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Abstract

This study explored whether the cross-cultural value paradigm ‘individualism-
collectivism’ is a useful explanatory model for mental illness stigmatisation on a
cultural level. This has never before been directly investigated despite numerous clues
of its potential importance in previous related literature. The paradigm asserts that in
‘collectivist’ cultures, people are more strongly interdependent with their in-groups,
and are more likely to give priority to the goals of their in-groups than people from
‘individualistic’ cultures, who are instead more likely to value and desire autonomy
and independence from their in-groups, and give priority to their personal goals than to

their in-group goals.

Three hundred and five individuals from four UK-based cultural groups (white-
English, American, Greek/Greek Cypriot, and Chinese) were successfully recruited for
a quantitative survey through the use of non-randomised snowball and quota sampling.
Twenty-two of these individuals were later qualitatively interviewed in a one-to-one,
semi-structured manner. Questions regarding where the four cultures fit within the
individualism-collectivism paradigm, how acculturation affects the individualism-
collectivism paradigm, what other factors explain stigmatisation, and the level of
stigmatising attitudes present in these cultures, were also integrated into the

methodological components in an attempt to explore these other important themes.

The results partially supported the hypothesis that the paradigm can be applied to
explain mental illness attitudes. Increases in the paradigm’s explanatory power
corresponded with a cultures’ stigmatisation level. Specifically, the more stigmatising
a culture’s mental illness attitudes are, the more likely collectivism effectively
explains these attitudes. In contrast, the more positive a culture’s mental illness
attitudes, the more likely individualism effectively explains attitudes. Educational
level, mental illness experience, and, particularly, mental illness knowledge, were
other powerful and consistent stigma explanatory factors, although the stigma affect of
these and impact of other key themes were unique to each cultural group. The results
also revealed that successfully acculturating to a new culture can impact on one’s
cultural values including levels of individualism-collectivism. The American cultural

survey group held the most positive mental illness attitudes, followed by the white-

X



English group. Both groups also scored high on levels of individualism. The
Greek/Greek Cypriots and Chinese held the least positive attitudes and were also
found to be generally collectivistic. None of the survey groups’ scores were wholly
stigmatising, which suggests a positive shift towards more tolerant attitudes having
taken place in recent years even in the Greek/Greek Cypriot and Chinese cultures. This
is illuminating as these are traditionally particularly stigmatising cultures, which

qualitative interviewees also argued.

A number of important recommendations for policy and practice that aim to reduce
stigma and highlight the importance of culture are proposed. These include anti-stigma
campaigns needing to be culturally and linguistically appropriate and sensitive; using
in-group, second-generation members of closed and collectivist communities/cultures
to deliver of anti-stigmatising initiatives and; training practitioners to understand the
impact of individualism-collectivism on mental health attitudes. Further, a
consideration of the individualism-collectivism paradigm should be included in any
future research aiming to provide a holistic understanding of the causes of mental

illness stigma both on an individual and cultural level.
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Chapter 1: Introduction

1.1 Background of the study

This thesis explores the stigma held towards people with mental health problems in
traditionally labelled ‘collectivist’ and ‘individualistic’ cultures in the United
Kingdom. My primary intention is to provide an understanding of the levels of stigma
present in particular individualist and collectivist cultures, and the between-cultural
and within-cultural reasons underlying stigma. Although there is a plethora of existing
research literature on both mental health stigma and the individualism-collectivism
framework, no previous enquiry has ever directly investigated the possible
associations between the two. This is despite various, although tentative, clues from
previous literature pointing to a possible link. Some of the main themes and concepts
of this study shall now be introduced, which will be discussed and considered later in

greater detail.

Understanding the issues of mental illness stigma is important for prevention, early
detection and community treatment of psychiatric disorders (Malla and Shaw, 1987;
Corrigan et al, 2005). The World Health Organisation (2001) highlights the damage
resulting from stigma, stating that those being stigmatised can experience rejection by
friends, relatives, neighbours and employers leading to aggravated feelings of
rejection, loneliness and depression. They also highlight that possible denial of equal
participation in family life, normal social networks, and productive employment, as
well as the reduced chances of recovery, since their ability to find access to services

may be hampered, and the type of treatment and level of support received may be



affected. Corrigan et al (2005) reminds us that stigma can have significant negative
repercussions on not only those people with the mental health problem, but also their
family members and friends, and mental health provider groups. Because of these
concerns, the World Health Organisation (WHO) in 1996 launched a major
worldwide campaign to attack the stigma attached to mental illness. They highlighted
how stigma, if not combated, can create “a vicious cycle of alienation and
discrimination which can lead to social isolation, inability to work, alcohol or drug
abuse, homelessness, or excessive institutionalisation, all of which decrease the
chance of recovery”. A classic example of the employment problem was
demonstrated by Farina and Felner (1973), where a male confederate, posing as an
unemployed worker, sought jobs at 32 businesses. He provided the same work history
to each business, although for half of the job interviews he included information about
a past psychiatric hospitalisation. Subsequent analyses found that the interviewers
were less friendly and supportive of hiring the confederate when he added his

psychiatric past. The impact of stigma is discussed in greater detail in chapter 2.2.

Although not typically strong predictors, there are several personality and
demographic variables that have been found to correlate with stronger negative
attitudes towards people with mental health problems. These include older people
(Brockington et al, 1993; Clark and Binks, 1966; Wolff et al, 1996a; 1996b;
Hannigan, 1999), those with lower education (Clark and Binks, 1966; Murphy et al,
1993), those from lower social classes (Brockington et al, 1993; Heller et al, 1980;
Whatley, 1959), and being male (Farina, 1981; Morrison et al, 1993; 1994). It has also
been consistently shown that those who do stigmatise mental illness have low levels

of contact and experience of people with mental illness, in addition to low levels of



knowledge of the subject (Yang, 1989; Hannigan, 1999; Ng and Chan, 2000). Roman
and Floyd (1981) surveyed 200 married women in Milledgeville, Georgia, and
compared their data with the results from three previous studies (Philips, 1963;
Schoder and Ehrlick, 1968; Bord, 1971). After detailed comparisons, they discovered
that having a state mental hospital in the community - thus providing people with
experiences of people with mental health problems - contributed to a higher level of
social acceptance towards the mentally ill. Wolff et al (1996a; 1996b) surveyed public
attitudes to mental illness in two south London areas prior to the opening of supported
houses for the mentally ill. They too found that a significant relationship between
stronger negative attitudes and a lack of knowledge about mental illness.
Papadopoulos et al (2002) similarly surveyed the attitudes of mental illness in an area
of north London and found that both a lack of knowledge and previous contact with
mental illness was associated with negative attitudes towards people with mental
health problems. Further support of knowledge and contact level being a significant
factor is put forward by Cumming and Cumming (1957), Trute and Loewen (1978),
Angermeyer and Matschinger (1997), Ogedengbe (1993), and Farina (1982).
However, Ng and Chan (2000) argue that knowledge might not be sufficient to
change attitudes. Further, although contact is an important factor, the nature and
quality of contact could be more important as direct contact and acquaintance with
and closeness to the individual with mental health problems have been found to
contribute more tolerant and understanding attitudes (Murray and Steffen, 1999;

Hannigan, 1999).

It has also been highlighted that certain cultures are more likely to stigmatise mental

health problems than others. Papadopoulos et al (2002) revealed that Greek and



Greek-Cypriot UK migrants held significantly higher levels of stigmatising attitudes
than white-English UK born people on measures of authoritarianism and social
restrictiveness. Further, Wolff et al (1996c¢) revealed that UK non-Caucasians were
much more likely to object to an educational campaign about mental illness than
Caucasians. Bhugra (1989) also reported that, in general, Caucasians carry more
favourable attitudes towards the mentally ill. Westbrook et al (1993) found, after
conducting attitudinal surveys on people with disabilities and mental health problems
amongst Chinese, German, Italian, Greek, Arabic and Anglo Australian communities,
that the German community, followed by the Anglo-Australian community, expressed
greatest acceptance of people with disabilities and mental health problems. The
Greek and Arabic groups, however, were found to express the least amount of
tolerance. Studies by Jacques et al (1970; 1973) have provided evidence that
Americans also hold favourable attitudes towards those with disabilities and mental
health problems, whilst also revealing that the Chinese, and particularly, Greek
cultures held some of the most negative attitudes. Cohen et al (2007), who conducted
a systematic review on schizophrenia outcomes in low- and middle-income countries,
revealed that high levels of public stigma towards mental illness exist in Nigeria,
Ethiopia, and India. Their study challenged the assumption that individuals with
schizophrenia have a better prognosis in such developing countries (WHO, 1979;
Jablensky et al, 1992; Harrison et al, 2001), due partially to the notion that families in
such collectivist countries offer relatively high levels of family support and tolerance
(Hopper, 2007). Instead, they conclude that poor outcomes are likely to exist
whenever care is not accessed, no matter what the socio-cultural context is. However,
this may be particularly relevant in collectivist cultures, as if professional care is not

accessed due to stigma, then the opportunity for the protective and clinically



beneficial support that collective, family-orientated cultures typically offer is missed.
Indeed, Schomerus and Angermeyer’s (2008) review of literature has provided
compelling evidence that mental illness stigma does consistently negatively associate

with professional help-seeking.

There has been extensive work on investigating the vast array of psychological
differences that exist between cultures. For example, Hofstede (1980a), in an attempt
to define and explain the main psychological differences between cultural groups,
administered questionnaires in 1968 and 1972 to 117,000 IBM employees from 50
national cultures and three regions. Hofstede conceptualised culture in terms of
meanings, and therefore studied it by assessing the values of people. Factor analyses
on a cultural level, rather than individual level, produced four factors of value
difference between cultures: ‘individualism-collectivism’, ‘power distance’,
‘masculinity-femininity’, and ‘uncertainty avoidance’. In subsequent research,
‘individualism-collectivism’ far exceeded the other factors in importance and
popularity. The three work goal items associated with individualism stressed having a
job that gives one sufficient time for personal or family life, having freedom to adapt
one’s own approach to the job, and having challenging work to do (providing a
personal sense of accomplishment). Those associated with collectivism stressed
having training opportunities, having good physical work conditions, and having the
possibility using skills and abilities on the job. Hofstede (2008) has since argued that
America is an example of an ‘individualistic’ culture, where self-actualization and
individual decisions are valued more highly than group decisions, meaning Americans
like personal time, freedom, and challenge more than people from collectivist

cultures.



Triandis (1995; 2001; 2002; 2006) has popularised and extensively developed the
individualism-collectivism paradigm in cross-cultural psychology with a research
program that started in the early 1970s and currently continues. He claims that the
‘individualism-collectivism cultural syndrome’ is the most significant cultural
difference among cultures. He argues that in collectivist cultures, people are more
likely to be interdependent within their in-groups (family, tribe, nation etc.), give
priority to the goals of their in-groups, shape behaviour primarily on the basis of in-
group norms, and behave in a communal way. People in individualistic cultures,
rather, are more likely to be autonomous and independent from their in-groups and
give priority to their personal goals than to their in-group goals. They behave
primarily on the basis of their attitudes rather than the norms of their in-groups.
However, he also has made it clear that categorising cultures as ‘collectivist’ or
‘individualist’ is a broad and generic framework. He therefore reminds us that there
are many dimensions within the framework such as ‘horizontal and vertical
individualism and collectivism.” He defines people from ‘horizontal individualistic’
cultures as people who want to be unique and do ‘their own thing’ but who also
emphasise the need for equality among their in-group members (e.g. Sweden, UK);
‘vertical individualistic’ cultures as people who want to do their own thing but also be
‘the best’ (e.g. USA, France); ‘horizontal collectivist’ cultures as people who merge
themselves with their in-groups and emphasise the need for equality among in-group
members (e.g. Israeli Kibbutz); and ‘vertical collectivist’ cultures as people who
submit to the authorities of the in-group and are willing to sacrifice themselves for
their benefit of the in-group, recognising and respecting the hierarchy that exists in

their societal structure (e.g. India, Japan). However, Triandis states that future



research needs to be done to identify new dimensions, and/or to refine existing ones.
A great deal of effort has been expended to devise methods for the measurement of
individualism and collectivism, and while there are approximately 20 different
methods, Triandis and Gelfand (1998) argue that none have proven entirely

satisfactory.

There is also some evidence that suggests that acculturation affects the individualism-
collectivism paradigm. For example, Altrocchi and Altrocchi (1995) researched
Triandis’ claim that people from collectivist cultures define themselves with reference
to social entities. They found that the least acculturated Cook Islanders (collectivists)
used 57% social content in describing themselves, whereas Cook Islanders born in
New Zealand (an individualistic country) used 20% while indigenous New Zealanders
used 17% social content. This finding supports Triandis’ assertions but also reveals
some evidence of acculturation impacting the individualism-collectivism paradigm.
Triandis (2001) notes that as a global culture is emerging, cultures interact and
acculturation is likely to result in changes to some (not all) cultural values and
behaviours. He emphasises the need for further examination of how acculturation
affects the individualism-collectivism paradigm. These issues are reviewed in greater

detail in chapter 2.

1.2 Aims and objectives

The main objective of this study is further our understanding of the way culture

influences stigmatisation to people with mental health problems, so that health-care



professionals are more culturally sensitive and competent when working with both

patients and their families. This will be attempted by specifically aiming to:

e Explore the levels and types of stigmatising attitudes present in four UK-based

cultures: white-English, Americans, Greek/Greek Cypriots, and Chinese.

e Explore the underlying cultural reasons for stigmatisation.

® Explore the individualism-collectivism paradigm in relation to stigmatisation to

mental health problems in various cultures.

¢ Investigate where the four cultures to be studied fit within the individualism-

collectivism paradigm.

e Explore whether and how acculturation affects the individualism-collectivism

paradigm.

1.3 Hypothesis

As previously stated, a possible important link between individualism-collectivism
and mental health stigma has been pointed to by various tentative clues from previous
literature. For instance, cultures that researchers traditionally agree are more strongly
individualist, such as the American, white-English, German, and Australian cultures,
have been found to be less stigmatising to mental health problems (Jacques, 1973;

Papadopoulos et al, 2002; Westbrook et al, 1993). Further, Triandis et al (1990), who



researched individualism and collectivism’s antecedents, attributes and consequents,
highlighted that for individualistic cultures, personal goals have primacy over in-
group goals, and also that ‘cultural complexity’, where there are often more cultural
choices and lifestyles (Chick, 1997), is more likely to be found. This is important
because, as Triandis (2001) explains, the more ‘complex’ a culture, the more likely it
is to be a ‘loose’ (as opposed to ‘tight’) culture. In loose cultures, Triandis explains
that there is a stronger tolerance for deviation from norms found in relatively varied
societies (where several normative systems coexist), where people do not depend on
each other so much, and where population density, and thus the opportunity for
surveillance, is low. It has also been established that ‘tight’ cultures are more likely to
be collectivist (Carpenter, 2000). In such cultures, people have clearer ideas about
what behaviours are appropriate; they agree among themselves that sanctions are
needed when people do not follow the norms. Tight cultures tend to include members
that are highly interdependent, and are to be usually more densely populated, in the

sense that surveillance is high.

Because of such clues, I hypothesise that people from individualist cultures are less
likely to stigmatise people with mental health problems. This is because, as previous
literature indicates, people from individualist cultures are more likely to tolerate
diversity and deviation from the norm because such cultures are extremely
fragmented, with extensive individuality, due to the desirability of personal goals. In
collectivist cultures, there is less diversity and fragmentation as people desire in-group
goals and norms, and therefore people who deviate from the norm are more visible to
the community due to higher surveillance levels. As a consequence, families are more

likely to try to hide the existence of a member who has a mental health problem, and



are therefore less likely to attempt to access the appropriate services. In such

communities where there is less contact and knowledge about mental health problems,
stronger negative attitudes are likely to exist, as previous research indicates (Trute and
Loewen, 1978; Wolff et al, 1996b; Papadopoulos et al, 2002). These ideas and related

literature are considered and reviewed in chapter 2.
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Chapter 2: Literature review

2.1 Stigma: The concept

The term ‘stigma’ was originally adopted by the ancient Greeks who used it to
represent the marks that were pricked onto slaves to demonstrate ownership and to
reflect their inferior social status. The ancient Greek word for prick was ‘stig’ and the
resulting mark, a ‘stigma’ (Falk, 2001). It was subsequently used to signify any bodily

sign that indicated something bad about the moral character of a particular person.

The first notable modern use of the term was by Erving Goffman (1963) in his classic
work ‘Stigma: Notes on the Management of Spoiled Identity’. Goffman stated that
stigma reflects a social attitude toward mental illness that is deeply discrediting and a
position of social disgrace. It also reflects a discrepancy between a person’s ‘virtual
social identity’, which refers to the societal assumptions of a particular person, and
their ‘actual social identity’, which refers to any attributes that a person could be
proved to possess. Further, he believed that stigma highlights any attribute which
discredits a particular person and can lead to assumptions about the person’s character
and abilities, often resulting in various forms of discrimination: “[It is] an attribute
that is deeply discrediting. Stigma can arise of [one] possessing an attribute that
makes [that person] different from others... and of a less desirable kind... [s/he] is thus
reduced in our minds from a whole and usual person to a tainted, discounted one”
(Goffman, 1963: p2-3). Inherent to this is the idea that stigma dehumanises and
reduces the social value of an individual because he or she is appraised as being

‘marked’, flawed, and less than average (Dovidio et al, 2000). The stigmatised

11



attribute deviates from what society considers normal, leading society to respond by
“...interpersonal or collective reactions that serve to ‘isolate’ ‘treat’, ‘correct,” or

‘punish’ individuals engaged in such behaviour” (Schur, 1971: p24).

Some scholars have developed frameworks for examining stigma. For example,
Goffman (1963) identified three types of stigma: 1. ‘Abominations of the body’ (e.g.
physical deformities); 2. ‘Blemishes of individual character’ (e.g. mental health
problems, unemployment, crime), and 3. ‘“Tribal stigma’ or ‘tribal identities’ (e.g,
race, religion, etc.). Jones et al (1984) defined six dimensions that predict the strength
of a stigma: 1. The degree to which the stigmatising attribute/behaviour can be
concealed (i.e. visibility); 2. The expected long term result associated with the
attribute/behaviour (i.e. salience and prognosis); 3. The degree to which activities of
everyday life is impeded (i.e. disruptiveness such as during interpersonal
interactions); 4. The physical appearance of the person who has the stigmatising
attribute (i.e. attractiveness); 5. The degree to which the person is responsible for the
attribute/behaviour, (i.e. congenital vs. acquired conditions and personal
responsibility), and; 6. The degree to which the attribute/behaviour is dangerous to

others (i.e. peril and threat of contagion).

Corrigan and Watson (2002) have argued that the stigmatised marker can be either
obvious (such as skin colour) or subtle (for example, homosexuality). They also argue
that such moral imputation has egregious affects on at least two levels, what they call
‘public stigma’ and ‘self-stigma’. They define public stigma as “the phenomenon of
large social groups endorsing stereotypes about and acting against a stigmatised group

[such as people with mental health problems]. Self-stigma is the loss of self-esteem
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and self-efficacy that occurs when people internalise the public stigma” (Corrigan et
al (2005: p1). Goffman (1963) referred to self-stigma as the internalised feelings of
guilt, shame, inferiority, and the wish for secrecy and concealment. Whereas the
damaging impact of self-stigma is mainly confined to the stigmatised individual, they
state that public stigma impacts on people beyond those directly stigmatised, such as
family and friends (Lefley, 1987; Phelan et al, 1998) and mental health
provider/support groups (Dichter, 1992; Persaud, 2000). This stigma-by-association
process has been previously coined by Goffman (1963) as ‘courtesy stigma’. Corrigan
et al (2005) argue that being aware of the public/self stigma distinction may be

important for understanding, explaining, and building strategies to change stigma.

Although there is much consensus of what stigma is, there is no one unitary theory.
As Smith (2002) states, this is perhaps not surprising as stigma represents a complex
interaction between social science, politics, history, psychology, medicine and
anthropology. However, there are some universally agreed ideas on how the
stigmatisation process begins. As Smith explains, one of the first key steps is the
perception of difference, an act that both humans and animals have an innate
predisposition to since both depend on the predictable behaviour of their members for
their functioning and safety. Thus, when we perceive a person or group as different, it
is not surprising that we may feel threatened. However, for stigmatisation to occur,
such differences must be associated with undesirable traits. For example, part of the
reason stigma towards people with mental health problems exists is because of the
associated stereotype of potential violence and unpredictability. Those stigmatised
subsequently become labelled as ‘them’ rather than ‘us’. Schur (1984), however,

importantly noted that the kind of behaviours which are labelled as undesirable or
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‘socially deviant’ varies considerably between cultures and over time. He stated that
the term ‘deviance’ does not exist as an isolated category, but rather gives meaning
within a particular context. Therefore, deviance and stigmatising behaviour are
socially constructed and hence changeable over time within social and cultural
contexts. Schur also believed that stigmatising something or someone as deviant may
sometimes be a societal attempt to limit the power of the offending party. If a
particular culture values social conformity, then to be outside the norm can result in
the exclusion from a variety of social benefits, a view shared by other scholars
including Howard Becker (1963) and Edwin Lemert (1951, 1972). Lemert also argued
that as deviance is a process both ongoing and changeable, the roles of ‘primary’ and
‘secondary’ deviance must also be considered. He believed that primary deviance is
the initial act or behaviour which conflicts with societal norms that may or may not
result in the individual receiving a stigmatising label depending on the frequency,
intensity and visibility of the behaviour. If stigmatisation does occur, the process of
secondary deviation begins whereby the person employs the deviant behaviour or an
associated role so to defend, attack, and/or adjust to the admonitions and stigma that
their behaviour or act initially provoked. Secondary deviance involves the assumption
of certain deviant roles which then become the predominant way through which
society views and judges the labelled person. This labelling perspective further argues
that the stigmatised person subsequently becomes marginalised, isolated and
discriminated by non-stigmatised groups in society (Clinard and Meier, 1992).
Discrimination refers to the inequitable treatment of stigmatised individuals, including
a denial of their rights and responsibilities. Discrimination can occur on the
interpersonal level when, for example, social distance and exclusion is experienced.

Link and Phelan (2001) highlight its impact on a structural level when they
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demonstrated that people with mental health problems are overtly and covertly
excluded from public life through a variety of legal, economic, social and institutional

means.

It appears that considerable agreement exists for the idea that stigma is any mark that
leads to disgrace or discredit and consequently sets that person or group aside from
others. It is also clear that the strength and impact of a stigmatisation is multi-faceted

and multi-structured, yet always negative and harmful.

2.2 The impact of mental health stigma

As stated above, despite stigma’s various conceptualisations, there is little doubt that
stigma attached to mental illness carries with it significant repercussions and various
harmful effects, both to the individual and his/her close friends and family. Phelan et
al (1998) highlighted the latter by examining the stigma among 156 parents and
spouses of first-admission psychiatric patients. They found that half of these
participants concealed information to others about their relative’s hospitalisation.
They also found that the family members were more likely to conceal knowledge of
the mental health problem if they did not live with their ill relative, if their relative
was female, and if the relative had more severe negative symptoms. Such findings
demonstrate a level of shame and embarrassment that can burden close family
members. Lefley (1987) further demonstrates stigma’s impact on the individual’s
family. They examined the burden and coping strategies of 84 experienced mental
health professionals who have family members suffering from chronic mental health

problems. The study revealed that the respondents’ personal reactions involved both
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cognitive and attitudinal changes in their conceptions of psychotic disorders. They
also showed guarded relations with their work colleagues by limiting self-disclosure
and case involvement, and described various substantial financial and emotional

burdens.

Corrigan et al (2005) argue that stigma can rob people afflicted with a mental illness
stigma of two particularly important life opportunities that are vital for achieving life
goals: 1. obtaining competitive employment and; 2. living independently in a safe and
comfortable home. This is because there are inevitable housing and work problems
associated with particular mental health problems. For example, some mental health
problems result in impaired social and coping skills required to meet the demands of a
competitive work force and for independent living. By virtue of their social position,
landlords and employers who believe the stereotypes about mental health problems
may respond in a discriminatory manner. This was evidenced by Wahl (1999) who
highlights how landlords are often afraid of such people and decide not to rent
property to them. Wahl also argued that employers also often believe that such people
are incapable of competent and consequently choose not to hire them, which Farina

and Felner’s (1973) classic study poignantly demonstrated.

Stigma can also affect people with mental health problems who interact with the
criminal justice system. As Watson et al (2004) describe, the criminalisation of mental
illness occurs when people with mental health problems are dealt with by the police,
courts and jails, instead of the mental health system. They argue that this is because of
inadequate mental health services funding and ‘get tough’ crime policies. Lamb and

Weinberger (1998) argue that the public’s growing intolerance of criminals in general
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has led to tougher laws and hampered effective treatment planning for mentally ill
offenders. The problem is also highlighted by Teplin (1984) who compared the arrest
rates of the American general public and found that people exhibiting mental health
problem symptoms are more likely than others to be arrested by police. Steadman et
al (1989) argue that this selective process continues if the person is jailed as their
research found that such people spend more time incarcerated than people without a
mental health problem. Such a role of events is likely to have various significant
longer term impacts on the individual. As Corrigan et al (2005: p2) states, “Treating
people with mental illness like criminals has implications not only for their life,
liberty, and well being, but also for the larger community such as loss of potential

contributions by viable citizens.”

Individuals with mental health problems may also be afflicted in health care systems.
As Druss et al’s (2001) American health care system research demonstrates, people
with mental illness receive fewer medical services than others, and are less likely to
receive the same range of insurance benefits as people without mental health
problems (Druss et al, 1998). Druss et al (2000) also examined the types of medical
procedures after myocardial infarction in a sample of 113,653. They found that people
with co-morbid psychiatric disorder were significantly less likely to undergo
‘percutaneous transluminal coronary angioplasty’ (PTCA). PTCA is a less expensive,

less traumatic alternative to bypass surgery (American Heart Association, 2008).

Stigma can also impact the individual’s self. Corrigan et al (2005) believe this can
happen in at least two different ways. Firstly, through fear of social rejection, the

individual may restrict their social networks which may lead to isolation,
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unemployment, lowered income, and the other benefits a strong social network can
deliver. Perlick et al’s (2001) findings add weight to this. They found that in a sample
comprised of 264 psychiatric inpatients that those who had concerns around stigma
were significantly more likely to become psychologically isolated and avoid social
interactions with those outside of their immediate family. Corrigan et al call this
‘perceived stigma’. If such an event occurs, this is likely to cause the individual to
experience significant self-esteem and self-efficacy decrements (Link, 1987);
Markowitz, 1998). Link et al (2001) provided evidence of this by assessing self-
esteem and perceived stigma in 70 people with serious mental health problems. After
controlling for self-esteem, depressive symptoms, diagnosis, and demographic
characteristics, their results showed that those with high perceptions of perceived
stigma were significantly more likely to have low self-esteem than those with low
perceptions of perceived stigma. Sirey et al (2001) demonstrated that perceived
stigma can also play a significant role in psychiatric treatment adherence. After
examining 134 newly admitted adults’ treatment, they found that medical adherence
was significantly associated with perceived stigma. Secondly, the individual could
view the stigmatising ideas as self-relevant, believing that they are less valuable
because of their disorder in the way seen by others. Corrigan et al view this as ‘self-
stigma’. This can also result in losses of self-esteem, self-efficacy and persistent
depression (Link et al, 1997; 2001) which can hamper the chances of recovery. It is
important to also note that not all people suffering from mental health problems
experience a loss of self-esteem and self-efficacy, and, in fact, self-protect themselves
due to perceived stigma (Crocker and Major, 1989). Corrigan and Watson (2002) also
note this by detailing a model of personal reactions to stigma in which people may: 1.

self-stigmatise and suffer a loss of self-esteem; 2. remain relatively indifferent to
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stigma and; 3. become empowered by stigma and advocate on behalf of themselves

and others with mental illness.

There is evidence that psychiatry also suffers from the negative effects of stigma. For
example, Angermeyer et al’s (1999) study on German public choices on mental health
care pathways revealed that only one-third of their large-scale general-population
survey would recommend psychiatrists as a potential source of help for schizophrenia.
This suggests what Persaud (2000) argued: that psychiatrists are suffering from their
own type of public stigma. He argued that this can also be seen by the fact that the lay
public and politicians would prefer practically any other health care specialist to
determine mental health care policy and delivery. Persaud also argued that because of
the stigma surrounding psychiatrists, patients harmfully delay in coming forward to
receive treatment, and because psychiatrists’ authority is less than other medical
experts, patients often ignore their advice (Wilkinson and Daoud, 1998) and therefore
they frequently appear ineffective (Sharf, 1986). They are then ignored by the media
who are seeking other authority figures to discuss mental health problems (Rosenberg,
1983; Perr, 1983), which then places expertise on mental health issues, in the minds

of the public and journalists, elsewhere than within psychiatry.

There are clearly a number of ways that mental health stigma can negatively impact
an individual, his/her family, and even service providers. It is regrettable that there are
not as many ways to de-stigmatise and reintegrate the person into a more ‘normal’ life

(Goode, 1994) where they are free of the array of hampering consequences of stigma.

2.3 Stigma and attitudes to mental health problems in various cultures
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2.3.1 China

Sevigny et al (1999: p42) state “that all observers of Chinese society would agree that
there are still many forms of prejudice or stigma towards mental illness”, including
authoritarianism and fear. Song et al (2005) agree and provide an example of such
stigma where a coffee shop run by people with mental health problems was forced to
shut down due to the protests of the local community residents. Song et al argue that
such stigma exists because the Chinese often view mental illness as directly related to
moral judgment and supernatural factors. This links to the Chinese views of people
with mental illness having a ‘genetic taint’ (Pearson, 1993) and being ‘bad seed’ (Sue
and Morishima, 1982). Kwok (2000; 2004) states that part of the stigma problem is
the Chinese cultural value of going to great lengths to ensure that family shame is
kept inside the house and away from others. As mental health problems are conceived
as a particularly strong phenomenon to be ashamed of for the whole family (Sue,
1994; Uba, 1994), due to its threat to family face and even marriage-ability (Kung,
2003), such problems often become hidden and go untreated (Lin, 1983). Kwok adds
that the stigma problem is made worse by the Chinese in general possessing very little
knowledge about the various degrees and types of mental health problems, and
instead relating automatically with violence and fear. She argues that the media
perpetuate such stereotypes, highlighting how newspaper editorials use sensational
headlines such as ‘A mentally ill man tried to kill a stranger’, instead of objectively
analysing the causes of mental illness which would help educate the public. Song et al
(2005) agrees, describing that the media often report on negative events such as

homicide, suicide and other disturbing behaviours committed by the mentally ill, who
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the media have labelled ‘the unpredictable bomb’. Chung and Wong (2004) found
that such negative media portrayal causes Chinese inpatients to increase their feelings
of hurt, rejection, and self-stigma, which can delay rehabilitation. Chou (1993) argues
that even to receive mental health care is fortunate as it is generally unavailable,
especially for the mildly or moderately ill. Consequently, to receive ‘treatment’

implies that you must be severely and persistently ill (such as chronically psychotic).

Thus, Kwok states that, under such a negative cultural environment towards mental
health problems, it is understandable that many mentally ill people refuse to seek help
and rather carefully guard the existence of any problem. She adds that this negativity
and fear of accessing professional services carries over to Chinese living in other
countries. Particularly for new Chinese immigrants, their problem is also often
exasperated by their lack of language skills knowledge about their host countries’
mental health services. Kwok also importantly highlights that Western psychiatrists
tend to often overlook important aspects of the Chinese culture when dealing with
Chinese patients, often failing to realise that the Chinese (and particularly females)
confine their emotions and thoughts to close friends and not doctors. This is because
the Chinese are not used to ‘talk therapy’ and are also raised to respect doctors,

although not talk back at them.

Despite the existence of strong social stigma, Kung (2003) states that a person with
mental illness is likely to receive care and involvement from their family members,
given the centrality of family in traditional Chinese culture. Pearson (1993) agrees,
stating that it is common practice for service providers to expect the close

involvement of family members, including remaining with the individual in the
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hospital to directly care for them. Mental health services also consider patient
treatment and outcome from the perspective of the family (Chou, 1993). Yip (2005)
further demonstrates the family’s role in care by citing that in the USA and Canada
approximately 65% of mental health clients who are discharged from hospital return
to their families, whereas in China, over 90% do. Indeed, strong levels of family
support and tolerance are central to why developing countries such as China are
typically associated with comparatively positive prognosis and outcome in
schizophrenia (WHO, 1979; Jablensky et al, 1992; Harrison et al, 2001). This is
interesting as it suggests that if professional care is accessed, the strong levels of
family support within collective cultures potentially improves outcome. If stigma is a
barrier towards seeking professional help (Schomerus and Angermeyer, 2008),
interventions that reduce stigma in collectivist cultures such as China could also

improve patient prognosis and outcome.

The reviewed research literature paints a clear picture of there being a significant
level of deep-rooted mental health stigma in the Chinese culture. It is apparent that
this is causing an array of problems, such as perpetuating fear associated with mental
illness, hiding a mental health problem within the family, and hampering the quick

and effective treatment.

2.3.2 Greece/Cyprus

There is currently an extended national deinstitutionalisation project progressing in

Greece, with a large number of psychiatric inpatients being discharged after a lengthy

stay to be relocated in the community in small residential services (Ministry of Health
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and Welfare, 2001). Economou et al (2005) state that the community relocation
strategy is frequently being met a negative social reaction. However, Greece view
views the deinstitutionalisation initiative as a necessary step towards challenging
community stigmas even if they are initially with public negativity. Their motivation
for proactively challenging stigma is in due to their participation in the World
Psychiatric Association’s ‘Global Programme against Stigma and Discrimination

Because of Schizophrenia’ plan.

However, community-focused relocation initiatives in Greece have been argued to
effectively erode stigma over time. For example, Madianos et al (1999) collected data
on public attitudes to mental illness in 1979/1980 and again in 1994 from 360 people
from two boroughs in Athens, in what is one of only a few studies that have
accurately documented Greek public mental illness attitudes (Economou et al, 2005).
They found that although Athenian attitudes were not positive in either time-frame,
there were significantly less stigmatising attitudes in 1994. The authors conclude that
was very likely due to the post-1980 introduction of a local community mental health
centre that worked in both boroughs, which increased contact and knowledge about

mental health problems.

Economou et al (2005) compared the results of their large-scale public opinion survey
on schizophrenia in Greece with the same survey’s results conducted in Germany
(Gaebel et al, 2002) and Canada (Stuart and Arboleda-Florez, 2001), as part of
Greece’s involvement in the WPA anti-stigma programme. They found that social-
distance levels were strikingly higher in Greece, particularly when considering social

situations that involve higher degrees of intimacy. An especially stark contrast

23



between their samples’ data regarded working with someone afflicted with
schizophrenia: 50% Greeks reported that they would be ‘disturbed’ to do this, as
compared to one every sixth Canadian and German. They also found that Greeks
would rather form a friendship with a person with schizophrenia than work with them.
Economou et al postulate that this rooted with the Greek public’s perception of
schizophrenia being directly associated with criminality. However, most Greeks were
not rejecting of the idea of having mental health community group homes, so long as
such homes were not in their own neighbourhoods. The main socio-demographic
finding was that the older respondents held the most stigmatising views. Thus, it
would appear that stigma towards schizophrenia is still highly prevalent, although
mainly in the sense of social distance, particularly in employment situations and

amongst older, more traditional Greeks.

Papadopoulos et al’s (2002) comparison study of white-English and Greek/Greek
Cypriots’ attitudes to mental illness also found that Greeks were stigmatising of
mental health problems. We found that compared to English people, Greek/Greek
Cypriots were more authoritarian, more socially restricting of the mentally ill and
more likely to view them as less intelligent — a view most strongly held by older, first
generation Greek/Greek Cypriots. However, there were no ethnic differences between
ethnic groups on measures of benevolence or aggression. These findings suggest that
Greeks are sympathetic to people with mental health problems but still view them as
inferior and potentially dangerous people to be kept away from local neighbourhoods
and controlled for the safety of the community and themselves. Other research on
UK-migrant Greeks indicates that Greek Cypriots are likely to strongly deny a family

member having a mental health problem, will try to conceal it, and only access
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psychiatric services if the symptoms were extremely severe (Dunk, 1989,
Papadopoulos, 1999; Madianos et al, 1987). If a family member with mental illness
does become hospitalised, they are deemed by the Greek community to be an
individual incapable of normal social functioning and, therefore, the person and

his/her family will face dire social consequences.

2.3.3 America

Mental illness is a substantial health problem in the United States. According to the
American Psychological Association (APA) (2008), 18% of Americans suffer from a
diagnosable mental disorder and close to 10 million are children. Even though mental
health problems are widespread in the general population, according to the National
Institute of Mental Health (NIMH) (2008), the main burden of illness is concentrated
in a much smaller proportion - approximately 6%, or 1 in 17 - who suffer from a
serious mental illness. In addition, the NIMH report that mental health problems are
the leading cause of disability in the United States for people aged between 15 and 44
years. Further, nearly half (45%) of those meet the criteria for possessing two or more

mental health problems, with severity strongly related to co-morbidity.

Despite their large-scale prevalence, mental health problems are still stigmatised in
the United States (Duckworth et al, 2003; Hill, 2005). For example, in 1996, a
‘General Social Survey’ (GSS) was conducted in order to collect varied and detailed
data on the demographic characteristics of United States residents. One integrated
area of data collection, the ‘MacArthur Mental Health Module’, concerned how

people perceive those afflicted with mental illness in order to evaluate Americans’
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current attitudes toward mental disorders and those who experience them. Phelan et al
(2000) compared this dataset with an equivalent 1950 national survey dataset and
found little evidence that the stigma of mental health problems has been reduced in
contemporary American society. This is demonstrated by the public’s distressingly
high social distance preferences and their unwillingness to accept the mentally ill as
family members or co-workers. Socall and Holtgraves (1992) revealed similar
findings when they found that the American public documented more unwillingness
and social rejection towards people labelled mentally to a significantly higher degree
than those labelled as physically ill, particularly when severity of mental illness
symptoms increased. Phelan et al’s (2000) analysis also revealed that many
Americans believe that people who experience psychosis are dangerous. Link et al
(1999), who also analysed the 1996 GSS dataset, argue that this is a key reason why
Americans are more unwilling to interact with people experiencing symptoms of
schizophrenia than with people experiencing symptoms of major depressive disorder.
Link et al also found that Americans are aware of some the differences between such
psychotic and mood disorders yet still make stigmatising assumptions such
schizophrenia posing more danger, and being more dehabilitating and ‘more of a
mental illness’ than major depressive disorder. Schnittker et al (2000)’s analysis of
the same survey revealed several geographical and ethnic/cultural differences of
mental health attitudes and knowledge in the United States. Specifically, they found
that Southern Americans more frequently endorse the belief that a person’s bad
character is responsible for an occurrence of a mental health problem, although social
distance preferences were very similar to the rest of America. They also found that
African Americans are less likely than whites to believe that mental health problems

can occur due to genetics or an unhealthy family upbringing. Further, they tended to
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have more negative attitudes than towards how profession mental health services and
treatment. Ayalon and Arean (2004) also revealed ethnic/cultural variances when they
found that, from a sample of older adults recruited from primary-care clinics in San
Francisco, Anglo-American participants were more knowledgeable about Alzheimer’s

disease and less stigmatising than African Americans, Asians, and Latinos.

However, there is also room for optimism. Pescosolido et al’s (2000) analysis of the
same dataset reveals that Americans are now much more knowledgeable and
experienced about mental health problems than in 1950. For example, in the 1950s,
when asked the meaning of mental illness, the largest proportion of the American
public mentioned behaviours indicative of either psychoses or anxiety/depression.
However, when asked this same question in 1996, large numbers of Americans
broadened their definitions to also include less severe psychological problems such as
mild anxiety and mood disorders. Further, in 1996, relatively large numbers of
Americans had first-hand knowledge of people suffering from mental health
problems, with over half of all Americans reporting that they personally know
someone who had been hospitalised due to a mental health problem. An even larger
percentage reported knowing others who have received outpatient mental health
services. Further, research conducted in 2004 by the APA showed that stigma is less
of an obstacle than ever before to seeking and obtaining mental health treatment in the
United States. Their findings revealed that 48% of 1,000 randomly selected
Americans aged 18 — 64 years reported a visit to a mental health professional by
someone in their household this year. Furthermore, 91% agreed that they would likely
consult or recommend a mental health professional if they or a family member

experienced a problem in the future, while 97% regarded access to services as
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important. Forty-seven percent of respondents agreed that the stigma surrounding
mental health services has decreased in recent years, although a third of respondents
also agreed that they would be concerned if other people found out if they sought
mental health treatment, many of whom cited that stigma as “a very important reason
not to seek help” from a mental health professional. The main obstacle to seeking
treatment was instead a lack of confidence in treatment, cost, and lack of insurance.
Faye (2005) also cites financial expense as significantly problem, stating that “in the
United States, if an individual is poor and lacks health insurance, help is less likely to
be attained. Significantly, if individuals are African American, American Indian or
Alaska Native, Asian American and Pacific Islander, or Hispanic American, they have
even fewer chances of receiving care than their more economically and socially
privileged Caucasian counterparts” (p972). With regard to lack of confidence in
treatment, this may be related with what Faye describes as services failing to deliver
culturally competent care to non-Caucasian American populations. As Lim and Lu
(2005) argue, the lack of professionals trained to identify and effectively treat the
mental health problems manifested among ethnic minority populations is a significant

barrier to the health and well-being of these individuals and their communities.

Interestingly, the APA (2004) also found that 35% of Americans give the media the
most credit for reducing the stigma surrounding mental health services. The
importance of the media’s impact on public view is described by Duckworth et al
(2003). They randomly selected 1,740 American newspaper articles between 1996
and 1997 that mentioned schizophrenia or cancer and found that only 1% of articles
cited cancer in an inaccurate metaphorical sense, compared to 28% of articles that

mentioned schizophrenia. The authors argue that such inaccurate metaphors
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significantly add to public stigma of psychiatric illnesses: “Getting the word
‘schizophrenia’ almost right facilitates social unacceptability, contributing to
reluctance on the part of persons with schizophrenia to seek help for the condition”
(p1403). Although this research finding would appear to conflict with the APA’s
survey finding, it is important to note that Duckworth et al’s enquiry only examined
schizophrenia — a mental health problem known to be still highly stigmatised in
American society. Henry et al (2004) provide more reason for optimism by comparing
the mental health attitudes of community agency staff in the United States and Israel.
After controlling for age, education, and agency type, they found that staff in the
United States held generally more positive attitudes about mental illness than Israeli
staff, although educational level was the main predictor of positive attitudes. Henry et
al’s work is one of a number of enquiries which indicate that Americans, and
particularly Caucasian Americans, generally hold less stigmatising attitudes than
many other cultures. For example, Whaley (1997) examined general population ethnic
differences in stigma levels from a nationally representative sample of 1,468, finding
that compared to Asian and Hispanic participants, Caucasian Americans were
significantly less likely to view the mentally ill as dangerous. Shokoohi-Yekta and
Retish (1991) compared Chinese and American male students attitudes towards
mental illness and found that Americans held significantly less authoritarian and
socially restrictive attitudes, and higher benevolent attitudes. Chen et al (2002a)
compared American, Taiwanese and Singaporean university students’ attitudes
towards people with mental and physical disabilities. They too found that their
American sample held less stigmatising attitudes. Specifically, their American
respondents were significantly less likely to perceive people with disabilities as

different, inferior, or disadvantaged to some degree. Further, the American
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respondents were less likely to oppose dating or marrying a physically disabled or
mentally ill individual. Interestingly, the Singaporean group were found to be less
stigmatising than the Taiwanese group. The authors speculate that this may be due to
the western influence because of its former status as a British colony. Another
example comes from Suan and Taylor (1990) who used the Mental Health Values
Questionnaire (MHVQ) to measure attitudes towards mental illness. They found that
Japanese-American university students rated characteristics such as untrustworthiness,
exhibiting poor interpersonal relations, and a negative personality, as stronger
indicators of poor individual mental health than Caucasian-American university
students. In a similar study, Gellis et al (2003) compared the attitudinal differences of
104 South Korean and 107 Caucasian-American counselling students, also using the
MHVQ. They too found that the Korean students were significantly more likely to
associate negative personality traits, low achievement and untrustworthiness to poor
mental health than Caucasian-American students. They also found that the American
students had significantly more experience of others with mental health problems than
Korean students, as well as significantly being more likely to report personally having
had a mental health problem. Further, significantly more Caucasian-American
students expressed an interest in working in the mental health field upon graduation.
Gellis et al (2003) speculate that Caucasian Americans hold more positive attitudes
because of the progress made in American mental health services and advocacy
during the past decade. This includes new forms of effective treatments, political
support for parity of mental health coverage, and the proliferation of educational
programs against the stigmatisation of the mental health problems. They also state
that this has helped Americans’ current knowledge of mental health problems to be

greater now than it was in the 1950s (Pescosolido et al, 1999; Brown and Bradley,
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2002). Mechanic (1999) also notes such positive progress, stating that there have been
significant improvements in treatment, public attitudes, services organisation, growth
in mental health insurance coverage, episodes of care, and research of all kinds. He
cites both superior treatment technologies, and the deinstitutionalisation of people
with mental health problems, lending to a trend of improved managed care
arrangements, as primary reasons for mental health progress in modern American

society.

The literature paints a picture of optimism tempered by the reality of perpetuating
stigma. This is because while it can be argued that there is reason for sanguinity due
to the American public's greater knowledge and experience levels of mental health
problems, as well as very positive cultural comparison scores, a strong stereotype of
dangerousness and desire for social distance persists, particularly in southern

geographical regions and by non-Caucasian Americans.

2.3.4 United Kingdom

In the United Kingdom, ‘Standard One’ of the ‘National Service Framework for
Mental Health’ (Department of Health, 1999) requires all health and social services
departments to combat discrimination against mental illness and to promote the social
inclusion of those afflicted. Actions to address stigma and discrimination are also
found throughout service user movement, while professional organisations have also
set up their own programmes, including the UK Royal College of Psychiatrists’

‘Changing Minds’ campaign that began in 1998.
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According to Pinfold et al (2005), mental illness public stigma in the UK is relatively
well researched compared to many other countries. For example, Crisp et al (2000)
conducted a large-scale survey on a representative sample of the general population in
the UK. They found that negative opinions of people with mental health problems
were both widespread and prevalent across their sample. This included the
stigmatising beliefs that such people are hard to talk to, feel different from the way
‘normal’ people do, and are unpredictable. The most negative opinions were held
about schizophrenia and substance dependence, mainly due to the belief that people
with these disorders are dangerous. As Crisp et al correctly state, this evaluation is in
reality true of only a very small percentage of such sufferers, whereas their survey
participants believed this to be true of most people. The authors state that these
stereotyped beliefs align with the ideas that the media often portray of people with
mental health problems. Johnson et al (2001) agrees, drawing attention to how during
the 1990s, acts of violence by mentally ill individuals received extensive publicity,
with media reports indicating that caring for such people in the community is
dangerous. This is again highlighted by Ferriman (2000), who argues that in Britain, it
is not uncommon to read the labels ‘maniacs’, ‘schizos’, ‘psychos’, and ‘nutters’ in
the tabloid newspapers when stories are published about people with mental health
problems. Even the traditionally more ‘responsible’ broadsheet newspapers in the UK
overwhelmingly tend to portray people with mental illness as being potentially
harmful to others, both in fictional and non-fictional representations (Philo et al,
1996). With such flagrant displays of prejudiced attitudes, it is easy to view the media
as perpetuating stigmatising attitudes. Crisp et al’s research also underlined the
authoritarian belief that people who have eating disorders have self-inflicted this

condition. They also consider that such people as very likely to recover — a view that
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is consistent with the tendency to trivialise this condition. Crisp et al’s findings also
tentatively indicate that most British people have at least a basic knowledge about
mental health problems, and that people who personally knew of someone with a
mental health problem were no less likely than others to hold stigmatising ideas, such
as the dangerousness of people with schizophrenia, alcoholism and drug addiction.
This finding provides partial support for what James (1998) has previously claimed —
that the effect of contact with a mentally ill person depends on both the nature of the
contact and the nature of illness. A recent example of UK public stigma, reported by
the media, was revealed in the Norwich area where a statue of Winston Churchill in a
straitjacket was unveiled. Unveiled by the mental health charity ‘Rethink’ as an
attempt to ironically stamp out mental illness stigma, the statue aimed to highlight that
that despite dealing with the symptoms of manic depression throughout his life, he
was able to become Prime Minister. However, the statue was instead interpreted by
the public, former World War soldiers, and Churchill’s family as insulting and their

complaints eventually led to it being removed.

Papadopoulos et al (2002) also investigated the views, knowledge and contact levels
of the British people, specifically white-English people, and compared them with
those of Greek/Greek Cypriots. Although the large proportion of both samples held
negative views about mental illness, the white-English participants held significantly
less stigmatising views. They were also more significantly more knowledgeable, and
reported significantly more previous contact with people afflicted with mental illness
than their Greek/Greek Cypriot counterparts. We also found that the most significant
predictor of negative attitudes was lack of knowledge, although previous contact was

also found to be important. Another UK-based study was conducted by Wolff et al
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(1996a; 1996b; 1996¢). Their three-part enquiry revealed similar results; a
relationship between lack of knowledge and negative attitudes, and that minority
ethnic people are more likely than the white UK-born individuals to hold more
stigmatising attitudes, be less knowledgeable about mental illness, and object to

stigma-reducing intervention campaigns.

Another study that specifically examined the views of white-British people was
conducted by Marwaha and Livingstone (2002). They qualitatively explored and
compared the views of white-British and black African-Caribbean older people (aged
67-93 years) on depression, half of who had previously been depressed themselves.
They found that the white-British participants were more likely to recommend that
those with depression should consult a General Practitioner for treatment, whereas the
black African-Caribbean group viewed spiritual care and the church as more
appropriate treatment services for mental illness. The white participants were also

considerably less likely to state that ‘nothing can help’ mental health problems.

Pinfold and colleagues have also examined mental illness stigma in the UK, however
with specific attention on the effectiveness of various educational interventions aimed
at reducing psychiatric stigma. For example, in 2003, Pinfold et al assessed the
effectiveness of an anti-stigma intervention for young people in secondary schools.
From their sample of 634 year-10 students, they found that young people possess an
extensive vocabulary of 270 different words or phrases used to describe people
afflicted with mental health problems, most of which are derogatory. The impact of
their educational campaign was small but positive, particularly for females and those

who had previously reported having personal contact with people with mental illness.
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Two years later, Pinfold et al (2005) explored and compared the WPA’s anti-stigma
school programmes of both the UK and Canada. They found that, at baseline, the
Canadian students were significantly more aware than their UK counterparts that
schizophrenia is not a split personality, that mental illness is prevalent, and that
people with schizophrenia are not more likely to be violent than others. Both
educational campaigns had a positive impact, including increasing knowledge,
decreasing social distance scores, and, overall, improving attitudes. Their findings
also revealed a generally positive response from both students and school
representatives, reflecting what Pinfold describes as a “growing commitment to
promoting mental health and well-being in the classroom” (p50-51). They conclude
that schools are a very important site for mental health education programmes.
Pinfold et al (2003) evaluated an anti-stigma educational campaign on the English
police force who the authors view as a particularly important target group due to their
high levels of career-stress, and because of they are frequently engaging with
members of the public afflicted with mental health problems. Their analysis of the
educational campaign again revealed a positive and often significant impact on

stigmatising mental illness attitudes.

The reviewed literature describes a complicated story for mental illness stigma in the
United Kingdom. It appears that British people are relatively knowledgeable about
mental illness, and, while stigmatising attitudes are still prevalent and widespread,
there are emerging signs that this group’s attitudes are improving, particularly in the

case of white-British people.
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2.4 Individualism-collectivism

This value paradigm has been examined more thoroughly than any other model in
contemporary cross-cultural psychology, dominating areas of many fields, from
social, developmental, and personality psychology to political science and
management (Berry et al, 2003). Thus, even though it can be argued that the defining
difference between individualism and collectivism is a primary concern for oneself in
contrast to the groups(s) to which one belongs, it is not surprising that many other
finer distinctions and conceptualisations have been proposed by authors. The
following sections present a summary of three key authors who have conceptualised

and researched the individualism-collectivism paradigm.

2.4.1 Geert Hofstede

It is argued by many that the concepts of individualism and collectivism were revived
when Geert Hofstede, a Dutch cultural anthropologist, published his work ‘Culture’s
Consequences’ in 1980. Hofstede famously administered work goal questionnaires
from 1967 until 1973 to 117,000 IBM employees from 50 national cultures and three
regions in what remains one of the most comprehensive studies to date in cross-
cultural psychology. Hofstede conceptualised culture in terms of meanings, and
therefore studied it by assessing the values of people. Culture-level, rather than
individual-level, factor analyses (using country mean scores) produced four factors:
‘individualism’, ‘power distance’, ‘masculinity’, and ‘uncertainty avoidance’. In
subsequent research, ‘individualism-collectivism’ far exceeded the other factors in

popularity (Berry et al, 1997). The three work goal questionnaire items associated
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with individualism stressed having a job that gives one sufficient time for personal or
family life, having freedom to adapt one’s own approach to the job, and having
challenging work to do (providing a sense of personal accomplishment). The items
associated with collectivism stressed having training opportunities, having good
physical work conditions, and having the possibility using skills and abilities on the
job. However, it is not clear how these six items, both in terms of number and content,
assess individualism and collectivism, particularly in relation to collectivism, where
the items do not appear to be conceptually similar to the definitions of the
individualist and collectivist constructs. Hofstede, although acknowledges this
problem, points out that the relative emphasis on individual freedom versus
dependence in an organisation provides some valuable clues regarding individualism-

collectivism.

The empirical validity of Hofstede’s framework of cultural dimensions has also been
extensively critiqued in the cross-cultural literature (Shackleton and Ali, 1990;
Sondergaard, 1994; Yoo and Donthu, 1998). For example, the generalisability of his
research findings has been questioned because of the sample being drawn from only
one large multinational company (Yoo and Donthu, 1998). It has also been argued
that country differences may be confounded by the homogenising influence of a
corporate culture that traverses national boundaries (Shackleton and Ali, 1990;
Schwartz, 1994). Furthermore, it has been suggested that Hofstede’s dimensions of
national culture may be a product of the period of the study (Yoo and Donthu, 1998).
However, Hofstede’s model is now generally accepted as the most comprehensive
framework of national cultural values (Yoo and Donthu, 1998, Schimmack et al,

2005). It has a high level of generalisability and has significant correlations with
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economic, social and geographic indicators (Kogut and Singh, 1988). Furthermore,
Hofstede’s dimensions have been found to be reliable and stable over time (Bond,
1988; Chinese Culture Connection, 1987; Kogut and Singh, 1988; Yoo and Donthu,

1998; Schimmack et al, 2005).

Hofstede later succinctly defined that “individualism stands for a society in which the
ties between individuals are loose; everyone is expected to look after himself or
herself and his or her immediate family only” and “collectivism stands for a society in
which people from birth onwards are integrated into strong, cohesive in-groups,
which throughout people’s lifetime continue to protect them in exchange for
unquestioning loyalty” (Hofstede, 1991: p260-261). In a subsequent publication,
Hofstede (1997) provided more detail for his conceptualisation of individualism-
collectivism. He argued that individualistic cultures value personal time, freedom,
challenge, and extrinsic motivators such as material rewards from work. Within the
family, people from these cultures value honesty and truth, ‘talking things through’,
using guilt to achieve behavioural goals, and maintaining self-respect. Their societies
and governments place the individual’s social-economic interests ahead of the group,
maintain strong rights to privacy, restrain the power of the state in the economy,
emphasise the political power of voters, maintain freedom of the press, while
professing the ideologies of self-actualisation, self-realisation, self-government, and
freedom. For people from collectivist cultures at work, Hofstede argues that people
value training, physical conditions, skills, and the intrinsic rewards of mastery. Within
the family, harmony is valued more than honesty and truth, silence more than speech,
shame (not guilt) to achieve behavioural goals, while striving to maintain face and

honour. Their societies and governments instead place the collective’s laws, right and
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social-economic interests ahead of the individual, they may invade private life to

regulate opinions, dominate the economy, restrict the freedom of the press, while

professing the ideologies of harmony, consensus, and equality. These and other

differences between Hofstede’s conceptualisations of individualistic and collectivist

cultures are presented in table 2.1.

Table 2.1: Differences between collectivists and individualists (adapted from Hofstede,

1997)

Collectivists

Individualists

People are born into extended families or other in-
groups which continue to protect them in exchange
for loyalty

Everyone grows up to look after him/ herself and
his/her immediate (nuclear) family only

Identity is based in the social network to which one
belongs

Identity is based in the individual

Children learn to think in terms of 'we'

Children learn to think in terms of 'T'

Harmony should always be maintained and direct
confrontations avoided

Speaking one's mind is a characteristic of an honest
person

High-context communication

Low-context communication

Trespassing leads to shame and loss of face for self
and group

Trespassing leads to guilt and loss of self-respect

Purpose of education is learning how to do

Purpose of education is learning how to learn

Diplomas provide entry to higher status groups

Diplomas increase economic worth and/or self-respect

Relationship employer-employee is perceived in
moral terms, like a family link

Relationship employer-employee is a contract
supposed to be based on mutual advantage

Hiring and promotion decisions take employees' in-
group into account

Hiring and promotion decisions are supposed to be
based on skills and rules only

Management is management of groups

Management is management of individuals

Collective interests prevail over individual interests

Individual interests prevail over collective interests

Private life is invaded by group(s)

Everyone has a right to privacy

Opinions are predetermined by group membership

Everyone is expected to have a private opinion

Laws and rights differ by group

Laws and rights are supposed to be the same for all

Low per capita GNP

High per capita GNP

Dominant role of the state in the economic system

Restrained role of the state in the economic system

Economy based on collective interests

Economy based on individual interests

Political power exercised by interest groups

Political power exercised by voters

Press controlled by the state

Press freedom

Imported economic theories largely irrelevant
because unable to deal with collective and
particularistic interests

Native economic theories based on pursuit of
individual self-interests

Ideologies of equality prevail over ideologies of
individual freedom

Ideologies of individual freedom prevail over
ideologies of equality

Harmony and consensus in society are ultimate goals

Self-actualization by every individual is an ultimate
goal
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Hofstede (2008) has now re-measured the level of individualism across a number of
cultures, thus providing a valuable indication for which cultures are more
individualistic than others. Hofstede named this measurement the ‘Individualism
Index’. The index score, which denotes the relative positions of 65 countries, ranges
from O for the most collectivist country to 100 for the more individualist (see table

2.2).

Table 2.2: Individualism (IDV) index values for 65 countries (Hofstede, 2008)

Score Country or region IDV Score Country or region IDV
rank score rank score
1 USA 91 34 Brazil 38
2 Australia 90 34 Arab countries 38
3 Great Britain 89 36 Turkey 37
4 Canada 80 37 Uruguay 36
4 Netherlands 80 38 Greece 35
4 Hungary 80 39 Philippines 32
7 New Zealand 79 40 Bulgaria 30
8 Italy 76 40 Romania 30
9 Belgium 75 40 Mexico 30
10 Denmark 74 43 East Africa 27
11 Sweden 71 43 Portugal 27
11 France 71 45 Malaysia 26
13 Norway 69 46 Hong Kong 25
14 Switzerland 68 47 Chile 23
15 Germany 67 48 Vietnam 20
16 South Africa 65 48 Singapore 20
17 Finland 63 48 Thailand 20
18 Luxembourg 60 48 China 20
18 Poland 60 48 Bangladesh 20
20 Malta 59 53 Salvador 19
21 Czech Republic 58 54 South Korea 18
22 Austria 55 55 Taiwan 17
23 Israel 54 56 Peru 16
24 Slovakia 52 56 Trinidad 16
25 Spain 51 58 Costa Rica 15
26 India 48 59 Pakistan 14
27 Surinam 47 59 Indonesia 14
28 Japan 46 61 Colombia 13
28 Argentina 46 62 Venezuela 12
28 Morocco 46 63 Panama 11
31 Iran 41 64 Ecuador 8
32 Jamaica 39 65 Guatemala 6
32 Russia 39

40



2.4.2 Michael Bond

In 1984, Michael Bond reanalysed the findings of a study conducted by Ng et al
(1982) who researched the value dimensions of nine Asian and Pacific countries. The
re-analysis yielded five factors, four of which, including individualism-collectivism,
corresponded to Hofstede’s value dimensions across the six countries where both
studies had been conducted (Hofstede and Bond, 1984). Schwartz (1994) has
questioned this finding of correspondence, as only two values loaded into their factor
analysis were considered to replicate individualism-collectivism, yet they do not fully
nor adequately reflect the paradigm. Nevertheless, Hoftstede and Bond, claimed that
the correspondence should be considered as “an example of synergy between two

cross-cultural studies” (p432).

Bond subsequently worked with Chinese social scientists from Hong Kong and
Taiwan to develop a non-Western instrument in an attempt to avoid any possible
cultural bias that may have caused the correspondence found between Ng et al and
Hofstede’s work since both their measuring tools were developed in the West. This
was constructed by asking Chinese scholars to nominate values of fundamental
importance in the Chinese culture. The resultant 40-item instrument was named the
‘Chinese Value Survey’ (The Chinese Culture Connection, 1987). The survey, which
was administered to 1,528 university students in 22 countries, revealed three factors
which correlated with Hofstede’s original dimensions, again including individualism-
collectivism. Thus, the work provided additional validation of Hofstede’s dimensions,
including individualism-collectivism. It also revealed a new conceptual dimension,

‘Confucian Work Dynamism’, which was found to correlate to economic growth (.70)
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and argued to be important to understanding Chinese value orientation. Hofstede and
Bond (1998) examined this dimension and found that is links with the search for
societal virtue, rather than a search for truth. They also argue that includes the sub-
dimensions of persistence towards pursuing a goal, the hierarchical ordering of power
relationships, a dislike of waste leading to creating products that are both economic in
production and reliable in use, and a sense of shame if goals are not reached. Hofstede
(1991) later adopted it as an added value dimension of cultural variation missing from
his theory. Chinese cultural orientation is discussed in greater detail in chapter 2.5.2

and 5.4.2.

2.4.3 Triandis

Harry Triandis has popularised the individualism-collectivism paradigm in cross-
cultural psychology with a research program that started in the early 1980s and
currently continues. In 1986, Hui and Triandis conceptualised collectivism as
‘concern for others’. They tested this by asking 81 psychologists and anthropologists
of varying nationalities to indicate how individualists and collectivists would respond
to questions tapping aspects of this concern (e.g. ‘consider behaviours [e.g. fishing,
singing] that the person enjoys doing very much. Would the person be likely to give
up such activities to save time or money for the other, when the other has indicated
that he or she needs such sacrifices?’). Their responses converged, showing some
consensus in the construal of collectivism as the subordination of individual goals to

the goals of the collective, in line with the author’s existing conceptualisations.
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Triandis et al (1986) also replicated some of Hofstede’s results by sampling 15
different parts of the world. Four cultural value factors were obtained: ‘family
integrity’ (e.g. ‘children should live with their parents until they get married’);
‘interdependence’, representing collectivism (e.g. ‘I like to live close to my good
friends’); ‘self-reliance’ (e.g. ‘it is best to work alone than in a group’), and ‘distance
from in-groups’, representing individualism (e.g. ‘if a family member is honoured,
this honour is not shared by other family members’). However, and importantly,
‘family integrity’ and ‘distance from in-groups’ were found to explain more variance
across cultures, whereas ‘interdependence’ and self-reliance explained more variance
at the individual (or ‘personality’) level. Because this finding revealed the existence
of an important distinction between the cultural and individual/personality level,
Triandis coined the terms ‘allocentrism’ and ‘idiocentrism’ to replace collectivism
and individualism, respectively, at the individual/personality level. As Triandis (2001:
p910) states, “this allows us to discuss the behaviour of idiocentrics in collectivist

cultures and allocentrics in individualistic cultures”.

Triandis has also proposed several other indicators (antecedents and correlates) of
individualism and collectivism (see table 2.3). One of these indicators is ‘ecology’
which Triandis argues can powerfully shape culture. For example, as Triandis states,
“societies where fish is available in the environment are more likely to use fish as
food, and to have fish-based economies. Societies that have experienced failures
throughout their history are likely to be less optimistic than societies that have
experienced mostly successes, and so on” (2001: p911). Ecology also includes
geography. For example, societies that are relatively isolated, such as those on islands,

are likely to score high on levels of ‘tightness’, where sanctions are present for even
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minor deviations from the norm. Triandis argues that tight cultures have very clear
ideas about what behaviours are appropriate, and, due to their isolation, they are less
likely to be influenced by neighbouring cultures, and are less likely to accept other
norms. Triandis also highlights that such cultures tend to include members who are
highly interdependent, and have a dense population which raises the level of
surveillance. Therefore, when one does deviate, another will be likely to notice, which
serves to protect the culture’s members and their norms. Pelto (1968) agreed, stating
that the tighter the culture, the more likely there is an agreement to what constitutes
correct actions; one must also behave exactly according the norms of this culture, and
suffer severe criticism for even slight deviations from established norms. As
Carpenter’s (2000) and Triandis’ (1995, 2006) research reveals, tight cultures are
more likely to be collectivist. For example, in Japan, which is a tight culture, people
are sometimes criticized for minor deviations from norms, such as having too much
sun tan, or having curly hair (Kidder, 1992), while Iwao (1993) argues that most
Japanese live in fear that they will not act properly. The opposite to tightness, is
‘looseness’, and in these cultures Triandis states it is significantly more likely that
deviance from the norm will be tolerated, where people depend less on each other,
and where population density and opportunity for surveillance is lower. Cosmopolitan
cities such London are generally loose, although ethnic enclaves and other relatively
small communities that inhabit them can remain very tight. Like looseness, the more
‘complex’ a culture (where there are many available cultural choices and lifestyles
available), the more likely it is to be individualistic. Triandis (1995, 2001) argues that
indices of cultural complexity include gross national product per capita, personal
computers per capita, the percent of population that is urban, the number of

employment types and opportunities, and the size and number of cities. Iyengar and
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Lepper’s (1999) research concurs with this idea, and state that in complex cultures
there are more likely to be more choices and lifestyles available for its members.
Thus, it is understandable that people in individualistic cultures accept deviance from
the norm and diversity, and desire and are motivated by personal choices more than

people in collectivist cultures.

Other correlates of collectivism proposed by Triandis include sharp in-group-out-
group distinctions, a small number of in-groups, in-groups being ascribed rather than
achieved, hierarchy, corrupt governments, in-group harmony, low creativity, low
stress, greater and better social support, low criminality, low social pathology
(suicide, divorce, child abuse), and low modernity (traditionalism). These and other
attributes, and their antecedents and consequents, are presented in table 2.3. A more
detailed examination of correlates to collectivism and individualism is presented in

section 2.7.

Triandis (1995, 2006) has also made it clear that pigeonholing cultures into a
collectivist or individualist framework is the broadest and most basic categorisation.
For example, there are many different types of individualism and collectivism. For
instance, Korean collectivism is not identical to Israeli Kibbutz collectivism. Further,
within cultural variations exist, as allocentrism can be found within traditionally
labelled individualistic cultures, while idiocentrism can exist within collectivist
cultures (Dutta-Bergman and Wells, 2002). Triandis also states that individualism and
collectivism can also co-exist in individuals and groups at the same time and different
situations. One example of this is provided by Kusdil (1991), who found that

Bulgarian-Turkish teachers have higher allocentric values than Turkish teachers, but
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were no different from each other in idiocentric values. If individualism-collectivism
were a single dimension with two opposite poles, the above finding could not have

been possible.

Table 2.3: Attributes defining individualism and collectivism and their antecedents and
consequents (Triandis et al, 1990)

Antecedents Attributes Consequents
Individualism
e Affluence ¢ Emotional detachment e Socialisation for self-
e Cultural from in-group reliance and
complexity e Personal goals have independence
¢ Hunting/food primacy over in-group ¢ Good skills when
gathering goals entering new group
e Upper social ® Behaviour regulated ® Loneliness

class
e Migration
e  Urbanism

by attitudes and cost-
benefits analyses
Confrontation is ok

Collectivism
e  Unit of survival e Family Integrity ¢ Socialisation for
is food e Self defined in in- obedience and duty
e In-group group terms e Sacrifice for in-group
e Agriculture e Behaviour regulated e (Cognition: Focus on

common elements with
in-group members

by in-group norms
e Hierarchy and

e Large families

harmony within in- e Behaviour: intimate,
group saving face, reflects
e In-group is seen as hierarchy, social

homogeneous support,
e Strong in-group/out- interdependence
group distinctions

Another important contribution made by Triandis (2001, 2006) was the classification
of ‘horizontal and vertical’ cultures. This is another cultural value paradigm that has
links with individualism-collectivism. He states that in ‘vertical’ cultures, people
accept that societal hierarchy is a natural state which members should strive to climb.
Those at the top of society ‘naturally’ have more power and privileges than those of

the bottom of the hierarchy. However, in horizontal cultures, people accept that
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societal equality is a given, as if one is to divide any resource it should be done as
equally as possible. Thus, in vertical individualist cultures (VI), such as in the United
States, people want to be unique but also the ‘best’, whereas in horizontal
individualist cultures (HI), such as Sweden, people also want to be unique but more
strongly desire social equality. In vertical collectivist cultures (VC), such as China
and India, people both submit and sacrifice themselves to the authorities of the in-
group, whereas in horizontal collectivist cultures (HC), such as the Israeli Kibbutz,
people merge themselves with their equal-standing in-groups. Table 2.4 presents more
detail of the characteristics of vertical and horizontal individualism and collectivism.
Triandis (2001) concludes that much future research needs to be done to identify new

dimensions, and to define or refine existing ones.

Table 2.4: Characteristics of vertical and horizontal individualism and collectivism
(Singelis et al, 1995)

Vertical Horizontal
Collectivism Individualism Collectivism Individualism
Interdependent Independent Interdependent Independent
Different from Different from Same as others Same as others
others others

Orientation | Authority ranking Authority ranking | Equality matching  Equality matching

Values Low freedom High freedom Low freedom High freedom
Political Communalism Market Communal living Democratic Socialism
democracy
System (e.g. rural village (e.g. USA, (e.g. Israeli (e.g. Sweden, British
in India) France) Kibbutz) Labour Party)
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2.5 The history of individualism-collectivism

Individualism-collectivism has become a popular concept since Hofstede’s ‘Culture’s
Consequences’ research publication in 1980. However, the awareness of the idea of
individualism-collectivism can be found as far back as the writings of ancient Greeks.
In the ‘Republic’, Plato emphasised the importance of community rather than the
individual. He believed that uncontrolled, free individuals are by nature harmful.
Hence, a population should consist of groups of people, societies and cultures, which
are managed and controlled by external authorities. Aristotle, conversely, believed
that a population should consist of free uncontrolled and distinct individuals, as this is
by nature both good and beneficial to conscious life, and that the highest cause in the

universe is the well-being and happiness of the conscious individual.

Greek Sophists during the 5t century BC were among the first philosophers to clearly
support individualistic ideas. Sophists, who were almost exclusively non-Athenians,
were radical sceptics who doubted the truth of anything. It is suggested that
‘cynicism’ as a philosophical movement began with the Sophists. Protogaras, a
prominent Sophist teacher, argued that social truth is both relative and subjective and,
as such, any argument can be attacked and defended with equal success. Sophists also
declared that when “in Crete do as the Cretans” implying that the individual may
choose how to behave without needing to follow his/her in-group. Their beliefs came
under heavy criticism from philosophers Plato and Socrates, particularly for
advocating free-thinking individualistic attitudes over “standards of what is good and
proper”. Sophists also proclaimed that any means to individual success was desirable

(a key idea of generic individualism); a philosophy which again came under criticism
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from Plato and Socrates for its immorality and its contradiction of their belief that one
should stick to the ‘truth’ even if they do not succeed. The opposition and criticism of
Sophists have led to a present day negative reputation, as indicated by the negative

connotation of the word ‘sophistry’.

The awareness of individualism is also notable in British history. Thomas Hobbes, a
British political philosopher during the 17" century, believed that the only right an
individual cannot give up is the right to protect oneself. He argued that all other rights
have to be voluntarily transferred to the sovereign. Therefore, the sovereign’s power
and protection is not externally imposed on a society but rather authorised by the
individuals of the society. If the sovereign failed in its obligation to protect the
individual, the sovereign rule should terminate. He argued this as he believed if
people voluntarily submit to sovereign rule, political and societal struggles would end,
and all people could pursue peace, stability and the “satisfaction of the individual’s

appetite”.

Adam Smith, a British economist during the 18 century, believed that the
individual’s self-interest in a free market economy leads to economic well-being. He
argued that self-interest was fundamental for providing the essentials of living: “It is
not from the benevolence of the butcher, the brewer, or the baker, that we can expect
our dinner, but from their regard to their own interest.” (1.2.2) Jeremy Bentham, an
18" century philosopher and one of the founders of ‘utilitarianism’, claimed that an
individual’s pleasure and the avoidance of pain is the sole motive for human action.
The test of good or evil during human action is its utility, that is, the usefulness in

bringing about pleasant results (utilitarianism). He believed that the free expression of
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individuals’ wills and interests would provide the best way to create effective utility.
He also felt that it is reasonable for individuals to seek their own general happiness
because the interests of others are inextricably bound up with their own interests,

although he recognised that as something easy for individuals to ignore.

Epistemological individualism, a theory about the nature of knowledge, asserts that
the source of knowledge lies solely within the individual. This philosophy can be
traced to 17" and 18" century British empiricists such as John Locke, George
Berkeley and David Hume. Such empiricists attempted to put science on a more solid
footing by making knowledge inductive and reality-based, rather than ‘a priori’,
deductive and theoretical. They believed that a person does not know anything
beyond his/her own purely subjective experience, enclosed within the confines of the

mind and the sensations it receives.

Predating British empiricists, Rene Descartes, during the 16" century, had indirectly
approved epistemological individualism. Descartes set out to destroy Aristotelian
philosophy which placed emphasis upon consensus as the basis of knowledge. He
pointed to the individual as the key source of knowledge in his ‘Cogito ergo sum’ (‘1
think therefore I am’) by supporting and validating his knowledge of the world by
importing the certainty of mathematics. He did this by removing any doubt from the
foundations from which he would build his knowledge of the world. He chose to
reject popular opinions and the writings of previous philosophers, and even
meticulously questioned and criticised his own beliefs, opinions and ideas by
examining the foundations of which they were built — the perceptual experience. He

recognised that his foundations may indeed be flawed due to the possibility of
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perceptions of the world being influenced by misleading experiences such as dreams
and hallucinations. To cast away the possibility of dubious beliefs, Descartes
imagined that there was a powerful evil demon whose vocation it was to deceive us
about what we see and believe in the world. This would throw into question the
certainty of the objects around any person, even the knowledge of his/her own body,
as the knowledge of these is based on sensation and sensation alone could not
guarantee total certainty. Descartes questioned the existence of everything, and even
doubted the possibility that he existed. It was the latter question where Descartes
argued that doubting must cease as Descartes maintained that in the very act of

doubting, he is existing: “I think therefore I am”.

These strong philosophical trends in individualism continued in Western Europe and
North America where during the 18th century the American Revolution took place
which endorsed values such as the pursuit of individual happiness and that all people
are equal. Alex de Tocqueville, a French intellectual during the 19th century, spent
nine months travelling throughout the United States examining American prisons. In
his book ‘Democracy in America’, he wrote about his observations of how
individualism was permeating through this new society. Indeed, Tocqueville
significantly changed the meaning of the term ‘individualism’, using the word in
connection to American democracy which contrasted to the aristocratic European
social structure. Tocqueville was believed to be the first philosopher to make a clear
differentiation of the term ‘individualism’ from ‘egoism’: “individualism is a word
recently coined to express a new idea. Our fathers only knew about
egoism...[Individualism] is a calm and considered feeling which disposes each citizen

to isolate himself from the mass of his fellows and withdraw into the circle of his
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family and friends; with this little society formed to his taste, he gladly leaves the
greater society to look after himself”...“Egoism springs from a blind instinct....[It] is
a passionate and exaggerated love of self which leads a man to think of all things in
terms of himself and to prefer himself to all...[which] sterilizes the seeds of every
virtue”. Unlike egoism, which Tocqueville viewed as “a vice as old as the world,” he
saw individualism as a new phenomenon “of democratic origin” that “threatens to

grow as conditions get more equal” (ILILIL477).

Individualistic ideas were further supported by the 19" century English philosopher
Herbert Spencer and his belief in ‘Social Darwinism’. Contrary to popular belief, it
was Herbert Spencer, not Charles Darwin, who coined the phrase ‘survival of the
fittest’ in his Principles of Biology book (1862). Spencer adapted Darwin’s theory of
evolution into a social system in which those individuals, species, or races with the
best acquired characteristics would survive. The idea states that societies evolve over
time, as organisms do, and where the parts of an organism exist to benefit the whole, a
society exists merely for the benefit of the individual. Spencer maintained that the
natural growth of an organism required liberty which enabled him, philosophically, to
justify individualism and to defend the existence of individual human rights. He was
committed to the 'law of equal freedom' and insisted on an extensive policy of laissez-
faire. For Spencer, liberty "is to be measured, not by the nature of the government
machinery he lives under [...] but by the relative paucity of the restraints it imposes on
him". He argued that the only function of the government was to be the policing and

protection of individual rights.
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The laissez-faire doctrine (as described and advocated by Adam Smith in “The Wealth
of Nations’), which upholds the individual and emphasises the non-interference in the
affairs of others, became especially popular in the United States. Its economic ideas
contrasted with Marxist collectivist advocacy that the government should own the

means of production.

In Europe, individualism perhaps reached its peak popularity in phenomenology and
existential philosophy. Phenomenology, a research methodological doctrine, involves
the description of an individual’s consciousness and experience of a phenomenon so
that the researcher can better understand the individual’s personal view of life and the
meanings constructed from their life experience. Thus, its emphasis is on the value of
understanding an individual’s view of life. Existential philosophers, such as Jean-Paul
Sartre and Simone de Beauvoir, argue that people are only the sum of life that they
have created and as such a person’s existence is always particular, unique and
individual. They reject the belief that a person’s freedom or activity can be formulated
because existing and ‘being’ is revealed to and felt by the individual through his/her
own experience and his/her situation. They also state that all humans have free will
and that this should be strongly protected. Such philosophical ideologies point a clear

link between individualism and existentialism.

As previously stated, collectivistic themes have been apparent since Plato’s
‘Republic’. In the East, during approximately the same period, Confucius, revered by
many as the China’s greatest philosopher, was teaching a moral and political doctrine
which included principles of virtue such as loving others, to honour one’s parents, to

do what is right instead of what is an advantage, to practice reciprocity, and to rule by
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moral example instead of force and violence, as a ruler who resorted to violence had
failed in his/her duty: “Your job is to govern, not to kill” (XII). Confucius thought
that government by laws and punishments could keep people in line, but government
by example of virtue and good manners would enable them to control themselves
from individual greed: “The superior man understands what is right; the inferior man

understands what will sell” (IV).

Such social morality, underpinning a collectivist ideology, is also implicit in other
eastern religions and philosophies such as Hinduism, Taoism, Buddhism, and
Shintoism. In these religions, one of the most important considerations is given to
virtue - defined as traditionally ‘proper’ behaviour. In Buddhism, there is an emphasis
on the need for community and ‘the oneness of all things’. The ultimate goal of
existence is ‘Nirvana’, that is, the liberation from the individual self. In Hinduism, it
is said that that when in heaven the individual soul loses its unique identification

which is dissolved like a drop into the great ocean of life.

Jean Jacques Rousseau, a French philosopher of the 18" century, was one of the first
modern philosophers to attack the institution of private property, and therefore is
considered a forbearer of modern Socialism and Communism. Rousseau’s ideas were
rooted in his antipathy towards the ‘bourgeois’ class. He instead envisioned a
collectivist utopia, ideas which appeared again in the works of Hegel and Marx. In his
work entitled ‘Social Contract’, he proposed the idea of the state limiting property
holdings so that society would avoid the existence of classes. He believed that the
state of human nature is ‘brutish’ and without law, and that there can only be good

people if there is the presence of moral classless society. He added that when a state
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fails to act in a moral fashion it ceases to function in the correct manner and ceases to

exert genuine authority over the individual.

Georg Wilhelm Friedrich Hegel, of the late 18" and early 19" centuries also endorsed
collectivistic ideologies. Hegel, a German philosopher with a predominantly
theological background, is argued by Peikoff (1995) to be more explicitly supportive
of collectivism and ‘state-worship’ than even Plato. Hegel argued that the collective
group holds primacy over the individual, and that if each man suppresses his identity
so to coalesce with his fellows, the resulting collective entity, the state, will be a truer
reflection of identity. This entity is not merely an association of individuals, as it will
have its own identity with a will and a purpose of its own due to the ‘consumption’ of
each individual’s spiritual essence. “A single person, I need hardly say, is something
subordinate, and as such he must dedicate himself to the ethical whole. Hence if the
state claims his life, the individual must surrender it” (1821: p241)...“All the worth
which the human possesses, all spiritual reality, he possesses only through the State”
(1830, p39).. Hegel believed that the state is a creature of god which demanded that
both the obedience and worship of its citizens. “[The entity] has the supreme right
against the individual, whose supreme duty is to be a member of the state” (1821:
p258). Hegel added that “the state is the true self of the individual” (1821: p259), that
is, what a man actually desires is what the state desires, even though he may not be
aware of it. As such, Hegel did not attack the principles of liberty and freedom, as he
argued that the state was an actualisation of freedom. It is argued by Peikoff that such

political ideologies were at the forefront of the minds of both Fascists and Nazis.
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Hegel, however, did not hold strong ethical positions as he was more interested in the
great movements of history than the individual. He was perhaps the first philosopher
to think of history in terms of a dialectic, that is, the process of arriving at a truth by
stating a thesis, developing a contradictory anti-thesis, and combining and resolving
them into a coherent synthesis. This method or arriving at a truth by exchange of
logical arguments led to Hegel’s understanding of the progression of history in
determined stages, and also gave Karl Marx, a German 19" century philosopher
inspired by Hegel, the idea for his doctrine of ‘dialectical materialism’, that is, a
theory that history progresses in stages that are based on the supremacy of different
economic classes (feudalism replaced aristocracy, capitalism replaced feudalism, and
socialism or communism will replace capitalism). Marx also held that individuals do
not fully exist separately from the group, but he felt the more relevant group was
one’s economic class, rather than merely the State. Marx, with his fellow German
philosopher and colleague, Friedrich Engels, are said to be the founders of the
economic movements of Socialism and Communism, philosophies which have

inspired the foundation of many communist regimes in modern society.

It is clear from this short review that understanding the history of collectivism and
individualism offers us an important insight into how and where the ideas of these
differing paradigms have their roots in many of the most noted works of past
philosophers. Today, as Berry et al suggest (2003), the majority of humanity shares at
least some aspects of collectivism. The West, where individualism is believed to be
more widespread, only comprises less than one third of humanity and, even there,
there are many within-cultural collectivist groups, such as particular ethic and cultural

minority enclaves, and people of lower socioeconomic status (Singelis et al, 1995).
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Thus, it would appear that the tensions of differing philosophies from individualistic

and collectivistic groups are commonplace in many societies.

2.6 The emergence of the individualism-collectivism paradigm

The individualism-collectivism paradigm has seen its popularity as a framework of at
least partially understanding cross-cultural differences rise ever since the publication
of Hofstede’s Culture’s Consequences (1980a) research study. As Suh (1999) states,
almost 100 publications per year use this paradigm when discussing cultural
psychological differences. Hofstede’s work involved attempting to define and explain
the main psychological differences between cultural groups by factor analysing 14
work goal items from questionnaires administered in 1968 and 1972 to 117,000 IBM
employees from 50 national cultures and three regions. Hofstede conceptualised
culture in terms of meanings, and therefore studied it by assessing the values of
people. His results produced four factors of difference between cultures:
‘individualism’, ‘power distance’, ‘masculinity’ and ‘uncertainty avoidance’. In
subsequent research, ‘individualism-collectivism’ far exceeded the other factors in
importance and popularity. The 3 work goal items associated with individualism
emphasised having a job that gives one sufficient time for personal or family life,
having freedom to adapt one’s own approach to the job, and having challenging work
to do (providing a personal sense of accomplishment). Those associated with
collectivism emphasised having training opportunities, having good physical work
conditions, and having the possibility of using skills and abilities on the job. It is not
clear how these items, in terms of number and content, accurately assess

individualism and collectivism, as they are not fully conceptually similar, or of similar
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scope, to the various major definitions of this construct. Nevertheless, Hofstede’s
work saw the beginning in a revival of the interest of this construct which continues

today.

The upsurge of interest in the construct following Hofstede’s work, particularly in
cross-cultural psychology, still needs an explanation, particularly when one considers
that individualism-collectivism constitutes only one of the four dimensions described
by Hofstede, and even then it is not a new discovery. Parsons and Shils (1951)
demonstrate this as they were one of the first researchers to illustrate the construct
when they differentiated between a “self-orientation, or focus on ego-integrative
morals, and a collectivity-orientation, or a focus on the social system” (p248).
Tonnies (1887), a German sociologist, also put forward the distinction when he wrote
about ‘Gesellschaft’ and ‘Gemeinschaft’, roughly translated as society and
community, respectively. These early ideas are key precursors of the individualism-

collectivism paradigm.

One possible reason for such interest is its perceived potential in partly explaining
economic development. Hofstede (1980a; 1980b), including many other writers
(Epstein, 1996; Dana, 1997; Herbig and Dunphy, 1998), demonstrated this by
showing a strong correlation (.82) between individualism (at a cultural level) and the
level of national economic development, whereas collectivism has been found to
hinder entrepreneurial development (Rakoto, 1975; Hailey, 1987, 1988; Ravuvu,
1988; Davies, 2000; Triandis, 2006). This is possibly because, as Herbig and Dunphy
(1998) suggest, cultures that emphasise individualism and personal freedom are more

likely to show creativity and innovation and thus entrepreneurship. They are
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presumably also more likely to prioritise economic success as it is a means towards
personal gain. However, Marsella and Choi (1993) challenge this assumption by
demonstrating how many collectivist cultures in the Pacific Rim, such as Malaysia
and Japan, are having successful economic growth. Triandis (2006) has also
highlighted China’s economic power as an exception to the individualism-affluence
association. Hofstede and Bond (1988) have explained this aberration by suggesting
that Confucian-collectivist values that reward hard work, thriftiness, obedience,
benevolent leadership, and harmony can have a positive economic impact. This
supports the idea that individualism-collectivism is more of a continuum than a
dichotomy (Chen et al, 1998), as individualists and collectivists are capable of
exhibiting both types of goals and values on an individual/personality level as
reported by Triandis and his allocentricism vs. idiocentrism notions. For example, the
Japanese are argued to be collectivists in a cultural sense, but also exhibit idiocentric
traits in their entrepreneurial behaviour. This is similar to the Indo-Fijians, who are

considered collective at home but individualistic in business.

Another possible reason could be that the simple explanations are usually better than
the complicated ones (parsimony). Thus, the more we can explain by assuming less
(or using less explanatory factors), the better. Although there is an obvious attraction
for ‘simpler’ explanations, there is a danger that the individualism-collectivism
paradigm could become an ‘all-purpose’ construct if it is too easily used to explain
every variation in human behaviour between so-called individualistic and
collectivistic cultures. Fijneman et al (1996) demonstrated this by studying the
particular psychological differences of students from Hong Kong, Greece, Turkey, the

Netherlands, and the United States. They argued that in theory, people from
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individualistic cultures should be less willing to contribute resources to others in their
groups than people from collectivist cultures. They proposed that if this is true, such a
difference would also be matched by lower expectations of receiving from their
groups, yet their findings did not reveal either of these correlations. This was because
they found that ‘emotional closeness’, not the individualism-collectivism paradigm,
was the most important explanatory factor in predicting the sharing of resources.
Further, ‘sharing resources’, a presumed characteristic of collectivism (Hui and
Triandis, 1986; Sinha and Verma, 1987), was not any greater in the collectivistic

cultures.

2.7 Individualism-collectivism as an explanatory model

Despite the challenge of Fijneman et al (1996), there is accumulated evidence of the
paradigm being a key explanatory model for many psychological and behavioural
differences within and across cultures. Such evidence is another significant reason for
its current popularity as an explanatory framework. A selection of this literature is

presented below.

2.7.1 In-groups/out-groups

In 1998, Lee and Ward examined the individualism-collectivism paradigm in relation
to ethnocentrism. They found that allocentrics were more often ethnocentric than
idiocentrics, and held very strong, positive attitudes for their in-groups, and very
negative attitudes about their out-groups. Triandis, who supports these associations,

has defined clear in-groups as “groups of individuals about whose welfare a person is
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concerned, with whom that person is willing to cooperate without demanding
equitable returns, and separation from whom leads to anxiety” (Triandis, 1995: p9).
The feeling of anxiety from separation is supported by Cheng and Kwan (2008) who
found statistical evidence that people from collectivist cultures are significantly more
likely to experience separation anxiety from their in-groups than people from
individualistic cultures. Triandis adds that although the family is usually an in-group,
each culture has its own types of important in-groups, such as friends, political
parties, public organisations, social classes, religious groups, and educational,
economic (e.g. the Mafia, corporations), athletic, artistic (e.g. an opera company),
racial, tribal, caste, language (e.g. Quebec), or location collectives may function as in-
groups. He defines clear out-groups as “groups with which one has something to
divide, perhaps unequally, or are harmful in some way, groups that disagree on valued
attributes, or groups with which one is in conflict” (Triandis, 1995: p9). Triandis
(1995) also reminds us that there are groups that are neither clearly in-groups nor out-
groups. He states that collectivists are more likely to view these ambiguous groups as

out-groups, whereas individualists would more likely view them as quasi-in-groups.

2.7.2 Self-definition

The paradigm has also helped us to understand how people from different cultures
differ when they define themselves. Most researchers see the primary influence of
individualism-collectivism on self-definition in terms of the ‘autonomous-social
distinction’. This refers to whether concepts and definitions of the self are bounded
and separate from others, or whether they include others and are determined by one’s

relationship to others (Parkes et al, 1999). People who use references to social entities
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are likely to define themselves using ‘group identity’ techniques, that is, describing
themselves in reference to a particular group that he/she belongs to and with whom
they share a common fate (for example, “I am a doctorate student). They may also
use ‘public’ techniques which involves referring to a generalised other (for example,
“others see me as a generous person”) (Bochner, 1994; Dabul et al, 1995). Triandis
(2001, 2006) argues that people from collectivist cultures are significantly more likely
to define themselves in these ways, although evidence from Altrocchi and Altrocchi
(1995) show that people who are originally from collectivist cultures and have
acculturated to individualist cultures show this tendency considerably less. They
examined both Cook Islanders, conventionally viewed as collectivists, who had
recently migrated to New Zealand, and those of Cook Island descent born in New
Zealand, conventionally viewed as individualists. The findings revealed that the least
acculturated Cook Islanders used approximately 57% social entity content when
describing themselves, whereas Cook Islanders born in New Zealand used 20% and
native New Zealanders used 17% social content. Similarly, Ma and Schoeneman
(1997) found 84% social entity content for Sumbaru Kenyans, 80% for Maasai
Kenyans, but only 12% for American students, and 17% for Kenyan students living in
America. More evidence comes from the work of Triandis et al (1990) who found in
their samples that allocentrics used social content between 30% and 50% of the time
when defining themselves, whereas their idiocentric samples used it between zero and
20% of the time. Parkes et al (1999) provided further support of this theory when they
revealed, after surveying 581 adult employees in Australia and South-East Asia, that
the allocentrics in their sample were significantly more likely to refer to social entities

when self-defining than the idiocentrics.
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Harb and Smith (2008) have found evidence that collectivists are significantly more
likely to use ‘contextual’ self-definitions (for example, “I am a patient at a nursing
home”), as opposed to ‘abstract’ self-definitions (for example, “I am a patient”). They
state that “individuals with interdependent self-construals may have difficulty
describing themselves in absolute terms without any contextual or situational
references” (p179). Miller (1984) also demonstrated this by finding that Indians made
significantly greater references to contextual factors when providing explanations for
behaviour than Americans. She concluded that this was because the Indian
participants viewed themselves collectively: “the openness and interdependence
characterising the agent’s relations with the surround”, whereas her American
participants viewed themselves individualistically: “the separation and independence
of the agent from the context” (p963). This is supported by the work of Cousins
(1989) who found that for the Japanese, situation had a greater impact on the
characteristics of the self, than for the Americans