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Chapter 2  
HIV Stigma: The Role of Perceived Morality 

and Moral Emotions 
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People who belong to a stigmatized group are likely to be discriminated. Other, 

more extreme reactions such as derogation and social exclusion are also 

frequently reported in the literature. As mentioned in the general introduction, a 

stigma can be defined as a mark, a negative attribute or social identity that is 

deviant and discrediting, often resulting in avoiding contact with the person who 

carries it (Dijker & Koomen, 2007; Crocker, Major, & Steele, 1998; Kurzban & 

Leary, 2001; Link & Phelan, 2001). Some of the more severe stigmas, such as those 

related to obesity or HIV/AIDS (Crandall & Eshleman, 2003; Crawford, 1996; 

Herek, 1999; King, Shapiro, Hebl, Singletary, & Turner, 2006), can have a 

profound impact on psychological well-being and physical health. Stigmas can 

lead to isolation and shame (Duffy, 2005; Nachega et al., 2012; Wright, Naar-King, 

Lam, Templin, & Frey, 2007), stress, depression, reduced satisfaction with life in 

general, and psychiatric disorders (Annis, Cash, & Hrabosky, 2004; 

Hatzenbuehler, Keyes, & Hasin, 2009; Riggs, Vosvick, & Stallings, 2007). Research 

shows that social stigma also often result in lowered self-esteem (Carr & 

Friedman, 2005; Puhl & Latner, 2007; see Crocker & Major, 1989, for factors 

moderating this relationship), which in turn may promote risky and/or 

unhealthy behaviour in an attempt to seek self-validation (Throsby, 2007; 

Valdiserri, 2002; Vartanian & Novak, 2010).  

Stereotypes that are ascribed to stigmatized groups may help explain why 

they are targets of prejudice and victims of discrimination (Fiske, 1998; Link & 

Phelan, 2001). These stereotypes can have many forms, but are usually ordered 

and placed along two dimensions. Although sometimes labelled differently 

(Abele & Wojcizske, 2007; Fiske, Cuddy, Glick, & Xu, 2002; Judd, James-Hawkins, 

Yzerbyt, & Kashima, 2005; Ybarra et al., 2008), these dimensions commonly refer 

to warmth and competence (Kervyn, Yzerbyt, & Judd, 2010), and are associated with 

a number of behavioural tendencies. According to the Stereotype Content Model 

(SCM) for instance, groups that are perceived as cold and incompetent (two 

characteristics that are often associated with stigmatized groups), are likely to be 

excluded or harmed, because they might cause damage to society (e.g., by being 

parasitic; Cuddy, Fiske, & Glick, 2007; Fiske et al., 2002). 



  24 

 Warmth is often conceptualized in terms of pro-social traits (e.g., friendly, 

sincere; Fiske et al., 2002; Kervyn et al., 2010). However, a number of studies 

showed that the warmth dimension comprises two separate dimensions: 

sociability and morality (Anderson & Sedikides, 1991; Brambilla, Rusconi, Sacchi, & 

Cherubini, 2011; Leach, Ellemers, & Barreto, 2007). Some argue that morality 

plays a more important role in interpersonal and intergroup perception than 

sociability. For instance, morality plays an important role when forming first 

impressions (De Bruin & Van Lange, 1999; Martijn, Spears, Van der Pligt, & 

Jakobs, 1992). Work on in-group perceptions also suggests that morality is more 

important than sociability and competence when evaluating one’s own group 

(Ellemers, Pagliaro, Barreto, & Leach, 2008; Leach et al., 2007). Brambilla, Sacchi, 

Rusconi, Cherubini, and Yzerbyt (2011) also stress the importance of morality; 

they showed that evaluations of a fictitious out-group were more strongly 

influenced by morality than by competence or sociability ascriptions. When this 

out-group was portrayed as immoral, the impression of that group was more 

negative than when the group scored low on the other two dimensions. The 

importance of morality may be due to the fact that it is more diagnostic than 

competence or sociability; i.e., morality helps us to decide whether another person 

or group has beneficial or harmful intentions (e.g., is reliable, see Brambilla, 

Rusconi et al., 2011). This suggests that (low) morality can signal potential threats 

posed by others. Brambilla, Sacchi, et al. support this by showing that the effect of 

morality on out-group evaluations was mediated by perceived threat. The 

relation between morality and threat is also suggested by work on value 

violations, which shows that groups with different values can be seen as 

threatening (Cottrell & Neuberg, 2005; Sears & Henry, 2003; Stephan & Stephan, 

2000).  

The perceived morality of a person or group is also likely to have a strong 

impact on how we behave towards that person or group. Moral evaluations have 

an important characteristic that can help explain their impact on behaviour; they 

are strongly related to affect (Haidt, 2001, Skitka, Bauman, & Sargis, 2005; Skitka 

& Wisneski, 2011). Several studies showed that the violation of moral values tend 

to evoke distinct emotions (Chapman, Kim, Susskind, & Anderson, 2009; 



  25 

Matsumoto & Ekman, 2004; Rozin, Lowery, Imada, & Haidt, 1999; Skitka, 

Bauman, & Mullen, 2004). These so-called moral emotions (Haidt, 2003) are 

particularly likely to play a role in the context of stigmatized groups. 

For instance, contempt results in avoidance, neglect or exclusion of the 

person or group eliciting that emotion (Hutcherson & Gross, 2011; Rozin, Haidt, 

& McCauley, 2000). Contempt is elicited when people are seen as morally inferior, 

because they fail to live up to standards of society or to carry out their duties 

(Haidt, 2003; Hutcherson & Gross, 2011; Rozin et al., 1999). This emotion is felt for 

people who are looked down upon, unworthy of any attention (Esses, Veenvliet, 

Hodson, & Mihic, 2008; Fiske et al., 2002; Harris & Fiske, 2006; Haslam, 2006). 

Anger is related to contempt in the sense that it (often) also implies the 

condemnation of others as a result of their immoral acts (Haidt, 2003). Anger is 

typically elicited by acts of injustice or threats to resources (economic or property), 

and differs from contempt in the sense that it can also result in the tendency to 

punish, harm or move away from the violator (Cottrell & Neuberg, 2005; 

Hutcherson & Gross, 2011; Kuppens, van Mechelen, Smits, & de Boeck, 2003; 

Mackie, Devos, & Smith, 2000; Nabi, 2002). This is in accordance with Fischer and 

Roseman (2007); they showed that anger and contempt often co-occur in 

interpersonal contexts, but that these two emotions are also related to different 

appraisals and action tendencies. 

Another cluster of moral emotions, i.e., other-suffering emotions such as pity 

and compassion (Haidt, 2003), could also be relevant in the present context. Pity is 

elicited when a person needs help and is not (fully) responsible for his or her 

situation or condition (Dijker & Koomen, 2003; Weiner, Perry, & Magnusson, 

1988). This emotion is associated with groups that are perceived as warm, honest, 

and friendly (Cuddy et al., 2007), and results in the intention to help members of 

such groups (e.g., Rudolph, Roesch, Greitemeyer, & Weiner, 2004). This emotion 

thus stimulates the tendency to approach the person in need. The perception of 

others as morally inferior has been related to reduced feelings of pity (Cehajic, 

Brown, & Gonzalez, 2009). Thus, pity can be seen as a positive counterpart of 

contempt, and is likely to be elicited when someone is relatively moral, but 

disadvantaged (due to incompetence for instance; see Cuddy et al., 2007).    
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In sum, when members of stigmatized groups are stereotyped as immoral, 

they are likely to evoke moral emotions in others, which in turn may influence 

how these others behave towards them. Several studies support that emotions are 

more strongly and more directly related to behaviour than cognitions (Connors & 

Hely, 2007; Cottrell & Neuberg, 2005; Cottrell, Richards, & Nichols, 2010; Mackie 

et al., 2000; Weiner, 1996; Weiner et al., 1988). Cuddy et al. (2007) also argued that 

emotions play an important role in predicting intergroup behaviour. They 

showed that specific emotions mediate the impact of stereotypes on general 

action tendencies towards stereotyped groups. They also addressed the role of 

contempt and pity, but they did not investigate the role of perceived morality, nor 

did they measure participants’ behavioural intentions towards stigmatized 

groups. In the present studies we included both perceived morality of the 

stigmatized group and behavioural intentions towards that group. We focus on 

willingness to engage in activities with persons who belong to a stigmatized 

group. This willingness can be seen as an indication of social distance; the latter is 

often used as a proxy measure for behavioural discrimination in stigmatization 

research (Crandall, 1991; Corrigan, Backs Edwards, Green, Lickey Diwan, & Penn, 

2001; Link, Phelan, Bresnahan, Stueve, & Pescosolido, 1999; Martin, Pescosolido, 

& Tuch, 2000). Some argue that social distance is an intrinsic part of stigma (Link 

& Phelan, 2001). For instance, the experience of a stigma is associated with 

psychological alienation as well as physical distance (e.g., Crandall, 1991).  

In the present chapter we focus on a specific stigmatized group: people 

who are infected with HIV. We investigate the impact of perceived morality in the 

context of sociability and competence. People with HIV are quite often viewed as 

irresponsible, risk-seeking and even immoral, because primary transmission 

routes for HIV are generally seen as caused by voluntary behaviours (e.g., 

unprotected sex; Herek, 1999, Parker & Aggleton, 2003). The fact that HIV-related 

attitudes are often based on symbolic values (Herek & Capitanio, 1998; von 

Collani, Grumm, & Streicher, 2010) also suggests that these attitudes are related to 

moral judgments. Obviously, HIV could also be related to causes such as 

contaminated needles, breast milk, and transmission from an infected mother to 

her baby at birth (to give a few examples). We therefore expect participants to 
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differ in the extent to which they consider individuals with HIV to be (im)moral. 

We expect perceived morality to be strongly related to prejudice and social 

distance towards persons with HIV. We also expect that the relation between 

perceived morality and social distance is mediated by moral emotions. More 

specifically, when participants believe that people with HIV are relatively 

immoral, they are likely to feel contempt, anger, and reduced pity, resulting in 

increased social distance towards this group. Several studies suggest that 

emotions are better predictors of prejudice than stereotypes, and are likely to 

mediate the impact of the latter (Haddock, Zanna, & Esses, 1993; Stangor, Sullivan, 

& Ford, 1991). In line with those studies, we expect moral emotions to mediate the 

relation between perceived morality and prejudice.  

 

Study 2.1 

In this study participants were asked to indicate the emotions and 

stereotypes they associated with persons who are infected with HIV. To assess 

social distance to this group we asked our participants the extent to which they 

were willing to help people from that group. Participants were asked questions 

about various forms of emotional support and more practical help such as buying 

groceries. These forms of help differed in level of intimacy and amount of 

possible interactions between participants and individuals with HIV.  

 

Method 

Participants. A total of 49 participants took part in this study (35 women 

and 14 men); 45 were students (80% studied psychology). Participants were 

recruited at the University of Amsterdam. Their mean age was 22.28 years (SD = 

5.33). 

 

 Materials and procedure. Participants were told they would participate in 

a study about people infected with HIV, and were presented with a brief 

description of the disease and some general facts about this particular group. 

After this introduction, we presented participants the questionnaire. The first 

question aimed to assess participants’ prejudice towards people with HIV using 
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the following statement: “My overall evaluation of people infected with HIV is…” 

Participants could complete this statement on a bipolar adjective scale ranging 

from 1 (negative) to 11 (positive). This measure is similar to the evaluation 

thermometer that has been successfully used in past research to capture out-

group attitudes (e.g., Haddock, Zanna, & Esses, 1993). We reverse scored this 

measure; a higher score indicated more prejudice. Next we presented emotion 

words and asked participants to indicate to what extent they felt each of them 

when thinking about an individual with HIV. They could answer these items on 

7-point scales ranging from 1 (not at all) to 7 (to a large extent). The emotions 

relevant for the present study were: “contempt”, “anger”, and “pity”. Next, we 

presented a list of trait adjectives and asked participants to indicate how well each 

of these traits applied to a typical individual with HIV. Nine adjectives were 

derived from Leach et al. (2007) and were used to capture morality, sociability, 

and competence stereotypes. The traits “honest”, “sincere”, and “reliable” were 

averaged to capture morality (Cronbach’s α = .80); “warm”, “friendly”, and 

“likeable” were combined to measure sociability (α = .84); “intelligent”, 

“competent”, and “skilled” were averaged to measure competence (α = .65). A 

higher score on these measures indicated increased morality, sociability, or 

competence.  

After completing the first part of the questionnaire, participants were 

provided with information about how some groups in our society need support 

from others in order to help them to function properly. They were told that 

various projects aiming to help others rely on volunteers. We presented four 

alternatives that volunteers could choose from in such a project. First, we asked 

participants to indicate their relative preference for two options that were related 

to emotional support by allocating a total of four hours. One option implied 

having direct contact with an HIV-positive individual by providing “emotional 

support at home” of that person. The other type of emotional support was more 

distant and entailed “providing help via Internet”. Next, we calculated the 

relative preference for distant (via Internet) versus close (at home) emotional 

support. The score on this variable could range from -4 to 4, with a positive score 

indicating a preference for more distance in emotional support. The two other 
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alternatives that volunteers could choose from were related to their willingness to 

help this group in practical manners: “doing groceries” and “doing small jobs in 

and around the house”. Again, we calculated the relative preference for one of 

these options, assuming that preference for doing groceries would entail more 

social distance than doing small jobs in and around the house. The score on this 

variable could also range from -4 to 4, with a positive score indicating a 

preference for more distance in practical help.   

 

Results 

Confirmatory factor analysis. In a first step, we tested whether morality, 

sociability, and competence were distinct stereotype dimensions. We therefore 

submitted the nine trait adjectives that measured participants’ stereotypes to a 

CFA using maximum likelihood estimation. Each item was specified to load on 

only the hypothesized factor, and the errors were not allowed to correlate. 

However, the three latent factors were allowed to correlate. The hypothesized 

three-factor model showed the following fit indices: χ2(24) = 53.88, p < .001; χ2/df 

= 2.25; CFI = .85; RMSEA = .16 with 90% CI [.10, .21]; SRMR= .11; NNFI = .78.3 

Although these indices were not ideal, given the small sample size, the χ2/df ratio 

fell below 2.50, indicating an acceptable model fit. Also, all factor loadings were 

significant; morality (.67 - .87), sociability (.69 - .90), and competence (.58 - .81). A 

two-factor model, in which the morality and sociability items loaded on one factor, 

fitted the data less well than the three-factor model, Δχ2(2) = 27.34, p < .001. The fit 

indices of the two-factor model were: χ2(26) = 75.53, p < .001; χ2/df = 3.12; CFI 
                                                        
3 Hu and Bentler (1999) suggested several fit indices to determine overall fit of a model, 
of which some are absolute fit indices, and others are incremental fit indices. The χ2 
goodness-of-fit statistic assesses the general fit between the model and the data. A chi-
square statistic that is small and non-significant indicates a good fit. However, for small 
samples the χ2/df ratio is more reliable; with a value under 2.50 indicating an acceptable 
fit. The root mean square error of approximation (RMSEA) and the standardized root 
mean squared residual (SRMR) are also absolute fit indices. Suggested cut off values for 
an adequate model fit are .06 for RMSEA and .08 for SRMR, with lower values indicating 
a better fit. Comparative Fit Index (CFI), Non-Normed Fit Index (NNFI), and Tucker-
Lewis Index (TLI) are incremental fit indices measuring the proportionate improvement 
of fit between the tested model and the null model that assumes no covariance among 
variables. A cut off value close to .95 is suggested for CFI, TLI, and NNFI, with higher 
values indicating a better fit.  
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= .73; RMSEA = .21 with 90% CI [.15, .25]; SRMR = .12; NNFI = .63. Finally, a one-

factor model also fitted the data less well than the three-factor model, Δχ2(3) = 

33.38, p < .001; with the fit indices: χ2(27) = 82.51, p < .001; χ2/df = 3.23; CFI = .71; 

RMSEA = .21 with 90% CI [.16, .21]; SRMR = .12; NNFI = .61.  

 

Descriptive statistics. First we looked at the level of general prejudice 

towards people with HIV. Results showed that participants’ mean prejudice score 

was slightly lower than midpoint of the scale (M = 5.48, SD = 1.56). Other scores 

confirmed that participants were mildly positive towards people with HIV; they 

preferred some closeness in support (M = -.53, SD = 1.65), as well as some 

closeness in practical help (M = -.37, SD = 1.13). Participants also reported some 

pity (M = 5.16, SD = 1.12), while contempt (M = 2.39, SD = 1.32) and anger (M = 

2.84, SD = 1.60) were relatively low. Interestingly, pity was related to contempt (r 

= -.51, p < .001), but not to anger (r = -.12, ns.), which supports our suggestion that 

pity is a positive counterpart of contempt. Anger and contempt were unrelated (r 

= .13, ns.). Participants ascribed similar levels of morality (M = 4.31, SD = .87), 

sociability (M = 4.52, SD = .88), and competence (M = 4.33, SD = .86) to 

individuals with HIV.4 Gender and age were unrelated to any of the variables, so 

we analyzed the data of the complete sample.   

 

The impact of morality. First, we investigated the impact of the three 

stereotype dimensions on prejudice towards people with HIV. Correlation 

analyses showed that prejudice was related to morality (r = -.53, p < .001), 

sociability (r = -.50, p < .001), and competence (r = -.42, p = .003). In order to show 

that morality has a unique impact on prejudice in the context of the other two 

dimensions, we regressed prejudice on morality, sociability, and competence. 

Results showed that together the stereotypes accounted for a significant amount 

of variance of prejudice, R2 = .36, F(3, 45) = 8.43, p < .001. Interestingly, morality 

was significantly related to prejudice (β = -.35, p = .021), but sociability (β = -.20, p 

= .22) and competence (β = -.17, p = .24) were not. This indicates that the more 

                                                        
4 An ANOVA with repeated measures showed that the stereotypes did not differ, F(2, 96) 
= 1.90, p = .16.  
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participants consider persons with HIV to be immoral, the more prejudiced they 

are.  

Next, we investigated whether the relation between morality and prejudice 

was related to changes in moral emotions. We performed a series of regression 

analyses to test this. Results showed that morality was related to contempt (β = -

.30, p = .038) and marginally to pity (β = .25, p = .090). Finally, we performed a 

regression analysis in which we entered morality and emotions as predictors and 

prejudice as criterion. To control for any possible shared variance between the 

emotions, we also included pity and anger as predictors. Results indicated that 

none of the emotions had a unique effect on prejudice; the impact of morality was 

still significant (β = -.44, p = .001). Thus, emotions did not mediate the relation 

between perceived morality and prejudice.  

Our main objective was to test the impact of stereotypes on social distance; 

i.e. the type of help they preferred to give to individuals infected with HIV. First, 

we focus on distance in emotional support, next we move to distance in practical 

help. Correlation analyses showed that morality was related to distance in 

emotional support (r = -.32, p = .023), but sociability (r = -.25, p = .084) and 

competence (r = -.15, p = .30) were not. These results indicate that the more 

participants considered individuals with HIV to be immoral, the more they 

preferred distant forms of emotional support. Perceived sociability and 

competence did not have an effect on distance.  

Next, we aimed to show that the impact of morality on social distance was 

due to the effects of the emotions. We performed a series of regression analyses to 

test this hypothesis. Results previously described indicated that morality was 

related to contempt and marginally to pity. Next, we performed a regression 

analysis in which we entered morality and emotions as predictors and distance in 

emotional support as criterion. Results indicated that the impact of contempt on 

distance was significant (β = .52, p = .001), but pity (β = -.05, ns.) and anger (β = .07, 

ns.) had no effect. Importantly, the impact of morality dropped (β = -.15, p = .24). 

This suggests that contempt mediates the impact of morality on distance in 

emotional support. In order to further test if this mediation is significant, we used 

a bootstrap procedure (Preacher & Hayes, 2008). These analyses allowed us to test 
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the significance of the indirect effect of each emotion over and above the effects of 

the other emotions. Based on 2000 bootstrap samples, the 95% confidence interval 

of contempt did not contain zero [.01, .35], indicating that the indirect effect of 

morality on distance through contempt is significant. As already indicated by the 

regression analysis above, the intervals of pity [-.01, .09] and anger did [-.02, .26] 

include zero, meaning no indirect effects. The mediation by contempt is depicted 

in Figure 2.1.  

 

 

       
 
 
Figure 2.1. The mediating role of moral emotions between morality and social distance 
(Study 2.1). #p < .090. *p < .05. **p < .005.  
 

 

 Not surprisingly, distance in emotional support was related to distance in 

practical help (r = .54, p < .001), indicating that the more participants preferred 

emotional distance, the more they preferred help such as doing groceries over 

helping in and around the house. Correlation analyses further showed that 

contempt was also related to the type of helping behaviour (r = .40, p < .001), but 

none of the other variables (including morality) were. Thus the more contempt 

participants reported the more they preferred doing groceries relative to small 

jobs around the house. Contempt did not mediate the relation between morality 
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and distance in practical help, because morality was unrelated to the type of 

helping behaviour.   

 

Discussion 

 This first study investigated the relative impact of morality, sociability, and 

competence stereotypes on prejudice and social distance to people with HIV. 

Results show that morality played an important role; morality had a clear impact 

on prejudice and social distance in emotional support, while sociability and 

competence did not. It is important to note that, in line with earlier work on 

group evaluations (Brambilla, Sacchi et al., 2011; Leach et al., 2007), morality 

stereotypes could be distinguished from sociability and competence, supporting 

the division of warmth into two components. Morality seems a useful dimension 

to take into account when predicting reactions to members of stigmatized groups.  

As expected, the effect of morality on distance in emotional support was 

mediated by emotions. Particularly contempt was important, as it was the only 

significant mediating variable. Thus when people consider individuals with HIV 

to be relatively immoral they tend to feel contempt. This feeling is then likely to 

result in distancing oneself from that group. Contempt also affected distance in 

helping people with HIV in more practical terms; contempt was related to a 

preference for doing groceries as opposed to doing small jobs in and around the 

house. Anger and pity seemed less relevant and their impact was much weaker 

than that of contempt. Pity was related to contempt though, indicating that 

people who felt little contempt were more likely to feel pity. Unexpectedly, none 

of the emotions mediated the relation between morality and prejudice. Although 

both contempt and pity were related to prejudice, their unique impact was 

relatively small compared to perceived morality. This could have been the result 

of the skewed distribution of both emotion variables, and the relatively small 

sample size.5  

As indicated in the introduction, immoral groups can be seen as posing a 

threat to others (e.g., Sears & Henry, 2003). These threats can also result in fear, 

                                                        
5 Contempt was positively skewed and pity was negatively skewed. Both were significantly related 
to prejudice (r = .42, p = .003, and r = -.41, p = .004, respectively). 
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particularly if they imply a threat to safety. For instance, some people might 

believe that people with HIV pose a threat to the physical safety of others due to 

the possibility of contamination. This appraisal could also result in avoiding 

individuals with HIV (Cottrell et al., 2010; Mackie et al., 2000). Indeed, there is 

some support that persons with HIV evoke fear in others (Connors & Hely, 2007; 

Dijker, Kok, & Koomen, 1996). In order to investigate whether avoidance of 

persons with HIV is the result of moral emotions, and not fear, we added fear in 

the next study. 

Another aim of the second study is to replicate the effects of morality and 

moral emotions obtained in Study 2.1 with a different measure of social distance. 

In the second study we focused on a situation often encountered by the 

participants of that study (university students): working together with a fellow 

student during an internship.  

 

Study 2.2 

Method 

 Participants. One-hundred individuals (82 female and 18 male) 

participated in this study. All but four of them were students, of whom 87% were 

doing a major in psychology. Participants were recruited at the University of 

Amsterdam. Their mean age was 20.49 years (SD = 3.86).  

 

Materials and procedure. The procedure was similar to Study 1. We used 

the same measures for prejudice, morality (α = .82), sociability (α = .64), and 

competence (α = .75). The emotions were also measured with the same items, and 

we added “fear” as a single item variable. The second part of the questionnaire 

was different from the previous study, but also aimed to measure social distance 

from people infected with HIV. We asked participants to imagine a scenario in 

which they worked on a project as part of their internship. They were required to 

work on this project with at least one other student. We described this person 

whom they had to work with as being infected with HIV. We asked several 

questions regarding this project and four of them concerned conditions under 

which they could work with this person, which differed in terms of distance. The 



  35 

conditions were: “Working [with a person with HIV] in the same room” (reverse 

scored), “Working in the same office building every day” (reverse scored), 

“Working at home and only having email contact”, and “Working together, but 

having to meet twice a week at most”. We asked participants to indicate their 

willingness to work under each of these conditions on 7-point scale ranging from 

1 (not at all willing) to 7 (very willing). Their answers to these items were averaged 

to measure willingness to work in close proximity versus at a larger distance (α 

= .86), with a higher score indicating a preference for more social distance.  

 

Results 

 Confirmatory factor analysis. In line with the previous study, we added 

the nine trait items to CFA using maximum likelihood estimates. Results 

confirmed that the three-factor solution fitted the data better than the two-or one-

factor models. Fit indices for the three factor-model showed an acceptable fit, 

χ2(24) = 56.21, p < .001; χ2/df = 2.34; CFI = .95; RMSEA = .11 with 90% CI [.08, .15]; 

SRMR = .05; NNFI = .92. Factor loadings were all significant (ps < .01); morality 

(.77 - .82), sociability (.70 - .90), and competence (.61 - .87). A two factor-model 

combining morality and sociability on one factor and competence on another 

fitted the data less well than a three-factor model, Δχ2 (2) = 19.45, p < .001; χ2(26) = 

75.66, p < .001; χ2/df = 2.91; CFI = .92; RMSEA = .14 with 90% [.10, .17]; SRMR 

= .05; NNFI = .88. A one factor-model also fitted the data less well, Δχ2(3) = 26.41, 

p < .001; χ2(27) = 82.62, p < .001 χ2/df = 3.06, p < .001; CFI = .91; RMSEA = .14 with 

90% CI [.11, .18]; SRMR = .05; NNFI = .87.   

 

 Descriptive analyses. The mean scores were in line with the previous 

study and showed that participants were moderately positive towards people 

infected with HIV. The mean prejudice score was just under midpoint of the scale 

(M = 5.28, SD = 1.60). Participants preferred some distance (M = 3.48, SD = 1.43), 

but not extremely so. Again, they felt some pity (M = 5.30, SD = 1.08), and 

relatively low levels of contempt (M = 2.69, SD = 1.39) and anger (M = 3.01, SD = 

1.65). Participants also reported some fear for persons with HIV (M = 4.28, SD = 

1.56). Pity was related to contempt (r = -.33, p = .001) and anger (r = -.21, p = .034). 
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Fear was positively related to contempt (r = .36, p < .001) and anger (r = .57, p 

< .001). Anger and contempt were also related (r = .40, p < .001). There were small 

differences between the scores on the three stereotype dimensions; morality (M = 

4.43, SD = .81) was slightly lower than sociability (M = 4.60, SD = .79), and both 

were higher than perceived competence (M = 4.23, SD = .81).6 Age and gender 

were unrelated to the other variables.  

 

 Importance of morality. First, we tested the relations between the three 

stereotype dimensions and prejudice. Correlation analyses showed that prejudice 

was related to morality (r = -.57, p < .001), sociability (r = -.41, p < .001), and 

competence (r = -.49, p < .001). To test if morality had an impact on prejudice 

when controlling for the other two dimensions, we performed a regression 

analysis. Results showed that the three stereotype dimensions explained a 

significant amount of variance of prejudice, R2 = .34, F(3, 96) = 16.11, p < .001. In 

line with Study 2.1, morality was significantly related to prejudice (β = -.48, p 

= .001), but sociability (β = .06) and competence (β = -.17) were not. In order to test 

the possible mediating role of fear and moral emotions, we performed a series of 

regression analyses. Results indicated that morality was related to contempt (β = -

.32, p = .001), but not to fear (β = -.13, ns.), anger (β = -.04, ns.) and pity (β = .10, 

ns.). Next, we performed a regression analysis in which morality and the 

emotions were added as predictors and prejudice as criterion. Pity, anger, and 

fear were included to control for any shared variance with contempt. Results 

showed that contempt (β = .19, p = .050) and fear (β = .22, p = .033) were related to 

prejudice, but anger (β = .08) and pity (β = -.06) were not. The impact of morality 

dropped but was still significant (β = -.48, p < .001). Bootstrap analysis showed 

that the 95% confidence interval of contempt excluded zero [-.33, -.02], while the 

intervals of fear [-.22, .01], anger [-.03, .14], and pity [-.12, .02] included zero. These 

findings indicate that the indirect relation between perceived morality and 

prejudice towards individuals infected with HIV through contempt is significant.    

                                                        
6 An ANOVA with repeated measures showed that the stereotypes differed significantly, 
F(2, 198) = 17.18, p < .001, η2 = .15. All pairwise comparisons were significant, ps < .05.  



  37 

Next, we tested whether the stereotype dimensions were related to social 

distance. Correlation analyses showed that morality (r = -.38, p < .001), sociability 

(r = -.27, p = .006), and competence (r = -.29, p = .003) were related to social 

distance. In order to test the relative impact of the three stereotypes dimensions 

on social distance, we performed a regression analysis. Results showed that the 

stereotypes predicted social distance, R2 = .16, F(3, 96) = 6.06, p = .001. Results 

further showed that morality was marginally related to distance when controlling 

for the other stereotypes (β = -.29, p = .062), but sociability (β = .07), and 

competence (β = -.19) were not.   

The final aim of this study was to investigate the role of fear and test 

whether the moral emotions mediated the relation between morality and social 

distance. We performed a series of regression analyses to test this. As indicated, 

morality was related to contempt but not to fear, anger, and pity. Next, we 

performed a regression analysis in which morality and the emotions were added 

as predictors and distance as criterion. Results showed that contempt was 

significantly related to social distance (β = .30, p < .001), but fear (β = .17), anger (β 

= -.18), and pity (β = .05) were not (all ps > .20). The impact of morality dropped, 

but was still significant (β = -.27, p = .005). Bootstrap analysis showed that the 95% 

confidence interval of contempt did not include zero [-.33, -.03], confirming that 

the mediation through contempt was significant. The intervals of pity [-.03, .10], 

anger [-.04, .11], and fear [-.14, .01] did include zero. This mediation is depicted in 

Figure 2.2. These results thus indicate that the more immoral participants 

considered individuals with HIV, the more contempt they felt, and the more they 

preferred to work at a distance from them.  
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Figure 2.2. The mediating role of moral emotions between morality and social distance 
(Study 2.2). *p < .05. **p < .005.   
 

 

General Discussion 

The purpose of these two studies was to test the relative impact of 

perceived morality on prejudice and social distance towards persons with HIV. 

We also investigated whether these relations were mediated by moral emotions. 

In both studies, perceived morality of this stigmatized group could be discerned 

from sociability and competence. Indeed, both studies showed that only morality 

predicted general prejudice towards persons with HIV, also after controlling for 

perceived sociability and competence. This finding is in line with earlier research, 

which showed that morality has a stronger effect on out-group evaluations than 

competence and sociability (Brambilla, Sacchi et al., 2011). Our studies add to that 

work, because we show that morality not only affects evaluations of individuals 

belonging to a certain group, but also has an impact on preferred social distance 

towards members of that group.  

Our studies further show that moral emotions, and contempt in particular, 

have a strong impact on how people respond to individuals infected with HIV. 

Contempt mediated the relation between morality and social distance. This 

indicates that the more people consider members of a stigmatized group to be 
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immoral, the more contempt they feel (cf., Brandt & Reyna, 2011), which in turn, 

relates to the tendency to prefer more distance from members of that group. 

Anger played a minor role and was unrelated to perceived morality and social 

distance from people with HIV. This modest role could be explained by the fact 

that anger is often elicited by injustice or a threat to resources (e.g., Cottrell & 

Neuberg, 2007). People with HIV are less likely to pose these types of threat. If 

anything, people with HIV might pose threats to specific norms and values, 

which Stephan and Stephan (2000) termed symbolic threat. Perceived morality in 

the present study indicated whether persons with HIV were living up to certain 

values (e.g., being reliable) and is thus more likely to relate to symbolic threat 

than to other types of threat. This might also explain why morality was more 

strongly related to contempt than to anger. The relation between threats and 

emotions is further investigated in Chapter 4 of this dissertation. 

Pity also played a relatively small role in the present studies; it was 

modestly related to morality. The impact of pity on social distance disappeared 

when we controlled for the other emotions. This was due to the strong impact of 

contempt, which overshadowed the role of pity. This is in line with work on 

negativity bias in emotions, suggesting that negative emotions are stronger and 

tend to have stronger action tendencies than positive ones (for a review, see 

Baumeister, Bratslavsky, Finkenauer, & Vohs, 2001). Pity was negatively related 

to contempt though, providing some support for our suggestion that it is the 

positive counterpart of contempt. In the last study we added fear, an emotion 

previously associated with HIV-stigma (Connors & Hely, 2007; Dijker et al., 1996). 

The impact of this emotion also disappeared when contempt was included as a 

predictor. This could also be explained by the suggestion mentioned in the 

previous paragraph that people with HIV are more likely to pose a symbolic 

threat than other types of threat, such a threat to physical safety by contamination. 

Furthermore, increased knowledge about the contagiousness of this illness could 

have reduced the impact of fear since previous studies.  

 Cuddy et al. (2007) showed that contempt mediates the relation between 

(lack of) warmth and the general tendency to harm (i.e., to fight and attack) 

members of a specific group. Groups that are seen as cold are likely to be 
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confronted with attempts to be harmed if they also trigger contempt. Our results 

are slightly different but also add to their findings. First, results of the present 

studies show that it may be beneficial to make a distinction between morality and 

sociability when studying stereotypes of stigmatized groups, instead of using the 

more general warmth dimension that comprises all pro-social traits. Second, we 

investigated the impact of contempt in the context of anger and fear, while Cuddy 

et al. only measured contempt. Hence, their study could not rule out the 

possibility that the effect of contempt on the tendency to harm members of 

stigmatized groups was in fact due to shared variance between contempt and 

other negative emotions, such as anger (the latter emotion is more likely to result 

in the tendency to attack; see also Mackie et al., 2000). A final difference is that we 

measured participants’ intentions to distance themselves from people with HIV; 

i.e., we assessed personal responses to this group instead of measuring the more 

general consensus on how to behave towards a stigmatized group.  

We believe that the effects of perceived morality and contempt are likely to 

hold for other stigmatized groups as well. Many groups that are associated with 

negative stereotypes are the target of scorn, exclusion, and derogation (Crocker et 

al., 1998; Cuddy et al., 2007). Many of these groups are also likely to be 

stereotyped as immoral, for instance because they are held responsible for their 

own predicament. Examples are welfare recipients (Weiner, Osborne, & Rudolph, 

2011), obese individuals (Crandall et al., 2001), and drug abusers (Dijker & 

Koomen, 2003). 

Previous work on the attribution of responsibility to stigmatized groups 

showed that both anger and pity affect tendencies to help or harm members of 

those groups (e.g., Weiner, 1996). Unfortunately, contempt was not measured in 

these studies (see for an overview Rudolph et al., 2004), leaving open the 

possibility that participants reported anger simply because that emotion provided 

the only opportunity to express the negativity of their feelings. This suggestion is 

further examined in Chapter 3, in which we study the impact of contempt in the 

context of anger, pity, and responsibility attributions. 
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All together, the two studies presented in this chapter suggest that 

morality and contempt are important variables to take into account when 

predicting prejudice and social distance to stigmatized groups.  


