
1492  |   Health Soc Care Community. 2022;30:1492–1503.wileyonlinelibrary.com/journal/hsc

Received: 26 July 2020  |  Revised: 14 May 2021  |  Accepted: 2 June 2021

DOI: 10.1111/hsc.13479  

O R I G I N A L  A R T I C L E

Professional preference for mental illness: The role of contact, 
empathy, and stigma in Spanish Social Work undergraduates

Ana B. Méndez Fernández1 |   Xoán Lombardero Posada1 |   Francisco X. Aguiar Fernández1 |    
Evelia Murcia Álvarez1,2 |   Antonio González Fernández1

This is an open access article under the terms of the Creat ive Commo ns Attri bution License, which permits use, distribution and reproduction in any medium, 
provided the original work is properly cited.
© 2021 The Authors. Health and Social Care in the Community published by John Wiley & Sons Ltd.

1Facultade de Educación e Traballo Social, 
Universidade de Vigo, Ourense, Spain
2Centro de Investigação e de Intervenção 
Social do Instituto Universitário de Lisboa 
(CIS- IUL), Lisboa, Portugal

Correspondence
Antonio González Fernández, Faculty of 
Education and Social Work, University of 
Vigo, As Lagoas 32004, Ourense, Spain.
Email: aglez@uvigo.es

Abstract
The treatment of the mentally ill people is a challenge across the world, and different 
professionals, such as doctors, social workers, psychologists, or nurses, take care of 
this group. Nonetheless, mental health is not a vocational sector preferred by students 
and professionals of many of these careers. Research has proposed that professional 
preference for a patient group would be positively influenced by intergroup contact 
(quantity and quality) and empathy (perspective- taking), and negatively associated 
with intergroup anxiety and social distance. However, the evidence testing this pro-
posal was partial and mainly referring to other patient groups such as minorities or 
immigrants. The major aim of this cross- sectional study was to clarify two research 
questions referring to mentally ill persons: Do contact and empathy protect under-
graduates from intergroup anxiety and social distance and promote professional pref-
erence? Do intergroup anxiety and social distance predict professional preference and 
mediate the influence of contact and empathy in professional preference? A conveni-
ence sample of 409 Social Work undergraduates (81% females) from three Spanish 
universities completed a questionnaire between February and June 2020. Concerning 
direct relationships, the structural equation model showed that the quantity of contact 
only predicted intergroup anxiety negatively; quality of contact and empathy nega-
tively predicted intergroup anxiety and social distance; intergroup anxiety positively 
predicted social distance; intergroup anxiety and social distance negatively predicted 
professional preference. Concerning mediated relationships, the influence of quality 
of contact and empathy on social distance was mediated by intergroup anxiety; social 
distance mediated the relationship of intergroup anxiety with professional preference; 
both anxiety and distance mediated the influence of quality of contact and empathy 
in professional preference. These results encourage interventions aimed at enhancing 
professional preference for mental illness by improving contact, knowledge, and em-
pathy and reducing stigma in students and workers from diverse mental health careers.
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1  | INTRODUC TION

Treating mental illness and improving mental health are global chal-
lenges. The World Health Organization (WHO, 2018) defined the 
“treated prevalence” of mental illness as the proportion of people 
with mental disorders (i.e., psychosis, depression, and bipolar dis-
ease) who received mental health care. This report estimates that 
the global number of treated prevalence per 100,000 persons is 
close to 308, and this proportion increases to 714 in countries with 
higher outcomes. To care for these persons, the WHO (2018) esti-
mates that, per 100,000 population, the mental workforce is made 
up of approximately nine health care professionals at the general 
level, and 72 in developed countries. These professionals include 
medical doctors, nurses, psychologists, and social workers, among 
others.

However, mental health services are not among the first profes-
sional preferences of workers and students of some of these careers, 
such as Social Work (Gewirtz- Meydan & Even- Zohar, 2018), Nursing 
(Itzhaki et al., 2017) and Medicine (Eksteen et al., 2017; Harper & 
Roman, 2017).

Some research has analysed the role of educational prepara-
tion (Harper & Roman, 2017) and self- efficacy (Hippel et al., 2019) 
in professional preferences. Other authors have highlighted the 
importance of indicators of social stigma, such as negative feelings 
(Krumer- Nevo & Weiss, 2006) or prejudices (Itzhaki et al., 2017; 
Werner, 2012), as obstacles for professional preference for a group. 
Many others pointed out the important positive role of empathy 
(Segal et al., 2012; Stanley et al., in press) and contact or familiarity 
with a patient group (Eksteen et al., 2017; Itzhaki et al., 2017; Werner 
& Grayzman, 2011) as protectors from stigma and facilitators of pro-
fessional preference.

Since the early days of the profession, social workers have a cru-
cial role to play in improving mental health services and outcomes of 
citizens in the various types of mental health facilities, from mental 
hospitals to social care in community- based services (Allen, 2014; 
Aviram, 2002; WHO, 2018). However, we found limited research ex-
amining the association of contact, empathy and stigma with profes-
sional preference for mentally ill persons, especially in Social Work.

This is the purpose of the present study: to explore, in Social Work 
undergraduates, the extent to which their professional preference to 
treat mentally ill persons in the future is favoured by intergroup con-
tact (quantity and quality) and empathy (social perspective- taking) 
and hindered by two components of stigma (intergroup anxiety and 
social distance).

1.1 | Indicators of stigma: Anxiety and distance

Stigma is a socially constructed, reinforced process that manifests at 
multiple levels (Elliot et al., 2018; Fox et al., 2018). The most analysed 
type of stigma is social or public stigma.

Social stigma toward mental illness has been widely investi-
gated by sociology (Pescosolido & Martin, 2015), social psychology 

(Hinshaw & Stier, 2008), psychiatry (Eksteen et al., 2017), nursing 
(Fokuo et al., 2017; Itzhaki et al., 2017) and social work (Corrigan 
et al., 2005; Kennedy et al., 2017) among others. According to 
many of these and other authors (Bahm & Forchuk, 2008; Keating 
& Robertson, 2004; Peterson et al., 2006), stigma toward mental 
illness includes labels, stereotypes, prejudice and discrimination. 
Labels are officially sanctioned terms applied to group members 
(e.g., mentally ill). Stereotypes are stable and widespread beliefs 
about individuals' characteristics (e.g., dangerous). Prejudice is heav-
ily linked to stereotypes and includes emotional reactions (e.g., anx-
iety). Discrimination consists of unfair behaviours directed at this 
group (e.g., social distance). Stigma toward mental illness is common 
in mental- health careers, such as physicians (Eksteen et al., 2017), 
nurses (Fokuo et al., 2017), social workers (Rubio- Valera et al., 2018) 
or psychologists (Petkari, 2017). The present study measured two 
indicators of social stigma toward mentally ill persons: intergroup 
anxiety and social distance.

1.1.1 | Intergroup anxiety

Intergroup anxiety is experienced when a person imagines, an-
ticipates or engages in intergroup interactions with a specific stig-
matized group (i.e., out- group) and includes three components, 
cognitive, physiological and affective, the most frequently measured 
(Stephan, 2014).

Authors have analysed intergroup anxiety toward different out- 
groups, such as ethnic and racial minorities (Aberson & Haag, 2007; 
Jasinskaja- Lahti et al., 2011), sexual minorities (Castiglione 

What is known

• The care of mentally ill people is not a main profes-
sional preference for undergraduates of Social Work, 
Medicine, or Nursing.

• Intergroup contact and perspective- taking positively 
predicted professional preference and protected stu-
dents from intergroup anxiety and social distance.

• These relationships were partially tested for other stig-
matized groups, but not for mentally ill people.

What this paper adds

• Undergraduates who are more empathetic and familiar-
ized with mentally ill persons desired less social distance, 
mainly because they felt lower intergroup anxiety.

• Empathetic and familiarized students preferred more 
care for mentally ill people because they had lower in-
tergroup anxiety and social distance.

• The findings encourage interventions to improve educa-
tion, contact, and empathy.
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et al., 2013; Mereist & Poteat, 2015), immigrants (Abbott & 
Cameron, 2014; Dhont et al., 2011; Voci & Hewstone, 2003), home-
less people (Abersosn & McVean, 2008), disabled (Keith, Bennetto, 
& Rogge, 2015; Vezzali & Giovannini, 2012) and mentally ill persons 
(Nitzan & Orkibi, 2020; West et al., 2014). In most of these studies, 
as a measure of intergroup anxiety, participants rated the degree 
to which they would experience emotional states such as feeling 
anxious, relaxed, comfortable, apprehensive, nervous or confident, 
when fictitiously interacting with persons of the out- group. None 
of these studies evaluated samples of Social Work students or 
professionals.

1.1.2 | Social distance

Social distance is the desire to establish an interactional detachment 
from individuals with undervalued conditions or who have a stigma-
tized status (Pescosolido & Martin, 2015). Concerning mental health, 
social distance is the lack of desire to include mentally ill persons in 
one's social network (Covarrubias & Han, 2011). Social distance is a 
component of stigma toward mental health and a manifestation of 
discrimination, just like avoidance, restrictions or segregation, and is 
derived from stereotypes (e.g., violent, unpredictable and dangerous 
persons) and prejudices (e.g., anxiety, anger and fear). The opposite 
is social acceptance (Elliot et al., 2018; Fox et al., 2018).

Social distance from persons with a mental illness has been mea-
sured by requesting participants to evaluate their level of willingness 
to interact with a mentally ill person in different situations, such as 
coworker, neighbour, child- care provider or physician (Argenmeyer 
& Matschinger, 2003; Angermeyer et al., 2004; Lauber et al., 2004; 
Modgill et al., 2014; Sapag et al., in press; Sherwood, 2019; Theriot 
& Lodato, 2012).

1.2 | Antecedents of stigma: Contact and empathy

According to Hinshaw and Stier (2008) or Phelan and Basow (2007), 
personal characteristics, such as familiarity with mentally ill persons 
or social empathy would protect one from mental health stigma.

1.2.1 | Intergroup contact: Quantity and quality

The contact hypothesis posits that facilitating interactions between 
individuals (i.e., familiarity or contact) can produce more harmonious 
relationships between in- group and out- group members (Hinshaw & 
Stier, 2008).

The literature has evaluated two related aspects of intergroup 
contact, quantity and quality. The quantity or amount of inter-
group contact assesses a range of present and past relationships 
in different contexts, such as neighbours, work or university col-
leagues, and friends (Islam & Hewstone, 1993; Keith et al., 2015; 
Mereish & Poteat, 2015; Tausch et al., 2009; West et al., 2014) and 

family (Alexander & Link, 2003; Covarrubias & Han, 2011; Eksteen 
et al., 2017). The quality of intergroup contact includes the fre-
quency of conversations with out- group members or visits to one's 
home or the extent to which these relationships are experienced as 
intimate, pleasant or cooperative (Aberson & Haag, 2007; Aberson & 
McVean, 2008; Couture & Penn, 2003; Jasinskaja- Lahti et al., 2011; 
Keith et al., 2015). The two modalities of contact with disabled per-
sons correlated positively (Keith et al., 2015).

1.2.2 | Empathy: Perspective- taking

The assertion that high empathy is an essential attribute for an ef-
fective provider– consumer relationship in Social Work practice (as in 
other health careers) is commonly accepted (Gair, 2017; Thieleman 
& Cacciatore, 2019; Wagaman et al., 2015; Zaleski et al., 2016). 
Nevertheless, there is no generally agreed definition of empathy.

According to Davis (2018), empathy includes two main compo-
nents, the capacity to put oneself in the place of another person 
(cognitive component) and to feel sympathy and concern for others 
(emotional component) (see also Aberson & Haag, 2007; Phelan & 
Basow, 2007). Segal et al. (2013) differentiated multiple factors of 
empathy. Of these, one of the most studied is “social perspective- 
taking” (Gerdes & Segal, 2009; Gerdes et al., 2010), a construct simi-
lar to mental flexibility, characterized as the cognitive ability to learn 
about different circumstances affecting others, to mentally repre-
sent the experience of the world from the perspective of other per-
sons accurately and to adopt the subjective point of view of another 
person. Social perspective- taking has been extensively measured 
among social workers (Gerdes et al., 2010, 2012; Stanley et al., in 
press; Thieleman & Cacciatore, 2019; Wagaman, 2016).

Quantity and (especially) quality of contact have been shown to 
protect people from intergroup anxiety and negative attitudes (e.g., 
social distance). Furthermore, intergroup anxiety has been observed 
to positively predict negative attitudes and to mediate the influence 
of contact in attitudes. This mediational role of intergroup anxiety 
has been verified for immigrants (Voci & Hewstone, 2003), homeless 
people (Aberson & McVean, 2008), persons with disabilities (Keith 
et al., 2016), sexual minorities (Mereish & Poteat, 2015) and ethnic 
minorities (Jasinskaja- Lahti et al., 2011), but we know of no research 
examining these relationships in mentally ill persons.

Also, empathy has been reported to protect people from inter-
group anxiety toward immigrants (Abbott & Cameron, 2014) and 
racial minorities (Aberson & Haag, 2007). Intergroup contact has 
been shown to reduce social workers' social distance from mentally 
ill people (Cobarrubias & Han, 2011).

1.3 | Outcome of stigma: Professional preference

Mereish and Poteat (2015), Pescosolido (2013) and Stephan (2014) as-
serted that some behavioural consequences of stigma are the avoid-
ance of out- group members and the unwillingness to help them. The 
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intention to work in the future with a concrete patient group has been 
mainly operationalized as professional preference or behavioural in-
tentions. Professional preference assesses the level of interest, lack of 
interest or relative interest in working with different populations, the 
wish to engage in professional practice with different groups and pop-
ulations, or the personal priority for working with one patient group 
over others (Gewirtz- Meydan & Even- Zohar, 2018; Krumer- Nevo & 
Weiss, 2006; Weiss, 2005; Weiss et al., 2002, 2004; Woodcock & 
Dixon, 2005). Within the framework of the theory of planned behav-
iour, few authors have examined the behavioural intention to treat 
(in the future) or to work with persons of a concrete patient group 
(Itzhaki et al., 2017; Werner, 2012; Werner & Grayzman, 2011).

Positive attitudes significantly predicted behavioural intentions 
to work with persons with mental disabilities or dual diagnosis 
(Werner, 2012) in Social Work students and other career professions 
(Werner & Grayzman, 2011). Furthermore, interest in working with 
a patient group (e.g., disabled, unemployed, addicted or poor peo-
ple) was greater when familiarity with the specific group was high 
and negative feelings toward the group were low (Krumen- Nevo & 
Weiss, 2006).

1.4 | Model of relationships and hypotheses

This study measured the relationships between three antecedents 
of— and protectors from— social stigma toward mental illness (quan-
tity and quality of contact and perspective- taking), two indicators of 
social stigma (intergroup anxiety and social distance) and an outcome 
of all these variables (professional preference for treating mentally ill 
persons) in a sample of Social Work undergraduates.

Previous research has proposed theoretical models of associ-
ations between some of these constructs. Referring broadly to so-
cial stigma, Segal et al. (2012) contended that perspective- taking is 
the key to reduce stereotypes and prejudices. Also, Stephan (2014) 
suggested that familiarity and empathy would protect persons from 
intergroup anxiety and facilitate behavioural intentions toward the 
out- group. More precisely, Phelan and Basow (2007) and Hinshaw 

and Stier (2008) proposed that empathy and familiarity with mentally 
ill persons are negative predictors of stigma toward this patient group.

Based on this theoretical framework and on partial empirical 
results with other out- groups (such as ethnic or sexual minorities, 
immigrants, disabled or homeless people), the hypotheses are sum-
marized in Figure 1.

1.4.1 | Direct relationships

H H 1 Quantity of contact (H1a), quality of contact (H1b) and 
perspective- taking (H1c) will negatively predict intergroup 
anxiety and social distance and positively predict professional 
preference.

H H 2 Intergroup anxiety will positively predict social distance and 
negatively predict professional preference.

H H 3 Social distance will negatively predict professional preference.

1.4.2 | Mediated relationships

H H 4 Intergroup anxiety will mediate the relationship of quantity 
of contact (H4a), quality of contact (H4b) and perspective- 
taking (H4c) with social distance.

H H 5 Social distance will mediate the relationship between inter-
group anxiety and professional preference.

H H Intergroup anxiety and social distance will mediate the relation-
ship of quantity of contact (H6a), quality of contact (H6b) and 
perspective- taking (H6c) with professional preference.

2  | METHODS

2.1 | Participants and procedure

Participants, aged 18 years or older (Mean = 21.76, SD = 3.55, 
range = 18– 56 years), were 409 Social Work undergraduates from 

F I G U R E  1   Hypothesized relations between variables, referring to mentally ill persons
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four Spanish universities. The participants were 80.9% female 
(n = 331) and 17.6% male (n = 72). Fifteen of them (1.5%) did not 
answer this question. These ratios are consistent with the gender 
profile of Social Work students and social workers in Spain and 
other European countries. The undergraduates were studying 
the first (n = 85; 20.8%), second (n = 124; 30.3%), third (n = 100; 
24.4%) and fourth year (n = 96; 23.5%) of their Bachelor degree 
in Social Work; four participants (1%) did not answer this ques-
tion. Students were informed about the aims of the research and 
completed the questionnaire in the classroom or via Google Drive, 
from 7 to 11 min, between February and June 2020. All students 
freely volunteered to participate in the study and they could leave 
some items unanswered or finally not hand in the completed 
questionnaire.

The procedure used in this work respects the internationally pro-
posed ethical guidelines, such as the 1964 Helsinki Declaration and 
its amendments, and was approved by the Ethical Committee of the 
Doctoral Program of Educational and Behavioural Sciences of the 
authors' university. No identifying information was requested.

Participants were informed about the objectives of the investi-
gation and the ethical requirements, they voluntarily consented to 
participate in the project and were informed that they could leave 
some item unanswered or withdraw from the investigation at any 
time without any consequences for them.

Two sample criteria were taken into account to establish the 
sample size: it must be representative of the population and suffi-
cient for the analyses to be carried out (SEM).

2.2 | Measures

The present is a cross- sectional study in which all the subjects an-
swered the same questions, and there were no different conditions 
between groups or any other experimental manipulation in the col-
lection of the data. The survey instrument was a self- reported ques-
tionnaire in Spanish with 25 items measuring six variables (Table S1). 
The following are all the scales applied in this work. In addition, the 
usual sociodemographic data (age, sex, grade, etc.) were collected.

2.2.1 | Contact: Quantity and quality

To assess contact, we adapted the instrument of Islam and Hewstone 
(1993). Quantity of contact with mentally ill persons was measured 
with four items asking the participants how much contact they had 
had in the past or the present in different situations (e.g., as neigh-
bours), rating each item from 1 (none at all) to 7 (a great deal). Quality 
of contact also was assessed with four items. Two items asked about 
the frequency of participants' conversations with and visits to the 
home of mentally ill persons, both rated from 1 (not at all) to 7 (very 
often); two items rated the general tone of these interactions with 
mentally ill persons (i.e., superficial or pleasant), ranging from 1 (not 
at all) to 7 (very much).

2.2.2 | Perspective taking

To measure this main component of empathy, we applied the Social 
Perspective- Taking subscale included in the Interpersonal and Social 
Empathy Index Scale (Segal et al., 2013), with five items. The under-
graduates were asked to rate how closely each item expressed their 
feelings or beliefs, on a 6- point scale ranging from 1 (never) to 6 (al-
ways). Example: “I believe that people who face discrimination have 
added stress that negatively impacts their lives”.

2.2.3 | Intergroup anxiety scale

To assess the emotional component of anxiety, we applied the 
Intergroup Anxiety Scale (Stephan & Stephan, 1985). The under-
graduates were asked to “Imagine that you are interacting alone 
with a group of people with mental illness. How would you feel in 
this situation, compared to occasions when you are interacting with 
people who did not have a mental illness”? Each item was rated from 
1 (not at all) to 7 (very). Two of the four responses to assess anxiety 
were “nervous” or “relaxed” (reverse- coded).

2.2.4 | Social distance

We applied the subscale of Social Distance, from the Opening Minds 
Scale for Health Care providers (OMS- HC; Modgill et al., 2014). An 
example item is “I would not mind it if a person with a mental illness 
lived next door to me” (reverse- coded). Participants selected a re-
sponse ranging from 1 (strongly disagree) to 5 (strongly agree).

2.2.5 | Professional preference

Previous research with social care providers has measured pro-
fessional preference asking about: (a) “interest in working with” 
(Gewirtz- Meydan & Even- Zohar, 2018); (b) “a preference to work 
with” (Weiss et al., 2004); or (c) “the intention to treat people with” 
(Werner, 2012) referring to different patient groups, such as older 
people, mentally ill persons, prisoners or people with a dual diag-
nosis. In this study, we applied these three statements to measure 
professional preference for mentally ill persons. Participants rated 
each item from 1 (strongly disagree) to 7 (strongly agree).

2.3 | Statistical analysis

The analyses involved three stages. Firstly, confirmatory factor anal-
ysis (CFA), using the AMOS- 24 software, was performed to test the 
adequacy of each measuring instrument, and subsequently, descrip-
tive statistics, alphas and Pearson correlations were calculated using 
the SPSS- 22. Secondly, structural equation models (SEM) were con-
ducted to verify the suggested model of associations summarized 
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in Figure 1, testing the fit of the measurement and structural mod-
els (Byrne, 2016). Lastly, mediation was examined (Preacher & 
Hayes, 2008).

Mediation analysis seeks to identify an intermediary process (me-
diator) between an antecedent and an outcome (Wu & Zumbo, 2008). 
As an example from Figure 1, quality of contact (antecedent) is hy-
pothesized to positively influence professional preference (outcome) 
by lowering intergroup anxiety (mediator). Mediation may be partial 
or full: in partial mediation, both the direct and the indirect effects 
between two variables are statistically significant; full mediation oc-
curs when the indirect effect is statistically significant and the direct 
effect is nonsignificant.

3  | RESULTS

No cases of any experimental group or condition were excluded 
from the results presented; no outliers or questionnaires with ran-
dom responses or high missing responses were detected, so the re-
sults include all the students who completed the questionnaires.

3.1 | Preliminary analyses

The CFA revealed that the expected models had acceptable fit to 
data for all the applied instruments (Byrne, 2016). All items ob-
tained appropriate factor loadings, skewness and kurtosis (Table S2). 

Except for quantity of contact, all reliability indices (alpha, composite 
reliability [CR] and average variance extracted [AVE]) were adequate 
(Table 1).

Regarding correlations, two groups of constructs could be dif-
ferentiated: the first set included quantity and quality of contact, 
perspective- taking and professional preference; the second, inter-
group anxiety and social distance. The variables correlated positively 
within their group and negatively between groups.

3.2 | Measurement model

We applied a two- step approach to confirm the proposed model 
of Figure 1. The first step tested the measurement model through 
a CFA. To reduce the number of indicators per latent variable, fol-
lowing the suggestions of Byrne (2016), the items of all the scales 
(except for professional preference) were parcelled to create two 
parcels for each scale. Thus, the measurement and the structural 
models included six latent variables and 13 indicators: three items 
for professional preference and two parcels for the other variables. 
All indicators showed adequate skewness and kurtosis (Table S3 and 
Figure S1). The measurement model, establishing covariances be-
tween all the latent variables, fit the data satisfactorily, χ2/df = 2.87, 
CFI = 0.969, TLI = 0.952, RMSEA = 0.068. The factor loadings (i.e., 
the correlations of indicators and variables) ranged from 0.36 to 
0.97 (p < 0.01). All covariances between variables were significant 
(p < 0.001).

1 2 3 4 5 6

1. Quantity of 
contact

— 

2. Quality of 
contact

0.587 — 

3. Perspective 
taking

0.170 0.220 — 

4. Intergroup 
anxiety

−0.396 −0.455 −0.287 — 

5. Social distance −0.263 0.374 −0.292 0.357 — 

6. Professional 
preference

0.369 0.438 0.261 0.503 −0.423 — 

Mean 2.98 3.94 5.40 3.44 1.53 4.28

SD 1.31 1.82 0.60 1.31 0.64 1.72

Number of items 
(Item range)

4 (1– 7) 4 (1– 7) 5 (1– 6) 4 (1– 7) 5 (1– 5) 3 (1– 7)

Cronbach's alpha 0.62 0.90 0.70 0.75 0.81 0.94

Composite 
reliability (CR)

0.64 0.90 0.68 0.74 0.80 0.94

Average variance 
extracted (AVE)

0.34 0.69 0.55 0.62 0.69 0.92

Note: All correlations were significant (p < 0.05). The interpretation of CR is analogous to that 
of Cronbach's alpha; a CR ≥0.70 was considered appropriate. AVE indicates the percentage of 
variance of the factor captured by the items, compared with the error variance; an AVE close to or 
higher than 0.50 is considered an excellent value.

TA B L E  1   Bivariate Pearson's 
correlations, descriptive statistics and 
reliability indices
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3.3 | Structural model

Then, using SEM, we tested the hypothesized associations between 
the variables proposed in Figure 1. The model fit the data quite well. 
Figure 2 shows the direct paths between constructs.

Regarding direct relationships, quantity of contact (H1a) neg-
atively predicted intergroup anxiety; quality of contact (H1b) and 
perspective- taking (H1c) negatively predicted intergroup anxiety 
and social distance; the rest of associations proposed in Hypothesis 
1 were nonsignificant. Intergroup anxiety positively predicted so-
cial distance and negatively predicted professional preference 
(Hypothesis 2). Social distance negatively predicted professional 
preference (Hypothesis 3). The proportions of explained variance 
were 37% for intergroup anxiety, 30% for social distance and 39% 
for professional preference.

3.4 | Mediation analyses

Next, the AMOS- 24 software calculated the indirect effects between 
constructs, and the significance of each effect was established by 
the bootstrapping confidence interval (Preacher & Hayes, 2008). 
The results are summarized in Table 2.

Regarding full mediation, intergroup anxiety mediated the rela-
tionship of quality of contact and social distance (H4a); intergroup 
anxiety and social distance mediated the association of quality of 
contact (H6b) and perspective- taking (H6c) with professional prefer-
ence. In terms of partial mediation, intergroup anxiety mediated the 
influence of quality of contact (H4b) and perspective- taking (H4c) in 
social distance; social distance mediated the relation between inter-
group anxiety and professional preference (H5). Finally, the media-
tional role of intergroup anxiety and social distance between quantity 
of contact and professional preference (H6a) was nonsignificant.

Table 2 also includes the values of the squared semipartial cor-
relations (sr2). This coefficient indicates how much variance of a de-
pendent variable (e.g., professional preference) is uniquely explained 
by an independent variable (e.g., quality of contact).

To conclude the analyses, we tested an alternative model to 
the proposed Model 1. Model 2, assuming full mediation between 
variables, obtained poorer fit indexes than those of the Model 1 
(Figure S2 and Table S4).

4  | DISCUSSION

Different authors have proposed theoretical frameworks linking 
professional preference with contact, empathy and social stigma. 
Some of these relationships were tested with patient groups differ-
ent from mentally ill people, and never with samples of Social Work 
students or professionals. The present study analysed this model, 
referring to mentally ill persons, in a sample of Social Work under-
graduates. Preliminary analyses verified the adequate psychometric 
properties of the applied scales.

4.1 | Main findings

First, the expected direct relationships of Hypothesis 1 were only 
partially confirmed. Social Work undergraduates with higher quan-
tity and, especially, quality of contact with mentally ill persons and 
more empathy experienced less anxiety toward imagined contacts 
with these patients. Furthermore, undergraduates with higher qual-
ity contact and more empathy expressed less desire to maintain 
social distance from mentally ill persons. These findings support 
Stephan's (2014) assertion that individuals with low empathy are 
more predisposed to experience intergroup anxiety and negative at-
titudes toward out- groups because lower levels of empathy make 
it more difficult to understand and predict out- group members' be-
haviour. The results also confirm previous theoretical proposals and 
partial empirical findings referring to immigrants, ethnic and sexual 
minorities or homeless people. Cobarrubias and Han (2011), West 
et al., (2014) and Nitzan and Orkibi (2020) reported similar relation-
ships with reference to mentally ill people.

Second, concerning stigma, undergraduates who experienced 
more anticipated anxiety when interacting with mentally ill persons 
also felt less desire to include these people in their social network 
and showed less intention to care for these patients in the future 
(Hypothesis 2). Analogously, students who were less willing to in-
teract with mentally ill people also declared less preference for this 
group as a future vocational option (Hypothesis 3). These findings 
partially confirm previous research with different samples of other 
stigmatized groups. In Social Work, less negative attitudes toward 
poor people were associated with increased interest to work with 
this group (Weiss, 2006), whereas positive attitudes were facilitators 
of intentions to treat disabled (Werner & Grayzman, 2011) or men-
tally ill people (Werner, 2012).

Third, concerning mediated relationships, Social Work under-
graduates with higher- quality contact with mental illness and more 
empathy showed less desire to maintain social distance from these 
patients (partially) because they experienced less anxiety about 
possible interactions with these persons (H4b and H4c). Instead, 
although the indirect effect of the quantity of contact on social dis-
tance was significant (H4a), the total effect was nonsignificant. The 
mediational role of intergroup anxiety between intergroup contact 
(especially for quality) and social distance has been broadly estab-
lished for different stigmatized groups, such as racial and sexual mi-
norities, immigrants, homeless and disabled people. However, Social 
Work students or professionals did not participate in any of these 
studies; furthermore, we know of no research evaluating the rela-
tionships between these variables referring to mentally ill persons.

Additionally, the students who expressed more anxiety imag-
ining interactions with mentally ill persons were less interested in 
working with this group (partially) because they preferred more so-
cial distance from these persons (Hypothesis 5). Finally, the under-
graduates with more empathy and quality of contact with mentally 
ill persons showed more future professional preference for this pa-
tient group because they experienced less anxiety when imagining 
interactions with these patients and they expressed less desire to 
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maintain social distance from them (H6b, H6c). These findings sup-
port the theoretical model of associations between these constructs 
suggested by Segal et al. (2012) and Stephan (2014). We have found 
no empirical research testing this model with these variables. Once 
again, the role of anxiety and distance mediating the relationship 
between quantity of contact and professional preference was non-
significant (H6a).

4.2 | Limitations and future research

Nonetheless, these results should be considered with caution, given 
some shortcomings. First, as the examined data were obtained 
through self- report questionnaires (like most of the reviewed empiri-
cal research), the associations between constructs may be affected 
by common variance bias. Second, the cross- sectional design of this 
study does not allow for the establishment of causality between 
constructs. Third, this study explained only 38% of the variance of 
professional preference; future research could analyse other predic-
tors of preference, such as educational preparation or self- efficacy, 
to explain a higher proportion of the variance of this decisive vo-
cational outcome. Fourth, only quantitative data were obtained in 
this study. Future qualitative work could complement these results 
and allow us to achieve greater and more detailed understanding of 
the subtle emotional components of the participants' perspectives 
related to stigma toward and preference for mentally ill persons. 
Finally, the present study analysed the measured variables referring 
to mental health in a convenience sample of Spanish Social Work 
undergraduates. Nevertheless, the results might be extrapolated 
to other stigmatized groups and health careers for two reasons: 

previous research taken as the basis of the present work involved 
many patient groups other than mentally ill people; furthermore, in 
many investigations, participants were students and professionals 
from diverse health careers, such as nurses, doctors or psycholo-
gists. Future investigations might try to verify these results referring 
to different stigmatized groups and evaluating samples from diverse 
mental health careers.

4.3 | Practical implications

In concordance with previous research, these findings encourage ac-
tions aimed at reducing intergroup anxiety and social distance from 
mentally ill persons. The Mental Health Action Plan 2013– 2020 
(WHO, 2013) also proposed universal and targeted interventions to 
combat and reduce stigmatization and discrimination. These actions 
include protest strategies or social activism, contact and education 
(Gronholm et al., 2017; Maunder & White, 2019). The last two were 
the most frequent among healthcare professionals.

Contact or familiarity interventions involve exposure to mentally 
ill persons and are intended to reduce prejudice and anxiety, increas-
ing empathy (Morgan et al., 2018), and they should include direct 
and indirect contact (Maunder & White, 2019). Direct or face- to- face 
contact is the most habitual type. The indirect contact refers to vi-
carious contact, imagined contact, contact via video and e- contact. 
These interventions were effective to enhance empathy and reduce 
stigma toward mental illness in people with low or medium famil-
iarity with this group (Corrigan & Nieweglowski, 2019), in the gen-
eral population (Maunder & White, 2019; Morgan et al., 2018) and 
healthcare professionals (Gronholm et al., 2017).vww

F I G U R E  2   Standardized values of the structural equation model of relations (Model 1). Dashed lines represent no significant paths 
(p > 0.05)
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Educational interventions have focused on dispelling stereo-
types and reducing stigma by providing factual information that 
contradicts inaccurate stereotypes and prejudices (Gronholm 
et al., 2017; Morgan et al., 2018). These interventions highlight the 
prevalence of serious mental health diseases, the manifestations 
of stigma, exclusion and discrimination, and the adverse effects of 
stigma on the lives of mentally ill persons (Rubio- Valera et al., 2018; 
Strassle, 2018). Furthermore, education emphasizes the importance 
of positive attitudes toward mentally ill people and the expectations 
of recovery, and provide the necessary skills to support and interact 
with these persons.

A synthesis of both modalities is “contact- based education” 
(Gronholm et al., 2017; Maunder & White, 2019), in line with the rec-
ommendations of other authors (Corrigan & Nieweglowski, 2019; 
Morgan et al., 2018). These actions provide participants with ed-
ucational information about mental illness, tailored to a target 
group, either during contact with mentally ill persons or before 
or after such contact. Contact- based education was effective 
to reduce mental illness stigma of Social Work (Rubio- Valera 
et al., 2018), Psychology (Petkari, 2017; Strassle, 2018), Nursing 
(Fokuo et al., 2017; Itzhaki et al., 2017) and Medicine undergradu-
ates (Eksteen et al., 2017).

5  | CONCLUSION

This study revealed that Social Work undergraduates' professional 
preference for mentally ill persons was negatively predicted by 
intergroup anxiety and social distance, and (adding direct and in-
direct effects) was positively predicted by quantity and quality of 
contact and by perspective- taking. As a main finding, the study 
revealed that empathy and quality of contact with mentally ill 
people make future professional preference for this patient group 
more likely, mainly by lowering the intensity of intergroup anxi-
ety and social distance (i.e., social stigma) toward these patients, 
two powerful hindrances for this intention of care. Compared 
with quality of contact, the relevance of quantity of contact was 
weaker.
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