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Abstract Despite their potential significance for public policy and health provision in differ-
ent societies, popular conceptualizations of and social responses to severe psychiatric illness
remain relatively unexamined. Two general research procedures may be identified: (1) the an-
thropological approach uses ethnographic methods to look at explicit categorizations, and (2)
the sociological approach employs quantitative survey methods to examine the public ’stigma’
of psychiatric illness. This article reviews methodological and conceptual approaches to the
study of stigma and describes the development of an ethnographically grounded questionnaire
to examine ’stigmatization’ from data in different cultures. The difficulties of achieving cross-
cultural comparability of meaning are discussed and the psychometric properties of the instru-

ment are presented.
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There is some evidence that understandings of illness and
the consequent social response may determine the prognosis
of severe mental illness, independently of any recourse to
medical treatment. Indeed, it is now generally accepted that
schizophrenia has a better prognosis in some developing
countries that in urban industrialized societies (Cohen,
1992). ! The smaller proportion of ’poor outcome’ patients
in some developing countries found in the WHO Interna-
tional Pilot Study of Schizophrenia and the Determinants of
Outcome Study (Sartorius et al., 1986), have been explained
in terms of the impact of differences in attributing individual
responsibility for illness (Cooper & Sartorius, 1977; Warner,
2004) and different concepts of personal identity (Horwitz,
1982). The value placed on the autonomous individual
in industrialized, largely western, cultures has been said
to accentuate the social extrusion of chronic psychiatric
patients who assume personal responsibility for their illness,
and this then makes for a worse prognosis.

Warner (2004) proposed that the course of schizophrenia
is related to gender roles, class and social identity, and to
labour dynamics. More specifically, unemployment of the
mentally ill in capitalist economies leads to a loss of self-
esteem, status and independence. In developing societies, the
mentally ill individual is less likely to be extruded because
of a graduated accommodation of work to ability. Others
have argued that non industrialized societies are simply more
cohesive, with clear social roles, independent of personal
choice, and have categorizations of illness that attribute an
external causation to the illness (Waxler, 1979). Nuclear (and

thus western) families are said to be less accepting of mental
illness than are extended families (El-Islam, 1979; Lefley,
1990). Cooper and Sartorius (1977) suggested that in nonin-
dustrialized societies the environment for schizophrenic pa-
tients is, ’supportive and tolerant and [with] little risk of
prolonged rejection, isolation, segregation and institution-
alisation.” The patterns of immediate family response to
schizophrenia that predict a poorer outcome within western
societies may also explain this difference in prognosis be-
tween societies as a whole (Leff et al., 1987).

Response and Causation

Horwitz (1982), following Gove and Howell (1974),
makes a useful distinction between psychiatric models of
stigmatization — in which societies respond by extrusion to
the independently existing symptoms of an underlying dis-
ease process, and hence the popular conceptualizations may
be judged true or false (e.g., Pilgrim & Rogers, 2005; Sar-
torius & Schulze, 2005; Siegler & Osmond, 1974; Vergh-
ese, 1974; Wing, 1978); and the sociological or labelling
model in which the illness is itself understood as an outcome
of the individual’s response to a culturally variable percep-
tion of minor deviance, which then shapes this deviance in
the direction of a conventionally accepted disease category.
2 Some sociological interpretations place particular empha-
sis on the social process of labelling itself (Link & Phelan,
2001; Scheff, 1974), others stress the way individuals make
their identity through or against such ascriptions and extru-
sions (Eaton & Weil, 1955; Estroff, 1981; Goffman, 1970;
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Langness & Levine, 1986; Link, Struening, Neese-Todd, As-
mussen, & Phelan, 2001; Ritsher & Phelan, 2004).

Whatever the more general cultural and historical influ-
ences on local responses to psychiatric illness, it is at the
level of individual conceptions of illness (or ’deviance’),
in its experience, recognition and immediate consequences,
both social and intrapersonal (Ritsher & Phelan, 2004), that
we are likely to find a link between broader economic and
cultural meanings and the immediate consequences of iden-
tified illness (Crisp, 2004; Haghigat & Littlewood, 1995).

There are, however, few direct cross-cultural comparisons
of local recognition of illness. These studies usually devise a
measure of a western attitudinal construct such as ’stigma-
tization’ and then use translated versions of the measure,
assuming some comparability of meaning (Askenasy, 1974;
Hunt & McKenna, 1991). An exception is the cross cultural
study of Wig and his colleagues, which used vignettes in
three developing countries (Malhotra & Wig, 1975; Wig et
al., 1980).

To these methodological approaches, we may counter-
pose ethnographic (Littlewood, 1990) and historical meth-
ods (Fabrega, 1991). Whereas sociological research is usu-
ally carried out in western countries, with standardized ques-
tionnaires to evaluate artitudes to named categories, ethno-
graphic approaches are more commonly used in Third World
countries, and usually aim to describe the shared concepts
held by a particular community (Weiss, Jadhav, Raguram,
Vounatsou, & Littlewood, 2001). The methodologies are
not mutually exclusive: sociologists have employed ethno-
graphic approaches in western societies (Goffman, 1970), as
have anthropologists (Estroff, 1982; Scheper-Hughes, 1979,
1987); and anthropologists and psychiatrists can use previ-
ously gathered descriptive and clinical data as the basis for a
later questionnaire study of a larger population (Ben-Tovim,
1987; Wagner, Duveen, Themel, & Verma, 1999; Waxler,
1976).

Ethnographic Approaches

Although the distinction between ’conceptions of psychi-
atric illness’ and ’response to psychiatric illness’ has some
heuristic value, it begs the question of actual causation. Even
at the pragmatic level of devising questionnaires and rating
scales it is not easy to say whether the question is concerned
with existing ideas about the ’nature’ of psychiatric illness
itself or with strategic attitudes to identified psychiatrically
ill individuals (Jenkins, 1988). Ethnographically, the distinc-
tion may be relatively arbitrary but most studies tend to em-
phasize one or other position.

Anthropological accounts have concentrated on under-
standings of psychiatric illness (or analogous patterns) within
the general field of local values and social structure (for re-
views see Kleinman, 1988; Littlewood, 1990; Marsella &
White, 1982), frequently within the longstanding tradition

of cultural relativism with regard to psychopathology (Bene-
dict, 1934). Using a broad framework drawn from medical or
cognitive anthropology, they have examined the terminology,
nosologies and logical structure of local ethnomedicines,
how these relate to other key local cultural concepts, clas-
sifications of illness, gender, human action and the natu-
ral world, and what notions of the person, theodicy, moral
choice and contingency they evoke (Cheung, 1987). * Such
studies traditionally examine a well-known small-scale pop-
ulation; they are concerned not with cross-cultural compar-
ison, but with local meaning. Unlike health policy or psy-
chiatric studies, they do not start from a diagnostic construct
(e.g., schizophrenia) as the given independent variable and
then assess local understandings of it, but examine the broad
field of commonsense concepts from which patterns that re-
call the psychiatrist’s field of interest may emerge. From the
anthropological perspective, it is not legitimate to make the
distinction between the illness (biomedically explained) and
its prognosis (sociologically explained) (Littlewood, 1990).

On the vexed question of *Are psychiatric illnesses uni-
versally recognized?’ the consensus seems that something
akin to chronic schizophrenia is recognized as a distinct and
undesirable state, usually but not always aligned to a more
general category recalling physical illness, and that it is char-
acterized primarily by continued unintelligibility (Horwitz,
1982; Littlewood, 1990; but see Radden, 1985). In both
Trinidad and Boston (USA), relatives of the ill person re-
spond especially to altered appearance and inexplicable ac-
tions, and they rate these as the most disturbing (Littlewood,
1988; Scheper-Hughes, 1987). Patterns recalling (and in this
type of study we cannot presume identity with) the medical
concepts of acute psychosis, mental handicap, personality
disorder or neurosis may be understood in a variety of ways:
as moral choices, antisocial behaviour, *physical’ or ’psycho-
logical’ illnesses or simply as points located on a spectrum
of possible everyday action and experience.

The analytical schemata applied to such understandings
may be quite diverse: “'modern’ or ’traditional’ ideas (Little-
wood, 1988; Orley & Leff, 1972; Waxler, 1976), naturalis-
tic’ or ’personalistic’ aetiology (Foster, 1976), ’instrumen-
tal’ or ’ultimate’ causality (Feinberg, 1990; Littlewood &
Dein, 1995), ’indexical’ or ’referential’ notions of the per-
son (Gaines, 1982), or simply a quantitative approach that
can sometimes avoid anything like an etic/emic dichotomy
(Eisenbruch, 1990).

Townsend (1978) has argued from cross-cultural studies,
which included both psychiatrists and lay people, that lo-
cal commonsense conceptions in any society may shape the
practical professional response more than the explicit psychi-
atric theory. Ramon (1985), Sedgwick (1982), and Warner
(2004), using historical data, have all proposed that popular
and professional categorizations alike are a function of wider
changes in notions of moral order. Western notions of psy-
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chiatric illness, as determined by questionnaire interviews,
seem relatively unstable over short periods (Murphy, 1976;
Persaud, 1991), but it is difficult to identify the specific fac-
tors associated with changes in public opinion, whether these
are particular health education programmes, general shifts
in conceptualizing or empathizing with deviant and unusual
patterns, changing prognosis, or just increasing familiarity
with patients (Crisp, 2004). McLean (1990) has argued that
relatives’ understanding of schizophrenia has recently shifted
from a notion of family causation to a *biomedical’ model.
This is generally presumed to lead to a less stigmatizing re-
sponse (Crisp, 2004; but see Benning, O’Leary, Avevor, &
Avevor, 2006).

In certain East African societies in the 1960s, a ’natural-
istic’ explanation went with expectations of a poor progno-
sis, an ’ultrahuman’ explanation with expectations of a bet-
ter prognosis (Edgerton, 1966). In Britain and Hawaii, also
in the 1960s, the reverse was observed (Askenasy, 1974). It
is uncertain how much such local ethnomedical categories
in themselves actually predict the observable community re-
sponse. In rural Botswana, madness is more likely to be
seen as caused by sorcery than is epilepsy, and less likely
to be seen as ’contagious’ (and hence presumably less likely
to be seen as 'physical’); yet western biomedical treatment
is more likely to be sought for schizophrenia than epilepsy
(Ben-Tovim, 1987). Nor does what people say they know, or
do, necessarily accord with what they do in actual situations.
Thus, in India, China, Ireland and elsewhere (Chiu, 1981;
McDaniel, 1989; Scheper-Hughes, 1979), one can certainly
find distinct oral and written traditions which place a ’posi-
tive’ value on insanity but it is uncertain whether this results
in a more general empathy with, or refusal to extrude, iden-
tified patients. Conversely, in Trinidad, a generally elicited
rejecting notion of madness may be rather more benign in
actual practice (Littlewood, 1988). Whereas in Hawaii, seri-
ous psychiatric illness is seen as the intelligible result of so-
cial factors, there is still considerable distrust of the patient;
in the UK the reverse is true (Askenasy, 1974). Concepts
recalling the English word insanity, such as pagol (Bengali)
or pissu (Sinhalese), may carry with them some notion of
eccentric but meaningful value, but this may be no more than
a common but weak’ connotation, akin to bad in African
American English or crazy in British English (Littlewood,
1991a). Such terms have to be considered in actual use: in
one situation analogues of insane or mad may refer to subjec-
tive experience, in another to observed behaviour. It seems
plausible that the subjective connotation is associated with
less social extrusion in practice.

Limitations of examining elicited taxonomic construc-
tions alone, along with doubts about their primacy in deter-
mining observed social response, have led to the use of more
situationally grounded studies (White, 1982). Instead of ask-
ing "How would you distinguish pagol from fits?’, more re-

cent studies employ inferential logic: *What other illnesses
are caused by these inappropriate family relations? What
would you do next for that person given those alternatives?
What would make you choose otherwise?” Using vignettes
or named categories, one can obtain a hierarchy of resort to
different agencies, lay, popular and professional (Kleinman,
1988). Given the interrelationship of elicited conceptualiza-
tions (Marsella & White, 1982), attitudes to hypothetical pa-
tients and situations (Edgerton, 1969; Horwitz, 1982), recog-
nition of patients in actual situations (Clausen & Yarrow,
1955), and the practical contingencies of available social val-
idations and reframings, support systems and therapeutic op-
tions (Jenkins, 1988), it is difficult to examine simply ’local
theory,” 'recognition’ and ‘response’ as discrete. Conversely,
working back from identified patients in psychiatric settings
to examine choices about their pathways into care misses the
immediacy of actual decision making that could clarify why
certain individuals enter a psychiatric pathway while others
do not. However, the conventions of anthropological field-
work — intensive studies of small-scale communities — sel-
dom allow for more than a handful of instances to be ob-
served (Littlewood, 1988). In practice, knowledge of local
ideas is derived from anecdotes, hypothetical scenarios and
open-ended questions along the lines of "How would you rec-
ognize...?’

Unless named ’universal’ (efic, in this instance, psychi-
atric) categories are used in such studies, it is difficult to
place immediate practical decision making in a standardized
framework susceptible to cross-cultural study. Anthropol-
ogy, like other interpretative social sciences, can be faulted
for generalizing from local accounts (Littlewood, 1990). The
use of a limited number of key informants can restrict the ac-
tual number of options recognized in a pluralistic system to
certain strategies known to, or preferred by, informants. Even
using a vignette in cross-cultural studies of attitudes to psy-
chiatric illness assumes, as does the "psychiatric model,’ that
this description has some primacy that can be generalized
across societies without too much loss of meaning. The as-
sumption that such questions can be asked with comparable
meaning across cultures has been criticized for psychiatric
and psychological patterns defined as separately existing en-
tities, even those with a biological component, both in psy-
chiatry (Kleinman, 1988) and psychology (Shweder, 1991).
To generalize about local conceptions and responses in a sim-
ilar way is even more doubtful — similar to drawing general
cross-cultural conclusions about *marriage’ or ‘religious be-
lief.” This is not to argue that any attempt at a cross-cultural
comparison is invalid; merely that the limitations of any such
methodology have to be born in mind: any question we can
ask in different languages, in different societies and under
different economic assumptions, will inevitably transform lo-
cal meanings, social context and political process. Any com-
parative attempt will single out that which does appear to
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be translatable or transferable across cultures, and will thus
emphasize the apparently universal over the diverse.

Stigmatization and Sociological Approaches

The most obvious point of departure for practical cross-
cultural comparison might seem to be the idea of ’stigma’
(Byrne, 2001; Crisp, Gelder, Rix, Meltzer, & Rowlands,
2002; Porter, 1998). Following its classical Greek denotation
as the external marks by which slaves and criminals could be
recognized, stigma presumes, however, the external mark-
ing of an illness or other identified condition rather than any
complex conceptualization of it. Another difficulty is that
the term carries with it certain specific sociological assump-
tions about illness causality, which derive principally from
labelling and deviancy theory. In these theories, the external
marking actually determines the illness.

In both usages, stigma carries with it certain assumptions
about shared moral values and the nature of illness (e.g.,
Ainlay, Becker, & Coleman, 1986; Goffman, 1970). The
sociological idea of stigma developed as part of a contin-
uing twentieth-century debate about the status of the men-
tally ill in western society, in particular in the USA. Orig-
inating in the Mental Hygiene Movement’s ideas of mental
health in terms of self-sufficient autonomy articulating en-
trepreneurial values (Davis, 1938), a large number of public
’mental health’ programmes have promoted personal respon-
sibility for psychiatric illness, encouraging recognition of it
and early recourse to psychiatric services (Clausen, 1981), an
approach now termed ’primary prevention’ (Caplan, 1964;
Swift, 1980). Programmes of ’positive mental health’ have
emphasized autonomy, self-actualization and ’environmen-
tal mastery’ (Jahoda, 1958). The American medicaliza-
tion of child-rearing, social dissent, strikes and revolution-
ary movements (Davis, 1938) may be less salient recently,
but an emphasis on public education in parenting, adoles-
cence, sexuality and delinquency as issues of ’health edu-
cation’ has continued (Price, Ketterer, Bader, & Monahan,
1980). These assume that even severe psychiatric illness
can be actively prevented, or at least dramatically limited
(’secondary’ and ’tertiary’ prevention) by educating a pub-
lic whose views on mental illness have been identified as
’a patchwork of half-truths...fallacies and inconsistencies’
(Cumming & Cumming, 1955). Eliding what one might
distinguish as the ethical, the medical and the educational,
popular understandings of illness have been read as simply
perverse and untrue, a consequence of ’fear, ignorance and
guilt’ (Cumming & Cumming, 1955).

There are now a large number of empirical studies of atti-
tudes to the mentally ill in the USA which examine how the
public perception of their presumed violence or other antiso-
cial patterns, or their gender, class, social and personal dis-
tance, affect the social response to an identified illness, limit-
ing the autonomy of the individual (Clausen, 1981; Crocetti,

Spiro, & Siassi, 1974; Freeman & Simmons, 1961; Holling-
shead & Redlich 1958; C.M.U. Maclean, 1967; Nunnally,
1961; Persaud, 1991; Price et al., 1980; Schwartz, Myers, &
Astracian, 1974; Whately, 1959). Similar studies have been
conducted in Britain (for reviews see Crisp, 2004). Even so-
cial scientists critical of current psychiatric practice retain a
distinctly moral perspective: with *goodwill and human de-
cency’, an ’enlightened practice of public psychiatry’ can be
achieved (Scheper-Hughes, 1987), providing ’treatment that
will facilitate the richest quality of life, foster the most au-
tonomy and self-esteem’ (Estroff, 1982). Such contempo-
rary critiques of ’stigmatizing’ popular and medical attitudes
still assume that acceptance of the mentally ill individual as a
moral being is the same as, or at least is closely related to, the
alleviation of the psychiatric illness as determined biomedi-
cally; hence, the common assumption that the better progno-
sis of schizophrenia in the Third World can be attributed to
less stigmatization (Estroff, 1982; cf. Cohen, 1992).

In perhaps the most well-known popular sociological
work, Goffman (1970) defined stigma as, 'the situation of
an individual who is disqualified from full acceptance’. Tak-
ing an approach akin to that of deviancy theorists like Scheff
(1974), he suggested we distinguish between ’actual so-
cial ability’ (one’s real, objectively perceived, social com-
petence) and ’virtual social identity’ (one’s competence as
ascribed by fellow members of one’s culture). Although
this distinction makes pragmatic sense when the sociological
observer’s distinction between naturalistic and per sonalis-
tic attributes closely follows commonsense western ideas, as
with physical disability, it becomes more problematic with
psychiatric illness, unless we take the ’psychiatric model’
(Horwitz, 1982) in its ’strong’ form — where psychiatric ill-
ness is primarily understood as a natural category indepen-
dent of social contingencies (Littlewood, 1991a). Is a person
schizophrenic or do they have schizophrenia? For most psy-
chiatrists and lay people it is difficult here to distinguish the
two, making psychiatric illness a suitable subject for socio-
logical deviancy theory, while generating a continuing jural
and public debate on the rationality and moral competence
of the psychiatric patient (Radden, 1985).

Even with recognizable biological difference or physical
disability, Goffman’s distinction between ’actual’ and ’vir-
tual’ social identities is not always easy to perceive, given
that he describes how individuals always modify both their
public and private selves through such strategies as ’expos-
ing’ or ’covering up’: the very distinction reverts back to
our Cartesian and Kantian distinctions between ’the natu-
ral’ and ’the social/ psychological’ (McLean, 1990; Rorty,
1980). We can employ the notion of stigma, however, not
as an actual relationship between ’real’ and ’perceived’, but
as a convenient term for the sort of devalued identity which
mental health programmes argue makes for a poorer progno-
sis in illness through social invalidation (Price et al., 1980),
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and of which patients themselves are quite aware (Scheper-
Hughes, 1987). Horwitz (1982) terms this approach a ’social
control model” but it is perhaps more appropriately termed
a ’social response’ or simply a ’descriptive’ account rather
than a model of illness.

’Stigmatization’ certainly may be a western sociological
term, but one that has now passed into the accepted lan-
guage of public policy debates and indeed into personal self-
reflection. Whether it has any prognostic significance as a
variable in psychiatric outcomes is uncertain. If we take it
as measure of western notions of self-actualization and indi-
viduation, its local recognition may actually go along with
a worse prognosis (Cooper & Sartorius, 1977). Murphy
(1982) goes so far as to argue that the values of ’positive
mental health,” which have informed many of the American
and WHO programmes on health education, are those which
can be identified most readily in societies with high rates of
reported psychiatric illness. The concept of ’stigma’ may,
however, be related to such more general values as ’toler-
ance’ and ’acceptance’. Again, this may not necessarily lead
to a better psychiatric outcome in situations where recourse
to medical treatment is not popularly recognized as useful.
Indeed, if readiness to accept treatment is an aspect of *west-
ern’ ideas of autonomy, then ’treatment’ may be associated
with a worse prognosis because of associated nonbiomedical
factors.

Development of a Stigmatization Questionnaire

Objections to a comparative study of social reactions to a
defined category (like those to determining a category itself
across cultures) are based on the reasonable ground that they
are premature until we have more basic information about
how categories are generated locally within their full context
of meaning. However, the question of validity is not simply
about the "nature’ of such units, but about how they are used
and interpreted. The project described here is to be taken
then, not as an attempt to deter mine the ’nature’ or level of
stigmatization as an actual practice, but as a starting point to
examine pragmatic questions that bear on the acceptability
of current western notions of mental health.

A Working Definition of Stigma

The working definition of ’stigma’ in the collaborative
project described here is descriptive, derived from the re-
cent sociological and mental health literature (Clausen, 1981;
Davies & Morris, 1989; Goffman, 1970; Link & Phelan,
2001; Scheft, 1974; Spitzer & Denzin, 1968), but it follows
Horwitz (1982) in minimizing any aetiological assumptions:

The perception of a response to people who
have the particular characteristic under study
(here psychiatric illness) which restricts them to

a lesser participation in everyday civil and fam-
ily life than others, and which devalues them
as of lesser moral or social worth. Such at-
titudes and responses are manifest in personal
relations through avoidance, segregation, extru-
sion from the family and public participation, or
punishment; while they may be manifest implic-
itly or explicitly in official policies or custom-
ary assumptions. Stigma may be represented in
particular notions of contagion, violence, attrac-
tiveness, incompleteness, sexuality, heredity or
through other ideas. These may be developed
more formally in popular systems of medicine,
psychology or ethics.

Although derived directly from western academic think-
ing and assumptions, and encompassing both the psychiatric
emphasis on extrusion, and the sociological emphasis on a
devalued identity, the definition attempted to attain a fair de-
gree of cross-cultural resonance. While dealing with moral
values it avoided the sort of explicit criticism of public re-
sponses common in the sociological and health policy lit-
erature ("negative’, ‘moralistic’, "harsh’: e.g., Beiser et al.,
1987). Nevertheless such terms as ’devalued’ and ’extru-
sion’ retained some evaluative loading, which was unavoid-
able without recourse to sociological terms that might be in-
comprehensible to many of the project’s respondents.

The working definition assumes some abstracted idea of
full moral, legal and customary status, independent of vari-
ations in caste, class, gender, economic power, etc. Such
an abstraction is arguably a western legal and academic fic-
tion, closely tied to contemporary notions of individuality.
It provoked questions from respondents in Sri Lanka (less
so in Britain or Trinidad) in the pilot study of the vignette
used along the lines of: *What responsibility did the fam-
ily take?’, ’Does the person in question come from X ethnic
groupy/class/professional group?’

It was intended that the working definition of stigma
would encompass: local ideas of moral justice and retribu-
tion, a perceived absence of both self-control and meeting
shared obligations. It would refer to both physical and so-
cial consequences of the condition, and practical disability,
to varying tolerance of the undesired, to dangerousness (vio-
lence or incompetence), incurability, ugliness, ungainliness,
gaucheness, or physical dysfunction; to personal and fam-
ily shame. It would argue an arbitrary affliction with no
shared valid meaning, and individuals would be perceived
as a burden on others (directly through personal relations
or as diminishing some accessible but limited stock of as-
sets — housing, land, food, wells, public funding, access to
other basic facilities). It would encompass similar mean-
ings to those in the sociological use of terms like stigmati-
zation, alienation, invalidation, delegitimization, extrusion,
prejudice, rejection, segregation and negative evaluation. It
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would exclude responses to minorities who may be said to be
stigmatized for possessing characteristics that would other-
wise be desired by the community as a whole, such as wealth
or certain skills (Goffman, 1970).

An advantage of such a broad concept of stigma is that its
different attributes may each be compared with responses to
a number of other statuses besides mental illness: to certain
social classes, genders, ethnic or religious groups, the phys-
ically disadvantaged, those with unpopular social, sexual or
political practices or ideas, migrants and the socially mobile
(Link & Phelan, 2001; Townsend, 1979). We cannot presume
in advance a causal sequence from concept to attitude and
thence to practical stigmatization and economic extrusion, in
the way ’public attitude’ surveys assume. Abstract conceptu-
alizations and the way they are used may be a consequence of
economic activity at a particular time, which itself demands
justifications of employment capability that may be related
to gender, ethnicity or illness (Haghigat, 2001; Haghigat &
Littlewood, 1995). For different communities, one or other
characteristic — violence, unintelligibility, loss of economic
role — may be identified as having a particular salience, either
because it is more common or because it is selectively sought
in those already identified as ill. For example, using the Rel-
ative’s Rating of Symptoms and Social Behaviour Schedule,
patients with schizophrenia in Ibadan are perceived as suspi-
cious, whereas those in Agra are viewed as self-centred (Katz
et al., 1988).

Measuring Stigma

Stigmatization, as an analytical description, is unlikely to
be identified along a single smooth local gradient. Categories
of illness, for example, often show discrete boundaries, and
thus a particular society may have a low tolerance of ’mi-
nor psychiatric illness’ but without much less tolerance of
’major psychiatric illness’ (to use the medical parameter),
whereas another might easily accommodate levels of slightly
deviant behaviour but at "high’ levels, switch to a more ex-
truding attitude. The first perspective has been argued to be
characteristic of the western middle-class, the second of the
western working-class (Horwitz, 1982). This may explain
the seeming paradox in the autonomy-stigmatization argu-
ment: if western societies particularly value autonomy, then
why should they have more stigmatizing attitudes, if stigma-
tization is a reduction of autonomy for the mentally il1? Be-
cause a group’s increased autonomy for its identified mem-
bers may be defined against reduced autonomy for nonmem-
bers. Waxler (1976) argues that such conceptual boundaries
represent a group’s own boundedness and cohesion, such
that in ’tight’ traditional societies minor deviance is to be
incorporated but certain actions will breach the bounds al-
together and the individual is extruded. Murphy (1976) too
argues that in homogeneous societies, there is greater ’emo-
tional tolerance’; he implies that the migration to Britain

from New Commonwealth countries is likely to make the
dominant Whites less tolerant of mental illness. There is,
however, some evidence that the "high threshold’ of toler-
ance among lay people (Cumming & Cumming, 1955) is
an artefact of professional perception of the population or
at least is identified within a potentially medicalized or pe-
nal framework (Crocetti et al., 1974): the observed popula-
tion’s “boundaries’ of normality in this case are actually de-
termined by the same social process of which the observation
is a part, given that the attempt to understand (and change) lo-
cal perceptions itself takes place in a public psychiatric pro-
gramme that identifies and treats the patients. Nonetheless,
ethnographic studies, like social attitude studies, find dif-
ferent thresholds and boundaries for different subgroups: in
1950s America, middle-class relatives of patients were more
likely to feel themselves stigmatized than were working class
relatives (Freeman & Simmons, 1961). In Maharastra, India,
mentally ill women are ’concealed’, whereas family bound-
aries for men are already more ’open’ and allow help to be
solicited from outside; at the same time, their female relatives
"take on’ personal responsibility for the illness on behalf of
the sick men through their understanding of others’ causation
(Skultans, 1991). Middle-class respondents in Patna, India,
see minor mental illness (manorog) as to be treated in the
family, while more serious illness (pagalpan) is to be dealt
with externally (Wagner et al., 1999).

Western studies of attitudes to psychiatric illness have
often asked participants to respond to named categories of
disease or diagnostic labels (Askenasy, 1974; Beiser et al.,
1987; Cumming & Cumming, 1955; Maclean, 1967, 1969).
In one of the few cross-cultural studies to look at ’stigma-
tization’ with this method, Davies and Morris (1989) com-
pared English, Bengali and Thai evaluations of 40 ICD dis-
ease categories on a six-item questionnaire (unpleasant to
look at, unpleasant smell, contagiousness, affects quality of
relationships with identified individual, affects personality of
individual, makes individual unpredictable and threatening).
Each item was rated on a linear analogue scale and summed
to produce an overall score. They found similar rank orders
in the three countries, with ’schizophrenia’ less stigmatiz-
ing than rabies, alcoholism and drug addiction, and conclude
that:

If the concept of stigma is culturally deter-
mined we would have expected different rank
orders in different cultures. This was not the
case in our survey, which would support the hy-
pothesis that the origins of stigma lie in more
fundamental attitudes which do not vary with
culture. It might be that the emotions aroused by
stigmatizing disease are protective to the group.
(Davies & Morris, 1989, p. 121)

However, current perspectives in cross-cultural psychiatry
would argue that this is an illegitimate conclusion: ’culture’
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is not just that which always varies (a measure of difference),
nor can we easily distinguish ’culture’ from ’fundamental at-
titude’ and emotion’ (Littlewood, 1990, 1991a).

Development of the Vignette

In the present study, rather than present respondents with
named psychiatric categories, which might have rather dif-
ferent meanings or be unknown, it was decided to use a short
vignette presented in lay terms. Variants were derived si-
multaneously in three different languages, and the English
draft was translated and backtranslated by a number of pro-
fessional collaborators (see Acknowledgements) working in
different countries and with different linguistic and ethnic
groups. A consensus arrived at a vignette that made sense at
all sites (Appendix), which is a brief account of a young man
who could be described as having a schizophrenic illness that
responded partly to psychiatric treatment.

Development of the Stigma Questionnaire (1988-1989)

The development of the Stigma Questionnaire (SQ) began
with a pool of 123 propositions and/or questions related to
stigma drawn from a variety of sources:

1. Some 200 ethnographic and historical accounts of lo-
cal concepts of "psychiatric illness’ (e.g. Bhattacharya,
1986; Chiu, 1981; Edgerton, 1966; Simons, 1978;
Sow, 1978) and related phenomena culled from the
published literature on all culture areas (Favazza &
Faheem, 1982; Favazza & Oman, 1977; Littlewood,
1990; Marsella & White, 1982). (The data in the
Human Relations Area Files was not used for lack
of specificity in this field.) Language of publication
was English, French or Spanish. Concepts appropri-
ate to ’affect’ rather than to ’illness’ were omitted.
This may have lost some key notions of what consti-
tuted an ’illness’ but was deemed necessary to prevent
an unwieldy extension into the extensive literature of
ethnopsychology.

2. Thirty-four histories of psychiatric theory and practice
(e.g., Dain, 1964), and nonbiomedical accounts of pat-
terns analogous to 'mental illness’ either in English or
translated into English (e.g., Lloyd, 1950).

3. Content analysis of 142 personal ’explanatory model
questionnaires’ (Kleinman, 1980) given to psychiatric
inpatients and outpatients or their relatives in psychi-
atric clinics in Birmingham and London (UK), and in
Trinidad (West Indies). About one third of the British
respondents were members of ethnic minorities; 72%
were given a diagnosis of a psychosis.

4. Patients’ own ideas about ’serious psychiatric illness’
and ’stigmatization’ derived from a weekly clinical-
applied anthropology group on the psychiatric ward of

a London teaching hospital over 4 years, written up
after each session (Littlewood, 1990). Although this
was generally in English about one quarter of the pa-
tients were born overseas with a first language other
than English.

5. A London user group, to which the first author
acted as an advisor, volunteered ideas of popu-
lar understandings of ’severe psychiatric illness’; as
did medical and social workers from North London
(White middle-class population), Barcelona (Spanish
and Catalan speakers), Bangalore (Hindi), Calcutta
(Bengali), Colombo (Sri Lanka, Sinhalese popula-
tion), Port-of-Spain (Trinidad, Afro-Caribbean), Birm-
ingham (African-Caribbean, White English, Punjabi-
speaking population), Bedford (Punjabi speaking pop-
ulation). For non English speaking groups, profes-
sionals volunteered these ideas in the local language,
which were matched with English analogues or kept
in the original language. Patients’ understanding of
’stigma’ was closer to the symbolic interactionalism of
Goffman (1970) than to our own (above), emphasizing
the unfairness of the social response and that there was
a healthy person ’inside’ the illness who could reflect
on the consequences of the illness and of others’ re-
sponse to it, and negotiate a new identity.

6. Questions used in previous studies of attitudes to men-
tal illness and stigmatization (Davies & Morris, 1989;
Freeman & Simmons, 1961; Maclean, 1967, 1969; Or-
ley & Leff, 1972; Whately, 1959; Wig et al., 1980).

When the question pool was scrutinized, it was evident
that there were no clear distinctions among conceptualiza-
tions of illness, recognition of illness, response to illness and
stigmatization; questions dealing with basic conceptualiza-
tions’ rather than ’attitudes to the mentally ill’ were therefore
included given that the former may predict the latter in ways
not immediately obvious (Edgerton, 1966). * Specific ideas
were subsumed under questions that had a higher level of
generality (e.g., "Family are spoiled’ (ensorcelled), ’Passes
from grandparents’, both from Trinidad under "Passes down
in the family’; ’caused by drinking too much alcohol’ (vari-
ous) under ’brought on by himself’; ’ancestral spirits’ (Sri
Lanka and others named spirits and sorcery) under ’some
spirits or an enemy harming him.”). Sometimes, single
local ideas were allocated to more than one higher level:
for example God’s wrath’ (Trinidad) was allocated to both
"brought on himself’ and ’passing down in the family’ (Lit-
tlewood, 1988). In the process of coding, some higher or-
der categories (e.g., ’bodily weakness’ from ’weak blood’
among Afro-Caribbeans in Trinidad and London) were felt
to have become too vague and were dropped altogether. Con-
cepts of illness that implicated named aetiological agents or
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Descriptive statistics for age and education across seven samples.

Age Education
M SD M SD
England 244, 10.8 15.6,3, 3.0
Greece 30.0, 14.8 15.0 2.9
Poland 39.6. 13.1 15.0 3.5
India 34.9, 13.7 11.04 5.5
Sri Lanka 29.9, 7.1 18.2. 3.1
Caribbean 31.6, 12.5 16.5, 12.0
West Africa 29.5, 8.3 14.0, 4.8
F test E(6, 1406) = 26.58* F(6, 1415) = 37.40*

Means that share subscripts do not significantly differ on the Least Significant Differences post-hoc test.

*p < .05.

bodily dysfunctions (e.g., worms in the brain from Edger-
ton, 1966, sinking heart’ from Krause, 1989, or "unemploy-
ment’ and ’dopamine in the brain’) were omitted where they
could not be subsumed under a higher order category, as
were specifically identified social transgressions (’ Wife been
with another man’ from Trinidad) and local classificatory
schemata (climatic understandings from Eisenbruch, 1990
and Lloyd, 1950, and a number of patients in different coun-
tries; *strong’ and *weak’ from Orley, 1970). Reviews of con-
cepts of illness and its recognition (Marsella & White, 1982)
were then examined to see if any overarching local concepts
picked out by medical anthropologists were omitted; it was
decided there were none.

Collaborators were then asked to examine the reduced list,
consider parallels in their local language and argue the case
for excluding items on the grounds of redundancy or local
absence of meaning, or for including any new ones. There
were no new items but two questions were dropped at this
stage for lack of local appropriateness or meaning in one
or more countries: ’Could this illness be caused by stress
or pressure?’; ’Could this be caused by an imbalance in the
body?’. It was agreed that in certain groups there was no
close analogue of ’stress’ or ’imbalance’.

The summary and the remaining 26 questions with a
4-point Likert scale were initially piloted in London and
Port-of-Spain in English with psychiatric patients, mental
health professionals, medical students (Hutchinson, Neehall,

Simeon, & Littlewood, 1999) and the general public to assess
comprehensibility and acceptability. The SQ was both self-
rated and used with an interviewer reading the questions and
eliciting responses. Minor changes were made in word order,
and a set of appropriate brief questions on the respondent’s
social circumstances devised during the field studies.

The current version of the SQ (Appendix) was piloted on
student and general population convenience samples in En-
glish in London, Birmingham, Bristol, Trinidad, Sri Lanka
and India; its English draft was translated into Bengali, Sin-
halese and Spanish, and independently backtranslated twice
in succession into English, bilingual backtranslators agreed
on approximate comparability of meaning, and small pilot
studies were then carried out in Colombo in Sinhalese and in
Calcutta in Bengali.

Psychometric Properties of the SQ

The SQ is intended to facilitate both description of atti-
tudes in particular groups and comparison of these attitudes
across groups. This latter task can be accomplished both at
the level of individual attitudes, and at a composite level,
by summing scores across items which, as a group, measure
some underlying construct of ’stigma’. The SQ is not primar-
ily intended as a rating scale for comparing scores between
different societies; it only provides certain broad compatibil-
ities of response. Scores can be summed within or between
groups, either in total or for grouped questions such as those
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Table 2

Eigenvalues from principal components analysis across seven samples.

Component England  Greece ~ Poland India  Sri Lanka Caribbean West Africa
1 4,115 3.535 3.461 4.049 2.636 3.476 3.067
2 1.272 1.342 1.452 1.514 1.775 1.627 1.445
3 1.119 1.250 1.277 1.191 1.341 1.514 1.323
4 1.018 1.053 1.222 1.140 1.190 1.181 1.151
5 933 935 1.056 913 1.074 987 1.076
6 861 .869 1.015 816 969 .893 959
7 794 770 .835 708 .847 .838 .884
8 733 741 754 .682 821 .706 775
9 704 .670 621 .638 .710 674 729

10 610 661 591 592 .661 561 702

11 587 579 533 .554 .604 504 532

12 480 .568 446 468 496 423 492

13 410 527 405 413 467 341 452

14 365 .500 332 321 409 275 414

dealing with personal responsibility or with social extrusion.
Differences between sub-groups of respondents within a par-
ticular cultural group (men versus women, professionals ver-
sus peasants) are more significant than differences between
cultural groups as a whole, but such gender, class or other dif-
ferences can themselves be compared cross-culturally, par-
ticularly between societies with similar patterns of economic
and family organization, and notions of selfhood.

The first wave of data collection, beginning in 1990 and
ending in March 2004, yielded a demographically diverse set
of ethnocultural samples for the psychometric refinement of
the SQ. Data were collected from 2004 participants (52.7%
male, 47.1% female), ranging in age from 14 to 83 years,
from 15 centres. Within each ’centre’, the number of partic-
ipants from the dominant ethnocultural group was assessed,
and centres with at least 100 such participants were retained
for further psychometric evaluation. These centres were:
England, Greece, Poland, India, Sri Lanka, Caribbean and
West Africa. (A later article will provide descriptions of each
centre.)

Initial Analyses

Each item was assessed by the investigators to determine
the expected direction of effect, either high stigma or low
stigma. As a result of this process, several items were

reverse-scored (2, 4, 5, 11, 16, 18, 19, 21). Several items
were also removed because they were not clearly related
to high or low stigma, instead measuring aetiological be-
liefs that might be related to stigma (9, 12, 14, 15, 23, 24).
These items are retained in the SQ in order to test aetiolog-
ical hypotheses, but are not scored as part of the compos-
ite stigma scale. The remaining items were rescored so that
higher scores always represent more stigma. Reliability anal-
ysis was first conducted in the combined sample, and item-
total correlations were observed. Poor items were identified
by item-total correlations of < .20 (Nunnally & Bernstein,
1994), suggesting a weak relation between a given item and
the construct being measured by the remaining items. Two
items, 8 and 13, had poor item-total correlations in the com-
bined sample and were removed from the composite stigma
scale. Reliability analyses were then repeated within sample
separately. Item 2 had a negative item-total correlation in
one sample and item 17 had item-total correlations of < .20
in the majority of the samples; these items were therefore
also excluded from the composite stigma scale.

Evaluation of the Composite Stigma Score

Composite stigma scores were calculated by taking the
mean of the remaining 14 items for all participants who had
provided responses for at least two-thirds of these items (i.e.,
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Table 3

Loadings on single component from principal components analyses across seven samples.

Item England  Greece  Poland India  Sri Lanka Caribbean West Africa
1 -.459 —-412 —-.464 —-.564 —-.453 —.542 -.369
3 -.321 -.278 —.489 —.409 —.138 —.287 -.537
4 425 527 433 472 528 453 525
5 678 557 425 .670 .610 352 696
6 -.516 —441 —477 —-.532 —.233 -.338 -.506
7 -.362 -.357 -121 -.525 -.263 -.573 -.066

10 —-.582 —.433 —-.488 -.599 —-.389 —-.406 -.325

11 576 .610 421 378 154 .659 291

16 678 478 .547 421 585 .579 528

18 644 584 .590 539 637 499 .680

19 .560 570 632 564 355 491 367

20 —-.445 —-416 —-.489 -.393 —.245 —417 -177

21 .698 .698 593 .639 .620 .669 673

22 —-.470 -.512 —-.584 —.695 -.379 —-.531 —-.269

10 or more items). Participants who answered an insuffi-
cient number of items were dropped from further analysis.
Descriptive statistics for demographic indicators were com-
puted based on these revised samples. Table 1 gives age and
education levels and Table 2 gives other demographic indi-
cators.

The dimensionality of the composite stigma score was
evaluated by conducting separate principal components anal-
yses (PCA) within each sample. Kaiser—Meyer—Olkin mea-
sures of sampling adequacy ranged from .65 to .82, surpass-
ing the recommended cut-off of .60 (Tabachnick & Fidell,
1996), and suggesting that the data are appropriate for PCA.
Visual inspection of the scree plot supported a single overall
component in all seven samples, although the EV > 1 crite-
rion suggested the possibility of additional components. Ta-
ble 3 gives the eigenvalues and Table 4 the component load-
ings. These results suggest that, across samples, there is a
clear single component, which may be further subdivided
into hierarchically lower order secondary components. Al-
though these secondary components, and their cross-cultural
variation, may be of future interest, the existence of this sin-
gle primary component justifies the development of a single
composite stigma score.

Further exploration of the essential unidimensionality of
the composite stigma score was conducted using confirma-
tory factor analysis (CFA), testing the fit of the 14-item set to

a single factor model. Root mean square error of approxima-
tion (RMSEA) and standardized root mean square residuals
(SRMSR) were examined, with acceptable fit to a unidimen-
sional model indicated by coefficients < .10 (Steiger, 1990;
Steiger & Lind, 1980). RMSEA coefficients ranged from .06
to .11, with the Caribbean sample failing to meet the crite-
rion; SRMSR coefficients ranged from .06 to .10, with all
samples meeting the criterion. Table 5 lists the parameter
estimates. The equivocal results for the Caribbean sample
do not necessarily imply multidimensionality, especially as
no clear multi component solution emerged from PCA, and
may instead be attributable to sample size. These findings do
not permit claims that stigma consists solely of a single di-
mension across cultures, but do suggest that it is reasonable
to treat the 14 items of the composite stigma score as a single
scale.

The internal reliability of the unidimensional composite
stigma score was evaluated using Cronbach’s alpha. Alpha
was acceptable (i.e. > .70) in five of seven samples and
marginal (i.e. > .60) in the Sri Lankan and West African sam-
ples (Briggs & Cheek, 1986; Nunnally & Bernstein, 1994).
No items with poor reliability in any of the samples were
observed. Note that although there were individual items
with inferior PCA loadings or CFA parameters, these items
were not consistently poor across all samples and maintained
acceptable reliability in each sample. Rather than choosing
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Table 4

Parameter estimates from single-factor confirmatory factor analyses across seven samples.

Item England  Greece  Poland India  Sri Lanka Caribbean West Africa
1 -279%  —=308*  -337*  —447%*  -323* —406*  -.294*%
3 -171* -.186* —-.349% -311* —-.094 —-.189 —-421*
4 263 435% 324 A481% 400 A422% 507%
5 .523* .383* .248% .636* .350* 244* .708*
6 -.335%  -300*  -308* —496* -164*  -240* -.405*
7 —-.226% -.300* —-.090 -.501* —.224* —.483* —-.030
10 -372%  —423%  —445%  -610*  -263*  -374* 297
11 290 .368* 263* .362* 104 .583* .250%
16 467 377% 430* 327% A81* 567* 506%
18 530" 465* .396* 564* A481* 401* .605*
19 .345* .349* 528% 328 .189* 379% .235%
20 =123 —-159*  -249* -163* -.070 -172*  -.055
21 523 707* 494 .546% 554 670% .693*
22 =297 =307*  —424F  -596*  -232%  -392*  —155%
*p < .05.

only ideal items for the scale, thereby impoverishing the cov-
erage of stigma content, we chose instead to retain inferior
items provided that these items were not problematic in sev-
eral different samples.

Conclusion

’Stigmatization’ is a western analytical term that describes
certain understandings and social responses, which have
been argued to ’disqualify’ a designated individual from full
social acceptance. Stigmatization may or may not be an elab-
orated local idea in itself (as it is for professional respon-
dents), and may itself be particularly tied to western notions
of self actualization and personal responsibility.

The vignette used in our development of the Stigma
Questionnaire follows from a particular (western and pro-
fessional) individualized notion of mental illness (Fabrega,
1982) similar to the medical concept of schizophrenia, albeit
written in lay terms, and thus restricts any potential diversity.
It assumes a (medically conventional) primacy of the illness
leading to loss of social competence: folk and sociological
models may reverse this sequence (Horwitz, 1982). It is only
one of a number of possible vignettes and does not neces-
sarily tell us anything about social response to what we rec-

ognize as mental handicap, epilepsy, dementia or neuroses.
Nor can we assume it refers to a biomedical reality of which
lay informants can have only partial knowledge (Littlewood,
1990).

The difficulty of distinguishing between ’concepts,’ ’atti-
tudes’ and ’'response’ in framing the questions suggests that
any conclusions should not be assumed to be a measure only
of response (as the sociological notion of stigma favours).
Certain patterns of relationships between respondent and hy-
pothetical patient may be significant not only as a measure
of actual ’social distance’ (Horwitz, 1982) or the tendency of
close relatives to 'normalize’ illness (Clausen, 1981; Clausen
& Yarrow, 1955; Rogler & Hollingshead, 1965), but be part
of the local attribution of responsibility and thus the illness
category (Skultans, 1991).

Although the SQ was designed to be widely applicable,
the meaning of its items will vary with culture and context.
SQ items are not weighted, nor can they be cross-culturally.
One or other descriptive element or question may carry a
particular significance for a community (Littlewood, 1991b),
which significantly determines its understanding of and re-
sponse to psychiatric illness; these in turn may be a function
of the availability, type and acceptability of local services
or ’therapy management’ (Janzen, 1978) options. Nor can
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responses be taken as some autonomous set of “beliefs’ inde-
pendent of social and economic context. Items on marriage
ability have a greater salience in societies where marriage is a
public contract that carries major economic implications for
all family members.

Gender is variably significant depending on whether ma-
terial inheritance, power or family identity is traced through
men or women; and depending on the relative social visibil-
ity of men or women (Skultans, 1991). We may expect that
the reported violence of the patient in the vignette against
his father will have variable salience for societies with dif-
ferent levels of tolerated public and domestic violence, fil-
ial respect, and psychiatric services (Sartorius et al., 1986).
Items relating to psychiatric hospitalization will have a differ-
ent salience depending on the extent to which hospitalization
is already restricted to an identified illness that causes public
violence. Omission of questions potentially salient in one
society (e.g., relating to caste) but meaningless in another,
may miss a significant local course of action. Auditory hal-
lucinations may be more salient in ’individualistic’ societies
(Fabrega, 1982), while the vignette specifically plays down
the possibility of a valid religious experience. Different ver-
sions of the vignette (altering gender, age, course of illness,
or hypothesized cultural and personal distance from the indi-
vidual, or omitting recourse to medical treatment) are likely
to elicit different responses. The vignette used describes a
case which is already ’medicalized’ and may thus elicit a
more (or less) extruding response than a vignette which does
not involve psychiatric treatment (Shepherd, Cooper, Brown,
& Kalton, 1966).

Using a single vignette tells us nothing about the thresh-
old’ for recognizing a stigmatizing category or responding to
it. Again, multiple vignettes are necessary to examine this.
In the West the threshold for entering psychiatric hospital
may be lower for women than men, whereas the threshold
for recognition has the reverse gender bias (Horwitz, 1982)
in as much as other factors can be truly held constant (Little-
wood, 1991b). Hospital admission figures in Third World so-
cieties would argue the reverse: that more men than women
are hospitalized suggests a lower threshold for entry into a
formal psychiatric role, and perhaps thus for perception of
an identified category. The single vignette does not necessar-
ily provide any ’core category’ of illness, whether perceived
locally or in psychiatric theory.

"Culture’ is not something independent of practical eco-
nomics and power. Given previous assumptions of the pri-
macy of ’cultural beliefs’ over local economic constraints,
any generalizations about ’culture’ (in the popular sense) as
a constant can only be drawn after studies in the same pop-
ulation over a period in which services and local economic
constraints vary. Cultural conceptualizations and responses
are not, however, to be read as static and autonomous man-
ifestations of some rigid and inescapable system of inher-

ited values, but as ideas and actions constantly recreated and
transformed by individuals under particular conditions of ev-
eryday life and who make sense of the world in which they
find themselves and who pursue their own interests (Bour-
dieu, 1977). The format of the SQ vignette and questions
(such as the notion of respondent anonymity, agreement with
propositions, and the absence of more specific content in
the questions) follows certain accepted western procedures
of obtaining information about personal and social life, and
is perhaps too bound to a notion of role-dependent categor-
ical knowledge to be equivalent in non-western, particularly
small-scale nonindustrialized communities. It is an anthro-
pological commonplace that one’s understanding of another
society or person can never be independent of the process of
gaining that understanding.

The SQ was developed with the conviction that sociolog-
ical (or anthropological) and psychiatric conceptualizations
are not independent but complementary (Littlewood, 1990).
Although descriptive ethnographic accounts have provided
a wealth of useful information about lay understandings of
mental illness in relation to local values, they seldom offer
any accounts of the different available positions that may be
adopted by individuals within a society. While the attitudinal
surveys of sociologists do provide this to some extent, they
make arbitrary distinctions between ’knowledge,” ’attitude’
and ’response’ which the anthropological approach argues
is mistaken; taking the available culture-specific question-
naires and applying them as such in another society yields
doubtful results. The procedure adopted here — using the
western model of stigmatization as a conceptual template to
order data in different languages and from various written,
professional and patient sources — is intended to deal with
some of the limitations of the sociological and ethnographic
perspectives.
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Notes

1. Earlier writers, with cruder epidemiological data, re-
ported that western societies actually had a better prog-
nosis (Dain, 1964; Soddy & Ahrenfeldt, 1965).
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2. Regarding schizophrenia, the practical distinction be-
tween Horwitz’s two models — the sociological, in
which the illness is to be understood simply as a con-
sequence of social conceptualizations, and the psy-
chiatric, in which an autonomous disease initiates the
social response — has diminished. Few sociologists
maintain the former in its ’strong’ versions, while the
"weak’ form — that serious mental illness as an identi-
fied pattern occurs through social perceptions relating
to tolerance of certain actions or situations — would
be generally agreed by most social psychiatrists. The
consensus may be said to be that the resultant illness is
both biological and social in aetiology, although em-
phasis is placed on one or the other depending on dis-
ciplinary interest (Estroff, 1982).

3. Patients’ own understandings of illness may be quite
different from those of their relatives, or from the
popular commonsense understandings to which they
may recognize themselves as responding (as much as
to medical views). For example, although American
patient groups’ core conceptualizations are closer to
a ’sociological’ view in emphasizing social response
rather than symptoms, relatives’ support groups now
favour biological theories that place the causal re-
sponsibility on biochemical processes if not the pa-
tient themselves (Estroff, 1981; McLean, 1990). At
present there are no studies on patients’ own concep-
tualizations in non-western societies comparable with
the detailed ethnographies of American patients, but
one might predict that schizophrenic patients will gen-
erally prefer theories that attribute illness causation to
processes independent of their own volition.

4. Tt was even considered by some collaborators that the
project should be changed from one on ’stigmatiza-
tion’ to "concepts of illness’ (Eisenbruch, 1990; Foster,
1976). However, we felt that to do this would distort
the data already collected in which stigmatization was
expressly mentioned to collaborators.
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Appendix

Stigmatization Questionnaire (English language version)
Thank you for your help in answering some questions about
a person who becomes ill. It would be helpful for us to know
a little about you. Please answer these questions. They are
confidential and we do not need your name.

A. Personal details of respondent: gender, age, marital
status, ethnic origin, country of birth, first language,
occupation, father’s occupation, years of education,
family’s religion, plus “Has a close friend or relative
in your own family seen a doctor for emotional or psy-
chological difficulties?” Yes/No

B. Here is a short account of a person who became ill.
Please answer the questions about him:
This young man is twenty years old. He is not married
and lives with his parents. He is friendly and hard-
working. He works in a local factory. One day he be-
comes ill and starts imagining things that are not true.
He cannot do his job properly and eventually loses it.
He spends a lot of time by himself. He hears people
talking to him when there is no one there. His parents
now become anxious but he does not get better. He
starts shouting at the voices which he hears, and he
tells his family that they themselves are trying to hurt
him. On one occasion he hits his father.
The family are very distressed and frightened and do
not know what is happening. They ask their neigh-
bours: nobody thinks this is any sort of religious ex-
perience. The family take him to the local doctor who
tells them the young man is ill, and gives him some
tablets. The tablets do not help him. He does not eat
properly. He seems puzzled by what is happening. He
does not dress himself properly and is often dirty. He
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wanders about and says embarrassing things to people
whom he meets in the streets.

His parents do not know what he is talking about. His
doctor sends him to hospital where he stays for two
months. He gets better on some new tablets but still
needs to take them when he leaves hospital. He does
not hear the voices anymore, nor does he have the
strange ideas, but he is very quiet and stays alone for
much of the time. He occasionally talks to himself but
is usually polite to his family. He goes often to see
his doctor to get his tablets, and wishes to go back to
work.

Here are some questions about this person. Each one
must be answered by whether you agree with the ques-
tion:

Yes, very much —Yes, a little -No, not much —No, not
atall

Put a tick in the appropriate box for each question. Re-
member this is not a test of knowledge but about how
you really feel personally.

. Would you be frightened if this man came to live next
door to you?

. Would you be content if he was to work together with
you in your workplace? (If you do not have a job, an-
swer as if you did.)

. Do you think he will get ill again even if he takes the
doctor’s medicine?

. Should he take part in meetings of his family which
are to make important decisions?

. Would you be happy if he married your sister?
. Could he suddenly become physically violent?

. If he was your brother would it be important not to let
other people know that he had been ill, to avoid shame
for your family?

. If your local hospital opens a clinic for people like him
in your neighbourhood would you hope the local coun-

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23

cil would object? 9. Is the cause of this sort of illness
something passing down in the family?

. Should the doctors tell him not to have any children in
case he passes the illness on to them?

Should the doctors have let him out of hospital?

Is his illness something he might have brought on him-
self? 13. Should the doctors only let him leave hospital
on condition he goes to see them regularly?

Do you think a sympathetic family and friends can stop
him becoming ill again?
Will a sympathetic family be more help to him than

regularly taking medicine?

Would it be wise for this man to inherit his parents’
property? 17. If he becomes ill again do you think it
would be better to call the police first rather than the
doctor?

Would you be happy if this person became the teacher
of your children?

Will he be able to return to a completely normal life?
Should he stay in hospital for his whole life?

Would you eat food which he has cooked?

Would you avoid talking to him if possible?

Might he have any special powers (to heal, to predict
future events, to cause illness)?

Could this illness be caused by some spirits or an en-
emy harming him?

Has any person you know personally ever had a similar
illness? Yes/No

. Could you give a name to this illness?...

Thank you for your help. Please hand the questionnaire back.
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