14). Guttman (2000) rightly points out that health communication
often carries tones and insinuations of “right and wrong” as moral implications and asserts
ideologies like virtues and societal acceptance. More specifically, PHCs are often caught among
ethical dilemmas, although researchers rarely consider or reflect on these potential problems
(Guttman, 2000). For example, attempting to alter health behaviors may “vilify particular
behaviors, sanctify others, or inadvertently stigmatize certain members of society” (Guttman,
2000, p. 172).

Parrot (2004) advances a similar argument spanning topics from interpersonal, public,
and medical communication. She argues that communication is the core of all of our endeavors
to create a healthier society, but researchers often oversimplify this task and fail to consider
complex environmental and implicit messages (Parrot, 2004). Fleming (2007) asserts that
researchers and PHC promoters need to be more reflective of their own biases and value
judgments when designing messages. Specifically, he argues that by failing to examine our own
agendas, we may create messages that harm, rather than appropriately assist audiences (Fleming,
2007). Additionally, Levin (1987) argues when promoting societal goals, health interventions
may infringe on personal autonomy, independent decision-making, and individual privacy.

In addition to the moral consideration of how we communicate about health behaviors,

Rogers (1994) and Guttman (2000) also discuss the ethical dilemma of distribution: PHC



researchers and practitioners work under the auspices that health persuasion and messages are to
promote the public good, but whether beneficial results are equally distributed often lacks
substantial consideration. In agreement, Stephens (2010) states, “Many health promoters have
recognized that a focus on changing individual health behaviours [sic] actually increases
disadvantage by ignoring the social situation of health” (p. 994).

Overall, Ratzan (1994) states that we must use value judgments to determine when and to
what degree to use the most persuasive communication tactics, while considering the ethics of
applying these tactics to each unique health topic, message, and population. Summing up the
larger picture, Guttman (2000) concurs, stating “value judgments are performed in all facets of
an intervention. Inherently, they involve ethical considerations and raise ethical dilemmas” (p.
173).

The Persuasive Dilemma

There are two specific categories of these dilemmas that will be addressed in this project.
The first is what Guttman (2000) calls The Persuasion Dilemma (p. 175). By its very nature,
using various persuasive strategies is always defined by its difficulty in balancing autonomy with
the “greater good” (Guttman, 2000). PHCs collectively share a goal to promote health-positive
behaviors. However, the persuasive strategies often employed in these endeavors may benefit
some audiences (such as target audiences) and unnecessarily create fear and anxiety in others
(like non-target audiences) (Guttman, 2000). In fact, one popular strategy for PHCs is the use of
persuasive tactics to intentionally induce anxiety and fear among primary audiences (e.g., Witte,
1994). In other words, although facilitating these negative emotions may be a by-product, the

arousal of fear, anxiety, or uncertainty is also used for a purposive and targeted strategy. The



overlap between purposeful and unintentional fear and anxiety can result in message distribution
that is skewed and creates social pressure toward, and control of, particular populations.

Considering the breadth of the audience these messages may reach, it is important to
determine how secondary audiences view these messages, especially with respect to message-
induced reactions toward target audiences. A message’s primary goal may be cessation, and
when viewed by secondary audiences it also may bolster prevention efforts. However, how else
might secondary audience perceptions change toward the behavior or people who enact it? In this
sense, the potential for persuasion to slide toward manipulation is apparent, considering fear-
based strategies are employed to change perceptions and discourage autonomy and may increase
social pressure and control (Guttman, 2000). Salmon (1989) encapsulates the Persuasion
Dilemma by stating, “At the center of this [ethical] conflict is the fundamental tension between
social control and individual freedoms” (p. 19).

If using highly persuasive, but fear-, anxiety-, or guilt-inducing messages, is an ethical
quagmire, as Guttman (2000), Witte (1994), and Salmon (1989) argue, why are these strategies
so often employed in PHCs? According to Guttman (2000), one explanation is that target
populations often report the belief that these strategies would be potentially effective. However,
the question remains as to how optimal or ethical this tactic is, due to its nature of utilizing self-
reported audience weaknesses or susceptibilities (Guttman, 2000). Again, by employing
emotionally charged persuasive messages to control public perceptions, the line between
personal choice and social control becomes blurred. The difference in message distribution and
interpretation coupled with different audiences may lead to a situation in which those who are
already marginalized become more so by the social control established by the hegemonic group

and reinforced by the fear-based messages.



Inadvertent Harm

The second category of ethical dilemmas surrounding this project is termed Inadvertent
Harm (Guttman, 2000, p. 185), and is described as unintentionally causing negative outcomes
for either target or non-target populations. Although awareness of potential inadvertent outcomes
of PHC:s is present in the campaign literature, there is a dearth of research or in-depth discussion
on the topic (Guttman, 2000; Cho & Salmon, 2007). Recognizing that unintended effects were
acknowledged but understudied, Cho and Salmon (2007) responded to this gap stating, “The
understanding of the consequences of communication will neither be complete nor objective if it
is confined to intended effects” (p. 294).

Although research on inadvertent outcomes is severely lacking compared to studies on
the intended effects of PHCs, awareness of broad potential consequences have long-standing
roots in communication, as well as in other disciplines (Cho & Salmon, 2007). For example, the
mathematical model of communication (Shannon & Weaver, 1949) acknowledges that “noise”
can interfere with the sending and receiving of messages, altering intended meanings and
outcomes. Similarly, Schramm (1961) recognized the potential for unintended effects, based on
the premise that only message senders can be completely controlled. Within the mass
communication literature, scholars such as Westley and MacLean (1957) and Hovland (1959)
have acknowledged the potential for inadvertent outcomes.

Other disciplines have also shown awareness of the phenomenon of unintended effects,
or, at the least, of ideas that are similar in nature (Cho & Salmon, 2007). In psychology,
Hovland, Janis, and Kelly (1953) discussed boomerang effects, and Brehm (1966) theorized
psychological reactance. The medical discipline has long-recognized “iatrogenic effects,” or

negative outcomes created by a treatment (Illich, 1976). Despite the variety of disciplines that



have recognized or incorporated unintentional outcomes into their research, communication
continues to lack substantial study on these potential outcomes, with few exceptions (e.g.,
psychological reactance research; Guttman, 2000; Cho & Salmon, 2007). This study begins to
fill this gap.

Narrowed further, both Cho and Salmon (2007) and Guttman (2000) contend that
unintended effects are particularly important to understand and study within the context of PHCs.
This specific importance lies within the nature of PHCs; they are social actions that are designed
to persuade large numbers of people to change beliefs, attitudes, and behaviors regarding health
topics (Rogers, 1996; Rogers & Storey, 1987; Cho & Salmon, 2007). Overall, Cho and Salmon
(2007) offer these typologies and dimensions to help scholars identify, and possibly account for
or measure, unintended effects of PHCs. Obviously, many of these consequences are complex
and overlapping, and the authors intended the typologies to assist in identifying the primary
effect, although related effects are often observed together. The authors liken these consequences
to iatrogenic effects of medicine.

Health communication campaigns may not differ from the surgeon’s scalpel or

prescription drugs; the intention to improve health is behind all three of these, but none of

them are invulnerable to producing iatrogenic effects...But intricately woven into the
fabric of the everyday environment, the effects of communication may be more

permeable in society than those of medicine (Cho & Salmon, 2007, p. 311).

Certainly, these authors aim to heighten the awareness of PHC researchers and designers,
illuminating the power, and possible consequences, that communication holds.

PHC:s are particularly powerful as a form of mass communication and, increasingly, mass

mediated communication. Mass communication is defined as a message that is created and



disseminated by an individual or group and targeted toward a large number of people via a
number of possible media (Biaggi, 1999). Many PHCs now use a variety of mass communication
channels for their messages, reaching far more people than ever before. While billboards, radio,
television or magazine-published public service announcements have been popular mediums for
PHC:s for decades, they are now also considered “traditional” media (Brown & Bobkowski,
2011). In addition to traditional forms of media (e.g., billboards, flyers, posters, magazines,
radio, direct mail, and television), the new millennium has ushered in a new era of mass
communication and media. Now PHCs also appear in embedded Internet ads, YouTube Channels
and advertisements, social media, satellite radio, Internet television and movie programing, like
Hulu, and even video games (Brown & Bobkowski, 2011). Instead of a few television channels
that broadcast for a limited number of hours, our televised media has turned into thousands of
channels, both online and via cable, that broadcast twenty-four hours a week, 365 days a year.
Generations who have known nothing but this new and expansive media landscape have been
called the “constant contact” generation by some scholars (e.g., Clark, 2005).

Combining “old” and “new” media results in far-reaching PHCs, which are often, and
inevitably, viewed by people other than the campaign’s target audience. In some ways, this is
beneficial to PHC designers — people may share PHC messages with others in social media or
recommend PHC messages via online reviews, blogs, or tweets. These “shares” may reach
audiences that are “in need” of the message, gaining more exposure to target audiences than the
PHC designers could have achieved in prior decades. More so than ever, the PHC has the ability
to take on a “life of its own.” However, this also means PHCs are often viewed by audiences for
whom the message was not intended. Thus, this expansive reach also has ethical pitfalls; because

mass audiences now see and share PHCs more than ever before, we are obligated to consider the
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design of messages, what secondary audiences take away from these messages, and outcomes of
sharing messages (formally or informally) with other non-target audiences (in-group members).

According to Smith’s (2007) model of stigma communication, people do communicate
stigmatizing messages about illness or conditions to others in a given society, eventually creating
new social norms (and non-norms). Those who fall outside of these norms are not tolerated, and
society distances itself from these groups in a variety of ways (Smith, 2007). What we do not
know, however, is how messages, especially those designed to arouse emotions such as fear or
disgust, are encoded, processed, and interpreted by secondary audiences. Understanding
secondary audiences’ reactions toward fear appeal messages, and attitudes toward primary
audience members as an unintended outcome, may illustrate the initiation or reinforcement of
Smith’s model. Certainly, these secondary audience reactions could be unintended effects of
broad exposure to messages that repeatedly cast primary audiences in a way that creates or
promotes stigma in the eyes of secondary audiences. This is an especially pressing inquiry
considering the rise of new media and such far-reaching mass communication.

However, unintended effects are rarely studied for many reasons: First, many of these
effects do not become apparent for long periods of time, beyond when researchers introduce and
study their interventions; second, scholars design their studies under the assumption that the goal
is positive change and create their post-measures to reflect that assumption; finally, unintended
effects are complex, overlapping, and multi-dimensional, making it difficult for researchers to
determine for what effects they should be looking. This project’s goal is to examine if and how
fear appeals may create or reinforce the unintended effect of stigma. In addition, the discussion
chapter will consider how other, related, inadvertent effects (such as social norms or system

activation) may co-occur with stigma.

11



The EPPM and Ethical Dilemmas

The EPPM (Witte, 1992) is a framework used to design fear appeals, most often within
the realm of health communication campaigns. The model posits that in order to persuade people
to change their behaviors, messages must have two primary components: threat and efficacy.
Theoretically, when an audience perceives substantial threat from a behavior or condition, it
creates fear in that audience. If a strong efficacy message is also included, people turn to danger
control processes; in other words, people enact the recommended action to assuage their fear. If
an efficacy message is not present, people utilize fear control processes, methods of eliminating
the fear without changing the behavior.

The EPPM presents potential ethical dilemmas in two distinct ways. First, it may create
conditions of social control. If secondary audiences determine a health behavior to be bad, scary,
dangerous, or irresponsible based on exposure to fear appeals, social attitudes may shift
regarding those who do the behavior. If these attitudes are reinforced by repeated fear appeal
exposure, stigma, marginalization, and discrimination may occur, creating an atmosphere of
social control, pressure, negativity, or even hostility toward those who engage in the behavior.

One study (Lee & Cheng, 2010) examined the ethicality of anti-smoking messages using
Baker and Martinson’s (2001) framework, TARES, for analyzing the ethics of a campaign
messages. They found reliability to be good, coding over 800 anti-smoking messages using
TARES, which assesses messages for truthfulness, authenticity, respect for audience, equity, and
social responsibility. Messages were also coded for emotional appeal and frame to determine
which combination of message features scored highest on the TARES ethics scale. With respect
to inducing fear or anxiety, Lee & Cheng (2010) found that messages utilizing these emotions

scored the lowest on equity using the TARES framework for ethicality (Baker & Martinson,
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2001). These types of messages affected audiences differently, skewing the equity and
distribution of the anti-smoking efforts. In other words, it is possible that these appeals may
“preach to the choir” more so than assist audiences in the most need of help. Unfortunately, few
other scholars have taken advantage of this framework for assessing ethicality since its
development in 2001 (e.g., Coleman & Major, 2014; Lee, 2011; Lee & Nguyen, 2013), and most
of these pieces are in journals that specifically address ethics, such as The Journal of Mass
Media Ethics. Moving beyond these few studies, no research has focused on how the
questionable ethicality or distribution of fear appeals may affect secondary audiences or their
attitudes toward primary audiences.

Second, many unintended outcomes may inadvertently harm primary audiences through
the development or reinforcement of social stigma and control. These issues are particularly
important from a critical-cultural perspective; research on risky behaviors (such as smoking) has
shown marked differences between socio-economic status (SES), race, and perceived social
power (e.g., Bayer & Stuber, 2006). Groups of particular ethnicities, working class, SES, or
social power are already at risk for social control and marginalization and may incur
disproportionate inadvertent harm from social systems, messages, and discrimination.

Based on the specific conditions under which stigma occurs and may be defined, stigma
may occur as an unintended consequence to fear appeals through several of Cho and Salmon’s
(2007) typologies. Some commonly studied fear appeal consequences, such as defensive
avoidance, perceived manipulation, source derogation, denial, and reactance are what Cho and
Salmon (2007) label “boomerang” effects, and these have been studied, albeit scarcely, within
the EPPM literature (e.g., McMahan, Witte, & Myer, 1998; Popova, 2013; Umphrey, 2004;

Witte, 1994; Witte & Morrison, 1995; Witte & Morrison, 2000), as well as the social norming

13



literature (e.g., Campo & Cameron, 2006; Wechsler et al., 2003). However, these have all been
studied as outcomes for primary/target audiences. A campaign’s potential to influence stigma
production among secondary audiences has not been considered. Stigmatizing people who
engage in a particular health behavior (primary audiences) may occur through obfuscation, social
norming, culpability, social reproduction, or system activation (Cho & Salmon, 2007).

For example, social norming (as defined by Cho & Salmon, 2007) has been hailed as a
successful unintended effect in many ways. By changing public perceptions of what is healthy,
acceptable, or normal, society may slowly conform to new standards. A prime example is the
difference in smoking rates between the 1950’s and today. During 1954, over 45% of Americans
reported smoking (Sadd, 2008), however the Centers for Disease Control and Prevention (CDC)
now estimate that only 1 in 5 people smoke (approximately 20%; CDC, 2015). Overall,
Americans report a negative attitude toward smoking, a change that has slowly occurred over
decades. However, this strategy also potentially leads to stigma. As social norms change, those
who do not conform are marginalized and shamed (Goffman, 1963; Cho & Salmon, 2007).

Likewise, system activation (Cho & Salmon, 2007) creates a community in which
policies or other systems change in light of health information or a new norm. Those who argue
against these changes or do not comply are potentially targets of marginalization. This type of
social pressure may work to change behaviors (e.g., Kim & Shanahan, 2003; Yanovitzsky &
Stryker, 2001). However, Guttman (2000) argues this type of strategy is manipulative and
unethical. For example, Stuber, Galea, and Link (2008) found that antismoking policies (both
enacted by government and private businesses) heightened stigmatization of smokers, and
socially expressed disapproval corresponded to the marginalization and stigmatization of

smokers. Of more concern are the disparities in income, race, and education between smokers
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and nonsmokers; essentially, those being stigmatized are already those with the least power in
society (Bell et al., 2010; Stuber, Galea, & Link, 2008).

Using social pressure and stigma as a persuasive tool is the center of an active public
health debate. Although there have been some studies that have induced stigma (or the threat of
stigma) to induce fear and move people to act (e.g., Smith, Ferrara, & Witte, 2007), some public
health and communication scholars argue that stigmatizing groups is never acceptable. Some
risky behaviors are predominantly found in disadvantaged groups, and by stigmatizing these
groups or individuals we further contribute to health-related consequences, marginalization, and
disparities (Bell, Salmon, Bowers, Bell, & McCullough, 2010; Guttman, 2000; Stuber et al.,
2008). Others disagree, claiming that there may be situations or times in which, whether
intentionally or not, stigmatizing groups is morally defensible (e.g., Bayer, 2008). Most of this
debate has revolved around risky behaviors such as smoking, and social norming and system
activation as modes for change. Fear appeals like the EPPM naturally create fear and attitude
change through repeated exposure; this also means they naturally contribute to new norms, social
pressures, and controls.

Although several of Cho and Salmon’s (2007) unintended consequences, as well as other
theories, will be explored during potential explanations of study results, of particular interest to
this project is the unintended effect of culpability (Cho & Salmon, 2007). Smith (2007) uses a
similar term, personal responsibility, to describe public perception of how controllable a person’s
actions are. If they are deemed responsible, emotions such as anger and disgust are experienced
toward the stigmatized group or individual, and little pity or desire to help is present.

Guttman (2000) discusses the issue of responsibility, or culpability, as well, pointing out

that by making health a “value,” which all PHCs tend to do, this leads to a separation of the
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healthy and the sick. Further, Guttman states that this can be further divided into the perceptions
of the healthy, the responsible sick (those who had no control over their behavior or illness), and
the irresponsible sick (those who made choices leading them to poor health or risky behaviors).
In this way, emphasizing responsibility in a PHC can create health as a metaphor; those who
have it are worthy, and those who do not are unworthy. Essentially, promoting responsibility is
an ethical dilemma because this ties health to a value with a moral dimension, and can, thus, lead
to stigmatization of those perceived to be irresponsible. EPPM-framed health messages
inherently create implications of personal responsibility; if a behavior is dangerous and there is a
way to change it, then by not doing so a person is being irresponsible and is unworthy of help,
pity, or understanding.

This dissertation will focus on the specific unintended effects of responsibility,
stereotypes, stigma, and discrimination promoted or reinforced through fear appeals. Using
persuasion to create fear has numerous potential ethical pitfalls, as Guttman (2000) highlighted.
However, does the use of the Extended Parallel Process Model (EPPM) differ? The EPPM, as a
fear appeal, contains a threat component, but it also theoretically requires the inclusion of
efficacy (Witte, 1992; 1994). This efficacious portion of the message may help target audience
members manage their fear by changing their behavior. However, as Cho and Salmon (2007)
point out, PHC’s reach both target and nontarget audiences and these messages and resources are
often unequally distributed to those who need them least. The inclusion of efficacy may also
insinuate that a behavior is easy to change, but EPPM messages also tend to omit information
about the complexities of environment, addiction, and social groups. A simple threat message
coupled with an efficacy message often lacks contextual information and may ultimately

reinforce what secondary audiences already know, creating or reinforcing stigma based on these
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perceptions of and attitudes towards those who engage in the admonished behavior. As Guttman
(2000) asks,

How does one reconcile the use of persuasive appeals that on one hand serve to scare

people about potential hazards and thus raise their motivation to avoid it but on the other

hand may present a negative image of, label, and adversely affect the identity of others?

(p. 187)

Dissertation Goals and Contributions

This project consists of an experiment, as well as the development of adapted scales. It
will investigate whether the EPPM (particularly its two primary message features) create,
increase, or reinforce stereotypes and stigma assigned to people who enact an admonished risky
health behavior. For this project, people who do not engage in the behavior that a fear appeal is
addressing are secondary or non-target audiences, whereas people who do engage in the behavior
are considered primary or target audience. To be clear, the interest of this project lies in how
secondary audiences react toward primary audiences along dimensions of stigma and
discrimination, considering the ever-increasing potential for incidental exposure due to the
expansion and proliferation of mass media. Perceived responsibility is hypothesized as a
mediator between EPPM-framed health messages and outcomes like stigma, stereotypes, and
negative affect toward primary audiences, and interpersonal, social, and political outcomes.
Locus of control, socioeconomic status (SES), and ethnicity will also be examined to assess
differences on outcomes such as stigma, stigma-related variables, and dimensions of supportive
and helping outcomes, as well as to consider power differentials. Finally, new measures of
helping/discriminatory behavior and adapted measures of behavior-specific stereotype

endorsement will be created and tested for validity and reliability.
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This project will extend current stigma and communication scholarship in three distinct
ways. First, little research has explored the types of messages that initiate, reinforce, or create
health stigma or stereotypes. As such, this project will examine how a particular message design,
commonly utilized by health campaigns, may affect nonstigmatized populations’ beliefs,
affective responses, and behaviors toward groups that enact message-admonished risky health
behaviors. Second, stereotypes are theorized as an important part of the stigma and associated
discrimination. This project will collect stereotypes of people who engage in particular behaviors
and this qualitative data will be explored and analyzed to either produce new stereotype
endorsement scales or adapt existing measures for each behavior. Similarities and differences
between stereotypes for two different risky behaviors will be explored for potential theoretical
implications. Third, both Witte’s (1992) EPPM model, Smith’s (2007) piece on stigma, Weiner’s
(1995; 2006) work on social judgment theory will be considered and explored for the potential
relationships between stigma and responsibility perceptions. This dissertation will offer chapters
that review the literature on key concepts to this study, followed by hypotheses and rationales,
project design, and methodological and statistical approaches. The pretest will inform the main
study design, and results will be reported in chapter four. Finally, I will present a chapter on the
study’s scholarly and practical implications, trajectories for future study, and conclusions.
Included in this section will be how the results are situated within the broader context of PHC
ethics and unintended consequences.

Conclusion

This chapter outlined the broader issue of unintended consequences of health messages

and previewed stigma as an ethical dilemma. It also outlined the goals of this dissertation. The

next chapter will discuss the literature, as well as lay out hypotheses and research questions.
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Chapter Two: Literature Review, Hypotheses, and Research Questions
Chapter Overview

The Extended Parallel Process Model (EPPM) is a framework for fear appeals in health
contexts. Thus, whether EPPM-framed messages enhance or reinforce stigma is an important
question. Further, the role of perceived responsibility for initiating and continuing a health
behavior, and consequences stemming from that behavior, may mediate EPPM messages and
stigma. Although employing the EPPM may be an effective persuasive strategy for the
dissuasion of many health behaviors, it should be more carefully considered for its unintended
effects before implementation; these messages’ potential to stigmatize and marginalize may
impact the very groups they are meant to assist.

The Extended Parallel Process Model

Within the fear appeal literature, few frameworks have received as much attention as
Witte’s (1992; 1994) EPPM, which posits that message recipients will attempt to control either
their fear of a health behavior or the perceived danger associated with that health behavior.
Which route they enact, however, will depend on how the message is communicated. Witte
(1992) posits that a message should adequately communicate the threat of a behavior, as well as
an adequate and efficacious recommended response, in order to best motivate behavior change.

The threat proposed by the EPPM is comprised of two components: severity and
susceptibility. Assessing both of these components determines the magnitude of threat appraisal.
If the message is perceived as sufficiently threatening, it arouses fear (Witte, 1994). Like threat
appraisal, efficacy necessitates two specific message components, self- and response-efficacy
(Witte, 1992; Witte, 1994). The appraisal of both components is imperative in the determination

of the audience’s final response to the message (Witte, 1992).
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Following exposure to an EPPM message, recipients will engage in one of three types of
message processing (Roberto et al., 2011; Witte, 1994). Low-threat messages are likely to result
in dismissal. High threat messages lacking recommended response are likely to result in the
attempt to control the emotion of fear but not to change the actual behavior. Messages with a
balance of both threat and recommended response are most likely to result in behavioral change
(danger control). Thus, it is the appropriate balance of threat and recommended response that are
most likely to affect positive behavioral change in message recipients (Roberto, et al., 2011;
Witte, 1992; 1994; 1998).

Scare tactics have made their way into the norm of mainstream health messages for many
health behaviors (for example see de Hoog, Stroebe, & de Wit, 2005; Witte & Allen, 2000).
Although fear appeals abound within health campaigns, they may be effective for some health
behaviors, but have no effect on others. Perhaps more problematic are the unintended
consequences fear appeals may have on message recipients; if designed improperly, these
appeals can result in maladaptive responses such as denial, derogation, or reactance in primary
audiences (Maloney, Kapinksi, & Witte, 2011; Roberto et al., 2011; Witte, 1992, 1998). Whether
designed properly or not, audiences who are exposed to fear appeals, but who do not engage in
the target behavior (secondary audiences), may develop stigma towards those who do (Guttman
& Thompson, 2011). Worse, for those who do engage in the admonished behavior, research
shows that public assignment of stigma often leads to internalized stigma, resulting in poor social
and health outcomes (e.g., Cohen & Garcia, 2005; Earnshaw & Quinn, 2012; Meisenbach, 2010;

Quinn & Chaudoir, 2009; Stuber, Galea, & Link, 2008; Weiler & Crist, 2009).
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Stigma

Stigma has received relatively less attention in the communication literature than the
EPPM (e.g., Smith, 2007). According to Goffman (1963), stigma applies to conditions that are
generally perceived by the community at large as possessing “an attribute that is deeply
discrediting” (p. 3), a personal failing, or shortcoming that reclassifies a person’s social identity
in a downward direction. According to Smith (2007), one of the few communication scholars
who examines stigma and communication, stigma is “a simplified, standardized image of the
disgrace of certain people that is held in common by a community at large” (p. 464). Goffman
(1963) further explains, “We believe the person with a stigma is not quite human. On this
assumption, we exercise varieties of discrimination, through which we effectively, if often
unthinkingly, reduce his life chances” (p. 5).

A large portion of the literature in psychology, as well as in communication, focuses on
how the stigmatized perceive and manage their stigma (Meisenbach, 2010; West, Yanos, Smith,
Roe & Lysaker, 2011), as well as the negative effects this has on the marginalized group (e.g.,
Cohen & Garcia, 2005; Earnshaw & Quinn, 2012; Meisenbach, 2010; Quinn & Chaudoir, 2009;
Stuber, Galea, & Link, 2008; Weiler & Crist, 2009). The stigma, and associated discrimination
experienced by stigmatized groups, can lead to social isolation and segregation from society
(Meisenbach, 2010; Strauser, Ciftci, & O’Sullivan, 2009). This marginalization often results in
self-stigmatizing beliefs (internalization), and has been correlated with lower self-esteem,
substance use, poor physical, and mental health, and less satisfaction with life (Corrigan,
Kuwabara, O’Shaughnessy, 2009; Corrigan, Markowitz, Watson, Rowan, & Kubiak, 2003;
Meisenbach, 2010). Stigma also hinders disclosure, reduces treatment-seeking behaviors, and

decreases motivation for behavior change (Earnshaw & Quinn, 2012). Thus, a cycle is created in
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which negative perceptions are continually reinforced by both public attitudes and the reception
of that attitude by the stigmatized.
Potential EPPM message effects and stigma

Public opinions and attitudes are often influenced by message design. For example, fear,
but also stigma perception, may be heightened when graphic images or language are included in
messages, a primary strategy used to grab attention and emphasize danger. Graphic imagery has
been found to heighten other negative responses, such as psychological reactance, to health
behavior messages (LaVoie et al. 2016). Graphic or explicit language has also been found to
arouse aversive emotional reactions across a host of health messages (e.g., see Buller, Borland,
& Burgoon, 1998; Miller et al., 2007; Quick & Considine, 2008). Although campaign messages
employing graphic images and language may be effective in some prevention efforts, these
message features may also depict many of the stereotypes that create and reinforce public stigma
or arouse negative cognitive and affective reactions toward those living with particular
conditions or struggling with behavior change.

Fear appeals, by nature, may inadvertently result in stigma in other ways, as well. For
example, a person who does not engage in a dangerous health behavior may see a fear appeal
regarding that behavior and, assessing the threat, may believe that those who do engage in that
behavior are disgusting, stupid, or morally contaminated. Research supports this assertion;
Kerrick (1969) found that the higher the perceived severity of a behavior or illness, the greater
the stigma and rejection toward the group with that behavior or illness. High threat messages are
designed to maximize perceived severity. Therefore,

HI: Messages high in threat will be positively associated with stigmatization of those

who enact the threatening behavior.
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On the other hand, recommended response, if framed to be sufficiently efficacious, may
ironically serve to increase stigma. Kerrick’s (1969) study also found the more a behavior or
illness was perceived as avoidable, the higher the occurrence of stigma and social rejection. Said
plainly, an efficacious message may lead to the perception that the behavior is easy to change or
avoid and that those who do not change must be apathetic, unintelligent, inconsiderate, gross, or
weak-willed.

H?2: Messages that include efficacy will be positively associated with stigmatization of

those who enact the admonished behavior.

Finally, high stigmatization of others is not likely to lead to helping and supportive
behaviors toward those who enact the admonished behavior (Goffman, 1963; Guttman, 2000;
Smith, 2007; Weiner, 1995; 2006). Thus,

H3: Stigma will be positively correlated with discriminatory behaviors among those who

do not enact the stigmatized behavior.
Stigma concept and operationalization

For the purpose of this study, a working definition of this concept should be described.
Far too often terms such as stereotype, prejudice, discrimination, and stigma are used
interchangeably in the literature and across disciplines. Smith’s (2007) definition remains true to
Goftman’s, but still leaves questions unanswered regarding the differentiation between stigma
and these other closely related terms. This project will be mindful of the conceptual overlap
between terms often used, but rarely explicated, and will define and differentiate these terms for
purposes of conceptual clarity and operationalization in the dissertation.

In short, stigma will be conceptualized as a combination of negative stereotypes (negative

cognitions about a group of people) and negative affect (i.e., anger and disgust toward a group of
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people). This operationalization is rooted in the stigma literature. For example, a stereotype is a
cognitive link or belief that occurs during the process of stigmatization (Link & Phelan, 2001).
Stereotyping occurs when ideas, people, representations, beliefs, or images become cognitively
connected and (typically) automated (Fiske, 1998). Stereotypes may lead to stigma, but also
remain as a component of stigma. Another notable differentiation between stereotypes and
stigma is the potential valence of each; although all stereotypes are negative in that they exist,
some stereotypical beliefs may not be negatively-valenced. On the other hand, stigma is always
negative (Goffman, 1963; Link & Phelan, 2001; Smith, 2007). Thus, only negatively-valenced
stereotypes become a cognitive component of the stigma concept.

Additionally, affect has been an important concept discussed in the stigma literature.
Goffman (1963), Smith (2007; 2012; 2014), and Weiner (1995; 2006) all discuss negative affect
toward a stigmatized group, most commonly anger and disgust. Weiner (2006) takes one step
further by organizing affective reactions into what he terms “moral emotions,” which are
emotions aimed at others, based on people’s perceptions of others’ moral rigor or shortfalls and
their responsibility to society.

In reference to the full process of stigmatization, Link and Phalen (2001) argue that
individual and group labeling become tied to cognitive beliefs about personal and social
identities and attributes. Labeling eventually leads to cognitive shortcuts between labels and
beliefs or stereotypes about persons or groups to whom particular labels are affixed (Fiske, 1998;
Link & Phalen, 2001). Further, Link and Phelan (2001) argue that this differentiation between
“us” and “them” through labeling and separation results in negative attitudes and affect toward
marginalized groups. According to Morone (1997), the further a group is separated from other

majority groups, the more the majority groups perceive marginalized groups as lesser and less
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deserving of kind treatment. Fiske (1998) agrees, and argues that as labels and stereotypes push
perceptions of groups further from society’s idea of the “norm,” more negative attitudes and
affective responses are generated toward those group members.

According to Goffman (1963) and Smith’s (2007) explanations, discrimination is a
component of stigma, but occurs as an outcome of the cognitive and affective processes. For the
purpose of this study, I will measure the behavioral aspect (discrimination) as an outcome of the
initial cognitive and affective stigmatization process.

Thus, to clarify, the operational definition of stigma, as well as its differentiation from
closely related terms is as follows: Stigma is a negative identity assigned by “others” (and often
internalized by the stigmatized group) consisting of negative stereotypical beliefs, negative
affect, and the systematic status loss of discrimination. When negative stereotypes (cognitions)
and negative affect (emotions) exist about a particular group, stigma occurs and the out-group is
discriminated against and suffers status loss in society.

Measuring stigma. Prior research on stigma consists largely of stigma scales, often from
the viewpoint of the stigmatized, and they are adapted repeatedly to reflect the topic of interest.
However, there may be a more nuanced way to assess stigma. This project will offer competing
models to determine whether stigma is better measured by a popular stigma scale alone or as
combination of observed negative stereotypical cognitions and negative affect toward people
who enact an admonished behavior, leading to helping or discriminatory outcomes, or whether
the current stigma scales should remain the status quo or be adapted.

RQI: Is stigma better measured as a combination of cognitions and affect compared to

standard stigma assessment via validated scales? Or should both operationalizations be

present?
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Responsibility and stigma

This project addresses the role of responsibility as a mediator between EPPM messages,
stigma, and helping/discriminatory outcomes. Scholars have found support for the importance of
the attribution of perceived responsibility for those living with and communicating about stigma.
Personal responsibility messages are likely underpinned by Western cultural ideas of a person’s
role to act rationally and responsibly to make private choices and move toward individualized
outcomes (Guttman & Ressler, 2001). Unfortunately, emphasizing personal responsibility allows
for victim-blaming and stigma, especially when used in the context of risky behaviors or
misunderstood health conditions (Guttman, 2000; Guttman & Ressler, 2001, Link & Phelan,
2001; Smith, 2007; van Kesterson, Hospers, Kock, & van Empelen, 2005; Weiner, 2006). In
short, culpability instills the idea that people are responsible for their own choices, ongoing
behaviors, and outcomes, so if they engage in something risky and fall ill, it is their fault for not
taking proper health precautions or changing health behaviors. It can create distortions in
assignment of blame, and studies have shown that those who engage in the behavior internalize
blame. Overall blame and perceived responsibility often undergird societal perceptions of
deficits in moral character.

Further, Guttman (2000) argues that those who do not change behaviors, by default, look
irresponsible to other audiences. Some of the most dangerous and risky health behaviors are
associated with addiction or environment, conditions that require a more complex solution than a
message that simply states “stop doing it.” Guttman and Ressler (2001) also agree that
emphasizing personal responsibility in health campaigns or media messages is fraught with

negative unintended consequences because the idea of culpability is tied to the concept of moral
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responsibility toward self and others. Guttman (2000) includes the dilemma of culpability in her
list of inadvertent outcomes, stating,
The emphasis on individual responsibility presumably is based on the assumption that
particular health-related behaviors are freely chosen or at least under the voluntary
control of the individual...The intervention’s intended populations, however, may not
adopt recommended practices because of the constraints imposed by economic or
sociocultural circumstances... (p. 189).
Almost all health behaviors and illnesses have social and environmental determinants, in
addition to personal responsibility, however, society rarely sees or understands the larger social
picture of health issues, especially those linked with risky behavior (Cho & Salmon, 2007).
Further support of perceived responsibility as a factor in stigma assignment comes from
Cho and Salmon (2007), who argue that culpability is one unintended effect potentially caused
by public health campaigns (PHC). Culpability perceptions may result when audiences believe
that a health issue or behavior is based on personal responsibility, and give little to no thought to
other initial causes or contributing factors to the continuation of a health problem or behavior,
such as social or environmental influences. According to Cho and Salmon (2007), when
campaign and media messages emphasize personal responsibility for one’s own health behaviors,
this influences the public, and policy makers, to put too much weight on the individual’s choice
or control of that behavior. Niederdeppe, Shapiro, & Porticella (2011) found support that
personal responsibility perceptions resulted in a lack of support for the obese and obesity related
policy.
Weiner (2006) posits that causal controllability assessments may influence affective

responses toward people who engage in particular behaviors; a person with little or no control
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over their condition or behavior may elicit sympathy or pity, whereas a person who is perceived
as possessing control, or responsibility, may be met with anger or disgust (Goffman, 1963; Link
& Phelan, 2001; Smith, 2007; Weiner, 2006). This aligns with Guttman’s (2001) explanation of
perceptions of the healthy, the responsible, and the irresponsible sick. To test this theory,
Weiner, Perry, and Magnusson (1988) presented ten different conditions/stigmas and had
participants rate each with respect to its personal responsibility (cause and controllability).
Findings suggest that conditions ranked low in responsibility are associated with liking, pity, and
desire to offer social or financial assistance. However, conditions ranked high in perceived
responsibility were correlated with increased anger, disliking, and lowered desires to assist in
any way (Weiner, Perry, & Magnusson, 1988).

To further investigate this phenomenon, Weiner and colleagues (1988) tested messages
that manipulated the controllability of several diseases. They found that when participants were
led to believe a disease or behavior was controllable, they reacted with little pity and a lot of
anger. However, uncontrollable behaviors and conditions were the opposite, with little anger and
a lot of pity (Weiner et al., 1988). In other words, the same diseases resulted in different affective
reactions based solely on the manipulation of controllability perceptions.

Theory for this phenomenon is offered by Guttman (2000), who discusses the issue of
responsibility, or culpability, and points out that by making health a “value,” which all PHCs
tend to do, this leads to a separation of the healthy and the sick. Moreover, Guttman states that
this can be further divided into the perceptions of the healthy, the responsible sick (those who
had no control over their behavior or illness), and the irresponsible sick (those who made poor
health or risky behavior choices). In this way, emphasizing responsibility in a PHC can create

health as a metaphor; those who have it are worthy, and those who do not are unworthy
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(Guttman, 2000). Essentially, perceptions of responsibility are an ethical dilemma because it ties
health to a value with a moral dimension, and can, thus, lead to stigmatization of those perceived
to be irresponsible. Other scholars have included this moral dimension into their
conceptualizations of stigma, as well (e.g., Goffman, 1963). This project will include this moral
dimension by considering “moral emotions” (Weiner, 1996) toward admonished groups. On a
more general level, it is simply important to note the moral aspect of the judgment of others’
behaviors and responsibility.

A primary component in Smith’s (2007) stigma communication model is also
responsibility. This component is concerned with the idea that those who are in a stigmatized
group are responsible for their own condition, behavior, or outcome (Smith, 2007). Smith defines
this concept further by explaining two dimensions of responsibility, choice and control. Choice
refers to the belief that a person chose to do the behavior that is responsible for their own fate or
he/she made poor choices that led to their condition. Control indicates the person’s ongoing lack
of effort to help oneself by continuing to engage in the behavior or refusing treatment, which is
likely to result in a poor health outcome (Smith). Smith (2012) has since tested her stigma
communication model and found that responsibility was correlated with affective message
reactions of fear, anger, and disgust, as well as cognitions. Responsibility (as a message cue) had
one of the most notable effects on predictions of stigma beliefs, discriminatory intervention
support, and message dissemination.

Perceived responsibility measurement. Although an important contribution, Smith’s
work (2012; 2014) did not operationalize responsibility in a manner consistent with her
conceptualization. Responsibility was used to convey fault for disease outcomes (rather than for

the behavior). In earlier pieces, Smith (2007) carefully delineated between concepts of
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behavioral initiation responsibility, fault for ongoing behavior, and blame for behavior-related
outcomes, something she failed to operationalize in later studies. This means there is conceptual
blurriness between different aspects of responsibility and how it has been operationalized. This
project will attempt to parse out and clarify the overlap and blurriness between closely related,
but conceptually distinct, concepts.

Other scholars have claimed important distinctions, but not clearly operationalized these
distinctions, either. Weiner (2006), for example, studies social judgments of responsibility and
attribution theory, and he examines responsibility as an important variable in the stigmatization
of others. He differentiates between responsibility and causal controllability, although he admits
to often using them interchangeably (Weiner, 2006). The “causal” portion of the definition refers
to the initial cause of the behavior; to what is the initiation of the behavior attributed? This
resembles Smith’s (2007) dimension of responsibility associated with choice. Controllability,
alternately, refers to the agent’s ability to change the ongoing behavior. Weiner (2006) calls this
dimension “controllability,” and its definition is the similar to Smith’s (2007) conceptualization
of control.

Weiner’s (2006) theory of social conduct names causal controllability, responsibility,
and blame as central constructs. This researcher often uses the first two terms inconsistently, but
Weiner does consistently categorize blame separately. According to this theory, a condition is
evaluated by its cause and controllability; thus, the behavior is assessed to be, or not to be, the
responsibility of the offending person. Blame for a person’s outcome is then applied. These
evaluations lead to affective responses toward the person with the behavior or condition, as well
as other helping or discriminatory behavioral outcomes (Weiner, 2006; Weiner, Perry, &

Magnusson, 1988), although the order or directionality is not well explored. Moreover, Weiner
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and colleagues’ studies (e.g., 1988) did not tease out the difference between onset and continued
engagement in a behavior (in lieu of behaviors, conditions were employed for analysis).

The distinction between perceived behavioral responsibility and blame for behavior-
related outcomes deserves more attention to create more consistency in literature terminology. In
addition, although responsibility has been identified as a potential key construct in the process of
stigmatization, the nuances between responsibility for initiation, ongoing behavior, and poor
health outcomes have yet to be explored. Few empirical studies have investigated how media or
campaign messages inadvertently create or reinforce stigma, and which dimensions of
responsibility are of import in this process. Therefore, this study will operationalize two
dimensions of perceived responsibility for behavior: choice/cause/attribution and
control/controllability. Blame (perceptions that one deserves poor outcomes) will be analyzed as
a separate variable; regardless of terminology, this concept has been tied to stigma and
interpersonal helping, social distancing, and policy opinions.

For this study, it is likely that attribution (choice) and controllability (control) will be
correlated, as both have to do with assigned responsibility for a behavior, the difference
occurring in the assigned cause and assigned continuation. Additionally, attributions tap into
perceptions of social versus biological influences of people’s behavior, something that, as
previously argued, many people do not consider thoroughly in their assessments of
responsibility. If the determined attribution for initiation is assessed as a moral weakness, it is
also likely that the continuation will be deemed as a lack of effort or character flaw. Thus,

H4: Attribution and controllability will be associated with one another.

With respect to the components of the EPPM and their link to responsibility, threat

induces fear among those to whom a message applies, and many studies have confirmed this
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function (see Witte & Allen, 2000). However, it is unclear whether threat is a construct that may
lead to attributions of behavioral responsibility. Threat components remind people of the
dangerousness of a behavior; this is likely to be connected to fear for primary audiences, as
studies have shown, but whether it leads to perceptions of behavioral responsibility is unknown.
For those who do not enact the message’s admonished behavior, threat may conjure ideas about
those who do engage in the behavior as being stupid or could even create anger or intolerance
toward that group. However, little is known about whether threat, alone, would lead to
perceptions of behavioral responsibility (attribution and controllability). However, considering
attribution refers to the onset, whereas controllability refers to the continuation of a behavior, it
is possible these variables have different mediating effects between message components and
stigma. Thus,

RQ2: Do attribution or controllability mediate the relationship between threat messages

and stigma among those who do not enact the admonished behavior?
For the recommended response component of an EPPM message, there is potentially more
reason to believe this message component could enhance perceptions of behavioral responsibility
(operationalized as attribution and control). Self-efficacy messages are constructed to make
people believe that behavior change is easy, and response-efficacy messages aim to persuade
people that by enacting the recommended response, they will avoid the threat. It is the nature of
this EPPM component to convince audiences that avoiding/stopping/changing the admonished
behavior is an attainable goal. However, many people do not recognize the roles that factors such
as environment play; for those who do not engage in the admonished behavior, the efficacious
recommended response may serve to enhance the perception that others could change if they

desired. By not doing so (because the message provides “easy” solutions), people who engage in
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the admonished behavior must not want to change. In other words, efficacy messages may create
the perception that people who engage in a particular dangerous behavior should possess control
over their behavior, leading others to stigmatize them.

H5: Controllability will mediate the relationship between efficacy and stigma toward

marginalized groups.

Although attributions are likely to be correlated with controllability, it is unclear whether
attribution will also mediate the relationship between efficacy and stigma. Thus,

RQ3: Do attribution(s) mediate the relationship between efficacy and stigma?

One more distinct possibility is that responsibility for the behavior may be better
represented as a combination of both attribution and controllability. This project will determine
whether these concepts should be conceptualized and operationalized as individual contributing
variables or as observed variables that comprise responsibility for behavior as a latent construct.
To determine the best measure,

RQA4: Is perceived responsibility for behavior better represented as two distinct variables

(attributional causes and controllability) with independent effects or as an interaction

term between various attributions and controllability)?

Finally, stigma often includes or leads to a perception that if people become ill from a
controllable behavior, they are blamed for any potential disease they may acquire. In laymen’s
terms: “they deserve their fate because they chose to do this dangerous thing.” This is supported
by stigma scholars, although some count blame as part of stigma (e.g., Smith, 2007), whereas
others see it as an antecedent or outcome of stigma (e.g., Guttman, 2001; Weiner, 2006).

For this project, blame is conceptualized as an outcome of stigma. There are two

important reasons for this distinction. First, although nuanced, there is a difference between
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holding someone responsible for their initiation into a behavior, their continuation of a behavior,
and whether they deserve the potential outcome of that behavior. These are being examined
separately because many fear appeals are aimed at dangerous behaviors — not existing conditions
— so the slight differences between behavior and outcome may matter. Second, blame for disease
is often conceptualized as a part of stigmatization. However, if stigmatization is a cognitive and
affective reaction to an individual or group who enact an admonished behavior (as I claim later),
I posit that these assessments lead to the determination that the person(s) is to blame for their
own outcomes. Although a minor difference, it is an important one for exploration of the process
of stigmatization.

H6: Stigma will be positively associated with blame for a person’s current or future

negative outcome.
Research has established that stigma and blame result in lowered desire to help or support the
stigmatized, whether interpersonally, socially, or politically. Therefore,

H7: Blame will be positively associated with discriminatory behaviors.
Finally, if all of these variables are associated, it is also likely that they should all individually
account for some variance in a model to predict blame and discrimination (the two outcome
variables beyond stigma). Therefore,

HS: Threat, efficacy, responsibility, and stigma will all predict blame.

HY: Threat, efficacy, responsibility, stigma, and blame will all predict discrimination.

Moderators
Although there are numerous potential moderators and control variables that could affect

the results of this study, this project will only look at three: SES, ethnicity, and locus of control.
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Locus of Control

Locus of control is one potential moderator (LOC; Rotter, 1966). LOC has yet to be
considered for its potential to moderate the creation or reinforcement of stigma. Theoretically,
people may project their worldview onto others; people with a high internal LOC may stigmatize
to a greater degree due to a heightened perception that people control their own lives and
consequences. In contrast, people with an external LOC may stigmatize less since they believe
that most events, conditions, and consequences are outside of an individual’s control. To my
knowledge, no prior research has used LOC as a variable of interest in studying health stigma
and the EPPM.

H10: LOC will moderate such that high internal LOC persons will perceive personal

responsibility (attribution and control), stigma, blame, and discrimination to a greater

degree than those who possess high external LOC.
Demographic Factors

Although collecting for demographic features is commonplace in most studies, the role
demographics play in this project are of particular interest. Social power has been associated
with stigma; those with greater power stigmatize lesser-powered groups (Link & Phelan, 2001).
More specifically, education and income levels have both been correlated with an increased
tendency to stigmatize others in health settings (Stuber, Galea, & Link, 2008). Particular ethnic
groups have less power than the hegemonic group. Accordingly, this project will assess how SES
affects stigmatization of others. Although some work has looked at stigma, race, and class

differences, none has done so within the context of EPPM message effects. Thus,
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RQS5: What differences in assessment exist between EPPM messages, personal
responsibility (attribution and control), stigma, blame, and helping behaviors depending
on ethnicity or SES?
Conclusion
Chapter 2 outlined rationales for each hypothesis and research question and tables and
figures for visual referral are below. The following chapter will provide an overview of the
methods, measures, and general findings of the preliminary study for this project.
Tables and Figures
Table 1

Summary of Hypotheses and Research Questions

Hypotheses/Research Question Variables
HI: Messages high in threat will be positively | Covariates: age, education,
associated with stigmatization of those who income
enact the threatening behavior. IV’s/DV’s:
Threat,
Stigma
H2: Messages that include efficacy will be Covariates: age, education,
positively associated with stigmatization of income
those who enact the admonished behavior. IV’s/DV’s:
Efficacy,
Stigma

H3: Stigma will be positively correlated with Covariates: age, education,
discriminatory behaviors among those who do | income

not enact the stigmatized behavior. IV’s/DV’s:

Stigma,

Discrimination
H4: Attribution and controllability will be Controllability and attribution
associated with one another. (each of the four)

RQ2: Do attribution or controllability mediate | Perceived threat, stigma,
the relationship between threat messages and | controllability, attribution
stigma among those who do not enact the
admonished behavior?

H5: Controllability will mediate the Perceived efficacy, stigma,
relationship between efficacy and stigma controllability

toward marginalized groups.

RQ3: Do attribution(s) mediate the Perceived efficacy, stigma,
relationship between efficacy and stigma? attribution
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Table 1, cont.

Hypotheses/Research Question

Variables

RQ4: Is perceived responsibility for behavior
better represented as two distinct variables
(attributional causes and controllability) with
independent effects or as an interaction term
between various attributions and
controllability)?

Covariates: age, education,
income

IV’s/DV’s:

controllability, attribution,
stigma, negative emotions,
stereotypical thoughts, blame,
discrimination

H6: Stigma will be positively associated with
blame for a person’s current or future
negative outcome.

Covariates: age, education,
income

IV’s/DV’s:

Stigma,

Blame

H7: Blame will be positively associated with
discriminatory behaviors.

Covariates: age, education,
income

IV’s/DV’s:

Blame, Discrimination

RQI: Is stigma adequately measured with the
validated scale or does adding stereotypical
cognitions and emotions add additional
variance?

Covariates: age, education,
income;

IVs/DVs:

Stigma, negative emotions,
stereotypical thoughts; blame,
discrimination

HS: Threat, efficacy, responsibility, and
stigma will all predict blame.

Covariates: age, education,
income;

IVs/DVs: threat, stigma,
controllability, attributions,
negative emotions, stereotypical
thoughts; blame

HY: Threat, efficacy, responsibility, stigma,
and blame will all predict discrimination.

Covariates: age, education,
income;

IVs/DVs: threat, stigma,
controllability, attributions,
negative emotions, stereotypical
thoughts; blame, discrimination

HI10: High internal LOC persons will perceive
personal responsibility (attribution and
control), stigma, blame, and discrimination to
a greater degree than those who possess high
external LOC.

IV: LOC

DVs: attribution, controllability,
stigma, negative emotions,
stereotypical thoughts, blame,
discrimination

RQS5: What differences in assessment exist
between threat and efficacy perceptions,
personal responsibility (attribution and
control), stigma, blame, and discrimination
depending on ethnicity, education, or income?

IVs: ethnicity, education, income
DVs:

Threat, efficacy, attribution,
controllability, stigma, negative
emotions, stereotypical thoughts,
blame, discrimination
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Figure 1. Framework of conceptual model including attribution and controllability as separate
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Chapter Three: Methods and Results for Preliminary Studies
Chapter Overview

Chapter Three of this dissertation addresses the methods and procedures for collecting the
preliminary data for this study. All data collection for this project was conducted using
Amazon’s MTurk. There were four goals of the pretest. First, pilot tests were conducted to assure
that the experimental messages were perceived accurately by participants for manipulation
purposes. Second, an open-ended survey was utilized to collect participants’ stereotypes
regarding people who smoke or use an electronic cigarette. Third, these responses were compiled
and coded using thematic analysis and content analytic processes to compare to existing
stereotype measures and to adapt these measures according to those comparisons. Fourth, the
pretest provided opportunity to test the newly developed discrimination measure for validity and
reliability before the main study.

The main study, which will be explicated in the next chapter, used the measures and
messages based on the pretest results and included all additional variables of interest. Both the
pretest and the main study adhered to the scientific method, and all efforts were taken to make
both as rigorous as possible. This chapter will address the four goals outlined above in the
preliminary data collection. The main study procedures and methods will be discussed in Chapter
Four.

Preliminary Recruiting and Sampling
Using Amazon’s MTurk.

There are several reasons that chose to use MTurk instead of employing traditional

recruitment methods. First, [ wanted to obtain a public sample; that is, I wanted to avoid college-

student recruitment. Although there is nothing wrong with college student sampling, especially
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when the sample is appropriate to the project, [ wanted to collect a more representative sample of
the public, with wider ranges of age, income, and education.

Studies have shown that samples collected from MTurk are not statistically different in
their results from samples recruited through traditional face-to-face methods (Casler, Bickler, &
Hackett, 2013). To further investigate differences in social media users, traditional recruits and
MTurk respondents, Casler, Bickler, and Hackett (2013) recruited small samples with each
method. They found that the demographics of the sample were more diverse through MTurk, in a
positive direction for researchers. Income was significantly lower than social media recruits
(college student recruits were not asked this question), racial diversity was greater than both
social media and face-to-face college recruits, and average age was significantly higher than both
social media and college student samples (Casler, Bickler, & Hackett, 2013). Overall, MTurk
samples potentially allow for a broader range of age, ethnicity, education levels, jobs, and health
statuses than a college sample alone.

The second reason is ease of access. Obtaining a general population sample face-to-face
presents a lot more challenges and requirements. Getting permission and permits to collect in the
street, flyer cars to solicit participation, or set up at other public venues (e.g., grocery stores,
pharmacies, restaurants, and malls) are difficult to attain and often take a lot of time and
persuasion. MTurk does not require that I attain permission from multiple locations to reach a
general and diverse audience.

Third, most people who are at stores or passing on the street are in transit; that is, they are
going to or away from a location. For example, it becomes a difficult “sell” to get a person who
is running into the grocery store for a quick item or a family going shopping in a store with the

kids to stop long enough to participate in a 15-minute project. On the other hand, MTurk
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participants choose to complete tasks, often as part of their daily routine to make money.
According to a 2010 study, 14% of MTurk participants report these tasks as their primary
income, and 61% report the money as important supplemental income that motivates them to
participate (Paolacci, Chandler, & Ipeirotis). Although I was not able to find more current
numbers, the popularity of MTurk continues to grow (Casler, Bickler, & Hackett, 2013; Holden,
Dennie, & Hicks, 2013).

As an additional consideration, MTurk participants are willing to complete survey or
experimental tasks for a much lower incentive on average (e.g., $0.50 - $0.75 is a high payment
for MTurk participants, depending on the length of the survey), compared to an average of $5 for
other recruitment samples (Casler, Bickler, & Hackett). As a PhD student with a limited budget,
this allows for the recruitment of more participants for less money.

Speed of data collection is another reason I chose MTurk. As a “requester,” I had access
to all of the survey and experimental tools MTurk offers, and focused on the design and set-up of
my study (Holden, Dennie, & Hicks, 2013). From there, I capped the number of people that I
needed for each condition at each phase, and set participation criteria, thus ending the survey
when the set number of participants was reached. I could also determine the number of days I
wanted to keep the task open (Holden, Dennie, & Hicks). Considering that MTurk currently has
over 500,000 active participants (Amazon mechanical turk, 2015), and that my design required a
very large number of respondents, it was likely that I would collect more data than if I had
“pounded the pavement,” looking for participants. MTurk users could complete my study task
simultaneously and did not require my oversight as face-to-face collection would.

Although some researchers are hesitant to use online data collection, overall, results from

various tests comparing results from MTurk samples to traditional samples have largely been

42



positive (e.g., Cassel, Bickler, & Hackett; Eriksson & Simpson, 2010; Horton, Rand, &
Zeckhauser, 2011; Mason & Suri, 2012; Suri & Watts, 2011). In general, Casler and colleagues
state, that the “conclusion seems to be that with sensible safeguards and manipulation checks in
place, online participation is no greater a concern to data integrity than the other biases and
demand the same characteristics against which researchers guard in more standard methods of
data collection” (p. 2156).

Of course, as with any project, there are some considerations to ensure quality data, such
as design quality, which is up to the researcher, and verifying that participants are attentive to the
survey. Some scholars such as Oppenheimer, Meyvis, and Davidenko (2009) suggest
instructional manipulation checks; these checks periodically ask participants brief questions
about a stimulus or page that they have just viewed to validate participant engagement. I
implemented as many safeguards as possible throughout all of my data collections that would
ensure the best quality data possible. These methods are detailed throughout the remainder of the
methods chapter and were implemented in each of the three phases of the study.

Preliminary Message Creation

This experiment posits that people may be primed to stigmatize, stereotype, or
discriminate against people who engage in an admonished behavior after exposure to an EPPM-
framed fear appeal about the particular behavior. As such, the first step was to create EPPM-
framed messages about smoking and vaping. I chose a “flyer/brochure” style message for a
realistic representation of hand-outs, flyers, or brochures one may see in public. Further, using a
written message (vs. video or audio) allows for maximum manipulation and control of each
variable and is easy to present in an online context. The following section discusses the original

design of each condition and behavior’s stimuli for preliminary induction checks. All
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preliminary stimuli messages are included for viewing in the Appendices of this manuscript.
Message Development

Successfully manipulating variables of the EPPM is a difficult task; thus, I used the same
approach with which I have had prior success (Quick, LaVoie, Tylus-Reynolds, & Martinez,
2016). First, using Word’s “flyer” layout to design the messages, I originally created ten
manipulations of the message (2 (high/low efficacy X 2 (high/low threat) X 2 (smoking/vaping)),
and each of the two health behaviors had one control (containing no threat or efficacy regarding
the behavior). Color, font type/size, image, and wording were all manipulated based on the
condition, while keeping all conditions as similar in length and design as possible.

Two of the EPPM’s primary tenets are that audiences must perceive a severe threat and
substantial efficacy for the fear appeal to succeed in changing attitudes and behaviors via the
creation of fear (Witte & Allen, 2000; Witte, 1992; 1994). Although successfully arousing fear in
target audiences is not of interest to this project, it is important to design the EPPM-framed
messages carefully; the principal claim of this dissertation is that these messages may induce or
increase the stereotyping and stigmatizing of, and the discrimination against, people who engage
in the message-admonished behavior due to the threat and efficacy components the EPPM
requires. Thus, to investigate this inquiry, the EPPM-framed fear appeals must successfully
manipulate the threat and efficacy components of each topic’s stimuli.

Topics. In choosing the health topics used for stimuli materials, a list of criteria was
determined based on previous literature and this study’s design. The health topics had to be:
regarding a behavior (not an illness or outcome of a behavior); a behavior in which there are
plenty of people who have and have not participated; a behavior that has a realistic chance of

resulting in actual differences in behavioral outcomes; a behavior that has a reasonable chance of
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increasing associated stigma after stimuli exposure; a behavior within the realm of health
communication, broadly defined; a behavior solely focused on self-harm (i.e., nothing that
involves a message about harming others). Based on these criteria, I have chosen two health
topics around which to focus my project: smoking and vaping. All three were used in a smaller
pilot study, and the two behaviors that showed the most promise were used in the main study.

Smoking. Smoking is increasingly a stigmatized behavior. “Denormalizing” smoking has
been a primary strategy in the global effort to reduce this unhealthy behavior (Bell, Salmon,
Bowers, Bell, & McCullough, 2010). However, this denormalization, in conjunction with
tobacco control policies, has also led to the increased stigmatization of the smoking identity (Bell
et al., 2010).

Smoking tobacco has been chosen as a stimulus because much of the negativity toward
this behavior has been attributed to personal responsibility. Although smoking used to be
common, the decrease in smokers and public policies enacted against it have also implied and
reinforced the role of personal responsibility for the behavior. For example, according to Weiner
(1995), attribution theory states that people look for a reason that others violate social norms. If
this norm violation is perceived to be outside of the control of the judged, then social reactions
tend to include helping behaviors, pity, and support (Corrigan, 2000; Weiner, 1993, 2006).
However, if the individual’s own choice or lack of responsibility is deemed to be the cause of the
norm violation, anger, blame, and stigma are more typical responses (Stuber, Galea, & Link,
2006; Weiner, 1993, 2006).

Regarding smoking behaviors, tobacco use has largely been seen as a socially learned
habit that is a personal choice (Stuber, Galea, & Link, 2006). Although research is beginning to

show the role genetics play in the use of and addiction to tobacco, most people still believe it to
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be a behavior of personal responsibility. For example, Stuber and colleagues (2006) found that
study participants were most likely to attribute smoking to weak character rather than genetics or
stress; further, although all three reasons were linked to stigma, weak character was the most
negatively judged attribute (Stuber, Galea, & Link). Overall, smoking is employed as a stimulus
topic in this study because of its strong association with the perception of high personal
responsibility for the behavior. Additionally, the threats of smoking can be minor (e.g., smell,
yellow nails) or severe (lung cancer, emphysema), so the topic lends itself well to manipulating
the amount of threat emphasized.

Vaping. In addition to a health issue with established links to societal perceptions of
personal responsibility and increasingly attached stigma, this project also has a condition that,
although it resembles combustible smoking, is fairly new and not yet well understood. I chose
this behavior because it is parallel to smoking but is novel and may not have preconceived
stigma or ideas of responsibility attached to it yet.

Vaping is a term for the use of electronic cigarettes (e-cigs), which are devices that heat
liquid into vapor, which users inhale. Vaping is rapidly increasing in popularity, and the liquids
come in a large variety of flavors and levels of nicotine (including no nicotine). Little is yet
known about long-term health consequences for “vapers” (people who engage in vaping) or
those exposed to the second-hand vapor. Although scientists have researched this behavior for
over five years, few results have been clear, and many studies contradict one another (e.g.,
Burstyn, 2014; Dawkins, Turner, Roberts, & Soar, 2013; Geiss, Bianchi, Barahona, Barrero-
Moreno, 2015; Jensen, Luo, Pankow, Strongin, & Peyton, 2015; Pisinger & Dossing, 2014;

Polosa, 2015; Ramo, Young-Wolff, & Prochaska, 2015).
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What is noteworthy, however, is although science is still determining the relative safety
of these products and weighing their usefulness in smoking cessation, the public is highly aware
of e-cigs, but perceptions of safety are declining (Tan & Bigman, 2014). Further, there has been
much media coverage about vaping (Yates et al., 2015). Considering that media often sets the
agenda for what citizens should consider important (McCombs & Shaw, 1972), as well as
determines the frame through which audiences perceive issues (Scheufele, 1999), media reported
studies on these devices may mislead, confuse, or skew the population’s perceptions of e-cigs
and of those who vape, especially when a report suggests vaping is dangerous (Nocera, 2015).
Altogether, the American public is still deciding how they feel about this new behavior and those
who perform it.

Vaping also fits nicely into this project because of the laws and rules under consideration
for e-cigs. Originally, e-cigs were advertised as devices you could use anywhere, even where
smoking bans were in place. But smoking bans are increasingly including the use of e-cigs,
although no scientific research has yet discovered conclusive and non-biased evidence against
the behavior. This means the public eye is also watching public policy to determine whether this
behavior is acceptable or not. There is still a lot of confusion as to how to govern vaping

(Cressey, 2015).

Overall, mixed evidence and uncertainty about this behavior lends itself well to
manipulation, since it is unclear whether responsibility or stigma has yet been attached. Some
deception was used in the threat condition (since there is no clear or definitive evidence of
threat), but participants will be debriefed immediately following the study). The recommended

response condition, on the other hand, was the exact same messages received by the smoking
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group, providing a clean parallel in conditions with the difference between the current level of
attached negativity and stigma toward the behaviors smoking or vaping.

High threat conditions. All high threat conditions contained both susceptibility and
severity embedded in the messages. For high threat conditions, the background was red. As
Wauters, Brengman, and Mahama (2014) state, “...altering background colors of messages or
using different font colors is easy and practically costless, and can thus be an easy way to
increase the effectiveness of threat campaigns.” Color has been studied for its effect on emotions,
such as fear and calmness, and other psychological factors (Elliot & Maier, 2007; 2014). The
color red was chosen based on our societal association of red with danger and high arousal
(Elliot & Maier, 2007; 2014). At the top of the flyer was a black box with white capital letters to
draw attention. This text, for high threat conditions, stated, “SMOKING KILLS” and “VAPING
CAN KILL.” The subtle difference in wording stems from the wide-spread knowledge that
smoking does, indeed, kill, whereas research on vaping has not established this at all. Although I
used fake information in the vaping condition (little research has found any significant health
threat), I chose not to use the statement “VAPING KILLS,” for concern that participants may
have seen that claim as outrageous and, thus, been less apt to believe the remainder of the

message.

Below the black area with the white opening statements was an image for each behavior.
Images influence emotions and perceptions of all kinds of messages regarding almost any topic.
Threatening or graphic images causes increases in psychological responses, such as reactance,
which includes both affective and cognitive factors (Quick, LaVoie, Reynolds-Tylus, &

Martinez, in press). Based on extant research, images for each condition in this study was
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carefully considered, and each will be discussed during its associated condition (threat/efficacy
and smoking/vaping). For high threat smoking messages, the stimuli image depicts a smoking
revolver with cigarettes in the chamber as opposed to bullets. For vaping, the high threat image
shows the dark silhouette of a man’s profile, holding an electronic cigarette, and blowing out a
large cloud of “smoke.”

The remainder of the flyer is red, and below the image, a brief introductory statement
appears in black. For high threat smoking conditions, the text reads “There are still 20% of
Americans who smoke cigarettes on a regular basis. If you’re one of them, here’s what you
should know:” (twenty-three words). For high threat vaping conditions, the text says “The use of
electronic cigarettes (e-cigs) is on the rise. Vaping (using an electronic cigarette) could be
harmful. Here’s what you should know:” (twenty-three words). Beneath the introductory
statements, the direct manipulation of threat (and below that, efficacy) appears as bullet points.
In white capital lettering, the smoking condition says “SMOKING CAUSES,” and directly under
this phrase are five points (in black lettering): “Lung cancer, Heart disease, Amputations,
Emphysema, Death.” Using the same font, coloring, and format, the vaping flyer says “VAPING
CAUSES,” followed by the same five outcomes, “Lung cancer, Heart Disease, Amputations,
Emphysema, Death.” All high threat conditions used the same colors, fonts, and threat
messages, regardless of whether a high or low efficacy message was also present; only the
images and topical orientation messages differed between the two behaviors across high threat
messages.

Low threat conditions. All low threat conditions minimized the susceptibility and
severity in the message. Low threat conditions had light blue backgrounds. Research has

established that blues have a calming effect, and are often utilized in messages and environments
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to ease anxiety and increase psychological and emotional tranquility (Elliot & Maier, 2007;
2014; Wauters, Brengman, & Mahama, 2014). All reasonable efforts were taken to create low
threat messages that were visually and textually similar to high threat conditions, changing only
the language in order to deemphasize the severity of the threat. Like the high threat conditions,
there was a black box with white capital letters to draw attention at the top of the flyer. The
statements were “AVOID SMOKING” and “VAPING COULD BE HARMFUL.” The images
below the opening statement were changed to seem less menacing; the smoking image depicts
simply a hand holding a cigarette, and the vaping picture shows a picture of an electronic
cigarette that is not in use.

Below the images, the remainder of the flyer is light blue, and the topic orientation
messages are identical to the high threat condition (twenty-three words each). Underneath the
topical acclimation message, the low threat conditions also have white capitalized text, but it was
adjusted to be less frightening by adding “conditional” words. Smoking reads “SMOKING MAY
CAUSE:” and vaping states “VAPING COULD CAUSE.” The words “may” and “could” were
added to reduce susceptibility. The bullets following these phrases list possible health problems,
but the threats are far