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It has been extensively document-
ed that caregivers of persons who
have serious and persistent mental

disorders— “consumers”—must suc-
cessfully cope with many challenging
problems in order to provide good care.
The demands of the caregiving role
may result in periods of severe stress
for the caregiver, which, under certain
conditions, develops into symptoms of
demoralization, depression, anxiety,
grief, or some form of physical disor-
der (1–6). Informed, understanding,
and supportive communities are need-
ed in which caregivers and consumers
can develop rewarding interpersonal
relationships with members of the
community. These relationships would
enhance the quality of the lives of
caregivers, consumers, and involved
community residents.

However, there are impediments to
the development of such ideally con-
ceived communities, rooted in the
negative perceptions of many people
in this country. Several recent studies
have shown that the general public
associates violent behavior with peo-
ple who have a serious mental illness
alone or in combination with a sub-
stance use disorder. For example, in a
representative sample of 1,507 adults
who were living in noninstitutional
housing in the United States, 60 per-
cent agreed with the statement, “You
cannot tell what people who have
been mentally ill will do from one
minute to the next,” 60 percent be-
lieved that it was “only natural to be
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Objective: The extent to which 461 caregivers of persons with serious
mental disorders believed that most people devalue consumers and
their families was assessed, and the magnitude of the relationships be-
tween these beliefs and the diagnostic status of consumers was esti-
mated. Methods: Caregivers of 180 consumers with schizophrenia, ma-
jor depression, or bipolar disorder and caregivers of 281 consumers
with bipolar disorder or schizoaffective disorder, manic type, complet-
ed a 15-item instrument comprising two scales: eight of the 15 items
operationally defined the devaluation of individual consumers, and
seven items operationally defined the devaluation of consumers’ fami-
lies. Results: No significant differences were observed between the two
samples on the two devaluation scales or on 14 of the 15 items that con-
stituted the scales. About 70 percent of all caregivers indicated a belief
that most people devalue consumers, and 43 percent expressed a belief
that most people also devalue the families of consumers. Conclusions:
Strong evidence from previous research indicates that the caregiving
role is very demanding, is frequently distressing, and may be harmful
to health and injurious to one’s quality of life. The addition of a com-
munity that is perceived to be rejecting makes life even more difficult
for the caregivers and families of people with serious mental disorders.
The development and implementation of effective interventions to cre-
ate more supportive and understanding communities would be a chal-
lenging and worthwhile endeavor. (Psychiatric Services 52:1633–1638,
2001) 

SSttiiggmmaa  aass  aa  BBaarrrriieerr  ttoo  RReeccoovveerryy



afraid of a person who is mentally ill,”
and 70 percent believed that “al-
though some people who have been
patients in mental hospitals may seem
all right, it is important to remember
they may be dangerous” (7). 

In a recent survey of a representa-
tive sample of 1,444 adults who were
living in noninstitutional housing in
the United States, 61 percent of the
respondents indicated that a person
who was described in an accompany-
ing vignette as having symptoms of
schizophrenia would be “likely” or
“very likely” to do something violent
toward other people (8). For a person
described as having symptoms of de-
pression, the percentage was 33 per-
cent; for a person with alcohol depend-
ence, 71 percent; for a person with co-
caine dependence, 87 percent; and for
a “troubled person,” 17 percent. 

Because there was no mention of
violence in the vignettes, the marked
difference in the likelihood of vio-
lence attributed to the troubled per-
son and the individuals described in
the other four vignettes was most
likely due to the reactions of the re-
spondents to the clinical diagnostic
aspects of the vignettes. It seems that
the terms “alcohol abuse,” “schizophre-
nia,” and “cocaine abuse” are power-
ful negative stimuli to most survey
participants. Link and colleagues (8)
concluded that “public fears were out
of proportion with reality.” They con-
tinued: “While empirical studies show
a modest elevation in violence among
people with mental illnesses, the dif-
ference is never so dramatic as the
differences in public response to the
troubled person and the other vi-
gnettes. Moreover, empirical studies
of violence uniformly show that only a
minority of people with mental ill-
nesses are violent.”

Thus evidence indicates that a large
proportion of the public devalues
consumers by attributing to them a
much higher potential for violence
than is reasonable or than is support-
ed by studies of violent behavior. Oth-
er studies (9–11) have demonstrated
devaluation in other areas that reflect
on the consumer’s ability to function
in society.

The aims of this study were to esti-
mate caregivers’ perceptions of the
extent of society’s devaluation of con-

sumers and their families, to deter-
mine the constructs that are relevant
to understanding devaluation, and to
estimate the magnitude of the rela-
tionship between the devaluation of
consumers and the devaluation of
their families as measured by the De-
valuation of Consumers scale and the
Devaluation of Consumer Families
scale (10). 

We had three hypotheses. Our first
hypothesis was that caregivers, be-
cause of the experiences they have ac-
quired in caring for consumers in
somewhat rejecting communities,
would attribute to most people higher
levels of devaluation than that found
in representative samples of the U.S.

population (12). Second, because
schizophrenia is generally considered
a more severe and more devastating
psychiatric disorder than bipolar dis-
order, we hypothesized that caregivers
who cared for consumers with schizo-
phrenia would be more likely than
caregivers who cared for consumers
with bipolar disorder to believe that
most people devalue consumers and
their families. Third, we hypothesized
that devaluation of consumers as
measured by the Devaluation of Con-
sumers scale would be strongly associ-
ated with the devaluation of families
as measured by the Devaluation of
Consumers’ Families scale.

Methods
Samples
Caregivers who participated in two
major studies of family burden and
consumer outcome were compared
on measures of devaluation. The two
samples differed primarily in the di-
agnoses of the consumers for whom
the study participants provided care.
Sample A comprised 180 caregivers
who provided care for consumers
who lived primarily in New York City
but also in suburbs north of the city
(2). The predominant diagnoses of
these consumers were schizophrenia
and schizoaffective disorders (137
consumers, or 76 percent); the re-
mainder had diagnoses of major de-
pression (23 consumers, or 13 per-
cent) or bipolar disorder (20 con-
sumers, or 11 percent). Of the 180
caregivers, 92 (51 percent) were the
consumers’ mothers. Forty-five (25
percent) of the caregivers were Af-
rican American, 45 (25 percent) were
Hispanic, and 90 (50 percent) were
white. 

The 281 caregivers in sample B pro-
vided care for consumers living in
New York City and the suburbs north
of New York City (1). The diagnoses of
the 281 consumers whose caregivers
were in sample B, based on the Sched-
ule for Affective Disorders and Schiz-
ophrenia, Lifetime Version (SADS-L)
interview (13), were bipolar I disorder
(152 consumers, or 54 percent), bipo-
lar II disorder (28 consumers, or 10
percent), and schizoaffective disorder,
manic type (101 consumers, or 36 per-
cent). The mean±SD age of the 281
caregivers was 50±14.3 years. A total
of 185 (66 percent) were women; 239
(85 percent) were white, 17 (6 per-
cent) were African American, 22 (8 per-
cent) were Hispanic, and 3 (1 percent)
were Asian. A total of 152 consumers
whose caregivers were in sample B
(54 percent) and 68 consumers whose
caregivers were in sample A (38 per-
cent) lived with their caregivers. 

Measures
Devaluation of Consumers scale.
The eight items of the Devaluation of
Consumers scale, listed in Table 1,
provide the basis for operationally
defining the devaluation of con-
sumers who have serious mental ill-
ness (10). Exploratory factor analysis
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of the responses of the 180 caregivers
in sample A to the eight items yielded
three related themes, or factors, in
the content of the eight devaluation
items. The percentage of total vari-
ance explained, after varimax rota-
tion, was 28.7 for factor 1, 23.5 for fac-
tor 2, and 16.4 for factor 3.

Factor 1 is made up of the following
five items: “looking down on” (item 4),
“thinking less of” (item 6), describing
persons with mental illness as “dan-
gerous and unpredictable” (item 2),
conceiving of psychiatric treatment as
“a sign of personal failure” (item 7),
and conceiving of mental illness as
“worse than being addicted to drugs”
(item 3). The content of these five
statements focuses on the erosion of
the consumer’s status in society. All
five statements describe consumers
from a negative perspective, each in
its own way placing the consumer in a
lower status position. The five defin-
ing items of this factor indicate varia-
tion in status change and facilitate un-
derstanding of the relationships be-
tween reduction in status and other
types of devaluation. We called this
factor “status reduction.”

The content of factor 2 conveys the
pessimistic view that most employers
would not hire a mental health con-
sumer, regardless of whether he or
she was qualified for the job (item 5),
and that most women would not mar-
ry a man who had once been treated
for a serious mental disorder (item 8).
Although defined by only two state-
ments, factor 2 identifies two impor-
tant domains of life from which con-
sumers are frequently excluded. The
conception of consumers as poor risks
for marriage or a steady job reduces
their chances of participating in the
roles of work, marriage, and the fam-
ily. As a result, their roles in life are
lessened, and their potential for ach-
ievement is constrained. We used the
term “role restriction” to represent
the theme of factor 2—the develop-
ment of situations influenced by so-
cial values, employment policies, and
discriminating attitudes that lead to
the narrowing of opportunities for
consumers and to their subsequent
devaluation.

Factor 3, defined by item 1, is con-
cerned with the belief that most peo-
ple would not accept consumers as

close friends. We called this factor
“friendship refusal.”

Although the three themes or fac-
tors are conceptually distinct and
meaningful, the eight items were
modestly to moderately correlated and,
when treated as a unidimensional scale,
had an internal consistency—or relia-
bility—score of .82. For the 281 care-
givers in sample B, the value of the re-
liability coefficient was also .82.

Devaluation of Consumer Fam-
ilies scale. The seven items of the
Devaluation of Consumer Families
scale, listed in Table 2, were devel-
oped to estimate the extent to which
caregivers believe that most people
devalue families that include one or
more persons who have serious men-
tal illness. Factor analysis of the re-
sponses of the caregivers in sample A
to the seven items identified three re-
lated factors. The percentage of total
variance explained, after varimax ro-
tation, was 32.9 for factor 1, 20.9 for
factor 2, and 17.2 for factor 3.

Factor 1, defined by items 9, 11, 12,
and 15, places emphasis on looking
down on families with mentally ill mem-
bers—a status issue—and avoiding
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Distribution of caregivers’ responses to eight statements that measure devaluation of consumers who have serious mental illness

Extent to which caregivers believe that most 
people devalue individual consumers (%)

Sample A (N=180) Sample B (N=281)

Item1 4 3 2 1 4 3 2 1

1. Most people would accept a person who once had a serious
mental illness as a close friend2 13 41 37 9 14 37 39 10

2. Most people think that a person with a serious mental illness
is dangerous and unpredictable 22 57 18 3 23 56 17 4

3. Most people feel that having a mental illness is worse than
being addicted to drugs 18 44 34 4 15 37 40 8

4. Most people look down on someone who once was a patient
in a mental hospital 24 62 13 1 29 55 13 3

5. Most employers will hire a person who once had a serious
mental illness if he or she is qualified for the job3 16 46 35 3 18 47 33 2

6. Most people think less of a person who has been a patient
in a mental hospital 18 69 12 1 23 57 18 2

7. Most people feel that entering psychiatric treatment is a
sign of personal failure 12 48 36 4 14 42 38 6

8. Most young women would not marry a man who has been
treated for a serious mental disorder 18 63 17 2 24 53 22 1

Mean percentage of caregivers4 18 54 25 3 20 48 27 5

1 Items of the Devaluation of Consumers scale: 4, strongly agree; 3, agree; 2, disagree; 1, strongly disagree
2 Reversed item (actual item is phrased “Most people would not accept . . .”)
3 Reversed item (actual item is phrased “Most employers will not hire . . .”)
4 Significant difference between groups for item 3



friendships and other forms of social
contact with families that include a
person with a mental illness. Because
these negative statements are attrib-
uted to “most people,” it seemed ap-
propriate to label the behaviors de-
scribed by the defining items of factor
1 as “community rejection.”

Two related issues—treating fami-
lies differently because a family mem-
ber is mentally ill and blaming par-
ents for the mental illnesses of their
children—constitute factor 2, defined
by items 13 and 14. The latter is a
clear case of the attribution of cause,
whereas the former is less specific
and is more difficult to interpret, al-
though it was moderately correlated
with item 14. We assigned the label of
“causal attribution” to factor 2 be-
cause of the dominance and specifici-
ty of item 14.

Factor 3, defined by item 10, is the
perception that parents of children
who have a mental illness are less re-
sponsible and caring than other par-
ents. We called this factor “uncaring
parents.”

Although the relationships among
the seven items also formed a distinct

and meaningful three-dimensional
structure, the dimensions were posi-
tively correlated. The result was a
unidimensional scale with an internal
consistency reliability coefficient of
.71, indicating that 71 percent of the
variability generated by the seven-
item scale was reliable. The value of
the reliability coefficient for sample B
was .77; the relationship between the
two scales was .58 for sample A and
.62 for sample B.  

A description of the procedures for
scoring the Devaluation of Con-
sumers scale and the Devaluation of
Consumer Families scale can be ob-
tained from the primary author.

Results
The extent to which caregivers be-
lieved that most people devalue con-
sumers was measured by the percent-
age of caregivers who agreed or
strongly agreed with “most people”
statements that devalue consumers
and disagreed or strongly disagreed
with “most people” statements that
reject devaluation. Table 1 presents
the percentage of caregivers who en-
dorsed each response category for

each devaluation item. For example,
22 percent of the 180 caregivers of
sample A strongly agreed and another
57 percent agreed with the statement
“Most people think that a person with
a serious mental illness is dangerous
and unpredictable.” Eighteen percent
of the 180 caregivers disagreed and
only 3 percent strongly disagreed that
serious mental illness is perceived by
the general public as an indication of
dangerousness and unpredictability.

The profile of sample B was virtual-
ly identical to that of sample A, even
though the consumers whose care-
givers were in the two samples came
from different diagnostic groups.  

Having once been a patient in a
mental hospital is a notable experi-
ence. It is a kind of unwelcome lega-
cy that must be endured until it is
somehow conquered. It is seldom for-
gotten, especially by potential land-
lords, employers, and friends. It is a
stigma that lurks in the hearts, minds,
and fears of many people. Caregivers
understand the power and impact of
this segment of the consumer’s histo-
ry. Eighty-four percent of the care-
givers in sample B agreed or strongly

PSYCHIATRIC SERVICES ♦ December 2001   Vol. 52   No. 1211663366

TTaabbllee  22

Distribution of caregivers’ responses to seven statements that measure devaluation of families of consumers who have seri-
ous mental illness

Extent to which caregivers believe that 
most people devalue families of consumers (%)

Sample A (N=180) Sample B (N=281)

Item1 4 3 2 1 4 3 2 1

9. Most people in my community would rather not be friends with
families that have a relative who is mentally ill living with them 5 35 52 8 10 30 49 11

10. Most people believe that parents of children with a mental
illness are just as responsible and caring as other parents2 2 19 70 9 5 23 52 20

11. Most people look down on families that have a member
who is mentally ill living with them 7 42 49 2 10 35 47 8

12. Most people believe their friends would not visit them as often
if a member of their family were hospitalized for a serious 
mental illness 4 40 51 5 6 34 49 11

13. Most people treat families with a member who is mentally
ill in the same way they treat other families3 3 48 47 2 8 43 41 8

14. Most people do not blame parents for the mental illness of 
their children4 2 36 57 5 7 33 52 8

15. Most people would rather not visit families that have a
member who is mentally ill 5 51 42 2 10 47 36 7

Mean percentage of caregivers 4 39 52 5 8 35 47 10

1 Items of the Devaluation of Consumer Families scale: 4, strongly agree; 3, agree; 2, disagree; 1, strongly disagree
2 Reversed item (actual item is phrased “. . . are not as responsible”)
3 Reversed item (actual item is phrased “. . . would not treat families”)
4 Reversed item (actual item is phrased “. . . do blame parents”)



agreed with item 4, “Most people
look down on someone who once was
a patient in a mental hospital.” Only 1
percent of the caregivers in sample A
strongly disagreed with this state-
ment, and 13 percent disagreed.
Caregivers in samples A and B, drawn
from separate studies and caring for
consumers with different diagnoses,
had very similar profiles along the
continuum from “strongly agree” to
“strongly disagree.”

In the expression “think less of a
person,” as used in item 6, devaluation
is clearly implied and seems to be
closely associated with such descrip-
tions as “less worthy” or “of less value.”
Items 4 and 6 indicate a judgmental
reaction to consumers who have ex-
perienced hospitalization for mental
illness, ascribing to them a lower sta-
tus position. More directly, these re-
sponses are put-downs or expressions
of rejection or criticism. An average
of 83 percent of the caregivers agreed
or strongly agreed with the statement,
“Most people think less of a person
who has been a patient in a mental
hospital.”    

On average, 82 percent of the 461
caregivers in samples A and B agreed
or strongly agreed with the content of
items 2, 4, and 6. Of particular inter-
est is the finding that 60 percent of
the caregivers in sample A agreed or
strongly agreed with item 7— “Most
people feel that entering psychiatric
treatment is a sign of personal fail-
ure.” This result was replicated in
sample B with a slightly lower—but
not significantly—level of agreement.
To associate psychiatric treatment
with personal failure seems to be a
drastic and unconsidered conclusion.
However, the extreme perspectives
embedded in the eight statements of
Table 1, coupled with the extent to
which caregivers agreed or strongly
agreed with the statements about most
peoples’ perceptions of persons with
mental illness and the results of stud-
ies of representative samples of the
U.S. population, strongly suggest that
we can expect disconcerting respons-
es to these items.   

As the bottom row of Table 1 indi-
cates, about 70 percent of the 461
caregivers indicated agreement with
the statements in the table, thus ex-
pressing a belief that most people

would devalue consumers with seri-
ous mental illness. This percentage is
higher than that for most individual
items in the national surveys (7,8). For
item 2—violence and unpredictabili-
ty—79 percent of the caregivers ei-
ther agreed or strongly agreed with
the statements, whereas the corre-
sponding percentages for national sur-
vey items were 61 percent and 60 per-
cent (7). In another study (8), the pro-
portion of responses that indicated a
perceived tendency toward violence
by persons with mental illnesses var-
ied from 33 percent to 66 percent.
Thus our first hypothesis was support-
ed, although statistical significance
could not be determined absolutely.

The differences between samples A
and B on seven of the eight items, as
well as on the total mean score, were
not statistically significant on the ba-
sis of Student’s t test. Thus the hy-
pothesis that differences in the diag-
noses of the consumers would have an
effect on caregivers’ beliefs was not
supported. 

If mental health care consumers
are devalued by members of society,
it seems likely that family members of
these consumers will also be deval-
ued. To test this hypothesis we corre-
lated the Devaluation of Consumer
Families scale with the Devaluation
of Consumers scale for samples A and

B. The product-moment correlation
coefficients for the two scales were
.58 (p<.001) and .62 (p<.001) for
samples A and B, respectively, thus
confirming hypothesis 3, that devalu-
ation of consumers was correlated
with devaluation of families.   

The bottom row of Table 2 indi-
cates that about 43 percent of the
caregivers in both samples believed
that most people devalue the families
of consumers in the manner de-
scribed by the seven items of the De-
valuation of Consumer Families
scale. Student’s t tests were used to
assess differences between the two
samples in responses to each of the
seven items as well as the difference
between the two samples in total
scale scores. The differences between
samples A and B on each of the seven
items and the difference between the
total scale scores of the two samples
were not statistically significant. Thus
the specific diagnosis does not seem
to affect the extent of the perceived
devaluation of the families of con-
sumers, just as in the case of individ-
ual consumers.

Conclusions
The dimensions of devaluation iden-
tified in the two limited sets of items
we have described reveal some of the
complexity of the devaluation domain
and the need to explicate the dimen-
sional structure of its content. The re-
sults of the two factor analyses de-
scribed above identify clustered state-
ments that suggest constructs that
could serve as a basis for developing
reliable and valid measures of devalu-
ation. Constructs such as role, status,
friendship ties, and community rejec-
tion already appear in the literature of
the social and medical sciences and
public mental health. By combining
these constructs with the known and
hypothetical effects of various types
of devaluation, meaningful and useful
measures of change, such as status re-
duction and role restriction, could be
developed.  

The use of other methods, proce-
dures, and sources of information will
contribute to the understanding of de-
valuation and its measurement. It is
clearly important to know the size, con-
tent, and nature of the devaluation do-
main and the foundation of informa-
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tion and misinformation on which it is
constructed. Focus group interviews of
consumers and their families, mental
health clinicians, caregivers, and re-
searchers by well-trained and experi-
enced interviewers will provide excel-
lent information for discovering new
ways of defining, expressing, and meas-
uring the perception of devaluation.

Link and colleagues (10) and others
have developed measures of devalua-
tion and have published studies on re-
lationships between devaluation and
other constructs. An example is the
study reported in this issue of Psychi-
atric Services, in which the relation-
ships of devaluation and self-esteem
were studied longitudinally with con-
sumers as participants (14). 

We conclude that the development
of reliable and valid measures of de-
valuation will facilitate our ability to
estimate and understand the impact
of devaluation on the lives of con-
sumers, their families, their care-
givers, and those involved in the gen-
eral welfare of consumers. In future
work, it will be important to measure
the relationships and the differences
between devaluation as practiced by
society and as perceived by various
groups, such as consumers, care-
givers, and mental health profession-
als. This information would provide
one basis for designing programs for
intervention in which consumers,
their families, their caregivers, and
those involved in the general welfare
of consumers worked cooperatively to
reduce the burden of devaluation.

Evidence for the devaluation of
people who have serious mental ill-
nesses can be found and compre-
hended in studies of representative
samples of the U.S. population (7–9)
and in more circumscribed studies of
caregivers and consumers, as exem-
plified by this article. We believe that
devaluation, when combined with the
privatization of health care, results in
a poor standard of treatment for
many persons who have mental ill-
nesses. However, some hope for im-
provement in the care and treatment
of consumers can be found in pro-
grams that create environments in
which the dignity and potential of
consumers are recognized, respected,
and developed. Such programs in-
clude multiple-family group therapy
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(15,16), pathways to housing (17),
and many others (11). 

It seems that the current prosperity
of the United States offers a realistic
fiscal basis for change and improve-
ment in mental health services. How-
ever, public attitudes and beliefs and
related behaviors that we have re-
viewed here also offer formidable im-
pediments to change and progress.
The important question remains: We
have the resources, but do we have
the will? ♦
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