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Abstract

Deinstitutionalisation in New Zealand followed the worldwide trend of transferring
mentally ill patients from psychiatric institutions into community-based care. The closure of
psychiatric hospitals in favour of community care relied on positive and accepting attitudes
of community members. At the time of the closure of Lake Alice psychiatric hospital in
1995, the remaining 12 chronically mentally ill patients were transferred into a community
mental health facility in Wanganui. The present study investigated whether community
attitudes towards mental iliness change over time and if attitudes are influenced by
geographical proximity to community mental health facilities. The study also investigated
the influence of demographic variables, and prior contact, awareness and agreement with
the community mental health facility on attitudes. Attitudes among the Wanganui
community were measured by survey using the Opinions about Mental lliness scale (OMI,
Cohen & Struening, 1959) and the Comfort in Interaction Scale (Cl, Beckwith & Mathews,
1994). There were two samples used in the present study, one taken in 1995 comprising
of one hundred and fifty seven respondents, and one taken in 1996 comprising of one
hundred and forty-one respondents. Time was found to be a partially significant influence
on attitudes among the respondents. Geographical proximity was not found to be
significant. The results were consistent with the hypothesis that time, awareness of the
community mental health facility, occupation and prior contact with people who have a
mental iliness produced a significant effect on attitudes toward people with mental illness
among community members. Overall, attitudes as measured by the OMI and Cl were

positive and accepting of people with a mental iliness.
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CHAPTER ONE

INTRODUCTION

General overview

Historically, the public have viewed mental illness negatively. Institutions were
established in the early 1800s in areas well away from the community to house,
medicate, and treat individuals with mental health problems. In the 1950s there was
increasing evidence to suggest that traditional methods of psychiatric treatment
were ineffective (Barton, 1976). It was also recognised that people with psychiatric
illnesses could be afforded a better quality of life within the community with less
costs to the government (Shadish, Lurigio, & Lewis, 1989). People with mental
illness once viewed as too impaired to deal with the rigors of community life were
then considered ready for community integration (Fraser, 1999; Sullivan, 1992). The
closure of institutions and the transfer of patients with mental illness to community
care represented the start of a new direction in the rehabilitation and treatment of
people with mental iliness (Holden, Lacey, & Monach, 2001).

The process of deinstitutionalisation recognised that recovery from mental
illness needed to take into account a variety of contributing factors. These included
responsive mental health services, sufficient opportunities for support from family,
employment, leisure activities, and other aspects of lifestyle enjoyed by people
without mental illness (Ministry of Health, 2003). Community-based care required
continuing care for discharged patients, the restructuring of mental health services
to community settings, and community acceptance of people who have a mental

iliness (Schulberg, Becker, & McGrath, 1976). However, few mental health



professionals had considered the readiness of the community to respond to and
accept a greater responsibility for people with mental illness (Haines & Abbatt,
1986). Furthermore, few had considered the public’s acceptance of people with
mental illness into their community and its impact on community care (Ingamells,
Goodwin, & John, 1996; Lemkau & Crocetti, 1962; Madianos, Madianou,
Vlachonikolis, & Stefanis, 1987; Roman & Floyd, 1981). Deinstitutionalisation was
based on the assumption that community presence would be enough to foster
integration from a psychiatric hospital to the community (Sullivan, 1992). However,
deinstitutionalisation was reported to have a profound negative impact on the
quality of community integration and treatment of those people with psychiatric
illnesses (Bennie, 1993).

The structure of community mental health services continued to change and
develop over the subsequent decades. Community mental health services are now
under pressure to provide services for which they are under-resourced to provide.
There is an ongoing need for acute inpatient beds, experienced staff, and adequate
resources to provide successful treatment and support in the community (Bennie,
1993). Some people with mental iliness while under community care have become
violent towards others which has resulted in media attention and negative attitudes
among the general public.

Community hostility and negative attitudes toward people with mental iliness
often thwart the establishment of community-based mental health facilities. The
hostility and negative attitudes partly motivated by a general regard of people with
mental illness as something to fear, distrust, and dislike (Cumming & Cumming,
1957; Nunnally, 1961). People with mental iliness are also considered dangerous

and unpredictable (Link et al., 1986; Monahan, 1991; Nunnally, 1961; Steadman



1981; Woff & Stuber, 2002). Studies of community attitudes suggest that change in
attitudes towards mental illness over time has been minimal (Ojanen, 1992).

However, community attitudes towards mental illness are not universally
negative. Positive attitudes toward people with mental iliness has occurred through
a combination of education and contact (e.g., Arens, 1993; Halpert, 1965;
Ingamells, Goodwin, & John, 1996; Sellick & Goodear, 1985). In particular, positive
attitudes have been documented among the general community. Jorm et al. (1999)
conducted a nationwide household survey of the Australian public (N = 2037) in
| 1995, as well as a postal survey of general practitioners (N = 872), clinical
psychologists (N = 454), and psychiatrists (N = 7728) in 1996. Jorm et al. (1999)
found that the public were more positive toward the prognosis following treatment
than the combined practitioners group. In addition, other factors such as education
about mental illness (Singh et al., 1988), contact with persons with mental iliness
(Callaghan, Siu Shan, Suk Yu, Wai Chung, & Kwan, 1997), or a personality attribute
that relates to career choice may also effect the attitudes of professionals and the
general community.

Other holistic concepts may also impact on attitudes toward people with
mental iliness. Of particular reference to New Zealand is the fact that Maori have a
different view of health. The most widely accepted conceptualisation of health
among Maori is Mason Durie’s whare tapa wha model (Durie, 1998). The whare
tapa wha model consists of four cornerstones of health likened to the four walls of a
house bringing strength and symmetry (Durie, 1998). The cornerstones; Taha
wairua (spiritual side), taha hinengaro (thoughts and feelings), taha tinana (physical
side), and taha whanau (family) are interacting and considered to exist with each

other. Moreover, poor health is regarded as manifesting from a breakdown in the



relationship between the individual and their wider environment (Durie, 1998).
existing, research on community attitudes toward mental illness among different
groups have not considered a holistic viewpoint.

The label of “mental illness” can also have extensive consequences in the
face of community care. The way that disorders are defined is reported to affect
community perceptions of illness (Disley, 1997). Stigmatisation from the label of
mental illness can be detrimental to the individuals concerned and their families,
friends, and the mental health professionals supporting them (Read & Baker, 1996).
Literature indicates that the label of mental iliness can be a burden even after
treatment has been successful. In particular, individuals often find it difficult to
become employed (Corrigan, River, & Lundin et al., 2000), find adequate housing,
or be treated equally as stipulated in the Human rights Act 1993, (Details on
relevant government legislation for Mental health are included in Appendix A.).

Employment is reported to be a major contributor to mental wellbeing
(Ministry of Health, 1999). Therefore, improving access to employment opportunities
for people with mental illness may assist in reducing the prevalence and the impact
of mental disorders (Ministry of Health, 1999).

The shift away from institutionalised care in New Zealand was supported by
the Mental Health (Community Assessment and Treatment) Act 1992 (Ministry of
Health, 2003, Community-based care section, para. 2). The Mental Health Act
(1992) was legislated to protect individuals with mental illness from both themselves
and others whom might take advantage of their current state of mind. It also
allowed patients whom were not subjected to compulsory treatment the right to

refuse treatment via therapy or medication or both (Ministry of Health, 2000). Mental



disorder is defined by the Mental Health Act (Compulsory Assessment and
Treatment) 1992, under interpretations in section two as:
In relation to any person, means an abnormal state of mind (whether of a
continuous or an intermittent nature), characterised by delusions, or by
disorders of mood or perception or volition or cognition, of such a degree
that it: poses a serious danger to the health or safety of that person or
others; or seriously diminishes the capacity of that person to take care of

himself or herself. (p. 3).

This definition although not characteristic of all people with a mental illness
plays an important role in their life as a consumer of mental health services. It is
important to note that there are clear guidelines in place for what constitutes a
mental disorder under the definition provided for the legislation. Deinstitutionalisation
spawned a number of legislations to protect the privacy and rights of individuals
with mental iliness that were implemented alongside community care (Cumming,

2003).

Present Study Direction

Community attitudes toward people with mental illness play an important role
in determining how effective mental health rehabilitation will be within a community
environment. The present study aims to investigate the impact of
deinstitutionalisation on community attitudes towards mental iliness in a New
Zealand township before and after the closure of a psychiatric hospital. In particular,
the present study aims to investigate the effects of time, location and demographic

variables, including awareness and agreement of a community facility to rehabilitate



remaining patients and the effects of prior contact on community attitudes towards
mental iliness.

This thesis starts by providing background information and context of
deinstitutionalisation to New Zealand. It also outlines legislative documents relevant
to the closure of psychiatric hospitals in New Zealand with a focus on Lake Alice.
The subsequent introductory cl'{apters provide a synopsis of prior empirical
research both within and outside of New Zealand, rationale, patterns, and trends of
research on community attitudes toward mental iliness. The methodological issues
and limitations of prior research and the present study’s aims and method are also
outlined. Results and discussion of the findings from the present study survey's of
community attitudes towards mental iliness are then discussed. Finally, limitations of

the design and suggestions for further areas of research are presented.



CHAPTER TWO

A NEW ZEALAND CONTEXT

Overview

This chapter aims to provide background information on deinstitutionalisation
in New Zealand. It highlights relevant legislative material and information on the
closure of Lake Alice Psychiatric Hospital and its Intensive Learning Centre (ILC).
The present study was designed to survey attitudes among the Wanganui
community, before and after the transfer of former Lake Alice and ILC unit patients

to a purposely-built community mental health facility.

Oakley investigation

In 1971, the government commissioned an inquiry into the treatment of
mental iliness, generating one of the founding documents of deinstitutionalisation in
New Zealand. The inquiry was based on the treatment and services at Oakley
Psychiatric Hospital in Auckland. At the outcome of the inquiry a number of
recommendations were made. One main recommendation was that communities
be involved in the care and treatment of the mentally ill; in that outpatient services
and day hospital's would be established, community consultation and education
services would be carried out alongside other changes being made to the way that
psychiatric hospitals were run internally (Report of the Commission of Inquiry, 1971).
The introduction of community programs to educate and manage those with mental

iliness in their community was not the first of its occurrence in New Zealand (j.e.,



Lake Alice ran a community service), but it did set precedence for the wider public

and other existing Institutions at the time.

Deinstitutionalisation

Deinstitutionalisation refers to the transfer of patients from institutional care to
that of a community-based care program. The policy of deinstitutionalisation has
been implemented in New Zealand’s mental health system since the 1950s (Haines
& Abbott, 1986). Although, it was the Oakley investigation in 1971, that instigated
the closure of the last of the psychiatric hospitals that governed New Zealand'’s
Mental health system, namely Oakley and Lake Alice psychiatric hospitals. The
Oakley investigation played an instrumental role in deinstitutionalisation. Institutional-
based care was becoming particularly expensive (Haines & Abbott, 1986), and
psychiatric hospital administrations were under scrutiny for psychiatric services and
staffing levels (Report of the Commission of Inquiry, 1971). Initially, community
based care for people with mental iliness was poorly organised. There was
insufficient community facilities and staff to provide adequate care and adjustment
to previously institutionalised patients (Hoult, 1986). Funding for the community
services was minimal, and as a result was publicly deemed as a Government cost-
cutting exercise (Cumming, 2003)." Overseas similar attitudes resulted from the

introduction of community facilities (Wolff & Stuber, 2002).

' Government funding for mental health services was 9% of the total health expenditure, reaching
$426 million in the year ending 30 June 1997 of the health budget (Minstry of Health, 1997). In 2000,
an additional $142 million per annum was made available, for the purchase of new and additional

mental health services over a five-year period ($17.8 million for 2000/2001, $26.6 million for



For New Zealand, the process of deinstitutionalisation was consistent with
how mental health services were changing in North America and Europe. It was
noted in the Oakley inquiry (Report of the Commission of Inquiry, 1971) that, “public
attitudes are unlikely to change while psychiatric hospitals continue to function
primarily as places of asylum” (p. 20). It was assumed that deinstitutionalisation
would allow patients to lead a more normal life by integrating them more into the
community or into community care.

An overarching goal of deinstitutionalisation was to reduce the stigma
attached to the diagnostic label of mental illness, being a patient of a psychiatric
hospital or receiving psychiatric care. In addition, deinstitutionalisation aimed to
provide a more flexible service to the many presentations of mental illness (Mental
Health Commission, 1997). It was agreed that those members of the community in
need of psychiatric help should be given reasonable access to such help, and the
opportunity to receive treatment within their community rather than in isolation from
the community (Report of the Commission of Inquiry, 1971). It seems logical to
community members when asked, to treat non-dangerous patients in a community
care setting rather than in a hospital or institution (Wilmoth, Silver, Severy, &
Lawrence, 1987). Although in principle there still tends to be a general negative
attitude of the public toward people with mental iliness, and an “exaggerated
community distrust and gear of mentally ill people roaming our streets because of

major service failures and media hype” (Mental Health Commission, 1997, p. 33).

2001/2002, $26.6 million for 2002/2003, and $17.8 million for 2003/2004, GST exclusive), after the

release of the Mason, Johnston and Crowe Report to the Ministry of Health in 1996.
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Community placements that are said to be unsuccessful have been
associated with deficits in funding and management, combined with patients
lacking in social skills, and the absence of basic living skills (Anthony, Cohen, &
Vitalo, 1978; Presly, Grubb, & Semple, 1982). It is important to note that the
decision of moving patients from an institution to community based care programs,
was not intended to ensure that the quality of life would be better than that of the
institution, but to provide more natural rehabilitative surroundings (Ministry of Health,
1995).

Community mental health facilities are based on a flexible system. They
provide stability, regulation, as well as a higher probability of community integration,
a combination that the psychiatric institutions lacked. Community care provided
smaller homes with limited numbers of residents creating a family environment. It
ensured more direct care, free from the overcrowding often observed in the
psychiatric hospital settings. The process of deinstitutionalisation did offer an
improvement in living conditions and treatment but also required that the residents
were functioning at a higher level in many aspects of their lifestyle (see Huzziff,
1995). The organization of institutions, by providing food, shelter, and daily
activities, left little opportunity to restore patient autonomy, individual responsibility,
and the ability to manage independently. Attributes which are the primary aim of
therapy and rehabilitation of persons with mental illness (Dowland, 1986). Over a
period of time the loss of social and vocational skills impair the ability of a person to
adapt and function adequately outside of the hospital setting (Kiesler, 1982).

Research suggests that community based rehabilitation is beneficial for both

the person with a mental illness and their families. Efficacy studies on the treatment
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of mental health patients in community care have reported positive results. Kiesler
(1982) conducted a review of 10 studies, which had randomly assigned psychiatric
patients to either inpatient care or a number of outpatient care services. The study
concluded that, outpatient care resulted in more favourable outcomes than did
inpatient care with regard to the likelihood of employment, independent living
arrangements, staying in school, and psychiatric evaluations. Community-based
care was also reported to be more cost-effective.

Overall, despite the risk of relapse in some patients living in community
mental health facilities people with mental illness have reported to be significantly
more satisfied with their community environment than hospital services previously
endured (Huzziff, 1995). Given these empirical findings along with others, it appears
that there is a strong case for the success of community based treatment services
for many people with less severe forms of chronic mental iliness. Moreover,
provided that there is regulation and monitoring of behaviour (see Appendix B for
information relating to community placements in New Zealand), community

placements seem optimal over institutionalisation.

Lake Alice Psychiatric Hospital 1950-1995

Lake Alice Psychiatric Hospital was located in Marton, in the lower part of
the North Island of New Zealand. It opened in August of 1950 to house and treat
the chronically mentally ill from a wide catchment area that included, Hawkes Bay,
Manawatu, Taranaki, and Wanganui. Patients of Lake Alice Psychiatric Hospital
were expected to be chronic, long-term residents, who were middle-aged and

predominately without visitors (Baird, 1991). A chronic psychiatric patient was
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defined as being unresponsive to medication and lacking in general social and living
skills. An acute psychiatric patient was used to describe those who responded to
psychiatric medication quickly and were able to return to their families, and jobs in
the community (Shadish, Lurigo, & Lewis, 1989).

During the development and use of Lake Alice Psychiatric Hospital a number
of deinstitutional processes were in place. In 1968 a home visiting service similar to
a community outpatient setting, was established and carried out. The home visiting
service was established for the purpose of following up patients in the community
after being discharged from Lake Alice, as well as to keep those patients who
would normally be admitted, out of the hospital (Baird, 1991). In 1980, a record
number of 1594 visits were made to the mentally ill residents in the community.
However for unknown reasons, the outpatient service was dissolved, leaving only
the inpatient psychiatric hospital service available (Baird, 1991).

At the end of 1950, the first year of its opening, Lake Alice Psychiatric
Hospital had a total of 51 patients. The patient count continued to increase, peaking
in 1980 with a record number of 433 people admitted and hospitalised. However,
after 1980 the number of people admitted and hospitalised started to show a
steady decline. In 1990, 169 people were admitted and hospitalised, with a further
149 discharged. The decision to close Lake Alice Psychiatric Hospital was made in
1990, after a series of reviews by the Manawatu-Wanganui Area Health Board, and
in response to the commissioned inquiry into mental health services. It was
estimated to take five to seven years to phase out the patients into the community

and existing community services (Baird, 1991). In 1992 an official closure plan was
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implemented and over the following year, the majority of patients were discharged
into the appropriate levels of community care (Baird, 1991).

The last twelve patients to be discharged from Lake Alice Psychiatric
Hospital had chronic mental ilinesses and were deemed long-stay patients. Prior to
their discharge, the 12 patients underwent an intensive behavioural-based program
at Lake Alice, which commenced in 1993 for twelve months. The program named
the Intensive Learning Centre (ILC) was established in order to make the patients
more suitable for placement in the community. Lake Alice Psychiatric Hospital was
officially closed in September 1995, following the transfer of the 12 patients from
the ILC Program at Lake Alice to the community facility based in Castle Cliff,

Wanganui.

Intensive Learning centre (ILC) program

The intensive learning centre established a behavioural-based program that
was used in part to help those with chronic mental iliness at Lake Alice, be able to
adapt and adjust to a community environment (Hall, 1995). It was rationalised that,
learning skills that would enable those with chronic mental iliness to Integrate or
adapt to a community environment, would lessen the chance of discrimination due
to their abnormal behaviour (Hall, 1995). The behavioural training also meant that
those with chronic mental iliness could lead more independent lives, by having to
care for themselves, and become to a certain extent self-sufficient (Hall, 1995).

The chronic mentally ill patients that were included in the intensive learning
centre program, were those who were unresponsive to medication, uncooperative,

and assaultive, often acting unacceptably and lacked in most social and self-care
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skills (Hall, 1995). The typical patient, who was deemed as chronically mentally ill,
was for example a, “schizophrenic male, in there 30’s with either medical or drug
abuse problems” (Bigelow, Cutler, Moore, McComb, & Leung, 1988, p. 184). ltis
quite possible that these features of clinical presentation, made the transition to a
community care facility from a psychiatric hospital unlikely to be successful, and
more likely to be harmful to the patient and community opinions about mental
illness.

The ILC behavioural program based its treatment on the learning of skills
aimed at independent living. Under the program patients were expected to cook
meals for themselves, wash, and dress themselves, and were taught through
behavioural intervention. Behaviour intervention also targeted the inappropriate
behaviours carried out such as, yelling, head banging, screaming, and violent
behaviours toward others.

Hall, Deane, and Beaumont (1996) investigated the ILC program (which
provides background information to chapters six, seven, and nine). Findings from
the study showed a short-term improvement in the general functioning of behaviour
over a 5-month period. At the 10-month follow-up the initial gains made had
lessened, though it was found that improvement did occur in some behavioural
areas under the program. In particular, untrustworthy behaviour, self-abusive
behaviour (e.g., head banging), and withdrawal. The study aimed to increase the
level of functioning of those with chronic mental illness to a level that more closely
resembled the behaviour experienced by those already existing in outpatient

settings in the community (Hall et al., 1996). Prior research suggests that the
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pbehaviour of people who have a mental illness influences community attitudes
toward mental iliness (i.e., Rabkin et al., 1979).

On the closure of Lake Alice Psychiatric Hospital, the transfer of the
remaining 12 long-stay patients from the ILC program to a community facility was
met with considerable hostility and opposition from residents in the neighbouring
area to the facility (see Appendix G for community reactions via newspaper

clippings in 1995 prior to the establishment of the facility).

Conclusions

Deinstitutionalisation in New Zealand has been largely successful, and well
documented. The transfer of psychiatric patients into community care has been a
bold move, and one that has been faced over time with considerable hostility and
fear from community oppositional groups. Lake Alice Psychiatric Hospital located in
Marton, was the last psychiatric institution to close in New Zealand. The transfer of
its last remaining patients to a community facility was meet with considerable
hostility from the Wanganui community. The primary aim of the present study is to
investigate the attitudes of the wider Wanganui community toward people with

mental iliness.
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CHAPTER THREE

SYNOPSIS OF RESEARCH ON COMMUNITY ATTITUDES TOWARD

MENTAL ILLNESS

Overview

The purpose of this chapter is to provide background material on the large body
of research that has been conducted on community attitudes toward mental iliness.
The chapter starts by describing the patterns and trends in the broad research area
and is followed by a rationale for research on community attitudes toward mental

iliness.

Rationale for research

Public behaviour and attitudes can have both an indirect and direct impact on
the rehabilitation process for the mentally ill living in community settings. The most
beneficial environment for successful rehabilitation is a supportive community
(Ingamells, Goodwin, & John, 1996). Communities that are not supportive and provide
a hostile environment have been reported to lead to increased relapses in the state of
mental illness (Dear & Taylor, 1982). Relapse has previously been associated with
poorer prognosis of mental iliness with less chance of employment and general

increase of stigma attached to mental health problems (Phillips, 1964).
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Research on community attitudes plays a key role in the planning of future
outpatient services, and in the planning of educational programs about persons with
mental iliness (Mino, Kodera & Bebbington, 1990; Salokangoas & Wing, 1986).
Community members often recognise that a person is mentally ill prior to this being
acknowledged by a health professional. It thus becomes important to have an
understanding of the attitudes and perceptions that community members have of
mental iliness to help define, provide, and establish, adequate mental health services
(Bhugra, 1989). An implication of this is a continued need to study community attitudes

toward mental illness.

Patterns and trends of research

A large body of research in the area of community attitudes toward mental
illness has been carried out. Although, the most commonly cited articles in the research
are those published around the 1970s and1980s. More specifically literature searches
of the PsycINFO electronic database were conducted using the keywords mental
iliness in combination with community attitudes. A total of 104 published articles were
located. Twenty-four articles were found between 1970 to 1980, 40 between 1981
t01990, and 36 between 1991 to 2003. Only five articles of which were published in
the last three years. Review of the articles from the literature search shows, that the
majority of studies investigating community attitudes toward mental illness have been
conducted outside of New Zealand, and most extensively in Europe and North

America. The more significant studies in research on community attitudes have been
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those studies that have involved community samples (e.g., Arens, 1993; Brockington et
al., 1993). Such studies provide potential information about how the public will act in a
situation that involves interaction with people who have a mental illness (Wolff, Pathare,
Craig, & Leff, 1996a).

Attitude surveys have continued to be instrumental in the research. This is
based on the premise that attitudes are precursors of behaviour and that measures of
attitudes toward those with mental iliness, would reflect intention to accept
responsibility for people with mental illness in their community (see Antonak & Livneh,
1989; Walkey et al., 1981). Attitude surveys have been used to investigate attitudes
over time, variables that influence attitudes, and for examining attitudes as a predictor
of behaviour toward people with mental iliness.

Initially, research on attitudes focussed on the attitudes of medical professionals
treating those with mental illness within inpatient facilities (e.g., Cohen & Struening,
1962; Ojanen, 1992; Rabkin, 1972). Aims of these studies, focussed on the influence
of health professionals attitudes toward their patients with mental illness. As well as the
level of care these patients received in order to deliver better treatment approaches.
The Cohen and Struening (1962) study also provided data to suggest that mentally ill
patients were more sensitive to the attitudes of the health professionals that treated
them. However, the move to community-based facilities from institutions has been
mirrored by a change in research direction to investigate the attitudes of the wider
community. Initial research on community attitudes involved university student samples

(e.g., Green et al., 1987; Walkey et al., 1981), which have continued to be used in
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recent research (e.g., Coverdale, 2002; Mino, Yasuda, Tsuda, & Shimodera, 2001;
Read & Law, 1999). However, university samples are limited in the way that findings
can be generalised to community populations. As a result there has been an increase
in research involving community samples, focussing on community preparedness,
knowledge and awareness of mental illness, and other variables that influence attitudes
toward people with mental illness.

Research carried out between 1960 and the mid 1970s, predominately
investigated community preparedness and ability of the community to cope with the
responsibility for those with mental iliness in their community (e.g., Nunnally, 1961). A
large number of studies focussed on predictors of attitudes toward people with mental
iliness. Such as, demographic variables, age, education, and socio-economic status of
respondents. Research into the variables that influence community attitudes toward
mental iliness, has found inconsistencies in the findings, and continues to be
investigated.

Research into community awareness and knowledge of mental illness has
investigated variables that influence awareness and knowledge of mental illness. The
increased opposition and negative attitudes toward mental health facilities has also
been investigated, that arises from community members when mental health facilities
are proposed for their neighbourhood (e.g., Wenocur & Belcher, 1990). Research into
the hostile attitudes people have toward mental iliness, has produced a number of
articles over the last couple of years. Limited nationwide studies have been conducted

on awareness of mental iliness (e.g., Huxley, 1993; MORI, 1979). Other studies have
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typically involved community facilities rather than random samples from the general
public (e.g., Brockington et al., 1993).

Despite the large body of research that has developed, research into community
attitudes toward mental iliness has typically progressed without a sound guiding
theoretical framework. The majority of studies have been replicated on the grounds of
predictor variables without regard to the development of a theory. Overall, research
findings can be placed into a number of sub-categories. That is, research on
community knowledge and awareness, hostility toward proposed mental health
facilities, media depictions or mental iliness, and variables that influence attitudes

toward mental iliness (the sub-categories are described in more detail in chapter four).
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CHAPTER FOUR

EMPIRICAL RESEARCH ON COMMUNITY ATTITUDES TOWARD

MENTAL ILLNESS

Overview

Chapter three explored the patterns and trends, including the rationale of
research on community attitudes toward mental illness to date. The purpose of this
chapter is to review the empirical research that has been conducted on community
attitudes toward mental illness. This chapter provides support for the aims, objectives,
hypotheses and subsequent covariates used in the analysis of the present study. The
chapter has been divided into three sections. The first section covers community
knowledge, awareness and hostility toward community mental health facilities, and
media depictions of mental illness. The second section covers the two main variables of
interest in the present study, the effects of time and geographical proximity on attitudes
toward mental iliness. The third section covers variables that influence community
attitudes toward mental illness and includes a subsection specific to empirical research

conducted in New Zealand.
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General findings in the literature on attitudes toward mental illness

Community knowledge of mental illness. People today know more about mental
iliness than they did thirty to forty years ago (Rabkin, 1980). Although literature indicates
that this knowledge is yet to reach an optimal level that is of benefit to people with
mental iliness (Rabkin, 1980). Knowledge and education about mental iliness is reported
to have a positive influence on attitudes among community members in several studies
(i.e., Brockington et al., 1993; Read & Law, 1999; Roman & Floyd, 1981;Trute &
Loewen, 1978).

In the nationwide survey by Jorm et al. (1999) the public were found to be more
positive toward likely treatment outcome and long-term prognosis of persons with
schizophrenia and depression than health professionals. Specifically, the study found
that the public and clinical psychologists were more likely to predict a positive outcome
for the person with depression than general practitioners and psychiatrists. The public
were also more likely to predict a positive outcome for the person with schizophrenia
than psychiatrists, general practitioners and to some extent psychologists. However, it
is important to note that the study employed two different sampling methodologies; mail
and door-to-door interviews. The later of which may have been affected by social
desirability.

In addition, other nationwide survey’s have found that the general public are
often not well informed about the etiology of mental iliness (e.g., Huxley, 1993; Market
and Opinion Research International, 1979). A large nationwide survey conducted in
England investigated public attitudes toward mental illness (Market and Opinion

Research International, 1979). Findings from the study showed that 56% of people
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surveyed considered mental illness to be something that few or no people were able to
recover from, 89% thought people with mental iliness should be embarrassed by mental
liness, while only 29% of respondents were personally embarrassed by their own
mental illness. Huxley replicated parts of the study in 1993, with a sample of 154
residents in England. The survey was carried out over three local community areas, one
area of which contained an existing mental health day unit. Findings of the study
paralleled the 1979 survey despite the fourteen-year gap between the two surveys
demonstrating attitudes to be stable over time.

In sum, research reflects the idea that community knowledge of mental illness is
not yet beneficial to people who have a mental illness. There are still gaps in the
knowledge about mental illness, in particular surrounding what it means to have a
mental iliness, its course and prognosis, treatment and rehabilitation. It is possible that
increased knowledge about mental iliness is likely to increase the readiness of the
communities to accept mental iliness.

Media depictions of people with mental illness. Literature reports that most
knowledge of mental illness comes from mass media depictions (Borinstein, 1992;
Granello & Pauley, 2000; Philo, 1994). Mass media depictions are predominately found
to be negative toward people with mental iliness and provide a singular concept of
mental illness (i.e., Fracchia, Canale, Cambria, & Ruest et al., 1975; Nunnally, 1961;
Thornton & Wahl, 1996). The common depiction of a person with mental iliness as
being violent are in fact depictions of isolated cases that gain undue public attention via

the media (Brennan, 1964). In media depictions, mental iliness is a term often used to
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frame all diagnoses of mental iliness failing to reflect to the public the difference between
acute and chronic cases of mental iliness (Brennan, 1964).

In a media survey covering depictions of mental iliness, 436 articles out of 600
articles reviewed depicted people with mental iliness negatively (Coverdale, Nairn, &
Classen, 2002). The most common negative depiction of those with mental illness was
as a danger to others (368 out of 436 mental health related clippings). A 1986 Canadian
study (Matas, el-Guebaly, Harper, Green, & Peterkin, 1986) that reviewed 90 mass
media publications over a 20 year period between 1961 to 1981, found that front page
articles of newspaper tended to cover items portraying the mentally ill as more
dangerous than the general population.

However, despite media impressions about people with mental illness as being
dangerous and violent persons with mental iliness are unlikely to be of danger to others.
Statistics show that an estimated 4% of those with mental illness in New Zealand are
likely to harm others (Monahan, 1992). Those people with mental illness—part of the 4%
statistic who do harm others, are more likely to harm a family member or flatmate,
rather than a stranger, compared to those unaffected by mental illness (Simpson, 2003).

In sum, recent research that has studied the role of media in predicting attitudes
toward mental illness indicates that newspaper articles have influenced and contributed
to a negative perception of mental illness among the general public. It is possible that
negative media attention about people with mental illness has contributed to the general
fear and negative attitude the public have toward people with mental illness, and

general hostility toward proposed facilities for the mentally ill in their neighbourhood.
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Community awareness of treatment facilities for the mentally ill. Research has
consistently found that the majority of people living in neighbourhoods with established
mental health facilities are largely unaware of their existence (Dear & Taylor, 1982;
Heinemann, Perimutter, & Yudin, 1974; Huxley, 1993; Morrison & Libow, 1977). In a
study that surveyed 180 individuals living across 12 residential neighbourhoods, of the 6
neighbourhoods that were in the vicinity of a mental health facility, 77% of respondents
were unaware of its existence (Rabkin et al., 1984).

Edgerton and Bentz (1969) studied attitudes and opinions of rural people toward
mental illness and program services in two rural North American counties in America.
The study found that 94% of respondents were unaware of mental health services in the
community. However, that those who were aware were supportive of such facilities. The
study concluded that not all communities are opposed to the presence of mental health
facilities despite being unaware of their general existence in their community. It is
important to note however, there have been no further studies conducted on the
differences between rural and urban attitudes toward mental health facilities in order to
compare findings. In contrast, surveys on community attitudes toward mental illness
consistently report that the majority of respondents would oppose the building of mental
health facilities in their neighbourhood (Rabkin et al., 1984). People who oppose
community mental health facilities have also been found to be opposed to other social
service facilities in their area (Rabkin et al., 1979).

In summary, the majority of people are unaware of existing mental health facilities
in their area compared to the awareness of proposed mental health facilities for their

area. It is also possible that a difference among attitudes exists between urban and rural
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areas toward people with mental illness, and further possibilities that differences may be
influenced by the number of treatment facilities in an area.

Community hostility toward mental health facilities in their community. Following
the establishment of community mental health services and facilities, there has been an
increase in active community opposition and negative attitudes toward the proposed
mental health facilities in the community (Bord, 1971; Cowan, 2002; Phillips, 1964;
Sigelman, Spanhel, & Lorenzen, 1979; Solomon, 1983; Wenocur & Belcher, 1990;
Wolff, 2002). Community members will engage in protests, verbal attacks, petitions and
other activities in order to stop the establishment of a mental health facility in their area
(Solomon, 1983).

Several studies have reported that over 50% of proposed community facilities
are never bought into fruition, and that this is in part due to political reasons (Rutman,
1976; Schonfeld & Pepper, 1990), and in part due to the hostility toward the facility from
community members. Research suggests that the hostile and negative attitudes toward
the proposed mental health facilities stems from a fear for the safety of respondents
lives and their children, of crime rates increasing in the area, and concern that the facility
will cause a decrease in property values (Arens, 1993; Aviram & Segal, 1973). Despite

there is no empirical support for such concerns and fears.

Some studies investigating negative and hostile attitudes toward community
mental health facilities report a Not In My Backyard (NIMBY) attitude (Lake, 1993; |
Popper, 1987). Research comments that several factors influence community attitudes
toward facilities. For example, type, severity, visibility and responsibility of the disability.

Appearance and even name of the facility can have an impact on community attitudes
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(Dear, 1992). People who host the NIMBY attitude typically believe in
deinstitutionalisation, but would rather facilities be established away from where they live
(Fraser, 1999).

In sum, community hostility toward proposed mental health facilities in their area
has continued to be a problem, in the establishment of facilities to house and
rehabilitate people with mental iliness in the community. There is evidence to suggest
however that the opposition to the facilities does subside with time, and that changes in
the appearance of the facility, even the facility name can impact community attitudes.
Research on the impact of time and geographical proximity on attitudes toward mental
illness.

Time and attitudes toward mental illness. Research has not directly investigated
the effect of time on attitudes toward people with mental illness. However, the effect of
time on attitudes continues to be reported indirectly. Attitudes toward people with
mental illness appear to be stable and consistent over the last three decades. Research
has consistently reported the general public have negative attitudes toward people with
mental illness, and that this has held over time (e.g., Green et al., 1987; Rabkin et al.,
1984). In contrast some articles have reported that attitudes are becoming more
positive or accepting over time (e.g., Gething, 1986; Halpert, 1969; Dohrenwend &
Chin-Shong, 1967). Changes in attitudes over time is suggested by the finding that
people are more willing to identify themselves as having a mental iliness compared to a
decade earlier (Huxley, 1993). It is possible that further research would reach similar
conclusions. However, investigating attitudes over time has not featured as a significant

part of research design. Factors such as contact with people who have a mental iliness
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are also reported in the literature to influence the effect of attitudes over time (i.e., Arens,
1993).

Geographical proximity on attitudes toward mental illness. Research that has
examined the relationship between geographical proximity to the mental health facility
and attitude is reported to be a valuable determinant of attitudes toward people with
mental iliness (Rabkin et a., 1984). However, research in this area has produced
inconsistent findings. Several studies report that closer proximity to a community mental
health facility is associated with an increase in negative attitudes toward those with
mental illness, and fear of safety (Huxley, 1993; Rothbart, 1973; Smith, 1981; Wolf &
Stuber, 2002). In contrast, other studies have found no evidence to suggest that such a
relationship exists (e.g., Rabkin et al., 19786).

Brockington, Hall, Levings, and Murphy (1993), conducted a study on
community attitudes toward mental illness, involving 2000 subjects in two community
areas of England; Malvern which held a community based service and Bromsgrove
which had a traditional hospital setting. The study found that respondents living in
Bromsgrove were more tolerant of people with mental iliness than those in Malvern.
Contrary to hypothesis, the study found that more favourable views toward people with
mental illness were toward those living in an inpatient setting rather than a community
setting where contact with those with mental illness would be increased due to
integration. Similar findings were found in the Market and Opinion Research
International (1979) survey. The study concluded that the type of facility that people had
in their area and the level of security that it might involve might play an important role in

attitudes toward mental iliness.
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In sum, research investigating the impact of geographical proximity to mental
health facilities is limited by contrasting findings. It is possible that geographical
proximity and attitudes could be affected by other unmeasured variables such as
perceived threat from the type of facility and level of security involved as indicated in the
findings of Brockington et al (1993). Rabkin et al (1984) noted that findings of
geographical proximity might also be influenced by other variables such as social class,
age and occupational interests of residents that draw a person to live in a particular

area.

Variables that influence community attitudes toward mental illness

A large body of research has investigated variables influencing attitudes toward
mental illness. Variables that influence attitudes toward mental illness included in studies
are, age, education, and more recently previous contact made with people with mental
illness. Other predictors include occupational status, profession and ethnicity, but have
been less researched. Limited research has been provided on both the effects of
gender and the effects of income on attitudes toward mental iliness, therefore a limited
review of the variables is reported in the present chapter.

Age, and education. Research on age, education and other demographic
variables have been frequently examined in community attitudes towards mental iliness.
Earlier research in the 1970s and 1980s reported that there was no significant
relationship between age and education in predicting attitudes toward mental iliness

(e.g., Green et al., 1987; Nunnally, 1961; Walkey et al., 1981). However the majority of
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studies conducted since the 1990s have consistently demonstrated that there is a
relationship.

The majority of studies have found that positive attitudes toward people who with
mental illness diminishes as people age (e.g., Brockington et al., 1993; Madianos et al.,
1987; Ojanen, 1992). A study that investigated the relationship between age and
attitude, found that those participants aged 17 to 20 years held more liberal attitudes
than those aged 50 to 84 years (Clark & Binks, 1966). However, there have been
studies that have found older adults have more positive attitudes (e.g., Sellick &
Goodear, 1985).

Other studies, have suggested that education not age is more influential on
attitudes toward mental iliness (Eker & Arkat, 1991; Matas, el-Guebaly, Peterkin, Green,
& Harper, 1985). Wolff, Pathare, Craig and Leff (1996b) found that negative attitudes in
older people were influenced by lack of knowledge about people with mental illness.
Brockington et al., (1993), found that people who had higher educational attainment
were less fearful of people with mental illness. An early study by Rabkin et al., (1974)
found that people with higher levels of education were able to distinguish between
normal behaviour and behaviour that is associated with mental iliness. This finding is
supported in other studies (Blizard, 1968) that have used vignettes of people with
mental illness (e.g., Eker & Arkar, 1991).

In sum, research consistently reports age and education to have a significant
influence on attitudes toward people with mental iliness. People who are younger and
people who have higher levels of educational attainment are consistently reported to

hold more positive attitudes toward people with mental iliness. Older aged people are



33

more likely to have negative attitudes toward people with mental iliness. It is possible
that other factors such as, contact and the type of education or training that the person
receives about mental illness influence the effects of age and education on attitudes
toward people with mental iliness.

Gender. A number of studies have investigated the effects of gender on attitudes
toward mental illness, although contrasting findings have been found. A number of
studies indicate that there is no gender differences (e.g., Farina, 1981; Nunnually, 1961;
Read & Harre, 2001; Siegel, 1975; Walker & Read, 2002; Wolf et al., 1996). Other
studies have found that females tend to have more positive attitudes toward people with
mental iliness (e.g., Leong, 1999; Taylor & Dear, 1981). To sum up, there is more
evidence to suggest that gender does not influence attitudes toward people with mental
iliness.

Ethnicity. Research on ethnicity and attitudes toward mental illiness although not
extensive, does suggest that ethnicity is not significant in influencing attitudes toward
people with mental iliness (i.e., Madianos et al., 1987; Westbrook, Legge, & Pennay,
1993). Studies that have investigated the impact of ethnicity on attitudes have
predominately involved countries in North America. In New Zealand, research has found
ethnicity to have an effect on attitudes toward mental illness. In a study carried out by
Read and Harre (2001), Maori and European participants were found to have more
positive attitudes toward people with mental illness than Asian participants. A similar
finding was also found in research conducted a year later by Walker and Read (2002),
which again found that Asian participants had more negative attitudes than European

participants. However, Maori have a different conceptualisation of health such as
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llustrated in Mason Durie’s Whare Tapa Wha model referred to in chapter one (p.4).
Furthermore, the extent to which Maori conceptualisation of health has been
incorporated into New Zealand research is limited.

In contrast to New Zealand studies, a North American study that compared
Chinese undergraduate students with a sample of America undergraduate students
found no cultural differences in attitudes (Shokoohi-Yekta & Retish, 1991). More
specifically, the study found both samples had positive attitudes towards mental iliness.
However, the study did find the American sample to be less authoritarian, less socially
restrictive and more benevolent towards people with mental illness when compared to
Chinese sample (Shokoohi-Yekta & Retish, 1991).

In summary, attitudes towards mental illness appear to be consistent across
countries and cultures. What is less clear is what determines the effect that ethnicity has
on attitudes is. Furthermore, most studies investigating attitudes across different ethnic
groups have only studied ethnic groups within one country, as opposed to between
countries. Therefore, the generalisation of findings is limited to the country to which the
sample was taken from.

Income, occupation status, profession, and attitudes. Research on the influence
of income on attitudes toward mental illness has been minimal. Wolf et al., (1996) found
income to be a significant influence on attitudes and significantly related to occupation.
However, generally income has not been a variable studied in research on attitudes
toward the mentally ill. Although income has often been used to ascertain socio-
economic status for comparison areas in studies using control groups (e.g., Dear &

Taylor, 1982).
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Research on occupation and attitudes toward mental iliness has typically
involved nursing samples or samples that involve other health professionals working in
the area of mental health. Findings from these studies indicate that medical students
have positive attitudes toward people with mental illness (Eker & Arkar, 1991; Huitt &
Elston, 1991; Roth, Anthony, Kerr, & Downie, 2000). However, one study found that
medical students and doctors tended to have more negative attitudes toward specific
mental illnesses such as schizophrenia (Mukherjee et al., 2002).

To summarize the research on income and occupation is limited by its sampling
strategy. Samples have exclusively involved mental health professionals. Therefore,
generalisation of the findings is limited to mental health professions that have regular
contact or specialised training with people with mental illness. Nonetheless, the samples
that have involved nursing or other mental health professionals have found both positive
and negative attitudes toward people with mental illness. Research findings suggest
that overall, mental health professionals working in the area of mental health are more
likely to have positive attitudes toward their patients. Moreover, it is possible that
occupation does influence attitudes toward mental illness.

Contact. Some recent studies, have investigated the impact of contact on
attitudes toward people who have a mental illness (e.g., Arens, 1993; Roper, 1990;
Wolff, Pathare, Craig, & Leff, 1996b). Findings suggest that contact leads to more
positive attitudes. However, it is noted that not all contact is beneficial (Farina, 1981).
There is emerging evidence to suggest that the nature of contact plays an important
factor in producing positive attitudes (Ingalmells, Goodwin & John, 1996; Roper, 1990).

In most cases positive attitudes toward people with mental illness arises from a
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combination of education (Nunnally, 1961) and contact (Holmes, 1968; Pryer, Distefano,
& Merry, 1969).

Research that involved community samples have found that attitudes do become
more positive with increased contact with persons who have a mental iliness (e.g.,
Arens, 1993). Contact has lead to respondents to perceive people with mental illness as
less dangerous (Link, Cullen, & Francis, 1986; Wolff, Pathare, Craig, & Leff, 1996b).
Furthermore, studies report and that the facilities originally opposed by community
members, are viewed more favourably after contact is established between members of
the neighbourhood and residents of the mental health facility (Arens, 1993). It was
concluded that the change in attitudes to become more positive was associated with
neighbours having made contact with the residents.

In summary, there are still inconsistencies in the research to date regarding
contact and its ability to lead towards a positive change in attitudes. In particular it is not
well understood if quality of contact or the amount of contact that is significant in
influencing attitudes toward people with mental iliness. There is evidence to suggests
that prior contact with people who have a mental illness can be a significant influence

regardless of being educated about mental iliness (e.g., Arens, 1993).

Studies conducted in New Zealand.
A large amount of research has been conducted on community attitudes in New
Zealand (as indicated on Index NZ and the National Bibliographic Database). However,

these studies have mainly been on community attitudes towards road safety,
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environmental and economic policies. Only a small number of community attitude
studies have examined attitudes towards mental iliness in New Zealand.

Early research in New Zealand reported that the public held negative attitudes
toward persons with mental iliness (e.g., Green et al., 1987; Walkey et al., 1981).
However, some more recent studies indicate that New Zealand attitudes have become
more positive (e.g., Ng, Martin, & Romans, 1995; Rowe, 2001). Initially, research
followed methodological trends in Europe and America. Samples were drawn from
nursing and medical populations, and from universities to assess attitudes toward
mental illness among the community (e.g., Walkey et al., 1981). Study aims focussed on
finding predictors of attitudes toward mental illness, such as age, education and
occupation. More recently, research has started to examine how mental illness is
portrayed to the public through media. In particular, the impact of newspaper articles on
attitudes toward mental iliness (e.g., Coverdale et al., 2002). Other New Zealand
university studies have re-examined Nunnally’s (1961) conceptual framework for
predictors of attitudes toward mental illness and health professionals working in the
area of mental health.

Nunnally (1961) researched attitudes toward mental iliness at the university of
lllinois, North America, over a six-year period from 1954 to 1959. The results from
Nunnally’s study raised important questions about the need to address and prepare the
community prior to the release of psychiatric inpatients into community settings. From
the findings, Nunnally (1961) proposed three propositions about community attitudes
toward mental illness. Firstly, that people attach stigma to the mentally ill; secondly, that

the public holds moderately favourable attitudes toward the mental health professionals
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such as psychiatrists and psychologists; and thirdly, that in general mental health
attitudes are not strongly related to variables age, gender and education. Nunnally’s
propositions are consistent with other attitude studies conducted in New Zealand (e.g.,
Blizard, 1968; Walkey, 1981). Although, inconsistent with the findings from studies
conducted in Europe and America, indicate that a relationship exists between age, level
of education and attitudes toward persons with mental illness.

In contrast to overseas research, most New Zealand studies have found that
demographic variables are unable to predict attitudes toward people with mental illness,
regardless of the sample used. Ng, Martin, and Romans (1995) conducted a
randomised survey of 300 hundred residents in Dunedin, New Zealand. Results of the
study found that socio-demographic variables (i.e., age, income, and gender) were
unable to predict attitudes toward mental iliness. The study also found that having
known a person with mental illness facilitated more intimate relationships with people
who have a mental iliness. It was concluded, that communities both need and welcome
information about mental iliness, and that the outlook of community-based rehabilitation
of people with mental iliness was positive.

A study conducted by Walkey et al (1981) using 215 New Zealand University
students, found results consistent with Nunnally’s third proposition, that demographic
variables such as age and gender and education, were unable to predict attitudes
toward people with mental illness. The study also found attitudes toward people with
mental illness were predominately negative, a finding that is supported in a study by
Blizard (1983). This result is in contrast to the studies prediction of positive attitudes

based on recent education campaigns, increasing the awareness of mental illness. For
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example, advertising for volunteers for self-help groups such as Samaritan’s, lifeline,
youthline and teen-aid telephone counselling services, and a telethon to help raise
awareness and money for such services.

More recently, studies conducted in New Zealand have investigated the
relationship between the media and negative attitudes toward mental illness (e.g.,
Coverdale et al., 2001). Findings are consistent with North American and European
research (e.g., Monahan, 1991; Mukherjee et al., 2002; Nunnally, 1961; Patton, 1992;
Woff & Stuber, 2002) that report media depictions of people with mental iliness
influence negative attitudes toward people with mental iliness.

Research thus far has not included Maori health conceptualisations or other
holistic concepts. The most widely accepted conceptualisation of health among Maori is
Durie’s whare tapa wha model (Durie, 1998) involves four cornerstones; Taha wairua
(spirituality), taha hinengaro (thoughts and feelings), taha whanau (family) and taha
Tinana (physical) (Durie, 1999). Each cornerstone is interacting and therefore one does
not exist without the other (Durie, 1999). The underlying aim of the model is integration,
and to link the individual to the wider environment (Durie, 1999). This is a key concept
that is illustrated through Te Reo O Maori where most words have dual meanings. For
example, Whenua can mean both placenta and land, and Kapo can mean blind as well
as a species of eel. Cornerstones such as Taha wairua are considered paramount to
good health (Durie, 1998). Which is considered as having the capacity to understand
the link between people and the environment, to have spiritual awareness and a mauri
(life-force). Without this an individual cannot be healthy and is more prone to iliness or

misfortune (Durie, 1998). Such conceptualisations contrast to the Western emphasis on
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the physical aspects of health and biological constructs. It is possible that holistic
conceptualisations of health are likely to impact on research on attitudes.

In sum, few studies conducted in New Zealand have researched community
attitudes toward mental illness compared to the large volume of research that has been
spawned from North American and Europe over the same time period. Research that
has been conducted in New Zealand has generally produced results consistent with the

prevailing literature.

Conclusion

Attitudes toward people with mental iliness have been influenced by a number of
demographic and socio-economic variables, including variables such as awareness and
knowledge of mental iliness, and depictions of mental iliness through the media. Trends
in research design, and sampling strategy from studies in North America and Europe
have continued to impact on research conducted in New Zealand. Overall, research
suggests that attitudes toward people with mental iliness have become more positive
over time. Attitudes are reported to be indicative of the general public’s degree of
acceptance. The success of deinstitutionalisation is dependent on treatment outcome
and acceptance of people with mental ililness into the immediate communities lives.

The present study is specifically designed to control for the possible influence of
demographic and socio-economic variables. For example, age, gender, ethnicity, and
occupation. Other variables such as, prior contact with people who have mental ililness,
awareness of, and agreement with the community mental health facility will also be

controlled for. The main aim of the present study is to investigate the impact of time and



geographical proximity to a community mental health facility on community attitudes
toward mental illness. The present study aims to evaluate these factors using a

community sample that has existing and proposed psychiatric services.
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CHAPTER FIVE

METHODOLOGICAL ISSUES IN CONDUCTING RESEARCH ON

COMMUNITY ATTITUDES

Overview

Research on community attitudes towards mental illness has typically
developed without a guiding theoretical framework. As a result research has been
broad and a number of methodological issues have arisen. This chapter is designed
to provide an overview of the methodological issues and limitations of prior
empirical research that have arisen from conducting research on community

attitudes towards mental illness.

Methodological Issues

Three main methodological issues continue to prevail in research on
community attitudes towards mental iliness: the measures used, sampling and
surveying strategies. A broad range of measures have been used in research on
community attitudes towards mental iliness. Some researchers have used already
well-established measures such as the Opinions about Mental lliness scale (OMI,
Cohen & Struening, 1959), and the Community Mental Health Ideology scale (CMHI,
Taylor & Dear, 1981; 1982). Others have developed questionnaires (e.g., Rabkin et
al., 1984; Shera & Delva-Tauililli, 1996), or used vignettes. Vignettes are more
commonly used in research after the mid 1980s (e.g., Brockington et al., 1993;

Ingamells et al., 1996; Teft, Segall, & Trute, 1987) that aim to assess respondent’s
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knowledge about mental iliness. Diversity in measures limits the ability to generalise
a study’s findings to the sample population. Findings are still valid but more
constrained to other studies that have used the same measure and measured the
same construct (Coolican, 1999).

Furthermore, a range of surveying technigues have been used. For example,
telephone surveys, door-to-door interviews, and mail box delivery. Diversity in
survey techniques produces differences in the way data is collected and
inconsistencies in the way material in the questionnaire is perceived by the
respondents/participants (Frazer & Lawley, 2000). Problems with low response
rates and limited diversity of samples and sampling conditions have been limitations
of the research on attitudes towards mental iliness.

A number of studies have typically used homogeneous samples comprised
of hospital personnel or student health studies populations. The homogeneity of the
samples limits the ability to compare findings to a community population.
Furthermore, samples are predominately non-randomly chosen in the majority of
research. Lack of randomised sample selection makes it difficult to control for a
range of variables such as demographic variables gender and age, which are
reported to influence attitudes.

Attitudes have also been investigated using a number of different settings.
Some studies have involved clinical settings, university settings, and other studies
have involved communities living near hospitals or community mental health
facilities. Findings of such studies are therefore limited to other studies that have

used similar designs.
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Moreover, as noted in chapter four limited research has been carried out
comparing different cultures using the same measure. Studies that have
investigated attitudes towards mental iliness among different ethnic groups have
typically used ethnic groups within the same country. This type of sampling strategy
is limited in that the respondents no longer living in their country of origin may have
adopted the host country values and opinions. Findings are therefore limited in the
ability to be generalised to different cultures and countries. Studies that have
translated a measure in order to survey attitudes across a number of languages,
raises concerns about the retention of internal consistency and item validity (e.g.,
Madinanos et al., 1987).

Another limitation of the research on community attitudes towards people
with mental illness is that, the majority of research has been carried out in North
America and Europe. A limited number of studies have been conducted in New
Zealand. Therefore, caution is required when interpreting findings from North
American and European studies to the New Zealand population. Furthermore, the
most commonly cited articles in overseas research are studies that have been
conducted in the 1960s and 1970s. It is a possibility that some of the findings and
conclusions have become outdated over time.

In summary, studies reviewed from the literature on attitudes towards mental
iliness are found to be limited in the following ways, (a) studies have been limited by
their samples and sampling strategy. The samples used in studies have often been
limited in their scope, (i.e., often using homogenous samples with particular
interests in mental health), (b) samples have typically been non-randomly chosen,

which can skew data with outliers, and lack normality, (c) sampling methods have
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been varied, creating a number of biases in data collection, (d) a range of measures
have been used. Which limits the ability to compare findings across studies. (e)
There has been a limited number of studies that have investigated attitudes as a
function of culture. Only a few studies (i.e., Read & Harre, 2001; Walker & Read,
2002) have surveyed attitudes among Maori or other ethnic groups in New Zealand.
Findings from such studies are useful in determining how educational material on
mental iliness could be distributed (f) there has been a limited number of research
on community attitudes towards mental iliness carried out in New Zealand. Findings
are therefore limited in their ability to generalise to wider areas of New Zealand
community populations, especially if using university samples, (g) the main articles
used in research on attitudes towards mental iliness have centred on founding
articles of the 1970s and 1980s, which may be outdated, (h) changes in attitudes
might reflect historical changes that have occurred or recent campaigns that

governments support for the awareness of mental ilness among nations.
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CHAPTER SIX

THE PRESENT STUDY

Overview
The purpose of this chapter is to provide a description of the aims, and
hypotheses of the present study. Discussion of the measures, present study design

and procedure is presented in Chapter Seven.

Aims and objectives of the present study

There were three main aims of the present study. Firstly, to assess the
impact of geographical proximity to a community mental health facility on attitudes
toward mental illness. Secondly, to assess the impact of time on community
attitudes toward people with mental iliness. A third aim of the study was to assess
the influence of demographic and socio-economic variables on attitudes toward
mental illness. Including, the effects of prior contact, awareness of and agreement
with a community mental health facility on attitudes toward people with mental
illness. The aims of the study have been demonstrated to have an impact on
attitudes toward mental illness in prior research. It is anticipated, that the findings
are likely to provide data on the stability of attitudes are over time, as well as
variables that are likely to influence attitudes toward people with mental illness

among a community sample.
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Hypotheses

The hypotheses of the present study take into account a wide range of
factors that are reported to have an influence on attitudes in prior research on
community attitudes toward mental iliness. The first two hypotheses are in support
of the two main aims of the present study. The third and subsequent hypotheses
are in support of the third aim of the present study.

One expectation taken from the literature (i.e., Huxley, 1993; Rothbart, 1973;
Smith, 1981) regarding geographic proximity to a mental health facility and attitude,
was that those living in closer proximity to the community facility would have more
negative attitudes toward mental iliness. Therefore, in the present study it was
hypothesised that, respondents, living near to a proposed community mental health
facility (Area 1"), would hold more negative attitudes than respondents living in an
area where an existing mental health facility was located (Area 2), and respondents
living in an area where there was no mental health facility (Area 3) (hypothesis 1).

The second hypothesis of the present study concerned the expectation that
attitudes toward mental iliness would change over time (hypothesis 2). Specifically,
it was hypothesised that attitudes will become more positive over time. For
example, a study conducted by Arens (1993) found that after two to three years
later, people living within close proximity to a mental health facility held more
favourable attitudes in comparison to when they were first surveyed.

In addition the present study aimed to assess the impact of demographic
variables on attitudes toward mental illness, in particular the impact of age, gender,

ethnicity, and occupation on attitudes toward people with mental iliness. Prior

' For a more detailed description of the present study design, see Chapter Seven.
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research on community attitudes consistently reports that younger respondents
have more positive attitudes toward mental illness than older respondent'’s (e.g.,
Clark & Binks, 1966; Eker & Arkar, 1991). The combination of younger age and
higher educational attainment in some studies is reported to be indicative of more
favourable attitudes toward individuals with mental illness (i.e., Madianos, Madianou,
Vlachonikolis, & Stefanis, 1987; Cumming & Cumming, 1975). In contrast, early
studies conducted in New Zealand around the 1980s have reported that age was
not significant in influencing attitudes toward mental illness (Green et al., 1987;
Walkey et al., 1981). However, more recently a study has found age to be a
significant influence on attitudes toward people with mental illness (e.g., Rowe,
2001). Therefore, a third hypothesis of the present study was that younger
respondents would have more positive attitudes toward people with mental illness
(hypothesis 3).

Furthermore, research on the effects of gender on attitudes toward mental
illness has been limited. One study found that female attitudes were more liberal
toward mental illness, than males (Leong, 1999). In contrast, other studies such as
a study by Farina (1981) found that there were no gender differences. Overall, more
research suggests that gender is a non significant influence on attitudes toward
people with mental iliness (i.e., see Chapter 4 for review of research on gender). It is
therefore hypothesised, that there will be no gender differences on attitudes toward
mental iliness (hypothesis 4).

In addition, it is also anticipated that there will be difference in attitudes
among different cultural backgrounds (hypothesis 5). More specifically, it is

hypothesised that there will be significant differences among New Zealand
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European, Maori, Asian and Pacific Islander ethnic groups. Research conducted in
New Zealand has shown that NZ European and Maori participants have more
positive attitudes towards people with mental illness than Asian participants in
studies (e.g., Read & Harre, 2001; Walker & Read, 2002). In contrast research
conducted overseas such as Eker and Arkar (1991) who conducted a study using
Turkish nursing students, and Westbrook, Legge, and Pennay (1993) who
conducted a study involving health practitioners from Chinese, Italian, German,
Greek, Arabic, and Anglo Australian communities, have found attitudes to be
consistent with worldwide trends, showing no cultural differences.

Moreover, studies that have looked at occupation and its effects on attitudes
toward mental iliness have typically involved homogenous samples from health
professions, which do report that occupation influences attitudes toward mental
illness (e.g., Eker & Arkar, 1991; Mukherjee et al., 2002; Roth, Anthony, Kerr and
Downie, 2000). Based on the literature, it was hypothesised that occupation will
influence attitudes toward mental illness (hypothesis 6).

Additional hypotheses were drawn from prior research which suggests that
prior contact with people with mental illness, awareness of and agreement with
community mental health facilities influence attitudes toward people with mental
iliness. Contact with people with a mental illness is reported to lead to positive
attitudes toward people with mental illness over time (Arens, 1993). Therefore, an
additional hypothesis of the present study was that those with prior contact with
people with mental illness would have positive attitudes toward people with mental

illness (hypothesis 7).
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Prior research reports that people are generally unaware of mental health
facilities in their community (e.g., Dear & Taylor, 1982; Heinemann, Perimutter, &
Yudin, 1974; Huxley, 1993; Morrison & Libow, 1977). Moreover, it is also reported
in prior research that people who are aware of community mental health facilities
are more likely to be opposed to such services (e.g., Rabkin et al., 1979, 1984).
However, it is unclear if respondent’s who are aware of the mental health facilities in
their neighbourhood, tend to have more negative attitudes toward people with
mental illness. The present study therefore anticipated awareness to be a significant
influence on attitudes toward people with a mental illness (hypothesis 8). A non-
directional hypothesis regarding awareness and its ability to predict attitudes toward
mental illness is anticipated. It was further hypothesised, that people who are aware
of the facility would be more likely to disagree with the placement of the facility

(hypothesis 9).
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CHAPTER SEVEN

METHOD

Respondents

There were two samples obtained in the present study due to the intention of
the study to examine change in attitudes over time. One sample was taken in 1995
and a second sample taken in 1996. The 1995 sample provided 53% of the data in
the study, and consisted of 157 participants, 100 females (M = 44.1 years, SD =
16.0), and 54 males (M = 47.5 years, SD = 16.3), three respondents did not specify
their gender. Age range' in the 1995 sample was 18 to 81 for females, and 22 to 75
for males. Six respondents did not specify their age. One hundred and twenty eight
respondents (82%) identified themselves as being New Zealand (NZ) European, 12
(8%) Maori, 1 (1%) Asian, 1 (1%) Pacific Islander, and 11 (7%) respondents did not
specify their ethnicity. Seventy-six respondents (48%) identified themselves as
employed, 29 (19%) retired, 51 (33%) unemployed, and 1 (1%) respondent did not
specify their occupation (see Table 1).

The 1996 sample consisted of 141 participants, 95 females (M = 45.1 years,
SD = 16.2), and 43 males (M = 51.2 years, SD = 17.9). Three respondents did not
specify their gender. Age range in the 1996 sample was 18 to 84 for females, and
23 to 86, for males. Four respondents did not specify their age. One hundred and

twelve respondents (79%) identified themselves as being NZ European, 9 (6%)

'Due to the range of respondent ages and based on the frequency data, three age categories were
developed. The first category placed all respondents 39 years of age and under within the “young"
category. The second category placed all respondents aged between 40 years of age and 59
(inclusive) years of age in the “middle-age” category. The third category placed all respondents aged
60 years and above in the “older age” category.



Table 1. Sample Demographic Information

Gender Age Ethnicity
Maori,
Male Female Young® Middle-age® Older® NZ/European Pacific Islander,
Asian, other®
N % N % N % N % N % N % N %
Area 1995
Castlecliff 21 13 30 19 22 14 22 14 8 5] 35 22 17 11
Efnile 18 11 82 20 27 17 13 8 12 B8 43 27 9 6
South
Wilarms 15 10 38 24 25 16 15 10 13 8 50 32 3 2
Domain
Contact
Not at all 5 3 2 1 1 =i 2 1 4 3 <] 3 2 1
Moderate 39 25 64 41 48 31 34 22 22 14 92 59 12
A lot 9 6 30 19 20 13 13 8 6 4 28 18 11 T
Awareness
Yes 46 29 89 57 63 34 46 29 32 20 115 73 21 13
No 8 5 11 ¥ 14 9 4 3 1 <1 13 8 6 4
Area 1996*
Castlecliff 10 8 28 21 19 14 10 8 7 5 28 21 11
SRR 13 10 28 21 14 11 16 12 11 8 33 25 8 6
South
Wikame 18 14 33 25 17 13 19 14 15 11 45 34 7 5
Domain
Contact
Not at all . 8 2 1 =i P 1 1 4 3 - -
Moderate 28 20 61 44 31 22 31 22 26 78 53 14 10
Extensive 14 10 29 21 18 13 17 12 i 32 23 11 8
Awareness
Yes 35 25 75 54 34 24 45 32 29 92 65 18 13
No 8 6 17 12 17 12 5 4 3 17 12 8 6

Note. Dashes represent data that was not reported.

*Young were <39 years old. "Middle-age were 40-59 years old. “Older were 60+ years old. ‘Maori, Pacific Islander, Asian and other ethnicity
groups not specified were placed together due to low sample sizes, which need to be above 6 to assume multivariate normality,

and power

*1996 data has nine missing data values.

12°]
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Maori, 2 (2%) Asian,1 (1%) Pacific Islander, and 8 (6%) respondents did not specify
their ethnicity'. Sixty-two respondents (44%) identified themselves as employed, 26
(18%) retired, 37 (26%) unemployed and 16 (11%) respondents did not specify their

occupation.

Measures

There were two measures used to evaluate attitudes towards mental iliness
among the community. The Opinions about Mental lliness Scale (OMI) by Cohen
and Struening (1959), and the Comfort in Interaction Scale (Cl) by Beckwith and
Mathews (1994). These measures along with demographic information relating to
age, gender, ethnicity, and occupation, level of awareness of the proposed facility,
agreement of the proposed facility and level of contact with people with mental
illness formed the basis of the questionnaire (see Appendix C). The questionnaire
took around 20 minutes to complete.

The guestionnaire was distributed on two occasions to three areas. The first
distribution of questionnaires took place in 1995. The second distribution of
questionnaires took place in 1996 approximately one year later. In order to prevent
the possibility of order effects occurring from the presentation of the two measures
used in the questionnaire, counterbalancing of the measures were carried out, so
that in half of the questionnaires the OMI appeared before the Cl and the other half
of the questionnaires the Cl appeared before the OMI (Coolican, 1999). In the
second distribution of questionnaires the OMI was presented first, followed by the
Cl. No counterbalancing of the second questionnaire was used. Results however,

showed that an even spread of scores were present in both data collections. This

' Nine cases are missing data from the system
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indicates that order effects were not a methodological issue in the present study. In
both the 1995 and 1996 questionnaires it was specified that mental illness is
indicative of ‘the kinds of iliness which bring patients to mental hospitals’ and that
mental patients were mental hospital patients’ prior to the presentation of the

attitude measures.

Opinions about Mental lliness Scale (OMI).

The OMI was originally developed by Cohen and Struening in 1959 in order
to measure attitudes towards personal characteristics of those with mental illness,
along with attitudes and opinions to the etiology and treatment of mental illness.
The scale is based on items from, The Custodial Mental lliness Ideoclogy Scale by
Gilbert and Levinson (1956), the California F scale by Adorno et al., (1950), and
Nunally’s (1957) multiple item scale.

The OMI consists of 51-items that were the result of factor analysis carried
out on a pool of 100 items in a study of hospital personnel (Cohen & Struening,
1962). The OMI uses a 6-point Likert scale response ranging from 1 (Strongly
Agree) to 6 (Strongly Disagree), and takes around 15 minutes to complete?. Higher
scores on the OMI generally indicate positive or accepting attitudes towards people
with mental illness, however there are some items which are reversed, and therefore
on some subscales lower scores are indicative of positive attitudes (Antonak &
Livenh, 1988). The OMI targets five factorially derived subscales: (a) Authoritarianism

(b) Unsophisticated Benevolence (c) Mental lliness Ideology (d) Social

2 The procedure for scoring of the OMI sub-scales was taken from Cohen and Struening (1962).
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Restrictiveness and (e) Interpersonal Eticlogy (Cohen & Struening, 1959,1962,
1965).

The OMI was chosen for the present study based on its widespread and
high rate of use in attitude research to measure attitudes towards mental iliness
(e.g., Bairan & Farnsworth, 1989; Drolen, 1993; Keane, 1991; Madianos et al.,
1987; Shokoohi-Yekta & Retish, 1991) increasing the ability to compare results.
Additionally, the OMI measure was used in prior New Zealand research that has
examined attitudes towards mental illness among the New Zealand police (Rowe,
2001). The OMI is usually administered to a group, but can also be administered
individually (Cohen et al., 1959).

The OMI has sound psychometric properties. The validity of the OMI ranges
from .38 (Mental Hygiene Ideology) to .86 (Authoritarianism), with internal
consistency reliability ranges of, .77 to .80 (Authoritarianism), .70 to .72
(Unsophisticated Benevolence), .29 to .39 (Mental Hygiene Ideclogy), .71 to .76
(Social Restrictiveness), and a reliability range of .65 to .66 (Interpersonal Etiology)
(Cohen et al., 1962). The OMI is reported to have a satisfactory degree of internal
consistency reliability with the exception of the Mental Hygiene Ideology subscale
(Antonak & Livneh, 1988). Sellick and Goodear (1985) compared intercorrelations of
the OMI factors from five different studies. The study found marked differences in
both the magnitude and direction of the relationships. It was concluded that the
reliability of the OMI scale might decrease when used with community samples.
Therefore, internal reliability of the OMI was carried. Confirmatory factor analysis
was used using structural equation modelling (SEM), with the present study sample.

Factor Analysis of the OM|, Factor analysis of the OMI was carried out in

order to see if the respondents of the survey’s attitudes were consistent with the
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five factors proposed of the OMI model by Cohen and Struening (1959). A model fit
of the present study data with the model proposed by Cohen and Struening (1959),
enhances comparability of the present study to other studies that have used the
OMI measure. Confirmatory factor analysis (CFA) using structural equation
modelling (SEM) was used on the present study, to investigate if the data collected
in 1995 and 1996 fits with factor loadings on the five subscales that currently exist
on the OMI measure. Two principles of the SEM procedure are implied by its use,
(a) that the processes under investigation can be represented by series of
regression or structural equations, and (b) that the relationship of the regression or
structural equations can be modelled pictorially, providing clear conceptualisations
of the theory under investigation (Byrne, 2001). SEM is a hypothesis-testing
approach to analysis, which can also be used in the development of measures.

CFA was carried out using the statistical package AMOS (version 4.0). Fit
indices statistics used in the confirmatory factor analysis are, the comparative fit
index (CFl, by Bentler, 1990, where values greater than .9 indicate an adequate fit
to the data), Tucker-Lewis coefficient (TLI, by Tucker & Lewis, 1973, where values
greater than .9 indicate adequate fit), and root mean square error of approximation
(RMSEA, by Browne & Cudeck, 1993, where values of less than .07 indicate an
adequate fit to the data) (Byrne, 2001).

Missing data in the OMI measure was overcome by using estimation of
means and intercepts in the calculation analysis (Arbuckle et al., 1999). AMOS
computes the full maximum likelihood (FIML) estimation when missing data is
present, as opposed to using data imputation, pairwise deletion, or listwise deletion.

SEM analyses are based on variance and covariance, and therefore means
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imputation is not recommended. FIML is less biased and able to produce more
consistent and efficient results (Arbuckle et al., 1999). The OMI factors were
uncorrelated in the model which is supported by the authors of the measure Cohen
and Struening (1959). All significant factor loadings above .30 were included in the
model.

Results from the confirmatory factor analysis on the Opinions about Mental
lliness scale (n =300), showed that the model fit was good and supported item
loadings on the five existing subscales; Authoritarianism, Unsophisticated
Benevolence, Mental Hygiene Ideology, Social Restrictiveness, and Interpersonal
Etiology, with an exception of two items, item 12 and item 22 which had poor
loadings on the Unsophisticated benevolence subscale. ltems 12 (p > .05) and 22
(o > .05) were removed, producing a higher correlation of the measure (X, ;.=
3039.436, p < .001). Fit statistics showed the Comparative Fit index to be (.95),
Tucker-Lewis coefficient (.95) and the Root Mean Square Error of Approximation to
be (.075), supporting a good model fit. This factor analysis supports the ability of the
OMI measure to be used among community samples. Antonak et al., (1988) note
that a limitation of the OMlI is that there has been no recent factor analysis of the
OMI items. Internal reliability of the OMI was also conducted, using Cronbach’s
Alpha. Cronbach’s Alpha was chosen based on its ability to measure individual
variances on items, relative to overall variance on the test (Coolican, 1999). Results
from the analysis showed that the OMI had high internal consistency (r = .84),
indicating that the items of the OMI measure a similar construct.

Authoritariansim.The first subscale of the OMI, Authoritarianism, included 11
items that denotes submission, and views of patients as inferior and a threatening

subgroup of society (Cohen & Struening, 1962). Authoritarianism included items
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advocating a more forceful handling of mental patients, such as needing high
fences, guards, and locked doors. The Authoritarianism sub-scale scores range
from 1-56, high scores on the Authoritarianism subscale indicating a belief that
people with mental illness are inferior to people without mental iliness (Cohen &
Struening, 1962). Low scores indicate a more positive attitude towards people with
mental illness.

Unsophisticated Benevolence. The second subscale, Unsophisticated
Benevolence, consisted of 14 items. The items are based on the view that mental
patients are not failures in life but individuals that require care (Cohen & Struening,
1962). Unsophisticated Benevolence includes items such as “Our mental hospitals
seem more like prisons than like places where mentally ill people can be cared for,”
and “more tax money should be spent in the care and treatment of people with
severe mentai illness.” The items are based on an understanding that people with
mental iliness are similar to children in their needs. Some guestions on this subscale
are reversed, sub-scores range between 1 to 66, with higher scores reflecting
positive attitudes towards people with mental illness.

Mental Hygiene Ideology. The third subscale, Mental Hygiene Ideology, has
nine items. The items, are to reflect principle beliefs of trained people working in the
area of mental health, and is positive in its orientation (Cohen & Struening, 1962).
The main connotation of the Mental Hygiene Ideology subscale is that people with
mental iliness differ slightly from those without mental illness and is represented by
the item “mental iliness is an iliness like any other”. This subscale, covers the
capability of those with mental illness to perform many tasks required of those who

are not mentally ill. For example, willingness to work, ability to carry out skilled
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labour, and ability to be trusted as a babysitter. Mental Hygiene Ideology has a sub-
score range between 1 to 46, with a higher score reflecting a positive attitude
towards people with mental iliness.

Social Restrictiveness. The fourth subscale, Social Restrictiveness, has ten
items. The items denote patients and ex-patients, as being a threat to their families
and society. Social Restrictiveness includes items about people with mental iliness
and their subsequent actions after leaving a hospital setting, and is the view that
people who a mental illiness should have human rights taken away. For example,
this subscale includes the items “people with mental illness should not be allowed
to marry,” “should be easily divorced upon hospitalisation,” and “children should be
restricted from visiting their mentally ill parents,” and that “people with mental illness
should be made sterile.” The sub-score range for Social Restrictiveness ranges
between 1 to 51. Lower scores would indicate support for less restrictive care
environments, and therefore lower scores are reflective of positive attitudes towards
mental iliness.

Interpersonal Etiology. The fifth subscale of the OMI, Interpersonal Etiology of
mental illness, consists of seven items that denote deprivation of parental love and
attention in childhood (Cohen & Struening, 1962). Interpersonal Etiology is the
understanding that mental iliness arises from interpersonal experience, and that
abnormal behaviour is motivated by an avoidance of problems. It covers items such
as, "mental patients come from homes where the parents took little interest in the
children,” and “if patents loved their children more, there would be less mental
illness.” It also includes items such as, “people who are successful in their work
seldom become mentally ill,” and “although they are unaware of it, many people

become mentally ill to avoid the difficult problems of everyday life.” The sub-score
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range for Interpersonal Etiology, ranges between 1 to 36. Higher scores indicate
that mental iliness is related to personal choices in life, and more negative attitudes,

minimising the bio-medical model of causes for mental illness.

Comfort in Interaction Scale (CI).

The present study used the OMI in conjunction with the Comfort in
Interaction scale (Beckwith & Mathews, 1994), which measures similar constructs to
the OMI. The use of additional measures in the present study enabled the evaluation
of a wider range of characteristics involved in attitudes towards people with mental
illness. The comfort in interaction scale was originally developed by Beckwith and
Mathews in 1994, to measure interaction among disabled populations where the
identified target is people with intellectual disabilities. The ClI scale is based on the
Interaction with Disabled Persons (IDP) scale, which was originally developed to
assess underlying non-accepting or negative attitudes that people had towards
people with disabilities (Gething & Wheeler, 1992). Beckwith and Mathews (1994)
developed the Comfort and Interaction (Cl) scale as a slightly modified version of the
IDP, improving the psychometric properties of the Cl over the IDP (Cl has a co-
efficient alpha r = .88, and test-retest reliability of r = .91). The Cl measures the
comfort level of individuals interacting with people who have disabilities. Internal
consistency of the Cl was carried out on the present study data, using Cronbach'’s
Alpha. Results from the analysis showed that the Cl had high internal consistency (r
= .75), indicating that the items measure a similar construct.

The ClI consists of 20 items, using a 6-point likert scale, it does not have a

neutral point, and thus pushes respondents to indicate some level of commitment
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to a particular response. The Cl takes five minutes to complete (Beckwith et al.,
1994). Fourteen of the original IDP items are included from Gething’s 1991
measure, an additional four IDP items are reversed, and two new items were
introduced by Beckwith and Mathews (1994) to the Cl measure. The range of
scores on the Cl using a 6-point likert scale are between 20 and 120. Higher scores
indicate greater comfort in interaction with people who have a disability. This is in
contrast to the original IDP scale where higher scores indicated higher discomfort in
social interactions (Loo, 2001). The Cl items were slightly modified in order to fit the
aims of the present study, by substituting the words “intellectual disability” for the
words “mental iliness” where applicable.

The modified Cl used in the present study aims to represent comfort in
interaction with people with mental iliness, therefore the Cl includes items such as,
“| would feel comfortable going out in public with people with mental illness”, and “if
| was with a person with mental illness | would feel comfortable and relaxed”. The Cl
also includes several reversed items in the present study such as, “| am grateful that
| do not have the burden of a mental illness”, and “I would feel frustrated being with
a person with a mental iliness, because | wouldn’t know how to help.”

There are six-factorially derived subscales, factor | through to factor VI.
Factor | and factor |l address items of competence and knowledge respectively
(Beckwith & Mathews, 1994). Factors lll, IV, and V address aspects of self-
consciousness in relation to mental iliness, and factor VI addresses ease of social
interaction with people with mental illness (Beckwith & Mathews, 1994). However,
due to the lack of labels denoted to the subscales and with regard to the high

internal consistency of it items, it has been suggested by the authors that a total
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summative score of the items should be used as an overall index of comfort in

interactions with people with mental illness (Beckwith et al., 1994).

Design and Procedure

The present study utilised a community sample® in the interests of providing
a more reliable and valid indication of community attitudes towards people with
mental iliness (Repper & Brooker, 1996; Rabkin et al., 1984). A stratified sampling
process was employed, that was dependent on socio-economic status (SES)* of
the residential areas in the Wanganui district (see Table 2). It involved three (non-
randomly chosen) residential areas (see Appendix D for map of areas included in
present study).

The first area (Area 1) was the focus of the study and included a proposed
community outpatient facility to be located on grounds, used in the past for the
community care of the Intellectually Handicapped. The second area (Area 2), had an
existing mental health facility as part of the hospital inpatient service, and was
chosen due to its socio-economic similarities to Area 1. The third area (Area 3), was
closely located to both the proposed facility in Area 1, and the inpatient service in
Area 2. Area 3 was also matched on socio-economic status to Area 1. Information
on income from Statistics New Zealand (1991) census data was used to determine
socio-economic similarity among the three Areas® (see Table 2). The three areas

included in the present study design are defined as low to medium income areas

% In 1995 at the outset of the study design and data collection no ethical approval was sort or obtained. For the
purposes of the writer completing the thesis it was concluded that ethical approval did not need to be sort.

* SES has been used to determine compatibility of multiple areas in prior community attitude
research (e.g., Dear & Taylor, 1982).

5 Areas 2 and 3 were matched to Area 1 based on socio-economic status of residences, see
Appendix E for comparisons of 1991, 1996, and 2001 census data.
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(Statistics New Zealand, 1991). The proposed community mental health unit (Area
1) is located in a light industrial area with relatively low socio-economic status

(Statistics New Zealand, 1991).

Table 2. Socio-economic Characteristics of Income Per Area

Income 1991 Census Data
Annual income ($) Area 1 Area 2 Area 3
Nil or Loss 5.4% 3.4% 3.7%
1,000 - 10,000 36.6% 36.8% 37.8%
10,001 - 20,000 33.0% 28.8% 33.6%
20,001 - 40,000 18.4% 23.1% 18.7%
40,001 and over 1.7% 3.6% 1.6%
Not specified 4.9% 4.3% 4.6%

Note. Values, expressed as percentages, represent the percent of people in each income bracket in
that area. Table has been adapted from Statistics New Zealand, 1991 census information for
Taranaki/Manawatu-Wanganui region, Sex by total income for population resident in New Zealand

aged 15 years and over.

Questionnaires were delivered to an estimated 300 residential homes in each
of the three areas. The distribution of questionnaires was in a centrifugal pattern,
starting in the centre of each area and moving outwards in all directions until all
guestionnaires allocated to each area were delivered. All of the residents in Area 1
included in the questionnaire drop were within one kilometre of the proposed site.
Two and a half kilometres separated Area 1 from Area 2 three kilometres between
Area 2 and Area 3, and five and a half kilometres separated Area 1 and Area 3.

The questionnaires were distributed at two separate times in order to assess
change in attitudes, before and after the establishment of the community mental
health facility. Consequently, the first questionnaire distribution took place mid-year

in 1995 when the facility had been proposed, and the second set of questionnaires
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were distributed one year later in mid 1996, after the establishment of the facility. In
1995, 977 questionnaires were distributed to the mailboxes of residential homes, in
Areas 1, 2, and 3. Data was collected via a post paid envelope addressed to
Massey University, School of Psychology®. One hundred and fifty-seven
guestionnaires were returned, yielding a response rate of 16%. The 1996
distribution of questionnaires obtained a similar result. Nine hundred and thirty
guestionnaires were distributed to the mailboxes of residential houses, 141
guestionnaires were returned, yielding a response rate of 15%.

To evaluate the representativeness of the sample to the wider community,
the sample was compared with socio-demographic characteristics from Statistics
New Zealand (1991) census data’. In addition, sample characteristics were
compared with 1996 and 2001 census data (Statistics New Zealand) (See Appendix
E for a comparison table), in order to ascertain similarity of the sample to the
present day. A stable and consistent pattern of income and demographic data has
emerged over the ten-year period. This suggests that the findings of the present
study can be generalised to residents in Wanganui between 1995 and 1996 to

2001.

Statistical Analysis Procedure
Analysis was conducted using the Statistical Package for the Social
Sciences (SPSS) version 11. Multiple-regression, analysis of covariance (ANCOVA),

analysis of variance (ANOVA) and parameter estimates of the variables were carried

6_ The current author was not involved in the distribution or data collection of the present study. This
was carried out in 1995 by Nik Kazantzis and in 1996 by Frank Deane.

7 At the time of the first questionnaire distribution in 1995 only 1891 census data was made
available.
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out as part of the data screening and inferential analysis. Confirmatory Factor
Analysis (CFA), using structural equation modeliing (SEM), was carried out using
AMOS version 5.0, on the items of the OMI measure to examine the reliability of the
measure with the current sample. It is important to note that the data from both the
1995 and 1996 data collections was pooled for the analysis, in order to analyse the
effects of one of the main hypotheses time on attitudes. In addition, data screening
was also carried out prior to analyses (details are mentioned at the end of this
section).

In the first instance, multivariate analysis of covariance (MANCOVA) a
statistical procedure that controls the influence of variables (i.e., covariates), on one
or more independent and dependent variables (Aron & Aron, 1994), was chosen to
analyse the data of the present study. MANCOVA was chosen over conducting
several univariate analysis of covariance (ANCOVA) tests for each dependent
variable, as due to the number of dependent variables used in the present study, it
is likely that an inflation of type | error would occur (Cronk, 2002). Type | error is the
rejection of the null hypothesis, in favour of the alternative, when in fact the null
hypothesis is true (Bobko, 2001). However, a number of assumptions of MANCOVA
were violated, such as multivariate normality, and unequal sample sizes. Therefore,
MANCOVA was discarded in preference of ANCOVA (see Appendix F for more
detail).

Analysis of covariance is an extension of analysis of variance. The main
effects and interactions of the independent variables are assessed after adjustments
are made to the dependent variable scores by one or more covariates (Coolican,
1999). Prior research that has investigated the effects of time and different discrete

groups, have exclusively used ANOVA as an analytical test when using the OMI
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measure (e.g., Drolen, 1993). Other studies that have used the OMI measure have
used between-subjects t-tests, or multiple ANOVA's (i.e., Bairan & Farnsworth,
1989; Drolen, 1993; Madianos et al., 1987; Rowe, 2001). As indicated earlier, in
order to prevent type | error, the present study aimed to use MANCOVA, but the
assumptions were violated, so retained use of ANCOVA. As in MANCQOVA, the
following assumptions of ANCOVA are made, covariates are correlated to the
dependent variable, but not to each other, there are no outliers, normality of sample
sizes, homogeneity of variance, linearity, and homogeneity of regression.

Multiple-regression was used to assess the variables and covariates used in
ANCOVA and their influence on the dependent variables used in the present study
analyses (Tabachnick & Fidell, 1996). The method of stepwise multiple-regression
was chosen based on its ability to develop a subset of independent variables that
are useful in predicting the dependent variable, and its ability to eliminate those Vs
that do not provide any addition prediction in the equation (Tabachnick & Fidell,
1996). Multiple-regression was also chosen as the analysis is not dependent on the
size of variance-covariance matrices (Tabachnick et al., 19986).

The order of the variables in stepwise multiple-regression are based on
statistical criteria, and decisions about which variables are included and excluded
from the equation are based entirely on the statistics computed from the sample
data (Tabachnick et al., 1996). As research on community attitudes towards mental
illness has not been driven by a guiding theoretical framework, the inclusion of
independent variables was based on prior research that supports a relationship
exists. Independent variables used in the multiple regression equation included the

demographic variables of age, gender, ethnicity, occupation, and contact,
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awareness and agreement. The dependent variables used in the multiple regression
equation were the OMI subscales, Authoritarianism, Unsophisticated Benevolence,
Mental Hygiene Ideology, Social Restrictiveness and Interpersonal Ideology, along
with the Comfort in Interaction scale score. A limitation of Multiple-regression over
ANCOVA is the inability to partial out variables that might influence the IVs on the
DV therefore there is room for more interpretation. Another limitation of multiple-
regression is that the inclusion of IVs is often grounded in theory (Tabachnick et al.,
1996).

Outliers can also impact the regression solution. Therefore SPSS frequency
test was run prior to analysis, which found there to be no outliers present in the
data. ANCOVA is relatively robust against the violation of homogeneity of variance,
as long as the ratio of largest to smallest sample size is not greater than
4:1(Tabachnick et al., 1996). Using the 4:1 ratio as a guideline, ethnicity was
excluded from the present study analysis. In the main analysis, the effect of time
and area on attitudes towards mental iliness, only age and gender were included as
covariates, as awareness, agreement and occupation had a higher than 4:1 ratio.
Contact was analysed by excluded cases which were in the ‘no prior contact’
matrices, as inclusion of these would have violated the assumption of homogeneity
of variance. Separate analyses using ANCOVA were conducted on awareness, and
agreement, occupation, and contact, as the cases to DV ratio would have been

violated had these variables been included.
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Data Screening

Analysis was undertaken on the missing values from certain items of the
measures used and found the pattern of missing values to be random. It was
decided to keep the cases with missing data, as deleting the cases could result in a
wider difference in sample numbers between the two questionnaire distributions,
potentially impacting the statistical analysis (Norusis, 1998). Large data sets with
randomly missing values pose less serious a risk, than do small data sets with
randomly missing values®. Missing values were not computed for the demographic
variables of the respondents, as it would be presumptuous and statistically flawed
to calculate the age of a respondent who chose not to classify this information.
There were nine missing values (non-specified demographic information) in the
1996 data and no missing values calculated for the 1995 data.

Missing data from the measures in the 1996 questionnaire was statistically
computed via the SPSS package for the main analyses. The missing values were
statistically calculated and replaced the missing data, by calculating the means of
the available data for an item, prior to analysis. The mean value that is calculated is
considered conservative. It reduces the variance of a variable, as the mean is closer
to the missing value that it replaces (Norusis, 1998). For this reason a group mean
was inserted. A group mean is the mean of all responses to a particular item. The
decision to compute the missing values was based on the rationale that, the
missing values were random throughout the data, and therefore less likely to pose a
serious problem with data analysis (Norusis, 1998). In all analyses conducted with

SPSS calculated mean values were used as opposed to data imputation or listwise

® Unfortunately, there is no firm guidelines for how much missing data can be tolerated for a sample
of any given size, and no analyses to determine if the missing values compared to the sample size
were a risk was carried out (Norusis, 1998).
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deletion of the entire data row containing the missing values (Arbuckle & Wothke,
1999; Tabachnick & Fidell, 1996). For confirmatory factor analysis within AMOS
missing data was overcome by using estimation of means and intercepts in the

calculation analysis (Arbuckle et al., 1999).
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CHAPTER EIGHT

RESULTS

Effects of Time on Attitudes

The analyses of attitudes were divided into three main sections. The first set of
analyses was directed at investigating the main aims of the present study, namely
exploring the effects of time on attitudes among community members. There were
relatively equal groups in the two data sets, but the 1995 data set did have a higher
response rate with 16 more cases. Overall, observation of mean scores on the OMI
subscales indicated that attitudes have remained relatively stable over time, with a slight
increase in mean scores across the two distribution time periods (1995 and 1996 data
collections). Mean scores increased on Authoritarianism, Social Restrictiveness and
Interpersonal Etiology subscales. There was also an observed increase in total mean
scores on the Cl measure between 1995 and 1996

(see Table 3).

Table 3. Scores of the OMI and Cl Measures for 1995 and 1996 Data Collections.

Wanganui
1995 1996
M SD M SD
OMI Subscales
Authoritarianism 19.67 7.60 20.74 7.55
Benevolence 46.59 6.92 45.34 7.22
Mental Hygiene 29.60* 521 28.23* 4.83
Ideology
Social 19.55 8.07 20.89 8.29
Restrictiveness
Interpersonal 11.31 B.aA 11.45 4.89
Etiology
Comfort in Interaction
Cl Total 65.83* 687 73.06* 13.09

Note. Recoding has been carried out for negative scores.
‘P<.05
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Effects of Location on Attitudes

Location of the respondents to a community mental health facility was also of
interest in the present study. At the 1995 data collection, Area 1 had the highest mean
scores on all OMI subscales, except on the OMI subscale Unsophisticated Benevolence.
In contrast, Area 3 had the lowest mean scores on all OMI Subscales (see Table 4). At the
1996 data collection, OMI mean scores were lower than those from 1995, and tended to

be similar among the three Areas.

Table 4. Scores on the OMI and Cl Measures by Location and Time

Area 1 Area 2 Area 3
M SD M SD M SD

OMI Subscales 1995

Authoritarianism 21.16 8.60 18.98 7.32 18.87 6.92

Benevolence 45.29 8.71 48.20 5.04 46,28 6.34

Mental Hygiene Ideology 30.37 6.05 29.783 4,42 28.71 5.00

Social Restrictiveness 20.48 9.14 18.42 713 19.76 7.85

Interpersonal Eticlogy 12.13 5.63 11.00 4.94 10.80 4,73
Comfort in Interaction

Cl Total 66.03 5.14 65.48 5.84 65.97 7.89
OMI Subscales 1996

Authoritarianism 22.06 8.08 21.30 8.57 19.23 6.30

Benevolence 45.04 8.36 44.81 7.00 . 45,62 6.34

Mental Hygiene Ideclogy 27.78 5.75 28.11 419 28.45 4.80

Social Restrictiveness 21.18 8.75 21.84 8.36 19.97 8.35

Interpersonal Etiology 12.46 5.92 11.59 4.47 10.47 4.29
Comfort in Interaction

Cl Total 72.54 11.24 72.83 14.79 7413 13.22
OMI Subscales Pooled 1995 and 1996

Authoritarianism 21.61 8.34 20.14 7.85 19.05 6.61

Benevolence 4517 8.54 22.41 6.02 45.95 6.34

Mental Hygiene Ideclogy 29.08 5.90 28.92 4.31 28.58 4.90

Social Restrictiveness 20.83 8.95 20.13 75 19.87 8.10

Interpersonal Etiology 12.30 5.78 11.30 4.71 10.64 4.51
Comfort in Interaction

Cl Total 69.29* 8.19 69.16* 10.32 70.05* 10.56

Note. Recoding has been carried out for negative scores. Pooled 1995 and 1996 data represents data merged into a
single data set.
"0 < .05

Overall, Area 1 had higher mean scores on the OMI subscales, Authoritarianism,
and Interpersonal Etiology. Furthermore, Area 2 had the highest mean sore on the OMI

subscale Social Restrictiveness. Area 3 had higher mean scores on the OMI subscales
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Unsophisticated Benevolence, and Mental Hygiene Ideology. Cl mean total scores
increased among Area 1, Area 2 and Area 3 between 1995 and 1996 data collections
(see Table 4). Similar Cl mean scores were observed among the three areas in the 1995

data collection, and again in the 1996 data collection.

Effects of Location and Time on Attitudes

Multiple-regression was used to assess the reliability of covariates (an assumption
of ANCOVA), in the present study. Included in the analysis were the independent
variables, time and area, and covariates awareness, agreement, contact and
demographic variables, age, ethnicity, gender and occupation. The dependent variables
used in each multiple-regression analysis were, the five OMI subscales; Authoritarianism,
Unsophisticated Benevolence, Mental Health Ideology, Social restrictiveness, and
Interpersonal Etiology, and the Comfort in Interaction Scale. Variables that were found to
have statistical significance here will be included in the ANCOVA analysis.

Using stepwise multiple-regression, agreement with the facility was entered first on
all five of the OMI subscales. Agreement with the proposed facility was found to influence
attitudes towards mental illness. Agreement explained 12% of the variance on the
subscale Authoritarianism (F (1, 224) = 30.99, p = < .001), 11% of the variance on the
subscale Unsophisticated Benevolence (F (1, 224) = 28.58, p = < .001), 15% of the
variance on the subscale Mental Health Ideology (F (1, 224) = 38.10, p < .001), 23% of
the variance on the subscale Social Restrictiveness (F (1, 224) = 68.15, p < .001), and 8%
of the variance, on the subscale Interpersonal Etiology (F (1, 224) = 20.43, p < .001).

The variables awareness and occupation were also entered second (F (1, 223) =
18.20, p < .05) and third (F (1, 222) = 13.64, p < .05), in stepwise multiple-regression of

the OMI subscale Authoritarianism, each explaining a further 2% of the variance.
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Occupation was additionally entered second on the OMI subscale Social Restrictiveness,
explaining a further 3% of the variance (F (1, 223) = 40.19, p < .05). The variable time,
was entered second on both the OMI subscale Unsophisticated Benevolence (F (1, 223)
= 16.94, p = < .05), and Mental Health Ideology (F (1, 223) = 24.64, p < .05), explaining a
further 2% and 4% respectively of the variance.

Other variables that were found to have an effect on the variance of the dependent
variables were, area and age. Area was entered third on the OMI Mental Health Ideology
subscale (F (1, 222) = 18.12, p < .05), explaining a further 2% of the variance. Age was
entered fourth on the Mental Health Ideology subscale (F (1, 221) = 14.85, p < .05),
explaining a further 2% of the variance, and entered second on the Interpersonal Etiology
subscale (F (1, 223) = 14.50, p < .05), explaining a further 3% of the variance.

On the Comfort in Interaction scale, time was entered first and found to explain
16% of the variance (F (1, 224) = 41.62, p < .001). Agreement was entered second, and
found to explain a further 7% of the variance (F (1, 223) = 32.92, p < .001). Comfort in
Interaction was associated with both changes in time, and agreement with the facility in
Area 1 of the present study. Demographic variables, gender, ethnicity, and prior contact
with people with mental iliness were not found to be significantly related to attitudes
towards people with mental illness on any of the OMI subscales or the Cl scale.
Therefore, these variables were excluded from the ANCOVA analyses of time and location
on attitudes towards people with mental iliness.

A 2 X 3 between-subjects analysis of covariance was performed on the six
dependent variables: OMI subscales, Authoritarianism, Unsophisticated Benevolence,
Mental Hygiene Ideology, Social Restrictiveness, Interpersonal Etiology, and the Comfort
in Interaction scale score. Independent variables were time (1995 and 1996 data

collection) and Area (Area 1, Area 2, and Area 3).
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The results from the ANCOVA analyses showed that time and location to a mental
health facility was not statistically significant in influencing attitudes towards people with
mental illness on the OMI subscales; Authoritarianism (F (5; 2721 =0431, p = .08),
Unsophisticated Benevolence (F (5, 272) = 1.169, p > .05), Social Restrictiveness (F (5,
272) = 0.887, p > .05), and Interpersonal Etioclogy (F (5, 272) = 0.403, p > .05). There is
however, partial support for the effect of time on attitudes (hypothesis 1). Time had a
significant influence on attitudes towards mental iliness on the OMI subscale Mental
Hygiene Ideology (F (5, 272) = 6.969, p < .05), and a significant influence on the level of
comfort in interacting with people with mental iliness on the Cl scale (F (5, 272) = 39.126,

pre LB),

Effects of Age on Attitudes

The second section of analyses examined the effects of demographic variables on
attitudes towards people with mental illness, such as age, gender, occupation and
ethnicity’. Similar percentage of each age group was found across the 1995 and 1996
data collections. Less proportion of total responses in both data collections came from
respondents aged 65 and above, which on average consisted of 8% of the response
sample.

In both the 1995 data collection and 1996 data collection, the older age group
tend to have higher mean scores on the OMI subscales, Authoritarianism, Social
restrictiveness, and Interpersonal Etiology (see Table 5). The older age group also have

lower mean scores on the Comfort in Interaction scale in both 1995 and 1996 data

} Ethnicity was unable to be included in the analyses due to large unequal covariance-matrices. For
example, with both 1995 and 1996 data collections combined, there were a total of 17 Macri, 3 Asian, and
1 Pacific Islander respondents to the survey, compared to 239 NZ/European respondents.
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collections. Higher mean scores on the Cl scale were observed among the younger age

group in the first data collection, and the middie age group in the second data collection.

Table 5. Scores on the OMI and Cl Measures as a Function of Age

Young Middle-age Older
M SD M SD M SD

OMI Subscales 1995

Authoritarianism 19.13 414 17.23 6.65 24.16 2.61

Benevolence 46.38 5.44 47.62 5.91 47.00 2.81

Mental Hygiene Ideology 28.30 4.01 31.65 3.64 29.62 1.89

Social Restrictiveness 17.84 4.26 16.87 5.93 23.63 2.78

Interpersonal Etiology 10.83 2.35 10.48 3.70 14.06 2.26
Comfort in Interaction

Cl Total 67.55 3.92 66.17 5.66 64.11 340
OMI Subscales 1996

Authoritarianism 23.24 3.05 17.82 3,76 24.01 2.99

Benevolence 43.59 3.51 47.22 5.26 4515 3.10

Mental Hygiene Ideoclogy 28.26 3.02 28.51 3.7/3 28.99 1.30

Social Restrictiveness 21.96 5.26 17.92 417 26.11 2.97

Interpersonal Etiology 11.45 2.36 10.44 2.33 12.92 1.93
Comfort in Interaction

Cl Total 72.83 6.83 7721 8.07 68.08 4.97
OMI Subscales Pooled 1995 and 1996

Authoritarianism 16.19* 3.60 1758 5.18 24.09¢ 2.80

Benevolence 44.99 4.48 47.42 5.59 46.08 2.96

Mental Hygiene Ideology 28.28 3.52 30.03 3.69 29.31 1.60

Social Restrictiveness 19.90" 4.76 17.40" 5.05 24.87F 2.85

Interpersonal Etiology 11,34* 2.36 10.62* 3.02 13.49" 2.10
Comfort in Interaction

Cl Total 70.19 5.38 71.69 6.87 66.10 4,04

Note. Recoding has been carried out for negative scores. Pooled 1995 and 1996 data represents data merged into a
single data set.
D < 05

Results from the ANCOVA analysis, show age to be a significant influence on
attitudes towards mental illness on the OMI subscales, Authoritarianism (F (5, 272) = 6.63,
p < .05), Social Restrictiveness (F (5, 272) = 11.61, p < .05), and Interpersonal Etiology (F
(5, 272) = 11.05, p < .05). Age was not a significant influence on the level of comfort in
interacting with people who have a mental illness, as indicated on the Comfort in

Interaction scale (F (5, 272) = 6.63, p > .05).
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Effects of Gender on Attitudes

Over half of respondents to the survey were female (65%), with similar proportions
of male and female respondents between the 1995 and 1996 data collections. On
average males tended to have lower overall mean scores on the OMI and Cl scales in
both data collections (see Table 6). Females had slightly higher scores on
Authoritarianism, Mental Hygiene Ideology, Social Restrictiveness, and Interpersonal

Etiology subscales of the OMI.

Table 6. Mean Gender Scores on the OMI and Cl Measures.

Female Male
M SD M SD

OMI Subscales 1995

Authoritarianism 20.14 7.60 19.18 7.45

Benevolence 45.33 6.30 4719 7.23

Mental Hygiene Ideology 29.70 4.71 29.53 5.55

Social Restrictiveness 20.94 7.37 18.75 8.30

Interpersonal Etiology 1222 4.50 10.66 5.30
Comfort in Interaction

Cl Total 66.54 6.11 65.46 6.58
OMI Subscales 1996

Authoritarianism 21.80 8.47 20.27 T2

Benevolence 45.86 6.90 45.13 7.49

Mental Hygiene Ideclogy 29.22 3.60 27.78 581

Social Restrictiveness 22.10 8.19 20.33 8.44

Interpersonal Etiology 11.48 4.71 11.40 5.06
Comfort in Interaction

Cl Total 69.49 11.65 75,15 13.31
OMI Subscales Pooled 1995 and 1996

Authoritarianism 20.97 8.04 19.73 733

Benevolence 45.60 6.60 46.16 7.36

Mental Hygiene |declogy 29.46 4.16 28.66 5.43

Social Restrictiveness 21.52 7.78 19.54 8.37

Interpersonal Etiology 11.85 4.61 11.03 5.18
Comfort in Interaction

Cl Total 68.02 8.88 70.31 9.95

Note. Recoding has been carried out for negative scores. Pooled 1995 and 1996 data represents data merged into a
single data set.

Results from the ANCOVA analyses, found that gender was not a significant
influence on attitudes on any of the OMI subscales: Authoritarianism, (F (2, 272) = 1.144,
p > .05), Benevolence (F (2, 272) = 0.461, p > .05), Mental Hygiene Ideology (F (2, 272) =

0.694, Social Restrictiveness (F (2, 272) = 2.388, and Interpersonal Etiology (F (2, 272) =
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0.461, p > .05). Gender was also found to be not significant on the Cl scale, (F (1, 272) =

2.621, p > .05).

Effects of Occupation on Attitudes

Another demographic variables that was of interest in the present study was
occupation. More people in the 1995 data collection were employed (48%), than either
unemployed (33%), or retired (19%) (see Table 2). A similar distribution was obtained in
the 1996 data collection, with a larger number of unemployed respondents (26%) than
retired (18%) or employed (44%). Overall, respondents who were retired tended to have
higher scores on the OMI in the 1995 data collections (see Table 7). In the 1996 data
collection, the employed respondents tended to have higher scores on the OMI

subscales.

Table 7. Mean Occupation Scores on the OMI and Cl Measures

Unemployed Employed Retired
M SD M SD M SD

OMI Subscales 1995

Authoritarianism 18.44 6.92 18.80 7.47 23.33 7.12

Benevolence 46.60 7.50 46,82 7.00 46.43 585

Mental Hygiene Ideology 30.17 5.28 28.96 5.48 30.17 4.31

Social Restrictiveness 17.62 6.92 18.81 8.30 24.37 7.25

Interpersonal Etiology 10.87 4.91 10.39 4.67 14.06 5.36
Comfort in Interaction

Cl Total 65.60 6.80 66.25 6.29 65.22 6.03
OMI Subscales 1996

Authoritarianism 19.40 4.03 21.39 T.AT 18.66 7.78

Benevolence 45,26 6.44 44.42 6.80 45.66 7.8

Mental Hygiene Ideology 29.02 3.46 27.62 5.31 27.95 5.39

Social Restrictiveness 18.68 6.03 21.08 8.24 19.66 8.91

Interpersonal Etiology 10.85 3.44 13.04 4.98 10.02 4.93
Comfort in Interaction

Cl Total 74.38 17.55 73.14 12.81 74.71 12.10
OMI Subscales Pooled 1995 and 1996

Authoritarianism 18.92 5.48 20.10 7.32 21.00 7.45

Benevolence 45,93 6.97 45,62 6.90 46.05 6:55

Mental Hygiene Ideology 29.60 4.37 28.29 5.40 29.06 4.85

Social Restrictiveness 18.15 6.48 19.95 8.27 22.02 8.08

Interpersonal Etiology 10.86 4,18 11.72 4.83 12.04 815
Comfort in Interaction '

Cl Total 69.99* 12.18 69.70 9.55 69.97* 9.07

Note. Recoding has been carried out for negative scores. Pooled 1995 and 1996 data represents data merged into a
single data set.
“p<.05
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Results from the ANCOVA analyses found that occupation was not significant in
influencing attitudes on the OMI subscales; Authoritarianism (F (5, 252) = 1.831, p > .05),
Benevolence (F (5, 252) = 0.017, p > .05), Mental Health Hygiene (F (5, 252) = 0.581, p >
.05), Social Restrictiveness (F (5, 252) = 2.831, p > .05) and Interpersonal Etiology (F (5,
252) = 0.002, p > .05). However, occupation was found to be a significant influence in

comfort in interaction with people who have a mental illness (F (2, 256) = 4.729, p < .05).

Effects of Awareness on Attitudes

The third set of analyses were designed to explore variables such as awareness,
agreement, and prior contact with people with mental illness on attitudes. Respondents
were also asked about their awareness of the community mental health facility. A large
proportion of the respondents in the present study were aware of the community mental
health facility (85%). However, awareness did not always indicate that respondents would
also agree with the facility. Just under half of the respondents (40%) who were aware of
the facility also disagreed with the placement of the community mental health facility (see

Table 8).

Table 8. Respondents Agreement and Awareness of the Community Mental Health Facility

Agree Disagree
N % N %
Aware 125 45 111 40
Unaware 26 9 15 6

Higher scores were found on the OMI subscales, Authoritarianism, Mental Hygiene
Ideology, and Interpersonal Etiology, between 1995 and 1996 data collections (see Table
9). Mean scores on the Cl scale were higher in the 1995 data collection in those

respondents that were unaware of the community mental health facility. Comfort in



82

Interaction scores increased between 1995 and 1996 data collection in both those who

were aware and unaware of the community mental health facility.

Table 9. Scores on the OMI and Cl Scales by Awareness of the Community Mental Health Facility and

Attitudes
Aware of facility Unaware of facility
M SD M SD

OMI Subscales 1995

Authoritarianism 19.45 7.66 21.05 7.65

Benevolence 46.60 6.97 46.11 6.83

Mental Hygiene |deology 29.54 5.28 290.88 5.38

Social Restrictiveness 19.61 7.93 19.65 9.42

Interpersonal Etiology 11.22 513 11.71 527
Comfort in Interaction

Cl Total 65.76 6.41 66.14 6.54
OMI Subscales 1996

Authoritarianism 20.28 6.86 22.44 10.48

Benevolence 45,39 7.28 45.68 7.73

Mental Hygiene Ideology 28.20 5.05 28.39 4.33

Social Restrictiveness 20.99 8.07 19.61 9.79

Interpersonal Etiology 11.36 4.70 11.68 6.20
Comfort in Interaction

Cl Total 73.72 12.24 73.20 16.37
OMI Subscales Pooled 1995 and 1996

Authoritarianism 19.87* 7.26 2575" 9.07

Benevolence 46.00 713 45,90 7.28

Mental Hygiene |deology 28.87 5.14 29.14 4.86

Social Restrictiveness 30.11 8.00 19.63 9.61

Interpersonal Etiology 11.29 4.92 11.70 5.74
Comfort in Interaction

Cl Total 69.74 9.33 69.67 11.46

Note. Recoding has been carried out for negative scores. Pooled 1995 and 1996 data represents data merged into a
single data set.
*p<.05

Effects of Awareness and Agreement on Attitudes

ANCOVA analyses were carried out on Agreement using Awareness of the facility
as a covariate. Agreement with the placement of the community mental health facility was
found to be a significant influence on attitudes towards mental illness, on all OMI
subscales; Authoritarianism (F (1, 275) = 39.15, p < .05), Unsophisticated Benevolence (F

(1, 275) = 32.66, p < .05), Mental Hygiene Ideology (F (1, 275) = 41.19, p < .05), Social
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Restrictiveness (F (1, 275) = 87.02, p < .05), and Interpersonal Etiology (F (1, 275) =
25.89, p < .05).

Agreement was also found to be a significant influence on comfort in interaction
with people who have a mental iliness, (F (1, 275) = 31.047, p < .05). Awareness of the
community mental health facility was found to be a significant in influencing attitudes
towards mental illness on the OMI subscale, Authoritarianism (F (1, 275) = 5.61, p < .05).
Awareness was not found to be statistically significant on any other OMI subscale or the

Cl scale,

Effects of Contact on Attitudes

Prior contact with people who have a mental illness was also investigated in the
present study. The majority of respondents had had prior contact (96%), with people who
have a mental illness. Female respondents to the survey had slightly higher levels of
contact by proportion, with people with a mental illness than males, by a margin of 3%.
Overall, those respondents who had had no prior contact with people with mental illness
(4%), tended to have higher mean scores on the OMI subscales in the 1995 and 1996
data collections, and higher Cl mean scores in the 1995 data collection (see Table 10).
With the exception of those who had had no prior contact with people who have a mental
illness, which showed a decrease from 1995 to 1996 in mean scores, scores on the Cl

increased between 1995 and 1996 data collections.
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Table 10. Scores on the OMI and Cl Measures as a Function of Prior Contact

Levels of Contact

None Rare to moderate Often to extensive
M SD M SD M SD

OMI Subscales 1995

Authoritarianism 23.51 13.19 19.71 7.45 18.96 7.23

Benevolence 46.46 9.27 46.67 6.33 46.04 8.13

Mental Hygiene Ideology 31.91 3.93 29.48 5.01 29.73 5.89

Social Restrictiveness 25.59 11.28 19.57 7.76 19.21 8.87

Interpersonal Etiology 12.55 7.01 11.47 513 11.21 4.61
Comfort in Interaction

Cl Total 67.18 6.18 65.69 6.11 65.42 7.10
OMI Subscales 1996

Authoritarianism 20.89 9.41 20.47 7.12 21.06 9.99

Benevolence 41.20 6.95 44.55 7.38 47.40 7.57

Mental Hygiene Ideology 29.08 212 27.53 4.83 29.79 4.46

Social Restrictiveness 2414 9.01 21.35 8.38 19.27 8.85

Interpersonal Etiology 13.75 2.22 11.11 4.86 11.99 536
Comfort in Interaction

Cl Total 64.50 6.45 70.68 10.99 79.19 15,36
OMI Subscales Pooled 1995 and 1996

Authoritarianism 22.20 11.30 20.09 7.29 20.01 8.61

Benevolence 43.83 8.11 45,61 6.83 46.71 7.85

Mental Hygiene Ideology 30.50 3.03 28.51 4.92 29.76 5.18

Social Restrictiveness 24.87 10.15 20.46 8.07 19.24 8.86

Interpersonal Etiology 13.15 10.15 11.29 5.00 11.60 4,99
Comfort in Interaction

Cl Total* 65.84* 6.32 68.19* 8.55 72.31* 11.23

Note. Recoding has been carried out for negative scores. Pooled 1995 and 1996 data represents data merged into a
single data set. Significance is indicative of levels of contact, rare to moderate and often to extensive.
*h <05

ANOVA was used to analyse prior contact and attitudes towards mental iliness.
The category none, was excluded from the analyses as cases were low and would have
exceeded the less than 4:1 ratio assumption of the test. Degree of contact was found to
be a significant influence on interaction with people with mental illness. Results from the
analyses found contact to be a significant influence on attitudes towards mental illness on
the Comfort in Interaction scale (F (1, 310) = 11.53, p < .001). Contact was not found to

be significant on any of the OMI subscales.
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CHAPTER NINE

DISCUSSION

Review of main aims and findings

The present study had three main aims. Firstly, it aimed to investigate the
effects that location had on attitudes toward mental illness among the community.
Secondly, the study aimed to investigate if attitudes toward mental iliness changed
over time. Thirdly, the study aimed to investigate the effects of socio-economic
variables, age, gender, ethnicity, and occupation on attitudes towards mental
illness, as well as the effects of prior contact, awareness of, and agreement with a
community mental health facility, on attitudes toward people with mental illness. The
general aims were investigated using two measures of attitude, the Opinions about
Mental lliness Scale (Cohen & Struening, 1959), and the Comfort in Interaction
Scale (Beckwith & Mathews, 1994).

The first hypothesis of the present study was to examine attitudes based on
respondent’s location to the community mental health facility. Specifically it was
hypothesised that, people who lived in closer proximity to the community mental
health facility would have more negative attitudes toward people with mental illness.
This hypothesis was not supported. This particular finding is consistent with prior
research that has investigated the effects of location on attitudes toward mental
iliness and found that location does not influence attitudes (e.g., Rothbart, 1973;

Smith, 1981). Location was not significant on any subscale of the OMI or on the CI
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measure used in the present study. One explanation for the lack of difference in

attitudes by location is that residents were made aware of the facility prior to its

placement and educated about the community mental health facility, its patients
and level of security involved.

Awareness of the facility was included as a covariate in the present study
analyses. Prior research indicates that the majority of the public are not aware of
mental health facilities in their community (Dear & Taylor, 1982; Heinemann,
Perlmutter, & Yudin, 1974, Huxley, 1993; Morrison & Libow, 1977). However in
contrast to the literature, the present study found that 85% of respondents were
aware of the community mental health facility. The high degree of awareness is
likely to be due to the increase in media attention that the facility received prior to its
establishment in 1995 (post the closure of Lake Alice psychiatric hospital).

The second hypothesis of the present study was to examine the impact of
time on attitudes toward mental illness among community members. Specifically, it
was hypothesised that attitudes would become more positive over time. This
hypothesis was partially supported. Time was found to be significant on the Mental
Hygiene Ideology subscale of the OMI, and Comfort in Interaction scale. This finding
indicates that there was an increase in the community’s readiness to accept and
interact with people who have a mental illness. This finding is similar to another New
Zealand study that concluded, New Zealand communities both welcome
information about mental illness, and offer a positive outlook for community-based
rehabilitation (Ng, Martin & Romans, 1995). In contrast to hypotheses, observation
of the OMI scores between the two data collections indicate that attitudes were

more positive in the 1995 data collection. Prior research suggests that attitude
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scores on the OMI typically increase in a favourable direction over time, rather than
decrease as seen in the present study findings (e.g., Drolen, 1993). One explanation
is that more respondents were aware of the facility, and agreed with its placement
in the community in the 1995 data collection, which possibly lead to the increase in
positive attitudes. It also raises the possibility that respondents to the survey in 1995
were of a particular sub-group that had positive attitudes toward people with mental
illness. By comparison, to the OMI used in the study, the Cl scale showed a
significant increase in positive attitudes toward people with mental illness over time.
This suggested that over time more people were willing to interact with people who
have a mental illness. One possible explanation for the increase in Cl scores, could
be the increase in level of contact with the mentally ill among the sample in the

1996 data collection. Just over half of the respondents (52%) to the survey in the
1996 data collection had had extensive contact with people with mental iliness than
in the first data collection.

Even still, the mean scores on the OMI and Cl, of the present study suggest
that overall, attitudes among community members surveyed were positive toward
people with mental iliness. This finding supports other studies that have also found
attitudes are becoming more positive toward mental iliness (e.g., Gething, 1986;
Halpert, 1969; Huxley, 1993; Rowe, 2001). However, it was in contrast to the
predominate research conducted in Europe and North America, that reports
attitudes toward people with mental illness are predominately negative (e.g.,
Nunnally, 1961; Rabkin et al., 1984; Stuart et al, 2001).

The third hypothesis of the present study, examined the effects of age on

attitudes toward people with mental iliness. Specifically, it was hypothesised that
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younger respondents (under 29 years of age) would have more positive attitudes
toward people with mental illness. This hypothesis was not supported. In contrast,
the Middle-age group, aged 39 to 64, were found to hold more positive attitudes
toward people with mental iliness than both the younger and older age groups in
the present study. Age was found to be a significant influence on Authoritarianism,
Social Restrictiveness and the Interpersonal Etiology subscales of the OMI measure.
This finding was consistent with prior research (Rowe, 2001; Sellick & Goodear,
1995), and suggested that middle-aged respondents were more likely to regard
people with mental iliness as a medically caused iliness that is treatable, and in need
of support and care.

The forth hypothesis of the present study, examined the effects of gender on
attitudes toward people with mental illness. Specifically, it was hypothesised that
there would be no gender differences on attitudes towards people with mental
illness. This hypothesis was supported. It was also supported by prior New Zealand
community attitude research (Green et al., 1987; Walkey et al., 1981). However, the
finding was in contrast to other studies that have used the OMI that have found
gender to be a significant influence on attitudes (e.g., Leong, 1999; Rowe, 2001).
One possible reason for the contrast in findings using the OMI was that gender was
influenced by other variables that were used as covariates in the present study
analysis. For example, gender was not found to be a significant contributor to
attitudes toward mental iliness, when other factors such as age and occupation
were controlled for in the present study. Age and occupation were not controlled for

in the studies by Leong (1999) and Rowe (2001).
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The fifth hypothesis of the present study, examined the effects of ethnicity on
attitudes toward people with mental illness. Specifically, it was hypothesised that
there would be differences among New Zealand European, Maori, Asian and Pacific
Islander ethnic groups, on attitudes toward people with mental illness. This
hypothesis was unable to be tested in the present study due to low sample sizes of
Maori, Asian and Pacific Islander ethnic groups. Although observation of the mean
scores on the OMI and Cl measures, indicated that attitudes toward people with
mental illness were positive among those respondents to the survey, in both 1995
and 1996 data collections.

The sixth hypothesis of the present study, examined the effects of
occupation on attitudes toward people with mental illness among the community.
Specifically, it was hypothesised that occupation will influence attitudes toward
mental ilness. This hypothesis was only partially supported with significance found
on the Comfort in Interaction scale. However, as the mean scores were similar
across unemployed, employed and retired groups, the results are unable to be
clearly interpreted. Although no other studies have examined the effects of
occupation among community samples on attitudes toward people with mental
illness, prior research supports occupation to be a significant influence on attitudes
among various types of health professions (e.g., Eker et al., 1991; Huit & Elston,
1991; Mukherjee et al., 2002). It is possible that further investigation into specific
workforces such as corporate versus labouring might produce different attitudes
toward people with mental iliness.

The seventh hypothesis of the present study, examined the effects of prior

contact with people with mental illness on attitudes toward people with mental
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illness. Specifically, it was hypothesised that those with prior contact with people
with mental illness would have positive attitudes toward people with mental illness.
This hypothesis was partially supported. This finding indicated that those
respondents who had high levels of prior contact with people who have a mental
illness were more comfortable in interacting with people who have a mental illness.
This finding is supported by prior research that has consistently reported that
contact with people with mental iliness influences positive attitudes toward people
with mental iliness, as well as increases the level of comfort in interacting with
people with mental iliness (e.g., Arens, 1993; Beckwith & Mathews, 1994; Gething
& Wheeler, 1992). One possibility for this finding is that there was a high level of
respondents who knew of someone who had a mental illness or had a mental
illness themselves, as very few respondents had had no prior contact with people
with mental iliness. In fact it was interesting to note, that 98% of the sample had
had prior contact with people with a mental iliness. Female respondents (62%) were
found to have had the most contact with people with a mental iliness, although
gender was found to be a non-significant influence on attitudes in the present study.

The eighth hypothesis of the present study, examined the effects of
awareness of the community mental health facility on attitudes toward people with a
mental iliness. Specifically, it was hypothesised that awareness would be a
significant influence on attitudes toward people with a mental iliness. This
hypothesis was partially supported. Awareness was found to be significant on the
Cl measure, but none of the OMI sub-scales. This finding indicated that those who
were aware of the community mental health facility were more comfortable in

interacting with people with mental iliness. One explanantion for the lack of
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significance of awareness on the OMI subscales could be due to the increased
media attention of the community mental health facility prior to its establishment,
and thus increased awareness.

The ninth hypothesis of the present study, examined the effects of
agreement of the community mental health facility based on being aware of such
facility. Specifically, it was hypothesised that people who were aware of the
community mental health facility would be more likely to disagree with its
placement. This hypothesis was not supported. It was found that, of the 85% of
people who responded to the survey that were aware of the community mental
health facility, slightly less than half (47 %) disagreed with placement within the
community. In contrast, prior studies suggest that community members who are
aware of a community mental health facility tend to disagree with its placement in
the community (i.e., Rabkin et al., 1979, 1984). Furthermore, agreement with the
facility was found to be significantly correlated on all OMI subscales, influencing
positive attitudes toward the community mental health facility. This result suggests
that the majority of respondents from the present study are supportive of people
with mental iliness living in their community. It also supports the finding that
respondents of the present study hold predominately positive attitudes toward
people with mental iliness, in that the majority agreed with the community

placement.

Limitations to the Present Study
A number of limitations to the present study have been noted. Firstly, the

response rate from the 1995 data collected was 15%, with a 16% response rate
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from the 1996 data collection. This is not as high as preferred however, the sample
size of the present study is similar in size to other community attitude studies
conducted in New Zealand (i.e., Blizard, 1968; Green et al., 1987). Moreover, in
survey research there is an expectation of only a 20% response rate from survey’s
(Frazer & Lawley, 2000), which is similar to the present studies response rate.
However, despite, this potential limitation, it is reassuring that the sample sizes were
consistent across time and by area.

Secondly, the sampling strategy of the present study was limited, by non-
random selection, unequal sample sizes and by contralling for socio-economic
status of locations. Non-random selection of both the 1995 and 1996 samples
raises the question if independence is different from representativeness, as it is a
possibility that some people from 1995 also participated in the 1996 questionnaire.
In addition, both data sets were combined to examine the effects of time on
attitudes. Therefore, results are likely to be limited in ability to accurately ascertain
change in attitudes over time, as attitude research indicates that attitudes are fairly
stable and consistent over time (Olsen & Zanna, 1993).

The sampling strategy for the present study did not yield equal sample sizes
for the demographic variables, age, gender, occupation and ethnicity, and the
covariate contact. Larger more equally distributed data would have been optimal.
Large variances in the sample size can inflate type | and type |l error (Bobko, 2001;
Tabachnick & Fidell, 2001). Sampling strategy could have been improved by over-
sampling, for example specific ethnic groups such as Maori, Asian and Pacific
Islanders, as other community research has (i.e., Flett, Kazantzis, Long, MacDonald

& Millar, 2002). The present study had poor representative samples of Maori, Asian
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and Pacific Islander ethnicities, and therefore such groups were unable to be
statistically analysed. However, the response rate for New Zealand European, and
other ethnic groups was found to be similar to another study investigating
community attitudes toward people with mental illness in New Zealand (Ng et al.,
1995).

Locations chosen for a comparison to the proposed community mental
health facility were limited to socio-economic status, and to areas within the
Wanganui Community, in order to draw comparisons among the three areas
included in the design. The limitation to the Wanganui Community reflects the
limited scope of the present study. An existing community mental health service that
was attached to the hospital in Wanganui was used as a comparative location.
Ideally, an existing community outpatient unit with residents of the same severity in
mental illness would have been used for the comparison, had it been available.
Brockington, Hall and Levings (1993) found that attitudes of the community differed
depending on being a resident in the area of an existing hospital based community
mental health care facility, and being a resident in the area of an existing community
outpatient unit.

Furthermore, residents of the community mental health facility were
chronically mentally ill. Given that the community mental health facility used as the
basis for the present study design, was the first of its kind in Wanganui in 1995 (in
the past people who had a mental iliness requiring care resided at Lake Alice
psychiatric hospital near Marton), it would be reasonable to expect community
members to be more concerned about facility. The chronically mentally ill, which

resided in the community mental health facility in the present study, is considered
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unrepresentative of general residents among community mental health outpatient
units (Hall et al., 1995).

Moreover, the present study was timely. The study was carried out before
and after the closure of a large psychiatric hospital, as part of the
deinstitutionalisation movement. Therefore replication of the present study will be
difficult. The success of the community-based rehabilitation depended on a number
of factors. For example, support and acceptance, of the 12 remaining Lake Alice
psychiatric patients into a community mental health facility in Wanganui. The
movement of the chronically mentally ill to a community mental health facility, post
the closure of a well established psychiatric hospitals are uncommon
circumstances. It further highlights the limited ability to generalise the present
research findings to other community attitudes. Ideally, the design of the present
study would have benefited if study of similar nature had been carried out in New
Zealand, at a similar time period. This would enable wider more extensive
conclusions about community attitudes in 1995 and 1996 to be drawn. However,
given the rare opportunity of the study, the present study is able to provide a marker
point from which further research can compare attitudes with community attitudes
post deinstitutionalisation.

Thirdly, the Cl measure is not widely used in research on community
attitudes toward mental illness, unlike the Interaction with Disabled Persons Scale
that the items were derived from. The OMI measure is a widely used measure in
research on attitudes toward mental iliness, although the wording of the items has
been criticised to be out of date (Antonak, 1995). However, internal reliability of the

measure using the present study sample suggests that the measure is still able to
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be used in future research on community attitudes toward mental iliness despite
this limitation. Moreover, given that a consistent number of variables investigated in
the present study (time, contact, occupation, awareness and agreement) were
found to be significant on the Cl, but that no variables were consistently significant
on the subscales of the OMI, one is lead to question the validity of the Cl measure in
the present sample. By comparison, internal consistency of the Cl indicated that the
Cl would be a useful measure to use in future studies. In particular, in research that
investigates the impact of attitudes on behaviour toward people with mental iliness.
The Cl does offer an interpretation that differs from the OMI, in that it potentially
indicates how respondents will interact with people with mental illness, based on
their level of comfort.

The mean scores of the Cl scale were however, lower than those reported
by the authors of the scale, Beckwith and Mathews (1994), which averaged around
100. However, their sample did include nursing students, physical education
students, and human movement studies students, unlike the community sample
used in the present study. The higher scores found in Beckwith and Mathews
(1994), could be due to the student population. Level of education was not
measured for in the present study questionnaire. This could account for the lower
mean scores on the Cl, as only 28% of people in Wanganui aged 15 years or over
had a post-school qualification, compared with 32% for New Zealand as a whole
(Statistics New Zealand, 2001). Prior studies have shown that education has an
effect on community attitudes toward mental iliness. In particular, when combined
with age (e.g., Sellick et al., 1985). The variables age and education have been

reported in prior research to demonstrate a similar influence on attitudes as
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occupation (e.g., Drolen, 1993; Sellick & Goodear, 1985). In the present study, both
occupation and age had a significant effect on a number of the OMI subscales,
indicating a strong possibility that education would also have influenced attitudes
toward people with mental illness in the present study.

Furthermore, although the level of prior contact was examined in the present
study, the present questionnaire did not further explore the extent of prior contact
respondents had with people with mental illness. In particular, the questionhaire did
not ask respondents if they personally knew someone who had a mental iliness, or
they themselves had a mental iliness. Such questions have been included in prior
research that have investigated the effects of contact on attitudes toward people
with mental iliness, and found to be indicative of positive attitudes (Arens, 1993;
Beckwith & Mathews, 1994; Shokoohi-Yekta & Retish, 1991). Therefore, the
present study was limited, in its ability to examine the impact of prior contact on
community attitudes toward people with mental illness.

Also worth noting is the increased media attention that the community
mental health facility received at the time of the 1995 data collection (see Appendix
@G). The increase in media attention, poses a potential threat to the internal validity of
the present study (Coolican, 1999), as it increased the awareness of the facility (i.e.,
Morrison & Libow, 1977). Prior research indicates that the majority (up to 75%) of
community members are unaware of mental health facilities in their area (Dear &
Taylor, 1982; Heinemann, Perimutter, & Yudin, 1974; Huxley, 1993; Morrison &
Libow, 1977). In contrast, the present study found that 88% of community
members surveyed in 1995, and 81% of community members surveyed in 1996

were aware of the community mental health facility. This finding suggested that a
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ceiling effect occurred, where the community’s awareness of the mental healih

facility was inflated by media (Coolican, 1999).

Further Research

Research of community attitudes toward mental iliness has produced a
number of interesting findings in Europe and North America since
deinstitutionalisation was implemented in the 1950s. The findings from the present
study suggest that attitudes toward mental illness among community members are
becoming more positive. Prior research has thus far, demonstrated that there is an
inconsistency in the findings of demographic variables such as age, gender,
ethnicity, and occupation, on attitudes among the general public toward people
with mental iliness. A main limitation of the research to date is that there is no theory
driving research on community attitudes toward people with mental iliness. A well
delivered theory could create challenging research. One place to start is examining
previous research on community attitudes and attitude theory, or the relationship
between attitudes and behaviour.

Other areas of research that need to be readdressed are the measures used
in research designed to examine community attitudes toward mental iliness. The
comfort in Interaction scale needs to be validated against community samples.
Previously, the Cl has been used in research on university samples, which are found
to have higher mean scores. Comparison of university samples to a community
sample is not accurate. In addition, the OMI was developed in 1959, and its items
reflect knowledge about mental iliness at the time. Forty years on, it is likely that the

general public have a greater understanding of mental illness. The OMI items, would
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benefit from being revised, changing words such as mental hospital to inpatient
unit, and items such as “if parents loved their children more, there would be less
mental iliness,” to be more consistent with current knowledge about mental illness.

Addressing the extent of an individual’s knowledge of mental iliness would
also be helpful in understanding what people know about severity and diagnosis of
people with mental illness. A combination of knowledge of mental illness and media
depictions could help researchers access how people come to learn about mental
ilness, and if it is predominately through contact, or knowledge that change the
general public’s perceptions and attitudes toward mental illness. For example, a
study investigated the effect of reading a newspaper article that reported a violent
crime committed by a mental patient (Thornton & Wahl, 1996). It was found that
those who read the article without first having read a prophylactic article or control
article, reported harsher attitudes towards those with mental iliness. The study
concluded that negative media reports contribute to a general negative attitude
towards mental illness.

Furthermore, as suggested earlier another area that would benefit from
further research is the impact that ethnicity has on attitudes toward people with
mental illness. Examining attitudes among different ethnic groups toward mental
llness can provide a greater understanding of how mental iliness is viewed among
different cultural groups, and subsequently target groups for increasing knowledge
about mental iliness.

Research on community attitudes toward mental iliness in New Zealand,
would benefit from further research on a more representative community sample.

As it would be impossible to re-examine community attitudes toward people with
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mental illness before and after deinstitutionalisation took place, attitudes could be
examined before and after the establishment of a community mental health facility

to an area.

Conclusions

The present study aimed to investigate the effects of location and time on
attitudes toward mental illness among community members in New Zealand. It also
aimed to examine whether demographic variables, such as age, gender, ethnicity,
and occupation influenced community attitudes, and if prior contact, awareness of
and agreement with a community mental health facility influenced attitudes toward
people with mental illness. With the exception of ethnicity, all hypotheses were able
to be successfully examined. Findings of the present study were in contrast to early
New Zealand research that consistently demonstrated age, gender and socio-
economic status were not significant influences on attitudes toward mental iliness
(e.g., Blizard, 1968; Green et al., 1989; Walkey et al., 1981). Moreover, the scores
on the present study measures, the OMI| and Cl, suggest that attitudes toward
mental iliness are positive among community members in New Zealand.
Comparison of the present study findings to other similar studies conducted in
North America and Europe suggest that, New Zealanders have similar positive
attitudes toward mental illness. However, the findings are limited by a number of
methodological issues and design constraints.

Location to a mental health facility did not emerge as a significant influence
on attitudes toward mental illness. Moreover, time was only partially supported as

an influence on attitudes toward mental illiness. Only the demographic variable, age
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was found to be significant, contrary to previous research conducted in New
Zealand, on community attitudes toward mental illness. Awareness, and agreement
with the community mental health facility also yielded significant results in
influencing attitudes toward mental illness, along with prior contact.

Further areas of research include, (a) investigating a theory for attitudes
toward mental illness, (b) use of more representative New Zealand community
samples, allowing for research among a number of ethnic groups in New Zéaland,
(c) investigating the Cl measure, (d) investigating the relationship between attitudes
and behaviour, and (e) research into the knowledge and awareness of mental illness

in New Zealand.




101

REFERENCES

Abbott, M. (Ed.). (1983). Community Mental Health Services in New Zealand:
Report and Reactions. Wellington: Mental Health Foundation of New
Zealand.

Adorno, T. W., Frenkel-Brunswik, E., Levinson, D. J., & Sanford, R. N. (1950). The
Authoritarianism Personality. New York: Harper & Brothers.

Anthony, W. A., Cohen, M. R., & Vitalo, R. (1978). The measurement of
rehabilitation outcome. Schizophrenia Bulletin, 4, 365-383.

Antonak, R. F., & Livneh, H. (1995). Direct and indirect methods to measure
attitudes toward persons with disabilities, with an exegesis of the error-
choice test method. Rehabilitation Psychology, 40, 3-24.

Antonak, R. F., & Lvneh, H. (1988). The Measurement of Attitudes Toward People
With Disabilities: Methods, Psychometrics and Scales. Springfield lllinois: CC
Thoiras.

Arbuckle, J. L., & Wothke, W. (1999). Amos 4.0 User's Guide. Chicago:
SmallWaters Corporation.

Arens, D., A. (1993). What do the neighbors think now? Community residences on
Long Island, New York. Community Mental Health Journal, 29(3), 235-245.

Aron, A., & Aron, E. N. (1994). Statistics for Psychology. New Jersey: Prentice Hall.

Aviram, U., & Segal, S. P. (1973). Exclusion of the mentally ill: Reflection on an old

problem in a new context. Archives of General Psychiatry, 29, 126-131.



102

Bairan, A., & Farnsworth, B. (1989). Attitudes toward mental illneés: Does a
psychiatric nursing course make a difference? Archives of Psychiatric
Nursing, Ill, 351-357.

Baird, B. (1990). Lake Alice Hospital: 40 years. Wellington: Commercial Print.

Barton, R. (1976). Institutional Neurosis (3rd ed.). Bristol: J Wright.

Beckwith, J. B. (1994). Prejudice, reverse prejudice, and positive attitude towards
differences among people with intellectual disabilities. Psychological Reports,
74, 938.

Beckwith, J. B., & Mathews, J. M. (1994). Measuring comfort in interacting with
people with intellectual disabilities. Australian Journal of Psychology, 46(1),
53-57.

Bennie, G. (1993). Literature Review: Deinstitutionalisation, critical factors for
successful transition to the community: Central Regional Health Authority.

Bhugra, D. (1989). Attitudes towards mental illness: A review of the literature. Acta
Psychiatr Scandinavia, 80, 1-12.

Bigelow, D. A., Cutler, D. L., Moore, L. J., & McComb, P., Leung, P. (1988).
Characteristics of state hospital patients who are hard to place. Hospital and
Community Psychiatry, 39(2), 181-185.

Blizard, P. J. (1968). Public images of the mentally ill in New Zealand. New Zealand
Medical Journal, 68, 297-303. 2

Bobko, P. (2001). Correlation and Regression: Applications for Industrial

Organizational Psyhology and Management (2nd ed.). Thousand Oaks: Sage

Publications.




103

Bord, R., J. (1971). Rejection of the mentally ill: Continuities and further
developments. Social Problems, 18(4), 496-509.

Borinstein, A. B. (1992). Public attitudes towards persons with mental iliness.
Datawatch, Fall, 186-196.

Brennan, J. J. (1964). Mentally ill aggressiveness: Popular delusion or reality.
American Journal of Psychiatry, 120, 1181-1184.

Brockington, A., F, Hall, P., Levings, J., & Murphy, C. (1993). The community's
tolerance of the mentally ill. British Journal of Psychiatry, 162, 93-99.

Brunton, K. (1997). Stigma. Journal of Advanced Nursing, 26, 891-898.

Byrne, B. M. (2001). Structural Equation Modelling with AMOS: Basic Concepts,
Applications, and Programming. New Jersey: Lawrence Erlbaum Associates,
Publishers.

Callaghan, P., Siu Shan, C., Suk Yu, I., Wai Ching, 1., & Lai Kwan, T. (1997).
Attitudes towards mental iliness: Testing the contact hypothesis among
Chinese student nurses in Hong Kong. Journal of Advanced Nursing, 26, 33-
40.

Cheung, F., M. (1988). Surveys of community attitudes toward reflections or
provocations? American Journal of Community Psychology, 16(6), 877-882.

Clark, A., W, & Binks, N., M. (1966). Relation of age and education to attitudes
about mental illness. Psychological Reports, 19(12), 649-650.

Cohen, J., & Struening, E. L. (1959). Factors underlying opinions about mental
liness iin the personnel of a large mental hospital. American Psychologist,

14, 339-343.



104

Cohen, J., & Struening, E. L. (1962). Opinions about mental illness in the personnel
of two large mental hospitals. Journal of Abnormal and Social Psychology,
64, 349-360.

Cohen, J., & Struening, E. L. (1964). Opinions about mental illness: Hospital social
atmosphere profiles and their relevance to effectiveness. Journal of
Consulting Psychology, 28, 291-298.

Cohen, J., & Struening, E. L. (1965). Opinions about mental iliness: Hospital
differences in attitude for eight occupation groups. Psychological Reports,
17, 25-26.

Coid, J. W. (1991). Difficult to place psychiatric patients: The game of pass the
parcel must stop. British Medical Journal, 302, 603-604.

Coolican, H. (1999). Research Methods and Statistics in Psychology (3rd ed.).
London: Hodder & Stoughton.

Corrigan, P., W, River, ., P, Lundin, R., K, Wasowski, K., U, Campion, J., Mathisen,
J., et al. (2000). Stigmatizing attributions about mental iliness. Journal of
Community Psychology, 28(1), 91-102.

Coverdale, J., Nairn, R., & Classen, D. (2001). Depictions of mental illness in print
media: A prospective national sample. Australian and New Zealand Journal
of Psychiatry, 36, 697-700.

Cowan, S. (2002). Public arguments for and against the establishment of
community mental health facilities: Implications for mental health practice.
Journal of Mental Health, 11(1), 5-15.

Crocetti, G. M., Spiro, H. R., Lemkau, P. V., & Siassi, |. (1972). Multiple models and

mental illnesses: A rejoinder to 'failure of a moreal enterprise: Attitudes of the




105

public toward mental illness' by T. R. Sarbin and J. C. Mancuso. Journal of
Consulting and Clinical Psychology, 39(1), 1-5.

Cronk, B. C. (2002). How to Use SPSS: A Step-By-Step Guide to Analysis and
Interpretation (2nd ed.). Los Angeles: Pyrczak Publishing.

Cumming, E., & Cumming, J. (1957). Closed Ranks: An Experiment in Mental
Health Education. Cambridge: Harvard University Press for the
Commonwealth Fund.

Cumming, G. (2003). Murder and the Mentally lll: The myth of psychiatrically
disturbed killers wandering the streets of New Zealand is exploded in a new
study. New Zealand Weekend Herald, pp. 16-17.

Deane, F. P., Huzziff, R., & Beaumont, G. (1995). Discharge planning: Levels of care
and behavioural functioning in long-term psychiatric inpatients transferred to
community placements. Community Mental Health in New Zealand, 9(1), 18-
27.

Dear, M. (1992). Understanding and overcomming the NIMBY syndrome. Journal of
the American Planning Association, 58(3), 288-300.

Dear, M. J., & Taylor, S. M. (1982). Not on our Street: Community Attitudes to
Mental Health Care. London: Pion Ltd.

Disley, B. (Ed.). (1997). Mental Health in New Zealand from a Public Health
Perspective. Wellington: Public Health Group Ministry of Health.

Dohrenwend, B., P, & Chin-Shong, E. (1967). Social status and attitudes towards
psychological disorder: The problem of tolerance of deviance. American

Sociological Review, 32(3), 417-438.



106

Dowland, J. (1986). New Zealand Psychiatric Hospitals: A Research Perspective
"What are we leaving and where are we going". In H. Haines & M. Abbott
(Eds.), The Future of Mental Health Services in New Zealand (Vol. 2).
Wellington: Mental Health Foundation of New Zealand.

Drolen, C. S. (1993). The effect of educational setting on student opinions of mental
illness. Community Mental Health Journal, 29, 223-234.

Durie, M. (1999). Whaiora: Maori Health Development (2nd ed.). Auckland: Oxford
University Press.

Edgerton, J. W., & Bentz, W. K. (1969). Attitudes and opinions of rural people about
mental illness and program services. American Journal of Public Health, 59,
470-477.

Eker, D., & Arkar, H. (1991). Experienced Turkish nurses' attitudes towards mental
illness and the predictor variables of their attitudes. The International Journal
of Social Psychiatry, 37, 214-222.

Farina, A. (1981). Are women nicer people than men? Sex and the stigma of mental
disorders. Clinical Psychology Review, 1, 223-243.

Flett, R. A., Kazantzis, N., Long, N. R., MacDonald, C., & Millar, M. (2002).
Traumatic events and physical health in a New Zealand community sample.
Journal of Traumatic Stress, 15, 303-312.

Fracchia, J., Canale, D., Cambria, E., Ruest, E., Sheppard, C., & Merlis, S. (1975).
The effect of increased information upon community perceptions of ex-
mental patients. The Journal of Psychology, 91, 271-275.

Fraser, N. C. (1999). Deinstitutionalisation: From Hospital to the Community.

Dunedin: River Journey Publishing.




107

Frazer, L., & Lawley, M. (2000). Questionnaire Design and Administration: A
Practical Guide. Brisbane: Jon Wiley & Sons Australia, Ltd.

Gething, L. (1986). International year of disabled persons in Australia: Attitudes and
integration. Rehabilitation Literature, 47(3-4), 66-70.

Gething, L., LaCour, J., & Wheeler, B. (1994). Attitudes of nursiing home
administrators and nurses towards people with disabilities. Journal of
Rehabilitation, 66-70.

Gething, L., & Wheeler, B. (1992). The interaction with disabled persons scale: A
new Australian instrument to measure attitudes towards people with
disabilities. Australian Journal of Psychology, 14(2), 75-82.

Graves, D., G, Krupinski, J., Stoller, A., & Harcourt, A. (1971). A survey of
community attitudes towards mental illness: Part 1, the questionnaire.
Australian and New Zealand Journal of Psychiatry, 5, 18-28.

Green, D. E., Walkey, F. H., Taylor, A. J. W., & McCormick, I. A. (1987). New
Zealand attitudes to mental health. New Zealand Journal of Psychology, 16,
37-41.

Grunello, D. H., & Pauley, P. S. (2000). Television viewing habits and their
relationship to tolerance toward people with mental illness. Journal of Mental
Health Counselling, 22, 162-175.

Haines, H., & Abbott, M. (Eds.). (1986). The Future of Mental Health Services in
New Zealand: Deinstitutionalisation (Vol. 2). Auckland: Mental Health

Foundation of New Zealand.



108

Hall, M. (1995). Evaluation of an Inpatient Programme aimed at Preparing "Hard-to-
Place" Chronically Mentally lll for the Community., Massey University,
Palmerston North.

Hall, M., Deane, F., & Beaumont, G. (1996). Evaluation of an inpatient program
aimed at preparing "hard-to-place" chronically mentally ill for the community.
Behavioural Interventions, 11(4), 193-206.

Hall, P., Brockington, 1., F, & Eisemen, 1. (1991). Difficult to place psychiatric
patients. British Medical Journal, 302(6785), 1150.

Hall, P., Brockington, I. F., Levings, J., & Murphy, C. (1993). A comparison of
responses to the mentally ill in two communities. British Journal of
Psychiatry, 162, 99-108.

Halpert, H., P. (1965). Surveys of public opinions and attitudes about mental illness.
Public Health Reports, 80, 589-597.

Halpert, H., P. (1969). Public acceptance of the mentally ill. Public Health Reports,
84, 59-64.

Hannigan, B. (1999). Mental health care in the community: An analysis of
contemporary public attitudes towards, and public representations of, mental
illness. Journal of Mental Health, 8(5), 431-440.

Heinemann, S. H., Perimutter, F., & Yudin, L. W. (1974). The community mental
health center and community awareness. Community Mental Health Journal,
10, 221-227.

Holden, C., Lacey, A., & Monach, J. (2001). Establishing secure mental health
facilities: The outcome of public consultation exercises. Journal od Mental

Health, 10(5), 513-524.




109

Holmes, D. (1968). Changes in Attitudes about Mental lliness. New York: Center for
Community Research.

Hoult, J. (1986). King David, the Toms O'Bedlam and Skid Row: What's New in
Deinstitutionalisation. In H. Haines & M. Abbott (Eds.), The Future of Mental
Health Services in New Zealand: Deinstitutionalisation (Vol. 2). Wellington:
Mental Health Foundation of New Zealand.

Howitt, D., & Cramer, D. (2002). A Guide to Computing Statistics with SPSS 11 For
Windows (Revised ed.): Prentice Hall.

Huitt, K., & Elston, R. R. (1991). Attitudes toward persons with disabilities
expressed by professional counsellors. Journal of Applied Rehabilitation
Counselling, 22(2), 42-43.

Huxley, P. (1993). Location and stigma: A survey of community attitudes to mental
iliness- Part |. Elightenment and stigma. Journal of Mental Health, 2(1), 73-
80.

Huxley, P. (1993). Location and stigma: A survey of community attitudes to mental
illness -Part Il: Community mental health facilities, anonymity or invisibility?
Journal of Mental Health, 2(2), 157-164.

Huzziff, R. (1995). Two Year Follow-up of Long-stay Chronically Mentally lll
Inpatients Transferred to the Community. Massey University, Palmerston
North.

Ingamells, S., Goodwin, A., M, & John, C. (1996). The influence of psychiatric
hospital and community residence labels on social rejection of the mentally

ill. British Journal of Clinical Psychology, 35, 359-367.



110

Johannsen, W. J. (1969). Attitudes toward mental patients: A review of empirical
research. Mental Hygiene, 53, 218-228.

Jorm, N. F., Korten, A. E., Jacomb, P. A,, Christensen, H., Rogers, B., & Pollitt, P.
(1999). Attitudes towards people with a mental disorder: A survey of the
Australian public and health professionals. Australian and New Zealand
Journal of Psychiatry, 33, 77-83.

Keane, M. (1991). Acceptance vs. rejection: Nursing student's attitudes about
mental illness. Perspectives in Psychiatric Care, 27(3), 13-18.

Kiesler, C. A. (1982). Mental hospitals and alternative care: Noninstitutionalisdation
as potential public policy for mental patients. American Psychologist, 37(4),
349-360.

Krupinski, J., Baikie, A. G., Stoller, A., Graves, J., O'Day, D. M., & Polke, P. (1967).
A community health survey of Heyfield, Victoria. The Medical Journal of
Australia, 1, 1204-1211.

Lake, R., W. (1993). Planners' alchemy: Transforming NIMBY to YIMBY. Journal of
the American Planning Association, 59(1), 87-98.

Lawton, M. P., Lipton, M. B., Fulcomer, M. C., & Kleban, M. H. (1977). Planning for
a mental hospital phasedown. American Journal of Psychiatry, 134, 1386-
1390.

Lehmann, S., Joy, V., Kreisman, D., & Simmens, S. (1976). Responses to viewing
symptomatic behaviours and labelling of prior mental iliness. Journal of
Community Psychology, 4, 327-334.

Lemkau, P., & Crocetti, G. (1962). An urban populations knowledge and opinions

about mental iliness. American Journal of Psychiatry, 118, 692-700.




111

Leong, F. T. L. (1999). Gender and opinions about mental illness as predictors of
attitudes toward seeking professional psychological help. British Journal of
Guidence and Counselling, 27, 123-133.

Link, B. G., & Cullen, F. T. (1986). Contact with mentally ill and perceptions of how
dangerous they are. Journal of Health and Social Science Behavior, 27, 289-
302.

Loo, R. (2001a). Attitudes of management undergraduates towards persons with
disabilities: A need for change. Rehabilitation Psychology, 46, 288-295.

Loo, R. (2001b). A psychometric re-analysis of the interaction with Disabled
Persons Scale. Canadian Journal of Behavioural Science, 33, 245-250.

Lyons, M., & Hayes, R. (1993). Student perceptions of persons with psychiatric and
other disorders. The American Journal of Occupational Therapy, 47, 541-
548.

Madianos, M. G., Madianou, D., Vlachonikolis, J., & Stefanis, C. N. (1987). Attitudes
towards mental illness in the Athens area: Implications for community mental
health intervention. Acta Psychiatr Scandinavia, 75, 158-165.

Matas, M., el-Guebaly, N., Harper, D., Green, M., & Peterkin, A. (1986). Mental
illness and the media: Part | content analysis of press coverage of mental
health topics. Canadian Journal of Psychiatry, 31, 431-433.

Matas, M., el-Guebaly, N., Peterkin, A., Green, M., & Harper, D. (1985). Mental
liness and the media: An assessment of attitudes and communication.
Canadian Journal of Psychiatry, 30, 12-17.

Ministry of Health. (1993). Guidelines for discharge planning for people with mental

illness. Wellington: Ministry of Health.



112

Ministry of Health. (1997). A Review of Funding and Expenditure in the Mental
Health Sector (Government Report). Wellington: The Mental Health
Commission.

Ministry of Health. (1999). Employment and Mental Health: Issues and
Opportunities, a Discussion Paper. Wellington: The Ministry Health
Commission.

Ministry of Health. (2000). Guidelines to the Mental Health (Compulsory Assessment
and Treatment) Act 1992. Wellington: Ministry of Health.

Mino, Y., Kodera, R., & Bebbington, P. (1990). A comparative study of psychiatric
services in Japan and England. British Journal of Psychiatry, 157, 416-420.

Mino, Y., Yasuda, N., Tsuda, T., & Shimodera, S. (2001). Effects of a one-hour
educational program on medical student's attitudes to mental iliness.
Psychiatry and Clinical Neurosciences, 55, 501-507.

Monahan, J. (1992). Mental disorder and violent behavior. American Psychologist,
47(4), 511-521.

MORI. (1979). Public Attitudes to Mental lliness. London: Market & Opinion
Research International.

Morrison, J. K., & Libow, J. A. (1977). The effect of newspaper publicity on a mental
health center's community visibility. Community Mental Health Journal, 13(1),
58-62.

Morrison, M., Man, A. E., & Drumbheller, A. (1994). Multidimensional locus of control
and attitudes towards mental iliness. Perception and Motor Skills, 78, 1281-

1282.




113

Mukherjee, R., Fialho, A., Wijetunge, A., Checinski, K., & Surgenor, T. (2002). The
stigmatisation on psychiatric iliness: The attitudes of medical students and
doctors in London teaching hospital. Psychiatric Bulletin, 26, 178-181.

Nevid, J. S., & Morrison, J. K. (1978). Attitudes towards mental iliness: The
construction of the libertarian mental health ideology scale. Journal of
Humanistic Psychology.

Ng, S. L., Martin, J. L., & Romans, S. E. (1995). A community's attitudes towards
the mentally ill. New Zealand Medical Journal, 108, 505-508.

Norusis, M. J. (1998). SPSS 8.0 Guide to Data Analysis. New Jersey: Prentice Hall.

Nunnally, J. C. (1961). Popular Conceptions of Mental Health, their Developrment
and Change. New York: Holt, Rinehart & Winston.

Ojanen, M. (1992). Attitudes towards mental patients. The International Journal of
Social Psychiatry, 38(2), 120-130.

Olmsted, D. W., & Durham, K. (1976). Stability of mental health attitudes: A
semantic differential study. Journal of Health and Social Behavior, 17, 35-44.

QOlson, J. M., & Zanna, M. P. (1993). Attitudes and attitude change. Annual Review
of Psychology, 44, 117-154.

Phillips, D., L. (1964). Rejection of the mentally ill: The influence of behavior and sex.
American Sociological Review, 29, 679-687.

Philo, G. (1994). Media Representation of Mental Health/lliness: Audience
Reception Study. New York: Routledge.

Popper, F., J. (1992). The great lulu trading game. Planning, 68, 15-17.

Presly, A. S., Grubb, A. B., & Semple, D. (1982). Predictors of successful

rehabilitation in long-stay patients. Acta Psychiatr Scandinavia, 66, 83-88.



114

Pryer, M. W.,, Distefano, M. K., & Marr, L. (1969). Attitude change in psychiatric
attendants folleing experience and training. Mental Hygiene, 53, 253-257 .

Rabkin, J. (1972). Opinions about mental iliness: A review of the literature.
Psychological Bulletin, 77(3), 1563-171.

Rabkin, J., Muhlin G, & Cohen P, W. (1984). What the neighbors think: Community
attitudes toward local psychiatric facilities. Community Mental Health
Journal, 20(4), 304-312.

Rabkin, J. G. (1979). Who is called mentally ill: Public and professional views.
Journal of Community Psychology, 7, 2563-258.

Read, J., & Baker, S. (1996). Not Just Sticks & Stones: A Survey of the Stigma,
Taboos and Discrimination Experienced by People with Mental Health
Problems. United Kingdom: The British Library Document Supply Centre.

Read, J., & Harre, N. (2001). The role of biological and genetic causal beliefs in the
stigmatisation of ‘mental patients'. Jounral of Mental Health, 10(2), 223-235.

Read, J., & Law, A. (1999). The relationship of causal beliefs and contact with users
of mental health services to attitudes to the 'mentally ill." International Journal
of Social Psychiatry, 45(3), 216-229.

Report of the Commission of Inquiry. (1971). Psychiatric services at Oakley Hospital.
Auckland: Government Printers.

Report of the Committee of Inquiry into Procedures at Oakley Hospital and Related
Matters. (1983). Wellington: New Zealand Government.

Reprinted Act: Treaty of Waitangi, New Zealand Government, R. S 33 Cong. Rec.

908-952 (1995).




115

Roman, P. M., & Floyd, H. H. (1981). Social acceptance of psychiatric illness and
psychiatric treatment. Social Psychiatry, 16, 21-29.

Roper, P. (1990). Changing perceptions through contact. Disability, Handlicap &
Society, 5, 243-255.

Roth, D., Antony, M. M., Kerr, K. L., & Downie, F. (2000). Attitudes toward mental
illness in medical students: Does a personal and professional experience eith
mental iliness make a difference? Medical Education, 34, 234-236.

Rothbart, M. (1973). Perceiving social injustice: Observations on the relationship
between liberal attitudes and proximity to social problems. Journal of Applied
Social Psychology, 3, 291-302.

Rowe, T. M. (2001). Contacts with, and Attitudes Towards, the Mentally Ill in the
New Zealand Police. Master of Arts

Massey University, Palmerston North.

Salokangas, R. K. R., Der, G., & Wing, J. K. (1985). Community psychiatric services
in England and Finland. Social Psychiatry, 20, 23-29.

Sarbin, T. R., & Mancuso, J. C. (1970). Failure of a moral enterprise: Attitudes of the
public toward mental illness. Journal of Consulting and Clinical Psychology,
35, 159-173.

Schulberg, H., C, Becker, A., & McGrath, A. (1976). Planning the phasedown of
mental hospitals. Community Mental Health Journal, 12(1), 3-12.

Segal, S., P. (1978). Attitudes toward the mentally ill: A review. Social Work, 23,

211217,



116

Segal, S. P., Baumohl, J., & Moyles, E. W. (1980). Neighborhood types and
community reaction to the mentally ill: A paradox of intensity. Journal of
Health and Social Behavior, 21, 345-359.

Sellick, K., & Goodear, J. (1985). Community attitudes toward mental illness: The
influence of contact and demographic variables. Australian and New Zealand
Journal of Psychiatry, 19, 293-298.

Shadish, W. R., Lurigio, A. J., & Lewis, D. A. (1989). After deinstitutionalization: The
present and future of mental health long-term care policy. Journal of Social
[ssues, 45(3), 1-15.

Shera, W., & Delva-Tauiliili, J. (1996). Changing MSW student's attitudes towards
the severely mentally ill. Community Mental Health Journal, 32, 159-169.

Shokoohi-Yekta, M., & Retish, P. M. (1991). Attitudes of Chinese and American
male students towards mental illness. The International Journal of Social
Psychiatry, 37, 192-200.

Sigelman, C., K, Spanhel, C., L, & Lorenzen, C., D. (1979). Community reactions to
deinstitutionalization: Crime, property values, and other bugbears. Journal of
Rehabilitation, 45(1), 52-54.

Simpson, S. (2003). Murder and the mentally ill: The myth of psychiatrically
disturbed killers wandering the streets of New Zealand is exploded in a new
study. In G. Cumming (Ed.), Murder and the Mentally lll: The Myth of
psychiatrically disturbed killers wandering the streets of New Zealand is
exploded in a new study (pp. 16-17). Auckland: New Zealand Weekend

Herald.




17

Singh, S. P., Baxter, H., Standen, P., & Duggan, C. (1998). Changing the attitudes
of tomorrows doctors towards mental illness and psychiatry: A comparison
of two teaching methods. Medical Education, 32, 115-120.

Smith, C. J. (1981). Residential proximity and community acceptance of the
mentally ill. Journal of Operational Psychiatry, 12(1), 2-12.

Solomon, P. (1983). Analyzing opposition to community residential facilities for
troubled adolescents. Child Welfare League of America, LXII(4), 261-274.

Southgate, D. (1293). Attitudes to mental illness. British Journal of Psychiatry, 163,
123-124.

Statistics New Zealand. (1991). Population by Dwelling. Wellington: Statistics NZ Te
Tari Tatau.

Statistics New Zealand. (1996). Population by Dwelling. Wellington: Statistics NZ Te
Tari Tatau.

Statistics New Zealand. (2001). Population by Dwelling. Wellington: Statistics NZ Te
Tari Tatau.

Steadman, H. J. (1981). Critically reassessing the accuracy of public perceptions of
the dangerousness of the mentally ill. Journal of Health and Social Behavior,
22,310-316.

Steadman, H. J., Cocozza, J. J., & Melick, M. E. (1978). Explaining the increased
arrest rate among mental patients: The changing clientele of state hospitals.
American Journal of Psychiatry, 135, 816-820.

Struening, E. L., & Cohen, J. (1963). Factorial invariance and other psychometric
characteristics of five opinions about mental illness factors. Educational and

Psychological Measurement, XXlll(2), 289-298.



118

Stuart, H. (2001). Community attitudes towards people with schizophrenia.
Canadian Journal of Psychiatry, 46, 245-252.

Sullivan, W. P. (1992). Reclaiming the community: The strengths perspective and
deinstitutionalisation. National Association of Social Workers, Inc, 34, 204-
209.

Tabachnick, B. G., & Fidell, L. S. (1996). Using multivariate Statistics (3rd ed.):
Harper Collins.

Tabachnick, B. G., & Fidell, L. S. (2001). Using Multivariate Statistics (4th ed.).
Boston: Allyn and Bacon.

Taylor, S. M., & Dear, M. J. (1981). Scaling community attitudes toward the mentally
ill. Schizophrenia Bulletin, 7(2), 225-240.

Teft, B., Segall, A., & Trtute, B. (1987). Neighbourhood response to community
mental health facilities for the chronically mentally disabled. Canadian Journal
of Community Mental Health, 6(2), 37-49.

Thornton, J. A., & Wahl, O. F. (1996). Impact of newspaper article on attitudes
toward mental iliness. Journal of Community Psychology, 24, 17-25.

Trute, B., & Loewen, A. (1978). Public attitude toward the mentally ill as a function
of prior personal experience. Social Psychiatry, 13, 79-84.

Walker, |., & Read, J. (2002). The differential effectiveness of psychosocial and
biogenetic causal explanations in reducing negative attitudes toward 'mental
ilness'. Psychiatry, 65(4), 313-325.

Walkey, F. H., Green, D. E., & Taylor, A. J. W. (1981). Community attitudes to

mental health: A comparative study. Social Science Medicine, 15E, 139-144.




118

Wenocur, S., & Belcher, J., R. (1990). Strategies for overcoming barriers to
community based housing for the chronically mentally ill. Community Mental
Health Journal, 26(4), 326-333.

Westbrook, M. T., Legge, V., & Pennay, M. (1993). Attitudes towards disabilities in a
multicultural society. Journal of Social Science Medicine, 36, 615-623.

Wilmoth, G. H., Silver, S., & Severy, L. J. (1987). Receptivity and planned change:
Community attitudes and deinstitutionalisation. Journal of Applied
Psychology, 72, 138-145.

Wolff, G., Pathare, S., Craig, T., & Leff, J. (1996a). Community attitudes to mental
illness. British Journal of Psychiatry, 168, 183-190.

Wolff, G., Pathare, S., Craig, T., & Leff, J. (1996b). Community knowledge of mental
illness and reaction to mentally ill people. British Journal of Psychiatry,
168(191-198).

Wolff, G., Pathare, S., Craig, T., & Leff, J. (1996c¢). Public education for community
care. British Journal of Psychiatry, 168, 441-447.

Wolff, N., & Stuber, J. (2002). State mental hospitals and their host communities:
The origins of hostile public reactions. The Journal of Behavioral Health

Services and Research, 29(3), 304-317.






121

APPENDIX A

New Zealand Government Legislation for Mental Health
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Acts

One of the broader goals of providing community care for people who have a
mental iliness is dependent on their experience of integration into the community.
People with mental iliness are entitled to the rights of full citizenship as is afforded to
other community individuals (Perkins & Repper, 1996). They are also entitled to
expect from their communities tolerance and non-discrimination (Bhugra, 1989).

The legal rights of people with mental iliness have improved and are now
more readily recognised, which possibly will lead to a change in attitude (Ojanen,
1992). However, the majority of people with mental illness are largely unaware of
their rights, and therefore do not exercise them even when it involves direct
discrimination. For example, the right to have the best treatment available and be

apart of a community.

New Zealand Bill of Rights, 1990
The New Zealand Bill of Rights (1990) guides decision-making. It outlines
what needs to be taken into account when interpreting legislation such as that

specific to the mental health consumers.

Human Rights Act, 1993

The Human Rights Act (1993), outlines legislation on discrimination and
points out on certain grounds in which discrimination is prohibited, such as that of
disability. Under the Act, disability includes psychiatric iliness, intellectual or

psychological disability or impairment, and any other loss or abnormally of
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psychological or anatomical structure or function. The Act also provides specific
exclusions that the person seeking to discriminate must demonstrate.

It also inherently says that, that while all mental illness should be treated the
same as other grounds for discrimination, that there are a lot of grey areas, and
therefore room for interpretation and misunderstanding. Consequently, many
people with mental illness would not think of the human rights act 1993 to pursue

complaints (Mental Health Commission, 1997).

Mental Health (Compulsory Assessment and Treatment) Act 1992,

The objective of the Mental Health (compulsory assessment and treatment)
Act 1992 is to provide rights for psychiatric patients who in the past under certain
circumstances and conditions could be subjected to compulsory treatment and
assessment. It aims to protect the rights of those people suffering from mental
disorders in respect to their assessment and treatment and outlines these rights
and the processes for appeal. The mental health act (compulsory assessment and
treatment) 1992, replaced the Mental health act 1969, after review starting in the
early 1980s. The review process was influenced by the decline and closure of large
psychiatric hospitals, the inquiries into Oakley psychiatric hospital, concern for the
rights of the psychiatric patients and affirmation of the Treaty of Waitangi as a

constitutional document (Gamby, 1995).

Health and Disability Commissioners Act, 1994
The purpose of the Health and Disability Commissioners Act (1994) is to

promote and protect the rights of mental health consumers by appointing a
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commissioner to investigate complaints, to establish consumer advocacy services

and to make the code well known to consumers.

Privacy Act, 1994

The privacy Act (1994) has implications for mental health consumers as it
does for everyone else. It is there to ensure that consumer’s rights to privacy are
protected but balanced by a halistic health approach such as support from family

and friends.

Treaty of Waitangi 1840

The Treaty of Waitangi (1840) fundamentally outlines the need to address
cultural values and issues of the Maori people in all areas of health and research.
The main articles of relevance to mental health in the Treaty of Waitangi are articles
two and three. Under Article two the term faonga or things that are highly prised
extends to the health of a person. The article is also important as it stipulates that
the crowns right to govern must be balanced in that they also protect and provide
for the Maori people equal rights and authority over lands, villages, and all other
things precious. In particular, all forms of health. Institutions took away from those
patients of Maori heritage respect for their cultural background, values and belief
systems. It was hoped that community based settings for Maori with mental illness

would allow them to express their cultural identity.
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Community placements

Community placements vary depending on individual patient needs. The
Ministry of Health, has established guidelines for the level of care assigned to an
individual presenting with mental iliness to a district health board mental health
services. Levels of care range from Level four, to Level one, indicating the level of
functioning that a patient presents with. Lower levels are indicative of a higher
functioning patient. New Zealand has 21 district health boards, all of which provide
a mental health service, and include a number of hospital beds for acute care,
forensic, and outpatient services.

Discharge from an inpatient service to outpatient, and outpatient to
independent circumstances involves four main components, (a) patient details. (b)
needs assessment, (c) service arrangements, which include an evaluation and
follow-up treatment plan, and (d) other necessary patient related administration
requirements. The New Zealand Ministry of Health (1993) provides guidelines for the
discharge planning for people with mental iliness from psychiatric hospitals. The aim
of discharge planning is to provide “an ongoing, individualised programme of care
and support which meets the objectively assessed needs of a patient/consumer on
leaving hospital” (p. 1). The discharge plan also addresses “social, cultural,
therapeutic and educational interventions necessary to safeguard and enhance that
person’s health and wellbeing in the community” (p. 1).

Goodhealth Wanganui is the district health board for the Wanganui area.
Wanganui has three inpatient units located on hospital grounds: Te Awhina, Delta
Wing, and Stanford House. Te Awhina, is an acute admitting unit for persons with

mental illness undergoing crisis, many are able to return home after a short stay.
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Other patients are transferred to the Delta Wing, which provides extended care and
intensive rehabilitation (C. McDonald', personal communication, August 29, 2003).
Stanford House is a locked site providing a longer-term forensic service to patients
with mental iliness who are a risk to themselves or others. The highest level of care
and security for the Wanganui community units is level three; those assigned a level
four usually reside in the level three units. The Key worker, usually a registered
psychiatric nurse, works with the patient on a one on one basis most days and is
able to assess their level of needs, and assigns to the patient a level of care (C.
McDonald, personal communication, August 29, 2003). A person assigned a level
three, typically is able to independently shower, dress and may be able to cook for
themselves. However, will need help with for example, medication and motivation to
care for themselves. Level three care has stay over nursing and clinical assistance
staff. A patient assigned as Level two care has similar needs to that of a patient in
level three care however, typically has nursing and clinical assistance provided
during the day. Level one care is characteristic of a person that is able to function
by themselves and live independently, receiving support services rather than
residential housing requirements.

Wanganui has two service providers for community outpatient services,
Wanganui Community Living Trust and Halfways Rehabilitation Services (C.
McDonald, personal communication, August 29, 2003). Wanganui Community
Living Trust has three residential properties providing beds for 12 to 15 people, as

well as running a support service that provides support to patients in their own

' C. McDonald is the Service Coordinator for acute and community mental health at

Wanganui Good Health District Health Board, Wanganui.
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homes (Level one care). Halfways Rehabilitation Service provider has two residential
housing complexes. One complex on Sun Parade consists of five-double units
which house two people each. The second complex on Nixon Street consists of
single units which can house up to 12 people (C. McDonald, personal
communication, August 29, 2003).

Over time the level of care assigned to patients of the mental health system,
has changed. The level of care assigned to patients in Wanganui in1995 is different
from the level of care assigned to patients in Wanganui in 2003. In 1995 the 12
chronically ill patients, that were transferred to the mental health facility in Area 1 of
the present study design (see Chapter Six for more detail), and were assigned to
number seven level of care. Number seven level of care would be the equivalent to

level four care assigned today.






133

APPENDIX C

Questionnaire used in the Present Study
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MASSEY
UNIVERSITY

Information Sheet Private Bag 11222
Palmerston North
New Zealand
Telephone +64-6-356 9099

Community Attitudes Toward Mental Illness e R

FACULTY OF
SOCIAL SCIENCES

—
DEPARTMENT OF
] . 5 i « PSYCHOLOGY
In this study we are interested in your attitudes toward mental illness, and your
feelings about the treatment of people with mental illness in the community. If you
decide to participate in the study you will be asked to fill in a questionnaire which
takes about 20 minutes to complete. You do not have to put your name on the
questionnaire to participate. For this study we would like the person at the residence

who is over 18 years of age and with the next birthday to complete the questionnaire.

The study is being done by Nik Kazantzis who is a graduate student at the Department of
Psychology, Massey University. Nik is being supervised by Dr. Frank Deane who is a Senior
Lecturer at the Department of Psychology.

Everything you write on the questionnaire is confidential and will only be used for the purposes of
the study. A report will be written at the end of the study summarising the findings, but only
group data will be reported and no individual will be identifiable in any reports. A summary of the
findings will be available from the Department of Psychology at Massey University at the
conclusion of the study around February 1996.

Participation is entirely voluntary. If you decide to participate, we would appreciate it if you could
try to answer all of the questions but you have the right to refuse to answer any particular
question.

By completing the enclosed questionnaire and returning it in the postage paid envelope you are
consenting to participate in the study. Please return the questionnaire in the envelope it arrived in,
you do not have to put a stamp on it. If you do not wish to participate, do not complete the
questionnaire.

If you have any questions about this study please feel free to contact Frank Deane or Nik
Kazantzis at the Psychology Department, Massey University, telephone (06) 3569099.

Thank you for your assistance.
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Information Sheet UNIVERSITY
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Palmerston North

. . New Zealand
Community Attitudes Toward Mental Illness Telephone +64-6-356 9099
Facsimile +64-6-350 5673
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SOCIAL SCIENCES
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In this study we are interested in your attitudes toward mental illness, and your

feelings about the treatment of people with mental illness in the community. You may  peyenioer
recall receiving a similar questionnaire approximately one year ago. One of the

preliminary results of that part of the study suggested that those who lived in close

proximity to a residential unit for people with mental illness on average had similar

attitudes toward people with mental illness as respondents who did not live close to a

residential unit.

In this, the second part of the study we want to see whether there have been changes in
peoples attitudes over this time. Even if you did not complete the questionnaire last year,
you can still participate in this part of the study if you wish. If you decide to participate in
the study you will be asked to fill in a questionnaire which takes about 20 minutes to
complete. You do not have to put your name on the questionnaire to participate. For this
study we would like the person at the residence who is over 18 years of age and with the
next birthday to complete the questionnaire.

This part of the study is being done by Dr. Frank Deane who is a Serior Lecturer at the
Department of Psychology, Massey University.

Everything you write on the questionnaire is confidential and will only be used for the
purposes of the study. A report will be written at the end of the study summarising the
findings, but only group data will be reported and no individual will be identifiable in any
reports. A summary of the findings will be available from the Department of Psychology at
Massey University at the conclusion of the study around March 1997.

Participation is entirely voluntary. If you decide to participate, we would appreciate it if you
could try to answer all of the questions but you have the right to refuse to answer any
particular question.

By completing the enclosed questionnaire and returning it in the postage paid envelope you
are consenting to participate in the study. Please return the questionnaire in the postage paid
return envelope supplied, you do not have to put a stamp on it. If you do not wish to
participate, do not complete the questionnaire.

If you have any questions about this study please feel free to contact Frank Deane at the
Psychology Department, Massey University, telephone (06) 3569099.

Thank you for your assistance.



Directions:

The statements that follow are opinions or ideas about mental illness and mental patients. By mental illness, we
mean the kinds of illness which bring patients to mental hospitals, and by mental patients we mean mental
hospital patients. There are many differences of opinion about this subject. In other words, many people agree
with each of the following statements while many people disagree with each of the statements. We would like
to know what you think about these statements. Each of them is followed by six choices.

1 2 3 - 5 6
strongly agree NOt SUre —--------- NOt §Ure ---------- disagree -------- -- strongly
agree but probably but probably disagree

agree disagree

Please circle the number of the choice which comes closest to saying how you feel about each statement. You
can be sure that many people, including doctors, will agree with your choice. There are no right or wrong
answers: we are interested only in your opinion.

1. Nervous breakdowns usually result when people work too hard............... 1 2 3 4 5 6
2. Mental illness is an illness like any Other........coiecereccieniesssnissssnnnssssnenines 1 2 3 - 5 6
3. Most patients in mental hospitals are not dangerous............ciiniinicnnas 1 2 3 4 ) 6

4. Although patients discharged from mental hcsp:tals may seem all nght,

they should not be allowed to marry... A AR BN e RS LN 1 2 3 4 5 6
5. If parents loved their children more, there would be less mental illness....... 1 2 3 4 5 6
6. Itis easy to recognise someone who once had a serious mental illness........ 1 2 3 - 5 6

7. People who are mentally ill let their emotions control them: normal people
33115117 1 L e RO P 1 2 3 4 5 6

8. People who were once patients mental hospitals are no more dangerous
than the BVETREE CIHZRI. .. iareiersvrssssssssssssasgississnsssionsiisssnsssbasmansesstsvass 1

o
W
ES
W
=

9. When a person has a problem or a worry, it is best to think about it, but

keep busy with more pleasant things.......ccccovvmns s, 1 2 3 B 5 6
10. Although they usually aren’t aware of it, many people become mentally

ill to avoid the difficult problems of everyday life.........ccooeeiiiiiiinnninan 1 2 3 4 5 6
11. There is something about mental patients that makes it easy to tell

thisi oth uotmal peoPle.avmicsamsninmmiimmsin i G 1 2 3 - 5 6
12. Even though people in mental hospﬂ;als behave in ﬁmny ways, it is

wrong to laugh about them... 1 2 3 4 5 6
13. Most mental patients are Willing to WOrK.........cunmimieinincsssnininnns 1 2 3 4 5 6

14. The smal] children of people in mental hosplta]s should not be allowed
to visit them... G 1 2 3 4 5 6

15. People who are successful in their work seldom become mentally ill.......... 1 2 3 4 5 6



1 2 3 4 5

strongly agree NOt SUre ~====nmnns Nnot SUre =--=-=---- disagree
agree but probably but probably
agree disagree
16. People would not become mentally ill if they avoided bad thoughts........ 1
17. Patients in mental hospitals are in many ways like children........c.ccoueu. 1

18. More tax money should be spent in the care and treatment of people
with severe mental illness.........ouuveninnne 1

19. A heart patient has just one thing wrong with him, while a mentally ill
person is completely different from other patients.........ocviinnminninn 1

20. Mental patients come from homes where the parents took little
interest in their children.... S S A S SN NN TSR NORAS 1

21. People with mental illness should never be treated in the same
hospital with people with physical 11I088S.....co.ccvereuimerssrennensissasesssinens 1
22. Anyone who tries to better himself deserves the respect of others.............. 1

23. If our hospitals had enough well-trained doctors, nurses, and aides,
many of the patients would get well enough to live outside the hospital...... 1

24. A woman would be foolish to marry a man who had a severe mental
illness, even though he seems fully recovered.........cvnnminnii 1

25, If the children of mentally ill patients were raised by normal parents,
they would not become mentally ill.........ccviinrivrimmnime s, 1

26.

=

People who have been patients in a mental hospital will never be
their 1 SETVEE AZAM«.yusciusssmmsasssism sransinesnmnisstosrormssmmmasyssisamiviasssanissayess 1

27. Many mental patients are capable of skilled labour, even though
in some ways they are very disturbed mentally.........ccovivinviieniinsnvnnnsinns 1

28. Our mental hospital seem more like prisons than like places where
mentally ill people can be cared for.......cm i 1
29. Anyone who is in a hospital for a mental illness should not be allowed to vote. 1

30. The mental illness of many people is caused by the separation or

divorce of their parents during childhood........cc.ciiviiiinnnninn 1
31. The best way to handle patients in mental hospitals is to keep

e Belitid 1OOKEA OIS .. coorrsrmmnesmmomssssssspmmamssssmmnsatmssssssrsmrasnassyss musstraase 1
32. To become a patient in a mental hospital is to become a failure in life....... 1

33. The patients in mental hospitals should be allowed more privacy.............. 1
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strongly
disagree

un



1 2 3 E 6
strongly agree Nnot SUre ---------- not sure ---------- disagree ---------- strongly
agree but probably  but probably disagree

agree disagree
34. If a patient in a mental hospital attacks someone, he should be

punished so he doesn’t do it agaiN......ciiuieeiiminisis s e 2 4
35. If the children of normal parents were raised by mentally ill parents,

they would probably become mentally ill..........ccccniiiiiniininiinin. 2 4
36. Every mental hospital should be surrounded with a high fence and guards. 2 4
37. The law should allow a woman to divorce her husband as soon as he

has been confined in a mental hospital with a severe mental illness............. 2 4
38. People (both veterans and non-veterans) who are unable to work

because of mental iliness should receive money for living expenses........... 2 4
39. Mental illness is usually caused by some disease of the nervous system.... 2 4
40. Regardless of how you look at it, patients with severe mental illness

are no longer really human............... LT LT EA 2 4
41. Most women who were patients in a mental hospital could be

trusted as baby sitters 2 4
42. Most patients in mental hospitals don’t care how they 100K........ccoemvinnnns 2 4
43. College professors are more likely to become mentally ill then

are DUSMess BB i miceii it e et 2 B
44, Many people who have never been patients in a mental hospital

are more mentally ill than many hospitalized mental patients............coceeue 2 4
45, Although some mental patients seem all right, it is dangerous

to forget for a moment that they are mentally ill.......ccoocvciinnns e 2 4
46. Sometimes mental illness is punishment for bad deeds........co v 2 4
47. Our mental hospitals should be organized in a way that makes

the patient feel as much as possible like he is living at home.........ccocvenneve. 2 4
48. One of the main causes of mental illness is lack of moral

strength or will pPOWer.....cvveniinees 2 4
49, There is little that can be done for patients in a mental hospital

except to see that they are comfortable and well-fed........cccovemvriicniiiannns 2 4
50. Many mental patients would remain in the hospital until they

were well, even if the doors were unlocked. ..o veriiiinessienisnsinninnnes 2 4
51. All patients in mental hospitals should be prevented from

having children by a painless operation.......... 2 4

New Directions:

T



The statements that follow are opinions or ideas about people with mental illness. There are many differences
of opinion about this subject. In other words, many people agree with each of the following statements while
many people disagree with each of the statements. We would like to know what you think about these
statements. Each of them is followed by six choices.

1 2 3 4 5 6
strongly ==----mu-- AZIEE -=-nmmmuen  NOL SUIE =-mommmmen not SUre —--------- disagree ---------- strongly
agree but probably but probably disagree

agree disagree

Please circle the number of the choice which comes closest to saying how you feel about each statement. You
can be sure that many people, including doctors, will agree with your choice. There are no right or wrong
answers: we are interested only in your opinion.

52. | would feel comfortable going out in public with

people with mental ilINess.......ccoevmiiimim s 1 2 3 4 5 6
53. [ feel knowledgeable about people with mental i1Iness. ....c.vvererersrarecnieas 1 2 3 4 5 6
54. 1am grateful that I do not have the burden of a mental illness..........cvuvee 1 2 3 L 5 6
55. 1 would feel comfortable looking a person with a mental illness

SRR DB HACE . o rsmsrpromasssssmsmusnasestamsarsssssv e ey s anss sy Tmsosbangesy 1 2 3 4 5 6
56. If I was with people with mental illness I would not be able to

help Staring at theml.......cvceiisresesinnissnins s 1 2 3 4 5 6
57. 1am aware of the problems that people with mental illness face............... 1 2 3 4 5 6

58. If I was with people with mental illness 1 would feel okay

about My 18K 0F 11NESS...ciiirer i asas 1 2 3 4 5 6
59. 1 would feel frustrated being with people with mental illness

because I wouldn’t know how to help.....coc i s 1 2 3 4 ) 6
60. After frequent contact with a person with mentally illness, [ would

just notice the person and not the i1INEss........ovrrevmnesser e 1 2 3 4 5 6
61. Contact with people with mental illness would remind me

of my own vulnerability............. 1 2 3 4 5 6
62. 1 feel sorry for people with mental ilIN@ss.....covvivvrnnmrssisnns 1 2 3 4 5 6
63. Being near people with mental illness would make me

L R T T T e W S S e e 1 2 3 4 5 6
64. If I was with people with mental illness I would feel

comfortable and relaxed...........ovnimii T 1 2 3 4 5 6
65. [ dread the thought that I could eventually end up like

people with mental illness........cocoinnnmionm s, TR i 2 3 o+ 5 6

66. If I was with people with mental illness I would feel
unsure because [ wouldn’t know how to behave.........ccccccrvvernnens oS 1 2 3 4 5 6



67. 1 feel ignorant about people with mental illness..........ccovvvinininaiininin 1 2 3 4 5 6

68. I would feel uncomfortable and find it hard to relax with

people-with mental IHNees. .. anmmsmsmmaimmmiims i 1 2 3 4 5 6
69. 1don’t pity people with mental ilIness........oviiiiiini . 1 2 3 4 5 6
70. 1 feel overwhelmed with discomfort about my lack

of mental illness... 1 2 3 - 5 6
71. 1 would tend to make contacts only brief and finish them as

quickly as possible with people with mental illness.........cociiienieiininns 1 2 3 4 5 6
72, How old are you? years
73. What gender are you? (please circle the number) 1. male 2. female
74. Are you aware that a residential unit for people with mental illness is being proposed at Castlecliff? 1. yes 2.no

75. To what extent do you agree with the placement of the proposed unit at Castlecliff? (please circle the number)

1 2 3 4 5 6
strongly agree not sure not SUre ==---=--- disagree ---------- strongly
agree but probably but probably disagree
agree disagree
76. In general, how much direct contact have you had with people with mental illness? (please circle the number)
1 2 3 4 5
not at all rarely moderately often extensively

77. With which ethnic group do you most closely identify? (please circle the number)

1. European / Pukeha 2. Maori 3. Asian 4. Pacific Islander 5. Other (please specify)

78. What is your occupation?

79. What is your annual income? (please circle the number)
1. Nil income or loss 2.81 - $5,000 3. §5,001 - $10,000 4.$10,001 -$15,000  5.$15,001 - 20,000
6. $20,001 - 830,000 7. 830,001 - 40,000 8. $40,001 - $50,0009. $50,001 and over

80. If you are willing for us to send you a similar questionnaire at a later date, please write your name and address below.
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APPENDIX D

Map of Targeted Areas 1, 2, 3
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APPENDIX E

Comparison Table of 1991, 1996, and 2001 Income and Demographic Data

(Statistics New Zealand)



Table 11. Socio-economic Characteristics of Income Per Area (1991, 1995, 1996)

149

Income 1991 Census Data
Annual income ($) Area 1 Area 2 Area 3
Nil or Loss 5.4% 3.4% 3.7%
1,000 - 10,000 36.6% 36.8% 37.8%
10,001 - 20,000 33.0% 28.8% 33.6%
20,001 - 40,000 18.4% 23.1% 18.7%
40,001 and over 1.7% 3.6% 1.6%
Not specified 4.9% 4,3% 4.6%

1995 Survey Data
Nil or Loss 0% 0% 1.9%
1,000 - 10,000 23% 11.8% 13.2%
10,001 - 20,000 21% 25.5% 28%
20,001 - 40,000 31% 25.5% 28%
40,001 and over 4% 7.8% 11%
Not specified 21.2% 19.6% 13.2%

1996 Survey Data
Nil or Loss 0% 7.3% 3.8%
1,000 - 10,000 28% 12.2% 17.3%
10,001 - 20,000 20.5% 29.3% 38.5%
20,001 - 40,000 33.3% 36.6% 21.2%
40,001 and over 5.1% 7.3% 11.5%
Not specified 12.8% 7.3% 7.7%

Note Adapted from Statistics New Zealand (1991) census information for Taranaki’Manawatu-
Wanganui region.
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Table 12. Population Count (1991, 1996, 2001)

Population Count

Area 1991 1996
Area 1 1, 542 1,473
Area 2 3, 303 3, 393
Area 3 2,052 2,025

Note Adapted from Statistics New Zealand (1991) census of population and dwellings for
Taranaki/Manawatu-Wanganui region,
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APPENDIX F

Statistical Assumptions of MANCOVA
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Assumptions of MANCOVA

Before proceeding with MANCOVA, a number of assumptions need to be
met. Assumptions of MANCOVA require assessment of, unequal samples sizes and
missing data, multivariate normality, and linearity, outliers, homogeneity of variance-
covariance matrices, homogeneity of regression, reliability of the covariates, and
lastly multicollinearity and singularity.

Reliability of the covariates was assessed by using the multiple-regression
analysis of the covariate variables, as covariates that are not reliable can increase
either type | or type Il error, as well as lead to loss of statistical power (T: abachnic_k &
Fidell, 2001). Power is the probability that type | or type Il error will not occur, and is
dependent on sample size (Coolican, 1999).

A number of unequal sample sizes were found on observation of the cell
frequency counts (e.g., area, contact, and awareness, among gender, age and
ethnicity, see Table 1). When there are more dependent variables than cell cases
the power of the analysis is lowered, increasing the likelihood of a non-significant
multivariate F (Tabachnick & Fidell, 1996). A low cases-to-DVs ratio requires that
MANCOQVA, as an analytic strategy, must be discarded as the assumption has been
violated. The more dependent variables and greater discrepancy in the cell sample
sizes, increases the likelihood of a distortion in alpha levels (Tabachnick et al.,
2001). If cells with larger sample sizes produce larger variances and covariance’s,
then the alpha level is conservative allowing for null hypotheses to be rejected with
confidence. However, if cells with smaller samples produce larger variances and

covariance’s then the significance test becomes to liberal (Tabachnick et al., 2001).
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Homogeneity is affected when MANCOVA is applied to a number of
dimensions. Multiple dimensions cause a decrease in sample cell size often
producing unequal cases (Tabachnick et al., 1996), as is the case in the present
study, where attitudes were measured across three locations and over two time
periods producing a minimum of a 2 x 6 design, that is further divided by the
covariate variables.

A test of multivariate normality was carried out to test the significance of the
unequal sample sizes. Another test often used it Box’s M, however due to the
sensitivity of this test, multivariate normality was used to test for the robustness of
the MANCQOVA procedure in the case of unequal sample sizes in the present data
(Tabachnick et al., 1996). Results from multivariate normality indicate that the
assumptions of MANCOVA are not met using the present study data. Cases in
some cells were below a recommended number of 20 (Tabachnick et al., 1996), as
well as lower than the number of DVs used in the present study. The use of

MANCOVA was therefore discarded in preference of ANCOVA.






