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Children and adolescents lrere surveyed to investigate

development of beliefs about the mentally iI1" Three

hundred and sixty-nine Winnipeg school children in Grades 6,

8, 10, and 12 participated" They responded to scales

assessing beliefs about the mentally ilf and beliefs about

the causes of mental iIlness" The results indicate that

younger girls hold more authoritarian beliefs about the

mentally i11 than do older gir1s. Younger compared to older

children believe more strongly that factors present at birth

and that disease cause mental il1ness. Older children

believe more strongly in environmental- causes of mental

illness" Suggestions are made regarding the introduction of

mental health education into the Grade 6 curricuLum.
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The success of the community mental health movement

depends greatly on a public with non-reject.ing attitudes

toward the mentally iII. They must be receptive to the

establishment of community based programs and to the

integration of the mentally i11 in their neighborhoods. In

the past, public attitudes toward the mental-ly ilI have

often been characterized as negative (Rabkin, 1974),

although a wide range of beliefs and attitudes was found

more recently in a survey of Winnipeg households (refft,

Sega11, & Trute, 1988). Most surveys of public attitudes

assess the beliefs and attitudes of adults. There is,
however, a srna1l but growing body of literature which seeks

to further our understanding of the formation of beliefs and

attitudes toward the mentally i11 by sampling the views of

children and adolescents who are, of course, future adults.

Foremost as a rationale for investigating children's

beliefs about the mentally i11 is the assumption that

beliefs formed in childhood represent the genesis of adult

beliefs. WhiIe writers v¡ho assess children's beliefs (Maas,

Marecek, & Travers, 1978) make this assumption, there has

been little empirical work to support or refute it.

CHILDRENIS AldD ÀDOIESCENTS' BELIEFS ABOUT THE
MENTALLY TLL
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Longitudinal methods of inquiry have not been employed to

trace the development of children to adulthood with regard

to their beliefs about the mentally i11. For the present

time, the relationship between children's and adults'

beliefs can only be assumed.

Knowledge concerning the early development of beliefs
and attitudes tov¡ard the mentally iIl could be applied to
primary prevention, early intervention, and community

treatment of the mentally i11 (weiss, 1985). For example,

children's rol-es in stigmatizing their emotionally disturbed

peers, their awareness of mental health issues, and their
beliefs about seeking professional help may mediate the

development of child psychopathology leading to adult

syndromes (Maas, Marecek, & Travers, 1978; Reetz & Shemburg,

1985; Weiss, 1986): Moreover, public reaction and treatment

of the mentally ill may figure significantly in the

prognosis of such disorders (Crocetti, Spiro, & Siassi,

1974) " Finally, public attitudes toward the mentally i11

influence social policy relating to the development and

support of community mental health services (Nunna1Iy,

1961 ) .

Empirical research to increase our understanding of the

way children develop their beliefs about the mentally i11,

their knowledge regarding mental health issues, and their
beliefs about the ingredients necessary for healthy



emotional development could contribute to the design of

effective mental health education programs (nal-ter &

Marsden, 1977; Reetz & Shemburg, 1985). Early chitdhood

education could create a public that is better able to
identify their mental health concerns, more willing to seek

professional help as needed, more tolerant of others

experiencing such difficulties, and more supportive of the

presence of treatment facilities in the community,

The literature regarding children's beliefs about the

mentally i11 supports a number of competing theoretical
perspectives. Specifically, theorists disagree as to the

mechanisms which are most potent in shaping children's
beliefs. The two more prominent theoretical frameworks are

cognitive-developmental (Piaget, 1929) and sociological or

social-psychological. The Iatter include Scheff 's (1966,

1974, 1984) "Iabel-Iing perspective," more general

sociaLization theories (O1msted & Smith, 1980), and a model

of the relationship between beliefs, attitudes, and behavior

(ajzen & Fishbein, 1980). There also exists a framework

which integrates components of all of the rnodels cited above

(de Rosa, 1987) "



FiaqeË's Theorv

The cognitive-developmental perspective stems from the

work of Jean Piaget (1929)" Through observations of his os¡n

children's cognitive development, Piaget detailed the stages

and processes through which children come to understand

their physical worId" Children pass through invariant

stages in which their capabilities to comprehend the world

around them develop from the most primitive to the most

sophisticated, adult thought processes. Initially a

framework for conceptualizing the child's understanding of

the physical world, Piaget described the abilities to

assimilate and accommodate incoming stimuli as the

mechanisms that propel the child through the various

developmental- stages. Assimilation is the absorption of nev¡

information and principles into existing cognitive

structures, while accommodation is the adaptation and

restructuring of cognitive structures to aIlow for

comprehension of novel forms of information.

Conc eotua 1 -Deve lonmenta 1 Perspective

Piaget charted four distinct stages of cognitive

development. The sensorimotor stage is the infant's first
stage" It is characterized by an awareness of the

environment only through that which comes directly in

contact with the sense organs. An object exists only when

the child can manipulate it or sense it. At approximately
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age two, when language is acquired, children enter the

preoperational stage. They rely on their own perception and

intuition rather than 1ogic" Preoperational children are

egocentric (i.e", cannot take the perspective of another

person). Àt approximately age seven, the child acquires the

ability to think by using logical operations. These

operations are limited in their applications to concrete,

rather than abstract, events and objects" Thus, this third

stage is appropriately termed concrete operational, The

ability to think hypothetically and with adult logic begins

to appear around the age of 11 or 12. Development proceeds

until children reach approximately '1 5 years of âg€, when

fully adult thinking is the predominant mode (Lefrancois,

1983).

Children' s Beliefs ÂbouÈ HeaIth/Illness

Mental health beliefs can be viewed as a subset of the

broader category of beliefs about healttl/il1ness"

Therefore, models used to study children's beliefs about

illness can be used to guide the study of children's

developing beliefs abouL the mentally i1I.

The study of the development of children's beliefs

about health and illness has been influenced by the

cognitive-developmental perspective. For example, Bibace

and walsh (1979, 1980) assessed children's beliefs about



illness to test whether children's perceptions and

understandings parallel the development of causaf reasoning"

Bibace and WaIsh defined developmental categories which

coincide with all but the earliest of Piaget's stages of

cognitive development" Using their instrument, the Health

and Illness Questionnaire, Bibace and Ï,lalsh found that the

explanations children gave for the causes of illness foIlow

a predictable seguence, from incomprehension to

sophisticated psychophysiological understandings that

paral1e1 Piagettian cognitive development. In other words,

the nature of children's explanations reflected the

cognitive capabilities representative of the developmental

stages Piaget defined.

Applications

characterize children's developing beliefs about health has

been used to characterize developing beliefs about the

mentally i11. However, researchers in this area have

typically designated their participants by their grade

levels in school even though Piaget's theory is one of ages,

not grades in school. Àges will be provided in the

following presentation in those instances where they have

been specified by the researchers. Piagettian stages will

be extrapolated from â9e¡ grade, or both.

The same progression of understanding used to

to the Area of Mental llLness
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ln an early study, Whiteman (1967 ) looked directly for

evidence of recognition of psychological causality using a

Piagettian framework. He interviewed 57 five- and six-
year-oId children and 55 eight- and nine-year-old children

to test for differences between preoperational and concrete

operational children, respectively. He presented them with

seven stories, each depicting a different defense mechanism"

One story, for.example, focused on the act of "denial""
The child in the story was described as wanting very much to

go to a birthday party, but hras sick the day of the party

and unable to go" The child was quoted as saying, "I didn't
want to go to that party anyway!" The participant was then

asked why t.he child made the statement. In addition,
Whiteman probed the extent of participants' knowledge by

posing alternatives, recapitulating components of the story,

and even suggesting causal possibilities.

Whiteman's resuLts showed a tendency for the younger

group to partially comprehend some but not all the elements

of what Whiteman termed the "motivation" behind the various

defensive behaviors. However, a more significant finding

was the difference between age groups with respect to their
abilities to comprehend the motivations of the child in each

story. In terms of Piagettian tasks, the younger children

focused only on the explicit or central- aspects of the

story. The older children revealed the ability to shift



from a focus on the overt characteristics of the situation
(in this case, behavior) to more covert properties (i.e.,

intention) " This is consistent with the difference in

capabilities of preoperational children, who cannot use

logic, and concrete operational children, who can employ

Iogical operations. However, even concrete children are

Iimited in their applications of these principles to the

concrete domain.

À criticism of Whiteman's work is that, through his

interview strategy, he may have cued his participants to

perceive the story character's behavior as abnormal- (Coie &

Pennington, 1976). Perhaps a more open-ended approach, in

which the child was asked simply to talk about the story

child's behavior, would have elicited fewer explanations of

motivation factors. The probing procedures that Whiteman

used may have suggested options that the participants would

not have generated on their olrn. However, it is also

possible that focusing the participants attention
specifically on the behavior to be interpreted led them to

demonstrate conceptual capabilities that may not otherwise

have been apparent" The significant difference between the

responses of the two groups is no less sígnificant in light

of possible effects of interview techniques"

ÀIthough they made no explicit references to Piagettian

stages, a team of researchers (ttalter & Marsden, 1977;



Marsden & Kalter, 1976; Marsden, Kalter, Plunkett, &

Barr-Grossman, 1977) tested 31 fourth- and sixth-grade

children to assess various aspects of their understandings

of emotionally disturbed peers" Fourth graders were

probably in the concrete operational stage of cognitive

development" Sixth graders were probably entering the

formal operations stage. À11 participants were interviewed

individually" They were presented with five vignettes.

Àdult clinicians had previously rated these vignettes and

had concurred that one vignette depicted the behavior of a

normal boy, while the other four vignettes depicted the

behaviors of boys with different types and severities of

emotional disturbance. The vignettes \.¡ere read aloud to

each child, followed by a request to talk about each boy in

the story" Suestions $¡ere intended to reveal the language

the children used to talk about the boy, "their reactions to
him, and their understanding of his present status, the

etiology of his difficulty, and the prospects for his

future" (Marsden & Kalter, 1976, p. 231) 
"

Children's responses h'ere taped and transcribed" The

responses were rated for clarity-of-explanation on a

three-point scale (I(alter & Marsden, 1977) " A rating of one

represented no etiological explanation, two indicated a

possible etiological statement but no clear explanation of

the events that shaped the boy's behavior, and three
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designated responses that contained clear conceptualization

of etiological factors. Etiological statements were also

coded according to the theory that was implicit or explicit
in them. The categories of etiological theories included

explanations based on "inappropriate parentingr" "modelingr"

"peer scapegoating/rejection," "problems internal to the

centraL figure," and "other" (p" 49).

Ànalysis of the clarity-of-explanation scores revealed

significant differences between the two groups" The older

children gave "cl-earer, more cohesive accounts" (p. 52) than

the younger children of how the boy came to be the way he

vras depicted. Kalter and Marsden suggested that their
results indicate that older children are more developed in

their capacity to view deviant behavior as "the outgrowth of

prior circumstances" (p" 52). The older children afso

demonstrated a trend toward greater consistency in the

etiology theories they espoused to explain different
vignettes and in identification of persons primarily

involved in the development of the disturbed behavior.

Maas, Marecek, and Travers (1978 ) interviewed twenty

children in each of Grades 2r 4, and 6" Children were read

three vignettes depicting three different behavior

disorders. Soc ial withdrawal included " isolation from

others, suspiciousness, and preoccupation with fantasies"
(p. 148 ) . Anti-social behavior incl-uded "threatened or
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actual assaults, irresponsibility, robbery, lying, and

uncontrolled anger" (p. 148) . "Depression, guilt, anxiety,

suicidal impulses, hypochondriasis, and Low self-esteem" (p.

148) were represented in the vignette depicting

self -punitive behavior .

Àfter hearing each vignette, participants llere asked

both forced-choice and open-ended questions to explain the

causes of the story character's behavior, the character's

desires and intentions, and the character's potential for

change. Partic ipants lrere also presented h'ith bipolar

adjective checklists and asked to rate each of the three

characters. For example, one bipolar adjective pair was

"friendly/unfriendly" (p. 148)" They were asked how

friendly or unfriendly s¡as the particular character" Once

the participants stated their choice, they were asked

whether they thought the character was "very" or "a littIe"
(p. 148) friendly or unfriendly" Scores for the adjective
pair ranged from three, the most positive alternative, to a

score of zeto, the most negative choice.

Maas et al. found a developmental trend toward

"external-causal thinking about disturbed behavior" (p"

152) " Older children were more 1ikely to cite causes of the

disturbed behavior that were external to the vignette

character, such as school failure or sibling rivalry.

Conversely, there was a significant decrease with increasing
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age in the proportion of children who cited internal causes

of disorder. Examples of internal causation would be

"stating that the character was'born that way'or just was

that vray and responses that the behavior resulted from a

disease process or a physical injury" (p" 149)"

with respect to the potential for changing disordered

behavior, there v¡as a trend with increasing age toward the

belief that disordered behavior could be best altered by

changes in the social environment and, as a corollary, that

"the social environment is a powerful barrier to personal

change" (p. 152). Younger children characterized the

persistence of disorder as resulting from lack of effort"
Older children explained the persistence of disorder as due

to the "intrinsic difficulty of effecting change" (p. 1 50).

Maas et al" (1978) concluded that older children placed the

causes and cures of behavior disorders in the social

envi ronment "

The results of the Maas et al. study support a

cognitive-developmental view by demonstrating a shift in

perspective from one that emphasizes internal states to one

that focuses on aspects of the environment. The

participants, whose mean ages were 7 "3, 9.6, and '1 1 .5, were

likely to have been, respectively, in transition from the

preoperational to the concrete operational stage, in the

concrete operational stage, and in transition from the
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concrete to the formal operational stage of development"

The three groups theoretically represent movement from an

egocentric perspective to one which focuses on logical and

concrete relationships, and, finally, to one which focuses

on abstract and hypothetical relationships in the

envi ronment "

In conclusion, the cognitive-developmental perspective

has its greaLest power as a descriptor and predictor of

developmental change from one stage to the next. The model

explains the child's constraints and capabilities to

comprehend and formulate beliefs about mental illness as a

function of d.evelopmental stage. However, there is litt1e
in the model to explain the development of adolescents'

beliefs once they have mastered formal operations. In other

v¡ords, the model does not address the influences that may

cause adolescents to hold convergent beliefs once they have

more sophisticated cognitive capacities. Other theories

must be employed to elaborate on t.his end of the

developmental spectrum.

Socía1-Psvcholoqical and Socíolooica1 Perspectives

LabeLlino Perspective

Scheff (1966, 1974, 1984) argued that deviance and

mental illness are defined with respect to societal norms.

Scheff stated that society holds stereotypes which
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characterize certain constellations of behavior" Disorder

is a form of deviance that does not fit within more clearly

defined categories of deviance, such as criminality or

immorality" Therefore, Scheff conceptualized disorder as a

residual category. In other words, deviance that does not

look criminal or immoral is recognized, by excfusion, as

disorder" Menta1 illness can be viewed as one form of

di sorder.

Scheff (1966) first presented nine propositions

relating l-abe11ing theory to mental illness. His fourth

proposition pertained specifically to children. Scheff

stated that children learn imagery concerning deviant

behavior early from peers rather than adulLs" He reasoned

that adults are typicalLy vague and evasive in their
responses to children's questions pertaining to mental

ill-ness. Further, he argued that children probably grasp

the meaning of the word "ctazy" early in elementary school.

Children's Abilitv to Recoqnize Abnorrnal Behavior"

Recognition of deviance relies, by definition, oo the

characterization of normality and the ability to make

comparisons. Marsden and Kalter (1976) examined children's

abilities to recognize both normal and emotionally disturbed

behavior" They tested fourth- and sixth-graders' ability

to rate vignettes on a scale of perceived emotional

disturbance in comparison to clinicians' ratings" Their



15

resulLs indicated that these children r.¡ere capable of

recognizing emotional disturbance, distinguishing normal

behavior, and making assessments of severity that

corresponded with assessments made by clinicians" The major

criterion for correspondence was whether the children
perceived the vignettes as "normal versus not normal" (p.

235) " À11 clinicians and 68% of. the children rated the

normal vignette as normal. Ninety-one per cent of the

children rated the vignette as normal or "on1y possibly

disturbed" (p" 235). The correlation between the two

groups' rankings of vignettes according to severity of

disturbance was also high, ! = "90, p<.05.

Novak (1974) tested 326 children in Grades 4,5, and 6"

He presented participants with five vignettes portraying

same-sexed peers with behavior disorders of varying degrees

of severity. These included depressed, phobic, immature,

aggressive, and schizoid disorders" Novak also included a

description of a normal child" Participants each rated one

of the vignettes on measures of "attractiveness, consisting

of 10 bipolar adjectives (*.9", friendly-unfriendly); a

5-point scale of social distance; and perceived similarity
to self" (p" 462) " Novak found that participants could

clearly distinguish normal from disturbed behavior.

In contrast to Marsden and Kalter (1976), Novak (1974

found that participants did not respond to the severity of
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the symptoms" He based this conclusion on the finding that

children rated the aggressive character as less attractive,

more different, and Iess desirable for social interactions

than the schizoid character" He suggested that children
judge more negatively behavior that causes pain for others

than behavior that involves personal pain.

Marsden, KaIter, Plunkett, and Barr-Grossman (1977)

rated how much the fourth- and sixth- graders liked and

disliked the characters in the vignettes described earlier.

Their findings l¡ere congruenL with Novak's (1974). They

found no relationship between liking or disliking and

clinical severity" Marsden et a1" also found that vignette

characters exhibiting aggression as one of their major

symptoms $rere among the most disliked and least liked of the

characters.

In her reviev¡ of the literature on attitudes toward the

mentally i11, Rabkin (1974) reported that adults also react

in a more socially rejecting manner to disturbed behavior

that is aggressive or socially visible than they do to other

behaviors that represent severe symptomotolgy. She stated

that a "paranoid schizophrenic is more often identified as

menLal1y i11 than a simple schizophrenic, an acting-out

chiId more often than a withdrawn one" (p. 20).
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Hoffman, Marsden, and Kalter (1977 ) replicaLed the

findings of Marsden and Kalter (1976) with respect to

children's ability to distinguish behavior on the basis of

severity of disturbance, They used the same methodologY¡

which included the original vignettes, perceived emotional

disturbance ratifl9s, and a new group of fourth- and

sixth-grade part ic ipants.

with respect to Novak's (1974) conclusion about the

cues children use to judge disturbance, Hoffman et al" also

found that participants reacted to specific behaviors in the

vignettes. For example, the boy in the vignette portraying

borderline psychosis was viewed by participants as having

"highly atypical preoccupations and anxieties" (Hoffman et

al., 1977, p. 952). The boy with the school phobia was

viewed as "overtimid and fearful of the school situation"
(p. 952)" Hoffman et aI. concluded that children tend "to

react to specific behaviors, rather than globa1 conceptions

of normality and deviance" (p " 952) " Such a statement

suggests that children may assign a label of deviance when

they perceive behavior as abnormal. They may not possess a

specific stereotype of deviant behavior.

Coie and Pennington (1976) interviewed 20 children (ten

girls and ten boys) representing four age groups (7r 10r 13,

and 17 years). Their goal was to "discover the point at

which children become sensitive to that which adults refer
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to as 'irrationality' " (p. 407) " They asked participants

first to describe children "you know who are different from

most other kids" (p" 408). The interviews were taped and

transcribed. Seven categories were defined to rate the

responses to the open-ended question asking participants to

describe a child that is different from most other children.

seven categories were defined. The category of "aggression"

included physical and verbal aggression, destruction of

property, and temper outbursts. "Social norm violations"

included behavior that v/as described as si1ly,
inappropriate, disruptive, or snobbish. "I llegal behavior r lt

such as thef t or drug abuse and viol-ations of school ru1es,

were among the behaviors categorized as adult rufe

violations. Shy or socially isolated behavior was label1ed

"social withdrawal " " "Interest and appearance" I.¡as def ined

as the story child having an appearance or interests t.hat

were different from most children. "Se1f-referent

attributions" was for those responses which singled out a

peer who had interests that differed only from the subject.

Final1y, a "nonscorable" category was for responses which

appeared to be irrelevant or nonsequiturs.

Over half
the categories

There was a si

social norm vi

the mentions of deviant

of aggression and social
gnificant effect for age

olation, due to the fact

behavior feI1 into
norm violation.

group regarding

that f i rst-graders
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rarely used this category. First grade children produced

two-thirds of the responses in the self-referent category

and hardly ever used the categories pertaining to peer norms

and codes" Coie and Pennington suggested that these results

indicate first-graders inability to judge their peers

behavior in reference to group norms "

Turning to the second part of the study, the children

r,rere read two stories; one depicting a child with paranoid

delusions and the other portraying a child who loses control

of himself and fights with other children. Children were

asked to rate how different was the child described to them

from most children" Children used a six-point scale

involving boxes that increased in size by equal increments.

The smallest box signified that the child in the story was

"not at all different" (p" 408). The largest box

represented a rating of "very much different" (p" 408).

Children were also asked to teIl the interviewer what

the story child does that makes him different from most

children and why the story child acts the way he does. Coie

and Pennington rated the children's responses as

corresponding to one of three categories on a continuum from

recognition to normalization. The recognition category

indicated recognition of the disorder and accurate reporting

of the story. An example of a recognition response !¡as one

in which the participant said that the paranoid child
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"thinks other kids are after him, buL it's not so" (p.409).

At the other extreme was a category for responses that

reconstructed the story to normalize it by adding or

neglecting key components of the story. For example, the

response might characterize the aggressive behavior "as

eit.her a natural reaction to peer provocation or a

reflection of the actor's essentially aggressive character
(he's a bully)" (p.410).. A transition category was

established for responses including both recognition of the

disorder and an attempt to normalize it. A child who

responded in this manner recognízed the disorder component

but then reconstructed the story to explain the behavior as

an appropriate response for the situation.

There were signif icant age trends for the three

categories" À11 first graders' responses were

reconstructive. They typically normalized the behavior of

the child in the story by transforming the events and

characters to ones they could understand" For this reason,

their deviance ratings for the stories were not compared to

the other groups' responses" The authors concluded that

their judgements would not be based on the same normative

comparisons that the other age groups were capable of

making"

the fact that first graders were unable to both

conceptualize how most children of their age behave (i.e.,
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peer norms) and rate peers with respect to such norms casts

doubt on the usefulness of Scheff's theory that children

learn early the images of deviance from their peers.

According to Scheff's view of early learning, these young

participants should have been capable of distinguishing

normal from deviant behavior, thereby demonstrating that

they had l-earned both stereotypes" The older children were

able to make such normative comparisons, but the younger

children misclassified normal and disordered behavior in

both directions. However, the fact that older children can

make these distinctions may suggest that there is an

interaction between learning from peers and cognitive

sophistication. In other words, both the Piagettian and

Scheffian frameworks may partially explain the development

of adofescents' beliefs.

Coie and Pennington noted that it was only eleventh

grade students that spontaneously generated language related

to psychological disorder. They commented that the

perspective taken by the oldest respondents represents a new

form of social judgement. It goes beyond merely

appreciating that other persons have different physical

perspectives to understanding that others may have different
psychological perspectives and, further, that the

perspective of the other may represent one of psychological

oi sorder "
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To look for changes between age groups, Weiss (1985)

administered an adaptation of the Opinions About Mental

rllness Scal-e (cohen & Struening, 1959) to 512 elementary

school children in Grades 2, 4, 6, and 8. The adaptation

involved the design of the response scale" Happy and sad

faces, and different sizes of boxes and printing, were used

to represent the "agree-disagree" response (p" 255). He

made no mention of adapting the r+ording of the items to the

reading leve1 of the participants.

Weiss' results suggested that children's opinions

changed between Grades 2 and 4, but not between 4 and 6 or

between 6 and 8. Weiss interpreted his results as evidence

that the shared views of children within each group are a

result of the influence of peers. He cited Scheff's (1966)

theory to support his conclusions. However, it is also

possible thaL the changes Weiss found were a function of a

development in the ability to read rather than a development

in beliefs about the mentally ill"

Scheff's theory is a specific application of more

general principles of socialization to the domain of

deviance. However, it seems to lack the conceptual

framework necessary to explain how children learn

stereotypic beliefs. The theory describes the possible

organization of beliefs, but neglects issues relating to

their acquisition.
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In conclusion, the strength of Scheff's theory may lie

in its utility to characterize the experience of those who

become labelled as mentally i11. Such individuals

experience the consequences of being stereotyped, which may

include certain expectations, self-fu1fi1ling prophesies,

and stigmatízations (Szasz, 1960) . Current research reveals

that there is a powerful stigmatízíng effect when labels

evoke an individual's negative beliefs (linn, Cul1en, Frank,

& l.Tozniak, 1987) " These researchers accepted Schef f 's
position that labeIs activate preexisting beliefs but argue

that the nature of these beliefs is an empirical question.

In other words, they suggest that beliefs about the mentally

il1 are important in understanding Iabelling effects.
However, Link et al. also suggest that beliefs vary and may

not be uniformly negative" The empirical question for the

proposed study is how beliefs vary as a function of age.

Socialization into the Adu1t Belief Syst.em

ïn

Olmsted

school

soc ial i
adult-1

belief
imagery

an attempt to study the socialization process,

and Smith (1980) surveyed the responses of high

students and their teachers. They defined

zation as "the unevenLful acquisition of increasingly

ike beliefs" (p" 182)" This view is at odds with the

that children teach other children stereotypic
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Olmsted and Smith argue that Scheff (1966) wrongly

assumed that popular conceptions of mental illness are

represented as negative stereotypes" In other words, they

disagree that there is a simple, negative stereotype of the

behavior that represents mental illness held uniformly

throughout popular culture. They believe that a cultural

belief system provides society members with a "socially
learned orientation to common-sense psychological reality"
(Olmsted & Smith, 1980, p" 191 )" Such an orientation, in

their view, does not include stereotypes of mentat illness

and is "not necessarily integrated into a consistent

'ideology"' (p" 1 91 ) .

In keeping with their commitment to the principles of

socialization, Olmsted and Smith hypothesized that, âs high

school students age, there shoutd be increasing consensus in

beliefs due to the "cumulative exposure to uniform

understandings" (p. 184). They also hypothesized that

students in successive grades would have views more closely

resembling those of teachers"

To survey opinions, Olmsted and Smith presented

students and teachers with 35 of Nunnafly's (1961) Menta1

Health Opinion Statements. These statements sample

traditional stereotypes, medical and sociological models,

and general knowledge about mental i1lness. An example of

statement pertaining to stereotypes is "the insane laugh
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more than normal people"" One medical statement is that

"mental disorder is usually brought on by physical causes. "

A sociological statement is that "helping the mentally if1
person with his financial and social problems often improves

his condition." Statenents such as "mental disorder is not

a hopeless condition" sample general knowledge.

The results of Olmsted and Smith's (1980) survey

revealed that high school students in their senior-year had

opinions more closely resembling those of teachers than did

students in their freshman year. The freshman-teacher

responses were the most dissimilar. It is interesting to

note that senior-teacher responses vrere "about as similar"
(p. 186) as the senior-freshman responses. This suggests a

gradual process in which adofescents' beliefs change from

those held by children toward those held by adults" Olmsted

and Smith ciLed this evidence as support for socialization.

However, this view is not necessarily inconsistent with

a cognitive-developmental perspective. It may be that when

children achieve the cognitive capabilities characteristic
of the formal operations stage, there may be a delay while

they assimilate and accommodate the beliefs of adults. This

same view is also consistent with recent work in the area of

labelling theory. Children may learn labels early, but,

until their beliefs are formed, Lhese labels do not evoke

stigmatízing responses toward the mentally i11.



hypothesis of increasing consensus was contradicted.

Consensus decreased, not increased, with age" Olmsted and

Smith offered a post-hoc explanation, suggesting that the

older students "with longer exposure to adult beliefs, have

also been exposed to a greater variety of opinions,

providing broader scope for individual variation in

readiness to adopt them" (p. 189). This explanation is

consonant v¡ith recent findings (Tefft, Sega11, & Trute,

1988) ttrat a representative sample of adults yields a wide

range of beliefs" A1so, a decreasing consensus as age

increases is in keeping with the cognitive-developmental

perspective that shared cognitive limitations constrain the

breadth of beliefs held by young children, such that they

evidence similar views. Once young people are capable of

comprehending more complex concepts, they are more capable

of learning from various societal agents such as adults,

media portrayals, novels, or any source of influence to
which the young person is exposed.

In conclusion, the strength of the Olmsted and Smith

conceptualization is that it allows for varying concepts of

mental illness within a cultural belief system" They have

contributed to knowledge about the acquisition process with

respect to adolescents' beliefs" However, they did not

explain how these beliefs may influence chil-dren's attitudes

OlmsLed and Smith were surprised to find that their

26
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or behaviors toward the mentally i11" Other frameworks are

necessary to build on both the theories proposed by Scheff

( 1 966 ) and by Olmsted and Smith ( 1 980 ) .

& Theorv of Reasoned AcÈion

Ajzen and Fishbein (1980) proposed a theory of reasoned

action based on the assumption that human beings are

rational and make systematic use of the information

available to them. Àccording to this mode1, there are

connections between external variables or characteristics of

individuals and their beliefs. These beliefs form the basis

for individuals' attitudes. Àttitudes lead to the

intentions individuals have regarding how they will behave.

Fina1ly, behavioral intentions lead to the outcome of this
process, behaviors.

Their model begins with external variables" These can

include socioeconomic status, education leve1, and in the

proposed study, the age of the individual. External

variables have been shown empirically to predict beliefs
(Dear ç Taylor, 1982; Tefft et al., 1988).

Beliefs are formed about objects or behaviors. They

are based on characteristics associated with objects or on

outcomes associated with particular behavÍors.

Dangerousness is an example of a characteristic that some
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people associate with the mentally i11. This association

represents a negative belief. À belief that being friends

with someone with a mental illness leads to the possibility

of being assaulted represents a negative belief about a

behavior "

Beliefs may be acquired directly through observation or

experience (e"g", knowing someone who is mentally i11),
indirectly through information frorn other sources (e.9.,

parents talking about mental illness), or inferentially

through a process of generating one's own beliefs. The

positive or negative beliefs that people hold give rise to

their attitudes. Evaluations of objects as positive lead to
positive attitudes. If people believe that a behavior leads

to a positive outcome, they will hold a positive attitude
toward the behavior "

In the theory of reasoned action, attitudes lead to

behavioral intentions. These reflect peoples' assessments

of their future behaviors. Behavioral intentions are a

function of a personal factor and a social infl-uence factor.
The personal factor represents an individual's attitude

toward the behavior (or the object of the behavior), which

is a positive or negative evaluation" The social influence

factor is a subjective norm, which represents the

individual's perception of the social pressures put on him

or her to perform of not perform the behavior in question"
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Ajzen and Fishbein theorize that individuals wilI likeIy

intend to perform a behavior when they believe that

important others think that they should perform the behavior

and when they evaluate the performance of the behavior

positively"

Àccording to Ajzen and Fishbein (1980), a person's

intention to perform (or not perform) a behavior is the

immediate determinant of the action" The actual behavior

produces an outcome, the final component of the theory. If

the anticipated outcome occurs, then the sequence of events

leading up to the outcome is affirmed. However, an

unexpected outcome would cause the person to reconsider all

or part of the sequence of events. In summary, a theory of

reasoned actions predicts consistency between external

variables, beliefs, attitudes, behavioral intentions, and

ultimately behaviors "

Reetz and Shemburg (1985) worked with the theory of

reasoned action in surveying components of attitudes in

children. They focused on cognitions (opinions, beliefs,
information), affect (feelings, evaluations), and behavioral

intentions, Their sample consisted of fifth- and

sixth-grade students. This age group was selected because

the authors believed that these children are "cognitively

equipped to understand many mental health concepts and are

at a critical developmental stage (preadolescent, pre-junior



high school), when preventive intervention may be of great

benefit" (p. 394) "

To test Lhe belief component of the model, Reetz and

Shemburg presented their participants with 46 true-false
items such as "mental or emotional problems are a punishment

for sins" (p" 395). A general belief score was determined

for each child. For the group, they found that "82% of the

positive items were endorsed by greater than 50% of the

children. Only 20% of the negative items were endorsed as

true by 50% of the children" (p. 396)" Reetz and Shemburg

interpreted these results as indicative of positive beliefs

of the children as a group. However, Rabkin (1gla) has

cautioned that reports of percentages can be used

subjectively or "selectively to support either positive or

negative conclusior¡s" (p. 11). For example, the finding

that more than 50% of the children endorsed 82% of. the

positive iLems could support the pessimistic conclusion that

almost 50% of the children chose not to endorse the positive

i tems .

For the attitude component, children were presented

with a list of 16 word pairs, composed of a negative and a

positive adjective. Examples were "normal/weird,"

"calm/nervousr" and "heai-tiny/ sick," The children were asked

to choose "the word from each pair that best expressed their

feelings toward someone with a mental or emotional problem"

30
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(p" 397). Reetz and Shernburg found that, for all but two

word pairs, more than 50% of. the children chose the positive

one. Except for three word pairs, 60% of. the children chose

the positive word. Some of the positive words were chosen

by as many as 98%. Based on these percentagês, Reetz and

Shemburg characterized the group as having positive

attitudes. Once again, the f inding that more than 50% of.

the children chose positive as opposed to negative words can

support a pessimistic conclusion that almost 50% of the

children chose the negative word in the pair.

The fact that the group held positive beliefs and

positive attitudes only suggests support for the Ajzen and

Fishbein (1980) theory. The theory is concerned with

individual attitudes, not group attitudes. To actually

support it, there would have to be a significant
correlation, based on individual scores. There should also

be a correlation between an individual's attitudes and his

or her behavioral intentions"

For an assessment of behavioral intentions, Reetz and

Shemburg (1985) asked their participants to respond to eight

items in terms of how most kids in the cl-ass woul-d act

"around someone with mental or emotional problems" (p. 398)"

Behavioral choices included one positive, one neutral, and

one negative response (..g., be best friends, be friends but

not good friends, and not want to be friends at all).
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Sixteen percent of the children showed generally negative

intentions, 48% showed neutral intentions, and 21% showed

positive intentions. Reetz and Shemburg felt that children

hesitate to become socially involved with troubled peers, to

trust them, or to relate to them outside of the structured

school environment.

Reetz and Shemburg concluded that children's behavioral

intenÈions were less positive than their beliefs and

attitudes. However, this apparent inconsistency may result

from their methodology. In an attempt to minimíze

socially-desirable responding, they asked children to

respond in terms of hohr they thought their peers might"

This is not a true test of the theory of reasoned action.

Reetz and Shemburg should have asked each child to respond

as he or she would have to the situation. As a test of

social or normative influence, they could have asked

children how each of them thought that others expected them

to behave. A1so, framing the results of the belief and

attitude components of the study in a negative context would

eliminate the apparent inconsistency between beliefs,

attitudes, and behavioral intentions. Such procedures would

have been more consistent with the Ajzen and Fishbein model

and may well have produced greater consistency across all

three components"



From the perspective of Ajzen and Fishbein (1980),

beliefs about the etiology of mentat itlness are likely to

inftuence attitudes about mental ilIness. If one believes

that mental illness is caused by somatic factors, then

attitudes about the menLally ill as i11 people wiIl follow"

If one believes that sLressful environments cause mental

illness, then attitudes about the mentally i11 as people who

have encountered environmental stress will fo11ow. This may

lead to behavior toward the mentaJ-ly i11 that is less

authoritarian and sociatly restrictive. For this reason, it

is important to study both the development of beliefs about

the mentally ilI and the development of.beliefs about the

etiology of mental ilIness.

In conclusion, the utility of the Ajzen and Fishbein

approach is that it places the study of beliefs within a

broad framev¡ork. It points to empirical work on the first

links in the theoretical chain leading to behaviors toward

the mentally i11. From this perspective, the study of

beliefs should ultimately lead to a better understanding of

how children and adults develop their behavior toward the

mentally i11.
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An Inteqrated Approach

Further study of the development of children's beliefs

about the mentally i1I is necessary to address many of Lhe

issues raised in the literature. Each of the perspectives

described above contributes components that can be

synthesized to form a multi-dimensional- framework" This

framev¡ork includes the dimensions of cognitive development,

socializing agents, and relationships between beliefs and

behaviors" It argues for studying children at ages when

these dimensions are 1ikely to interact most powerful-1y. IL

also suggests a detailed examination of children who are

cognitively equipped to begin to assimilate adult-like

beliefs about the mentally i11.

De Rosa (1987 ) described a multi-dimensional framework

to study the social representations of mental illness in

children and adults" Moreover, she advocates the use of a

developmental-psycho-social approach. Her goal is to find

the interconnections between "historical, psycho-socia1,

psycho-genetic, socio-cognitive" (p. 97) viewpoints with

respect to the social representation of madness.

34

De Rosa focused her research on iconic representations

or images of mental illness through the use of drawings.

She hypothesized that "social representations of the madman

and madness and models of relation toward the madman should
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vary signif icantly with dif ferent ages, and in relation to

the development of cognitive processing and the broadening

of social cognitions" (p. 101). For example, she analyzed

children's drawings and found that 5- and 6-year-o1ds view

madness as deviance equivalent to wickedness from a

moralistic paradigm, whereas 8- and 9-year-olds equate

madness with organic illness. Madness is viewed as

psychological and social illness by 12- and 13-year-olds.

She stated that, from this age onward, there is a capacity

to focus on the internal components of psychological

disorder, such as depression or hallucinations, rather than

on the external behaviors that impress 5- and 6-year-o1ds

and 8- and 9-year-o1ds" As described earlier, Coie and

Pennington (1976) made a similar commenL when discussing

their findings. They felt that their 17-year-old

respondents were able to appreciate that others may have

different psychological perspectives and that the

perspective may be one of psychological disorder.

To build on her previous work, de Rosa (1987 ) surveyed

of total of 1640 Italians, including children 5-16 years of

age and their parents. She used scales of social distance

(Uut unfortunately did not provide them to the reader) and

adjective pairs as stimuli to compare the responses of

children and adults" Using chi-square tests, de Rosa found

almost no significant relationships between the two groups'
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responses when compared item by item. She attributed this
lack of significance to the lack of homogeneity in the

children's responses as a group. However, by examining

response distributions she found that adolescents' and

parents' distributions were somewhat similar, evidencing

lower social distance and less negative attitudes Loward the

"mad person" as compared to younger children. She

speculated that there v¡as a tendency for social
representations to stabilize between adolescence and

adulthood.

In conclusion, children focus on overt behaviors and

biological causality when conceptualizing mental il-Iness.

Às they grovr older, they begin to focus on external

influences, such as poor parenting, when conceptualizing

mental illness" Once they reach their middle to late
teenage years, they may become more sophisticated in their
understanding of psychological difficulties and the

accompanying behaviors, such as depression or

hallucinations. However, this awareness of disordered

psychological states does not necessarily predict a specific
notion of causality. For example, it is still possible to
view depression as the result of biological or environmental

factors.



The conceptual model for this research merged the

cognitive-developmental perspective on beliefs in children

with the socialization perspective on adol-escents, An

integrated approach could provide the most powerful model of

the development of such beliefs from early childhood through

early adulthood.

The Present Studv

The goal of the present study was to further examine

the transition between the beliefs of children and the

beliefs of adults by studying children v¡hen they begin to

comprehend mental health issues along lines similar to

adults. To look for earlier evidence of children's
development of adult-like beliefs about the mentally i11,

this research surveyed children from those who were

presumably beginning to master the formal operations of

adult logic to those who have adult capabilities"
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Grades 6, 8, 1 0 and

scales Ì{ere adapted

Kalter and Marsden (1977 ) sLudied childrens'

understanding of the etiology of emotionally disturbed

peers. The current investigation al-so focused on children'
and adolescentsr beliefs about the etiology of mental

illness, but used a questionnaire rather than vignettes.

Reetz and Shemburg (1985) used the theory of reasoned

action to guide their study of children's beliefs,
attitudes, and behavioral intentions. The theory predicts

that participants' age as an external variable should

predict beliefs about the mentally iI1. The present study

tested this prediction.

12

to

, However, unlike Weiss, belief
the appropriate reading 1eve1.
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1. Differences in children's beliefs about the mentally i1I
will be greater between age groups than within age

groups.

2. The older the group of children, the more the group will
subscribe to a sociological model of the etiology of

mental i 11ness.

3. The older the group of children, the more varied their
beliefs will be about the mentally ilI.

4. The older the group of children, the more closely their
beliefs will resemble those of adults.

HYPOTHESES

- 39



Partic ipants

The participants s¡ere five groups of children and

adolescents: one each in Grades 6 (11-12 years old), I
(13-14 years old), and 10 (15-16 years oId); two groups in

Grade 12 (17-18 years old). There were more than 50

participants in each group, with approximately equal numbers

of females and males.

METHOD

Àn attempt was made to include children from lower,

middle, and upper socio-economic groups. The two school

divisions were asked to provide three classes at each grade

1eve1. Each grade level was to be represented by classrooms

of children from each of these socio-economic groups. One

school division provided one or two schools for each grade

l-evel with no attempt to meet the request. The other

division attempted to provide children from the three

socio-economic 1evels by choosing two schools per grade.

The administrator believed that the specified socio-economic

IeveIs were represented within the two classrooms chosen for

each grade.

-40
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The participants were compared to 548 adults who had

participated in the 1986 Winnipeg Àrea Study (Currie,

1986a). This group was a representative sample of adults

whose dwelling units were listed in the 1985 assessment file

for the City of Winnipeg" Participants vrere 18 years of age

or older. The median age h'as 37 " The group was composed of

54% women and 46% men.

Permission to conduct the survey hTas obtained from

school authorities and the parents of the participants (see

Àppendix À) " The survey r.ras administered to classes of

children (excluding those who elected not to participate).

Participants looked at printed instructions while they $¡ere

read aloud:

I am interested in learning about what children

believe about the mentally i]1. For this survey,

the term mental illness means emotional problems

that cause someone to act or feel abnormally,

What you see before you are belief statements.

They are statements that some people believe about

the mentally ill. I am interested in what you

believe. There are no right or wrong answers.

Please give me your immediate reaction to these

i tems .

Procedure
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Then, each item was read aloud while participants read

their questionnaires and indicated their responses.

Participants vrere encouraged to respond quickly with their
initial reactions"

The questionnaire was designed to be completed in less

than 30 minutes. Àt the conclusion of the testing session,

the researcher briefly discussed the reasons for asking the

participants about their beliefs and answered questions.

Participants were thanked for their efforts.

The survey focused on beliefs about the mentally i11

and beliefs about the etiology of mental illness. The

instruments srere adaptations of two measures used in the

Winnipeg Àrea Study (Currie, 1986a).

Beliefs About the Mentallv Ill Scal,e

This sca1e, adapted from Dear and Taylor (1982), was

used to measure the participants' beliefs about the mentally

i11 (see Appendix B) " Dear and Taylor constructed the scale

for use in a community-based study of beliefs held by the

general public. It assesses authoritarianism, benevolence,

social restrictiveness, and community mental health

ideology.

Measures



Authoritarianism, in this context, refers to beliefs

that one must exert power and control over mentally ifI
people" the authoritarianism subscale consists of four

items. Àn example is "as soon as a person shows signs of

mental disturbance, he should be hospitalized."

Benevolence refers to the belief that one must be kind

and charitable to the mentally i11. The subscale has five

items" An example of an item on this subscale is "we have a

responsibility to provide the best possible care for the

mentally iI1. "

Socially restrictive beliefs imply that the mentally

i11 should be restricted from active involvement in the

community or in society" There are four items comprising

the social restrictiveness subscale" Among them is "the

mentally ill should be isolated from the rest of the

conmunity."
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Community nrental health ideology refers to the belief
in treatment of the mentally i11 vrithin Lhe community" The

subscale includes eight items. One of these items ís

"mental health facilities should be kept out of residential

neighborhoods."

Participants
(2) , don't know (

two responses are

indicate whether they agree ( 1 ) ,

3), or have no response (4). The

considered missing data" Scores

di sagree

latter
are



transf ormed so that t.hey range f rom low, signi f ying

disagreement, to high, signifying agreement, with the

sentiments of each of the four subscales"

Dear and Taylor (1982) reported the reliability of the

four subscaLes. The alpha coefficients for community mental

heal-th ideology, social restrictiveness, benevolence, and

authoritarianism are .88, .80, "76, and .68, respectively"

All 21 items have loadings greater than .50 for their
respective factors. The subscales have also been shown to

have external, construct, and predictive validity.

MentaL Health tocus of Oriqin Scale

To assess participants' beliefs
mental ilIness, the survey included

of origin Scale (uHr.o) ScaIe (uiff &

Àppendix C).
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The scale consists of 20 items that were selected from

an original pool of 68 items with face validity for the

mental health locus of origin construct. In this context,

Hill and Bale (1980) Aef ined locus of origin as "a bipolar

construct pertaining to beliefs about etiology of

maladaptive behavior" (p. 150)" They reported that this
scale measures beliefs along a continuum from the medical

model of etiology to a sociological or interactional model

about the etiology of

the Mental Health Locus

Bale, 1980) (see



involving the social environment. Medical model items

emphasize genetic and physiological factors, while the

sociological items emphasize environmental factors. The

MHLO Scale includes 13 medical model and 7 sociological

items, according to Hill and Bale"

When Tefft, Sega11, and Trute (1988) p.rformed a factor

analysis on their data from the MHLO, they found three

orthogonal factors. Two factors represented different types

of medical model beliefs. Nine items represented beliefs
that mental illness is caused by factors present at birth"
An example is "some people are born more likely to commit

suicide." Four items represented beliefs that disease

causes mental iIlness. An example is "mental i1lness is
usually caused by some disease of the nervous system. "

The third facLor found by Tefft et. al was composed of.

the seven sociological items reported by Hill and BaIe. Àn

example of a sociological item is "many normal people would

become mentally i1I if they had to live in a very stressful
situation."
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Participants respond to each item

they strongly agree (1), agree (2), nei

disagree (3), disagree (4), strongly di

know (6), or have no response (7) " The

are scored as m j-ssing data. Responses

by indicating whether

ther agree nor

sagree (5), don't

latter two responses

are transformed so
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that high scores indicate stronger belief in the particular

locus of origin of mental ilIness.

Scale Adaptation

The two scales were adapted using PC-StyJ-e (Button,

1986) to a Grade 6 readability level (see appendix D).

Button (1986) incorporated the work of Flesch (1974) into

the PC-Style program. While there are othér formulas for

computing readablity based on word length and sentence

length, Flesch (1948) introduced a measure of human interest

based on the number of personal words and personal

sentences. Although this element is subject to debate, Fry

( 1 988 ) argued for the use of personal pronouns and personal

sentences because "sources as diverse as Rudolf F]esch and

the ÀPA Manual encourage you to do so" (p" 85).

The readability formula of Gunning (1964) was al

incorporated into the PC-Style readability program

(Buttonware, Inc., pêrsonal communication, November 6

1 989). No reliability or validity data is available

readability formula derived by ButtonWare.

The program analyzes the wording of documents in terms

of (a) the number of words per sentence and syllables per

word, and (b) the percentages of "long words," "personal

words," and "action words" (p" 10). À word with more than

so

,

for the
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two syllables is considered a long word. Examples of

"personal" words from the PC-Style lexicon are "their" or

"you." Examples of words on the "action" Iist are "get" and

"look." Based on the totals for these criteria for the

entire document, the program provides a readability leve1 in

terms of grade leve1.

Children in Grades 61 8, 10, and 12 responded to the

adapted scales. As a test of the validity of the adapted

scaIe, a second group of Grade 12 students responded to the

original forms of the instruments. Comparisons were made

between the two groups of Grade 12 sLudents to infer that

the two forms measured the same beliefs" If the two forms

yielded similar belief profiles for the two groups, it would

be reasonable to conclude that they were equivalent. If
not, comparisons would be limited to the four groups who

responded to the adapted scales.

Face Sheet

To develop a profile of the sample, participants vrere

given a face sheet to complete before responding to the

instruments (see Àppendix E). On it, they were asked to

indicate their age, grade in schoof, and sex.

To determine socioeconomic status (SrS), participants

were asked to provide the researcher with a description of
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the jobs performed by their mothers (or the adult female

with whom they resided) and fathers (or the adult male with

whom they resided)" Using the index established by Blishen,

Carroll, and Moore (1987), participants received SES scores

based on thei r mother' s (¡¿suS ) or thei r f ather' s (rseS )

occupation, whichever vras higher" If only one score was

obtained, it determined the participant's SES.

The Blishen et al. (1987 ) index was derived from an

equation with egually weighted components for income and

education level particuLar to each occupation. The scores

are specific to the occupation the individual holds rather

than to the individual himself or herself. Thus, the

assignment of a score for each participant necessitated a

response which represented participation in the labor force.

Responses such as "retiredr" "studentr" or "housel¡ife" are

unclassifiable using this system"

Despite the fact that some responses cannot be

cLassified, there are advantages to using the Blishen et al.
(1987 ) index to determine SES. Children can often describe

what their parents do at work even if they do not know the

title of the occupation. Their responses can then be easily

coded into one of the many categories provided with the

index. Other advantages are that the index scores are based

on Canadian Census Data and that the scores were derived

using female as well as male participation in the work

f orce .
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Scores on the Blishen et al. (1987 ) index range from

17.81 to 101"74. The mean and standard deviation are 42"78

and 13.28, respectively. Carpenters receive a score of

34.86, while psychologists receive a score of 65.36"

Participants were also asked to describe their "ethnic

background." They were classified according to the system

used in the Winnipeg Area Study (Currie, 1985b)" A certain

number of categories have been established to indicate

respondents' membership in specific ethnic groups. These

categories include major ethnic groups as well as a number

of categories designed for respondents with more than one

background" For example, there is a category for "dual

European" background, There were eight numbered categories

established which have not been assigned to ethnic groups.

These were created to be used in future years by the

Winnipeg Area Study, if ethnic groups without previously

defined categories vrere represented in the sample (n" F"

Currie, personal communication, Ju1y, 1989)" The

investigator was advised to create categories for the

present study to accommodate ethnic groups found among the

participants that were noL present in the Winnipeg Area

Study (Currie, 1986b). For example, categories were created

for Portuguese, Icelandic, and "dua1 Àsian" ethnic

backgrounds. Groups such as these coufd not be

appropriately classified within the existing categories.



Betvreen-group differences were analyzed using multiple

analysis of variance (uRuOva), discriminant function

analysis, and t tests.

Overvíew of SÈatístical Analvses

Missing data was replaced on both scales through a mean

substitution procedure. The substituted value l¡as the mean

of the items belonging to the same subscale as the missing

item" This procedure replicated the procedure used by

Tef ft , Sega1l , and Trute ( 1 988 ) .

REST'LTS

Mahalanobis distances (eMDp, 'l 983) were used to f ind

multivariate outliers with respect to each grade, To

identify outliers, the procedure involves the calculation of

a mulLivariate group centroid" When there is multivariate
normality, Mahalanobis distances are distributed as a

chi-square variable" Each participant's pattern of

responses is compared to the centroid through a chi-square

test. If the pattern of scores has a high probability of

not belonging to the group, the set of scores is identified

as an outlying set. Tabachnick and Fidell (1983) recommend

that the BMDP program be run until there are no outliers
indicated "

50
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For the Beliefs Àbout the Mentally I11 Sca1e, 16

outliers in the Grade 6 group \,¡ere identified by conducting

this analysis until the program could no longer apply the

chi-square formula due the lack of normality of the data.

Two outliers on the same scale were identified in the Grade

12 group.

Ànalyses h'ere run with and without the 1B outlying sets

of responses. Some significant differences between the two

analyses were found. The overall multivariate main effect
for differences between the genders was significant for both

analyses. However, with the outliers removed, the

univariate differences between genders on the authoritarian
and socially restrictive beliefs were no longer significant"
The directions of these differences were unchanged.

Tests of differences between the genders vJere run as a

check for the need to control î.or gender. Both analyses

indicated the need to analyze the two groups separately on

the Beliefs About the Mentally IIl Scale" No specific
hypotheses were made regarding differences between genders

on the beliefs measured by the four subscales.

Differences between the grade Ievels were hypothesized"

The difference between Grade 6 and Grade B with respect to

authoritarian beliefs about the mentally ilt was significant
before but not after removing outliers. However, the
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univariaLe test of authoritarian beliefs was significant in

both analyses. Also, the significant difference between the

author itarian bel ief s of gi rls in Grades 6 and 12 h'as

present with or without the outliers"

Removing these participants from the sample would limit

the generalizability of the findings. Due to this

lirnitation and the greater risk of departure from normality,

a decision was made to include all 18 outliers in the final

data set (tabachnick and Fidell, 1983).

Concerning the MHLO Scale, one outlier was identified

from Grade 12. The respondent had missed an entire page of

the questionnaire. The missing value substitution procedure

resulted in an unusual pattern of responses. À decision was

made to remove this outlier.

children from two Winnipeg school divisions. Nine were

deleted because they were in grades that vrere not part of

the design of the study, were of an atypical age for a high

school student (e.g., 34), they were unable to complete the

questionnaires, or because their scores created multivariate

outliers. Thus, the final sample consisted of 360

participants"

The initial pool- of participants I'iere 369 school

Characteristícs of the Final Sample
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The sample included 92 students in Grade 6, 85 in Grade

8, 58 in Grade 1 0, and 125 in Grade 12. Sixty-two Grade 12

participants (50%) completed the adapted version of the

questionnaire, while the other sixty-three Grade 12

participants (50%) completed the adult version" There were

54% females and 46% maLes in the final sample"

one school division would not permit the researcher to

ascertain the socioeconomic status (SeS) or ethnic

background of its participants. Consequently, SES and

ethnicity data were available for only 225 participants
(61%) .

SES v¡as slightly skewed (S=.¿6) in the direction
less skilled occupations. Blishen scores ranged from

78, with a mean of 43"34 and standard deviation of 12"

The ethnic backgrounds reported by the participants

were too heterogeneous to characterize the sample using any

major groupings. The Iargest groups were Canadian (11.1%),

tr+o European bac kgrounds (11 .1%) , F i l ipino (8 .8%) ,

Portuguese (7 "4%) , and Native or another ethnicity plus a

Native background 0 "3%) "

of the

22 to

20"



The first hypothesis stated that the difference in

children's beliefs about the mentally i11 wilI be greater

between age groups than within age groups"

To test for between-group differences, multivariate

analysis of variance (¡¿eNOva) was performed on the data from

the Beliefs About The Mentally I11 Scale, followed by

univariate tests (anOva). Although one t¡ould expect

correlations among the subscales of the Beliefs About the

Mentally I11 Scale, the subscales represent distinct

constructs. The overall multivariate test of differences

between grades in patterns of beliefs about the mentally iIl

was planned. If an overall significant multivariate effect

vras found, then tests of differences between the grades on

the different beliefs were to folIow.

The data from the Mental Health Locus of Origin Scale

vras analyzed using discriminant function analysis" For this

instrument, there is a hypothetical relationship between one

set of beliefs and the other. Specifically, one would

expecL a higher belief in the medical model of the etiology

of mental illness to be directly related to a lower belief

in the sociological model. Therefore, the existence of a

pattern of these beliefs which would differentiate between

the grades r.¡as sought"

llvpothesis l-
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Eeliefs Ã,bout the Mentallv IIl

Four composite scores $¡ere calculated to match the four

subscales designed by Dear and Taylor (1982). These

composite variables were community mental health ideology

(ccuur ) , social restrictiveness (cnnst), benevolence (cnnu) ,

and authoritarianism (cauruon). Composite scores were

calculaLed for each participant by summing their responses

on the variables comprising each subscale. Tests of these

composite scores across the entire sample indicated that the

variables were extremeì-y skewed" Data transformations could

not correct for this lack of normality. However, the

samples from each grade were large and relatively equal.

Moreover, there were greater than 20 degrees of freedom for

error" Under these conditions, multivariate analysis of

variance (uaNOve) is fairly robust to violations of the

normality assumption (Tabachnick & Fidetl, 1983)"

Bartlett's test of homogeneity of variance-covariance

matrices indicated that the data from this scale was not

homogeneous. À1so, the samples sizes v¡ere unequal"

Tabachnick and Fidell (1983) state that if the larger

samples produce the larger variances on the dependent

variables, as was typically the case for this data, then the

tests of mean differences are conservative. They recommend

the use of Wilk's Lambda for evaluating significance to

"improve the robustness of the test" (p. 233).
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A check for linearity between the dependent variables

did not indicate the presence of nonlinear relationships. A

decision was made to use MÀNOVÀ, with the knowledge that the

test of differences between these groups would be

conservative.

À check for gender differences using MANOVA yielded

signif icant dif f erences, F(4, 286) = 4.84, .p<.001" (see

Table 1 ). Females had significantly higher beliefs in

community mental health ideology than males, F ('1 , 289) =

12.65 r p< " 001 . Females were al-so more benevolent than

males, _E(1, 289) = 12"92, p<.001. Males were more socially
restrictive, F(1, 289) = 6"59, -p<.01, and more authoritarian
F(1, 284) = 4.66, p<.05 in their belief s about the rnentally

i11 than lrere females. Separate analyses for each gender

were indicated by these differences.

No multivariate main effect for grade was found for

boys. Therefore, differences between boys' beliefs were

greater witnin grade levels than between. However, a

significant multivariate main effect for grade lras found for

girls, r'( 12, 389) - 2" 66, p<.01. This indicated that

differences in girls' beliefs about the mentally i11 are

greater between than within grades. WhiIe differences in

community mental health ideology, benevolence, and social

restrictiveness contributed to the overall effect, tests

between girls in different grades with respect to each of



Table 1

Beliefs About the Mentally I11 Scale

By Grade and Gender

Grade

CCMHI

6

I
10

12

Total-

CREST

6

I
'1 0

12

Total

MaIes

n M SD

46

41

24

29

140

57

14.8 1 "9

14.9 1.7

14.1 2.4

14.4 2"6

14 .6 2.1

Females

n M SD

46

41

24

29

140

46

44

34

32

156

15"3 1.4

15.5 1.2

15.1 1"9

15.3 1"4

15.3 1.5

4.4 "9
¿. ¿" '7

4.4 .8

4"4 1.1

4"4 .9

46

44

34

33

157

4"3

4"2

4"2

L)

4"2

"8
E

.5

"6

.6



Table 1 (continued)

Grade

CAUTHOR

6

I
.10

12

Tota 1

CBEN
6

I
10

12

Tota I

Males

nMSD.

45

41

24

29

139

46

41

24

29

140

Females

5"7 1"3

5"2 1 "2

5.4 1.3

5.0 1 "2

5.3 1"3

9.3 1"2

9.4 1"2

9"3 1.1

9.1 1"4

9"3 1"2

n

58

M SD

45

43

34

33

155

46

44

34

33

157

5"6 1"3

5"0 1"2

5.0 1.1

4"4 .8

5.1 1"2

9"5

9.7

9"6

9.8

o'7

o

.8

"6
¿.

.8



these beliefs were not significant. The only dependent

variable which showed an effect for grade was

authoritarianism, F(3,149) = 7 "84 r !<.001. Paired

comparisons using Tukey's Studentized Range (USO) yielded a

significant difference between participants in Grade 6 and

Grade I and between Grade 6 and Grade 12 ( see Table 2) " The

younger females were nore likely than the older females to

have authoritarian beliefs about the mentally i11.

The data from the Beliefs Àbout the Mentally I11 Scale

partially supported Hypothesis 1. There was a greater

difference between than within grades for girls' beliefs

about the mentally i11" This was most evident with respect

to girls' authoritarian beliefs. On the contrary, the

beliefs held by boys did not differ between grades"
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Table 2

Tukey's Studentized Range

Àuthoritar ian

Grade s

Beliefs about

6-B

6-10

6-1 2

B-10

8-12

10-12

Mean
Di f ference

( ¡rso ) Test for

the Mentally I11

0"7

0"7

1.3

-0.0
0.6

0"6

95% Confidence
I nterval

* p<"05

60

0.0

-0 "2

0.6

-0 .7

-0"1

-0"1

to 1"3

to 1"3

to 2"0

to 0"7

to 1.3

to 1"3



Mental llealth Locus of Oría'ín Sca1e

A principal components factor analysis using a varimax

rotation yielded almost the identical factor structure with

children that was previously obtained with adults (tefft et

aI., 1988). Only one item loaded on a different factor with

children than with adults. The original item was "The kind

of nervous system you are born with has little to do with

whether you become psychotic." With adults, this item had

the highest loading on the factor that represents beliefs

about congenital causes of mental iIlness. Children

responded to an adaptation of the item. It read "Your brain

has a lot to do with your becoming mentally ill. " wiLh

children, this item had the highest loading on the factor

that represents beliefs about disease as a cause of mental

illness. This adapted item appears to be more vague than

the original item.

The proportion of variance accounted for regarding

children (8%) was substantially Iower than that regarding

adults (35%). However, the analysis indicated that the

adapted version of the MHLO has the same factor structure

when administered to children as the originaL MHLO when

administered to adults.
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Based on the factor analysis, three composite variables

v¡ere calculated representing beliefs that mental illness is
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caused by factors present at birth (CnOnm), by disease

(cors), and by environmental factors (cruv) " The medical

model of beliefs about the origin of mental illness are

represented by CBORN and CDIS. Sociological beliefs about

the locus of origin of mental illness are represented by

CENV (see Table 3).

The composite variables were normally distributed with

respect to grade. À test of homogeneity of covariance

matrices was nonsignificant indicating that the data met the

assumption for homogeneity of variance. The dependent

variables had linear relationships to one another.

Therefore, the data for this scale rnet the assumptions for

multivariate analysis.

A MANOVÀ for gender differences on the three composite

variables yielded no significant differences. Therefore,

separate analyses to control for gender effects were not

required"

À discriminant function analysis procedure produced one

significant discriminant function with a squared canonical

correlation coefficient of "12, with wilk's criterion of

F (9, 708 ) = 5. 18 , _p<" 001 " Thi s indicated that a linear

equation was found that significantly discriminated between

grades and accounted for 12% of the variance in the

responses. Therefore, there were significant differences



Table 3

Mental HeaIth Locus of Oriqin Scale

E¿ Grade"

Grade

CBORN

6

I
10

12

CDI S

6

I
10

12

CENV

6

B

10

12

n

92

85

58

62

M

63

29 "4

27 "6

28.2

26 .4

SD

92

85

58

62

5.3

4.9

4"7

5"0

13.8

14"1

13"5

12 "6

83

81

56

61

2"5

2"7

12

2"3

18.4

17 "4

1 8.6

19 "9

3.s

3"4

2"7

3.5
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between grades with respect to patterns of beliefs about the

etiology of mental illness.

Using the F statistics associated with the Mahalanobis

distances (o2), significant distances between group

centroids were found (see Table 4). Grade 6r 8, and 10 l4'ere

significantly distant from Grade 12" Therefore, al1 grades

had significantly different patterns of beliefs than Grade

12" Grade 6 and I were significantly distant from each

other" This indicated that the pattern of the beliefs about

etiology v¡ere different between participants in these two

grades. However, neither the Grade 6 nor Grade I

participants' patterns of beliefs differed from the beliefs

of participants in Grade 10" This result indicated that the

beliefs of Grade 10 students $tere more similar to the

beliefs of the younger rather than older participants.

Stepwise discriminant function analysis was performed

to find the best set of variabl-es to discriminate between

the groups" Using a forward entry procedure, CENV was

entered f irst. It had a partial- l-2 of .07, with F(3,276) =

6.92, .p<"001. Next, CBORN entered the set with a partíaL 12

of .04, with F(6,550) = 3"68, p."05" CDIS was not selected

due to the low partial 12, (.02), and lack of significance.

Therefore, there is littIe distinction between the grades

with respect to their beliefs about disease as a cause of

mental iflness. These beliefs do not contribute to the



Table 4

Àssociated F Statistics

Mental Health Locus of Oriqin Sca1e.

Grade

for Mahalanobis Distance for

10

¿

3"3

2"2

***
13.612

Note: Numerator Degrees of Freedom = 3;
Denominator Degrees of Freedom = 291 "

* p<.05 ** p<.01 *** p<.00'l

1.1

***
7.6

65

10

**
?o

12



pattern that differentiates between grades. On the other

hand, the best way to discriminate between grades is by

using a combination of their beliefs in birth and

environmental factors as causes of mental illness"

Hypothesis 1 was supported by the findings from the

Mental Health Locus of Origin Scale" It was possible to

significantly discrirninate between grades. Boys and girls

did not'differ with respect to their beliefs about the

etiology of mental illness. The beliefs of both groups are

included in the finding of significant discrimination

between grades.

The second hypothesis stated that the older the group

of children, the more the group will subscribe to a

sociological model of the etiology of mental ilIness.
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A MANOVA was performed to test for a multivariate

difference between the grades on the MHLO composite

variables. A significant main effect for grade \'tas found,

F(9r667) = 3"95, p<.0001 (see Table 4). This analysis was

followed by univariate tests for each variable and post hoc

multiple comparisons of the means. A significant main

effect for belief in factors present at birth was found,

F(3,276) = 2.85, .p<.05 (f igure 1). Tukey's test indicated a

[Ivpothesis 2



!'1gure I

30

PIot of Means of Belief in Birth Factors as
Cause of Mental IlIness

29

2B

27

26

25

67

Grade s

10

t_
12
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significantly higher belief in these factors for Grade 6

than for Grade 12 (see Table 5). For belief in disease

factors, there was also a significant main effect for grade,

F(3r276) = 4"13, -Þ<.05 (nigure 2\" Grade 6 and Grade B both

had stronger beliefs in disease factors than Grade 12 (see

Table 6).

There !¡as a significanL main effect for grade regarding

belief in the environmental causes of menLal iIlness,

F(3,276) = 6.91 , p<"001 (rigure 3). Post hoc comparisons

yíelded differences between Grade 6 and Grade 12, and

between Grade I and Grade 12 ( see Table 7 ) . As

hypothesized, the older group had stronger beliefs in

environmental causes than the younger groups.

The second hypothesi s v¡as conf i rmed. Older

participants had stronger beliefs in environmental as

opposed to medical causes of mental ilIness.



Table 5

Tukev' s

Factors Present

Student i zed

Grades

Ranse (uso)

at Birth as Cause of Mental

6-8

6-10

6-1 2

8-10

8-1 2

10-12

Mean
Difference

Test for Belief in

1.4

1.1

2.6

-0.3
1"2

1.5

95% Confidence
I nterval

* p<.05

69

I 1lness

-0 "7

-1 ')

0.3

-2"6

-1"0

-0.9

to 3.4

to 3"3

to 4.8 *

to 2.4

to 3.5

to 4"0



Figure 2

15

Plot of
Cause of

14

Means of BeIief
Mental I l1ness

13

12

in Disease Factors as

70

Grades

10

l_
12



Table 6

Tukey' s Studentized Ranqe

Disease as Cause

Grade s

of Mental Illness

6-B

6-10

6-1 2

8-10

8-12

10-12

Mean
Di f ference

(HSD ) Test for Belief in

-0"3

0.3

1"2

0"6

1.5

0.8

95% Confidence
Interval

* p<"05

71

-1 .3

-0.8

0.0

-0.5
0,3

-0"4

to 0"7

to 1.5

to 2.3

to 1.8

to 2"6

to 2"1



Figure 3

22

Plot of
as Cause

21

Means of Belief in
of Mental IlIness

20

19

1B

Environmental Factors

17

16

72

Grades

10

t_
12



Table 7

Tukev's Studentized Ranse (HSo) Test

Environmental Causes

Grades

6-8

6-10

6-1 2

8-10

8-12

10 -12

Mean
Di f ference

of Mental IIlness

1"0

-0 "2

-1 .6

-1 "2

-)Ê
-1"3

for Bel ief

95% Confidence
I nterval

* p<.05

1n

73

-0.3

-1 "7

-3.0

-2 "7

-4"0

-2.9

to 2"3

to 1"2

to -0"1

to 0.3

to -1 "1

to 0,3



Hypothesis 3 stated that the older the group of

children, the more varied their beliefs wilI be about the

mentally i 11 "

Bartlett's test of homogeneity of variance is a test
for the significance of differences among estimates of

population variance (x1ugh, 1970). A test of hornogeneity of

variance-covariance matrices for the Beliefs Àbout the

Mentally I11 Scale rejected the homogeneity assumption,

X2(30, N = 291) = 77 "53, !<.001. Therefore, the variances

differed between the grades with respect Lo their beliefs
about the mentally i1I. However, the predicted pattern did

not appear. older grades did not have larger variances than

younger grades. À1so, the ratio of Iargest to smallest

variances for each composite variable hrere small and

nonsignificanL. Tabachnick and Fidetl ( 1 983 ) consider a

ratio of 20:1 to represent a substantial difference.

Hvpothesis 3

74

For the Mental Health Locus of Origin Scale, the test
of homogeneity of covariance matrices indicated that the

variances were homogeneous. In conclusion, Hypothesis 3 was

not supported by the data from either instrument.



Hypothes:.

chi ldren, the

those of adult

Hvpothesis å

s 4 stated that the older the group of

more closely their beliefs would resemble

In order to determine whether of not it lras valid to

compare children's responses on the adapted versions of the

Beliefs About the Mentally IlI Scale and the MHLO Scale to

the adults' responses to the original scales, a MÀNOVA was

performed between the two groups of Grade 12 students who

received the different versions (see Table 8). The classes

of Grade 12 students who completed each version were

selected randomly. Therefore, there would be no reason to

attribute differences in their beliefs to differences

between the groups of Grade 12 participants" If differences

were found, the most logical explanation would be that the

difference in wording of the items elicited different

responses from the two groups.

The test of overall difference between these groups for

the Beliefs About the Mentally I11 Scale failed to reach

significance F(4, 120) = 2"03r.p<"10" However, this

marginal result vras not sufficient to justify a decision to

consider the two versions equivalent. A factor analysis

performed on the children's adapted version yielded a

different structure than that found with adults (tefft,

75



Table I

Comparison of Grade .1 2 Students Who Responded

to the Adapted and Àdu1t Versions of the

CCHMI

CREST

CAUTHOR

CBEN

CBORN

CDI S

CENV

Adapted

n M

61

62

62

62

62

62

6.1

SD

14 .9

¿" 2.

4.7

9.5

26 .4

12.6

20 "0

ScaIes

76

2.1

0.9

1.1

1.1

6.0

2.3

3.5

Adul t

n M

63

63

63

63

63

63

62

SD

14 .0

4.5

5.0

otr

27 "1

13.2

22 .6

2"6

1"0

1"1

1.0

5"3

2"7

3"4
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SegalI, & Trute, '1988). with chíldren, eleven items loaded

on the factor representing belief in community mental health

ideology" Eight items loaded on this factor v¡ith adults.

The factor representing belief in benevolence toward the

mentally i11 had five items with adults and four with

children" Only two items, rather than four, loaded on the

factor representing socially restrictive beliefs about the

mentally i11 from the children's responses. The factor

representing authoritarian beliefs had the same items vrith

children and adults. Based on these findings, one cannot

assume that the two versions of the instrument measure the

same beliefs. No comparisons between the children and the

adults were made for the Beliefs Àbout the Mentally I11

ScaIe.

For the Mental Health Locus of Origin Scale, there was

also an overall difference between the Grade 12 students who

responded to different versions of the insLrument, F(3, 120)

= 6 "75, -p<.001 . Grade 12 students who responded to the

adult version of the instrument had stronger beliefs in

environmental causes of mental illness than Grade 12

students who responded to the children's version F('1 , 121) =

16"92, _p>.001. Based on these findingsr tests of

differences between the Grade 12 students and adults on the

MHLO Scale $¡ere considered to be invalid.
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The only comparisons between children and adults

involved Grade 12 students who reponded to the adult version

of the two mental health scafes. !-tests vlere used to test

the difference between the means of these two populations

using the estimated standard error of the difference

calculated by summing rather than pooling the separate

sample variances. Hays (1981) states that with unequal

samples "when both samples are large, then both the

assumptions of normality and of homogeneous variance become

relatively unimportant" (p"287) " He recommends the use of

the sum of the sample variances with a t statistic that is

compared to the normal distribution.

On the Betiefs About the Mentally ilI Scale, Grade 12

students indicated greater belief in community mental health

ideology than adults (See Table 9). Grade 12 students $¡ere

also more benevolent toward the mentally iI1 than adults"

Conversely, adults held more authoritarian beliefs about the

mentally ifI than Grade 12 students. On the Mental Hea1th

Locus of Origin, Grade 12 students believed more strongly in

environmental etiology of mental illness than adults (see

Table 10).



Table 9

Comparison of Grade 12 Students and

Be!iefs about the Mentally 111

AduI t s

ccHMr 542

CREST 546

CÀUTHOR 544

CBEN 545

nM

Àdu1 t s

SJ

Grade 12

13.3 2.1

4"6 1.0

5"3 1.3

8 "7 0.8

on

* p<"05

n

79

M

63

63

63

63

o trol
JJ/O

Con f idence

I ntervalSD

.14.0 2"6

4"5 1.0

s"0 1,1

9.5 1.0

-1 ,4

-0.2

0.0

-1.0

to -0"1

to 0.4

to 0"6

to -0"5

*

*



Tab1e 1 0

Comparison of Grade

Beliefs about Mental Hea1th

12 Students

AduI t s

n

CBORN

CDI S

CENV

and Adults on

M

Locus of Oriqin

517 28"4 4.3

546 12.8 2"1

544 20.0 3.4

SD

Grade 12

* p<"05

n

80

M

63

63
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OÊ'o'/
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I ntervalSD

27 "0 5.3

13 "2 2.7

22"6 3"4
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-1 " 1

-3 .5
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to
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0"3
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This study examined children's and adolescents' beliefs

about the mentally ilI and compared these beliefs with those

of adults. The goal was to gain a better understanding of

children's development of adult-Iike beliefs about the

mentally i11.

Be1ief s About the Ment,allv IlI

DI SCUSSION

Findings with respect to beliefs about the mentally i11

showed very few differences between children and

adolescents. These results are consistent with weiss (1985)

who also studied children's beliefs about the mentally i11

using a forerunner of the scale employed in the present

study. Weiss found some significant differences between

grades, with an increase in benevolence and a decrease in

authoritarianism, mental hygiene ideology, social

restrictiveness, and interpersonal ideology.

Weiss looked specifically at planned comparisons of

successive grades (i"e", two versus four, four versus six,

six versus eight). He found that children's beliefs changed

between Grades 2 and 4 on a similar constellation of beliefs

to those investigated in the present study. If post hoc

- 81
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comparisons between all groups had been performed, then

Weiss' investigation would parallel the present study"

Given that the only significant developmental differences

obtained in Weiss' study were between Grade 2 and Grade 4 as

reported, then it is possible that few significant

differences were found in the present study because few

occur beyond grade 4. However, Weiss' results must be

interpreted cautiously" À1though, he described his

adaptation of the response scale of the instrument he used,

he did not mention changes to the wording of the scale

itself. It is possible that the differences he found

represent development in reading ability rather than

development in beliefs about the mentally i11.

In this studyr Do predictions of gender differences

were made. However, there were significant differences

between females and males with respect to beliefs about the

mentally it1" Females had stronger beliefs in community

mental health ideology and were more benevolent in their

beliefs about the mentally i11 than were males" Males l^¡ere

more socially restrictive and authoritarian than were

females toward the mentally iI1" These differences are

consistent with differences found in the adult samples of

Dear and Taylor (1982) and Tefft, Segal1, and Trute (1988).

Other researchers reported finding no sex differences

in their investigations (ttalter & Marsden , 1976; Novak,
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1974). However, Maas, Marecek, and Travers (1978) found

that girls gave significantly higher ratings of social

desirability, assertiveness, well-being, and social assets

to characters in vignettes portraying disturbed behavior

patterns. This finding suggests that girls are more

tolerant and less devaluing of children displaying

emotionally disturbed behavior. Despite their findings,

Maas et al. made no attempt to account for the gender

differences. At this point, one can argue that girls are

raised to be more understanding and empathic toward others

experiencing difficulties. In addition, girls are more

likely to respond in a more nurturing and less socially

rejecting manner to people they perceive as different or

di sadvantaged.

with respect to within-gender comparisons between the

age groups, there vrere no developmental effects for males'

beliefs about the mentally i1I. There were overall

significant differences in beliefs about the mentally i11

between females in different grades. There sras evidence of

a developmental trend for females with respect to

authoritarianism. Younger females were more authoritarian

than older females. Specifically, Grade 6 females were more

authoritarian in their beliefs about the mentally i11 than

were Grade I and Grade 12 females.
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The findings that girls hetd beliefs about the mentally

i1f that vrere more benevolenL, more supportive of community

mental health ideology, less socially restrictive, and Iess

authoritarian than boys supports the notion that girls are

socialized to be more tolerant as they develop. This is

further supported by the finding that older girls held less

authoritarian beliefs about the mentally i11 than younger

girls"

Girls may have more experience with authoritarian
attitudes toward themselves as they grow older. This may

lead girls to feel less positively toward authority and to

believe that there are better ways to respond to people than

through authoritarian means.

Beliefs About the Etioloov of Menta1 Illness

Rabkin (1974) advocates the use of multivariate

research designs to facil-itate greater understanding of

attitudes and behavioral influence, which she views as

rnulti-dimensional. On the Mental Health Locus of Origin

Scale, the multivariate pattern of the beliefs of the

younger children distinguished them from oldest children"

The Grade 6, 8, and 10 groups were significantly different

from the Grade 12 group with respect to beliefs about the

locus of origin of mental illness. Grades 6 and I were the

most different from Grade 12" Interestingly, the two
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younger grades were significantly different from each other,

but not from the Grade 10 group. Therefore, the Grade 10

group hetd beliefs more similar to the younger groups than

to the Grade 12 group.

Beliefs seem to change gradually, t¡ith the most

dramatic change coming between the younger children and the

oldest children. From a socialization perspective, the

Grade 6 and Grade I students have had less time than older

students to learn the beliefs of adult society" Grade 10

students have had more time to process the adult notions

around them and begin to develop beliefs that are more

adult-1ike. However, their beliefs still differ from those

of Grade 12 students. The beliefs of Grade 12 students have

been shown to be the most like adults (Olmsted & Smith,

1980).

In the literature, many examples are cited of a trend

toward a more sociological view of the etiology of mental

illness with increasing age (coie & Pennington, 1976; Kalter

& Marsden, 1977; Maas et al., 1978). This is accompanied by

a decrease with increasing age in adherence to the medical

model. The resul-ts of the present study show the same

trend. From a cognitive perspective, a child develops the

capacity to move from a simple person-focused understanding

of the world to one in which more complex, less visible

factors come into play" The child can then more readily



86

understand mentaf illness from an environmental perspective.

Similarly, an understanding of environmental factors leads

one to deemphasize innate factors as the root of mental

il1ness. Congenital defects and disease both represent

medical model beliefs" It is logical that a reliance on

these factors as explanations for the cause of mental

illness decreases as appreciation of sociological factors

increases.

In the present study, the effect sizes or amount of

variance accounted for by the MHLO Scale are not large.

Rabkin (1974) comments that such sizes are only

interpretable rel-at ive to f indings of other comparable

studies in the field of beliefs, attitudes, and opinions

about the mentally iI1. She believes that trends are worthy

of note and become more significant when similar trends

appear "over time," causing "sample variations to be less

important" (p. 18). Therefore, the repeated finding that

children become more sociological and less medical in their

conceptualization of mental illness can be viewed as fairly

robust.

There was no support for the hypothesis that the

withín-grade variability of beliefs about etiology and about

the mentatly i11 would increase with age. Beliefs of

participants in atl groups were similarly distributed"
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rhis hypothesis rested on Lhe assumpLion that having

adult-like cognitive capacities would enable a young person

to be susceptible to a multitude of societal influences.

The younger participants were expected to be more

constrained in their beliefs and thus less varied. The

failure to replicate Olmsted and Smith (1980) may be due

either to a difference in instruments or analyses between

the two studies.

Comparisons Between Grade 12 Students and A'dulËs

The adapted and original versions of the MHLO Scale

have been shown to have almost the identical factor

structure. There is a difference for only one item" This

indicates children and adults share a set of beliefs about

the etiology of mental i1lness. This set includes beliefs

that congenital defects, disease, and environmental factors

cause mental ilIness. Àlthough the strength of beliefs in

these three factors may differ, it is clear that these types

of beliefs underly the models that children and adults hold

about the etiology of mental il-1ness" This finding also

indicates the strength of the original and the adapted

versions of the MHLO ScaLe to measure beliefs about

et iology "

Grade 12 students who responded to the two versions of

the MHLO Scale differed only in their belief in
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environmental causes of mental illness" This points to

further development of the environmental items on the the

children's version. T,rith improved items, an adapted version

of the MHLO Scale may be designed that can be used to make

valid comparisons between the beliefs of children and

adults.

Tefft, Sega11, and Trute (1988) found that younger

adults held beliefs about the mentally i11 that were more

benevolent, Iess socially restrictive, and less

authoritarian than older adults. Younger adults also held

stronger beliefs in community mental health ideology. It is

encouraging to find that Grade 12 students held beliefs that

were consistent with the beliefs of these younger adults"

Grade 12 students vrere more benevolent and less

authoritarian in their beliefs about the mentally i11 than

the adults from the Winnipeg Area Study (Currie, 1986a).

They had stronger beliefs in community mental health

ideology. Grade 12 students also showed a trend toward less

sociatly restrictive beliefs than adults" with respect to

beliefs about the locus of origin of mental iflness, grade

12 students were less invested in the medical model of the

etiology of mental illness and more invested in the

sociological model than adults"



Fisher and Farina (1979) found that it is more positive

to hold sociological as opposed to medical model beliefs

about the causes of mental illness. They found that college

students who were exposed to social-Iearning etiology of

mental illness showed many more positive beliefs and

behaviors with respect to emotional problems than did peers

who were exposed to an etiological model based on genetic

and somatic factors. College students who were exposed to

social-learning etiology were more likely to admit that they

would seek help, to believe that it is valuable to attempt

to identify causes and solutions of their emotional

problems, and less likely to have used drugs and/or alcohol

Lo relieve their emotional distress"

Based on Fisher and Farina (1979), it can be argued

that instruction in sociological as opposed to medical

theories of etiology leads to more positive coping

strategies and more positive beliefs regarding mental

illness. The finding in the present study that Grade 12

students had more sociological views than younger children

suggests that the more desirable beliefs develop over time"

If these beliefs are a function of cognitive development,

they might not be amenable to classroom education at earlier

ages. To the contrary, Bandura (1986) argues "that abstract

rules of reasoning through modeling or direct tuition

Fractical ReLevance of the Findinqs
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enhance the cognitive skills of children who allegedly have

not reached the stage of readiness to profit from such

social experiences" (p. 487). Bandura states that skills

such as social judgements taught through modeling are no

different than such judgements acquired, as eiagettian

theory explains, through life experiences. From a

social-learning perspective, teachers can influence the

social judgements of children by modeling appropriate

behaviors or with educational materials. Teachers can model

problem-solving for children and can encourage appropriate

help-seeking behaviors. They can also introduce the notion

of social stigmatization and its impact in their classrooms.

It is interesting to consider that the greatest

differences in beliefs about the mentally i11 and the

etiology of mentaf itlness are between Grades 6-8, and Grade

12" This suggests that the greatest impact may be made by

introducing mental health concepts as early as Grade 6"

Moreover, the concepts may not be too difficult for them to

comprehend" There were few differences in children of

various ages concerning beliefs about the mentally iI1"

If further research supports the relationship between

belief in the sociological etiology of mental iIl-ness and

positive coping behaviors, there wiIl be great incentive to

expose children to this model in early grades. Perhaps

Grade 5 children who are exposed to social-Iearning etiology
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of mental illness will hold more strongly positive beliefs
when they are in Grade 12 than the Grade 12 students

surveyed here " The development of a readiness to seek help

when needed and a belief that one can attempt to understand

and generate solutions to emotional problems may mediate the

development of child psychopathology leading to adult

syndromes (Maas, Marecek, & Travers, 1978; Reetz & Shemburg,

1985; Weiss, 1986). Exposing children early to

social-learning etiology might also create future citizens
who are more tolerant of fellow community members

experiencing emotional difficulties. From such early

education, these same future citizens might also develop

political beliefs which would later facilitate development

of community treatment for the mentally i1I.

The current study leaves many questions to be answered

through future research. More studies are necessary to gain

a clearer understanding of the development of children's
beliefs about the mentally i11 and beliefs about the

etiology of mental illness" If there are changes with age

in beliefs about the etiology of mental- illness, then it may

be that there are also changes with age in beliefs about

mental illness that have not been detected so far.

DirecÈions for Future Research
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Às discussed earlier, changes to the instruments used

in this study may be indicated. Many children expressed

frustration that they v¡ere not given the opportunity to be

more specific in their responses" They felt limited by the

options to agree or disagree. They could be given a more

elaborate scale on which to respond to the adapted version

of the Beliefs Àbout the Mentally I11 Scale used in this

study. Research in the ar.ea of scaling and measurement

indicates that the use of multiple anchors on a response

scale yields more meaningful data (Àndrews, 1984). A five

or seven point scale with a central anchor indicating a

neutral response might yield more variation between age

groups" This may be particularly important when the items

contain ideas which are complex or which cause some

equivocation on the part of the respondent"

Reliablity tests of the adapted versions of the Beliefs

About the Mentally I11 Scale and the MHLO Scal-e would be

informative. These analyses would indicate the

contributions of items to their respective subscales and to

the total scale" This would permit modification or deletion

of weaker items" In addition, a closer look at items which

discriminate most powerfully between children of different

ages might indicate the style of items which are most valid

for specific age ranges.
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The present study suggests that a few of the items on

the adapted instruments may be vague and subject to
misinterpretation. An example of such an item on t.he

adapted Beliefs About the Mentally I11 Scal-e is "Spend more

money to care for mentally i11 people." Eighty-six percent

of the children disagreed $/ith this item" Anecdotal

evidence revealed that some of the children interpreted the

item to mean that vre should spend more money on the mentally

ilI than on people who had other illnesses such as cancer,

Others felt they could not respond to Lhe item because they

did not know how much money vras currently being spent on the

mentally i11. In contrast, only 14% of children agreed with

another item that appeared to convey a similar idea. The

item read "It is a waste to spend more money to care for

mentally iII people." One is left to wonder about the

meaning that participants attributed to these items.

With further scale development, it may be possible to

design adaplations of the Beliefs About the Mentally IlI

Scale and the MHLO Scale that wiIl enable valid comparisons

to be made between younger children and adults" In

particular, it would be interesting to compare parents' and

their children's beliefs about mental ilIness. Parents are

another powerful socializing agent for children. Studies of

the relationships between the beliefs of children and their
parents might illuminate the contributíons of parents to the
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development of children's beliefs about the mentally i11.

Specifically, it. would be important to find out at what age

children's beliefs begin to resemble their parents' beliefs.

if parents' beliefs about the mentally i11 are negative, it

is likeIy that their children will develop the same negative

beliefs" There may be a critical period when children have

yet to pick up their parents'beliefs but are ready to learn

about mental illness" There may be a period in adolescence

when young people are ready to question their parents value

system and may also be open to information disseminated

t.hrough the schools.

As previously mentioned, the younger adult participants

in an adult sample held more positive attitudes than older

participants (refft, Sega11, & Trute, 1988). One is left to

question whether this is a cohort effect or an

inter-generational change (OImsted & Smith, 1980)" À cohort

effect would mean that younger people, having been exposed

to different information and attitudes about mental illness,

may have different beliefs than older people. They may

carry these different beliefs with them so that their

beliefs as they age will still differ from the older

respondents of the winnipeg Àrea Study (currie, 1986a)"

However, one may also question whether or not change toward

more negative views with respect to the mentally i11 is an

inevitable part of the aging process or part of life's
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experiences. Longitudinal studies which monitor beliefs of

individuals as they age might provide answers to these

questions. However, Olmsted and Smith (1980) noted the

comments made by one of the revie\,¡ers of their article. The

reviev¡er raised the issue of "the likelihood that repeated

use of the instruments materially affects response" (p.

191). To control for the confounding of "aging and period

ef f ects" (p" '191) , the reviev¡er recommended both

cross-sectional and Iongitudinal studies to address these

quest ions.

More extensive tests of the Àjzen and Fishbein (1980)

model with children would be important. ReeLz and Shemburg

(1985) did not use the appropriate design or analyses to

test the relationships between children's beliefs,

attitudes, and behavioral intentions. Àn improved study

could investigate the relationship between beliefs about the

etiology of mental i11ness, attitudes toward the mentally

iI1, and behavioral intentions regarding the mentally i11.
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Appendíx &

Letter of Permission

Dear Parents or Guardians:

I am a doctoral student in the Department of Psychology at

the University of Manitoba. I am writing to inform you of

the research that I plan to conduct in the school your child

attends. I would like to reguest your permission to allow

your son or daughter to participate in this research in the

near future,

APPENDICES

In order to learn more about how children develop their

beliefs, it is necessary to conduct investigations. In

order to understand the development of beliefs, children of

various ages must be surveyed. Such information provides an

understanding of how children develop their beliefs as they

grow older, when children's beliefs come to resemble those

of adults, and when is the most effective time to introduce

teaching materials to children.

Thi s study r+i 11 examine chi ldren' s bel ief s about the

mentally i11" The research will be conducted as a survey in

- 102 -



the classroom. Children will be asked to complete a

questionnaire. The study r*i11 take approximately twenty

minutes of classroom time" Children will be asked to

indicate on questionnaires whether they agree or disagree

with statements like these:

We need to be nicer toward the mentally ill"

Children's confidentiality wiIl be protected" Their names

will not be provided to the researcher on the

questionnaires. The information gathered will not be used

to examine the beliefs of individual children, but will be

used to describe the beliefs of children in particular age

groups. For example, the researcher will compare the

beliefs of the group of grade six children to the beliefs of

the group of grade eight children"

This study has been approved by the Superintendent's

Department and the Research Ethics Committee, Winnipeg

Schoo1 Divi sion No. 1 . The Human Ethical Review Cornmittee

of the Department of Psychology at the University of

Manitoba has also approved this investigation.

The cause of mentaf illness is found in the brain.
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If you have any further questions about the study, please

calL either Deborah Gilman at 474-9338 or Dr. Bruce Tefft at

47 4-87 0B .



104

Please indicate whether or not you wish your son or daughter

to participate by completing the permission slip below and

returning it to the school by

Yours sincerely,

Deborah A" Gilman

Principal Researcher

Bruce Tef f t, Ph"D.

Faculty Sponsor

Yes, I give my permission for my child
to participate in the survey of beliefs about

the mentally i11.

No, I will not permit my child to participate

in the survey of beliefs about the mentally

ir1"

Department of Psychology

University of Manitoba



Child's Name

Signature of Parent or

Gua rd i an
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Date



Please indicate whether you asree or disaqree with each

of the following statements regarding the mentally i11" In

cases where you don't completely agree or completely

disagree, please give the answer that most reflects your

Appendix B

Beliefs About the Mentally I11

feel ings "

1

Àgree Disagree Don't Know No Response

1. Às soon as a person shows signs of

mental- disturbance, he should be

hospitalized. Do you agree or

di sagree?

2 " More tax money should be spent on

the care and treatment of the

mentally it1.
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3. The rnentally if1 should be isolated

from the rest of the community.

4. Locating mental health facilities in

a residential area downgrades the

ne i ghborhood .

5" There is something about the mentally

i11 that makes it easy to tell them



from normal people.

6. À woman would be foolish to marry a

man who has suffered from mental

i1lness, even though he seems ful1y
recovered "

7. Increased spending on

services is a waste of

8" Having mental patients living within
residential neighborhoods might be

good therapy, but the risks to

residents are too great 
"

9.

mental health

tax do1lars.

Mental patients need the same kind of

control and discipline as a young

chiId"
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1 0. We need to adopt a far more tolerant
attitude toward the mentally i11 in

our society.

11 I would not want to live next door to

someone who has been mentally i11

12. Residents should accept the location
of mental health facilities in their
neighborhood to serve the needs of

the local community.



13, Local residents have good reason to
resist the location of mental health

services in their neighborhood.

14" Locating mental health services in
residential neighborhoods does not

endanger local residents.

15. Mental health facilities should be

kept out of residential
ne i ghborhoods .

16. One of the main causes of mental

illness is a lack of self-discipline
and will power"

17. We have a responsibility to provide

the best possible care for the

mentally i11.

108

18 The mentally iIl should not be given

any responsibility.

19 Residents have nothing

people coming into the

neighborhood to obtain

services.

20" It is best to avoid anyone who has

mental problems.

to fear from

ir
mental health



21. It is frightening to think of people

with mental problems Iiving in

residential neighborhoods.
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l{e would like to know your opinions concerning why some

people develop psychiatric problems and others don't" In

other words, what causes mental ilIness. PIease respond to

each of the statements T will read to you"

ApPendix Q

Mental Health Locus of Oriqin

Strongly Àgree Neither Disagree Strongly DK NR

Àgree Agree Disagree

23

1. Eventually medical science will discover

a cure for psychosis.

2. The cause of most psychological problems

is to be found in the brain.

3" If the children of schizophrenics were

raised by normal parents they would

probably grow up to be mentally healthy.

4. Mental ill-ness is usually caused by some

disease of the nervous system,

5" Some people are born mentally unstable

and are almost certain to spend some

part of their lives in a mental

Nor

Di sagree

4567
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hospi ta I .

6" Most people suffering from mental

i l-lness hrere born wi th some k ind of

psychological def icit.

7" Some people are born depressed and stay

that way.

8" Everybody

and those

probably

The menta

caused by

of their

o

's system has a breaking point

of mental patients are

weaker "

10.

1 illness of some people is
the separation or divorce

parents during childhood"

Being hot-blooded is the cause of mental

illness in some people"

More money should be spent on

discovering healthy methods of child
rearing than on determining the

biological basis of mental i11ness.
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11.

12" Some people are born with the kind of

nervous system that makes it easy for

them to become emotionally disturbed.

13. Your choice of friends can have a loL

do with your becoming mentally i11.

to



14. Although they usually aren't aware of

it, many people become mentally i11 to
avoid the difficult problems of

everyday life"

1 5. Some people are

greater capacity

suicide later in

16" Many normal

i11 if they

stressful si

born with a

than others

life"

17. Mental health professionals probably

underestimate the extent to r+hich brain

damage is responsible for mental

i llness "

people would

had to live
tuat i on .

slightly
to commit

18. When a group of people is forced to live
under extrernely stressf u1 condit ions,

the ones who crack under the strain are

Iikely to be the ones who inherited a

psychologically weak disposition.
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become mentally

in a very

19. The kind of nervous system you are born

with has little to do with whether you

become psychotic.

20 " The cause of many psychological problems

is bad nerves.



These statements are about the mentally i11. Pl-ease

show me if you asree or disaqree. Give the answer that is
closest to how you feel.

Appendix D_

Beliefs Àbout the Mentallv I1I

Àgree Disagree Don't Know No Response

'l . À person looks like he rnay be

mentally i11. we should put him

in a hospital right away" Do you

agree or disagree?

2. Spend more money to care f.or

mentally if1 people.

3 . Keep mentally i 11 people av¡ay

from normal people.
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4" Mental hospitals are put in areas

where people live" This ruins

the area.

5" It is easy to teIl the mentally

i11 from normal people. They

look di f ferent .

6" A man was mentally i11" Now he

seems fine" À woman should not



marry him.

It is a waste to spend more

money to care for mentally itI
people 

"

7"

8. It may be good for mental

patients to live with normal

people. However, this is too

dangerous for the normal people.

9. Mentally i11 people need to be

controlled like young children.

10 We need

mental 1y

11" It would be

to someone

i11.

to be

i11.
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nicer toward the

12" Peop1e should allow

hospitals in their
These centres would

people.

alright
who has

to live next

been mentally

13 People should fight against

having mental hospitals in their
ne i ghborhood "

menta 1

14

ne ighborhoods .

help all

It is safe to put mental



hospitals where people Iive"

15. Menta1 hospitals should be far
from where people live.

16. Having no self-control is a main

cause of mental i1lness"

17 " We have a responsibitity to
provide the best possible care

for the mentally i11"

18. It is wrong to give the mentally

ilI any responsibility.

19 " People come into an area to get

treatment for mental itlness"
Those who live there should be

afraid"
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20 " Avoid anyone who has mental

problems 
"

21. People with mental problems live
where normal people live. This

is scary"



vrhy do some people have emotional problems? What

causes nental iflness? please show me if you aqree or

disaqree with these statements. Give the answer that is
closest to how you feel,

Mental Health Locus of Oriqin

Strongly Agree Neither Disagree Strongly DN NR

Àgree Agree Disagree

Nor

Di sagree

23

1 " Some day doctors will discover a

cure for mental illness.

2" The cause of mental illness
is found in the brain.

4567
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3" Mentally i11 parents have children.
Then these children are raised by

normal parents" The children wilI
1ike1y be normal.

4. Menta1 illness is caused by a brain

di sease.

5. Some people are born with mental

problems. They will 1ikely spend

time in a mental



hospi ta1 .

Mentally ili
some kind of

6"

7" Some people are born depressed,

They will stay that v¡ay.

8.

people are born with

emotional weakness"

Normal people can on

much stress. Mental

take less.

o Some parents separate or divorce.

This causes some of their children

to become mentally i11.

10" Some people are easily upset. This

causes them to become mentally i1l"

Iy take so

patients can

11. Spend more money to find good ways

to raise children. Spend less to

find the physical cause of mental

i 11ness.
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12- Peop1e' s

Some bra

men ta 1 1y

You pick

friends

This can

t5"

brains a

ins make

i11.

re not the same.

it easy to be

your

cause

cause

friends

you to

you to

. Some

be upset.

become



mentally i 11.

14. Although they do not know it,
many people become mentally i11 to
avoid their problems.

15. Some people

commit suic

Some people

This causes

i11.

16"

are born more 1ike1y

ide "

17. Brain damage causes much mental

illness. However, mental health

workers probably do not realize

this.

live with much stress"

them to become mentally

18. A group of people is forced to live
under much stress. The ones who

can not take it are those born

emotionally weak "
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to

19" Your brain has a lot to do with

your becoming mentally if1"

20" Bad nerves cause many emotional

problems 
"



First, here are a few questions about you. I would like to

learn a little about the group of young people who will be

helping me with my work. For example, I would like to know

how many 13 year olds have filled out this survey. Some

questions may be hard to answer. Please ansv¡er as best you

can. Leave out any questions that you do not want to

ansv¡er,

AppendiN E

Please c i rcle:

Your age?

Your grade in school?

Male or female?

Where do you live?
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What

dol

job does your mother (stepmother, foster mother, "".?)

What job does your father (stepfather, foster father, "".?)
do?

I{hat is your ethnic background? (Native, Ukrainian, French

910 11

15 16 17

6

Canadian ,..?)

house

12 13

18 19

10

apartment

14

M

12

F


