Journal of Mental Health (1999)8, 5, 431-440

Mental health care in the community: An analysis of
contemporary public attitudes towards, and public
representations of, mental illness
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Abstract

Public tolerance of, and non-discrimination towards, people with mental health problems are key
factors on which success in achieving the goal of community-based mental health care depends. This
paper revisits Thomas Scheftf’s (1966) sociologicaltheory of mental illness, and tests elements of this
thorough critical review of recent UK literature relating to public attitudes towards, and media
representations, of mental illness. Negative representations predominate in the media, while a
significant minority of the UK public appear to possess negativeattitudestowards people with mental
health problems and their care and social participation in the community. These findings support
aspects of Scheff’s theory. Implications for policy and practice are discussed, including the need to

challenge stigmatising and discriminatory attitudes and behaviours.

Introduction

Success in realising the broad goal of pro-
viding community-focused care for people
with mental health problems is dependent
upon the achievement of a number of key
conditions(Repper & Brooker, 1996). These
include: the establishment of comprehensive
community alternatives to in-patient care,
particularly for people with severe and en-
during mental health problems (Department
of Health, 1996; Welsh Office, 1996); the
affording to people experiencing mental
health problems all the rights of full citizen-
ship as are afforded to other individuals

throughoutthe UK (Perkins & Repper, 1996);
and tolerance and non-discrimination on the
part of local communities (Bhugra, 1989).

This paper is concerned with the latter two
of the above conditions. The aims therefore
are: to explore attitudes towards mental ill-
ness; to explore attitudestowards people ex-
periencing mental health problems and their
care in the community; and to explore public
representations of mental illness.

To provide a coherent theoretical frame-
work withinwhichtoreview recent empirical
studies which have investigated these issues,
Thomas Scheff’s sociologicaltheory of men-
tal illness is used (Scheff, 1966). The utility
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of Scheff’s model in this context is its con-
cern with the social processes propelling in-
dividuals towards the acquisition of mental
illness diagnoses and their subsequent ‘ca-
reers’ as patients. Much of Scheff’s work
therefore deals with social perceptions of
deviant behaviour, public attitudes towards,
and social reactions, to mental illness (as one
form of deviancy) and the stigmatisation of
individuals labelled mentally ill.

Scheff’s expectation some 33 years ago
was that histheory, in whole or in part, would
be tested in the light of empirical research
(Scheff, 1966, p. 25). In a modest way, this
review and discussion attemptsthis, by locat-
ingrecent research evidence and using this to
test particular elements of Scheff’s work.

Examination of community attitudes to-
wards, and representations of, people with
mental health problems presents itself as a
particularly appropriate task for a number of
reasons. There have, for example, been re-
cent suggestions that central government has
considered root-and-branch review of com-
munity mentalhealth care, ostensibly to main-
tain the safety of the public (Thomson &
Sylvester, 1998). Thishasreportedly been in
response to high-profile, but isolated, inci-
dentsin which vulnerable people with mental
health problemshavetaken the lives of stran-
gers or family members (see, for example,
Ritchie ef al., 1994). Indeed, policy initia-
tives in recent years, while supportive of
community-based care, have reflected this
concern with public safety, emphasising as
they have the formal supervision of patients
in the community (Department of Health,
1994; Mental Health (Patients in the Com-
munity Act), 1995). Againstabackgroundof
‘moral panic’ (Holloway, 1996), specific
policy measures may have fuelled already
fearfuland intolerantpublicattitudestowards
people with mental health problems (Wells,
1998).

A general introductionto Scheff’s project
will first be offered. Followingthis, a partial
evaluation of his social systems theory will
be attempted, achieved through the use of
selected contemporary studiesto test three of
Scheff’s nine specific propositions.

Inorderto locate as comprehensiveand up-
to-date a range of published material as pos-
sible, a systematic search strategy was used.
Following the method described by Repper
& Brooker (1996), the acquisition of litera-
ture commenced with a systematic interroga-
tionofthree widely-usedelectronicdatabases:
Social Science Citation Index; Cumulative
Index of Nursing and Allied Health Litera-
ture (CINAHL); and Medline. Keywords
used were those employed by Repper &
Brooker (1996), namely mental illness in
combination with: public attitudes, stigma,
and community facilities. This strategy suc-
cessfully identified a wide range of original
research, review and opinion papers, dating
from the 1960s to the present. Most of these
appeared to have been produced by North
American social scientists and psychiatrists.
Giventhis, the pragmatic decision was made
toselect for discussion only papers generated
by United Kingdomauthors, and for the most
part only those published from 1990. In
addition, publications referred to by data-
base-identified authors were also occasion-
ally consulted.

Scheff’s sociological theory of mental
illness

InBeing MentallyIll: Asociologicaltheory,
Thomas Scheff (1966) was concerned to de-
velop a theoretical model of mental illness
grounded in the analysis of social systems.

Before presenting his model, Scheff com-
menced with an overview of prevailing psy-
chological and psychiatric formulations of
mental illness. Scheff was at pains to ac-



knowledge the success of approaches de-
rived from these broad perspectives, particu-
larly in underpinningresearch into, and treat-
ment of, mental illness. Nonetheless, he
continued his analysis by observing that:
‘Genetic, biochemical,and psychologi-
cal investigations (into mental illness)
seek different causal agents, but utilise
similar models: dynamic systemsthat are
located within the individual. In these
investigations, social processes tend to
be relegated to a subsidiary role, because
the model focuses attentionon individual
differences rather than on the social sys-
tem in which the individualis involved.’

(Scheff, 1966, p. 9)

For Scheff, this narrow focus on the indi-
vidual made traditional approachesto under-
standing mental health and illness incom-
plete. However, in introducing his social
systems approach as an alternative, Scheff
also acknowledgedthe limitationsof hisown
perspective. For, justas conventionalmodels
of mental illness overemphasised the indi-
vidual, so did his model overemphasise the
social. ‘Thesocial systems model’, he stated,
‘holds constant individualdifferences, in or-
der to articulate the relationship between
society and mental disorder’ (Scheff, 1966,
p. 25). Scheff’s expressed hope was that, by
presenting a model of mental illness which
was the deliberate antithesis of individualis-
tic approaches, by dialectical progression a
synthesis of models would arise: ‘a model
which has the advantages of both the indi-
vidual and the social system models, but the
disadvantagesofneither’(Scheff,1966.p.27).

Reflectingonthese initialobservationsover
thirty years after their appearance, it is strik-
ing how relevant Scheff’s ideas remain to-
day. Advancesfromthe fieldsof psychology
and psychiatry have continued to benefit in-
dividuals experiencing mental health prob-
lems, but have failed to provide convincing
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all-encompassing explanations of the nature
of mental health and illness. Exclusively
individualistic explanations, therefore, still
appear incomplete. Similarly, the role of
social processes in understanding mental
health and ill-health is now widely accepted
(Pilgrim & Rogers, 1993), buta social model
alone also seems inadequate without some
conception of the individual and of indi-
vidualdifference. The general recognitionof
these inadequacies, therefore, may go some
way inexplainingthe current interest in mod-
els which acknowledge the place of both
internal and external factors in the causation
and triggering of mental ill-health (see, for
example, Zubin & Spring, 1977).

Scheff’sdetailedtheory commenced witha
consideration of rule-breaking and deviance.
The former, he stated, ‘refers to behaviour
whichisinclear violationof the agreed-upon
rules of the group’ (Scheff, 1966, p. 31).
These rules, or social norms, Scheff held
were numerous, and governed a wide range
of social events. Frequently these social
norms, such as those governing social inter-
action, achieved high levels of consensus
among members of social groups, but were
rarely explicit. Deviance, Scheff continued,
was a function of societal reaction against
those who breached such norms. It was not,
therefore, a function of the individualact of
rule-breaking itself, but rather the nature of
the group’s response. Consequently, ‘the
deviantisoneto whomthat label has success-
fully been applied’ (Becker, cited by Scheff,
1966, p. 32).

Often the breaching of social norms at-
tracted particular descriptive deviant labels
whichrelated tothe characteristics of the rule
involved. Examples included alcoholism, or
crime. Mental illness, however, Scheff de-
scribed as an example of ‘residualrule-break-
ing’, as the norms broken by the person so
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labelled were likely to be diverse and non-
specific.

Scheff’s specific propositions and
recent empirical evidence

Having established the foundations of a
social systems model of mental illness, Scheff
elaborated nine specific propositions,each of
which he saw as potentially verifiable by
empiricalresearch. Forthe sake of complete-
ness, each will be presented and outlined
below. Only the three propositions most
pertinent to the aims of the present study,
however, will be tested throughreview of the
recent UK literature.

Propositions one to three

Scheff’s first three assertions were con-
cerned with mentalillnessasdeviance,and in
particular the origins, prevalence and most
common societal reaction to rule violation.
As such, these propositions fall largely out-
side the scope of this paper, as the aim here is
the exploration of attitudes and behaviour
towards those who have already been identi-
fied as mentally ill. Briefly, therefore, these
three statements are:

1. Residual rule-breaking arises from fun-
damentally diverse sources (Scheff, 1966,
pp- 40—47).

Both internal and external factors are pos-
sible origins of rule-breaking. Mentalillness
may therefore have as its source organic
disturbance, stress, and much else besides.

2. Relative to the rate of treated mental
illness, the rate of unrecorded residual rule-
breaking is extremely high (Scheff, 1966, pp.
47-50).

Most breaches of social norms are not no-
ticed, are ignored, or are otherwise denied.
Only under particular conditionsare residual
role violations labelled as mental illness.

3. Mostresidual rule-breaking is ‘denied’

and is of transitory significance (Scheff,
1966, pp. 51-54).

Arising from proposition two, this holds
that most rule-breaking, having not been la-
belled as mental illness, is relatively short-
lived. Only under certain conditions is rule-
breaking identified as mental ill-health.

Propositions four and five

In introducing his next two propositions,
Scheff was concerned to consider mental
illness as a social institution. Both therefore
have direct relevance to the exploration of
publicattitudestowardsmentalillness; propo-
sition five particularly will be used to frame
discussion of recent relevant empirical re-
search.

Through the application of propositions
four and five, Scheff was concerned to dem-
onstrate how, for some individuals in some
sets of circumstances, the social reaction to
residual rule violation was not denial but
labelling. Scheff argued that, at moments of
crisis when an individual’s deviance became
apublicissue, the group would fall back upon
their stereotyped model of mental illness. In
response, the person labelled as mentally i1l
tended to conform also to the group’s stere-
otyped image. In this way, Scheff went on,
residual rule breaking became ‘crystallised’
and stable. The very act of labelling an
individual as mentally ill, therefore, became
a critical ‘contingency’ in the initiation of
that person’s mental illness career.

The propositions are:

4. Stereotyped imagery of mental disorder
is learned in early childhood (Scheff, 1966,
pp- 64-67).

The socialisation of children includes ex-
posuretoprevailingsocialimagesof deviancy.
Children therefore very quickly learn adult
stereotypesof mentalillness, and incorporate
stereotypical language into their everyday
talk.



Scheff acknowledged that there was, in the
mid-1960s, limited evidence of childhood
acquisitionof stereotypical (and mostlynega-
tive) images of mental illness to support this
proposition. Recent empirical studies exam-
ining public images of mental illness also
tend to exclude children from their samples
(see below for discussion of these), making
theacceptance orrejectionof this proposition
difficult. Philoetal. (1994), intheir analysis
of one month of media reporting of mental
illness, included scrutiny of material pro-
duced for children. This study is referred to
in detail below. Also, while not offering
empirical evidence to support this proposi-
tion, Byrne (1997) directly cited Scheff’s
fourth propositionto alert his largely medical
audience to the probable early evolution of
negative attitudes towards mental illness.

5. The stereotypes of insanity are continu-
ally reaffirmed, inadvertently, in ordinary
social interaction (Scheff, 1966, pp. 67-80).

Adultsare exposed to alternative models of
mental illness, including medical and psy-
chologicalmodels. However, the stereotypes
learned in childhood are continually rein-
forced through both the media and everyday
social interaction.

There is considerablerecent evidence from
the UK to support thiskey proposition. Philo
et al. (1994) demonstrated that, of all media
reports studied over a period of one month
which dealt with mental health/illness, two-
thirds linked mental illness with violence.

The implications of selective negative re-
porting of this nature have been extensively
discussed elsewhere. McKeown & Clancy
(1995), forexample, argued that although the
relationship of the media to public attitude-
formation was complex and unclear, nega-
tive images were likely to reduce the quality
of life of people with mental health needs.
Similarly, Lehane &Rees (1996) argued that
negative media images were likely to in-
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crease the stress already suffered by people
withmentalhealth problems. Glasson(1996),
while considering media reports of serious
public incidents involving people with men-
tal health needs, argued that ‘sensational-
isation’ ran the risk of significantly bolster-
ing an already-negative public attitude to-
wards mental illness. Philo (1997) argued
thatnegativemediaimages made people with
mental health needs less likely to seek help,
fearing that families and friends might make
erroneous judgements concerning the risk to
them of violence by the sufferer. Reporting
an investigation into one community’s atti-
tudes towards the relocation of people with
mentalhealth problems fromhospitaltocom-
munity facilities, Reda (1996) found that
respondents’ attitudes were overwhelmingly
negative. This was felt to be at least partly a
reflection of negative media reporting. Fi-
nally, writing at the end of the last decade,
Appleby & Wessely (1988) reported a tem-
porary, but statistically significant, increase
in public support for the statement that Peo-
ple who commit horrific crimes, such as
murder of children or old people, are likely to
bementallyill’ inthe wake of the Hungerford
massacre of 1987. In their discussion of this
finding, supported by direct citationof news-
paper headlines reporting the tragedy, they
suggested that speculative news accounts of
the perpetrator as a ‘madman’ or ‘maniac’
may well have played a part in modifying
public attitudes in this way.

Researchers have recently attempted to
evaluate the impact of explicit public educa-
tion programmes regarding mental health
and illness, prior to the opening of new com-
munity care facilities. Wolff et al. (1996a)
found that their public education campaign
did not significantly improve their experi-
mental group’s knowledge of mental illness.
It did, however, change their attitudes to-
wards mental illness for the better,and lead to
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closer integration between residents of the
new facility and members of the local com-
munity.

Propositions six to eight

In presenting his following three hypoth-
eses, Scheff was interested in demonstrating
how the initial labelling of the deviant indi-
vidual as mentally ill came to be accepted by
the individual him/herself.

6. Labelled deviants may be rewarded for
playing the stereotyped deviant role (Scheff,
1966, pp. 84-86).

The status of the labelled individual im-
plies a particular social role, including ac-
ceptance of the putative mental illness as a
valid descriptor of deviant behaviour. Psy-
chiatrists, fellow patients and others all en-
courage the patient to accept the label and to
interpret personal experiences in the light of
the mental illness diagnosis.

Related to this, Scheff suggested that:

7. Labelled deviants are punished when
they attempt the return to conventionalroles
(Scheff, 1966, p. 87).

Once the label has been attached to the
individual,discriminationinarangeof spheres
prevents the person from returning to his or
her former social status. This stigmatisation
extendsto the spheres of employment, inter-
personal relationshipsand to the wider social
world.

A considerable number of studies com-
pleted in the present decade lend support to
thislasthypothesis,each revealing stigmatis-
ingand discriminatingattitudeson the part of
a substantial minority of members of the
public.

One frequently used methodological ap-
proach in investigations of this sort has been
the use of vignettes (but see Cowan, 1994, for
a critique of this approach to attitudinal re-
search). Study participantsare provided with
brief descriptions thought to be typical of

particular mental illnesses, either with or
without an attached diagnostic label. Partici-
pants are then questioned in an attempt to
establish attitudestowards, knowledge of, or
probable behaviour towards the person or
problems described.

Vignettes were presented to some 2000
members of the public living in two areas in
the Midlands in the study reported by Hall ez
al. (1993). Interestingly, only around one-
quarter of participants suggested ‘mental ill-
ness’ as a possible cause of the problems
outlined in the vignette designed to be de-
scriptive of schizophrenia. This arguably
provides some support for Scheff’s assertion
that most deviant behaviour is not labelled as
mental illness (propositiontwo above). Else-
where in this study, there was evidence of
publictolerance towards mentally ill people,
though differences were found among par-
ticipants according to age, gender, educa-
tional attainment and class. Overall, while
nearly all respondents (93% ) mentioned that
they would speak to people presented in the
vignettes, only 59% mentioned that they
would work with them, only 51% mentioned
that they would live next door to them, and
less than half mentioned allowing their chil-
dren to speak with them.

Reported ina separate paper by Brockington
etal. (1993) were the findingsof face-to-face
interviewsheld with the same respondentsas
includedinthe above vignetteresearch. Here,
further evidence of tolerance towards people
experiencingmental illness was found, though
once more significant differences were re-
ported within the study group. Factors asso-
ciated with greater tolerance included: ac-
quaintance with mentalillness (eitherthrough
personal experience, or closeness to others
who had experienced or were experiencing
mental ill-health); age between 25-44 (older
and youngerrespondentsappeared less toler-
ant); higher managerial occupational status;
and high level of completed education.



Levey & Howells (1995) also used vi-
gnettes as one of their methods of investiga-
tion, thistimetoexploreperceptionsof schizo-
phrenia held by members of the public, and
psychology and nursing students. Particu-
larly notable was their finding that people
with schizophreniatended to be thoughtof as
essentially ‘different’, in terms of their per-
ceived unpredictability and dangerousness.
Furthermore, it was this difference which
was found to underpinthe widespread fear of
schizophrenia held by many of the study’s
participants.

Case vignetteswere employed by Ingamells
et al. (1996) to investigate attitudes among
208 residents of two areas, one situated near
a psychiatric hospital, the other near a com-
munity facility. Respondents were found to
be more rejecting where they believed that
the persondescribed in the vignette was men-
tally ill. As in the study reported by
Brockington et al. (1993), people with per-
sonal experience of mental ill-health were
more likely to display accepting attitudes.
Agewasagainrelated toattitude, with, in this
study, youngerpeople foundtodisplay greater
tolerance.

Finally, Wolff ef al. (1996b; 1996¢) con-
ducted interviews and administered ques-
tionnaires to members of the public in two
areas of London, both of which were due to
become home to people discharged from the
local psychiatric hospital. Again, socio-de-
mographic variables were associated with
particular attitudes. Examples included the
findings that older people tended to express
more controlling attitudes, while people in
higher social classes tended to be less con-
trolling. Social control, moreover, was also
found to be associated with lack of knowl-
edge of mental health and illness on the part
of respondents.

Reviewing these recent investigations into
public attitudes towards mental health and
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illnessand towards community mental health
care, it would seem reasonable to argue that,
at the very least, a substantial minority of the
UK public is not overwhelmingly keen to
welcome mentally i1l people into full com-
munity and occupational life. Identifying
people with mental health problems as essen-
tially ‘different’, expressing reluctance to
live or work alongside mentally ill people,
and expressing controlling attitudes all lend
considerable support to Scheff’s hypothesis
that social groups may prevent people la-
belled as mentally ill from returning to their
former social roles. Taken to its most ex-
treme, this stigmatisation may even lead to
the harassment and victimisation of people
with mental health problems living in the
community, a particular problem discussed
by Kelly & McKenna (1997).

8. ‘In the crisis when a residual rule-
breaker is publicly labelled, the deviant is
highly suggestible, and may accept the prof-
fered role of the insane as the only alterna-
tive’ (Scheff, 1966, pp. 89-91 ).

At the point of public recognition of the
crisis, the individual in a state of confusion
and anxiety is likely to accept the explana-
tions of his or her deviance offered by the
social group. As a member of this social
group, the labelled individual may begin to
interpret his or her experiences in the light of
the prevailing social stereotype of mental
illness, and even modify his or her behaviour
to fit the image.

Proposition nine

Finally, Scheff observed that his preceding
eight propositions led to one final assertion.
That is:

9. ‘Among residual rule-breakers, label-
ling is the single most important cause of
careers of residual deviance’ (Scheff, 1966,
pp. 92-93).
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It is the very fact of labelling which is the
most important contingency in the develop-
ment of the individual’s career as a mental
patient.

This may be Scheff’s most controversial
statement, for here he claims that it is the
social act of labelling, rather than any indi-
vidual factor or any combination of indi-
vidual and social factors together, which is
the most important variable in propelling the
individual towards a lifetime of mental ill-
ness.

Conclusion: Implications for policy
and practice

Labelling theory was once a favoured per-
spective withinthe sociology of mentalhealth
and illness. Perceived weaknesses contribut-
ing to its loss of status from the 1970s on-
wards, summarised by Pilgrim & Rogers
(1993, pp. 18-19), include: that the theory
underestimated the underlying causes of pri-
mary deviation; that public stereotypes of
mental illness and the actual behaviours ex-
hibited by people with mental illnesses were
notalways consistent; and finally, the precise
features of the contingencies which deter-
mine deviancy either being ignored or being
labelled were not adequately explained in the
model. Theaccumulated evidence presented
here, however, suggests that, in significant
respects, key elements of Scheff’s labelling
theory do stand up to empirically-based scru-
tiny. In particular, public representations of
mental illness do convey overwhelmingly
negative stereotypes. Also, among at least a
minority of members of the public, negative
and stigmatising attitudes are held towards
people with mental health needs, their care in
community settings, and their participation
in social life.

Scheff (1966, p. 101) suggested ways in
which verification of other elements of his

theory could be attempted. These could
usefully form the basis of further studies. To
conclude this paper, however, some implica-
tions for mental health policy and practice
arising from the analysis presented will be
offered.

There appears to be a clear place for public
education (Byrne, 1997; Hayward & Bright,
1997). Aims could include the enhancing of
public knowledge of mental health and ill-
ness, inan explicitattempt to counter prevail-
ing and misleading stereotypes. As research
evidencehas suggested that particular groups
in society are more likely than others to
display negative attitudes, and presumably
therefore, behaviours, then education pro-
grammes could usefully target those thought
to be most stigmatising and discriminating.

In a climate of ‘moral panic’, balanced
reporting of mental health issues would be
welcome (Philo et al., 1994; Lehane & Rees,
1996). Similarly, careful consideration of
future policyinitiatives,directed less towards
control and more towards integration and
inclusionof people with mentalhealth needs,
would be helpful. As full participation in
community life, includingaccess to employ-
ment opportunities, appears to be limited by
the restrictive attitudes and beliefs of a sub-
stantial minority of the UK public, there may
in addition be an argument for a policy-led
solution to discriminatory practice. Such an
approach has recently been advocated by
Brunton (1997).

Finally,labellingand stigmatisationof peo-
ple with mental health problems represents a
particular challenge to mentalhealth workers
of all disciplines. In this respect, it is wel-
comingtoread of the possible recent reawak-
ening of interest in stigma and its effects
among professionalsand others, as measured
by rates of publication of related papers in
journals (Hayward & Bright, 1997). Central
tasks for all practitioners are therefore coun-



tering unhelpful stereotypes, promoting tol-
erance, knowledge and understanding, and
working towards the full inclusion in social
life of people with mental health needs.
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