
PREADOLESCENTS' ATTITUDES TOWARD MENTAL ILLNESS 

A DISSERTATION 
SUBMITTED IN PARTIAL FULFILLMENT OF THE REQUIREMENTS 

FOR THE DEGREE OF DOCTOR OF PIDLOSOPHY 
IN THE GRADUATE SCHOOL OF THE 

TEXAS WOMAN'S UNIVERSITY 

COLLEGE OF HEAL TH SCIENCES 

BY 
LORIN. SCHELL, B.S., M.ED. 

DENTON, TEXAS 
AUGUST 1999 



Copyright © Lori Schell, 1999 
All rights reserved. 

iii 



ACKNOWLEDGEMENTS 

I would like to acknowledge Wendy Massey, fellow sixth grade science teacher, 

for her kind assistance in recruiting and teaching the control group lessons; Kelli 

Goodnight, the librarian, for allowing nonparticipants to work several days in the library; 

Brenda Jeter, assistant superintendent, for allowing me to perform the study in the school 

district; and my principal, John Pickens, for his support and faith in my teaching abilities. 

I want to thank my husband, Mark, for his confidence in me and his loving 

support; my sons, Russell and Britt, for understanding my time commitment and for their 

support; my parents, Cecil and Lorrenne Rigsby, my sisters, Toni and Lisa, and my niece, 

Claire, for their encouragement and understanding regarding my absences at family 

gatherings. 

This dissertation is dedicated to my parents, Cecil and Lorrenne Rigsby. 

iv 



ABSTRACT 

COMPLETED RESEARCH IN HEAL TH SCIENCES 
Texas Woman's University, Denton, Texas 

Schell, L. N. Preadolescents' attitudes toward mental illness. Ph.D. in Health Education, 
1999, 106 pp. (S. Ward). 

The purposes of the study were to describe preadolescents' current attitudes toward 
mental illness and to determine the effectiveness of an educational intervention on 
attitudes toward mental illness. The subjects were all sixth grade students in an integrated 
suburban intermediate school. All students in the study (n=141) completed the Opinions 
About Mental Illness Scale (OMI) before and after an educational intervention. The OMI 
is composed of five subscales: Authoritarianism, Benevolence, Mental Hygiene Ideology, 
Social Restrictiveness, and Interpersonal Etiology. The OMI is considered a valid 
instrument for measuring attitudes toward mental illness. Four of the subscales have 
strong reported reliability ( 65-80% ). The subscale for Mental Hygiene Ideology has 
lower reported reliability (29-40%) .. Students in the intervention group (n=73) received 
three lessons on mental illness and students in the control group (n= 68) received health 
instruction from the state-adopted text related to mental health (not mental illness). 
Pretest scores were similar for all students regardless of ethnicity or gender. However, 
economically disadvantaged students had significantly lower Benevolence (p < .0001) 
scores and significantly higher Social Restrictiveness (p < .05) scores than students who 
were not economically disadvantaged. Posttest scores for the intervention and control 
groups were compared using the Mann-Whitney U to examine changes in attitude. There 
were no significant differences between the intervention and control group on OMI 
posttest scores. However, significant differences were found among African-American 
students. African-American students in the intervention group had significantly higher 
scores (p < .05) for the subscale Mental Hygiene Ideology than African-Americans in the 
control group, indicating a positive change in attitude toward mental illness. 
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CHAPTER! 

INTRODUCTION 

A person with a mental illness may face many challenges that include learning to 

reduce stress, managing symptoms and me~ications, finding suitable housing and 

employment, gaining social acceptance, and contending with legal battles. The stigma 

that accompanies mental illness contributes to these problems. That stigmatization of 

persons with mental illness has been well-documented (Fink & Tasman, 1992; 

Markowitz, 1998; Weiner, Pe~, & Magnusson, 1988). Weiner et al. (1988) reported that 

"individuals with mental-behavioral stigmas were judged as more responsible, were 

blamed more, generated greater anger and less liking and pity, and received lower ratings 

for personal assistance and charity than those characterized with a physical stigma" (p. 

743). Although some studies report that the public demonstrates a greater knowledge and 

understanding of mental illness than in the past, acceptance of the mentally ill as 

community members lags behind. 

The purposes of this study were: (a) to describe current attitudes of sixth graders 

toward mental illness, and (b) to determine the effects of an educational intervention on 

attitudes toward mental illness of sixth grade students. The study used a nonrandomized 

pretest-posttest control group design. Pretest scores were used to describe current 

attitudes of a group of sixth graders toward mental illness. Pretest and posttest scores 
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were compared to determine if an educational intervention altered those attitudes, and if 

it was worthwhile to include the topic of mental illness in health instruction at the sixth 

grade or middle school level. 

, Research Question 

The following research question was examined: . What are preadolescents' attitudes 

toward mental illness? 

Hypothesis 

The following hypothesis was tested: Students receiving an educational 

intervention on mental ,illness will exhibit more positive attitudes toward mental illness 

than those receiving no intervention. 

Definition of Terms 

1. Attitude. A subjective judgment of value, stated on a continuum, that reflects the 

favorableness or unfavorableness a person feels toward an object of interest (Glanz, 

Lewis, & Rimer, 1990). 

2. Consumer. For the purposes of this study, a consumer is a person with a mental illness 

who utilizes mental health services. 

3. Educational intervention. Formal instruction given with the intention of improvement 

in attitudes toward mental illness as measured by the Opinions About Mental Illness . 

Scale (Cohen & Struening, 1962). 

4. Mental illness. A biologically-based brain disease that affects a person's thinking, 

emotions, and the ability to relate to others and their environment (NAMI, 1995). For this 

study, mental illness will be limited to depression, bipolar disorder, and schizophrenia. 



Limitations 

The primary limitation of this study was the use of nonrandom convenience 

samples. This prevented generalization of the results to the larger population. Another 

limitation involved prior knowledge and experiences of students in the sample. It is 

possible that students in both the treatment and the comparison groups have had 

experience with a mentally ill relative. A third limitation was that the students may have 

exhibited a reactive effect of being involved in a study. They may have been eager to 

please and gave responses they thought the instructor wanted to hear. 

3 

Delimitations 

The decision to use convenience samples in this study was the result of the nature 

of the organization of public schools. It would have been extremely disruptive to the 

students' school day to alter the daily routine so students could have been taught in 

groups in which they had been randomly assigned. As the educational intervention 

consisted of three lessons taught on three consecutive days, the decision was made to use 

intact classes to minimize disruption. 

A delimitation of this study was that different instructors taught the lessons in the 

treatment and control groups. Similarly designed lesson plans were used to control for 

differences in teaching style. Another delimitation was that the investigator was the 

instructor for the intervention group and data collector for all subjects. This may have 

resulted in unintentional bias on the part of the researcher. 
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Rationale 

Currently, over 12 million families live with a serious mental illness. As many as 

one in four Americans will suffer a serious mental disorder at some point in their life 

(Goetinck & Siegfried, 1996). The number one reason for hospital admissions nationwide 

is psychiatric disorder. Children are equally affected by mental illness. It is estimated that 

7 .5 million youths under age 18 have mental, behavioral, or developmental disorders 

(NAMI, 1995). 

Although mental illness affects so many, the public continues to display a lack of 

understanding of mental illnesses. In a 1996 national survey, 41 % of the respondents 

stated that weakness in a person's character may contribute to chronic depression, and 

5 7% stated that schizophrenia might be caused by how a person was treated by his/her 

parents (Belden & Russonello, 1996). Misunderstanding of the causes, symptoms, and 

treatment of mental illness has contributed to widespread stigma and negative attitudes 

toward those with a mental illness. Although it is difficult to measure the effects of 

stigma on mental illness, it has been done (Markowitz, 1998). Negative attitudes toward 

mental illness result in decreased opportunities in employment, housing, and, based on 

negative attitudes observed in professionals providing health care for those with mental 

illness (Fink & Tasman, 1992; Mirabi, Weiman, Magnetti & Keppler, 1985), may even 

reduce the chances for successful treatment. 

The stigma toward those with mental illness extends beyond the affected 

individual and extends into the medical profession as well. Medical students and 
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residents in training for psychiatry are looked down upon by others in the medical 

profession (Fink & Tasman, 1992). Because of this, medical professionals are reluctant to 

seek help for psychiatric disorders. 

In a review of stigma.toward mental illness by Penn and Martin (1998), stigma 

was defined as "a multifaceted construct which involves attitudes, feelings, and 

behaviors" (p. 236). Reducing negative attitudes toward mental illness may be the first 

step in eradicating the stigmatization of those with mental illness. It has been suggested 

that attitudes toward mental illness may become fixed around grades 6 to 8 (Weiss, 

1985), as attitudes of students in these grades most closely resembled those of adults. A 

review of state-adopted health textbooks in Texas showed that the topic of mental illness 

is not addressed in elementary grades. Students lacking formal education about mental 

illness may develop an unrealistic image and a negative attitude toward those with mental 

illness. 

This study is relevant to health education in public schools because: (1) one in 

five students is likely to have a family member with a mental illness sometime in their 

lifetime; (2) some students may develop a mental illness sometime in their life; (3) due to 

the current trend of inclusion, or mainstreaming, students are more likely to have contact 

with a student who has a mental illness or is labeled "emotionally disturbed" (Beattie, . 

Anderson, & Antonak 1997); and ( 4) students are likely to have contact with a consumer 

in their community due to the community emphasis of mental illness. 



CHAPTER II 

REVIEW OF THE LITERATURE 

This chapter will review the literature regarding attitudes toward mental illness. A 

brief review of public attitudes toward mental illness will be discussed in the first section. 

The next section will review the literature on children's attitudes toward mental illness. 

Then, the_ literature regarding changing attitud~s toward stjgmatized groups will be 

reviewed. Studies with adult populations will be reviewed briefly, followed by a review 

and discussion of the literature regarding changing attitudes in adolescent and child 

populations. 

Public Attitudes 

Early studies on attitudes toward mental illness were with adult populations. 

Rabkin (1972, 1974) completed a thorough review of the literature of studies of public 

attitudes toward mental illness conducted during the 1950's, 1960's, and early 1970's. She 

concluded that mental illness was feared and that those labeled as mental patients were 

disliked and avoided by most people. Attitudes were negative and rejecting. The studies 

indicated that the public believed the mentally ill were hopelessly troubled people who 

could not be rescued and that the label of mental illness led to an irreversibly diminished 

standing in the community. However, Rabkin also discovered that people were better 

informed about mental illness than in the past and the message that "mental illness is an 

illness like any other" had been widely disseminated. 

6 



One classic study of public attitudes toward mental illness is Nunnally's (1961) 

six-year survey of 400 nationally representative subjects. He used opinion statements, 

semantic differential scales, free association tests, and paired-comparison items to assess 

public knowledge and attitudes toward mental illness. He reported that people of all ages 

and education levels tended to view the mentally ill as relatively dangerous, dirty, 

unpredictable, and worthless. He attributed this negative attitude to a lack of information 

about mental illness and not misinformation. 
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A recent national public opinion survey of 1004 Americans showed more positive 

views of mental illness than previous studies (Belden & Rossolini, 1996). Ninety-three 

percent said they would tell their family if they were diagnosed with a mental illness, 

76% would tell close friends, and 46% would tell people they worked with. 

Discrimination against the mentally ill was also rejected. Fifty-four percent opposed 

discrimination in employment, 55% said a landlord should not be able to tum down an 

application from a person with a mental illness, and 60% said they would support an 

application for a permit for home treatment of a small group of seriously mentally ill 

people in their neighborhood. 

In studies of adults effects have been observed for age (Clark & Binks, 1966), 

education level (Clark & Binks, 1966; Cohen & Struening, 1963; Freeman & Kassebaum, 

1960; Rabkin & Suchoski, 1967), ethnicity (Jalali, Jalali, & Turner, 1978), and gender 

(Morrison, DeMan, & Drumheller, 1994; Norman & Malla, 1983). 
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Children's Attitudes Toward Mental Illness 

Researchers have used several methods to study children's attitudes toward mental 

illness~ Someistudies (Kalter & Marsden, 1977; Marsden, Kalter, Plunkett, & Barr

Grossman, 1977; Novak, 197 4) used vignettes, or brief case study descriptions, that were 

read to or by the-children. Children's attitudes toward hypothesized or imaginary people, 

usually other children, were then assessed by a written instrument, drawing pictures, or 

answering questions. Other studies (Reetz & Shemberg, 1985; Wilkins & Velicer, 1980) 

used descriptive iterms to study semantic concepts of mental illness. Some studies used 

standardized instruments specifically developed for measuring attitudes toward mental 

illness that had been used with adult populations (Lopez, 1991; Weiss, 1985). Making 

comparisons between studies and generalizing to larger populations of children is 

difficult because of the many study designs and measures of attitudes. 

Early studies of children's attitudes toward mental illness indicated that, in many 

cases, children's attitudes were similar to those of adults. Novak (1974) studied 326 

children in grades four, five, and six. Subjects read vignettes of hypothesized same-sex 

. peers that represented five emotionally disturbed children and one normal child. Subjects 

then completed a measure of attractiveness that consisted of choosing between 10 bipolar 

adjective pairs and a social distance scale. Subjects consistently discriminated between _ 

disturbed and normal behavior. They viewed disturbed peers as unattractive, less like 

themselves, and indicated an unwillingness to associate with them. 

Marsden et al. ( 1977) conducted a study similar to Novak's ( 197 4) with 31 fourth 

and sixth grade students. Students read five vignettes describing behaviors of five boys in 
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the same grade level as the subjects. One boy's description indicated normal behavior. 

Behaviors of the other four of the boys in the vignettes were described as an aggressive 

disorder, a passive-aggressive disorder, a school phobic, and a borderline psychotic. The 

authors found that liking or disliking a student was not related to clinical severity. 

However, the boy with normal behavior was liked significantly more than the others. The 

least liked were the boys exhibiting aggressive behavior. The subjects rated those boys as 

having the most severe problems. 

One area of interest has been the age at which children develop attitudes toward 

mental illness. Wilkens and Velicer (1980) used descriptive terms to determine if 

negative attitudes toward mental illness are developed in early childhood. Drawing from 

Nunnally' s ( 1961) study, they investigated semantic meanings associated with the labels 

Person, Crippled, Retarded, and Crazy in 20 third and 20 sixth graders. Subjects were 

asked to choose between bipolar adjectives over four semantic differential subscales: 

Evaluation, Potency, Understandability, and Activity. The Evaluation scale consisted of 

the bipolar adjectives good-bad, pretty-ugly, friendly-unfriendly, healthy-sick, and 

happy-sad. Adjectives for the Potency scale were strong-weak, big-small, and heavy

light. The Activity scale consisted of the adjectives warm-cold, loud-quiet, and moving

still. The Understandability scale contained the adjectives known-strange, safe

dangerous, can tell what will happen-cannot tell what will happen. The results of the 

study indicated that Crazy people were found to be distinctly different than Crippled and 

Retarded on all subscales. They were evaluated more negatively and were considered less 

understandable. However, Crazy people were considered more active and potent. No 
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differences were found between third and sixth graders. Furthermore, the results were 

similar to adult attitudes, which found that the mentally ill are believed to be more 

dangerous and unpredictable :than normal people~ An effect for gender was found with 

males rating the Evaluation and Activity scales more negatively than females. Velicer 

and Wilkins concluded that children as young as third graders possess attitudes toward 

the mentally ill that are distinct from attitudes toward other disability groups. 

Children's opinions about the etiology of mental illness have also been studied. 

Drawing from the same data as the study by Marsden et al. ( 1977), Kalter and Marsden 

(1977) reported a lack of consensus in etiological theories for mental illness among 

fourth and sixth graders. Some recorded were inappropriate parenting, modeling, peer 

scapegoating/rejection, and problems internal to the child with the illness. Sixth graders 

tended to focus more on inappropriate parenting than did fourth graders. 

Roberts, Beidleman, and Wurtele (1981) used written vignettes to study children's 

perceptions, including perceptions of etiology, of four combinations of disabilities: mild 

and severe medical disorders, and mild and severe psychological disorders. Thirty-four 

fifth and sixth grade students read the four vignettes and answered open and closed-ended 

questions. Significant differences were found regarding the etiology of the disorders. 

Medical disorders were perceived as caused by physical factors such as poor nutrition or 

being born that way, and psychological disorders were attributed to environmental factors 

such as television and poor relationships with others. The subjects stated that physical 

disorders were thought to be curable by medicines. Treatments given for psychological 

disorders were self-help strategies and seeing a professional. The students viewed three 
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of the four imaginary peers in the vignettes as attractive. The least attractive peer was 

the mild psychological disorder child who was described in the vignette as aggressive and 

immature. The authors speculated that this was .because the students may have seen the 

child as potentially causing harm to others, whereas the child with the severe 

psychological disorder was described as having hallucinations, and therefore viewed the 

child as not causing any harm to anyone. 

A study by Reetz and Shemberg (1985) with fifth and sixth grade students found 

that most students had positive attitudes toward mental health issues. Students completed 

a questionnaire developed for the study that assessed knowledge about mental health 

services, psychological terms, and knowledge about persons suffering from adjustment 

problems. Attitudes were assessed by semantic-differential type questions where students 

were asked to choose how they would feel in the presence of a disturbed person. 

Behavioral intention was measured by asking students to choose between three possible 

behaviors they believed most students would have in the presence of a person with 

mental or emotional problems. The students did not appear to have negative stereotypes 

toward people suffering from emotional distress and used positive adjectives to describe 

them. They also exhibited understanding of psychological terms and knew of some 

mental health services. Although students used positive adjectives to describe people 

suffering from mental problems, negative results were reported for behavioral intention. 

Subjects showed a hesitancy to become socially involved with a troubled peer. 

Weiss (1985) conducted a series of studies with large sample sizes and subjects of 

varying ages over a ten-year period. Weiss used an adapted version of the Opinions 
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About Mental Illness Scale (OMI) to examine the attitudes of 512 elementary students 

in grades 2, 4, 6, and 8. He reported significant differences in attitude associated with 

increasing grades, with the most significant changes occurring between grades 2 and 4. 

There was a decline in Authoritarianism, Mental Hygiene Ideology, Social 

Restrictiveness, and Interpersonal Etiology. Benevolence was the only factor to increase 

with grade. With increasing age, children took a less authoritarian attitude toward the 

mentally ill, viewed mentally ill persons as more. like themselves, took an increasingly 

paternalistic or parent-like attitude, perceived mentally ill persons as less a threat to 

society and needing fewer restrictions, and perceived mental illness as less likely 

attributable to inadequate or deprived interpersonal relationships. Weiss concluded that 

attitudes toward mental illness became more positive as the child aged and that attitudes 

appeared to become stable and similar to those of adults around grades 6 and 8. 

Weiss (1986) later attempted to define developmental trends in attitudes toward 

mental illness. He used a measure of social distance to assess the attitudes of 577 children 

in grades kindergarten, 2, 4, 6, and 8 toward the mentally ill compared to other 

stigmatized groups. Students were asked to draw stick figures of themselves at a distance 

that they would feel most comfortable from a person of a certain description, or concept. 

Measures were obtained for seven concepts: Normal, Physically Handicapped, 

Emotionally Disturbed, Mentally Ill, Mentally Retarded, Crazy, and Convict. He found 

differences in social distance as a function of grade and age. Social distance increased 

among all categories from grades K to 2, decreased in grades 4 and 6, and slightly 

increased in grade 8. However, children at all grade levels differentially placed the 
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concept for Mentally Ill. In grades K, 2, 4, and 6, Convict resulted in the greatest social 

distance and Crazy was the second greatest social distance. In grade 8, the placement for 

Convict and Crazy were reversed. Weiss concluded that this study provided evidence that 

attitudes toward the mentally ill have developed as early as kindergarten and do not 

change appreciably. 

Weiss (1994) conducted an eight-year longitudinal follow-up study to his 1986 

study where he used the same measure of social distance to assess-35 -ofthe original 65 

kindergartners studied. Results were almost identical to those . in the original study. The 

rank order from most preferred to least preferred group of the kindergartners was Normal, 

Physically Handicapped, Emotionally Disturbed, Mentally Ill, Mentally Retarded, Crazy, 

and Convict. The rank order of the eighth-graders in the follow-up was Normal, 

Physically Handicapped, Emotionally Disturbed, Mentally Retarded, Mentally Ill, 

Convict, and Crazy. He concluded that attitudes toward the mentally ill become stable 

and enduring by the time a child reaches kindergarten. The only significant difference 

reported was the reduced social distance for the concept Mentally Retarded. Weiss 

attributed the increasing acceptance of the mentally retarded to an increase in the 

utilization and acceptance of Special Education in the schools and the likelihood that the 

children in the study had positive interactions with mentally retarded students. He also 

noted that there has been greater awareness and concern for retarded and handicapped 

persons as a result of national fundraising campaigns. 

Poster, Betz, McKenna, and Mossar (1986) examined children's figure drawings 

and stories in 168 students in grades 3 through 6. Subjects were asked to draw "a person 
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doing something" as a control. Students then read six vignettes describing problematic 

behaviors in both adults and children with an equal number of males and females in the 

vignette. The vignettes described symptoms for anxiety disorder, schizophrenia disorder, 

and depression according to DSM-III criteria. Children were asked to draw a picture of a 

"crazy person doing something" and to write a short story about what the character was 

doing. Students did not attribute physical characteristics to those labeled as "crazy"; i.e., a 

significant number of the figures did not have wild hair or strange body proportions. 

Significant differences were reported for four categories of behaviors in the drawings of 

"crazy" persons. Behaviors attributed to "crazy" people were inappropriate behaviors 

( 40%) which consisted of silly behaviors ,such as standing on one's head or flying like 

superman, suicidal behavior (28%), hostility/aggression (14%), and self-abusive 

behaviors ( 13% ). Third graders described inappropriate behavior more than others did. 

The number of drawings indicating inappropriate behaviors decreased with grade level. 

Both males and females at all grade levels consistently drew the "crazy" person as male, 

which is significantly different from the control drawings. The authors concluded that 

educational efforts should focus on clarifying children's misconceptions about mental 

illness while providing accurate information about it. 

Royal and Roberts (1987) studied the attitudes toward twenty disabilities, 

including mental illness, of 151 students in grades 3, 6, 9, 12, and college. Students 

completed questionnaires on four areas regarding each disability: visibility, severity, 

acceptability, and familiarity. All grade levels rated mental illness, mental retardation, 

and cerebral palsy among the five least acceptable disabilities. Results from third graders 
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differed significantly from the other groups. They were also less familiar with 

disabilities than other groups and rated more disabilities as highly visible. Third graders 

had the lowest acceptability ratings overall for all disabilities, but they had the highest 

acceptability rates for mental illness. Royal and Roberts concluded that intervention 

programs regarding disabilities should be started soon after a child enrolls in school. 

Lopez (1991) used a standardized measure, the OMI, and a measure developed 

specifically for use with adolescents to assess attitudes of 89 adolescents between ages 14 

and 18. Students were asked about the sources of their attitude toward mental illness and 

if they knew anyone with a mental illness. The three most important sources of attitudes 

perceived by the students were mass media, personal experience with someone who has a 

mental illness, and parents. Results indicated that attitudes did not vary with grade level 

(sophomores and seniors), social class, or having known someone with a mental illness. 

Students who had previously had instruction that dealt with mental health issues differed 

significantly on two subscales of the OMI: Benevolence and Social Restrictiveness. The 

higher Benevolence score indicated a more nurturing attitude toward those with mental 

. illness and the lower score on the Social Restrictiveness scale indicated a greater social 

acceptance of individuals with mental illness. An effect for gender was also observed on 

four of the OMI subscales: Authoritarianism, Benevolence, Social Restrictiveness, and 

Interpersonal Etiology. Girls tended to view persons with mental illness as more similar 

to normal people, less likely to require coercive handling, and expressed a more 

nurturing, accepting opinion of mental illness. 



16 
A study by Spitzer and Cameron (1995) of children's perceptions of mental 

illness explored the impact of age and sex on children's ability to classify deviant 

behavior. They studied how the children defined "mentally ill" or "crazy," how they 

characterized the mentally ill, and their conception of causality and treatment of mental 

illness. The subjects were 30 first graders, 30 fourth graders and 30 seventh graders. They 

reported that age was not a significant factor in the children's ability to classify deviant 

behavior. Children from all groups differentiated the normal person described in the 

vignette, but tended to normalize some of the other deviant behaviors presented. Seventh 

graders tended to normalize deviant behaviors more often than younger children did. 

They reported that males were significantly better able to identify deviant behavior than 

females. All students characterized "crazy" people as weird, strange, and different. 

Children based most of their descriptions on occasional encounters with "crazy" people 

on the street, television programs, and the news. Developmental trends were seen in 

children's definition, causality, and treatment of mental illness. Seventh graders' 

definitions were more like psychiatrists' definitions and indicated more understanding 

and awareness that mental illness was a problem. All groups of students gave both 

psychological and physical etiologies of mental illness, but as age increased they were 

more likely to emphasize psychological etiologies. Subjects were also more likely to 

emphasize treatment involving both inpatient and outpatient psychological support with 

increased age. 



Changing Attitudes Toward Mental Illness 

In a comprehensive analysis of attempts to change attitudes toward stigmatized 

groups, Donaldson (1980 in Fink & Tasman, 1982) concluded that: 

(1) Structured experiences with or presentations by disabled persons consistently 
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resulted in positive attitude change. (2) Nonstereotypic attitudes are more likely to 

emerge when disabled and non-disabled people are of equal status. (3) Formation of 

positive attitudes and/or the reduction of discomfort and avoidance behavior may be 

closely associated with careful exposure to disabled persons who do not themselves act in 

a stereotypic manner. (4) No direct cause or relationship probably exists between the 

provision of limited information about disabilities and attitude change. ( 5) Results that 

yielded negative shifts of attitude suggest caution in the unstructured group discussion. 

( 6) Role-playing and the vicarious experience of observing that role-playing were 

effective methods of modifying at least some dimensions of attitudes toward disability. 

(p. 283) 

McKalip (1979 in Fink & Tasman, 1992) listed three steps that are necessary for 

training people to accept differences in others: (1) develop or enhance the person's ability 

to empathize; (2) provide the opportunity for people to examine their attitudes, feelings, 

and actions, focusing on empathizing; and (3) provide exposure to handicapped 

individuals in a positive environment where non-handicapped people can receive 

unbiased information. 

Concerning education, Norman and Malla (1983) stated that in order to encourage 

optimism of treatment and acceptance of those with mental illness, the psychosocial 



aspects of mental illness should be encouraged and the medical aspects should be 

presented in a way that encourages positive social attitudes. 

Adults 
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Improving attitudes toward mental illness has been· the focus of many studies with 

adult populations. A large study conducted by Cumming and Cumming (1957 in Rabkin, 

1972) attempted to improve attitudes of residents of a small Canadian town by an 

extensive six-month education campaign; They.reported that the public showed an 

increase in knowledge of mental illness, but they remained fearful and rejected the idea 

of those with severe mental illness living in the neighborhood. The study was considered, 

by some, to be a failure. . 

Many studies involved formal, and sometimes lengthy, instructional programs for 

mental health professionals in training. These include programs for graduate students in a 

Master of Social Work program (Shera & Delva-Tauiliili, 1996), nurses (Distefano & 

Pryer, 1975; Keane, 1991), and medical students (Crow, Mowbray, & Bloch, 1970; 

Packer, Pendergrast, Wasylenki, Toner, & Ali, 1994). Beattie, Anderson, and Antonak 

( 1997) examined attitudinal changes in prospective educators toward integrating students 

with disabilities into the classroom. Paul and Mcinnis ( 197 4) compared different training 

approaches for nonprofessional mental health staff and reported that attitudes tended to 

change in the direction of the instructor's attitudes. 

Results of these studies varied. The most negative attitudes reported were those of 

psychiatric residents after training with patients with chronic mental illness (Packer et al., 

1994 ). However, the attitudes of medical school undergraduates became less restrictive 



and more optimistic after training in psychiatry (Crow et al., 1970). Structured 

interaction with a consumer resulted in significantly more positive attitudes with the 

Master of Social Work students (Shera et al., 1996) and college students (Keith-Spiegal 

& Spiegel, 1970). In one study, nurses' attitudes did not differ significantly from pretest 

scores after training (Distefano et al., 1975), and in another study, differed significantly 

only in the area of interpersonal etiology (Keane, 1991 ). In the latter study, nurses 

attributed mental illness to interpersonal experiences during childhood, which is in 

opposition to the medical model. 

Children 

The literature is scarce regarding attempts to change children's attitudes toward 

mental illness. Only one study (Battaglia, Coverdale, & Bushong 1990) included sixth 

graders and no studies were found that included younger children. A few studies are 

reviewed here to demonstrate some of the methods and instruments that have been used 

in studies of attitude change. 

Morrison, Becker, and Bourgeois (1979) studied the effects of one 50-minute 
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presentation on attitudes toward mental illness and fear of an hypothesized mental patient 

neighbor. Specifically, Morrison et al. presented a "demythologizing" view of mental 

illness to a small group of high school juniors. This view represents a psychosocial, 

nonmedical model of mental illness that states that patients have "problems in living" and 

not "mental illness." Using a pretest-posttest design, results indicated that the 
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presentation was significantly successful in changing the attitudes of the students away 

from the medical model to a more psychosocial model. Fear of an hypothesized mental 

patient was significantly reduced on the posttest. 

Morrison and Teta (1980) conducted a similar study with college undergraduates. 

The subjects attended one two-hour presentation that promoted the psychosocial or anti

medical model of mental illness. Again the subjects took a pretest and posttest that 

indicated how strongly the subject showed a preference for either model. Subjects also 

completed the Fear Rating Scale. Results showed that the 2-hour seminar changed 

students' attitudes to a more psychosocial belief and that this demythologizing approach 

significantly reduced students' fear of "going crazy." 

Petchers, Bigel, and Drescher (1988) examined 102 high school students who 

participated in a video-based program developed for high school students by United 

Mental Health, Inc. of Pittsburgh. The video consisted of adolescents discussing issues 

such as shame, embarrassment, anxiety, and fear concerning a family member diagnosed 

with mental illness. Supplemental lessons to the video were presented to the treatment 

group. Results of this posttest-only study indicated a significant short-term impact on 

knowledge and opinions of mental illness. The authors suggested that mental health 

knowledge is more effective when presented by a representative of the target group. 

Esters (1998) utilized the same video-based program as Petchers et al. (1988) for 

a study of concepts of mental illness and attitudes toward seeking professional help for 

emotional problems with rural high school students. Subjects were 40 teenagers between 

ages 13 and 17. He found significant differences in pretest and posttest comparisons 
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between intervention and control groups. Students who had received the week-long 

instruction displayed more favorable attitudes toward seeking professional help for 

emotional problems as indicated by the Fischer-Turner Pro-Con Attitude Scale. On the 

Opinions About Mental Illness Scale, the subscales for Benevolence and Mental Hygiene 

Ideology increased, and the subscale for Social Restrictiveness decreased indicating more 

positive attitudes toward mental illness. They displayed a more kind, nurturing attitude, 

believed in a less restrictive environment for persons with mental illness, and displayed a 

more positive, optimistic view of mental illness and treatment. 

Battaglia, Coverdale, and Bushong (1990) studied the effects of one 45-minute 

presentation on attitudes of middle school and high school students. Trained residents 

from a psychiatry program presented the programs during Mental Health Awareness 

Week to a total of 1,380 subjects, including 201 sixth graders. Significantly more 

students who attended the presentation reported liking psychiatrists and said that they 

would be likely to seek a psychiatrist's help. Both the treatment and control groups 

expressed an interest in learning more about mental health issues, including drugs, 

alcohol, depression, and suicide. 

Summary 

Researchers have used a variety of methods and measures to describe attitudes 

toward mental illness. Public attitudes toward mental illness have become more positive 

over the last 40 years and the public's knowledge of mental illness has increased. Studies 

with children indicate that attitudes toward mental illness are developed very early in life. 

There may be a developmental component to the conceptualization of mental illness, with 
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older children having a better understanding than younger children. However, in 

several studies, children of all ages indicated a reluctance to socialize with someone who 

has a mental illness. 

Researchers have used several methods in an attempt to alter attitudes toward 

mental illness of professionals and college students. A variety of measures have been 

used to measure changes in attitudes. Studies with professionals reported less success 

than studies with college students and nonprofessionals. Although, few studies have 

attempted to change the attitudes of children toward mental, those which have been 

reported indicate positive changes in those attitudes. 



CHAPTERIII 

METHODOLOGY 

In this chapter, the methodolo~ of this quasi-experimental study is discussed in 

relation to the population and sample,_ recruiting techniques, instrumentation, data 

collection procedures, procedures for the intervention and control groups, and data 

analysis. 

Population and Sample 

The subjects for this research were 141 sixth graders attending public school in 

Cedar Hill,-Texas. Cedar Hill is a growing suburban community south of Dallas with a 

population of approximately 35,000. The ethnic distribution of students in the Cedar Hill 

Independent School District is approximately 54% white, 32% African-American, 11 % 

Hispanic, 2% Asian/Pacific Islander, and I% Native American. The study took place in 

Belt Line Intermediate School that had approximately 550 fifth and sixth graders. The 

ethnic distribution of students in the study varied slightly from the district percentages, 

with 37% white, 37% African-American, 20% Hispanic, 4% Asian/Pacific Islander, 0% 

Native American, and 2% other. Twenty-four percent of the study subjects were labeled 

economically disadvantaged. Students were considered economically disadvantaged if 

they met the federal guidelines for free or reduced lunch. Subject characteristics are 

summarized in Table 1. 
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Table 1 

Subject Characteristics 

White 

Black 

Hispanic 

Asian/Pacific Jslander 

Other 

Male 

Female 

Economically Disadvantaged 

Not Economically Disadvantaged 

Intervention (n=73) -

# 

-27 

.27 

14 

:5 

0 

35 

38 

16 

57 

% 

37.0 

·37.0 

19.1 

6.8 

0 

48.0 

52.0 

22.0 

78.0 
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Control ( n=68) 

. # . 

25 

25 

14 

1 

3 

34 

34 

18 

50 

% 

36.8 

36.8 

20.6 

1.5 

4.4 

50 

50 

26.5 

73.5 
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Instruction at Belt Line Intermediate was "departmentalized," meaning that 

most teachers taught a single subject. There were 12 sixth grade science classes taught by 

three teachers. Students in one science class were. excluded from the study because the . 

teacher taught only one science class and the researcher wanted to minimize effects due 

to teaching style; subsequently, students in eleven science classes were recruited for the 

study. The only requirement for participation was the ability to read the instrument 

independently. Only one student, a special education student, was excluded for this 

reason. 

Recruiting 

Permission was obtained from the assistant superintendent of the Cedar Hill 

Independent School District to conduct the study in sixth grade classes in one school. The 

study was announced to parents during the "Open House" PTA meeting on September 8th, 

1998. The researcher introduced herself as a teacher in the school and a doctoral candidate 

at Texas Woman's University. The audience, which included potential research subjects, 

was told that permission had been received from the school district (see Appendix A) and 

the university (see Appendix B) to conduct a study about attitudes toward mental illness 

with sixth graders. They were informed that they could expect a letter with more 

information about the study. 

On September 21, 1998, sealed envelopes containing letters explaining the purpose 

of the study (see Appendix C) and the consent form (see Appendix D) were passed out in 

science classes to 246 sixth grade students. Students were requested to give the parent the 

letter and to return the fonn inside if their parents wanted them to participate in the study. 
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The letter invited parents to attend an informational meeting where they would be able to 

ask questions and review the lesson plans and materials used in the study. The letter also 

explained that private conferences could be held with the researcher . 

. On September 26th, a second copy of the letter and consent form was mailed to the 

parents of all students who had not returned a signed consent letter. Parents of students who 

had not returned the consent forms by September 30th were telephoned by the researcher. 

During the phone conversations parents were invited to visit the researcher to review 

materials and ask questions during the evening and half-day designated for parent 

conferences. : 

The informational meeting was held on September 29 from 4:30 to 5:00 in the 

school cafeteria, and five parents attended. Students and other children who were present 

were sent to the library so a more candid discussion could occur. At this meeting a brief 

overview of the study (including the purpose, rationale, method, and instrumentation) was 

presented by the principal investigator. Parents were assured that the study had been 

reviewed by a Human Subjects Review Committtee, results would be confidential, and 

students not participating would not be penalized in any way. Parents were then allowed to 

review the lesson plans and instrument and ask questions. Consent forms were available for 

parents to sign at that time if they wished. 

Parents expressed some concerns at the meeting. Two parents thought the 

instrument was suggestive. Two parents also were concerned that their child would feel left 

out if he or she did not participate in the study. A couple present, who had already decided 

before the meeting not to allow their son to participate because of a close family member's 
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serious mental illness, attended out of curiosity. A parent was concerned that the subject 

matter was too advanced for sixth graders and that "kids should be allowed to be kids." 

· These concerns were addressed at the meeting. The principal investigator described 

to parents the manner in which the instrument would be presented to students. The 

transparency that would be used to explain to students how to complete the instrument was 

shown (Appendix E). It was stressed that statements would be presented as opinions, not 

facts, and that there were no right or wrong answers. Parents concerned that their child 

would feel left out ifs/he did not particpate were told that many other students were not 

participating as well so s/he would not be alone in either group. Parents who were 

concerned that the subject matter was too advanced were told that the research indicated 

that students of this age have already developed attitudes toward mental illness. They were 

informed that OMI had been used with students as young as second grade. 

Parents were also able to meet individually with the researcher during the afternoon 

and evening of October 8th and morning of October 9th, which were designated parent 

conference times. Parents were able to ask questions and review materials. Consent forms 

were available for parents to sign at that time and 12 parents did so. October 9th was the 

last day consent forms were accepted. 

One hundred and forty-six consent forms were returned which is a response rate of 

59%. Five students had to be dropped from the study because they transferred schools, 

resulting in a total of 141 subjects. 
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The Pretest 

The pretest instrument was administered to all students in the intervention group on 

October 13th. Four classes of students in the control group completed the pretest on the 

same day. Two classes from the control group took the pretest the following day due to a 

scheduling conflict that week. Students who were absent on the day the pretests were given 

completed the pretest the following day. 

The teachers for the intervention group and the control group discussed the 

procedures for administering the test beforehand. Students in both groups received the 

same instructions for completing the survey~ An overhead transparency was used to explain 

how to complete the instrument (see Appendix E). Students were told that the statements 

were not facts but opinions. They were told there were no right or wrong answers and that 

they were not being graded on the assignment. Students were asked to write their names on 

the survey and to complete every question. Students were allowed to raise their hand and 

ask questions privately about any words they did not understand. The teachers of both the 

intervention and control group answered questions regarding word meaning. Two students 

in the control group did not understand the word "seldom." 

When students completed the survey the teacher briefly checked to ensure that all 

items were completed. The surveys were immediately given back to students to finish if 

any items were left incomplete. Students not participating in the study were sent to the 

library when the pretest was administered. 
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The Intervention 

Thirteen days after the administration of the pretest, the educational intervention 

and control lessons began. The lessons were presented from Monday, October 26th through 

Wednesday, October 28th. Students not participating in the study were sent to the library 

with alternative health lessons on mental health from the state-adopted health text to 

complete independently. 

The intervention consisted.of three 55-minute lessons developed by the 

investigator. (See Appendix F for complete lesson plans). In lesson one, students were 

prompted to explore their perceptions of mental illness through a cartoon format and 

responses were recorded on chart paper. The cartoon format was designed to elicit current 

attitudes about mental illness in a nonthreatening, no-risk manner. Students were asked to 

give responses to what the student in the cartoon might say upon hearing another student 

announce that a person in the class has a mental illness. The second part of the cartoon 

prompted students to list what a person who is overhearing the conversation of the first two 

students may be thinking, but not saying aloud. By putting themselves in the position of 

_ another person, students were free to respond without risking judgment from the teacher or 

other students. The original lesson plans stated that responses would then be labeled "myth" 

or "fact." However, this part was omitted because the instructor felt that there was a 

possibility of offending students by judging the responses which could result in suspension 

of student discussion, students would not maintain interest through another listing process, 

and there was a time constraint. 
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The second part oflesson one consisted of a "Reader's Theatre" of the 

photonovella What Happened to Ricardo (Silva, 1992). In a reader's theatre, students were 

assigned characters to -read aloud. This photonovel~ written in comic-book form in both 

Spanish and English, told the story of the appearance of symptoms of mental illness in a 

young adult in a working class Hispanic-American family. Students were told that although 

the family in the story was Hispanic, mental illness occurs in all races and to the poor and 

wealthy alike. It held the students' interest over the three days of the unit. The story 

revolved around the family and introduced issues that family members typically experience 

when a member is diagnosed with an illness such as confusion, blame, a search for help 

from varous sources, and strife within the family. The little brother and sister in the story 

were close in age to the study subjects. This particular piece of literature was chosen, in 

part, because the rich colors, interesting illustrations, and the comic book format. 

Lesson two consisted of teaching factual knowledge about mental illness through a 

written information sheet and small group discussion of the photonovella. Some 

information about the causes, symptoms, and treatment of mental illness was presented in 

the photonovella, but was limited to schizophrenia. The information sheet presented mental 

illness in a traditional lecture format, unlike the photonovella, and broadened to include 

depression and biploar disorder. This information was written and presented in a style that 

is similar to a traditional textbook oral reading and class discussion because, as is 

sometimes the case in the classroom, a teacher who knows little about a subject will tend to 
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abide closely to the textbook. The small group discussion of the photonovella that 

followed enabled students to apply new information learned in the information sheet to the 

story of the young man. 

In lesson three, students were shown examples of advertisements that perpetuate 

stereotypic perceptions of people with mental illness (see Appendix F). The teacher then 

led a class discussion and students were asked to compare three types of illness: a 

noncommunicable noncurable illness (arthritis), a communicable curable illness (strep 

throat), and a mental illness. The reactions of others to the person with this illness was 

emphasized. This was to demonstrate how mental illness differs from other illnesses in how 

people respond to it because of the stigma of mental illness. To close the lesson and the 

unit, the researcher planned to refer to the perceptions recorded from lesson one and ask 

students to lable the responses as myth or fact. However, this was not done as the labeling 

of the response as myth or fact in lesson one was omitted. The lesson closed by presenting 

a graph from a study (not included in the original lesson plans) that reported that people 

with mental illness are no more likely than others to commit violent crimes. 

The Control Group 

The lessons for the control group were also written by the investigator. Although 

the current state-adopted health textbook (Richmond, Pounds, & Corbin, 1990) was used, 

the types of activities students participated in were the same as the intervention group in an 

attempt to control for teaching style. For example, working in small and large groups and 

participating in reading aloud were part of both lessons. See Appendix G for complete 

lesson plans for the control group. 



32 
The Posttest 

The posttest was administered to subjects in both the intervention and the control 

group on Wednesday November 18th, two weeks after the intervention ended. Any student 

who was absent that day was asked to complete the posttest the day s/he returned to school. 

Students not participating in the study were sent to the library to do independent work 

unrelated to mental health/illness during the administration of the posttest. 

Instrumentation 

Many instruments have been developed to study attitudes toward mental illness. 

Some instruments were developed for use with a particular study and population (Aubry, 

Teft, & Curry, 1995; Bentz, et al. 1971; Conant & Budoff, 1983; Desforges, Lord, 

Ramsey, Mason, Van Leeuwen, West & Lepper, 1991; Jalali, Jajali, & Turner, 1978; 

Roberts, et al. 1984 ). Other instruments have been developed for use with a variety of 

populations and study designs and are standardized. The decision to use one instrument 

over another depends on which aspects of "attitude" the researcher is interested in 

examining and which model of mental illness, if any, the researcher wants to explore. 

The selection of an instrument in studies of attitudes toward stigmatized groups 

has been the subject of study. McPherson and Cocks (1983) reported that, on a measure 

of social distance, open-ended questions were answered more positively when an 

interviewer was present than when one was not present. However, responses to closed

ended questions did not differ when an interviewer was present. Data collection 

procedures can influence results. The authors cautioned about making comparisons 

between studies that used different instruments to gather data. 
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The Opinions About Mental Illness Scale (OMI) (Cohen & Struening, 1962) 

was used to assess the attitudes of sixth graders toward mental illness in this study ( see 

Appendix H). Permission was obtained from the author to use the OMI (see Appendix I). 

The Opinions About Mental Illness Scale was developed during a period of 

transition in concepts, care, and treatment of those with mental illness. Long-term .. 

hospitalizations were being replaced with "open" hospitals that today would ·be called 

"day treatment centers." One assumption of this new approach to mental illness was that 

the well-being of mental patients was influenced by social context in hospitals and with 

the general public. The OMI was developed in order to study the relationships between 

attitudes toward the mentally ill and variables associated with successful rehabilitation of 

former inpatients. 

Cohen and Struening developed approximately 200 opinion statements regarding 

the cause, description, treatment, and prognosis of severe mental illness that reflected the 

then current attitudes toward mental illness. These were reviewed by mental health 

professionals and reduced to 55 items. Some additional items added were taken from 

three existing instruments: the Custodial Mental Illness Ideology (CMI) Scale (Gilbert & 

Levinson, 1956 in Cohen & Struening, 1962), the California F Scale (Struening, 1957 as 

cited in Cohen & Struening, 1962), and Nunnally's (1961) study of popular conceptions 

of mental illness. A pool of 70 items were then administered to two large samples (541 

and 653) of personnel at geographically diverse Veterans Administration hospitals. The 

personnel were representative of the different levels and function of personnel that would 

come into contact with mental patients. The instrument was administered anonymously. 
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A factor analysis was conducted on responses from each hospital and five independent 

factors were identified. Scales were then developed from the original 70 items for each 

factor, resulting in the 51-item OMI questionnaire. 

At the time ofRabkin's (1972, 1974) comprehensive literature review of opinions 

about mental illness, the OMI was the most widely used instrument for the measurement 

of attitudes toward mental illness. She described it as the "most comprehensive, reliable, 

and valid instrument" of the time (Rabkin, 1972, p. 157). The OMI has been used in 

studies of various populations including hospital personnel (Cohen & Struening, 1962), 

nurses (Keane, 1991; Distefano & Pryer, 1975), medical students (Crow, Mowbray, & 

Block, 1970), college students, adolescents (Lopez, J 991; Esters, 1996), and children 

(Weiss, 1985). 

The OMI is composed of 51 opinions, or statements, about mental illness and the 

mental patient. Responses can be categorized into five factors or dimensions: (a) 

Authoritarianism, a conceptualization that mental patients are distinctly different and 

inferior to normal people and require coercive handling; (b) Benevolence, a kind 

paternalistic view toward patients as childlike and in need of nurturance; ( c) Mental 

Hygiene Ideology, a positive and optimistic view of mental illness and treatment; (d) 

Social Restrictiveness, a belief that mental patients are a threat to society and must be 

restricted during and after hospitalization; and (e) Interpersonal Etiology, a belief that 

mental illness arises from interpersonal experience, particularly deprivation of parental 

love and support during childhood. A value of one to six (for negatively and positively 

worded items) was applied for six alternatives from strongly agree to strongly disagree. 
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Scores for the five factors were obtained by adding or subtracting the scores for each 

question related to one of the factors from a constant (Cohen & Struening, 1963). Raw 

scores can be converted into sten scores to compare relative scores across individuals or 

groups. Sten scores for each factor-have a mean of 4.5 and a standard deviation of 2 

(Canfield, 1951 in Cohen & Struening, 1963). Sten scores are used for categorizing raw 

scores. Some correlations have been reported among the OMI factors. Fracchia, Pintyre, 

Crovello, Sheppard, and Merlis (1972) reported a low to moderate positive correlation 

(.32) between Authoritarianism and Social Restrictiveness over many populations and 

time. A weak negative correlation was observed between Authoritarianism and 

Benevolence. 

The OMI was chosen for use in this study for many reasons. The most important 

criteria for selecting this instrument was that it was well established, standardized, and 

had been used with many populations. The second most important reason was that it had 

been previously used with subjects in the same age range (Esters, 1996; Weiss, 1985). 

The instrument was also selected because it is comprehensive in the sense that it assesses 

a broad range of attitudes. It has been reported to be reliable and valid. Cohen and 

Struening ( 1963) estimated the internal consistency for each factor using a method 

developed by Tyron (1957, in Cohen & Struening, 1963) which is equivalent to 

Chronbach's alpha. The following reliability was reported: Authoritarianism 77 to 80%, 

Benevolence 70 - 73%, Mental Hygiene Ideology 29 to 40%, Social Restrictiveness 71 to 

77%, and Interpersonal Etiology 65 to 66%. The OMI is easy to administer and score and 

requires only paper-and-pencil. Subjects need only be able to read and the instrument 
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could be easily completed in a 55-minute class period. No special certification was 

required to administer this instrument. 

Low scores on the Authoritarianism and Social Restrictiveness scales and high 

scores on the Mental Hygiene Ideology scale are considered positive. The Benevolence 

and Interpersonal Etiology scales are open to interpretation as far as what is considered 

positive and negative. When the instrument was first developed, lower Benevolence 

scores were considered more positive (Cohen & Struening, 1962). Mental health 

professionals tended to have low Benevolence scores and blue collar mental health 

workers ( aides, cooks) had high Benevolence scores. Benevolence is described by the 

authors of the OMI to have its roots in religion or humanism, not science. However, 

research indicated that increases in Benevolence were associated with increases in Mental 

Hygiene Ideology and decreases in Social Restrictiveness (Walsh, 1971 in Distefano & 

Pryor, 1975). Moderate scores on the Benevolence scale are considered positive for the 

study described here. 

Similarly, when the OMI was developed, high Interpersonal Etiology scores were 

_ considered positive (Cohen & Struening, 1963). The Interpersonal Etiology scale 

measures the extent that a person agrees with the belief that mental illness is caused by 

inadequate personal relationships. This view is considered the psychosocial model of 

mental illness. The psychosocial model "conceptualizes emotional disturbances as 

primarily the consequence of social, psychological, interpersonal, cultural, or ethical 

conflicts" (Wyatt & Livson, 1994, p. 120). Psychotherapy is seen as the primary 

treatment for mental illnesses under this model and medication may or may not be used 
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as an adjunct in treatment. The opposite of the pyschosocial model is the medical 

model of mental illness. The medical model conceptualizes mental illness "primarily in 

terms of organic, biochemical, or physiological etiology" (Wyatt & Livson, 1994, p. 

120). Proponents of the medical model advocate biochemical or physical methods of 

treatment and psychotherapy is seen as an adjunct to medical treatment. Of course, these 

descriptions are simplifications and are not the only models of mental illness. In the 

l 960's when the OMI was developed, the psychosocial model was the most popular. 

Beginning in the l 980's, however, there has been an increasing shift toward a medical 

model of mental illness, which has been called the "remedicalization" of mental illness 

(Wyatt & Livson, 1994). Norman and Malla (1983) studied adolescent attitudes toward 

mental illness and reported that those who believed in psychosocial etiologies were more 

likely to prefer psychosocial methods of treatment. Belief in both psychosocial etiology 

and psychosocial treatment were associated with an optimistic prognosis for those with 

mental illness. Adolescents who favored the medical model and medical treatment had 

the worst prognosis and showed the greatest social distance to persons with mental 

illness. For these reasons, lower scores on the Interpersonal Etiology scale are considered 

positive for this study. 

Data Analysis 

One purpose of this study was to examine the research question: What are 

preadolescents' attitudes toward mental illness? Descriptive statistics were employed to 

answer this research question. Pretest scores for subjects in the intervention and control 

groups were combined for this purpose. The means and standard deviations for each 



38 
factor, or subscale, of the OMI were reported. Effects for gender, ethnicity, and 

socioeconomic status were examined. Student responses to the cartoon used in lesson 1 

were also recorded and discussed. 

Nonparametric measures were used to test the following hypothesis: Students 

receiving an educational intervention on mental illness will exhibit more positive 

attitudes toward mental illness than those receiving no intervention. Nonparametric 

measures were employed because nonrandom :convenience samples were used and the 

data collected was ordinal. The Mann-Whitney U statistic was used for all comparisons. 

The value that was chosen to determine significance was p < .05. Pretest scores between 

the intervention· and control groups were compared to determine if the groups differed 

significantly on any of the subscales at the onset of the study. Pretest and posttest scores 

for each factor were compared within each group to determine any significant changes. 

Posttest scores of the intervention and control groups were compared to determine if the 

groups differed significantly after the intervention. Effects for gender, race, and 

socioeconomic status by group were examined for each of the factors. 



CHAPTERIV 

FINDINGS 

This chapter describes the findings of the research. Pretest results for the Opinions 

About Mental Illness Scale (OMI) are presented. The means, standard deviations, and 

sten scores for each of the OMI factors are given. These results give an indication of the 

current attitudes toward mental illness of sixth graders. This chapter describes the results 

of pretest and posttest comparisons between the intervention and control group. Also, 

findings for subgroups within the intervention and control groups are discussed, including 

comparisons between ethnic groups, sex, and socioeconomic class. Finally, additional 

findings related to qualitative data analysis are discussed. 

Pretest Findings 

The purpose of this research study was to describe preadolescents' attitudes 

toward mental illness. The OMI pretest scores for the intervention and control group were 

combined to answer this question. One hundred and forty-one students participated in the 

pretest. All subjects were between the ages of 11.0 and 13 .0 and in the sixth grade. One 

student had been retained. The ethnic distribution was 3 7 % white, 3 7 % African

American, 20 % Hispanic, and .06 % other (Asian, biracial, Native American). Forty-nine 

percent were male; 51 % were female. Twenty-four percent were considered 

economically disadvantaged based on federal guidelines for the school lunch program. 

39 
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The means and standard deviations for each OMI subscale are presented in Table 

2. Other studies of attitudes toward mental illness have reported effects for ethnicity (Hall 

& Tucker, 1985; Jalali, et al. 1978), sex (Lopez, 1991; Norman & Malla, 1983), and 

socioeconomic status (Evans, 1974). Therefore, means for ethnic, sex, and 

socioeconomic subgroups were examined and reported. Sten scores for each of the five 

OMI factors are listed in Table 3. Transferring raw OMI factor scores to sten scores 

provides a way to compare scores relative to other individuals or groups. 

The largest difference on the pretest were between the economically 

disadvantaged students and those who were not economically disadvantaged. To 

determine if these differences were significant, the Mann-Whitney U statistic was 

performed. Economically disadvantaged students had significantly lower ( more negative) 

Benevolence scores (p < .0001) and significantly higher (more negative) Social 

Restrictiveness (p = .0160) scores than students not economically disadvantaged. Other 

subgroups were not examined because they were all within one standard deviation of 

each other. 

Posttest Results 

The hypothesis of this research study was: Students receiving an educational 

intervention on mental illness will exhibit more positive attitudes toward mental illness 

than those receiving no intervention. A decrease in scores for Authoritarianism, Social 

Restrictiveness, and Interpersonal Etiology subscales and an increase in Mental Hygiene 



Table 2 

OMI Pretest Scores for Entire Sample 

OMI Factor Total Ethnicity Sex Disadvantaged 

White Black Hispanic Male Female Yes No 

(n =141) (n = 52) (n = 52) (n = 28) ui.= 69) (n = 72) (n = 34) (n = 107) 

Authoritarianism M 29.37 30.17 29.19 28.68 30.16 28.61 30.21 29.10 

SD 5.83 5.26 6.51 5.08 5.06 6.43 6.37 5.66 

Benevolence M 40.64 41.83 39.10 40.14 40.16 41.10 34.97 42.44 

SD 7.68 6.25 8.62 8.05 7.86 7.53 7.57 6.81 

Mental Hygiene Ideology M 26.82 26.92 26.21 27.54 27.10 26.56 26.29 ·26.99 

SD 4.90 4.85 5.35 4.02 5.15 4.68 5.19 4.82 

Social Restrictiveness M 22.34 23.19 22.35 21.50 21.67 22.99 25.47 21.35 

SD 7.10 6.83 7.79 6.33 7.23 6.97 8.30 6.40 

Interpersonal Etiology M 14.94 14.44 14.54 16.18 15.70 14.22 15.97 · 14.62 

SD 5.48 5.46 5.71 5.12 5.31 5.58 5.24 5.54 

.,::.. -



Table 3 

Sten Scores for OMI Factors for Pretest 

OMI Factor Total Ethnicity 

White Black Hispanic 

(n = 141) (n = 52) (n = 52) (n = 28) 

Authoritarianism 6 6 6 6 

Benevolence I I I I 

Mental Hygiene Ideology 3 3 3 4 

Social Restrictiveness 4 4 4 4 

Interpersonal Etiology 3 3 3 4 

Sex 

Male Female 

(n_ = 69) (n = 72) 

6 6 

I I 

4 3 

4 4 

3 3 

Disadvantaged 

Yes No 

(n = 34) (n = 107) 

6' 6 

0 2 

3 3 

5· 4 

4 3 

~ 
N 
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Ideology subscales are considered positive changes. Changes toward moderate scores on 

the Benevolence subscale are considered positive. Pretest scores for the intervention and 

control groups were a.,nalyzed u~~ the Mann-Whitney µ to 4etennine if they differed at 

the onset of the study. Posttest scores were examined to determine if any significant 

differences existed as a result of the educational intervention on mental illness. Results 

are presented in Table 4. There were no significant differences between the intervention 

and control groups for any OMI factor on the pretest. However, one subscale, 

Interpersonal Etiology, approached significance (p = .0677). No significant differences 

were observed on the posttest for any OMI factor. 

Ethnicity 

Ethnic subgroups within the intervention and control groups were examined to 

determine if the educational intervention may was successful for some, but not for others. 

These results are presented in Tables 5-7. There were no significant differences among 

white students in the intervention and control groups for any OMI factor on the pretest or 

posttest. Hispanics in the intervention and control groups differed significantly on the 

OMI factor Mental Hygiene Ideology on the pretest, but not on the posttest. Pretest scores 

for African-American students in the intervention and control groups did not differ 

significantly. A significant difference (p = .0264) was found on the posttest for the factor 

Mental Hygiene Ideology for African-American subjects. 

Comparisons were made between the subgroup of males in the intervention and 

control groups and also for females. The results are presented in Tables 8 and 9. No 
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Table 4 

Mann-Whitney U Comparisons for Intervention and Control Groups 

OMI Factor Pretest Posttest 

Inter.8 Controlb p Inter. Control p 

Authoritarianism 

M 29.49 29.49 .8265 28.56 28.65 .9259 

SD 5.05 6.60 6.49 5.88 

Benevolence 

M 40.07 41.25 .4981 39.56 40.77 .1677 

SD 7.82 7.52 6.73 8.36 

Mental Hygiene Ideology 

M 27.11 26.52 .8313 27.58 27.19 .8670 

SD 4.46 5.36 5.41 5.96 

Social Restrictiveness 

M 22.80 21.85 .1904 23.27 22.40 .3315 

SD 6.75 7.47 6.75 7.31 

Interpersonal Etiology 

M 15.75 14.07 .0677 13.86 13.85 .8605 

SD 4.68 6.15 5.29 5.08 

8
!1 = 73. n_ = 68. 
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Table 5 

Mann-Whitney U Comparisons for White Subjects 

. . . . .. ... ·-. . ~ 

OMI Factor Pretest Posttest 

Inter.a Controlb p Inter. Control p 

Authoritarianism 

M 29.63 30.76 .4459 29.00 30.08 .8256 

SD 4.67 5.89 7.43 5.41 

Benevolence 

M 41.74 41.92 .8257 40.15 41.28 .3175 

SD 4.82 7.59 6.00 8.90 

Mental Hygiene Ideology 

M 26.74 27.12 .6135 26.22 28.12 .2053 

SD 4.42 5.36 5.71 6.52 

Social Restrictiveness 

M 23.48 22.88 .8257 24.11 21.68 .1715 

SD 6.91 6.87 6.07 6.48 

Interpersonal Etiology 

M 14.96 13.88 .3583 13.78 13.32 .6587 

SD 4.35 6.51 3.90 5.51 

a!!= 27. n=25 
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Table 6 

Mann-Whitney U Comparisons for African-American Subjects 

OMI Factor Pretest Posttest 

Inter.a Controlb p Inter. Control p 

Authoritarianism 

M 29.70 28.64 .6528 28.59 27.44 .4196 

SD 5.30 7.70 6.25 6.23 

Benevolence 

M 37.78 40.52 .4575 38.48 39.28 .7413 

SD 9.01 8.12 6.91 8.73 

Mental Hygiene Ideology 

M 26.56 25.84 .8111 28.85 25.16 .0264* 

SD 4375 6.02 4.61 6.14 

Social Restrictiveness 

M 22.48 22.20 .3935 23.00 24.44 .6863 

SD 5.91 9.56 6.14 8.56 

Interpersonal Etiology 

M 15.63 13.36 .1492 14.18 13.64 .8399 · 

SD 4.50 6.67 6.26 4.84 

*n < .os 

an= 27. \1. = 25. 
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Table 7 

Mann-Whitney U Com:garisons for HisRanic Subjects 

OMI Factor Pretest Posttest 

Inter.a Controlb p Inter. Control p 

Authoritarianism 

M 29.35 28.00 .4598 28.64 28.29 .8899 

SD 5.87 4.24 6.34 5.27 

Benevolence 

M 39.28 41.00 .5045 39.57 41.21 .3817 

SD 8.62 7.67 7.74 7.89 

Mental Hygiene Ideology 

M 29.29 25 .79 .0236* 27.79 28.21 .9816 

SD 3.27 4.04 4.89 4.00 

Social Restrictiveness 

M 22.36 20.64 .3939 21.86 20.64 .5648 

SD 8.18 3.86 7.54 6.23 

Interpersonal Etiology 

M 16.93 15.43 .3798 13.86 14.42 .9266 

SD 5.98 4.18 5.53 4.78 

*n < .o5 

a!! = 14. bn_ = 14 
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Table 8 

Mann-Whitney U Comparisons for Males 

OMI Factor Pretest Posttest 

Inter.3 Controlb p Inter. Control p 

Authoritarianism 

M 30.00 30.32 .8004 28.77 28.44 .4593 

SD 5.05 5.13 8.02 5.66 

Benevolence 

M 39.69 40.64 .6479 39.94 40.35 .5480 

SD 78.8 7.91 7.17 9.23 

Mental Hygiene Ideology 

M 27.20 27.00 .9185 27.69 27.62 .8709 

SD 5.08 5.29 5.76 4.64 

Social Restrictiveness 

M 22.40 20.91 .2928 23.37 20.88 .0845 

SD 7.53 6.91 7.33 6.97 

Interpersonal Etiology 

M 15.66 15.74 .9808 15.20 14.44 .4702 

SD 4.77 5.89 4.91 5.29 

an= 35. !l. = 34. 
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Table 9 

Mann-Whitney U Comparisons for Females 

OMI Factor Pretest Posttest 

Inter.a Controlb p Inter. Control p 

Authoritarianism 

M 29.03 28.15 .4830 28.37 28.85 .5681 

SD 5.08 7.71 4.76 6.17 

Benevolence 

M 40.42 41.85 .5993 39.21 41.18 .2265 

SD 7.85 7.18 6.38 7.51 

Mental Hygiene Ideology 

M 27.03 26.03 .6386 27.47 26.76 .8787 

SD 3.87 5.45 5.15 7.09 

Social Restrictiveness 

M 23.16 22.79 .4872 23.18 23.91 .6677 

SD 6.03 7.99 6.27 7.43 

Interpersonal Etiology 

M 15.84 12.41 . 0098* 12.63 13.26 .5833 . 

SD 4.65 6.03 5.39 4.89 

* p < .05 

a!!= 38. bn_ = 34. 
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Table 10 

Mann-Whitney U Comparisons for Economically Disadvantaged 

OMI Factor Pretest Posttest 

Inter.8 Controlb p Inter. Control p 

Authoritarianism 

M 31.85 28.72 .0234* 31.88 28.00 .1949 

SD 5.77 6.66 6.63 5.50 

Benevolence 

M 31.75 37.83 .0247* 35.31 38.61 .3247 

SD 5.90 7.88 6.57 8.02 

Mental Hygiene Ideology 

M 27.13 25.56 .4558 27.06 25.22 .4461 

SD 5.03 5.34 4.58 6.66 

Social Restrictiveness 

M 27.12 24.00 .0722 26.19 24.17 .2824 

SD 7.24 9.09 6.66 7.27 

Interpersonal Etiology 

M 16.63 15.39 .7156 14.25 14.67 .8625 · 

SD 4.76 5.70 6.12 4.64 

*I!< .05 

8!! = 16. b!l. = 18. 
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Table 11 

Mann-Whitney U Comparisons for Not Economically Disadvantaged 

OMI Factor Pretest Posttest 

Inter.8 Controlb p Inter. Control p 

Authoritarianism 

M 28.82 29.42 .3135 27.63 28.88 .6255 

SD 4.67 6.64 6.12 5.50 

Benevolence 

M 42.40 42.48 1.000 40.75 41.54 .1913 

SD 6.63 7.08 6.33 8.43 

Mental Hygiene Ideology 

M 27.11 26.86 .8806 27.72 27.90 .7663 

SD 4.34 5.37 5.65 5.60 

Social Restrictiveness 

M 21.58 21.08 .5195 22.46 21.76 .4363 

SD 6.14 6.74 6.61 7.29 

Interpersonal Etiology 

M 15.51 13.60 .0523 13.75 13.56 .6726 

SD 4.67 6.23 5.09 5.25 

an= 57. n.. = 50. 
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significant differences were found between males in the intervention and control 

groups on pretest or posttest scores. Females in the intervention group differed 

significantly (p = .0098) from females in the control group on one OMI factor on the 

pretest: Interpersonal Etiology. No significant differences were observed for females on 

the posttest. 

Economically Disadvantaged 

Economically disadvantaged students in the intervention group differed 

significantly from economically disadvantaged students in the control group on two OMI 

factors on the pretest. (See Table 10). Students in the control group had significantly 

lower (p = .0234) Authoritarianism scores (positive change) and significantly higher (p = 

.0234) Benevolence scores (positive change). The difference in a third factor, Social 

Restrictiveness, approached significance (p = .0722) with students in the control group 

scoring lower (positive). No significant differences were found on the posttest for 

students labeled economically disadvantaged. 

The students in the intervention group who were not economically disadvantaged 

did not differ significantly on the pretest or posttest from the students in the control group 

who were not economically disadvantaged. (See Table 11 ). However, the difference on 

the pretest was nearly significant for the subscale Interpersonal Etiology (p = .0523) with . 

students in the control group scoring lower (more positive). 

Qualitative Data 

Other data that was qualitative in nature were collected in the study but were not 

part of the hypothesis or research question. The cartoon format presented in lesson one 
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( Appendix F) provided a means for students to discuss attitudes toward mental illness 

in a nonthreatening and nonjudgmental atmosphere. The cartoon depicted three 

characters (same age as subjects) in a classroom. A speech bubble over one character 

reads, "Guess what? I just heard that new kid has a mental illness?". The second character 

says, "What? You mean he ... ?". The third character has a "thinking" speech bubble over 

his head that reads, "Hmmm ... ". Students were asked to finish the sentences for the 

second character, the one who speaks aloud, and for the third character, who is just 

thinking. Student responses are presented in Appendix J. 

The sentence completion responses for the character that speaks aloud in the 

cartoon were overwhelmingly negative ( examples: stupid, retarded, weird). The instructor 

did not refer to the transparency as a comical cartoon, but students may have interpreted 

the drawing to depict one, and therefore may have been trying to make a comical 

response. It is not uncommon for preadolescents to attempt to liven up the classroom by 

cracking jokes. Regardless, their responses revealed attitudes toward mental illness. 

Student responses for the third character that is thinking were quite different from 

the responses given for the character that speaks aloud. They tended to be kind and more 

positive. Responses could be grouped into the following categories: helping ("be his 

friend" etc.), questioning ("how is he ill" etc.), protective ("don't make fun" etc.), 

apathetic ("who cares" etc.), fearful, ("he might kill you" etc.), and illness related ("he has 

problems" etc.). 



CHAPTERV 

SUMMARY AND DISCUSSION 

Problem 

The purposes of this study were: (a) to describe preadolescents' attitudes toward 

mental illness, and (b) to determine the effects of an educational intervention on 

pr~adolescents' attitudes toward mental illness. Stigma toward people with mental illness 

causes hards~ips such as unemployment and inadequate housing. Mental illness is often 

ignored as a topic in health classes in public school at the elementary and intermediate 

levels. However, the literature indic.,tes that .children develop attitudes toward mental 

illness at an early age. 

This study used the Opinions About Mental Illness Scale to measure attitudes 

toward mental illness in a nonrandomized pretest/posttest control group design. The 

pretest results of the intervention and control group were combined to describe current 

attitudes of mental illness. 

Current Attitudes Toward Mental Illness 

One of the most remarkable findings of the pretest was the homogeneity of scores 

across all groups. Esters (1998) observed similar results on the OMI in his study of 

adolescents. The most consistent scores were those for the Authoritarianism subscale. 

The Authoritarianism factor is characterized by the belief that persons with mental illness 

54 
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are inferior, distinctly different from normal people, and require coercive handling. 

Lower Authoritarianism scores are considered positive. The means for all groups had a 

sten score of 6 indicating fairly high Authoritarianism scores. Authoritarianism is thought 

to be a dominant factor that influences attitudes toward mental illness ( Cohen & 

Struening, 1963; Crow et al. 1970). It has also been reported that this factor is the least 

likely factor to be affected by educative efforts (Cohen & Struening, 1963; Crow et al. 

1970; Paul & Mcinnis, 1974). 

The Benevolence factor indicates a kind, paternalistic, and nurturing attitude that 

has its roots in humanism or religion. Benevolence scores were also similar for all groups 

and were very low. The largest difference in Benevolence scores .on the pretest was 

between the economically disadvantaged students and those not economically 

disadvantaged. 

The Mental Hygiene Ideology factor indicates a positive view of mental illness 

and prognosis and views the patient as having the ability to be a productive citizen. The 

subgroup of Hispanics and the subgroup of males had the most positive scores for this 

factor, but they did not differ significantly from any other group. 

Students who agreed with the factor Social Restrictiveness believed that people 

with mental illness should have restrictions placed on their lives. Again, scores were 

similar across all groups for this factor. Students who were economically disadvantaged 

had the highest ( most negative) means in this study. 

The fifth OMI factor, Interpersonal Etiology, measures the extent to which a 

person believes that mental illness is caused by poor interpersonal relationships. Hispanic 
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students and economically disadvantaged students had the highest means for this 

factor. 

There were no significant differences among white, African-American, and 

Hispanic students for any OMI subscale on the pretest. Other studies have reported less 

favorable attitudes toward mental illness among African-American populations (Hall & 

Tucker, 1985; Jalali, et al., 1978). Hispanics differed from others in that they had slightly 

higher means for Mental Hygiene Ideology (more positive) and Interpersonal Etiology 

(more negative). Interpersonal Etiology reflects the belief that mental illness is caused by 

deprived interpersonal experiences such as a lack of parental love and attention. Part of 

traditional Hispanic culture is the importance and value of the family (Spector, 1991). It 

follows that Hispanics may be more likely than others to believe that families can 

influence or induce mental illness. Another possible reason why Hispanics tended to 

believe more in interpersonal causes of mental illness may be because of the ideas 

presented in the photonovella. The family in the story was Hispanic and at one point the 

mother and father of Ricardo blamed each other for his illness. The mother accused the 

father of being too hard on Ricardo, and the father accused the mother of babying him. 

Later, a physician tells the parents not to blame themselves and that doctors do not know 

exactly what causes mental illness. 

There were no significant differences between males and females on any of the 

OMI factors on the pretest. Some studies have reported higher Benevolence scores for 

females than for males (Lopez, 1991; Norman & Malla, 1983). Benevolence scores for 

females were slightly higher here, but the difference was minimal. 
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Economically disadvantaged students were the least benevolent and believed in 

a greater degree of social restriction of the mentally ill than other groups. The difference 

may be, in part, attributable to the large difference in sample size (34 versus 107). Factors 

that may affect attitudes toward mental illness ,are those that are characteristic of an "at 

risk" student. At risk students have higher transfer rates between schools and school 

districts, typically score below the 40th percentile on standardized tests, and have a 

higher rate of problem behaviors. The high transfer rates of economically disadvantaged 

students may hinder the development of trusting and meaningful relationships with peers, 

and therefore, students may be less likely to empathize with others. Economically 

disadvantaged students may face many hardships such as inadequate housing and poor 

nutrition and may have unmet needs. These children may not have the resources to be 

able to extend kindness toward others in need. Economically disadvantaged students are 

more vulnerable to changes and may feel threatened by people with mental illness. This 

would account for the high score on the Social Restrictiveness scale. 

Other studies reported various results for those in low socioeconomic groups. In a 

study of attitudes of adolescent delinquent boys, all of whom were economically 

disadvantaged, Evans (1974) reported significantly less favorable attitudes toward mental 

illness and other disabilities than controls. Roberts et al. (1984) reported little effect on 

attitudes due to socioeconomic status. Although all of the 10-13 year old subjects had 

negative attitudes toward people with mental illness, subjects in lower SES groups were 

the least negative and seemed to be more open minded - a contradiction from this study. 



58 
. On the other end of the spectrum, students who were not economically 

disadvantaged were the most benevolent, but still not very positive, and were the least 

likely to believe in social restriction of the mentally ill. These students are more likely to 

have a secure home life, meaningful friendships, and to have their needs met. Perhaps 

they can better afford to be kind and benevolent toward others perceived as less fortunate 

than themselves. They may be the least likely to feel threatened by people with mental 

illness because they have a stable home life. 

The responses of children in the intervention group to the mental illness cartoon 

in lesson 1 revealed some knowledge and interest in people with differences. These 

responses were indicative of the contact students at this school have had with moderate to 

severely disabled special education students. For example, one student said, "How does 

he respond to touch?", and students were familiar with the terms "mentally challenged" 

and "handicapped." It was also clear from other responses that many students did not 

have an understanding of mental illness. Mental illness was associated with blindness, 

deafness, bronchitis, dyslexia, nausea, and amnesia. Students also volunteered a large 

number of negative labels for someone with mental illness. 

Attitude Changes 

The hypothesis of this study was: Students receiving an educational intervention 

on mental illness will exhibit more positive attitudes toward mental illness than those 

receiving no intervention. There were no significant differences between the intervention 

and control group on the posttest for any of the OMI factors. Therefore, the hypothesis 

was rejected. 
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The subgroups for white, African-American, and Hispanic were examined to 

determine if any attitude changes occurred within ethnic subgroups. There were no 

significant differences on the posttest for any of the OMI factors for white students. 

African-Americans in the intervention group had significantly higher means for the factor 

Mental Hygiene Ideology on the posttest than African-Americans in the control group. 

This indicates a positive change for those in the intervention group. Mental Hygiene 

Ideology is characterized by a more positive and optimistic view of mental illness and 

treatment. It is possible the educational intervention was slightly successful with African

American students. However, the Mental Hygiene Ideology subscale has the lowest 

reported reliability of any of the subscales so it is possible that the change observed was 

not due to the intervention. 

Hispanics in the intervention and control groups differed significantly on the 

factor Mental Hygiene Ideology on the pretest, but not on the posttest. There were no 

significant differences among Hispanics for any of the OMI factors on the posttest. There 

were no significant differences on the posttest for the subgroups for males or females. 

Being male or female did not significantly influence changes in attitudes. There were no 

significant differences on the posttest for students who were economically disadvantaged 

compared to those who were not economically disadvantaged. 

Health Education Issues 

Mental illness is generally not included as a topic of study at the elementary, 

intermediate, or middle school level. The intentions of this study were to demonstrate that 

a brief unit on mentai illness could result in improved attitudes toward mental illness. 
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Although that conclusion was not reached as a result of this study, it would not be 

appropriate to conclude that teachers of young children should not address mental illness. 

Based on the number of illnesses and disabilities that students mistakenly associated with 

mental illness, it would be beneficial, at the minimum, to correct the gross 

misconceptions that students may have. 

The high Authoritarianism scores that were observed for all students may indicate 

a lack of tolerance for people with differences. Perhaps education about mental illness 

should be addressed in the context of tolerance for others. Ideally, the teaching of 

tolerance would be a continual process addressed throughout the school year and not 

taught as a brief instructional unit. 

Implications of the Research 

The attitudes of preadolescents toward mental illness appear to be associated with 

socioeconomic status, with economically disadvantaged students having the most 

negative attitudes and those not economically disadvantaged having the most positive 

attitudes. People in poor communities may be less likely to seek treatment for relatives 

with mental illness as a result of the greater degree of social restrictions placed on those 

with mental illness. As a result, mental health consumers in economically disadvantaged 

communities may not receive proper treatment. It may be most beneficial to target low

income groups when promoting the message that mental illness is not shameful. 

A brief instructional unit on mental illness is not sufficient for changing attitudes 

toward mental illness. Children should be exposed to positive attitudes toward mental 

illness when they enter school, and efforts should be concentrated in low-income schools. 



The slight improvement in the attitudes of African-American students may 

mean that some aspects of the intervention may have been successful in reaching those 

students. It would be beneficial to explore attitudes in African-American communities 

and to identify which aspects of the intervention influenced students. 
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There is a need for a standardized instrument for children and adolescents that 

measures attitudes toward mental illness. Perhaps an instrument with increasing levels of 

sophistication and depth, depending on the age group, could be developed. 

The qualitative data collected in this study were interesting. It would be useful to 

collect this type of data from a large number of children. This would provide a more 

complete description of children's attitudes and would help others understand them. 

Studying the terminology students use when referring to mental illness could aid the 

development of an instrument and may help identify possible sources of information 

about mental illness. 

The relatively high scores for the Authoritarianism subscale warrants the 

examination of the concept of authoritarianism in children. Are preadolescents prone to 

authoritarianism in general or toward other stigmatized groups? 

Further study could focus on the development of attitudes in students from diverse 

socioeconomic backgrounds. Studying the sources, or perceived sources, of information 

about mental illness from students of varying socioeconomic backgrounds may help 

identify the channels of communication that can then be used to educate students. 
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• There are no right or wrong answers! 

• The statements listed arc not considered facts! 

• This assignment is not graded! 

Sample Items: 

l. CHOCOLATE ICE CREAM IS BETTER THAN VANILLA 1CE CREAM. 

strongly_ agree_ 
agree 

not sure but_ 
probably agree 

not sure but 
probably disagree 

)~i 
disagree_ strohgly_ 

disagree 

2. lT WOULD BE OKAY TO EAT ICE CREAM EVERYDAY AS LONG AS YOU DON'T EAT TOO 
MUCH. 

strongly_ agree_ 
agree 

not sure but_ 
probably agree 

not sure but 
probably disagree 

disagree_ strongly __ 
disagree 
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AppendixF 

Lesson Plans for the Intervention Group 



Intervention Group Lesson Plans 

Lesson 1 

Instructional Goal: The student will become aware of his/her feelings and perceptions 
regarding mental health consumers. 
Instructional Objective: Each student will contribute at least one item to a class list of 
perceptions about mental health consumers/mental illness. 

MATERIALS: Cartoon for overhead projector (attached) 

ACTIVITIES: 

Summary for character roles in What happened to Ricardo? 
Large chart or butcher paper. 
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Exploring Perceptions (10 -15 minutes): Show the overhead cartoon to students. Ask 
each student to write words and sentences, or draw a picture that completes the captions. 
Students will share responses orally and teacher will copy them to the chart. When 
finished, ask students which items can be group together. From these categories, ask 
students to complete the sentence, " A person with a mental illness ... ", several times to 
include all the categories. Record these responses on a separate chart labeled, "Myth or 
Fact?". 

Reader's Theatre (30 minutes): Introduce the photonovella What Happened to Ricardo? 
(Silva, 1992). Tell students this is a story about a mental health consumer and define a 
mental health consumer as a "person with a mental illness who utilizes mental health 
services." Allow students a few minutes to examine the photonovella. Assign roles and 
have students read aloud. When finished, decide which, if any, of the statements on the 
"Myth or Fact?" chart can be labeled as such. Close by telling students to think of any 
questions they want to ask for the next day's lesson. 



r---

Guess what? I 
heard that new 
kid has a 
mental illness. 

.; 

What? 
You mean 
he ... ? 

Hmmm 

0 
0 

0 

~ 



Reader's Theatre Characters and pages on where dialogue is found 

Narrator (1, 3, 5, 6, 7, 8, 12, 13, 14, 15, 16, 17, 18) 
Ricardo (1, 2, 3, 4, 5, 6, 7, 8, 9, 12, 13) 
Friends at work (1, .4, 5, 6) 
Father (2, 9, 10, 11, 12, 14, 15, 16, 18) 
Mother ( 2, 3, 5, 9, 10, 11, 12, 13, 14, 15, 16, 17, 18) 
Little Brother (3, 4, 9, 12, 16, 18) 
Umpire (5) 
Doctor (6, 11) 
Supervisor ( 6, 8,) 
Grandmother (10, 13) 
Father Olivares ( 10) 
Little Sister (12, 16) 
Curandero (13) 
Nurse at hospital (14) 
Little brother's friends (16) 
Lady on phone ( 17) 
Lady in blue (17) 
Lady in orange ( 18) 
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Lesson 2 

Instructional Goal: The student will develop an understanding of mental illness. 
Instructional Objective: 1. The student will be able to give a definition for mental 
illness, name two mental illnesses, list 3 symptoms of each illness, and describe how 
mental illness is treated. 
2. The student will be able to answer questions about What Happened to Ricardo? with 
90% accuracy. 

MATERIALS: Information sheet - "What is mental illness?" 
What happened to Ricardo? 

ACTIVITIES: 
Mental illness information sheet: Pass out the information sheet "What is mental 
illness?" Have students read the information out loud. Answer any questions students 
have. Assess students' knowledge orally. 

Small group discussion: In small groups of 2-4 have students discuss the photonovella 
using the following questions as a guide. Have one student from each group record the 
answers on paper. Have a large group discussion to share small group responses. 

Discussion Questions for What Happened to Ricardo? 

1. What situation was stressful in Ricardo's life at the beginning of the story? 
2. How was Ricardo acting differently? 
3. What did his parents and friends think might be causing Ricardo to act differently? 
4. How did the Gonzales family try to help Ricardo? 
5. What did the family do to help themselves? 
6. What misconceptions did the characters in the story have about mental illness. 
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Mental Illness Information Sheet 

What is mental illness? 

Mental illnesses are biologically-based brain diseases that affect a person's 
thinking, emotions, and their ability to relate to others and their environment. Mental 
illnesses are different than many other illnesses because they affect the way a person 
behaves. A person with a mental illness can not always control their behavior. Mental 
illnesses can affect anyone, at any age. Mental illnesses can be successfully treated. 

Causes of mental illness 
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Doctors are not sure what causes these illnesses. However, they do know that 
heredity is involved because these illnesses run in families. It does not mean that a person 
who has a family member with a mental illness will automatically develop the illness. It 
only means that the chance of developing the illness is greater. For example, the chance 
for any one to develop schizophrenia is I%. The chance for a person who has a parent 
with schizophrenia is 10%. Mental illnesses are noncommunicable diseases. That means 
you cannot "catch" it from someone. 

Types of mental illness 
There are many kinds of mental illnesses. Serious mental illnesses can render a 

person unable to go to school, work, and enjoy life. Three types of serious mental illness 
are depression, bipolar disorder, and schizophrenia. 

Depression is a common mental illness. It can be mild or severe. Everyone 
experiences some of the same feelings that a depressed person feels. For example, a 
person may feel sad and have difficulty concentrating for a couple of weeks if a family 
pet has died. Eventually, they begin to feel better and can enjoy life. But a person with 
depression experiences these symptoms for long periods of time, even when there is no 
reason for the person to feel sad. The symptoms for depression can include: 

• Sad or "empty" mood 
• Loss of interest .or pleasure in ordinary activities 

• Fatigue 
• Sleep disturbances 
• Eating disturbances 
• Difficulty concentrating 
• Feelings of guilt, worthlessness, helplessness 
• Thoughts of death or suicide; suicide attempts 

• Irritability 
• Excessive crying 
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Bipolar disorder is a mental illness involving episodes of mania and 

depression. The person's mood usually swings from overly "high" and irritable to sad and 
hopeless and then back again, with periods of normal mood in between. Bipolar disorder 
typically begins in adolescence or early adulthood and continues throughout life. The 
symptoms when the person is feeling depressed are the same as for depression above. 
The symptoms for mania are: 

• Increased energy, restlessness, racing thoughts, and rapid talking 
• Excessive "high" or euphoric feelings 
• Extreme irritability 
• Decreased need for sleep 
• Unrealistic beliefs in one's abilities a11d powers 
• Poor judgment 
• Abuse of drugs, particularly cocaine, alcohol, and sleeping medication 
• Denial that anything is wrong 

Schizophrenia is a term used to describe a complex, extremely puzzling 
condition--the most chronic and disabling of the major mental illnesses. Schizophrenia 
may be one disorder, or it may be many disorders, with different causes. "Psychotic" 
means out of touch with reality, or unable to separate real from unreal experiences. 

A person who is psychotic may have hallucinations. A hallucination is when a 
person senses things that do not exist, such as hearing voices or seeing people or objects 
that are not really there. These hallucinations may be quite frightening. Hearing voices 
that other people don't hear is the most common type of hallucination in schizophrenia. 

A person with schizophrenia may also have delusions. Delusions are false beliefs 
about their life. Sometimes delusions in schizophrenia are quite bizarre--for instance, 
believing that a neighbor is controlling the schizophrenic individual's behavior with 
magnetic waves or that people on television are directing special messages specifically 
at him or her. Delusions of persecution are false and irrational beliefs that a person is 
being cheated, harassed, poisoned, or conspired against. 

How are mental illnesses treated? 

Mental illness is not an illness that can be "cured" but it can be treated 
successfully and the consumer can live a normal life. There are many kinds of medication 
that can control the symptoms of mental illnesses. Medicines can help prevent the 
symptoms of mania and depression. Antipsychotic medications can help prevent 
hallucinations and delusions. Some of the medications can have unpleasant side effects, 
such as trembling, but new medications are being developed. It is important that doctors 
continue to develop and study new medicines. 

Psychotherapy is often helpful in provid~g support, e~ucation, and guidance to 
the patient and his or her family. Psychotherapy 1s when a tramed person speaks 
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confidentially with the patient or family about the patient's illness. One of the things a 
psychotherapist may discuss is how to limit the stress in the life of the consumer. 

In some cases, a mental health consumer may need to be hospitalized until the 
illness is brought under control. Then the person gets to leave the hospital. Some people 
with a mental illness will need help in day to day living and others may be hospitalized 
for a long period of time, but most people will lead a normal life. 



Lesson 3 

Instructional Goal: The student will be able to recognize stereotypes of mental health 
consumers portrayed by the media. 
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Instructional Objectives: 1. The student will be able to verbally describe the inaccurate 
and stereotypical situations presented by various forms of media. 
2. The student will complete a chart comparing a mental illness, a noncommunicable 
noncurable illness such as arthritis, and a communicable curable illness such as strep 
throat. 

MATERIALS: Examples of inaccurate portrayals of mental illness and the mental health 
consumer 
Worksheet and transparency "Comparing / Contrasting Illnesses" 

ACTIVITIES: 
Examining media portrayals of mental illness: Review the misconceptions the class 
had or those presented in the photonovella about mental illness and the mental health 
consumer. Ask students why these misconceptions exist. Show overhead transparencies 
of the advertisements/story lines and discuss. Have students share inaccurate or accurate 
information they have received from media sources. 

Illness comparison: 
Distribute the worksheet "Comparing / Contrasting Illnesses." Discuss and complete 
together, using examples from the photonovella when possible. 

Questions to ask: 
1. What could Ricardo's friends have said to the family to show their support? 
2. Instead of teasing, what could Ricardo's little brother's friends have said to him? 
3. What could media producers do to improve the understanding of mental illness. 

Conclusion - To bring closure to the unit, refer back to the class chart developed in 
Lesson 1 and discuss and label as myth or fact any statements about mental illness that 
have not been covered in the lessons or class discussions. 



--- ----- ----·--- -- -- --·- -- --

Comparing/ Contrasting Illnesses 

Type of Illness Cause of Illness Reactions of Others Treatment of Illness 

Immediate Family 

Extended Family 

Close Friends 

Acquaintances 

Media 

Immediate Family 

Extended Family 

Close Friends 

Acquaintances 

Media 

Immediate Family 

Extended Family 

Close Friends 

Acquaintaces 

Media 

" 

Expected Outcome 
of Illness 

00 
-...J 
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Lesson Plans for the Control Group 



Lesson Plans for Control Group 

Lesson 1 

Instructional Goal: The student will learn about self-image and positive and negative 
thinking. 
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Instructional Objective: The student will be able to define "self-image" and "attitude". 

MATERIALS: Health for Life Scott, Foresman textbook. Chapter 1, Lesson 1 
and page 339, "Feeling Good About Yourself' 
Worksheet and Transparency Chart "Lucy's Negative Feelings" 

ACTIVITIES: 
Oral Reading: The students will read aloud and discuss Lesson one. 

Lucy's Negative Feelings: Read and discuss the situation on page 339 and complete the 
worksheet with students. 

Getting to Know Yourself: The teacher will ask students to choose one of the activities 
to do on pages 24-25. Students who wish may share their projects with the rest of the 
class. 



Lesson 2 

Instructional Goal: The student will become aware of his/her understanding of stress. 
Instructional Objective: Each student will contribute at least one item to a class list of 
perceptions about stress and its effect on people. 

MATERIALS: Cartoon for overhead projector ( attached) 
Large chart or butcher paper. 
Health for Life Scott, Foresman textbook Chapter 1 Lesson 3 

ACTIVITIES: 
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Exploring Beliefs about Stress (10 -15 minutes): Show the overhead cartoon to 
students. Ask each student to write words and sentences, or draw a picture that completes 
the captions. Students will share responses orally and teacher will copy them to the chart. 
When finished, ask students which items can be group together. From these categories, 
ask students to complete the sentence, "A person under stress ... ", several times to include 
all the categories. Record these responses on a separate chart labeled "Stress". 

Oral Reading (30 minutes): Have students read Chapter 1 Lesson 3 "How Can You Deal 
with Stress?" When finished, write the definition for "stress" on the chart. Close by 
discussing similarities between student responses on the stress chart and facts listed in the 
textbook. 



II. 

Lesson 3 

Instructional Goal: The student will demonstrate a strategy for dealing with stress. 
Instructional Objective: When presented with a scenario, the student will be able to 
stressors and list strategies for dealing with them. 

MATERIALS: Health for Life Scott, Foresman textbook pages 317, 340 

ACTIVITIES: 
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Review definition of stress, stressors, and effects of stress on the body: Students will 
answer the review questions on page 317 individually on paper. The teacher will lead the 
class in a discussion of the review questions. 

Small group activity: In small groups of 2-4 students will discuss the scenario "Dealing 
with Problems" on page 340. Students will complete a chart according to directions of 
Causes, Solutions, and Consequences as a group. Each group will then share responses 
with the class. 
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Appendix H 

The Opinions About Mental Illness Scale 
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OPINIONS ABOUT MENTAL ILLNESS 

Jacob Cohen 
Elmer L. Struening 

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 hosp ital 
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 these statements. We would like to know what~ think about 
these statements. Each of them is followed by six choices: 

strongly_ agree_ not sure but 
agree probably agree 

not sure but 
probably disagree 

disagree_ strongly 
disagree-

Please check (v) in the space provided that choice which comes closest to saying 
how you feel about each statement. You can be sure that many people, incl uding 
doctors, will agree with your choice. There are no right or wrong answers: we are 
interested only in your opinion. It is very important that you answer every item. 

* * * * * 
1. NERVOUS BREAKDmms USUALLY RESULT WHEN PEOPLE WORK TOO HARO. 

strongly agree_ not sure but not sure but disagree strongly - disagree --- probably agree probably disagree-agree 

2. MENTAL ILLNESS IS AN ILLNESS LIKE ANY OTHER. 

strongly_ agree __ not sure but not sure but dfsagrP.e st:ron')ly 
probably ?:· oh•~ly dis~ - ·· di ~a5;r~~---agree agree 

3. MOST PATIENTS IN MENTAL HOS PITALS ARE IIUT DANGEROUS. 

s t r " n s 1 l'. ____ ;igri>e __ n ··: sure but not su ,·e but disagree __ strongly - dis~ -
agre•::" probably agree probab 1 y disagree 



--

2. 

4. 

stro ngly agree not sure but 
agree - . -. - probably agre"e"9 

not sure but disagree_ 
proba.bly dis~ 

strongly 
disagree-

5. IF PARENTS LOVED THEIR CHILDREN MORE, THERE WOULD BE LESS MENTAL ILLNESS. 

strongly agree not sure but 
agr ee - - probably agree 

not sure but disagree strongly 
probably disagree - disagree-

6. IT IS EASY TO RECOGNIZE SOMEONE WHO ONCE HAD A SERIOUS MENTAL ILLNESS. 

strongly_ agree_ 
agr ee 

not sure but 
probably agree 

not sure but disagree strongly 
probably disagre'e - disagree-

7. PEOPLE WHO ARE MENTALLY ILL LET THEIR EMOTIONS CONTROL THEM: NORMAL PEOPLE 
THINK THINGS OUT. 

st rongly_ 
ag r ee 

agree_ not sure but 
probably agree 

not sure but 
probably disagree 

disagree_ strongly 
disagree-

8. PEOPLE WHO WERE ONCE PATIENTS IN MENTAL HOSPITALS ARE NO MORE DANGEROUS THAN 
THE AVERAGE CITIZEN. 

strongly_ 
agr ee 

agree_ not sure but 
probably agree 

not sure but 
probably disagree 

disagree_ strongly 
disagree-

9. WHEN A PERSON HAS A PROBLEM OR A WORRY, IT IS BEST NOT TO THINK ABOUT IT, BUT 
KEEP BUSY WITH MORE PLEASANT THINGS. 

strongly agree not sure but not sure but disagree_ 
agr ee - - probably agree probably dfsa'gree 

strongly 
disagree-

10. ALTHOUGH THEY USUALLY AREN'T AWARE OF IT, MANY PEOPLE BECOME MENTALLY ILL TO 
AVOID THE DIFFICULT PROBLEMS OF EVERYDAY LIFE. 

s t rongly_ agree_ 
agree 

not sure but not sure but disagree_ 
probably agree probably disagree 

strongly 
df sagree-

11. THERE IS SOMETHING ABOUT MENTAL PATIENTS THAT MAKES IT EASY TO TELL THEM FROM 
NORMAL PEOPLE. 

strongly_ agree_ 
agree 

not sure but not sure but disagree 
probably agree probably disagi='ee -

strongly 
disagree-

12. EVEN THOUGH PATIENTS IN MENTAL HOSPITALS BEHAVE IN FUNNY WAYS, IT IS WRONG TO 
LAUGH ABOUT THEH. 

strongly agree 
agree - -

not sure but_ not sure but disagree_ 
probably agree probably disig'ree 

strongly 
disagree-
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13. MOST MENTAL PATIENTS ARE WILLING TO WORK. 

s t rongly_ agree_ not sure but 
agree probably agree 

not sure but disagree_ 
probably disag'ree 

3. 

strongly 
disagree-

14. THE SMALL CHILDREN OF PATIENTS IN MENTAL HOSPITALS SHOULD NOT BE ALLOWED TO 
VISIT THEM. 

s tr ongly_ agree_ not sure but not sure but disagree 
disag'ree -ag r ee probably agree probably 

15 . PEOP LE WHO ARE SUCCESSFUL IN THEIR WORK SELDOM BECOME MENTALLY I LL. 

st rong ly_ agree_ 
ag r ee 

16 . PEO PLE WOULD NOT 

st rongly_ 
agr ee 

agree_ 

not sure but 
probably agree 

BECOME MENTALLY 

not sure but 
probably agree 

not sure but disagree_ 
probably disagree 

ILL If THEY AVOIDED BAD THOUGHTS. 

not sure but disagree_ 
probably disagree 

17. PATI ENTS IN MENTAL HOSPITALS ARE IN MANY WAYS LIKE CHILDREN. 

strongly_ 
agr ee 

agree_ not sure but 
probably agree 

not sure but disagree_ 
probably disagree 

strongly_ 
disagree 

strongly_ 
disagree 

strongly 
disagree-

strongly 
disagree-

18. MORE TAX MONEY SHOULD BE SPENT IN THE CARE AND TREATMENT OF PEOPLE WITH SEVERE 
MENTAL ILLN ESS. 

strongly agree_ 
agree -

not sure but 
probably agree 

not sure but disagree_ 
probably disagree 

strongly 
disagree-

19. A HEART PATIENT HAS JUST ONE THING WRONG WITH HIM, WHILE A MENTALLY ILL PERSON 
rs COMPLETELY DIFFERENT FROM OTHER PATIENTS. 

strongly 
agree -

agree_ not sure but 
probably agree 

not sure but disagree_ 
probably disagree 

strongly 
disagree-

20. MENTAL PATIENTS COME FROM HOMES WHERE THE PARENTS TOOK LITTLE INTEREST IN 
TH EIR CHILDREN. 

strongl y 
agree -

agree_ not sure but 
probably agree 

not sure but disagree_ 
probably disagree 

strongly 
disagree-

21. PEOP LE WITH MENTAL ILLNESS SHOULD NEVER BE TREATED IN THE SAME HOSPITAL AS 
PEO PLE WITH PHYSICAL ILLNESS. 

stron gly 
agree -

agree_ not sure but 
probably agree 

not sure but dfsagree_ 
probably disagree 

strongly 
disagree-
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4. 

22. ANYONE WHO TRIES HARD TO BETTER HIMSELF DESERVES THE RESPECT OF OTHERS. 

strongly_ 
agree 

agree_ not sure but 
probably agree 

not sure but disagree_ 
probably disagree 

strongly 
disagree-

23. IF OUR HOSPITALS HAO ENOUGH WELL TRAINED DOCTORS, NURSES, AND AIDES, MANY OF 
THE PATIENTS WOULD GET WELL ENOUGH TO LIVE OUTSIDE THE HOSPITAL. 

strongly_ 
agree 

agree_ not sure but 
probably agree 

not sure but disagree_ 
probably disag'ree 

strongly 
disagree-

24. A WOMAN WOULD BE FOOLISH TO MARRY A MAN WHO HAS HAD A SEVERE MENTAL ILLNESS, 
EVEN THOUGH HE SEEMS FULLY RECOVERED. 

strongly_ 
agree 

agree_ not sure but 
probab 1 y agree 

not sure but disagree_ 
probably disag'ree 

strongly 
disagree-

25. IF THE CHILDREN OF MENTALLY ILL PARENTS WERE RAISED BY NORMAL PARENTS, THEY 
WOULD PROBABLY NOT BECOME MENTALLY ILL. 

strongly_ 
agree 

agree_ not sure but 
probably agree 

not sure but disagree_ 
probably disag'ree 

strongly 
disagree-

26. PEOPLE WHO HAVE BEEN PATIENTS IN A MENTAL HOSPITAL WILL NEVER BE THEIR OLD 
SELVES AGAIN. 

strongly_ 
agree 

agree_ not sure but 
probab 1 y agree 

not sure but 
probably disagree 

disagree_ strongly 
disagree-

27. MANY MENTAL PATIENTS ARE CAPABLE OF SKILLED LABOR, EVEN THOUGH IN SOME WAYS 
THEY ARE VERY DISTURBED MENTALLY. 

strongly_ 
agree 

agree_ not sure but 
probably agree 

not sure but disagree_ 
probably disagree 

strongly 
disagree-

28. OUR MENTAL HOSPITALS SEEM MORE LIKE PRISONS THAN LIKE PLACES WHERE MENTALLY 
ILL PEOPLE CAN BE ·CARED FOR. 

strongly_ agree_ 
agree 

not sure but 
probably agree 

not sure but dfsagree_ 
probably disag'ree 

strongly 
disagree-

29. ANYONE WHO IS IN A HOSPITAL FOR A MENTAL ILLNESS SHOULD NOT BE ALLOWED TO VOTE. 

strongly_ 
agree 

agree_ not sure but 
probably agree 

not sure but disagree_ 
probably disag"ree 

strongly 
disagree-

30. THE MENTAL ILLNESS OF MANY PEOPLE rs CAUSED BY THE SEPARATION, OR DIVORCE OF 
THEIR PARENTS DURING CHILDHOOD. 

strongly_ 
agree 

agree_ not sure but_ 
probably agree 

not sure but disagree_ 
p'robab 1 y disagree 

strongly 
disagree-
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31. THE BEST WAY TO HANDLE PATIENTS IN MENTAL HOSPITALS rs TO KEEP THEM BEHIND 
LOCKED DOORS. 

strongly_ agree_ not sure but 
agree probably agree 

not sure but disagree_ 
probably disagr"ee 

strongly 
disagree-

32. TO BECOME A PATIENT IN A MENTAL HOSPITAL IS TO BECOME A FAILURE IN LIFE. 

st r ongly_ agree_ 
agree 

not sure but 
probab"l y agree 

not sure but disagree 
probably disagr"ee -

33. THE PATIENTS OF MENTAL HOSPITALS SHOULD BE ALLOWED MORE PRIVACY. 

strongly_ agree_ not sure but 
ag r ee probably agree 

not sure but disagree_ 
probably disagree 

strongly 
disagree-

strongly 
disagree-

34. IF A PATIENT IN A MENTAL HOSPITAL ATTACKS SOMEONE, HE SHOULD BE PUNISHED SO HE 
DOESN'T DO IT AGAIN. 

strongly_ agree_ 
agree 

not sure but 
probably agree 

not sure but 
probably disagr"ee 

disagree_ strongly 
disagree-

35. IF THE CHILDREN OF NORMAL PARENTS WERE RAISED BY MENTALLY ILL PARENTS, THEY 
WOULD PROBABLY BECOME MENTALLY ILL. 

s trongly_ agree_ not sure but 
agree probably agree 

not sure but disagree_ 
probably disagree 

strongly 
disagree-

36 . EVERY MENTAL HOSPITAL SHOULD BE SURROUNDED BY A HIGH FENCE AND GUARDS. 

strong ly_ 
agr ee 

agree_ not sure but 
proba b 1 y agree 

not sure but 
probably disagree 

disagree_ strongly 
disagree-

37. THE LAW SHOULD ALLOW A WOf-'AN TO DIVORCE HER HUSBAND AS SOON AS HE HAS BEEN 
CONFINED IHA MENTAL HOSPITAL WITH A SEVERE MENTAL ILLNESS. 

strongly_ 
agr ee 

agree_ not sure but 
probably agree 

not sure but disagree 
probably disagree -

strongly 
disag ree--

38 . PE OPLE (BOTH VETERANS AND NON-VETERANS) WHO ARE UNABLE TO WORK BECAUSE OF 
MENTAL ILLNESS SHOULD RECEIVE MONEY FOR LIVING EXPENSES. 

s t r ongly_ 
agre e 

agree_ not sure but 
probably agree 

not sure but 
probably disagree 

disagree_ strongl y 
disagree-

39 . MENTAL ILLNESS rs USUALLY CAUSED BY SOME DISEASE OF THE NERVOUS SYSTEM. 

st r ongly_ 
ag r ee 

agree_ not sure but 
probably agree 

not sure but 
probably disagr"ee 

disagree_ strongly 
disagree-
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40. REGARDLESS OF HOW YOU LOOK AT IT, PATIENTS WITH SEVERE MENTAL ILLNESS ARE NO 
LOl~GER REALLY HUMAN. 

strongly_ agree_ not sure but 
agree probably agree 

not sure but 
probably disagree 

disagree_ strongly 
disagree-

41. MOST WOMEN WHO WERE ONCE PATIENTS IN A MENTAL HOSPITAL COULD BE TRUSTED AS 
BABY SITTERS. 

strongly_ agree_ not sure but 
agree probably agree 

not sure but 
probably disagree 

disagree_ 

42. MOST PATIENTS IN MENTAL HOSPITALS DON'T CARE HOW THEY LOOK. 

strongly_ agree_ not sure but 
agree probably agree 

not sure but disagree_ 
probably disagree 

strongly 
disagree-

strongly 
disagree-

43. COLLEGE PROFESSORS ARE MORE LIKELY TO BECOME MENTALLY ILL THAN ARE BUSINESS 
MEN. 

strongly_ agree_ not sure but 
agree probably agree 

not sure but disagree_ 
probably disagree 

strongly 
disagree-

44. MANY PEOPLE WHO HAVE NEVER BEEN PATIENTS IN A MENTAL HOSPITAL ARE MORE 
MENTALLY ILL THAN MANY HOSPITALIZED MENTAL PATIENTS. 

strongly_ 
agree 

agree_ not sure but 
probably agree 

not sure but 
probably disagree 

disagree_ strongly 
disagree-

45. ALTHOUGH SOME MENTAL PATIENTS SEEM ALL RIGHT, IT rs DANGEROUS TO FORGET FOR A 
MOMENT THAT THEY ARE MENTALLY ILL. 

strongly_ agree_ 
agree 

not sure but 
probably agree 

not sure but 
probably disagree 

46. SOMETIMES MENTAL ILLNESS IS PUNISHMENT FOR BAO DEEDS. 

strongly_ 
agree 

agree_ not sure but 
probably agree 

not sure but 
probably disagree 

di sag:·ee_ 

disagree_ 

strongly 
disagree-

strongly 
disagree-

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. 

strongly_ 
agree 

agree_ not sure but 
probably agree 

not sure but 
probably disagree 

disagree_ strongly 
disagree-

48. ONE OF THE MAIN CAUSES OF MENTAL ILLNESS rs A LACK OF MORAL STRENGTH OR WILL 

POWER. 

strongly_ 
agree 

agree_ not sure but 
probably agree 

not sure but 
p·robab 1 y disagree 

disagree_ strongly 
disagree-
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49. THERE IS LITTLE THAT CAN BE DONE FOR PATIENTS IN A MENTAL HOSPITAL EXCEPT TO 
SEE THAT THEY ARE COMFORTABLE AND WELL FED. 
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strongly agree not sure but 
agree - - probably agree 

not sure but disagree_ 
probably disagr'ee 

strongly 
disagree-

50. MANY MENTAL PATIENTS WOULD REMAIN IN THE HOSPITAL UNTIL THEY WERE WELL, EVEN 
IF THE DOORS WERE UNLOCKED. 

strongly agree not sure but 
agree - - probably agree 

not sure but disagree_ 
probably disagr'ee 

strongly 
disagree-

51. ALL PATIENTS IN MENTAL HOSPITALS SHOULD BE PREVENTED FROM HAVING CHILDREN BY 
A PAINLESS OPERATION. 

strongly_ 
agree 

agree_ not sure but 
probably agree 

not sure but 
probably disagr'ee 

disagree_ strongly 
disagree-

PLEASE CHECK BACK AND MAKE SURE THAT YOU HAVE NOT LEFT OUT ANY STATEMENTS 

OR PAGES OF STATEMENTS 
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Appendix I 

Letter of Permission to use the OMI 



Dissertation/Theses signature page is here. To protect individuals we 
have covered their signatures. Pagination may be different as a result. 
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Appendix J 

Responses to Mental Illness Cartoon 
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Student responses to the character who says, "You mean he's ... ?" 

* = frequency of response 

stupid**** freakazoid 

retarded**** psychopath 

dumb*** not regular 

crazy** in a hospital 

psycho** not stable 

weird** special 

sick* fruity 

mentally challenged* ugly 

handicapped* crippled 

different* amnesia 

dopey nausea 

wacko dyslexia 

mental blind 

not right paranoia 

no sense deaf 

insane bronchitis 

delirious odd 

freak drunk 

messed up 



Student responses to the character who is thinking, "Hmmm ... ?" 

Helping 

- how can he help 

- offer to help 

- give him a good time at school 

- be friends with him 

- let's help him 

- be friends 

Protective 

- don't make fun 

- why are they talking about it 

- should he say something about it 

- should not talk about him, be nice 

- tell them to shut up 

- take up for him 

- feel sorry for him 

- feel sad 

Apathetic 

- so what 

-who cares 

- they are right 

Questioning 

- ask questions to teacher 

- does he have friends 

- does he think he's ugly 

- is he really that stuff 

- is he all that bad 

- how is he ill 

- is he dumber (or smarter) than me 

- I want to see him 

- how does he act 

- how does he respond to touch 

- who is it 

- how did they know 

- how do you know 

Fearful 

- he might kill you 

- stay away from him 

Illness Related 

- he has problems 

- may need charter 
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