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Abstract: Dehumanization has been a subject of study in interpersonal and intrapersonal, as

well as intergroup, contexts. This article examined whether healthy and mentally ill targets are

unequally dehumanized by lay people and whether group membership and self-determination

of participants mediates the dehumanization of mentally ill targets. It also analysed whether the

severity of mental illness affects self-dehumanization. A study conducted on a Greek sample

of lay people (N = 97) revealed that the mentally ill are dehumanized more in comparison to

the healthy ones, but this depends on the severity of their illness. Moreover, the study indicated

that lay people dehumanize the neurotic targets somewhere in between psychotic and healthy

targets depending on how much they identify with them. A psychosocial, situational variable

such as group membership was stronger than a dispositional variable, that is, self-determination

in determining dehumanization. A second study conducted on a Greek sample of mentally ill

patients (N = 77) showed that psychotic patients humanize their own selves more than neurotic

ones do, and in fact attribute more positive emotions to the self in comparison to neurotic

patients. These findings suggest that psychotic patients display a less objective perception of

reality than neurotic ones.
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Dehumanization is the tendency of individuals or groups to attribute less human
characteristics to others, outgroups or the self. The denial of humanness as a
discriminatory and prejudicial behavior towards outgroups has been mainly
associated with intergroup processes (Bandura, 1990, 2002; Bar–Tal, 2000; Kelman,
1976; Opotow, 1990). In the intersexual and intrasexual context, it has been shown
that women are dehumanized more by both sexes (Svoli & Sakalaki, 2015). In the
field of cognitive disability, affected people have been compared to parasites that
infect society (O’Brien, 1999). They have been viewed as unable to live in a civilized
way, unable to experience pain and prone to immoral and criminal behavior
(O’Brien, 2003).

The first empirical studies in the domain of dehumanization referred to infra-
humanization, according to which people tend to attribute more uniquely human
emotions (emotions which refer exclusively to the human being, e.g., guilt) to their
ingroup than to outgroups (Demoulin et al., 2004; Leyens et al., 2003). In contrast,
the attribution of non-uniquely human emotions (i.e., those we share with other
animals, e.g., joy) does not differ in relation to the social status of the group (Leyens
et al., 2001).

On a more systematic theoretical basis, Haslam and his colleagues showed that
there are two senses of humanness that lead to two distinct forms of dehumanization,
namely, animalistic dehumanization and mechanistic dehumanization (Haslam,
2006; Haslam & Bain, 2007; Haslam, Bain, Douge, Lee, & Bastian, 2005).
Animalistic dehumanization, which has mainly been related to intergroup contexts,
describes the reduced attribution of uniquely human characteristics (e.g., rationality,
moral sensibility, civility) to others. In this case, others are represented as animal-like
and their behavior is thought to be driven by motives, appetites and instincts.
Mechanistic dehumanization refers to the reduced attribution of human nature
characteristics (e.g., emotional responsiveness, interpersonal warmth, cognitive
openness) to others, who are represented as machines or automata, lacking
individual agency and being inert and passive.

According to this theoretical model, dehumanization may also apply to the
intrapersonal context. Bastian and Haslam (2010) suggested that ostracized
individuals attribute less human characteristics to the self. In addition, the perpetrator
of social ostracism dehumanizes the self and regards his or her behavior as immoral
(Bastian et al., 2013). In this respect, the dehumanization of minority groups could be
assimilated to social ostracism. Sakalaki, Richardson, and Fousiani (2016) showed
that enduring psychological variables that are poor in humanness, such as
Machiavellianism and opportunism, also lead to self-dehumanization.

Furthermore, Sakalaki, Richardson, and Fousiani (2017) examined whether
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distressing situations that inflict suffering can induce denial of humanness to the self
and others. Confirming their hypotheses, the main results of five studies showed that:
positive situations are judged to be more human than negative ones; self-
dehumanization is positively correlated with ill-being variables such as negative affect,
anxiety and somatization (which are dispositional variables that increase suffering),
but negatively correlated with positive affect, vitality and self-actualization; the more
a woman suffers from difficult familial and economic conditions, the more the
observers tend to dehumanize her; and the dehumanization of victims of
unemployment is greater than the dehumanization of those who have a job.

Finally, individuals with low socioeconomic status (e.g., an office cleaner
working in the public sector) and moderate or severe mental disorder are more
dehumanized than those who have no mental disorder or have a mental disorder but
are of high socioeconomic status (e.g., a business executive in a company) (Sakalaki
et al., 2017). All these studies underline the detrimental, deleterious effects of
suffering and reduced well-being on how individuals perceive themselves and others
in terms of humanness. There is evidence that, in lay thinking, humanization of the
self and others requires the absence of high levels of suffering and deprivation which
represent situations that seem to be regarded as less compatible with humanness.

Mental illness can be considered as a form of cognitive disability liable to increase
suffering. According to Tzouvara and Papadopoulos (2014), “mental illness” is
defined as “a syndrome characterized by clinically significant disturbance in an
individual’s cognition, emotion regulation or behavior that reflects a dysfunction in
the psychological, biological, or developmental processes underlying mental
functioning” (American Psychiatric Association, 2013, p. 20). A neurotic illness can
refer to a diagnosed disorder as well as to a normal condition. Therefore, lay people
can identify with neurotics easier and feel closer to them in comparison to any other
mental patients. However, patients who suffer from some form of psychosis may
display illusions, delusions and unreasonable thought experiencing a much more
intense suffering than neurotic ones.

Discrimination and stigma differ from ostracism in that discrimination usually
refers to excessive negative attention or no attention at all (Wirth & Williams, 2009).
However, since both are forms of interpersonal rejection, they are interrelated
(Goffman, 1968). Previous studies have shown that beliefs about mental illness are
negative (Link, 1982; Link, Cullen, Frank, & Wozniak, 1987) and connected with fear
and sense of danger, especially in the case of schizophrenia (Economou, Richardson,
Gramandani, Stalikas, & Stefanis, 2009) as opposed to depression (Angermeyer &
Matschinger, 2003; Crisp, Gelder, Ritz, Meltzer, & Rowlands, 2000).The public
appears more likely to identify symptoms of schizophrenia than symptoms of
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depression as an indication of mental disorder, while biological factors are more
frequently endorsed as a cause of schizophrenia. In contrast, psychosocial stress is
more frequently considered responsible for the development of depression. In the
case of schizophrenia, clearly labeled as a mental illness, a respondent’s emotional
reactions are negatively affected. As a result, people with schizophrenia are far more
frequently considered as dangerous and unpredictable than other mental patients
(Economou, Richardson, Gramandani, Stalikas, & Stefanis, 2009). However, in the
case of major depression a positive affect prevails as sufferers from depression evoke
more pro-social reactions (Angermeyer & Matschinger, 2003).

It is worth mentioning that, in contrast to other kind of illnesses, mental illness in
lay thinking is conceived of as a chronic condition―a condition that can create fear,
hostility, suspiciousness and aloofness in the general population (Rosenhan,1973). It
has been shown that targets who suffer from chronic mental illness are thought to be
less human and more dangerous in comparison to those who suffer from chronic
organic illness (Martinez, Piff, Mendoza-Denton, & Hinshaw, 2011).In contrast, when
a target diagnosed with a mental illness (specifically, bipolar disorder) is perceived as
being in remission and is engaged in rather normative behavior, he or she is thought
to be more human and less dangerous than a patient diagnosed with a physical illness
(specifically, melanoma). Furthermore, when the mentally ill target is humanized, he
or she is less socially rejected (Martinez et al., 2011). Following the above, we
hypothesized that psychotic patients are more dehumanized than neurotic ones and
that both are more dehumanized than healthy people.

According to the literature, individuals with low socioeconomic status and mental
disorder are dehumanized more than individuals who have no mental disorder or have a
mental disorder but are of high socioeconomic status (Sakalaki et al., 2017). Moreover,
targets who suffer from a chronic mental illnesssuch as bipolar disorder are thought to be
less human and more dangerous than those who suffer from a chronic physical illness
such as melanoma (Martinez et al., 2011). Therefore, mental patients are thought to be
less human. However, to our knowledge there is no study on the role that variables such
as group membership and self-determination play in mediating dehumanization. Our
research examined whether group membership a psychosocial, situational variable is
stronger than self-determination a dispositional variable in determining dehumanization.
The present study also tested whether the severity of mental illness affects self-
dehumanization, another question that has not yet been examined.

Group membership is a process of social categorization which forms one’s social
identity. Being part of a group is an important source of pride and self-esteem
(Tajfel & Turner, 1979). In the Minimal Group Paradigm (Tajfel, 1970, 1978; Tajfel,
Billig, & Flament, 1971; Tajfel & Turner, 1986), it is suggested that social
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categorization of participants as group members is sufficient to create the “generic”
group attitude, that is, outgroup discrimination and ingroup favoritism. Therefore,
the ingroup discriminates against the outgroup to enhance its self-image (Tajfel &
Turner, 1979). In our study, perceived similarity of values between participant and
target was manipulated to create group membership (Sakalaki, Richardson, &
Sotiriou, 2014).

Causality Orientation theory is a sub-theory of Self-Determination Theory (Deci &
Ryan, 1985) that distinguishes between three motivational orientations that determine
human behavior: autonomy orientation, control orientation and impersonal orientation.
Autonomy orientation is characterized by a high degree of experienced choice for the
initiation of an activity and the regulation of the behavior. Control orientation refers to
those who organize their behavior according to extrinsic motivation. Finally, impersonal
orientation indicates lack of motivation and self-determination (Deci & Ryan, 1985).
Moller and Deci (2010) conjectured that control is positively related to dehumanization,
while autonomy is negatively related to dehumanization. That is, heteronomous people
dehumanize mechanistically the self and others more in contrast to autonomy-oriented
people. According to de Charms (1968), persons who feel controlled, coerced or
manipulated by others, perceive themselves as objects. This theoretical framework was
used to examine whether a variable such as self-determination could affect
dehumanization. It was hypothesized that autonomy orientation will lead to less
dehumanization of the self and others than control orientation.

Overview of the present studies

The aims of the studies presented here were, firstly, to examine whether healthy,
neurotic and psychotic targets are unequally dehumanized by lay people, secondly, to
examine whether perceived group membership and participants’ self-determination
mediate the dehumanization of mentally ill targets, and thirdly, to explore whether the
severity of mental illness affects self-dehumanization, that is, if psychotic patients
have a greater tendency to self-dehumanize than neurotic ones. Specifically, the first
study examined the dehumanization of neurotic, psychotic and healthy targets and
the possible mediation of perceived group membership and self-determination. The
second study examined the self-dehumanization of neurotic and psychotic patients.
The hypotheses were the following:

H1: Participants are expected to dehumanize mentally ill targets more than
healthy ones, and psychotic targets more than neurotic ones.

H2: Participants who are more autonomous are expected to dehumanize less the
self and others.
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H3: Participants will dehumanize more the target that they perceive as an
outgroup, that is, psychotic patients.

Η4: The neurotic patients will self-dehumanize less than psychotic patients do.

STUDY 1

The first study aimed to investigate whether lay people dehumanize more the mentally
ill in comparison to healthy targets and to examine whether perceived group
membership of the targets and participants’ self-determination mediate the
dehumanization of mentally ill targets.

Method

Participants

The study was conducted in a convenience sample from the general population of
Athens, Greece. The sample consisted of a total of 97 individuals (34 men, 63
women), aged from 18 to 60 years old (32 % from 18 to 25 years old, 49.5% from 26
to 45 years old and 18.6 % from 46 to 60 years old). Thirty of them responded to a
scenario-based questionnaire regarding a neurotic target, 34 to one regarding a
psychotic target and 33 to one regarding a healthy target. The sample characteristics
are shown in Table 1.

Table 1: Demographic characteristics of the participants in Study 1(N = 97)

Characteristic Gender N %
Male 34 35
Female 63 65

Age (years)
18-25 31 32
26-45 48 49
46-60 18 19

Education
High school graduate 26 27
University graduate 40 42
Technical School graduate 3 3
Post-graduate or doctoral degree 22 23
Other 5 5
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Measures

Scenarios
The study comprised three groups, each of them responding to a different

scenario. The scenarios described a target suffering from an anxiety disorder (neurotic
condition), a schizophrenic target (psychotic condition) or a mentally healthy target
(healthy condition), as follows:

Scenario 1: George is 50 years old and lives in Athens. He has a good relationship
with his parents. He is married, has two children and he works as an employee in a
company. He displays some fears when he is out of the house or when he is physically
close to a lot of people. He prefers to go to work with his wife and in general he gets
anxious easily. He cannot use public transport because he is afraid to come too close
to others. He rarely stays home alone because he is afraid that something will happen
to him and that no one will be there to help him. Apart from this, George is happy in
his marriage, he cares about his job and his family.

Scenario 2: Myrto is 25 years old and lives in Thessaloniki. As a child she was very
reserved and she did not play with other children. During her adolescence she stayed
in her room for many hours and avoided human contact. She had many psychological
problems and when she entered high school her condition got worse. She never
washed herself or combed her hair and she said that she was hearing her mother’s
voice in her head. That made her crazy. During a three-month period of time she
attempted to commit suicide several times. After her third attempt she was admitted
with the help of her aunt to a psychiatric hospital.

Scenario 3: Manos is 45 years old and lives in Larisa. He is a farmer and works in
the fields all day. He loves his job very much. He has been married for twenty years
and he has three children. His wife is a nursery school teacher who loves children.
His relationship with her is good although they argue sometimes. Their daughters
live in Athens but the couple prefers to live in the country.

Questionnaires

Human Nature – Human Uniqueness scale (HN – HU scale)

For the assessment of dehumanization vs. humanization of the target, a Human
Nature and a Human Uniqueness scale, inspired by Haslam’s (2006) model of
dehumanization and tested for their validity within Greek culture (Sakalaki et al.,
2017), were used. Participants rated three pairs of human uniqueness and three pairs
of human nature traits, including the related forms of humanness denial (Bastian &
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Haslam, 2010; Haslam, 2006), on a nine-point scale ranging from 1 “very unlikely” to
9 “very likely”. The first item of each pair represented dehumanization and the second
one humanization. Participants had to choose the degree to which the target described
in the vignette possessed these characteristics. Human uniqueness traits were:
instinctive – rational, childlike – mature, coarse – refined. Human nature traits were:
cold – warm, without agency – with agency, lacking emotional responsiveness
emotionally responsive. The internal consistency of the whole scale in the present
study was α = .77. For the HN scale Cronbach’s α was .61 and for the HU scale
Cronbach’s α was .55.

Animalistic Dehumanization scale

To assess the dehumanization of the different targets, we asked participants to attribute
to thema set of 16 emotions each rated on a nine-point scale ranging from 1 (not at all)
to 9 (a lot) (Sakalaki et al., 2017). Seven UH emotions (four positive –admiration,
optimism, hope, nostalgia– and three negative –embarrassment, despair, guilt) and
nine non-UH emotions (four positive: calmness, enjoyment, joy, pleasure, and five
negative: sorrow, fear, worry, pain, panic) were included in the list. However, upon
inspection of the correlations between responses (data not shown) it was found that
respondents appeared to be responding based on emotions’ valence (positive emotions,
α = .93, and negative emotions, α = .92) rather than their humanness. Therefore, no
further analysis based on the Animalistic Dehumanization scale was performed.

Mechanistic Self-Dehumanization Scale (MSDS)

The MSDS was developed to measure attribution of human nature characteristics to
the self (Sakalaki et al., 2017). Inspired both by Haslam’s (2006) model of
dehumanization and Gray et al.’s (2007) model of mind perception, this 14-item scale
includes both self-dehumanizing (e.g., ‘’I try not to function in an emotional way‘’) and
self-humanization items (e.g., ‘’I am open to new experiences’’). Each item is rated on
a nine-point Likert scale ranging from 1 = “absolutely disagree” to 9 = “absolutely
agree” (1= “never” to 9 = “often” for the last item of the scale). The self-
humanization items were reverse scored. The internal consistency of the scale in the
present study was Cronbach’s α = .71. Two previous pilot studies (Sakalaki et al.,
2017) had shown, firstly, a strong test-retest correlation of the scale over an interval
of one week (r = .79, p < .001) and, secondly, that the scale was negatively associated
with a high human nature adjectives scale, inspired by Haslam’s model (2006) and
measuring human nature (r = -.221, p < .001; Cronbach’s alpha for the HN
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Adjectives scale was .75). The MSDS also correlated with a scale inspired by Gray’s
Mind Perception theory (Gray et al., 2007) and based on Gray’s categories for
measuring perception of agency, a central category of humanization in this theory, r
= - .380, p < .001.Cronbach’s alpha for the Agency scale was .63. Thus, the
convergent/divergent validity of the scale was confirmed.

Group Membership scale

The operationalization of the ingroup versus outgroup variable was made using the
similarity or dissimilarity between the target’s values and one’s own (Sakalaki et al.,
2014). In the Group Membership scale participants were presented with four different
statements: (a) I think I could belong to the same social milieu as X; (b) I believe I
can easily identify with X; (c) I believe I could establish friendly relationships with X;
and (d) I think I could feel quite close to X. Agreement with each item separately
was indicated on a five-point scale ranging from 1 (strongly disagree) to 5 (strongly
agree). Higher scores (mean of the four items) indicate greater group identification.
Cronbach’s alpha for this questionnaire was .79.

The General Causality Orientation Scale

The strength of an individual’s autonomy, control, and impersonal orientation was
assessed with the General Causality Orientation Scale (GCOS), which has been
translated into Greek (Sakalaki & Fousiani, 2012) and consists of 12 vignettes and 36
items (Deci & Ryan, 1985). Example items are: “You have been offered a new position
in the company where you have been working for some time. The first question that is
likely to come to mind is: a) What if I can’t live up to the new responsibility? b) Will I
earn more money in this position? c) I wonder if the new work will be interesting”.
The scale is well validated and has been shown to be reliable (Deci & Ryan, 1985),
with Cronbach’s alpha of .75 and a test-retest correlation of .74 over two months. In
the present study, Cronbach’s alpha for the autonomy orientation was α = .67, for the
impersonal orientation α = .76 and for the control orientation α = .63.

Demographics. All participants answered questions regarding gender, age,
education and profession.

Procedure

The questionnaires were distributed in person by the researcher. Participants gave
their consent to fill in an anonymous questionnaire as a contribution to a study
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conducted by the university, without being informed about its purpose. Participants
received instructions for the correct completion of the questionnaires and were
encouraged to respond individually, honestly and anonymously to all the questions.
Questionnaire completion time was approximately 15 minutes.

Results

The target person effect

A one-way ANOVA was conducted for the analysis of the dehumanization vs.
humanization of the three targets (healthy, neurotic, psychotic), as measured by the
HN – HU scale. The analysis on the HN characteristics showed a significant main
effect of target, F(2, 93) = 36.1, p < .001, ηp² = .437. The participants attributed more
human nature characteristics to the healthy target than to the other two targets
(healthy target, M = 5.87, neurotic target, M = 3.92, psychotic target, M = 2.97). Post-
hoc comparisons using the Bonferroni method confirmed that all the differences
between pairs of means, including psychotic versus neurotic, were significant at p = .01.

A one-way ANOVA of the uniquely human characteristics showed a significant
main effect of target, F(2, 93) = 19.6, p < .001, ηp² = .296. Participants attributed
more uniquely human characteristics to the healthy target than to the other targets
(healthy target, M = 5.51, neurotic target, M = 4.38, psychotic target, M = 3.53).
Post hoc pairwise differences between means were significant at p = .015 (see Table
2). These findings confirm Hypothesis 1.

A one-way ANOVA was conducted for the analysis of the degree in which
participants identified themselves with the three targets (healthy, neurotic, psychotic)
as measured by the group membership scale. The analysis showed a nonsignificant
main effect of group identification, F(2, 94) = 1.94, p =.15, ηp² = .040. The

Table 2: Means, standard deviations and one-way analyses of variance (ANOVA) for effects of the
target on the attribution of characteristics to others in Study 1

Target
Neurotic Psychotic Healthy ANOVA

Variable M SD n M SD n M SD n
Human nature 3.92 1.49 30 2.97 1.37 34 5.87 1.37 32 F(2, 93)

36.11*
Human uniqueness 4.38 1.40 30 3.53 1.25 33 5.51 1.22 32 F(2, 92)

19.07*
*p < .001
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differences in group identification between the targets were small (healthy target, M
= 2.48, psychotic target, M = 2.12, neurotic target, M = 2.09). Nevertheless, the mean
difference between healthy targets and all mental patients (neurotic and psychotic
targets taken together) was marginally significant (p = .05). Thus, participants appear
to view the healthy targets as an ingroup more than they did the mentally ill.

Relations between causality orientations and self-dehumanization

Correlations were computed between causality orientations and self-dehumanization.
There was a positive statistically significant correlation, r = .31, p < .01, between
impersonal orientation and self-dehumanization. There was also a statistically
significant negative correlation, r = -.27, p < .01, between autonomy orientation and
self-dehumanization, a finding that confirms Hypothesis 2. Finally, there was no
statistically significant correlation between control orientation and self-
dehumanization, r = -.07, p = .49 (see Table 3). There were no statistically significant
correlations between the dehumanization of others and the causality orientations.

Mediation and moderation analysis: Group membership and autonomy

Because of the absence of correlations between causality orientation and
dehumanization, it was not possible to test any mediation/moderation effect for
causality orientation between target groups and dehumanization. Similarly, the weak
correlation between the target groups and group membership implies that the latter
cannot function as a mediating variable in this relationship either.

The possible mediating role of group membership was tested by carrying out a
series of multiple regression analyses with dehumanization as dependent variable.
The initial model, equivalent to the ANOVA already described, included the three
targets as predictors, represented by indicator variables denoting the neurotic (1 =
yes, 0 = no) and psychotic (1 = yes, 0 = no) targets. Adding group membership as

Table 3: Correlations between the causality orientations, HN-HU characteristics and the MSDS
in the total sample in Study 1

Measure 1 2 3 4 5
1. Impersonal orientation --
2. Autonomy orientation .09** -
3. Control orientation .27** .15* -
4. HN-HU characteristics .05 .02 -.19 -
5. MSDS .31** -.27** -.07 .05 -
** p < .001
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a predictor produced a statistically significant increase, ∆F(1, 92) = 10.8, p = .001,
in the coefficient of determination R2 from 42.7% to 48.7%. However, the increase
was even greater, to 49.1%, when the group membership variable was included only
for the participants who responded to the neurotic target. This represents an
interaction between group membership and illness group, demonstrating that group
membership acted as a moderator variable. Specifically, the regression equation
predicting the dehumanization score was

5.69 – 3.17 N – 2.44 P + 0.78 (NxGM)

where the indicator variables N and P denote the neurotic and psychotic targets,
respectively, and NxGM denotes the above interaction. Thus, for a participant
responding to the neurotic target, the predicted dehumanization score was 5.69 – 3.17
+ 0.78 = 3.30 if the group membership score was 1 (the minimum), or 5.69 – 3.17 +
0.78x4 = 5.64 if the group membership score was 5 (the maximum). The former score
is very close to the mean of 3.25 for the psychotic target and the latter is very close to
the mean of 5.69 for the healthy target. This finding indicates that participants
dehumanized neurotic targets somewhere in between psychotic and healthy targets
depending on how much they identified with them, that is, perceived them as an in-
group. An alternative way of expressing the role of group membership is to observe
that it displayed a significant correlation with dehumanization only in the neurotic
condition, r = .54, p = .002, but neither in the psychotic condition, r = .15, p = .40,
nor in the healthy condition, r = .23, p = .21.

Discussion and Conclusions of Study 1

Summarizing, lay people attribute more human characteristics to the healthy target
whom they identify more as an ingroup in comparison to the mentally ill. Moreover,
they attribute more dehumanizing characteristics to the psychotic target in
comparison with the neurotic target and they dehumanize more the neurotic target
in relation to the healthy one. Where exactly they position the neurotic target depends
on how much they identify with him or her. In addition, impersonally oriented
participants dehumanize more the self, while autonomy oriented participants
dehumanize less the self. Control orientation does not display a significant correlation
with self-dehumanization. Finally, none of the three causality orientations had a
statistically significant correlation with the dehumanization of others. To conclude, a
psychosocial, situational variable such as group membership is stronger than a
dispositional variable, that is, self-determination, in determining dehumanization.
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STUDY 2

The second study explored whether neurotic patients self-dehumanize less than
psychotic ones, focusing on the degree to which the mental patient thinks of himself
or herself as less human, an issue never studied before.

Method

Participants

The study was conducted in Athens, Greece. Participants were 77 mental patients
(28 men and 49 women; 2.6% from 18 to 25 years old, 33.8% from 26 to 45 years old,
50.6% from 46 to 60 years old and 13% more than 60 years old). Thirty members of
the sample had been diagnosed by a psychiatrist with a neurotic disorder (e.g., anxiety
disorder, obsessive-compulsive disorder, depressive disorder) and 47 with a psychotic
disorder (e.g., schizophrenia, depression) (For an overview of sample demographics
see Table 4.) Information regarding the diagnosis was confirmed by a psychiatrist or
a nurse at the service from which the participant was recruited. In this study, we
distinguished “neurotic” from “psychotic” disorders according to the severity of the
mental illness. Therefore, we defined as “neurotic” a less severe disorder related to
a more objective perception of reality and a less intense suffering.

Table 4: Demographic characteristics of the mentally ill in Study 2 (N = 77)

Characteristic Gender N %
Male 28 36
Female 49 64

Age (years)
18-25 2 3
26-45 26 34
46-60 39 51
60+ 10 13

Education
Primary school graduate 15 19
Secondary school graduate 9 12
High school graduate 26 34
University graduate 15 19
Technical School graduate 7 9
Post-graduate/ doctoral degree 2 3
Other 2 3
Diagnosis
Neurotic 30 39
Psychotic 47 61
Context of recruitment
Health clinic in a hospital 50 65
Psychiatric hospital / Boarding houses 27 35
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Materials

Animalistic Self-dehumanization scale

To assess self-dehumanization, participants were asked to indicate to what degree
they experienced a set of 16 emotions rated on a nine-point scale ranging from 1 (not
at all) to 9 (a lot) (Sakalaki et al., 2017). The emotions used were the same as in Study
1. However, as in Study 1, it was found upon inspection of the correlations between
responses (data not shown) that respondents appeared to be responding based on
the emotions’ valence (positive emotions, α = .85, and negative emotions, α = .91)
rather than their humanness. Therefore, no further analysis based on the humanness
of these emotions was performed.

Human Nature –Human Uniqueness scale (HN –HU scale)

For the assessment of dehumanization vs. humanization of the self, we used the same
instrument as in Study 1. The patients chose the degree to which they possessed these
characteristics. Cronbach’s alpha for the whole scale was α = .68. For the HN scale
Cronbach’s α was .60 and for the HU scale Cronbach’s α was .55.

Mechanistic Self-Dehumanization Scale (MSDS)

The MSDS was used as in Study 1. Its internal consistency (Cronbach’s alpha) in the
present study was α = .73.

Demographics. All participants answered questions regarding gender, age,
education and profession.

Procedure

The sample was recruited from three sources: a psychiatric health clinic located within
a general hospital, where patients had been treated for a short period of time; a
hospital with a psychiatric department to which they had been referred as outpatients;
and boarding houses that were affiliated to a psychiatric hospital, where the patients
lived permanently. Written permission to carry out the study was obtained from each
institution. After the same briefing as used in Study 1, patients who gave their consent
participated in the study. Participants were encouraged to respond individually,
honestly and anonymously to all questions. Questionnaires were completed with the
help of the researcher, if necessary, in the presence of a psychologist. The completion
time was approximately 15 minutes.
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Results

Αn independent samples t-test was conducted to compare the self-dehumanization of
the neurotic and psychotic patients, measured by the HN HU scale. The analysis
showed that neurotics and psychotics did not differ with regards to the attribution of
human nature characteristics to the self, t(75) = 1.77, p = .08,ηp² = .040, but
psychotic patients attributed more uniquely human characteristics to the self as
compared to neurotic patients (psychotics, M = 6.60; neurotics, M = 5.12), t(73) =
3.61, p = .001, ηp² = .152.

Α similar analysis to compare the MSDS score between the two groups of patients
showed that neurotic patients dehumanized their self to a lager extent than psychotic
patients did (neurotics, M = 4.26; psychotics, M = 3.63), t(72) = 2.04, p = .045, ηp²
= .055.

Furthermore, psychotic patients attributed more positive emotions to the self than
neurotic patients did (psychotics, M = 6.18; neurotics, M = 4.52), t(75) = .4.22, p <
.001, ηp² = .192, whereas neurotic patients attributed more negative emotions to the
self than psychotics did (neurotics, M = 5.81; psychotics, M = 4.07), t(75) = 3.32, p
= .001, ηp² = .128.

Discussion and Conclusions of Study 2

The aim of the second study was to explore whether the mental patients self-
dehumanize more according to the severity of their illness. Therefore, we expected
that neurotic patients would self-dehumanize less than psychotic ones. On the
contrary, the results showed that psychotic patients humanized the self more than
neurotic ones did, and neurotic patients dehumanized the self more than psychotic
patients did. Furthermore although this was not the subject of a hypothesis it was
found that neurotic patients attributed more negative emotions to the self than
psychotic ones did and that psychotic patients attributed more positive emotions to
the self than neurotic ones did. It is likely that neurotic patients can recognize the
difficulties caused by their illness(Pedinielli, Gimenez, Pirlot, & Bertagne, 2008).
Therefore, they may formulate a less human perception of the self (Martinez et al.,
2011) and experience more negative emotions than psychotic patients.
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GENERAL DISCUSSION

Concerning lay people, the first study showed that the absence of a situation inducing
suffering, such as mental illness, can shape a more human image of others. In
addition, the presence of a severe mental illness such as psychosis can lead to a less
human image of others in comparison to a mental illness such as neurosis. These
findings confirmed the first hypothesis and show that a distressing situation such as
psychotic illness, which inflicts severe suffering, leads to a denial of humanness to
others (Sakalaki et al., 2017). Partially confirming our second hypothesis, impersonally
oriented participants dehumanized the self more than autonomy-oriented participants
did, while control orientation was not associated with self-dehumanization.

Regarding the dehumanization of others, both the suffering of the target and
group membership –which are situational variables– appear to be stronger in
determining the dehumanization of others than a dispositional or server-specific
variable such as autonomy. This is consistent with previous studies (Sakalaki et al.,
2014; Snyder & Ickes,1985). Regarding our third hypothesis, participants identified
with the healthy targets more than with the mentally ill ones. In addition, they
dehumanized more the psychotic target than the healthy one, positioning the
neurotic target at some intermediate point according to how much they identified
with him or her.

Regarding self-dehumanization, our second study focused on the image that the
mentally ill form in terms of humanness, a subject never investigated before. The
results showed that even though psychotic patients suffer from a severe mental illness
and therefore experience (from an observer’s point of view) a much more intense
suffering, they view the self as more human in comparison to neurotic patients. This
may result from the fact that patients burdened by a severe mental illness hold a less
objective perception of reality. In contrast, patients suffering from a neurotic disorder
may realize that they display symptoms which are dysfunctional (Pedinielli et al., 2008)
and therefore perceive themselves as less human (Martinez et al., 2011). It is possibly
for this reason that neurotic patients reported that they experience more negative
emotions than psychotic patients, who reported experiencing more positive emotions
compared to neurotic patients.

Even though lay people dehumanize the psychotic targets more than the neurotic
ones, patients who suffer from a severe mental illness such as psychosis, form a more
human image of the self in comparison to neurotic patients. The image that lay people
hold about the mentally ill could therefore be considered as contradictory to the one
that patients hold about their selves. On the one hand, lay people clearly seem to
think that the more severe the mental illness of the sufferer is, the less human the
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target should be. On the other hand, psychotic patients’ responses show that they do
not suffer that much, but rather believe in their humanity and have positive emotions.

Consistent with studies showing that dehumanization of the self and others can be
the consequence of a cognitive focus on painful experiences critical to a perception
of humanness (Sakalaki et al., 2017), the present study showed that mental illness, a
condition that increases suffering of the target, is associated with increased
dehumanization of ill targets compared to healthy ones. Moreover, severe mental
illness, such as psychosis, is more associated with dehumanization than less severe
neurotic mental illness.

Limitations and future directions

The present studies take an important first step in the research on dehumanization
of mental illness in Greece. Nevertheless, this work has several limitations which
should be taken into consideration. In both studies an emotions scale was also
included, but it appeared that participants distinguished the valence rather than the
humanness of emotions, a finding that may be due to the cultural context. The
scenarios included in the first study varied not only in terms of mental disorders but
also in terms of sex, occupation, age and family status, something that may have
affected the observed dehumanization and the degree to which participants
experienced the three targets as an ingroup. In the second study mental patients
completed the questionnaires with the help of the researcher; furthermore, the
presence of a psychologist may have influenced the answers. Finally, we do not know
if these results will apply in other cultural contexts. Future research should also focus
on the self-dehumanization of other types of illness such as organic illnesses to test
whether the results are replicated. Moreover, it would be interesting to explore
whether health professionals such as doctors, nurses and psychologists dehumanize
mental patients more than lay people do, which would confirm that dehumanization
can be a mechanism of self-defense in situations of burnout (Vaes & Muratore, 2013).
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