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ABSTRACT

TURKISH VERSION OF
PERCEIVED DEVALUATION-DISCRIMINATION SCALE:
AN ADAPTATION STUDY

Sacak, Kutay
M.S., Department of Psychology

Supervisor: Assoc. Prof. Deniz Canel Cinarbas

April 2019, 122 Pages

The purpose of this thesis was to adapt Perceived Devaluation-Discrimination (PDD)
scale for Turkish language and culture. With this aim, participants for two different
samples were included in the study. The first sample consisted of 145 general community
residents and the second sample consisted of 85 individuals with chronic psychiatric
disorders. Statistical analyses were carried out to test for psychometric properties of the
Turkish version of PDD in general community and clinical samples. In this regard,
exploratory and confirmatory factor analyses, internal consistency reliability analysis,
convergent and discriminant validity analyses were conducted. As a result of exploratory
factor analysis, a two-factor structure for PDD emerged in both the general community
and clinical samples. These factors were named as Perceived Discrimination and
Negative Evaluation and Perceived Acceptance and Non-negative Evaluation subscales.

The two-factor structure was supported with confirmatory factor analysis with good
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model-data fit in the general community sample and acceptable data-model fit in the
clinical sample. Cronbach’s alpha values for PDD were .76 in the general community
sample and .79 in the clinical sample. Alpha values of PDD subscales ranged between
.72 and .77 in both samples. While convergent and discriminant validity tests provided
partial support for construct validity of PDD in the general community sample, the
convergent validity tests conducted with the clinical sample provided strong evidence
for validity of PDD. The findings and their implications for future research were

discussed.

Keywords: mental illness, stigma, perceived devaluation discrimination, Turkish.
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ALGILANAN DEGERSIZLESTIRME-AYRIMCILIK OLCEGININ
TURKCEYE UYARLAMA CALISMASI

Sacak, Kutay
Yiiksek Lisans, Psikoloji Bolimii

Tez Yoneticisi: Dog. Dr. Deniz Canel Cinarbas

Nisan 2019, 122 Sayfa

Bu ¢aligmanin amac1 Algilanan Degersizlestirme- Ayrimcilik (ADA) 6lgeginin Tiirk dili
ve kiiltliriine adaptasyonunu yapmaktir. Bu amagla, iki farkli 6rneklemden katilimcilar
calismaya dahil edilmistir. Ilk drneklem genel toplumdaki 145 bireyden, ikinci drneklem
ise kronik psikiyatrik bozuklugu bulunan 85 bireyden olusmaktadir. Calisma kapsaminda
ADA’nin Tiirkge versiyonunun psikometrik ozellikleri, genel toplum ve Kklinik
orneklemlerde istatistiksel analizlerle test edilmistir. Bu baglamda, kesfedici ve
dogrulayic1 faktor analizleri, i¢ tutarlilik giivenirlik analizi, yankinsak ve ayird edici
gecerliligi analizleri yapilmustir. Kesfedici faktor analizi sonucunda, hem genel toplum
hem de klinik 6rneklemlerde ADA i¢in iki faktorlii bir yap1 ortaya ¢ikmistir. Bu faktorler
Algilanan Ayrimcilik ve Olumsuz Degerlendirme ile Algilanan Kabul ve Olumsuz
Olmayan Degerlendirme alt 6lgekleri olarak adlandirilmistir. S6z konusu iki faktorli
yap1 dogrulayict faktor analizinde de desteklenmis, genel toplum 6rnekleminde iyi bir

veri-model uyusmasi gostermis, klinik drneklemde de kabul edilebilir bir veri-model
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uyusmasi ortaya koymustur. ADA 06lgegi i¢in Cronbach alfa degeri genel toplum
ornekleminde .76, klinik 6rneklemde ise .79 olarak bulunmustur. ADA alt 6l¢eklerinin
alfa degerlerinin ise her iki 6rneklemde de .72 ile .77 arasinda degistigi gozlemlenmistir.
ADA icin yapilan yakinsak ve aywrd edici gegerliligi testlerinin genel toplum
ornekleminde kismi olarak gegerlilik destegi ortaya koydugu goriilmiis, klinik 6rneklem
icinse gii¢lii yakinsak gecerliligi kanitlar1 ortaya konmustur. Bulgular, uygulamalar ve

gelecek g¢alismalar icin ¢esitli Oneriler tartigilmistir.

Anahtar Kelimeler: ruhsal hastalik, damgalama, algilanan degersizlestirme ayrimcilik,

Tirkge.
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CHAPTER 1

INTRODUCTION

1.1. Definition of Social Stigma

It has been more than fifty-five years since the famous sociologist Erving
Goffman (1963) introduced his well-known book on social stigma. In his book, he
defined stigma as a “deeply discrediting” attribute which reduces its possessor “from a
whole and usual” person to a “tainted, discounted one” (p. 3). His work has been very
influential for many scholars; consequently, a variety of definitions for the stigma
concept have emerged from different disciplines such as psychology, sociology,
anthropology and biology. From the traditional psychological perspective, stigma is
"some attribute, or characteristic, that conveys a social identity that is devalued in a
particular social context” (Crocker, Major, & Steele, 1998, p. 505). It represents a
socially constructed mark on individuals which is associated with undesirable
dispositions and negative evaluations by others (Jones et al., 1984).

Due to the apparent emphasis on attributes and associations in its definition, an
effort was made by some scholars to distinguish stigma from a number of social cognitive
concepts. For example, stereotype, which refers to a set of beliefs about people’s
characteristics and traits (Baron & Branscombe, 2011), has been compared to social
stigma. Corrigan and Penn (1999) argued that stereotypes are not always harmful and
they can be efficient ways of organizing social information. According to them, it is not
the existence of stereotypes but being prejudiced that leads to discriminative behavior.
Therefore, in Corrigan and Penn’s view, stigma refers specifically to negative
stereotyping that leads to discrimination. The nuance to be emphasized here is that while

stereotypes can be based on both positive and negative traits (Baron & Branscombe,
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2011), stigma always implies a negative meaning (Crocker et al., 1998). In fact, the
Ancient Greeks used the word stigma to refer to bodily signs of burns and cuts which
marked their slaves, criminals, and traitors to communicate their lower moral status
(Goffman, 1963).

The difference between the definitions of stigma and prejudice, on the other hand,
is not so clear. Phelan, Link and Dovidio (2008) made an extensive analysis to compare
the two concepts, reviewing a total of 18 models regarding both stigma and prejudice.
Their review has shown that prejudice and stigma are largely overlapping constructs
without a clear distinction in their components, however, with a difference of foci. First,
while prejudice models try to explain the processes related to perpetrators, stigma models
emphasizes the processes of the victims. Secondly, the majority of prejudice articles
focus on race-related studies, yet most stigma research is about illness and disability-
related topics. Nevertheless, it should be noted that stigma studies do not exclude the
topics of race and ethnicity altogether. Indeed, Goffman (1963) groups characteristics
such as race, nation and religion under a category of “tribal stigma”.

In summary, social stigma is a broad concept with several components. It is
socially constructed; therefore its properties are subject to change across time and
societies (Link & Phelan, 2001). Also, it has no clear boundaries that separates it from
other social cognitive constructs such as prejudice. Most basically, stigma is synonymous
with negative stereotyping and prejudice, but it reflects a point of view in studying a
social phenomenon. It underlines the perspective of those who suffer from
stigmatization. Stigma research includes a broad range of topics such as disability,
illness, race and substance abuse, while most research focus on disability and illness

(Phelan et al., 2008). The current study focused on social stigma of mental illness.

1.2. Conceptualization of Mental Iliness Stigma

There are several models and conceptualizations of social stigma. Below is a brief

review of the existing models from different disciplines and perspectives. It should be



noted, however, that because the review focused on models with implications for mental

illness stigma it is not an exhaustive review of all stigma models.

1.2.1. Psychological approach to stigma

Three important aspects of stigma were emphasized in the psychology literature.
These were the dimensions of stigma (Jones et al., 1984), social cognitive processes in
stigma (Corrigan, 2000), and the identity-threat model of stigma (Major and O’Brien
2005).

In their influential paper, Jones and his colleagues (1984) described six
dimensions for stigma. These dimensions are peril, concealability, origin, disruptiveness,
course and aesthetic qualities. Peril is about how much the stigmatizing condition is
associated with dangerousness, leading to perceptions of threat by others. Concealability,
is the dimension focusing on the degree to which a stigmatizing condition can be hidden
from others. The more visible a condition is, the higher stigmatization is expected. Third
dimension, origin, refers to the attributions of responsibility for the acquisition of
stigmatized condition. Attributions to genetic endowment, personal failure, or
preferences fall under this dimension. Fourth, disruptiveness, is the degree to which the
stigmatizing condition undermines interpersonal relations, success, and other social
interactions. Course is the dimension focusing on how much the stigmatizing condition
changes over time. Accordingly, reversibility of the stigmatized condition determines the
negativity associated with the stigma. The final dimension, aesthetics, focuses on how
the stigmatizing condition hinders the attractiveness of a person.

In his book, Hinshaw (2007) discussed the ways in which these dimensions can
be applied to mental illness stigma. For instance, on concealability dimension, he pointed
to the dilemma of whether to disclose or hide psychiatric diagnosis history. Although
hiding one’s psychiatric condition can save the individual from a potential social
rejection in the first place, it might still keep the person constantly anxious and vigilant

about the possibility of revelation of his or her condition. Therefore, even if a



stigmatizing condition is not visible, stigma can still be damaging for people with mental
ilInesses.

Hinshaw (2007) also showed that stigma dimensions can help us better
understand the stigmatizing nature of the beliefs about mental illness. For example, the
belief that severe mental illnesses are untreatable is closely related with the course
dimension of stigma. Consequently, while chronicity of mental illness might contribute
to stigmatization, the recognition that psychiatric disorders can be treated can help
reducing stigma. Another belief, that people with mental illness are unpredictable in
social interactions, can be understood in terms of the disruptiveness dimension and is
likely to be connected with dangerousness beliefs, which is directly related to the peril
dimension. Finally, when we consider the side effects of some psychiatric drugs on motor
movements and physical appearance, aesthetics can be a determining dimension of
stigma strength to the degree that individuals with mental iliness deviate from societal
standards of attractiveness.

In addition to stigma dimensions, psychological models were also created to
describe stigmatization through social cognitive processes. To understand these models,
stigmatization should be viewed in terms of the cognitive, affective, and behavioral
terms. Corrigan (2000) integrated these aspects in a model with three distinct
components, namely, stereotyping, prejudice, and discrimination. According to
Corrigan, signals such as labels, psychiatric symptoms, and skill deficits that are
associated with mentally ill people function as discriminative stimuli for those who
stigmatize mental illness. Occurrence of these signals activate cognitive mediators like
stereotypes and prejudices. Finally, these mediators create the basis of discriminative
behavior. To explain this process with a simple example, Corrigan (2000) depicted a
scene where a person notices someone speaking to himself in a public area. He concludes
that the person talking to himself is crazy. This observation (speaking to oneself) and the
subsequent labeling (crazy) activate the stereotype that crazy people are dangerous. As a

result, the observer decides not to allow this dangerous person move into his
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neighborhood and, thus, show discriminative behavior (p. 49). At this point, emotional
reactions play an in important role in predicting behavior. If the stigmatizer person
experiences fear emotion, then avoidance behavior might follow; however, if the person
experiences pity as a result of his or her attributions, then helping behavior can be
expected (Corrigan, 2002).

While the above-mentioned example focused solely on the stigmatizer’s
perspective, Corrigan and Watson (2002) explained that stereotyping, prejudice, and
discrimination can be used to understand both stigmatizer and stigmatized people’s
perspectives. From the stigmatizer’s perspective, stereotypes target a group of people as
an out-group, creating public stigma. From the perspective of the stigmatized individual,
on the other hand, the stereotypes can be directed to the person’s very self, which leads
to self-stigma. Prejudice and agreement with the negative beliefs about mentally ill
people might create reactions of anger and fear among stigmatizer people, which lead
them to adopt avoidant behaviors. Self-stigma may result in reactions of low self-esteem
and low self-efficacy for the stigmatized, which in turn may lead to failure in pursuing
social and economic opportunities.

To increase our understanding of stigmatization from the perspective of the
stigmatized people, it is useful to consider the identity-threat models, which constitute
another psychological approach to conceptualization of stigma. In 2005, Major and
O’Brien integrated the previous identity-threat models of stigma (see Crocker et al.,
1989) with Lazarus and Folkman’s (1984) stress and coping model. According to Major
and O’Brien’s (2005) integrated identity-threat model, the degree to which stigma-
related stressors are seen as threatening to self-identity by the stigmatized people depends
on a number of variables. These variables are the collective representations of devalued
social identities, immediate situational cues, and personal characteristics.

Major and O’Brien’s (2005) integrated identity-threat model posits that
individuals will differ in their understanding of collective representations of their

stigmatized social identities. Understanding of collective representations include



knowledge on the dominant culture’s stereotypes for their stigmatized identity and
awareness of being a target of devaluation and discrimination by the others.
Understanding of collective representations affects how the stigmatized people perceive
the situational cues in various social contexts; that is, whether they assign a negative
meaning to these cues with attributions of discrimination, devaluation and negative
stereotyping. At this point, personal characteristics such as stigma sensitivity, group
identification, and personal goals and motives affect whether a stigma-related stressor is
appraised as threatening to the self or not. If a threatening appraisal is made as exceeding
the stigmatized person’s resources for coping, the person will form reactions that are both
involuntary, such as emotional and physiological stress reactions, and voluntary, such as
conscious coping attempts in modifying the threatening situation. These reactions predict
various outcomes such as health, academic success, and well-being for stigmatized
people.

Public transportation can be a good example to explain the integrated identity-
threat model for mental illness stigma. An individual with mental illness who is aware
of the negative stereotypes (collective representations) of his social identity might feel
threatened upon entering an environment of public transportation, where he or she is
most likely out-numbered by the non-stigmatized group (situational cues). Depending
on a number of personal characteristics such as how vigilant this individual is for
stigma-related threats and how much this person wants to be protected against the stigma
threat, he or she will make identity-threat appraisals for the situations during
transportation. For example, he or she might appraise an empty seat as “Nobody wants
to sit near me, they are rejecting me.” Such an appraisal will then lead to emotional,
physiological and behavioral consequences as stress and various coping reactions.

To summarize, psychological conceptualizations help us understand the factors
contributing to stigma by describing stigma dimensions. Also, they describe how the
actual stigmatization process take place in daily social interactions by using social

cognitive concepts such as stereotypes, prejudice, and discrimination. Finally they



predict possible emotional, physical and behavioral consequences of stigma for people
with mental illness. Although, psychological conceptualizations provide in-depth
descriptions of cognitive processes, they do not provide a very broad perspective on how
various social variables contribute to stigmatization. Therefore, it is important to consider

sociological explanations for a more complete picture.

1.2.2. Sociological approach to stigma

Following Erving Goffman, sociological work on stigma continued developing
in symbolic interactionist tradition, particularly through the labeling approach in
deviance literature. According to the labeling theory, deviant identities are formed not
because of deviant behavior or motivations but through a process of labeling (Becker,
1963). Lemert (1972) helped us better understand this process with the concepts of
primary and secondary deviance. Primary deviance refers to the initial act of deviant
behavior, which is often normalized by others and does not lead to a deviant self-identity.
If this initial act is not normalized, however, the actor becomes labeled by the others
which, subsequently, leads the actor to form a deviant self-identity conveyed by the label
itself. When this deviant identity becomes central to self, newer and repeated
transgressions start to be performed by the labeled person. This state constitutes the
secondary deviance (Giddens, 2009).

In this line of thought, Scheff (1966) extended the labeling approach to a theory
of mental illness. In his work, he claimed that the labeling of initial psychiatric symptoms
is the most important cause of the subsequent chronic mental illness. However, this
etiological claim has drawn a lot of criticism. These criticisms rejected labeling as an
etiological variable for mental illness and linked the deviant identities and the negative
reactions of society to the deviant behavior itself (Gove, 1975; Gove, 1982).

While the criticisms on Scheff’s etiological claim continued, Bruce Link (1982)
extended the debate, focusing on other effects of labeling on mental illness. He suggested

that labels can have detrimental consequences for labeled individuals in terms of housing,



mate selection, economic gains, friendship, and family relationships. Based on these
claims, Link (1987) made additions to Scheff’s original formulation and created the
Modified Labeling Theory (MLT) of mental illness (Link, Cullen, Struening, Shrout, &
Dohrenwend, 1989). According to this theory, people in the society internalize the
conceptions of what it means to be a person with mental illness through a socialization
process. Numerous variables during the socialization process determine how much a
person believes that a mentally ill person will be devalued and discriminated against in
the society. When a person develops mental illness and seeks treatment contact, he
becomes labeled with an official diagnosis. This makes socially-acquired conceptions of
mentally ill person relevant for the individual. At this point, the individual may or may
not adopt coping strategies such as keeping his condition hidden from others, social
withdrawal, and trying to educate others on the misconceptions about mentally ill people.
Nevertheless, based on the degree of perceived devaluation and discrimination, the
individual might face negative social and psychological consequences such as lower self-
esteem, unemployment, and reduced social network, all of which might make the person
more vulnerable to new disorders and maintain the existing disorder (Link et al., 1989).

In order to test the hypotheses of MLT, Link created the Perceived Devaluation-
Discrimination (PDD) scale (Link, 1987) and applied this scale to different groups of
people with or without psychopathology and psychiatric diagnosis. As a result, Link and
other researchers have shown that the labeling associated with official diagnoses leads
to many negative outcomes in terms of various sociological and psychological variables
for patients such as unemployment (Link, 1987), reduced social networks (Link et al.,
1989), deteriorated self-esteem (Wright, Gronfein, & Owens, 2000), depressive
symptoms (Link, Struening, Rahav, Phelan, & Nuttbrock, 1997), and decreased quality
of life (Rosenfield, 1997).

Later on, Link and Phelan (2001) suggested a sociological conceptualization for
stigma with four interconnected components, which are labeling, stereotyping,

separating, and status loss and discrimination. A fifth component, emotional reactions,



was added later (Link, Yang, Phelan, & Collins, 2004). According to this
conceptualization, stigma occurs, in the first place, as the social selection of a salient
human difference. The salience of the selected difference and its attributes can change
across time and space in societies; however, the human difference that is singled out,
such as skin color, becomes labeled at that time and the label is taken for granted in daily
interactions. This process is accompanied by the second component, that is, association
of negative attributes with the labeled human difference. Here, the social-cognitive
mechanisms such as stereotyping operate and create the devalued social identity for
stigmatized person. Third component, separating, is where the categories of us versus
them become clear. The separation results in emotional reactions for both the stigmatizer
and the stigmatized, which affect the interaction of the two groups. While the
stigmatizers can react with anger, irritation, pity and fear; the stigmatized might feel
embarrassment, shame, fear, alienation, and anger. The outcome of stigmatization is the
final component, that is, a status loss for the stigmatized in the social hierarchy and
discrimination on individual and structural levels. The critical point in this model is that,
for stigmatization to occur, all of these five components should take place in a power
relationship between the stigmatizer and the stigmatized. The stigmatizers always hold
the social, cultural, economic and political power.

In summary, the sociological conceptualization of mental illness stigma was
initially developed as an extension of the literature regarding deviance. This initial work
was based on studying the relationship between stigma and deviant behavior of
individuals. Following the criticisms of the etiological inferences of this work, scholars
changed their focus in order to understand the meaning of mental illness stigma and the
negative effects of it on people with mental illness. Eventually, scholars developed
comprehensive conceptualizations including both sociological and psychological
knowledge, paying specific attention to the power relationship between the stigmatizers
and the stigmatized. Perspectives on stigma conceptualization, however, are not limited

to psychological and sociological ones.



1.2.3. Evolutionary approach to stigma

From an evolutionary perspective, Kurzban and Leary (2001) elaborated on a
model focusing on the adaptive and functional aspects of stigma, such as operations
contributing to reproductive success of human species. They compared a number of ways
humans and nonhuman animals such as fish and primates perform social exclusion
among their species. They noted three important evolutionary mechanisms in
stigmatization process of humans: dyadic cooperation, coalitional exploitation, and
parasite avoidance.

In dyadic cooperation, humans engage in reciprocal altruism where they share
their excess resources with social exchange partners in expectation of a later gain. These
resources can include anything from tangible goods to skills, efforts and information
(Neuberg & Cottrell, 2008). Unpredictability in terms of likelihood of reciprocation,
interaction partner’s lack of resources, and exploitation of resources with evidence of
cheating form the basis for stigma with a function of social exclusion. The role that
unpredictability plays in this model is particularly related to the mental illness stigma in
terms of stigmatizers’ expectations about dangerousness and untrustworthiness (Kurzban
& Leary, 2001).

The second mechanism, coalitional exploitation refers to the group level
behavior of social exclusion and cooperation for attaining better resources and the means
to reach those resources. The tendency is to include those who are highly cooperative as
ingroup members, and exploit the others by excluding them as outgroup. The final
mechanism, parasite avoidance, reflects avoidance from infested members of a group.
Kurzban and Leary (2001) reviewed the way parasitic predators such as bacteria, viruses,
worms, and insects cause physical and behavioral anomalies such as asymmetry, lesions,
and muscle damage. Then they explained the role that aesthetic preferences of humans
play in avoiding possible infested members. Although parasite avoidance is thought to
be relevant for the stigmatization of physical disability and some mental illnesses

(Hinshaw, 2007), the idea has been criticized for lacking evidence (Phelan et al., 2008).
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One important point in the evolutionary perspective is that it makes specific
predictions for behavioral and emotional reactions of the stigmatizers based on each of
the mechanisms described. Those who don’t conform to the dyadic reciprocation are
expected to generate anger and receive punishment. Targets of coalitional exploitation
are expected to be hated, feared, exploited, and dominated. Finally, parasite suspects are
expected to face fear, disgust, and avoidance by stigmatizers (Hinshaw, 2007; Kurzban
& Leary, 2001).

1.2.4. Anthropological approach to stigma

Yang et al. (2007) introduced an anthropological and ethnographic perspective to
stigma by providing a moral dimension to the concept. The word moral here refers to
people’s values that determine what matters most to them when engaging in their
everyday practices (Kleinman, 2006). With this definition, Yang et al. (2007) proposed
that stigma threatens “the loss or diminution of what is most at stake” (p.1530) for the
stigmatized people in their social world of daily interactions. For example, for a North
American person, stigma might be felt with its threats on individualistic aspects of daily
life such as self-reliance; or for a young adult, stigma can be experienced most strongly
with its negative impact on romantic relationships. In fact, Yang and Kleinman (2008)
showed the effects of stigma on moral experience in the Chinese culture with the
experience of losing face and its subsequent negative impact on most valued cultural
achievements such as getting married and continuing the family lineage. As a result,
Yang et al. (2007) proposed that stigma threatens what matters most in an individual’s
social world; it operates both in social and subjective spheres; and it can be affective and
somatic, because the status loss and social devaluation can be physically felt and

manifested.
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1.3. Research Findings on Mental IlIness Stigma

As stated previously, the majority of studies in the stigma literature focused on
illness and disability topics (Phelan et al., 2008). Moreover, Phelan and her colleagues
found that 38% of stigma research is directly related to mental illness stigma, making it
the most frequently studied topic in the stigma literature. When viewed historically, it is
possible to classify mental illness stigma research in two categories. The initial group of
studies focused on public attitudes toward mental illness and a subsequent attempt at
reducing public stigma (e.g., Cumming & Cumming, 1957). The latter group, on the
other hand, focused on the internalization of mental illness stigma, the negative
consequences of such internalization, and prevention of these negative consequences for
patients (e.g., Drapalski et al., 2013). A brief review of the findings of these studies is
presented in this section.

Early studies that were conducted in 1950s and 1960s on general public
populations demonstrated that people with mental illness were feared, ignored,
distrusted, and disliked by the general public and they were considered dangerous,
unpredictable and dirty (Cumming & Cumming, 1957; Nunnally, 1961). Vignette studies
designed by Star (1955) have been methodologically very influential on the subsequent
stigma research. Using these vignettes experimentally, Philips (1966) has shown that
labeling can have negative effects such as social distancing and rejection of stigmatized
individuals. Various attempts at reducing public stigma with public intervention studies
and policy initiatives in Western countries followed these findings (Hinshaw & Cicchetti,
2000; Stuart, 2016).

The changes in public stigma of mental illness have been tracked for decades
(e.g. Angermeyer, Matschinger, Carta, & Schomerus, 2014; Pescosolido et al., 2010).
According to a meta-analysis published in 2012, however, although the public
understanding of biological correlates of mental disorders has increased, this did not lead
to a decrease in stigmatization and discrimination, nor did it lead to an increase in social

acceptance of individuals with mental disorder (Pescosolido, 2013; Schomerus et al.,
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2012). Nevertheless, the picture is not all bleak. In another meta-analysis, contact and
education were found to have a positive effect in reducing the public stigma for mental
illness (Corrigan, Morris, Michaels, Rafacz & Riisch, 2012).

The second generation of studies in mental illness stigma adopted the perspective
of the patients and elaborated on the concept of internalized stigma (or self-stigma).
Defined briefly, internalized stigma refers to the process with which the stigmatized
individuals, first, become aware of public conceptions of mental illness, then start
agreeing with the related negative stereotypes and prejudice, and finally, make these
negative evaluations a part of their self-concept (Corrigan & Rao, 2012; Link et al. 1989;
Munoz, Sanz, Pérez-Santos, & Quiroga, 2011). Internalized stigma is rather common
among psychiatric patients. In fact, according to an international study of 14 European
countries conducted with a sample of 1229 psychiatric patients, 41.7% of the participants
had moderate or high levels of self-stigma (Brohan, Elgie, Sartorius, & Thornicroft,
2010).

The concept of internalized stigma has been studied extensively and has been
associated with many negative consequences for psychiatric patients. Negative
consequences include reduction in self-esteem, self-efficacy, quality of life, social
integration, empowerment, hope, and an increase in symptom severity (Drapalski et al.,
2013; Livingston & Boyd, 2010). Moreover, it leads to treatment discontinuation and
poorer treatment adherence among patients (Fung, Tsang, & Chan, 2010; Sirey et al.,
2001), creating an important barrier for the treatment of psychiatric disorders (Yanos,
Roe, & Lysaker, 2010).

A few variables were pointed out with possible beneficial effects on perceived
and internalized stigma. For example, being employed, having social contacts, and
receiving social support during the onset of illness were associated with lower self-
stigma (Brohan et al., 2010; Mueller et al., 2006). Recent reviews and meta-analyses of
the intervention studies targeting internalized and perceived stigma, however, are

inconclusive and there is a lack of evidence for an effective method in reducing
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internalized stigma (Biitcher & Messer, 2017; Griffiths, Carron-Arthur, Parsons, & Reid,
2014).

1.4. Measurement of Mental lliness Stigma

As explained earlier, the conceptualization of stigma and perspectives of mental
illness stigma research vary considerably across studies. This variation has also been
reflected in measurement of mental illness stigma, with a high number of measures
covering several different areas in the study area. A brief review of these areas,
measurement approaches, target populations, and examples of measurement instruments
are presented in this section.

To begin with, many researchers utilized an explicit measurement approach in
their tools, that is, the tools with which they measured participants’ responses in self-
report format. Often, these were used in non-experimental survey designs with or without
vignette components (Link, et al., 2004). The problem with this measurement style,
however, is that it is vulnerable to social desirability. To deal with this problem, an
implicit approach to measuring stigma has been suggested (Yang, Link, & Phelan, 2008).
Consequently, there has been a recent trend in conducting studies with implicit
measurement tools, namely, Implicit Association Tests (e.g. Mannarini & Boffo, 2014;
Stull, McGrew, Salyers, & Ashburn-Nardo, 2013). Some of these studies documented
evidence for the validity and reliability of the implicit measurement tools for stigma (e.g.
Denenny, Bentley, & Schiffman, 2014).

In their review, Yang and Link (2016) categorized numerous mental illness
stigma measures into two different groups. These groups are general community
attitudes, and mental health consumer and family stigma. In the general community
studies, social distance scales comprised the first of the stigma measurement areas. These
scales aim to measure the willingness of participants to engage in different social
interactions and relationships with stigmatized individuals. Although social distance, as

a measurement area, was first introduced in 1925 to measure race and ethnicity distance
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(Bogardus, 1925), it is also used in many large-scale survey-type studies in mental illness
stigma research (e.g. Pescosolido, Medina, Martin, & Scott, 2013). Another area in
general community studies is the measurement of stereotyping with Semantic
Differential (Osgood, Suci, & Tannenbaum, 1957). The measures pertaining to this area
targeted the association between stigma related concepts (e.g. psychiatrist,
schizophrenia) and pairs of adjectives such as cold-warm, dangerous-safe (Nunnally &
Kittross, 1958). Such measures are advantageous for allowing direct study of
stereotyping, but they are vulnerable to social desirability bias as any other explicit
measurement tool. Yet another measurement area in general community studies includes
public attitudes and opinions on mental illness. Examples of measures that investigate
public attitudes and opinions are Community Attitude Towards the Mentally Il (Taylor
& Dear, 1981), community perception of mental illness stigma (e.g. PDD), attributions
of responsibility (e.g. Corrigan, Markowitz, Watson, Rowan, & Kubiak, 2003), and
emotional reactions towards mentally ill (Angermeyer & Matschinger, 1996).

In the second body of stigma research, where mental health consumers were
targeted, the studies frequently focused on measuring internalized stigma. However, the
stigma measurement areas targeted by the tools used in these studies reflect a wide range
of differences in patient experiences, perceptions, and behavior. Some examples of
measurement areas here include alienation, stigma resistance (e.g. Ritsher, Otilingam, &
Grajales, 2003), stereotype awareness, stereotype agreement (e.g. Corrigan, Watson, &
Barr, 2006), perception of discrimination and devaluation (e.g. PDD), experiences of
discrimination (e.g. Brohan et al., 2013), and stigma coping strategies (e.g. Link,
Struening, Neese-todd, Asmussen, & Phelan, 2002). It should be noted that many scales
measure multiple areas with different subscales and are not restricted to only one area.
In fact, PDD can be used both in general community populations as a measure of public
perception of mental illness (e.g. Angermeyer et al., 2014), and in mental health
consumer populations as an internalized stigma measure (Livingston & Boyd, 2010). It

should be noted, however, that while many tools target multiple stigma measurement
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areas, this does not mean that one-fits-for-all approach is a valid way of choosing the
right tool for measuring stigma. It is very important to consider not only the population
characteristics but also the compatibility of research questions and the stigma
measurement areas targeted by specific tools when deciding to use a stigma scale (Yang
& Link, 2016).

1.5. Mental Illness Stigma in Turkey
1.5.1. Research findings in Turkey

In Turkey, initial studies about mental illness stigma were conducted in 1970s
focusing on public attitudes toward the mentally ill. These studies, in general,
documented socially restrictive, avoidant and punitive attitudes of community members
towards people with mental illness (for a detailed chronological review in Turkish see
Taskimn, 2007). Although it was mentioned that the community knowledge of psychiatric
disorders and their etiology has increased substantially since 1970s (Taskin, 2007), the
negative beliefs and attitudes associated with mental illness seem to persist. In fact,
according to a relatively recent study conducted on 516 university students in Ankara,
University students were found to hold high levels of dangerousness belief for
individuals with mental illness (Unal, Hisar, Celik, & Ozgiiven, 2010). Another study,
making use of vignettes, showed that people in the rural areas of Western Turkey believe
that schizophrenia patients are aggressive and should not be allowed to be free in the
community (Taskm et al., 2003).

The negative beliefs regarding people with mental illness were also investigated
among health professionals. It was found that the majority of physicians and nurses hold
the belief that individuals with mental illness are dangerous (Bag & Ekinci, 2005). In
addition, it was reported that some emergency service personnel are negligent when
treating physical symptoms of psychiatric patients, which might reflect an
institutionalized stigma (Saillard, 2010). A review of studies focusing on attitudes of

mental health professionals showed that the findings are inconclusive regarding mental
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health professionals’ stigmatizing beliefs and attitudes towards individuals with mental
illness (Cam & Bilge, 2013). Nevertheless, some studies with successful anti-stigma
interventions targeting mental health professionals, such as an Internet-based
intervention to reduce mental illness stigma among psychiatry residents and specialists,
have also been reported (Bayar, Poyraz, Aksoy-Poyraz, & Arikan, 2009).

As in the North American and Europen literatures, initial stigma studies that
targeted the general community were followed by the second generation of studies that
focused on the perspective of the stigmatized individuals. For example, one qualitative
study showed that individuals with mental illness feel stigmatized by their families,
mental health professionals, and the society, which leads to many negative effects such
as difficulties in daily social interactions and treatment non-adherence (Yiiksel, Bingdl,
& Oflaz, 2013). Quantitative studies supported these findings, showing that internalized
stigma is negatively associated with variables such as social functioning, hope, and
income (Doganavsargil-Baysal, Ozkan, & Gokmen, 2013; Sariko¢ & Oz, 2015). As a
result, fighting mental iliness stigma has been pointed as an important direction to follow
in Turkey. In their review of Turkish mental illness studies, Cam and Bilge (2013)
reported that several studies provided suggestions to fight mental illness stigma, such as
educating public about mental illness, enriching the curriculum of mental health

professionals, and adopting an interdisciplinary approach for interventions.

1.5.2. Measurement tools in Turkish

In Turkey, the initial work in introducing mental illness stigma measures has
developed through translation and adaptation of the existing measures in the literature.
Examples of these measures include Internalized Stigma of Mental Iliness Scale (Ersoy
& Varan, 2007; Ritsher et al., 2003), Beliefs Toward Mental IlIness Scale (Bilge & Cam,
2008; Hirai & Clum, 2000), Community Attitude Towards the Mentally Il (Bag &
Ekinci, 2006; Taylor & Dear, 1981), Perceptions of Stigmatization by Others for Seeking
Help (Sezer & Kezer, 2013; Vogel, Wade, & Ascheman, 2009), and Stigma Scale for
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Receiving Psychological Help (Komiya, Good & Sherrod, 2000; Topkaya, 2011). With
the number of these measures growing, the diversity of tools, which is vital for capturing
various stigma measurement areas in Turkish context, has been improving.

In addition to the translation/adaptation approach, researchers expressed a need
for culturally-sensitive stigma scales for the Turkish context. For example, the Self-
Stigma Inventory for schizophrenia patients (Y1ildiz, Kiras, Incedere, & Abut, 2018) and
the Self-Stigma Inventory for families of schizophrenia patients (Y1ldiz et al., 2018) have
been recently introduced as reliable and valid measures developed for the Turkish
culture. In these two studies, researchers conducted focus groups with schizophrenia
patients and their families in order to capture cultural aspects of stigmatization in Turkey.
Later, they integrated their focus group findings in developing scale items in order to
optimize cultural sensitivity and comprehensibility of their instruments. The researchers
demonstrated that the two stigma measures have excellent psychometric properties.
Unfortunately, such studies are rare and an increase in the number of instruments
developed for the Turkish cultural context is needed, because although the stigmatization
of mental illness appears to be universal, the manifestations, meanings, and experiences
of stigma differ widely across cultures (Koschorke, Evans-Lacko, Sartorius, &
Thornicroft, 2016; Yang et al., 2007).

1.6. Perceived Devaluation-Discrimination

1.6.1. Uses of the Perceived Devaluation-Discrimination scale

Originally, Bruce Link developed the PDD to test the Modified Labeling Theory
(MLT) which focuses on the negative consequences of labeling associated with entering
psychiatric treatment (Link, 1987). In the most basic description, MLT predicts a set of
negative psychological (e.g. low self-esteem) and social outcomes (e.g. reduced social
network) for people who receive a psychiatric label but not for those who don’t receive
such a label (Link et al., 1989). Because receiving an official diagnosis holds a key point

in MLT, it is vital to compare various groups of people that differ in their diagnostic

18



status and psychopathology level. PDD is especially useful, at this point, as a
measurement tool which facilitates inter-group comparisons. In fact, in earlier studies,
PDD has been used to compare stigma perceptions of the following five groups: (1)
psychiatric patients who are contacted for their first treatment, (2) psychiatric patients
who are contacted for repeated treatments, (3) former patients who no longer receive
psychiatric treatment, (4) untreated community members with psychopathology, and (5)
community members without psychopathology (Link, 1987; Link et al., 1989).
Therefore, one important aspect of PDD is that it can be used on both clinical and general
community populations to make comparisons between the two.

PDD’s utilization, however, is not limited to patient and non-patient
comparisons. In clinical studies, for example, PDD was also used as a measure of
perceived stigma and internalized stigma. In fact, in a meta-analysis, Livingston and
Boyd (2010) reported PDD as one of the most frequently used internalized stigma
measures. Moreover, it is possible to find examples of research in which PDD was used
to evaluate the effectiveness of anti-stigma interventions on patients (see Link et al.,
2002). In the studies targeting community populations, on the other hand, PDD was used
to measure public stigma of mental illness. Researchers in some of these studies make
regional comparisons for public stigma (e.g. Schomerus, Matschinger, Kenzin, Breier,
& Angermeyer, 2006; Zieger et al., 2016) and track its changes over time (e.g.
Angermeyer et al., 2014).

1.6.2. Research findings on Perceived Devaluation-Discrimination

Previous studies have shown that PDD is related to various psychological
variables for people with mental illness. For example, it was shown that PDD predicted
self-esteem of psychiatric patients as measured by Rosenberg Self-Esteem Scale
(Rosenberg, 1965) in 6 and 24-month follow-ups of a stigma coping program (8 = -.32,
p <.001; and B = -.45, p < .001 respectively; Link, Struening, Neese-Todd, Asmussen,
& Phelan, 2001). Also, PDD predicted low self-efficacy for psychiatric patients ( = .40,
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p < .001), explaining 14% of the variance in self-efficacy measured by Self-efficacy
Scale (Kleim et al., 2008; Schwarzer, 1999). Moreover, PDD predicted psychological
demoralization for patients with psychiatric diagnoses (5 = .23, p = .001; Link, 1987).
As correlational findings, PDD was reported to be positively related to depressive
symptoms measured by Center of Epidemiological Studies Depression Scale (r = .32, p
< .01; Link et al., 1997; Radloff, 1977), and positively related to internalized stigma
measured by Internalized Stigma of Mental Illness Scale among psychiatric patients (r =
.56, p <.001; Brohan et al., 2010).

According to MLT, PDD would be unrelated to stigma-related negative outcomes
among people who have not been labeled with a psychiatric diagnosis (Link, Mirotznik,
& Cullen, 1991; Link et al., 2004). Indeed, it was shown that although PDD predicted
demoralization among people with a psychiatric diagnosis, it did not predict
demoralization for people without a psychiatric label (Link 1987; Link et al., 1991).
Consequently, general public studies mostly focused on associations of PDD with
sociodemographic variables instead of psychological variables that were investigated in
clinical studies. For example, in a study conducted with Indian general public sample, it
was reported that education predicted PDD scores in a negative direction (8 = -.20, p =
.001; Zieger et al., 2016). In another study which was conducted with North Korean
defectors who live in South Korea, it was shown that married people had significantly
higher levels of PDD scores than those who have never been married (Ahn et al., 2015).
In yet another study that was conducted in South Korea, researchers reported that a late
adult cohort above the age of 60 was more likely to have higher PDD scores than younger
cohorts (Park et al., 2014). On the other hand, in a North American college student
sample, it was shown there was a positive correlation between PDD and Perceptions of
Stigmatization by Others for Seeking Psychological Help scale (r = .20, p <.001; Vogel

et al., 2009), both of which measure various aspects of perceived stigma.
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1.6.3. Why translate Perceived Devaluation-Discrimination?

Creating the Turkish version of PDD can be important and beneficial for several
reasons. First of all, as a stigma measure, PDD can be applied to diverse populations
since the item wording of it is not exclusive to any patient or non-patient group’s
perspective. This unique characteristic of PDD makes it possible to compare various
clinical and public samples in stigma research. Currently, Turkish literature on mental
illness stigma seems to be lacking a measure that is capable of making such comparisons.
Turkish version of PDD can fill this gap in the literature.

Second, as mentioned earlier, there are many different stigma measurement tools
which are associated with different models and conceptualizations of the stigma concept.
Consequently, researchers can pick the correct measurement tools based not only on their
methodological approaches and sample characteristics, but also based on their stigma
models, theoretical approaches and even research questions (Yang et al., 2007; Yang &
Link, 2016). Yet, there are limited number of stigma measures in Turkish literature.
Therefore, Turkish version of PDD will contribute to measurement diversity in stigma
research and allow for tests of MLT in the Turkish context of mental illness stigma.

In PDD scale, participants’ opinions regarding “what most people” think are
asked, rather than asking their opinions directly. Link and Cullen (1983) aimed to reduce
social desirability bias of the participants by doing this. In fact, an early study showed
that while 75% of the participants reported that other people would have negative
opinions about psychiatric patients, only 17% of participants personally acknowledged
having negative opinions of patients (Elinson, Padilla & Perkins, 1967). In a more recent
study, researchers utilized question structures with the expression “most people” in order
to measure perceived stigma in their vignette study (Griffiths et al., 2006). They reported
that participants demonstrate higher levels of stigma scores when responding to
perceived stigma items (what most people think) as opposed to personal stigma items
which question personal opinions toward mentally ill individuals. This gap between

perceived and personal stigma was underlined as a possible indicator of social
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desirability bias (Gaebel, Baumann, Witte, & Zaeske, 2002; Griffiths et al., 2006). As a
result, having a Turkish version of PDD might provide researchers with a tool to collect
less biased data on public stigma in the Turkish context.

Finally, PDD is utilized widely across the world both as an internalized stigma
measure (Livingston & Boyd, 2010) and public stigma measure. In fact, it has been
translated to many other languages such as Swedish, Spanish, German, and Chinese
(Bjorkman, Svensson & Lundberg, 2007; Martinez-Zambrano et al., 2016; Matschinger,
Angermeyer & Link, 1991; Yin et al., 2014). Therefore, creating the Turkish version of
PDD can make it possible to compare mental illness stigma across Turkey and all of

these other countries.

1.7. Aims and Hypotheses

The purpose of the current study was to translate and adapt the Perceived-
Devaluation Discrimination scale into Turkish language and culture. Another aim was to
demonstrate the reliability and validity of the Turkish version of PDD scale in general
community and clinical populations. Therefore, it was hypothesized that;

H1: Turkish version of PDD will be positively and significantly correlated with
the Turkish version of Internalized Stigma of Mental IlIness (ISMI) scale in the clinical
sample.

H>: Turkish version of PDD will be positively and significantly correlated with
the Turkish version of Beliefs Toward Mental Iliness Scale (BMI) in the general
community sample.

Hz: Turkish version of PDD will be positively and significantly correlated with
the Turkish version of Perceptions of Stigmatization by Others for Seeking Psychological
Help (PSOSH) scale in the general community sample.

Has: Turkish version of PDD will have a two-factor structure in the general

community sample.
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Hs: Turkish version of PDD will have a two-factor structure in the clinical
sample.

He: Turkish version of PDD and Turkish version of Rosenberg Self-Esteem Scale
(RSES) will have differing relationships across clinical and general community samples.
More specifically, after controlling for demographic variables, the Turkish version of
PDD will be positively and significantly correlated with the Turkish version of RSES in
the clinical sample (Hea). However, in the general community sample, there will be only
a weak correlation below .30 between the Turkish version of PDD and the Turkish
version of RSES (Heb).

H7: After controlling for demographic variables, the Turkish version of PDD will
positively and significantly predict the Turkish version of RSES in the clinical sample.

Hg: There will be only a weak correlation below .30 between Turkish version of
PDD and Turkish version of Beck Depression Inventory (BDI) in general community

sample.
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CHAPTER 2

METHODS

2.1. Participants

Data was collected from two different samples, one community and one clinical
sample, to demonstrate the psychometric properties of the Turkish version of PDD. In
the community sample, the only inclusion criterion was to be at the age of 18 or above.
For this group, no pre-determined exclusion criteria existed. In the clinical sample, the
inclusion criteria were: (1) to be at least 18 years old and (2) to have a chronic psychiatric
disorder. The exclusion criteria were (1) to be at the acute phase of the disorder and (2)
to have severe cognitive impairments that cause an inability to fill out the survey forms.

Hundred and fifty people who live in Ankara’s various neighborhoods were
invited to participate in the study using a snowball sampling technique. Out of these 150
people, 1 participant did not return the survey package, and data from 4 participants were
excluded from the final data set for being incomplete. Therefore, data from 145
community sample participants were included in final analysis. The mean age for the
community sample was 44.90 (SD = 14.74). Of the community sample, 48.25% were
male and 51.75% were female. The majority of the participants (64.83%) had bachelor’s
degree and only 2.07% had a degree lower than high school graduation. When it comes
to mental health treatment history, 83.45% of the participants in the community sample
reported that they have never received any mental health services and only 2.07%
reported that they currently receive mental health services. Finally, 17 participants
(11.72%) reported that they have received psychiatric diagnoses in the past. Please see

Table 1 for the demographic information regarding the community sample.
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Table 1

General Community Sample Demographic Information

M SD N % Min-Max

Age 44.90 14.74 143 18-86
Household population 3.04 1.14 143 1-6
Household income 5570.36  2598.96 138 1500-15000
(TL/month)
Gender

Male 69  48.25

Female 74 51.75
Marital Status

Single 51 35.66

Married 92 64.34
Education

Primary school 1 .69

Middle school 2 1.38

High school 33 22.76

Bachelor’s 94 64.83

Master’s 13 8.97

Doctorate 2 1.38
Worked (within last year)

Yes 92  65.25

No 13 9.22

Retired 36 25.53
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Table 1 (continued)

M SD N % Min-Max
Previous Psychiatric
Diagnosis
Yes 17 11.72
No 128  88.28
Previous Mental Health
Service
Yes 24 16.55
No 121  83.45
Current Mental Health
Service
Yes 3 2.07
No 142 97.93
Previous Hospitalization
Yes 2 1.38
No 143 98.62
Family Member with
Diagnosis
Yes 20 14.08
No 122 85.92

For the clinical sample, data from 85 individuals with various chronic psychiatric
disorders was obtained. The participants were contacted via community mental health
service centers and non-profit organizations serving patients diagnosed with
schizophrenia and their families, including: Dr. Abdurrahman Yurtaslan Ankara

Oncology Training and Research Hospital Community Mental Health Service, Dr. Nafiz
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Korez Sincan State Hospital Community Mental Health Service (Ankara), Nazilli State
Hospital Community Mental Health Service (Aydin), Ankara Association for Learning
and Supporting to Live with Schizophrenia (Ankara Sizofreni ile Yasamay: Ogrenme ve
Destekleme Dernegi - ASDER), and Ankara Schizophrenia Patients and Relatives
Solidarity Association (Ankara Sizofreni Hastalar1 ve Yakinlar1 Dayanigma Dernegi -
Mavi At). The clinical sample consisted of 67 male (78.82%) and 18 female individuals.
The mean age in this sample was 41.36 (SD = 10.71). Almost half of the participants had
high school degree (48.2%) and the majority of the participants (69.41%) were diagnosed
with schizophrenia according to diagnosis information reported by the participants.
Demographic and diagnostic information for the clinical sample were presented in Table
2 and Table 3.

Table 2

Clinical Sample Demographic Information

M SD N % Min-Max

Age 41.36 10.71 85 22-71
Gender

Male 67 78.82

Female 18 21.18
Marital Status

Single 64 75.29

Married 21 24.71
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Table 2 (continued)

M SD N % Min-Max

Education

Primary school 14 16.47

Middle school 16 18.82

High school 41 48.24

Bachelor’s 14 16.47
Worked (within last year)

Yes 14 16.47

No 53 62.35

Retired 16 18.82
Previous Hospitalization

Yes 74 87.06

No 11 12.94

Table 3
Psychiatric Diagnoses of the Participants in the Clinical Sample

Diagnosis N %
Schizophrenia 59 69.41
Schizoaffective Disorder 5 5.88
Bipolar Affective Disorder 11 12.94
Chronic Psychotic Disorder (Not specified) 6 7.06
Diagnosis not known 4 4.71
Total 85 100
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2.2. Instruments

2.2.1. Perceived Devaluation-Discrimination

PDD scale was first created by Bruce G. Link in 1987 in order to measure the
extent to which a person believes that “most people will devalue or discriminate against
a psychiatric patient” (Link, 1987, p.102). Originally, it was designed as a 12-item survey
measured on a 6-point Likert-type scale with responses ranging from “strongly agree” to
“strongly disagree.” Later in 2002, the wording of PDD was revised and a 13th item was
added to the scale (Link et al., 2002). This latter version utilized a 4-point Likert format.
It has 6 reverse items and the final score is computed by dividing total score to 13. Higher
scores indicate stronger perception of devaluation and discrimination towards people
with mental illness.

Internal consistency reliability of PDD ranged from .82 to .88 (Link et al., 2004;
Kleim et al., 2008) in samples of mental health service consumers. PDD also showed
high internal consistency in general public samples. For example, the German version of
PDD was reported to demonstrate an alpha value of .86 in public survey study
(Angermeyer et al., 2014).

Two-factor and single factor structures were reported for PDD. An exploratory
factor analysis that was conducted on a psychiatric sample showed that positively and
negatively-worded items grouped under separate factors (Interian et al., 2010). These
two factors were named as Perceived Discrimination and Negative Evaluation and
Perceived Acceptance and Non-negative Evaluation. In the same year, a different two-
factor structure was suggested in a study that utilized a modified version of PDD for
specific use on alcohol stigma (Smith, Dawson, Goldstein, & Grant, 2010). In the latter
study, it was hypothesized that the items that depict beliefs represent Perceived
Devaluation factor and the items that depict behaviors represent Perceived
Discrimination factor. Glass, Kristjansson, and Bucholz (2013) tested this two-factor
(Perceived Devaluation and Perceived Discrimination) and single factor structures for

alcohol-stigma PDD in their study with confirmatory factor analysis. Their study showed
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support for both structures. The same factor structures were also tested in a general public
sample of Chinese people for original PDD items using confirmatory factor analysis (Yin
et al., 2014). Again, both single factor and two-factor structures (Perceived Devaluation
and Perceived Discrimination) were supported.

PDD was one of the early measures to target clinical population areas in stigma
research, therefore, the main evidence for PDD’s validity came in the form of construct
validity rather than concurrent validity. In particular, PDD has been found to be
associated with less self-esteem, demoralization (Link, 1987; Link et al., 1989),
depressive symptoms (Link et al., 1997), reduced social networks (Link et al., 1989),
decreased quality of life (Markowitz, 1998; Rosenfield, 1997), low self-efficacy, poor
coping (Kleim et al., 2008), unemployment, and less income (Link, 1982; Link 1987)
among clinical populations.

Although validity of the original PDD was not directly tested by comparing it to
other stigma scales, researchers developing self-stigma and perceived stigma measures
within the last two decades reported associations with PDD. For example, PDD is
positively associated with Internalized Stigma of Mental IlIness scale (r = .35, p < 0.01;
Ritsher et al., 2003) and with Perceptions of Stigmatization by Others for Seeking Help
scale (r = .20, p < 0.001; Vogel et al., 2009). In conclusion, PDD has been recognized as
a valid and reliable measure to utilize in general public and clinical samples. In the
current study, psychometric properties of the Turkish version of PDD were tested in both
clinical and public populations. A copy of the Turkish version of the PDD scale can be

found in Appendix D.

2.2.2. Rosenberg Self-Esteem Scale (RSES)

Developed by Rosenberg (1965), RSES is a 10-item survey that measures self-
esteem of respondents on a 4-point scale. Half of the items (item 1, 2, 4, 6 and 7) are
reverse-coded. The Turkish version of this instrument was created by Cuhadaroglu

(1986) with a study using an adolescent sample. In this version, the total score is
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computed on Guttman scale and it ranges between 0 and 6 points. Points 5 and 6 indicate
low self-esteem, the range between 2 and 4 indicate moderate self-esteem, and points 0
and 1 indicate high self-esteem. Validity of this scale was reported to be .71 as it was
demonstrated by correlations between RSES and interview scores, where self-esteem of
participants were coded as low, moderate or high by interviewer (Cuhadaroglu, 1986).
Internal consistency reliability of this measure was reported in different studies with
Chronbach’s alpha values ranging between .76 and .82 (Cegen, 2008; Giiloglu &
Karairmak, 2010; Tugrul, 1994). Finally, test-retest reliability was reported to be .75
(Cuhadaroglu, 1986). In the current study, RSES was used to test for discriminant
validity of PDD in the public sample, and for convergent validity of PDD in the clinical
sample. Cronbach’s alpha coefficient for RSES was found .86 in community sample and

.79 in clinical sample. A copy of RSES can be found in Appendix G.

2.2.3. Perceptions of Stigmatization by Others for Seeking Help
(PSOSH)

PSOSH is a perceived stigma measure that is developed by Vogel et al. (2009).
It is translated and adapted to Turkish by Sezer and Kezer (2013) with a study conducted
on university students. The survey asks respondents to imagine a scenario where they
decide to receive professional psychological help for a problem in their lives. Then, the
respondents are asked to rate 21 possible reactions to this decision by the people in their
environment. Each reaction is rated on 5-point Likert-type scale based on how much the
participants agree that the people in their environment would show a particular reaction.
Sezer and Kezer (2013) reported PSOSH scale’s Cronbach’s alpha coefficient as .93, test
re-test reliability as .80 and concurrent validity as .72 as it was tested with correlations
between PSOSH and Stigma Scale for Receiving Psychological Help (Komiya et al.,
2000; Topkaya, 2011). In the current study, PSOSH was used to test for convergent

validity of PDD in the general community sample. The Cronbach’s alpha value for the
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general community sample was .96. A copy of the PSOSH scale can be found in
Appendix H.

2.2.4. Beliefs Toward Mental lliness Scale (BMI)

BMI was developed by Hirai and Clum (2000) in order to measure cross-cultural
differences in beliefs toward mental illness and to predict health seeking behavior. It
provides a set of statements that reflect stigmatizing beliefs about mental illness.
Participants are asked to rate these statements based on how much they agree with each
of the statements. BMI was translated and adapted to Turkish by Bilge and Cam (2008).
The Turkish version of BMI consists of 21 items that are measured on a 6-point Likert
format. It has 3 subscales that were supported by factor analysis. These three subscales
are: Incurability and Disturbance in Interpersonal Relationships, Dangerous, and Shame.
Cronbach’s alpha coefficient for the entire scale was .82 and alpha values of its subscales
ranged between .69 and .80 (Bilge & Cam, 2008). The same study also reported small
significant correlations of BMI with Community Mental Health Ideology (r = .18) and
Fear/Exclusion (r = .-17) subscales of Community Attitudes Toward Mentally 11l scale
(Bag & Ekinci, 2006; Taylor & Dear, 1981). In the current study, BMI was used to test
for convergent validity of PDD in the general community sample. Cronbach’s alpha
coefficient for full scale was .90 and alpha coefficients of its subscales ranged between

.69 and .87. A copy of the BMI scale can be found in Appendix I.

2.2.5. Beck Depression Inventory (BDI)

BDI is a 21-item survey that measures depression symptoms (Beck, Ward,
Mendelson, Mock, & Erbaugh, 1961). Each item consists of 4 statements and the
respondents are asked to choose the statement that describes how they have felt over the
past week. Every item is scored between 0 and 3 points. BDI was translated and adapted
to Turkish by Hisli (1988). In her study, the concurrent validity was reported as .50 as it

was measured by the correlation between BDI and Minnesota Multiphasic Personality
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Inventory Depression subscale. Internal consistency reliability was .74. BDI was used,
in the current study, to test for discriminant validity of PDD in the general community
sample. Its Cronbach’s alpha coefficient was found to be .83. A copy of BDI form can
be found in Appendix J.

2.2.6. Internalized Stigma of Mental IlIness Scale (ISM1)

ISMI was developed by Ritsher et al. (2003) as a 29-item survey that aims to
measure internalized mental illness stigma on a 4-point Likert-type scale. The scale
consists of 5 subscales: Alienation, Stereotype Endorsement, Discrimination Experience,
Social Withdrawal, and Stigma Resistance. A total of 5 items in the Stigma Resistance
subscale are reverse-coded (items 7, 14, 24, 26, and 27). The adaptation of Turkish
version, as created by Ersoy and Varan (2007), conserved the 5-factor structure.
Cronbach’s alpha for the Turkish version was .93 and alpha values of its subscales ranged
between .63 and .87. Convergent validity of this measure was demonstrated through
correlations with various scales including RSES (r = -.68), BDI (r = .70), and Brief
Symptom Inventory (r = .59). In the current study, Cronbach’s alpha value of ISMI was
.89 and it was used to test for convergent validity of PDD in the clinical sample. A copy

of the ISMI scale can be found in Appendix K.

2.3. Procedure

2.3.1. Translation

The 13-item version of PDD (see Appendix B for original items in English) was
translated to Turkish using a double translation and reconciliation approach. This
approach involves two independent translators or translator groups creating their own
translated forms in the target language. Then a third independent person or group
(reconciler) reviews the two translated versions and reconciles the differences to create
the final version of the translated form. According to the International Test

Commission’s (2017) adaptation and translation guidelines, this approach is an effective
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translation method to spot possible idiosyncrasies that could be overlooked when
translated with a single translation approach.

The translation of the Turkish version of PDD was carried out by the author of
the current paper and a senior researcher. Both translators are knowledgeable in
psychological measurement methods, advanced statistics in social sciences, and the
concept of mental illness stigma, and are fluent in both English and Turkish. After two
independent translations had been created, another senior researcher reconciled the two
Turkish forms of PDD (see Appendix C for Turkish version of PDD after reconciliation).
The reconciler is a bilingual psychologist who is experienced in the area of cross-cultural
equivalence of measures, and who has lived both in the United States and Turkey.

After the two translations were reconciled into a third form, the Turkish version
of PDD was administered to 6 people from the community. The educational level of six
participants ranged between middle school and university degree and their ages ranged
between 23 and 54. Following the administration of translated PDD, short structured
interviews were conducted with these 6 people (see Appendix A for interview questions)
and their comments were noted. The same procedure was repeated with 3 people who
are diagnosed with a chronic psychiatric disorder (2 schizophrenia and 1 chronic
depression patients). Based on the comments from a total of 9 people, the wording and
sentence structures were revised and the final version of the Turkish version of PDD was

created (Appendix D).

2.3.2. Data collection

The ethical approval for this study was obtained from the Human Subjects Ethics
Committee of the Middle East Technical University, Ankara and Aydin Provincial
Health Directorates, and ethical committees of the Ankara Sincan, Ankara Oncology,
and Aydin Nazilli hospitals. For schizophrenia associations, no official ethical approval
procedure existed. Therefore, verbal permissions from the management of these

associations were obtained to contact their members within the association buildings.
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After receiving all of the necessary approvals and permissions, participants from
the community population were invited to participate using a snowball sampling method.
Those who accepted to participate were given an informed consent form, a survey
package, and an envelope to ensure the privacy of the responses. The author recruited
the clinical sample participants by visiting community mental health service and
schizophrenia association centers. Each participant in this population was informed
verbally about the entire content of the informed consent form. Those who were willing
to participate were provided with the survey package.

Two different survey packages for the two populations were composed in printed
format. The community sample survey package consisted of 6 forms and included the
following: Demographic form, Perceived Devaluation-Discrimination scale, Rosenberg
Self Esteem Scale, Perceptions of Stigmatization by Others for Seeking Help scale,
Beliefs Toward Mental IlIness Scale, and Beck Depression Inventory. The second survey
package, which was composed for the clinical sample, consisted of 4 forms:
Demographic form, Perceived Devaluation-Discrimination scale, Rosenberg Self
Esteem Scale, and Internalized Stigma of Mental Illness scale. The order of the
measurement instruments in each package was counter-balanced. These instruments and

the informed consent form can be found in the Appendices D to K.

2.4. Statistical Analyses

Before the main analyses, the accuracy of data entry was ensured and missing
data were detected using descriptive statistics and frequencies for every variable. No
outliers were detected and missing data were replaced with series mean. However, no
replacement was done for missing data caused by missing pages in survey package. After
data set cleaning, Cronbach’s alpha coefficients were calculated to test internal
consistency reliability of PDD in the community and clinical samples. Then, for
construct validity testing, convergent and discriminant validity of PDD were analyzed

using Pearson’s correlation coefficients between PDD and various other measures. In the
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community sample, correlations between PDD, BMI and PSOSH scales were analyzed
to test for convergent validity. For discriminant validity in this sample, correlations
between PDD, RSES and BDI were analyzed. In the clinical sample, convergent validity
was checked with correlations between PDD, ISMI and RSES. To further evaluate
construct validity, exploratory and confirmatory factor analyses were conducted. Finally,
a hierarchical multiple regression analysis was run to test whether PDD predicts RSES
in clinical sample after controlling for demographic variables. All analyses except
confirmatory factor analysis were conducted using the Statistical Package for Social
Sciences (SPSS) version 20.0 for Windows. The confirmatory factor analysis, on the
other hand, was carried out using EQS version 6.1 for Windows.
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CHAPTER 3

RESULTS

3.1. Preliminary Analyses

As preliminary analysis, in the first place, descriptive statistics for composite
scores of PDD, ISMI, BMI, PSOSH, BDI and RSES were computed for community and
clinical samples (see Table 4). Secondly, a series of one-way ANOVAs and correlation
analyses were conducted to check for possible relations between demographic variables
and scale total scores. For the community sample, a significant effect of marital status on
self-esteem was found, F(1, 136) = 7.17, p < .01. Accordingly, married people (M = .73,
SD = .76) reported significantly lower RSES scores than single people (M = 1.25, SD =
1.51), which indicated that married people have higher self-esteem than single people in
the community sample. Also, age was correlated with PDD in both community (r = -.22,
p <.01) and clinical (r = .24, p < .05) samples, yet with different directions. Additionally,
in the clinical sample, no correlations between PDD and time since initial diagnosis date,
and between PDD and time since last hospitalization date was found.

To continue, all stigma scales, including PDD, ISMI, BMI and PSOSH, were
checked for neutrality of responses using one-sample t-tests against mid-point values.
The results showed no neutral response tendency based on composite scores. Finally,
mean scores of PDD and RSES were compared across samples. The results from t-tests
have shown that while there is no significant difference between general community and
clinical samples for PDD scores, there was a significant difference in terms of RSES
scores. Specifically, participants in the general community sample demonstrated

significantly lower RSES scores (M = .91, SD = 1.10) than those in the clinical sample
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(M = 2.31, SD = 1.52). This suggests that participants in the community sample had
higher self-esteem than the participants in the clinical sample; t(223) = 8.22, p <.000.

Table 4

Descriptive Statistics for Composite Scores of Instruments

M SD N Skewness Kurtosis
Community
Sample
PDD 2.75 .38 144 -.40 1.43
BMI 2.30 .84 145 44 57
PSOSH 2.10 .78 144 59 -.03
BDI 7.93 6.37 142 .83 -.03
RSES 91 1.10 140 1.94 5.08
Clinical Sample
PDD 2.66 .55 85 .01 .59
ISMI 65.81 15.79 85 12 -40
RSES 2.31 1.52 85 51 -.10

Note. PDD: Perceived Devaluation-Discrimination scale, ISMI: Internalized Stigma of Mental IlIness
scale, BMI: Beliefs Toward Mental IlIness scale, PSOSH: Perceptions of Stigmatization by Others for
Seeking Help scale, BDI: Beck Depression Inventory, RSES: Rosenberg Self-Esteem Scale.

3.2. Exploratory Factor Analysis

Previous studies with exploratory and confirmatory factor analyses provided
evidence for one-factor and two-factor structures of PDD (Glass et al., 2013; Interian et
al., 2010; Yin et al., 2014). In these studies, one-factor structure of perceived
devaluation-discrimination, two-factor structure of positively and negatively-worded
items, and two-factor structure with perceived devaluation and perceived discrimination

subscales were investigated. To the author’s knowledge, there is no previous Turkish
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adaptation of PDD. Therefore, for the current study, exploratory factor analyses were
conducted for PDD using clinical and community samples separately before proceeding

with confirmatory factor analysis.

3.2.1. General community sample

Initially, an exploratory factor analysis (EFA) using principle axis factoring
method was conducted with direct oblimin rotation for community sample. Kaiser-
Meyer-Olkin (KMO) test of sampling adequacy was .73, and Bartlett’s test of sphericity
was significant y? (78) = 444.30, p < .001, suggesting factorability of PDD items. The
analysis yielded a four-factor structure with eigenvalues of 3.54, 1.98, 1.19 and 1.01. The
four-factor structure accounted for 59.46% of total variance. However, taking into
account the inflection point in scree plot (Figure 1) and the previous studies reporting
two-factor structures (e.g., Glass et al., 2013; Interian et al., 2010; Yin et al., 2014), the
author decided to reduce the number of factors to 2. Therefore, the analysis was repeated
with 2 forced factors. The new solution explained 42.48% of variance. Loadings in the
factor structure matrix (Table 5) has shown that 7 items (item 5, item 6, item 7, item 9,
item 11, item 12, and item 13) loaded on the first factor and 6 items (item 1, item 2, item
3, item 4, item 8, and item 10) loaded on the second factor.

When the item loadings in suggested factor structure is examined, it becomes
evident that the first factor is composed of negatively-worded items and the second factor
is composed of positively-worded and reverse-coded items. Item 8 (“Most employers
will hire a person who has been hospitalized for mental illness if he or she is qualified
for the job”) loaded on both factors equally, yet the author preferred to keep this item
under the second factor as it is one of the positively-worded items. A similar factor
structure was reported previously by Interian et al. (2010), where the negatively-worded
items comprised Perceived Discrimination and Negative Evaluation factor and the

positively-named items comprised Perceived Acceptance and Non-negative Evaluation
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factor. For the current analysis, these names were adopted for factor 1 and factor 2,
respectively.

In the literature, conventionally accepted cut-off point for factor loadings was
reported as .40 (Matsunaga, 2010). Based on this cut-off point, item 5 and item 8 can be
considered to have poor loadings with .35 and .38 values, respectively. However, the fact
that their loadings are above .30 leaves a window for interpretability (Comrey & Lee,
1992; Tabachnick & Fidell, 2007). At this point, it was decided to keep the original
number of total items and retain a similar structure as the one in clinical sample in order
to facilitate maximum comparability between clinical and general community uses of

PDD. Therefore, no item was deleted from general community version of this scale.

3.2.2. Clinical sample

In the clinical sample, a similar pattern to that of community sample was
observed. First of all, an EFA using principle axis factoring method was conducted with
direct oblimin rotation. Factorability of PDD items in the clinical sample was supported
with KMO test of sampling adequacy (KMO = .74) and Bartlett’s test of sphericity (2
(78) =308.60, p <.001). The analysis yielded a four-factor structure with eigenvalues of
3.77, 2.20, 1.23 and 1.01. The four-factor structure accounted for 63% of total variance.
On the other hand, as in the community sample, the author decided to keep two-factor
structure based on inflection point of scree plot (Figure 2) and previous studies. In
consequence, the analysis was repeated with 2 forced factors. The two-factor solution
explained 45.88% of variance. Loadings in the factor structure matrix suggested that item
loadings were identical to the loadings in the general community sample: 7 items (item
5, item 6, item 7, item 9, item 11, item 12, and item 13) loaded on the first factor and 6
items (item 1, item 2, item 3, item 4, item 8, and item 10) loaded on the second factor.
Again, factor 1 and factor 2 were named Perceived Discrimination and Negative
Evaluation (DNE) and Perceived Acceptance and Non-negative Evaluation (ANNE),

respectively. As seen in Table 6, factor loadings of all items in this sample were above
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conventional cut-off point of .40 (Matsunaga, 2010) and above .45, which was suggested

as a fair factor loading degree by Comrey and Lee (1992).
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Figure 2. Scree plot for factors suggested by EFA for PDD in clinical sample
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Table 5
Factor Structure of PDD in General Community Sample (n = 144)

Perceived Devaluation-Discrimination ltems

Factor

Perceived

Discrimination and

Perceived Acceptance

and Non-negative

Negative Evaluation Evaluation

11. Most young women would be reluctant to date a man who has
been hospitalized for a serious mental illness.

13. Most people think that a person who has been hospitalized for
serious mental illness is dangerous and unpredictable.

12. Once they know a person was in a psychiatric hospital, most
people will take his or her opinions less seriously.

9. Most employers will pass over the application of a person who has
been hospitalized for mental illness in favor of another applicant.

7. Most people think less of a person who has been in a psychiatric
hospital.

6. Most people will not hire a person who has been hospitalized for
serious mental illness to take care of their children, even if he or she

had been well for some time.

12

.63

.60

.59

.55

41

34




197

Table 5 (continued)

5. Most people believe that entering a psychiatric hospital is a sign of
personal failure.

3. Most people believe that a person who has been hospitalized for
serious mental illness is just as trustworthy as the average citizen.

2. Most people believe that a person who has been in a psychiatric
hospital is just as intelligent as the average person.

4. Most people would accept a person who has made a full recovery
from serious mental illness as a teacher of young children in a public
school.

1. Most people would accept a person who once had a serious mental
illness as a close friend.

10. Most people in my community would treat a person who has been
hospitalized for mental illness just as they would treat anyone.

8. Most employers will hire a person who has been hospitalized for

mental illness if he or she is qualified for the job.

.35

.38

12

.68

57

.52

40

.38

Note. Bold characters indicate items loaded to factors in respective columns.
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Table 6
Factor Structure of PDD in Clinical Sample (n = 85)

Perceived Devaluation-Discrimination ltems

Factor

Perceived Perceived Acceptance
Discrimination and and Non-negative

Negative Evaluation Evaluation

13. Most people think that a person who has been hospitalized for
serious mental illness is dangerous and unpredictable

11. Most young women would be reluctant to date a man who has
been hospitalized for a serious mental illness.

7. Most people think less of a person who has been in a psychiatric
hospital.

6. Most people will not hire a person who has been hospitalized for
serious mental illness to take care of their children, even if he or she
had been well for some time.

9. Most employers will pass over the application of a person who
has been hospitalized for mental illness in favor of another

applicant.

12

.68

.59

.53

49
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Table 6 (continued)

5. Most people believe that entering a psychiatric hospital is a sign 48
of personal failure.

12. Once they know a person was in a psychiatric hospital, most 45
people will take his or her opinions less seriously.

3. Most people believe that a person who has been hospitalized for

serious mental illness is just as trustworthy as the average citizen.

2. Most people believe that a person who has been in a psychiatric

hospital is just as intelligent as the average person.

1. Most people would accept a person who once had a serious

mental illness as a close friend.

4. Most people would accept a person who has made a full recovery .33
from serious mental illness as a teacher of young children in a public

school.

8. Most employers will hire a person who has been hospitalized for 37
mental illness if he or she is qualified for the job.

10. Most people in my community would treat a person who has

been hospitalized for mental illness just as they would treat anyone.

-.37

-81

-.64

-.62

-.55

-.50

-.49

Note. Bold characters indicate items loaded to factors in respective columns.



3.3. Internal Consistency Reliability

Reliability of PDD was measured with internal consistency reliability using
Cronbach’s alpha coefficient and ranged from .72 to .79. Deletion of no item resulted in
an improvement for alpha value. Therefore, the original item number was conserved. For
community and clinical samples, Cronbach’s alpha coefficients of PDD and its subscales

were provided in Table 7.

Table 7
Internal Consistency Reliability of PDD and PDD Subscales

Sample Cronbach’s alpha coefficient N

General community sample

PDD .76 144
PDD-DNE 74 144
PDD-ANNE 72 144

Clinical sample

PDD 79 85
PDD-DNE .76 85
PDD-ANNE 77 85

Note. PDD: Perceived Devaluation-Discrimination scale, PDD-DNE: Perceived Discrimination and

Negative Evaluation subscale, PDD-ANNE: Perceived Acceptance and Non-negative Evaluation subscale.

3.4. Confirmatory Factor Analysis

3.4.1. General community sample

To test for two-factor structure of PDD in the general community sample, a
confirmatory factor analysis (CFA) using EQS 6.1 was conducted. Items 5, 6, 7, 9, 11,
12, and 13 were entered as indicators of the DNE factor. The remaining items (1, 2, 3,
4, 8, and 10) were entered as the indicators of the ANNE factor. The results showed

that Mardia’s Z was 15.93. Based on this finding, normality assumption was not met.
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Therefore, robust statistics were taken into account instead of the maximum likelihood
model. The average off-diagonal absolute standardized residual was found .07. When
the percentage of residuals were examined, it was seen that 36.26% of residuals fall
between z scores of -0.1 and 0, and 42.86% of residuals fall between z scores of 0 and
0.1. Robust statistics showed that the model did not fit the data well, Satorra-Bentler
%2 (64) = 105.06, p < .001, CFIl = .84, RMSEA = .07, ClI [.04, .09]. In fact, Hu and
Bentler (1999) argued that for a good model fit, Root Mean Square Error of
Approximation below .06 and incremental fit indices around .95 should be sought.
Therefore, post-hoc modifications were considered to improve the model.

In order to improve the initial model, four post-hoc modifications were
conducted. Based on the suggestions of Lagrange Multiplier (LM) test, an error
covariance was added between error terms of the indicators of ANNE (item 2 and item
3, item 2 and 8) and DNE (item 6 and item 11, item 9 and 12). Each modification was
conducted separately. The model improved gradually and significantly after each
modification (Ay*(1) = 15.71, p <.001; Ay*(1) = 7.11, p <.01; Ay*(1) = 4.11, p < .05;
Ay*(1) = 7.29, p < .01). The final model fit the data very well, Satorra-Bentler y?(60)
= 70.80, p > .05, CFI = .96, RMSEA = .04, CI [.00, .07], supporting Ha. Figure 3

shows path diagram of the Turkish version of PDD in the general community sample.

3.4.2. Clinical sample

Two-factor structure of the Turkish version of PDD was also tested in clinical
sample with CFA using EQS 6.1. Similar to the structure in community sample, items
5,6,7,9 11, 12, and 13 were entered as indicators of DNE factor. The remaining
items (1, 2, 3, 4, 8, and 10) were entered as the indicators of ANNE factor. The results
showed that Mardia’s Z was 5.41. This value suggests a slight non-normality for the

data. Therefore, robust statistics were considered instead of the maximum likelihood
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PDD_5 E26*
PDD_6 E27*
PDD_7 E28*
PDD_9 E30*
PDD_11 077 | E32
PDD_12 Ea3*
PDD_13 079 | Es
PDD_IR E138*
PDD_2R E13g*
PDD_3R 033
PDD_4R | {082
POD_8R | {Toss | E142
PDD_10R | {088 | E143*

Figure 3. Path diagram of two-factor model for Turkish adaptation PDD in general

community sample
Note. DNE: Perceived Discrimination and Negative Evaluation subscale, ANNE: Perceived Acceptance

and Non-negative Evaluation subscale.
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model. The average off-diagonal absolute standardized residual was .08. When the
percentage of residuals was examined, it was seen that 71.43% of residuals fall
between z scores of -0.1 and 0.1. Robust statistics produced the following results,
Satorra-Bentler y 2 (64) = 81.62, p > .05, CFI = .91, RMSEA = .06, CI [.00, .09].
Although the fit index in these results were below the suggested cut-off point of .95
(Hu & Bentler, 1999), it was still above the less strict and conventional cut-off point
of .90 (Russell, 2002). Therefore, the model-data fit was considered to be marginally
acceptable.

In order to explore for the possibilities to improve the initial model, LM test
was conducted. Based on the suggestions of this test, one post-hoc modification was
conducted by adding an error covariance between error terms of the indicators of items
2 and 8. This modification lead to a slight, yet significant improvement Ay?(1) = 5.66,
p <.025. The improved model had a more acceptable fit to the data, Satorra-Bentler
22 (63) = 75.96, p > .05, CFI = .93, RMSEA = .05, CI [.00, .09], supporting Hs. Figure

4 shows path diagram of the Turkish version of PDD in the clinical sample.

3.5. Convergent and Discriminant Validity

3.5.1. General community sample

Partial correlations were examined between PDD, BMI, PSOSH, RSES and BDI
in order to test for convergent and discriminant validities of PDD in the community
sample. Two demographic variables, which are marital status and age, were controlled
in the analysis due to their associations with RSES and PDD as mentioned in the
preliminary analyses.

For convergent validity, it was expected that PDD would be positively and
significantly correlated with BMI (H2) and PSOSH (Hz). The results showed that PDD
and BMI were significantly and positively correlated (r = .30, p < .001). However, no
significant correlation was found between PDD and PSOSH. Therefore, H, was accepted

and Hs was rejected.
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PDD_5 E26*
PDD_6 E27*
PDD_7 E28*
PDD_9 087 | E30*
PDD_11 E32*
PDD_12 E33*
PDD_13 E34*
PDD_IR 081 | E138*
PDD_2R E139*
PDD_3R Eldo*
-0.36*
PDD_4R E141*
PDD_8R 082 | El42*
PDD_10R | {08 | E143

Figure 4. Path diagram of two-factor model for Turkish adaptation PDD in clinical

sample
Note. DNE: Perceived Discrimination and Negative Evaluation subscale, ANNE: Perceived Acceptance

and Non-negative Evaluation subscale.
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In terms of discriminant validity, it was expected that PDD would be weakly
correlated to RSES (Heb) and BDI (Hsg) below .30 level. As indicated by the results, there
was no significant correlation between PDD and RSES; however, a weak but significant
correlation was observed between PDD and BDI (r = .24, p <.01). Accordingly, Hen was
rejected and Hg was accepted. Table 8 provides a list of correlations for the community
sample.

3.5.2. Clinical sample

Convergent validity of PDD was tested in the clinical sample through partial
correlations between PDD, RSES and ISMI. For the analyses in this sample, age was
taken as the control variable due to its association with PDD as mentioned in the
preliminary analyses. It was hypothesized that PDD would be significantly and positively
correlated with both ISMI (H1) and RSES (Hsa), forming the evidence for convergent
validity of PDD in the clinical sample. Indeed, there was a significant positive correlation
between PDD and ISMI (r =.51, p <.001) and a significant positive correlation between
PDD and RSES (r = .34, p <.01). Therefore, both H: and Hea were accepted. Table 9
summarizes correlations between PDD, RSES, ISMI and ISMI subscales.

In addition to correlations, it was hypothesized that PDD would positively and
significantly predict RSES in the clinical sample after controlling for demographic
variables (H7). To test this hypothesis, first, a simple linear regression analysis was
conducted to see whether PDD predicts self-esteem of the participants in the clinical
sample. The results produced a significant regression equation (F(1, 83) = 10.15, p < .01,
R? = .11), showing that PDD significantly predicted RSES scores in a positive direction
(#=.33,B=.91,95% CI [.34, 1.48], p <.01). In order to see whether age has a significant
effect on this equation, a hierarchical multiple regression was conducted. Adding age to
the model did not result in a significant increase in explained variance. However, the
equation was significant (AF(2, 82) = 5.23, p < .01) and PDD still predicted RSES
significantly and positively (8 = .35, B = .95, 95% CI [.37, 1.54], p <.01). As a result,

H- was accepted.
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Table 8

Correlations Between PDD and Other Scales in General Community Sample

Scales PDD PDD- PDD-ANNE BMI BMI-IDIR BMI-D BMI-S RSES PSOSH BDI
DNE
PDD -
PDD-DNE 83*** -
PDD-ANNE J6*** 28*F* -
BMI 30*** 2TH** .20* -
BMI-IDIR Y kol 30*** .20* 94F*rx -
BMI-D 25%* 22%* 18* 86***  65*** -
BMI-S 19%* A1 21* DOFFH 42FF Q4FFx -
RSES .04 A2 -.06 .03 .05 -.04 -.05 -
PSOSH A2 .08 A2 23** 21** 11 14 A7 -
BDI 24** A7* 22% 11 12 .06 .07 A7 20% -

Note 1. *p < .05 level (2-tailed), ** p < .01 level (2-tailed), *** p < .001 level (2-tailed).

Note 2. Age and marital status variables were controlled.

Note 3. PDD: Perceived Devaluation-Discrimination scale, PDD-DNE: PDD Perceived Discrimination and Negative Evaluation subscale, PDD-

ANNE: PDD Perceived Acceptance and Non-negative Evaluation subscale BMI: Beliefs Toward Mental Iliness scale, BMI-IDIR: BMI Incurability

and Disturbance in Interpersonal Relationships subscale, BMI-D: BMI Dangerous subscale, BMI-S: BMI Shame subscale, RSES: Rosenberg Self-

Esteem Scale, PSOSH: Perceptions of Stigmatization by Others for Seeking Help scale, BDI: Beck Depression Inventory.
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Table 9
Correlations Between PDD and Other Scales in Clinical Sample
Scales PDD PDD- PDD- RSES ISMI  ISMI- A ISMI- ISMI- ISMI- ISMI-
DNE  ANNE SE DE SW SR

PDD -
PDD-DNE 82*** -
PDD-ANNE  .80***  .30** -

RSES 34** .20 3oFF* -
ISMI Y Rkl Y Aol 25% A0FF* -
ISMI-A DBFFE B4 FE* .28% A2FFE BTFH* -
ISMI-SE 23% 34** .03 A7 JASFF* BOFHF -
ISMI-DE ALEFE BhFE* A2 24* 83FF*B4F*F B9FA* -
ISMI-SW NCY Skl * laall A1 34** <1 TakalalN O Aokl 1< Sala koY { O kol -
ISMI-SR 30** .02 ATEFE .28* 36*** 24* 01 13 15 -

Note 1. * p <.05 level (2-tailed), ** p <.01 level (2-tailed), *** p <.001 level (2-tailed).

Note 2. Age was controlled.

Note 3. PDD: Perceived Devaluation-Discrimination scale, PDD-DNE: PDD Perceived Discrimination and Negative Evaluation subscale, PDD-ANNE:
PDD Perceived Acceptance and Non-negative Evaluation subscale, RSES: Rosenberg Self-Esteem Scale, ISMI: Internalized Stigma of Mental Iliness
scale, ISMI-A: ISMI Alienation subscale, ISMI-SE: ISMI Stereotype Endorsement subscale, ISMI-DE: ISMI Discrimination Experience subscale, ISMI-
SW: ISMI Social Withdrawal subscale, ISMI-SR: ISMI Stigma Resistance subscale.



CHAPTER 4

DISCUSSION

The main goal of this study was to adapt PDD scale to Turkish language and
culture by demonstrating its psychometric properties with general community and
clinical samples. For this purpose, reliability and validity of PDD were examined with
data from two different samples. Exploratory and confirmatory factor analyses were
conducted to investigate the construct validity of the scale, Cronbach’s alpha values were
calculated to investigate the internal consistency reliability, correlation coefficients
between PDD, ISMI, BMI, BDI, RSES and PSOSH were calculated to investigate
convergent validity, and between PDD, BDI and RSES to investigate discriminant
validity.

Reliability of the Turkish version of PDD was tested with internal consistency
analysis. Inthe literature, it is generally accepted that Cronbach’s alpha values above .70
are acceptable (Pallant, 2007). The results in the current study showed that PDD and its
subscales had alpha values higher than this cut-off point. Therefore, it can be concluded
that PDD has high internal consistency in both clinical and general community
populations.

All hypotheses regarding the clinical sample were supported. That is, PDD
supported a two-factor structure and it was found significantly and positively correlated
to ISMI and RSES, indicating that higher PDD scores were significantly related to higher
internalized stigma and lower self-esteem among psychiatric patients. Moreover, PDD
predicted lower self-esteem for psychiatric patients.

For the community sample, although the majority of the hypotheses were

supported, two of the hypotheses were rejected. More specifically, parallel with author’s
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expectations, PDD supported a two-factor structure and it was significantly and
positively related to stigmatizing beliefs in general community as measured by BMI.
Also, PDD was weakly related to depressive symptoms as measured by BDI among
general community residents, confirming the study hypotheses. However, in contrast to
the expectations, PDD was not related to stigma of seeking psychological help (PSOSH)
and self-esteem (RSES) in the general community sample. Despite the two rejected
hypotheses, overall, the two-factor Turkish version of PDD emerged as a reliable and
valid scale to be used for stigma research in both general community and clinical
populations.

In the community and clinical samples, EFA results showed that negatively-
worded and positively-worded items grouped under separate factors. This finding is in
line with a previous study that was conducted with a sample of Latino people with
depression (Interian et al., 2010). Therefore, the factor names as in Interian et al. (2010)
study were used in the present study as well. When the item-factor loadings in EFA were
examined, it was seen that the loadings in the clinical sample were above the
conventionally accepted cut-off point of .40 (Matsunaga, 2010). Moreover, all items in
this sample loaded to their respective factors above the cut-off point of .45, which was
suggested as a fair degree of factor loading by Comrey and Lee (1992). This provided a
clear picture for the two-factor structure of PDD in the clinical sample. On the other
hand, in the community sample, items 5 and 8 had factor loadings lower than the cut-off
point of .40. Among these two items, item 5 (“Most people believe that entering a
psychiatric hospital is a sign of personal failure”) has previously been reported as one
problematic item in an EFA conducted by Interian et al. (2010) for not loading to PDD.
For the present study, although this item loaded to its respective factor, its loading was
in the questionable range for the community sample. What is more, despite having a fair
level of factor loading in the clinical sample, item 5 still represented one of the weakest

loadings in clinical sample too. In this regard, the present study supports the previous
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finding since item 5 also appears to be a relatively problematic item in the Turkish
version of PDD.

The other item with questionable loading, item 8 (“Most employers will hire a
person who has been hospitalized for mental illness if he or she is qualified for the job”),
had equal loadings to both DNE and ANNE factors. However, this result was unique to
the community sample and item 8 had a clear loading in the clinical sample. This
difference is interesting and it might be stemming from the fact that item 8 was rated
neutrally by the community sample participants (44.4% of participants rated 2, and
46.5% of participants rated 3 on a 4-point Likert scale). However, from a different
perspective, this difference might also reflect the difference between opinions and
experience. Undoubtedly, the participants in the clinical sample are more likely to have
experienced the situation described in item 8 as a real-life situation and faced a different
result than what is expressed as an opinion by community residents.

The two-factor structure of PDD as shown in EFA results was also tested with
CFA. Analysis results showed that the two-factor model for PDD had a good data-model
fit in the community sample and an acceptable data-model fit in the clinical sample.
These findings support construct validity of PDD in general community and clinical
samples. On the other hand, although the results support the two-factor structure of
negatively and positively-worded subscales for PDD, it should be noted that these
subscales were not proposed by Link (1987) in the original PDD scale. Therefore, the
two subscales introduced in current study do not necessarily measure different aspects of
perceived stigma. In fact, it is possible that the two-factor solution reflects a wording
effect. It is known that making use of both positive and negative sentence structures in
the same survey can lead to an artificial method factor in factor analysis (Harvey,
Billings, & Nilan, 1985). Idaszak and Drasgow (1987) showed that such an “arti-factor”
can disappear when the reverse-coded items are re-written in a non-reverse-coded

fashion.
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The literature on factor analysis of PDD also contains some evidence for a
wording effect. For example, in a CFA conducted by Glass et al. (2013), reverse-coded
items of a modified version of PDD were loaded on a Latent Method Factor in order to
control for the wording-effect in PDD. The result of their study showed that CFA
supports both the single factor and two-factor (perceived devaluation and perceived
discrimination) structures. The present study did not test for a possible wording-effect
by comparing multiple models in CFA. Therefore, separate uses of PDD subscales (DNE
and ANNE) is not recommended until the wording effects are tested in the Turkish
version.

In CFA, some error terms were allowed to covary in order to achieve a good data-
model fit. Brown (2006) stated that correlated errors may result from social desirability
and method effects, such as questionnaire structures and wording of the items. It can be
argued that PDD items are more likely to generate politically correct responses in general
community populations, which, by definition, consist of the perpetrators of
stigmatization process as compared to the clinical populations, which consist of victims
of stigmatization. Consequently, more correlated errors that arise from social desirability
effect can be expected in the general community sample than the clinical sample. In fact,
in order to achieve a good data-model fit, 4 error covariances were used in the general
community sample CFA (between items 6 and 11, 9 and 12, 2 and 3, 2 and 8), as opposed
to 1 error covariance in the clinical sample CFA (between items 2 and 8).

The correlated errors between items 2 and 8 in particular, on the other hand, can
be attributed to a different reason than social desirability. Indeed, the correlated error
between these two items was present in both the general community and clinical samples.
When the content of these items are examined, it can be seen that item 2 (“Most people
believe that a person who has been in a psychiatric hospital is just as intelligent as the
average person”) and item 8 (“Most employers will hire a person who has been
hospitalized for mental illness if he or she is qualified for the job”) ask participants to

rate statements based on qualities such as intelligence and job competence. Each of these
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qualities can be somehow objectively measured with tools such as intelligence tests or
job performance evaluation instruments. This might have resulted in a cognitive bias of
belief in a just world, which is a belief that “everyone gets what they deserve and
deserves what they get” (Dalbert & Donat, 2015, p.487). Such a bias might have resulted
in a common error variance across both samples between items 2 and 8. Therefore, an
error covariance was used between the error terms of these items.

In addition to EFA and CFA, convergent validity of PDD was tested in the
clinical and community samples. In the clinical sample, this test was conducted by
investigating the relationship between PDD, ISMI, and RSES. ISMI (Ritsher et al., 2003)
IS a survey that is used to measure internalized stigma of patients with mental disorders,
and RSES (Rosenberg, 1965) is used in order to measure self-esteem. Previously,
researchers reported associations between PDD and ISMI (Brohan et al., 2010; Ritsher
et al., 2003), and between PDD and RSES (Link et al., 2001) in clinical sample studies.
The results of the present study were in line with these findings as they demonstrated
significant positive correlations between PDD and ISMI, as well as between PDD and
RSES in the clinical sample. Therefore, these findings support the construct validity of
PDD in the clinical sample.

In order to test for convergent validity in the community sample two stigma scales
were used. One of these scales, BMI, was designed to measure cross-cultural differences
in beliefs toward mental illness (Hirai & Clum, 2000). To the author’s knowledge, there
is no previous study that investigated the relationship between BMI and PDD.
Nonetheless, BMI was included in the present study for convergent validity testing
because BMI and PDD measure paralleling stigma components. In fact, as in BMI,
statements on public beliefs about mental illness comprise a large proportion of PDD
items. The results of the current study produced the expected results: BMI and PDD were
significantly and positively correlated. This finding supports convergent validity of PDD

in general community populations.
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The second scale, PSOSH, which was used in current study to test for convergent
validity of PDD in the community sample, was created by VVogel et al. (2009) to measure
perception of stigma for seeking psychological help. Vogel and his colleagues (2009)
reported a small but significant correlation between PSOSH and PDD to support the
validity of PSOSH in a student sample. However, in contrast to the previous finding
reported by Vogel et al. (2009), no significant correlation between PDD and PSOSH was
observed in the present study. Sample characteristics, particularly age difference, might
have accounted for this unexpected result. In fact, Vogel et al. (2009) demonstrated the
correlation between PDD and PSOSH on a college student sample in the United States.
However, the mean age of the community sample is 44.90 for the current study, which
is much older than a typical college student sample. Therefore, the small positive
correlation reported in Vogel et al. (2009) study might have lost its significance due to
age difference in the current study. Cultural differences, on the other hand, are less likely
to have contributed to this unexpected result. In support of this argument, a study
conducted in Turkey, which applied PSOSH on an undergraduate student sample, has
demonstrated that the public perception of stigma leads to self-stigmatizing attitudes and
this, in turn, leads to negative attitudes toward seeking psychological help (Topkaya,
Vogel, & Brenner, 2017). Hence, cultural differences do not necessarily mask the
relationship between public stigma perception and help-seeking attitudes in Turkey.

Finally, discriminant validity of PDD was tested in the community sample. In
order to do this, RSES and BDI were used. The main logic behind this choice comes
from specific predictions of MLT. According to this theory, higher levels of perceived
devaluation and discrimination should be associated with more negative psychological
outcomes for people with official psychiatric diagnosis, but not for people who are not
diagnosed with a psychiatric disorder (Link et al., 1989; Link et al., 2004). Previous
studies showed that PDD was related to depressive symptoms (Link et al., 1997) and
diminished self-esteem (Link et al., 2001) in clinical samples. It was also shown that

PDD predicted demoralization among those with a psychiatric diagnosis, but not among
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people without an official diagnosis (Link, 1987). As a result, for this study, it was
expected that there would only be a weak, if any, relation between PDD and BDI or
between PDD and RSES in the community sample, because most of the participants in
this sample do not have any psychiatric diagnoses. As expected, there was a weak
correlation between PDD and BDI for the community sample. Yet, no association was
observed between PDD and RSES in this sample. Although the lack of a weak
association between PDD and RSES resulted in rejecting the hypothesis, this finding is
still an important evidence for discriminant validity of PDD in the community sample.
In fact, discriminant validity is defined as a lack of relation or as a weak relation between
two unrelated constructs (Mungas et al., 2014). Therefore, both the weak correlation
between PDD and BDI, and the lack of relation between PDD and RSES support
discriminant validity of PDD in the community sample.

Although the weak correlation between PDD and BDI is an evidence for
discriminant validity of PDD in the community sample, this relation still requires an
explanation, because MLT does not predict for a relation between PDD and depressive
symptoms among non-labeled community members (Link et al., 2004). Moreover, Link
(1987) reported a lack of association between PDD and demoralization scale, which
measures some depressive symptoms among general community members. However, the
demoralization scale (Dohrenwend, Shrout, Egri, & Mendelsohn, 1980) that Link (1987)
used a in his study is not a direct measure of depression. Although the demoralization
scale measured certain depressive symptoms such as poor appetite, sad or depressed
feelings, and helplessness, it has been demonstrated that demoralization is a distinct
condition from depression (Tecuta, Tomba, Grandi, & Fava, 2015). Therefore, the
finding regarding the significant correlation between PDD and BDI in a general
community sample does not necessarily contradict with Link’s (1987) findings.
Moreover, the fact that there is a small correlation between PDD and BDI might reflect
negative cognitive biases associated with depressive mood. Indeed, it is established that

depression might affect how people perceive different situations, recall information, and
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make appraisals (Gotlib & Joorman, 2010). Therefore, participants with higher
depression scores might have displayed a bias towards negative responses in PDD scale.

In conclusion, validity tests for PDD in the clinical sample provided solid
evidence supporting its use as a perceived stigma measure on clinical populations.
Although not as strong as the evidence in the clinical sample, the tests conducted with
the general community sample also provided support for the validity of PDD’s use on

public populations.

4.1. Contributions and Implications

The purpose of the present study was to develop a Turkish version of PDD. Being
applicable to both clinical and community populations, PDD is unique in that it allows
for comparisons of patient and non-patient samples in stigma research. Such comparisons
are now possible in the Turkish cultural context with the introduction of the Turkish form
of PDD. Moreover, since PDD has been used in many other countries, cross-cultural
comparisons including Turkish and other cultural contexts may become feasible.

As mentioned in the method section, a fair amount of evidence for the construct
validity of PDD was reported in previous clinical population studies. With respect to this
point, the current study supported previous research findings. However, only few studies
investigated construct validity of PDD in general community samples. In one such study,
Yin et al. (2014) investigated the construct validity of PDD with a Chinese sample using
a CFA. Their results supported construct validity of PDD in Chinese general public
population. Nevertheless, there is still an important gap in the literature regarding
convergent and discriminant validity evidence for PDD in public populations. Hence, the
present study can be another step towards filling the gap in the literature regarding the
construct validity of PDD in public samples, by investigating the factor structure, and
convergent and discriminant validity of PDD using a Turkish community sample.

Implications of the current study findings are limited to the general uses of PDD.

First of all, PDD can be used as a perceived stigma and internalized stigma measure in
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clinical populations. Secondly, it can be used in general public populations in order to
assess perceived public stigma of mental illness. As mentioned previously, when used
on public populations, PDD can be expected to generate less social desirability bias
because it asks respondents what most people think rather than directly asking their
personal judgment (Link & Cullen, 1983). Finally, because PDD was originally created
in order to test Modified Labeling Theory predictions, it can be used to study this theory

in Turkish cultural context.

4.2. Limitations of the Present Study and Future Research Directions

The current study has several limitations. First of all, due to lack of resources,
EFA and CFA could not be conducted on independent samples. Therefore, the findings
regarding CFA should be interpreted with caution. Future studies are needed to conduct
independent CFA to test for the two-factor structure presented in the current study.
Second, as mentioned previously, there are different studies reporting not only two-factor
solutions for PDD but also a single-factor structure. The current study only tested for one
of the two-factor solutions; however, a comparison of various models as suggested in the
literature is needed, specifically after controlling for the wording effect. Third, both
clinical and community samples of the present study were somewhat homogeneous. For
example, the majority of the community sample consisted of university graduates and
the majority of clinical sample participants were males with diagnoses from
psychotic/schizophrenic spectrum. Therefore, the findings might reflect specific
tendencies of these groups and may have low generalizability. Finally, as in all studies
using self-report measures, social desirability bias might have affected the observed
results, especially in the general community sample. For example, for BMI scale, which
asks respondents’ direct judgments about mental illness, the overall responses were
significantly below neutral midpoint of 2.5, which indicated low stigmatizing beliefs
based on composite scores in the community sample. On the other hand, for PDD, which

asks participants to rate what most people think about individuals with mental illness, the
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responses were significantly above the neutral midpoint of 2.5, which indicated high
stigma perception based on composite scores in community sample. If this difference
between the two stigma scales stemmed from a social desirability bias as previously
exemplified by Elinson, Padilla and Perkins (1967), the true strength of some
associations might be masked by this bias. The current study lacked a control measure

for such a confounding effect.
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APPENDICES

A. TRY-OUT INTERVIEW QUESTIONS

Anketin nasil doldurulmasi gerektigi yeterince net anlasiliyor mu? Agiklaymiz.
. Ankette anlasilmasi gii¢ kelimeler, ctimleler veya ifadeler bulunuyor mu?
Belirtiniz.

. Ankette genel olarak size rahatsizlik veren bir ifade var m1? Belirtiniz.

. Anketle ilgili herhangi bir konuda (anketteki ifadeler, anketin doldurulma sekli,
anketin genel goriintiisii vs.) 6neriniz var midir? Belirtiniz.

. Ankete eklense giizel olurdu dediginiz bir soru var midir?
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B. ORIGINAL PDD FORM IN ENGLISH

Please rate your level of agreement with the following statements on a scale from 1 to
4, where “1” means you strongly disagree, “2”” means you disagree, “3” means you
agree, and “4” means you strongly agree Note that some of the statements are inverted
(meaning their scale is reversed, compared to the other questions). So please read each
statement carefully, then circle the number that best expresses your feeling.

Strongly
Disagree

Strongly

Disagree Agree Agree

1. Most people would accept
a person who once had a
serious mental illness as a
close friend.

2. Most people believe that a
person who has been in a
psychiatric hospital is just as 1 2 3 4
intelligent as the average
person.

3. Most people believe that a
person who has been
hospitalized for serious
mental illness is just as
trustworthy as the average
citizen.

4. Most people would accept
a person who has made a full
recovery from serious mental 1 2 3 4
illness as a teacher of young
children in a public school.

5. Most people believe that
entering a psychiatric hospital 1 2 3 4
is a sign of personal failure.

6. Most people will not hire a
person who has been
hospitalized for serious
mental illness to take care of 1 2 3 4
their children, even if he or
she had been well for some
time.
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7. Most people think less of a
person who has been in a
psychiatric hospital.

8. Most employers will hire a
person who has been
hospitalized for mental illness
if he or she is qualified for the
job.

9. Most employers will pass
over the application of a
person who has been
hospitalized for mental illness
in favor of another applicant.

10. Most people in my
community would treat a
person who has been
hospitalized for mental illness
just as they would treat
anyone.

11. Most young women
would be reluctant to date a
man who has been
hospitalized for a serious
mental illness.

12. Once they know a person
was in a psychiatric hospital,
most people will take his or
her opinions less seriously.

13. Most people think that a
person who has been
hospitalized for serious
mental illness is dangerous
and unpredictable.
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C. PDD FORM AFTER RECONCILIATION PROCESS

Liitfen asagidaki ifadelere ne derecede katildiginizi 1°den 4’e kadar olan dlgek tizerinde
belirtiniz. Olcekteki rakamlardan “1” hi¢ katilmadigmniz, *“2” katilmadiginiz, “3”
katildiginiz, ve “4” tamamen katildiginiz anlamina gelmektedir. Liitfen verilen climleleri
dikkatlice okuyarak sizi en iyi ifade eden rakami daire i¢ine aliniz. Her soru i¢in yalnizca
tek bir rakami daire i¢ine aliniz.

Hig Tamamen
il Katilmiyorum | Katiliyorum il

1. Cogu kisi 6nceden
ciddi bir ruhsal hastalik
gecirmis biriyle yakin 1 2 3 4
arkadas olmay1 kabul
eder.

2. Cogu kisi akil
hastanesinde tedavi
gOrmiig birinin ortalama 1 2 3 4
biri kadar zeki olduguna
inanir.

3. Cogu kisi akil
hastanesinde yatmis
birinin ortalama bir 1 2 3 4
vatandags kadar giivenilir
olduguna inanuir.

4. Cogu kisi gecirdigi
ciddi ruhsal hastaliktan
tamamen kurtulmus olan
birinin devlet okulunda 1 2 3 4
kiigiik ¢ocuklara
ogretmenlik yapmasim
kabul eder.

5. Cogu kisi akil
hastanesine girmenin
kisisel bir basarisizlik
olduguna inanir.

6. Cogu kisi ciddi bir
ruhsal hastalik sebebiyle
hastanede yatmis olan 1 2 3 4
birini, o kisi bir siiredir
iyi durumda olsa dahi
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¢ocuklarina bakici olarak
ise almaz.

7. Cogu kisi akil
hastanesine girmis
biriyle ilgili olumsuz
diisiiniir.

8. Cogu isveren ruhsal
hastalik sebebiyle
hastanede yatmis birini,
eger o is icin yeterli
beceriye sahipse ige alir.

9. Cogu igveren ruhsal
hastaligindan dolay1
hastanede yatmis birini
ise almak yerine bagka
bir adayi tercih eder.

10. Benim ¢evremdeki
cogu kisi herhangi birine
nasil davraniyorsa,
ruhsal bir hastalik
sebebiyle hastanede
yatmus birine de ayni
sekilde davranir.

11. Cogu geng kadin
ciddi bir ruhsal
hastaliktan dolay1
hastanede yatmus biri ile
romantik iliski yagama
konusunda isteksiz olur.

12. Cogu kisi akil
hastanesinde yatmis
oldugunu 6grendikleri
kisinin goriislerini daha
az ciddiye alir.

13. Cogu kisi ciddi bir
ruhsal hastalik sebebiyle
hastanede yatmis birinin
tehlikeli ve 6ngoriilemez
oldugunu diisiiniir.
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D. PDD FORM AFTER FINAL REVISION

Liitfen asagidaki ifadelere ne derecede katildiginizi 1°den 4’e kadar olan dlgek tizerinde
belirtiniz. Olgekteki rakamlardan “1” hi¢ katlmadigimz, “2” katlmadigimz, “3”
katildigimz, ve “4” tamamen katildiimiz anlammma gelmektedir. Liitfen verilen
ctimleleri dikkatlice okuyarak sizi en iyi ifade eden rakami daire i¢ine aliniz. Her climle
icin yalnizca tek bir rakami daire i¢ine almiz.

Hig
Katilmiyorum

Katilmryorum

Katilryorum

Tamamen
Katiliyorum

1. Cogu kisi 6nceden
ciddi bir ruhsal hastalik
gecirmis biriyle yakin
arkadags olmay1 kabul
eder.

2. Cogu kisi psikiyatri
hastanesinde tedavi
gOrmiig birinin ortalama
biri kadar zeki olduguna
inanir.

3. Cogu kisi psikiyatri
hastanesinde yatmis
birinin ortalama bir insan
kadar giivenilir olduguna
inanir.

4. Cogu kisi gecirdigi
ciddi ruhsal hastaliktan
tamamen kurtulmus olan
birinin devlet okulunda
kiigiik ¢ocuklara
ogretmenlik yapmasini
kabul eder.

5. Cogu kisi psikiyatri
hastanesine girmenin
kisisel bir basarisizlik
olduguna inanir.

6. Cogu kisi ciddi bir
ruhsal hastalik sebebiyle
hastanede yatmis olan
birini, bir stiredir 1yi
durumda olsa bile,

84




¢ocuklarina bakici olarak
ise almaz.

7. Cogu kisi psikiyatri
hastanesine girmis
biriyle ilgili olumsuz
diisiiniir.

8. Cogu igveren ruhsal
hastalik sebebiyle
hastanede yatmis birini,
eger o is icin yeterli
beceriye sahipse ige alir.

9. Cogu igveren ruhsal
hastaligindan dolay1
hastanede yatmis birini
ise almak yerine bagka
bir adayi tercih eder.

10. Benim ¢evremdeki
cogu kisi herkese nasil
davrantyorsa, ruhsal bir
hastalik sebebiyle
hastanede yatmis birine
de ayn sekilde davranir.

11. Cogu geng kadin
ciddi bir ruhsal
hastaliktan dolay1
hastanede yatmis bir
adamla romantik iliski
yasama konusunda
isteksiz olur.

12. Cogu kisi psikiyatri
hastanesinde yatmis
oldugunu 6grendikleri
kisinin goriislerini daha
az ciddiye alir.

13. Cogu kisi ciddi bir
ruhsal hastalik sebebiyle
hastanede yatmis birinin
tehlikeli ve 6ngoriilemez
oldugunu diisiiniir.
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E. INFORMED CONSENT FORM

ARASTIRMAYA GONULLU KATILIM FORMU

Bu arastirma, ODTU Psikoloji Boliimii Yiiksek Lisans dgrencisi Kutay Sacak
tarafindan Dog. Dr. Deniz Canel Cinarbas danismanligindaki yiiksek lisans tezi kapsaminda
yiiriitiilmektedir. Bu form sizi arastirma kosullar1 hakkinda bilgilendirmek igin hazirlanmigtir.

Caliymanin Amaci Nedir?

Bu aragtirmanin amaci, ruhsal hastaligi bulunan biriylere yonelik toplumdaki
ayrimcilik ve degersizlestirme algisini dlgmek iizere kullanilan bir 6lgiim aracinin Tiirkge’ye
terclimesi ve uyarlamasini yapmaktir.

Bize Nasil Yardime1 Olmamaz Isteyecegiz?

Arastirmaya katilmay1 kabul ederseniz, sizden beklenen, ankette yer alan bir dizi
soruyu derecelendirme 6l¢egi lizerinde yanitlamaniz olacaktir. Bu ¢aligmaya katilim ortalama
olarak 20 dakika siirmektedir.

Sizden Topladigimz Bilgileri Nasil Kullanacagiz?

Arastirmaya katiliminiz tamamen goniilliiliik temelinde olmalidir. Ankette, sizden
kimlik veya kurum belirleyici higbir bilgi istenmemektedir. Cevaplariniz tamamiyla gizli
tutulacak, sadece arastirmacilar tarafindan degerlendirilecektir. Katilimcilardan elde edilecek
bilgiler toplu halde degerlendirilecek ve bilimsel yayimlarda kullanilacaktir. Sagladiginiz
veriler goniillii katilim formlarinda toplanan kimlik bilgileri ile eslestirilmeyecektir.

Katihmimzla ilgili bilmeniz gerekenler:

Anket, genel olarak kisisel rahatsizlik verecek sorular icermemektedir. Ancak, katilim
sirasinda sorulardan ya da herhangi baska bir nedenden 6tiirii kendinizi rahatsiz hissederseniz
cevaplama isini yarida birakmakta serbestsiniz. Boyle bir durumda anketi uygulayan kisiye,
anketi tamamlamadiginizi sdylemek yeterli olacaktir.

Arastirmayla ilgili daha fazla bilgi almak isterseniz:

Anket sonunda, bu ¢alismayla ilgili sorulariniz cevaplanacaktir. Bu ¢alismaya
katildiginiz i¢in simdiden tesekkiir ederiz. Calisma hakkinda daha fazla bilgi almak i¢in
Psikoloji Boliimii 6gretim {iyelerinden Dog. Dr. Deniz Canel Cinarbag (E-posta:
dcanel@metu.edu.tr) ya da yiiksek lisans 6grencisi Kutay Sacak (E-posta:
kutay.sacak@metu.edu.tr) ile iletisim kurabilirsiniz.

Yukaridaki bilgileri okudum ve bu caliymaya tamamen goniillii olarak katiltyorum.

Isim Soyad Tarih Imza
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F. DEMOGRAPHIC FORM

Yasimz: Cinsiyetiniz:
Medeni durumunuz: [ JEvli [ ] Bekar

Hanenizde yasayan toplam Kkisi sayisi:

Aylik toplam hane geliriniz:

Egitim durumunuz (Liitfen mezun olarak bitirdiginiz son egitimi isaretleyiniz):

[ ] Okuma yazma bilmiyorum ve mezuniyetim yok. [ ]Lise mezunuyum.

[ 1 Mezuniyetim yok ancak okuma yazma biliyorum. [ ] Universite mezunuyum.

[ ] ilkokul mezunuyum. [ ] Yiiksek Lisans mezunuyum.
[ ] Ortaokul mezunuyum. [ ] Doktora mezunuyum.
Liitfen son bir yil (son 52 hafta) icerisindeki calisma durumunuzu belirtiniz:

[ 1Son bir yilda gelir getiren bir iste toplam _ hafta calistim. (Sayisini belirtiniz)

[ ] Son bir yildir gelir getiren bir iste hi¢ caligmadim. [ ] Suanda emekliyim.

Daha 6nce herhangi bir ruhsal saghk hizmeti aldimz m? (Ornek: Psikiyatrik ilag tedavisi,
Psikoterapi)

[ ]Hayir [ 1Evet (Liitfen aldiginiz hizmeti belirtiniz):

Suanda herhangi bir ruhsal saghk hizmeti alyor musunuz? (Ornek: Psikiyatrik ilag
tedavisi, Psikoterapi)

[ ]Haywr [ 1Evet (Liitfen aldiginiz hizmeti belirtiniz):

Daha 6nce herhangi bir psikiyatrik tam aldimz m?

[ ]Haywr [ 1 Evet (Liitfen taniyr belirtiniz):

Cevabiniz “Evet” ise ne kadar zaman énce bu taniyt aldiniz?:

Daha 6nce herhangi bir sebeple bir psikiyatri boliimiinde yatih hasta olarak saghk
hizmeti aldimz nm?

[ ]Haywr [ 1Evet (En son ne zaman bu hizmeti aldiniz?):

Yakin ailenizde (anne, baba, ¢cocuk veya kardes) psikiyatrik tan1 alms bir birey
bulunuyor mu?

[ ]Hayr [ ]Evet
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G. ROSENBERG SELF ESTEEM SCALE

Asagidaki ciimleleri okuyarak sizin i¢in uygun olan sikki isaretleyiniz.

1) Kendimi en az diger insanlar kadar degerli buluyorum.

a. Cok dogru b. Dogru c. Yanlis d. Cok yanlis
2) Bazi olumlu 6zelliklerim oldugunu diisiiniiyorum.

a. Cok dogru b. Dogru c. Yanlis d. Cok yanlis
3) Genelde kendimi basarisiz bir kisi olarak gorme egilimindeyim.

a. Cok dogru b. Dogru c. Yanlis d. Cok yanlis
4) Ben de diger insanlarin bircogunun yapabildigi kadar bir seyler yapabilirim.

a. Cok dogru b. Dogru c. Yanlis d. Cok yanlis
5) Kendimde gurur duyacak fazla bir sey bulamyorum.

a. Cok dogru b. Dogru c. Yanlis d. Cok yanlig
6) Kendime karsi olumlu bir tutum icindeyim.

a. Cok dogru b. Dogru c. Yanlis d. Cok yanlig
7) Genel olarak kendimden memnunum.

a. Cok dogru b. Dogru c. Yanlis d. Cok yanlig
8) Kendime karsi1 daha fazla saygi duyabilmeyi isterdim.

a. Cok dogru b. Dogru c. Yanlis d. Cok yanlig
9) Bazen kesinlikle kendimin bir ise yaramadigim diisiinityorum.

a. Cok dogru b. Dogru c. Yanlis d. Cok yanlis
10) Bazen kendimin hi¢ de yeterli bir insan olmadigini diisiiniiyorum.

a. Cok dogru b. Dogru c. Yanlis d. Cok yanlis
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H. PERCEPTIONS OF STIGMATIZATION BY OTHERS FOR SEEKING
HELP SCALE

Asagida gevre tarafindan damgalanmaya iliskin kisisel algilar1 ortaya koyan baz1
ifadeler verilmistir. Liitfen her bir ifadeyi dikkatle okuyunuz. Her bir climleyi okuduktan
sonra; “hi¢ katilmiyorum”, “katilmiyorum”, “kararsizzim”, “katihyorum”,
“tamamen katihyorum” segeneklerinden sizin i¢in uygun olanin altina (X) isareti
koyunuz.

Egitiminiz veya mesleginize iliskin kendi basiniza ¢Ozemeyeceginiz bir
sorununuz oldugunu diisiiniin. Bu sorunla ilgili psikolojik danigma yardimi almaya karar
verirseniz, etkilesim icinde oldugunuz insanlarin asagida ifade edilen tepkileri ne
diizeyde gostereceklerini diistiniirsiiniiz?

Etkilesim icinde oldugunuz insanlar...

g E 3
= 8E | E |
= S 5 S | g
£ E cE Z |3
g = £ £ | E
=32 CE |2 |CZ
1 | Sizinle ilgili daha az iyi niyetli () () () ()1 ()
diistiniirler.
2 | Sizinle ilgili kétii seyler diisiiniirler. () () () ()| ()
3 | Size olumsuz tepki verirler. () () () ()] ()
Sizi ciddi sekilde rahatsiz biri olarak
4 coriirler. ()] O) () | O O)
5 | Baskalar1 i¢in risk olusturdugunuzu () () () ()1 ()
diistiniirler.
6 | Deli oldugunuzu diisiiniirler. () () () ()| ()
7 | Sizden korkarlar. () () () ()] ()
8 | Sizi giigsiiz goriirler. () () () ()| ()
9 | Sizden daha az hoslanirlar. () () () ()| ()
10 | Baskalarma sizinle ilgili olumsuz seyler () () () ()1 ()
soylerler.
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11 | Sizden utanirlar. () () () ()| ()
12 | Size gocukmussunuz gibi davranirlar. () () () ()| ()
13 | Sizi daha az ¢ekici bulurlar. () () () ()| ()
Sizin 6ngoriilemez (tahmin edilemez)
14 oldugunuza inanirlar. ® ® ® )] 0)
15 | Bu durumun sizin hataniz oldugunu () () () ()| ()
distiniirler.
16 | Bir ise giremeyeceginizi iddia ederler. () () () ()| (O)
17 | Daha saldirgan ve tehlikeli oldugunuzu | () () () ()| )
distiniirler.
18 | Size kizarlar. () () () ()| ()
19 | Sizin bulundugunuz ortamlarda
kendilerini rahatsiz hissederler. ) ) ) Q10
Size diger insanlardan farkl
20 davranirlar. ) ) ) 00
21 Kendi basiniza bir seyin iistesinden 0) 0) 0) O O)

gelemeyeceginize inanirlar.
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Asagidaki

I. BELIEFS TOWARD MENTAL ILLNESS SCALE

ifadeler,

sizin ruhsal

hastaliga yonelik

inanglarinizi

Olgmek icin

gelistirilmigtir. Bu ifadeleri dikkatlice inceleyerek en dogru sekilde yamitlamaniz oldukca
onemlidir. Ankete vereceginiz yanitlar arastirmacilar disinda hi¢ kimse tarafindan okunmayacak
ve farkli bir amagla kullanilmayacaktir. Asagidaki her bir maddenin yanina, ilgili madde i¢in size
gore uygun gelen say1y1 isaretleyiniz. Liitfen size uygun olan tek bir kutucuga X isareti koyarak
yanitinizi belirtiniz.

0.Tamamen 1.Cogunlukla | 2.Kismen 3.Kismen 4.Cogunlukla | 5.Tamamen

Katilmiyorum | Katilmiyorum | Katilmiyorum | Katiliyorum | Katiliyorum | Katiliyorum

S0 1 2 4 5
1 2 3 4 5

Ruhsal hastalig1 olan bir bireyin baskalara zarar
verme olasiligi, saglikli bir bireye gére daha
fazladur.

Ruhsal hastaliklar, fiziksel hastaliklara gore, daha
uzun bir iyilesme siireci gerektirir.

Davramslari tehlikeli olmas1 nedeniyle, ruhsal

hastaligi olan bireylerden uzak durmak iyi bir
fikirdir.

“Ruhsal hastalik” ifadesi beni rahatsiz eder.

Ruhsal hastalig1 olan bir bireyin, sorumlulugu az
olan bir iste ¢aligmasi gerekir.

Ruhsal hastaligi olan bireylerin sug isleme olasiligi
daha fazladir.
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Ruhsal hastaliklar tekrarlayicidir.

Ruhsal hastalik teshisi alirsam; patronumun,
arkadaglarimin ve baskalarinin, hakkimda
diistinecekleri seyler beni endiselendirir.

Ruhsal hastalik teshisi konmus bireyler,
hastaliklariin olumsuzluklarini émiir boyu
yasayacaklardir.

10

Bir kez ruhsal hastalik tedavisi alan bireyler,
gelecekte tekrar tedaviye gereksinim duyma
egilimindedirler.

11

Ruhsal hastaligi olan bireylerin dakik olma veya
soziinde durma gibi toplumsal kurallara uymast
zordur.

12

Insanlar daha 6nce ruhsal hastalik tedavisi alan bir
birey ile yakin arkadaslik kurdugumu bilseydi,
utanirdim.

13

Bana zarar verebilecegi nedeniyle, ruhsal hastaligi
olan bireyden korkarim.

14

Ruhsal hastaligi olan bir bireyin iyi anne- baba
olma olasilig1 daha diisiiktiir.

15

Ailemden bir bireyin ruhsal hastalig1 olsa, utanirim.

16

Ruhsal hastaligin tamamen iyilesebilecegine
inanmiyorum.

17

Sorumluluk alamadiklari i¢in ruhsal hastalig1 olan
bireylerin kendi baslarina yasayabilmeleri ¢cok
uygun degildir.

18

Cogu birey ruhsal hastaligi olan bir bireyle, bile
bile arkadaslik kurmaz.
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19

Ruhsal hastaligi olan bireylerin davraniglar
onceden tahmin edilemez.

20

Ne kadar tedavi edilirse edilsin, ruhsal hastaligin
iyilesmesi miimkiin degildir.

21

Calisma ekibimdeki ruhsal hastaligi olan bir
bireyin yaptigi ise giivenemem.

93




J. BECK DEPRESSION INVENTORY

Asagida, kisilerin ruh durumlarini ifade ederken kullandiklar1 bazi ciimleler verilmistir.
Her madde, bir ¢esit ruh durumunu anlatmaktadir. Her maddede o duygu durumunun
derecesini belirleyen 4 se¢enek vardir. Liitfen bu se¢enekleri dikkatlice okuyunuz. Son
bir _hafta icindeki (su an dahil) kendi duygu durumunuzu goz oniinde bulundurarak,
size uygun olan ifadeyi bulunuz. Daha sonra, o madde numarasmin karsisinda, size
uygun ifadeye karsilik gelen secenegi bulup isaretleyiniz.

1. a) Kendimi {izgiin hissetmiyorum.
b) Kendimi tlizgiin hissediyorum.
¢) Her zaman i¢in tizgiinlim ve kendimi bu duygudan kurtaramryorum.
d) Oylesine iizgiin ve mutsuzum ki dayanamiyorum.

2. a) Gelecekten umutsuz degilim.
b) Gelecege biraz umutsuz bakiyorum.
¢) Gelecekten bekledigim higbir sey yok.
d) Benim i¢in bir gelecek yok ve bu durum diizelmeyecek.

3. a) Kendimi basarisiz gormiiyorum.
b) Cevremdeki bir¢ok kisiden daha fazla basarisizliklarim oldu sayilir.
¢) Geriye doniip baktigimda, ¢cok fazla basarisizligimin oldugunu goériiyorum.
d) Kendimi tiimiiyle basarisiz bir insan olarak goriiyorum.

4. a) Her seyden eskisi kadar zevk alabiliyorum.
b) Her seyden eskisi kadar zevk alamiyorum.
¢) Artik hicbir seyden gercek bir zevk alamiyorum.
d) Bana zevk veren higbir sey yok. Her sey cok sikici.

5. a) Kendimi sug¢lu hissetmiyorum.
b) Arada bir kendimi suglu hissettigim oluyor.
¢) Kendimi ¢ogunlukla suc¢lu hissediyorum.
d) Kendimi her an i¢in suglu hissediyorum.
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10.

11.

12.

13.

a) Cezalandirildigimi diigiinmiiyorum.

b) Bazi seyler i¢in cezalandirilabilecegimi hissediyorum.
¢) Cezalandirilmay1 bekliyorum.

d) Cezalandirildigimi hissediyorum.

a) Kendimden hognutum.

b) Kendimden pek hosnut degilim.
¢) Kendimden hi¢ hoslanmiyorum.
d) Kendimden nefret ediyorum.

a) Kendimi diger insanlardan daha kot gdrmiiyorum.

b) Kendimi zayifliklarim ve hatalarim i¢in elestiriyorum.
¢) Kendimi hatalarim i¢in her zaman su¢luyorum.

d) Her kotii olayda kendimi sucluyorum.

a) Kendimi 6ldiirmek gibi diistincelerim yok.

b) Bazen kendimi 61diirmeyi diisiiniiyorum fakat bunu yapamam.
¢) Kendimi 6ldiirebilmeyi isterdim.

d) Bir firsatin1 bulursam kendimi 6ldiirtirdiim.

a) Her zamankinden daha fazla agladigimi sanmiyorum.

b) Eskisine gore su siralar daha fazla aglhiyorum.

¢) Su siralar her an agliyorum.

d) Eskiden aglayabilirdim, ama su siralar istesem de aglayamiyorum.

a) Her zamankinden daha sinirli degilim.

b) Her zamankinden daha kolayca sinirleniyor ve kiziyorum.
¢) Cogu zaman sinirliyim.

d) Eskiden sinirlendigim seylere bile artik sinirlenemiyorum.

a) Diger insanlara kars1 ilgimi kaybetmedim.

b) Eskisine gore insanlarla daha az ilgiliyim.

c¢) Diger insanlara kars1 ilgimin ¢ogunu kaybettim.
d) Diger insanlara kars1 hi¢ ilgim kalmada.

a) Kararlarimi eskisi kadar kolay ve rahat verebiliyorum.
b) Su siralarda kararlarimi vermeyi erteliyorum.

c¢) Kararlarimi1 vermekte olduke¢a gii¢liik ¢cekiyorum.

d) Artik hi¢ karar veremiyorum.
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14.

15.

16.

17.

18.

19.

20.

a) Dig goriiniisiimiin eskisinden daha kotii oldugunu sanmiyorum.

b) Yaslandigimi ve ¢ekiciligimi kaybettigimi diisiiniiyor ve tiziiliyorum.
¢) Dig goriiniistimde artik degistirilmesi miimkiin olmayan olumsuz
degisiklikler oldugunu hissediyorum.

d) Cok ¢irkin oldugumu diisliniiyorum.

a) Eskisi kadar iyi ¢alisabiliyorum.

b) Bir ise baglayabilmek i¢in eskisine gore kendimi daha fazla zorlamam
gerekiyor.

c¢) Hangi is olursa olsun, yapabilmek i¢in kendimi ¢ok zorluyorum.

d) Higbir is yapamiyorum.

a) Eskisi kadar rahat uyuyabiliyorum.

b) Su siralar eskisi kadar rahat uyuyamiyorum.

c) Eskisine gore 1 veya 2 saat erken uyaniyor ve tekrar uyumakta zorluk
cekiyorum.

d) Eskisine gore ¢ok erken uyaniyor ve tekrar uyuyamiyorum.

a) Eskisine kiyasla daha ¢abuk yoruldugumu sanmiyorum.
b) Eskisinden daha ¢abuk yoruluyorum.

¢) Su siralar neredeyse her sey beni yoruyor.

d) Oyle yorgunum ki hi¢bir sey yapamiyorum.

a) Istahim eskisinden pek farkh degil.
b) Istahim eskisi kadar iyi degil.

¢) Su siralar istahim epey kotii.

d) Artik hi¢ istahim yok.

a) Son zamanlarda pek fazla kilo kaybettigimi sanmiyorum.

b) Son zamanlarda istemedigim halde ii¢ kilodan fazla kaybettim.
c¢) Son zamanlarda bes kilodan fazla kaybettim.

d) Son zamanlarda yedi kilodan fazla kaybettim.

a) Saghigim beni pek endiselendirmiyor.
b) Son zamanlarda agri, s1z1, mide bozuklugu, kabizlik gibi sorunlarim var.

c¢) Agri, s1z1 gibi bu sikintilarim beni epey endiselendirdigi i¢cin baska seyleri

diistinmek zor geliyor.
d) Bu tiir sikintilar beni dylesine endiselendiriyor ki, artik bagka bir sey
diistinemiyorum.
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21. a) Son zamanlarda cinsel yasantimda dikkatimi ¢eken bir sey yok.
b) Eskisine gore cinsel konularla daha az ilgileniyorum.
¢) Su siralarda cinsellikle pek ilgili degilim.
d) Artik cinsellikle hi¢bir ilgim kalmadi.
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K. INTERNALIZED STIGMA OF MENTAL ILLNESS SCALE

Bu testte sik sik gecen “ruhsal hastalik” terimi, en genis anlamda kullanilmistir. Her bir
ctimleyi dikkatle okuduktan sonra eger

“Kesinlikle ayni fikirde degilim” diyorsaniz (1) rakamini;

“Ayni fikirde degilim” diyorsaniz (2) rakamini;
“Ayn1 fikirdeyim” diyorsaniz (3) rakamini;
“Kesinlikle ayni fikirdeyim” diyorsaniz (4) rakamini daire igine

alarak

Okudugunuz climleye ne 6l¢iide katildigmizi ya da katilmadiginizi belirtiniz. Her
climle i¢in rakamlardan sadece bir tanesini isaretleyiniz.

Kesinlikle
ayni Ayni Kesinlikle
fikirde fikirde  Aym ayni

degilim degilim fikirdeyim fikirdeyim

1. Ruhsal bir hastaliim oldugu i¢in
kendimi bu diinyada bir yabanci gibi
hissediyorum. | 1 | | 2 | | 3 | IZI

2. Rubhsal hastaligi olan kisiler saldirgan
olmaya egilimlidirler. | 1 | | 2 | | 3 |

3. Rubhsal bir hastaligim oldugu i¢in
insanlar bana farkli davraniyorlar. | 1 | | 2 | | 3 |

4. Reddedilmemek i¢in, ruhsal hastaligi
olmayan kisilere yaklagmaktan
kaginiyorum. | 1 | | 2 | | 3 |

5. Ruhsal bir hastaligim oldugundan
dolay1 utaniyorum. | 1 | | 2 | | 3 |

6. Ruhsal hastaligi olan kisiler
evlenmemelidir. | 1 | | 2 | | 3 |
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7. Ruhsal hastalig1 olan kisiler topluma
onemli katkilarda bulunurlar.

8. Kendimi ruhsal hastalig1 olmayan
kisilerden daha agag1 hissediyorum.

9. Ruhsal hastaligim benim “garip”
goriinmeme ya da davranmama neden
olabileceginden dolayi eskisi kadar
sosyal degilim.

10.Ruhsal hastalig1 olan kisiler iyi ve
doyum verici bir hayat yasayamazlar.

11.Insanlar1 ruhsal hastaligimla sikmak
istemedigimden dolay1, kendi
hakkimda fazla konugmam.

12.Halk arasindaki ruhsal hastaliklarla
ilgili olumsuz diisiinceler, benim
“normal” yasamin disinda kalmama
neden oluyor.

13.Ruhsal hastaligi olmayan kisilerle
birlikteyken, kendimi sanki o ortama
ait degilmis ve yetersizmisim gibi
hissediyorum.

14 Ruhsal hastalig1 agikca anlasilan biriyle
toplum i¢inde birlikte goriilmek beni
rahatsiz etmez.

15.S1irf ruhsal hastaligimdan dolay1
insanlar bana sik sik ne yapmam
gerektigini soyleyip, sanki
cocukmusum gibi davranirlar.

16.Ruhsal hastaligim oldugu icin
kendimden memnun degilim.

17.Ruhsal hastaligimin olmas1 hayatimi
berbat etti.
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18.Insanlar gériiniisiimden ruhsal bir
hastaligimin oldugunu anlayabilirler.

19.Ruhsal hastaligimdan dolay1 benimle
ilgili cogu karar1 bagkalarinin
vermesine ihtiya¢ duyarim.

20.Ailemi ve arkadaglarimi utandirmamak
icin sosyal ortamlardan uzak dururum.

21.Ruhsal hastalig1 olmayanlarm beni
anlamalar1t miimkiin degildir.

22.Sirf ruhsal hastaligim oldugu i¢in
insanlar beni goz ard1 eder ya da pek
ciddiye almazlar.

23.Ruhsal hastaligim oldugu i¢in topluma
hicbir katkim olamaz.

24 Ruhsal bir hastalikla yagamak beni
miicadeleci bir insan yapt1.

25.Rubhsal bir hastaligim oldugu i¢in
kimse bana yakinlagmak istemez.

26.Genel olarak, hayati istedigim sekilde
yasayabiliyorum.

27.Ruhsal hastaligima ragmen, iyi ve dolu
dolu yasadigim bir hayatim var.

28.1nsanlar ruhsal bir hastahigim oldugu
icin hayatta fazla basaril
olamayacagimi diisiiniiyorlar.

29.Akil hastalariyla ilgili olumsuz yaygin
inanislar benim durumum dikkate
alindiginda hi¢ de yanlis sayilmaz.
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N. TURKISH SUMMARY / TURKCE OZET

ALGILANAN DEGERSIZLESTIRME-AYRIMCILIK OLCEGININ
TURKCEYE UYARLAMA CALISMASI

1. Giris

1.1. Toplumsal Damgalamanin Tanim

Sosyal bilimlerde 50 yili askin bir siiredir toplumsal damgalama konusu
calisiimaktadir. 1963 yilinda Goffman, yayimladig: iinlii ¢aligmasinda damgalamay1
tanimlarken “Bireyi zithinimizde bir biitiinden ve olagan bir insandan, kusurlu ve degersiz
birine indirgeyen olumsuz bir atif” ifadelerini kullanmistir (s.3). Crocker ve arkadaslari
(1998) ise damgalamay1 “damgalanan kisinin sahip olduguna inanilan o6zellikler ve
atiflarca tasinan, belirli sosyal ortamlarda degersizlestirilen toplumsal bir kimlik” olarak
tanimlamigslardir (s.505). Gegen bu siire igerisinde toplumsal damgalama konusu pek ¢ok
farkli disiplin tarafindan ele alimmais, psikolojik, sosyolojik, antropolojik ve evrimsel
acidan pek ¢ok toplumsal damgalama modelleri onerilmistir.

Damgalama kavrammin tanimi iizerine yapilan incelemelerde damgalamanin
olumsuz kalip yargilarla ve onyargiyla benzer tanimlar1 oldugu goriilmiis, ve bu alanda
yapilan arastirmalarda hastalik ve engellilik konularma odaklanarak daha ¢ok
damgalanan bireylerin bakis agis1 iizerinde duruldugu ifade edilmistir (Phelan ve ark.,
2008; Corrigan ve Penn, 1999). Bu tezde de yine bir hastalik konusu ¢aligilmis ve ruhsal

hastaliklarin damgalanmasi konusu iizerinde durulmustur.
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1.2. Ruhsal Hastahklarin Damgalanmasinin Kavramsallastirilmasi

Yukarida da bahsedildigi iizere toplumsal damgalama daha dnce pek ¢ok disiplin
ve bakis acisindan incelenmistir. Bu boliimde ise daha kisitli bir alan olmak tizere ruhsal

hastaliklarin damgalanmasina iliskin modeller ve yaklagimlardan bahsedilmistir.

1.2.1. Toplumsal Damgalamada Psikolojik Yaklasim

Psikoloji literatiirlinde damgalamaya iliskin 6zellikle {ic konu 6ne ¢ikmistir.
Bunlar damgalamanin boyutlar1 (Jones ve ark., 1984), damgalamanin sosyal bilissel
stirecleri (Corrigan, 2000) ve kimlik-tehdit modeli olarak siralanabilir (Major ve O’Brien
2005).

Jones ve arkadaglar1 (1984) yaptiklar1 calismada damgalamanin alt1 boyutuna
deginmislerdir. Bunlardan ilki, tehlike (peril), damgalanan 6zelligin ne derecede
tehlikelilik ile iliskilendirildigi ile ilgilidir. Bu boyutta bir 6zellik ne kadar tehlikeli
olarak algilaniyorsa o denli damgalanabilir olmaktadir. Ikinci boyut olan gizlenebilirlik
(concealability) yine damgalanan durumun ne derece gizlenebilir olduguna iliskindir. Bu
noktada, daha goriiniir olan durumlar daha ¢ok damgalanmaya yatkindir. Ugiincii boyut
olan kdken (origin) ise damgalanan 6zelligin edinilmesinde kisinin sorumluluguna isaret
eder. Bu boyutta damgalama genetik aktarima, kisisel sorumluluk, tercihler v.b. atiflara
gore farklilik gosterebilir. Yikicilik (disruptiveness), damgalamada dordiincii boyut olup
damgalanan 6zelligin kisilerarasi iligkileri, kisisel basarilar1 ve sosyal etkilesimleri ne
derecede etkiledigine gore farklilik gosterir. Besinci boyut olan seyir (course) ise
damgalanan durumun gidisatiyla ilgilidir. Damgalanan durumun kalict veya
iyilestirilebilir olmast bu boyutta damgalamanin olumsuzlugunu etkileyen
faktorlerdendir. Altic1 ve son boyut olan estetik (aesthetics) ise damgalanan 6zelligin
bireyin ¢ekiciligini ne derecede etkiledigi ile iligkilidir.

Damgalamanin sosyal biligsel siiregleri incelendiginde biligsel, afektif ve
davramgsal bir takim faktdrlerin ele alindigi goriiliir. Ornegin, Corrigan (2000) bu

faktorleri kalip yargilar, dnyargi ve ayrimeilik konular1 altinda incelemistir. Corrigan’a
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(2000) gore ruhsal hastaligi bulunan bireylerle iliskilendirilen psikiyatrik semptomlar ve
cesitli beceri eksiklikleri gevredeki insanlarda ayirt edici uyaran (discriminative stimuli)
olarak islev goriir. Bu uyaranlar kalip yargilar ve dnyargi gibi biligsel mekanizmalar1
harekete gecirir. Sonug olarak ise ayrimcilik halini alan davranislar ortaya ¢ikar.

Bu bakis acis1 damgalanan bireylerden ¢ok damgalayan bireyleri tarif etse de
Corrigan ve Watson (2002) bu modelde damgalanan bireyleri de tarif etmenin miimkiin
oldugunu gostermistir. Damgalayan insanlar kalip yargilar1 disaridaki bir insanve gruba
yoneltirken damgalanan insanlar yine benzeri kalip yargilar1 kendilerine yonelterek
icsellestirilmis damgalamayi ortaya ¢ikarirlar. Onyargilar ve olumsuz inanislar1 kabul
eden damgalayici bireyler korku ve 6fke gibi duygular sergileyebilirken yine bu olumsuz
inanig ve onyargilari kabul eden damgalanmis birey ise diisiik benlik saygis1 ve diisiik 6z
yeterlilik tepkileri verebilirler.

Damgalamaya bir diger psikolojik agidan bakildiginda Major ve O’Brian (2005)
tarafindan derlenen kimlik-tehdit modelinden bahsedilebilir. Bu modele gore
damgalanan bireyler damgalanmakta olan kimliklerinin toplumda ne sekilde tasvir
edildiginin farkinda olup olmamalar1 6nemlidir. Zira damgalanan kimliklere yonelik
kalip yargilarin farkinda olan damgalanmis bireyler, giinliik yasantilarindaki baglamsal
bir takim damgalanma ipuclarmi algilamada daha hassas hale gelebilir. Bu noktada
damgalanmaya kars1 hassasiyet, grup aidiyet hissi, kisisel hedefler gibi bir takim
degiskenler kisinin damgalanmaya iliskin stresorleri nasil degerlendirdigini belirler.
Eger bir damgalanma vakas1 damgalanan bireyin bas etme kapasitesinin {izerinde ise, bu
bireyde fizyolojik, duygusal ve davranigsal bir takim stres reaksiyonlar1 ortaya ¢ikmasi
beklenir. Yine Major ve O’Brien’in modeline gore bu reaksiyonlar saglik ve akademik
basar1 gibi ¢esitli degiskenler iizerinde sonuglar dogurabilir.

Ruhsal hastaliklarin  damgalanmasma psikolojik agidan  bakildiginda
damgalamanin boyutlar1 ile damgalamanin dogasinin agiklandigini, sosyal bilissel
siireclerle giinliik yasantida damgalamanin nasil olustugunu ve yine kimlik-tehdit

modeliyle damgalanmaya nasil tepkiler verildigini, bu tepkilerin nelere yol acabildigini
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goriilebilmektedir. Ancak psikolojik yaklagimlar icerisinde damgalamaya yonelik kimi
sosyal degiskenlerin etkisi yeterince islenmemistir. Bu sebeple sosyolojik yaklagimlari

da dikkate almak faydali olacaktir.
1.2.2. Toplumsal Damgalamada Sosyolojik Yaklasim

Erving Goffman’n ardindan damgalamayla ilgili sosyolojik ¢alismalar sembolik
etkilesimci gelenekte, 6zellikle de sapkinlik literatiiriindeki etiketleme yaklasimi ile
devam etmistir. Etiketleme teorisine gore sapkm kimlikler dogrudan sapkin
davranislardan ¢ok bir etiketleme siirecinin sonucunda ortaya c¢ikar (Becker, 1963).
Lemert (1972) bu durumu birincil ve ikincil sapkinlik siiregleri ile aciklamistir. Buna
gore bireyin genelde cevre tarafindan normallestirilen sapkin davraniglar1 sapkin bir
kimligin olusmasina sebep olmaz. Ancak bu sapkin davraniglar cevre tarafindan
normallestirilmeyip etiketlenirse o zaman sapkin 6z kimlikler etiketlemenin icerigiyle
baglantili olarak ortaya ¢ikar, bu durum da ikincil sapkinliga 6rnek tegkil eder (Giddens,
2009).

Bu diisiince paralelinde Scheff (1966) etiketleme teorisinin kapsamini
genigleterek teoriyi ruhsal hastaliklarin damgalanmasi ile iliskilendirmistir. Ona gore
ortaya ¢ikan ilk psikiyatrik semptomlarin ¢evredeki insanlarca etiketlenmesi, kronik
psikiyatrik hastaligin en 6nemli sebebidir. Ancak bu etiyolojik iddia ¢ok fazla elestiriyi
de beraberinde getirmistir. Elestiriler kronik psikiyatrik rahatsizhigin etiketlenmeden
kaynaklandigmi reddetmis, sapkin 6z kimlikleri sapkin davranislarin kendisine
baglamistir (Gove, 1975; Gove, 1982).

Scheff’e yonelik elestiriler devam ederken bir yandan Bruce Link (1982)
tartigmay1 genisletmis, etiketlemenin psikiyatri hastalar1 izerinde etiyolojik sonug¢larinin
disindaki sonuglarma odaklanmistir. Link (1987) Scheff’in formiilasyonundan yola
cikarak Degistirilmis Etiketleme Teorisini (DET) ortaya atmistir. Bu teoriye gore
insanlar sosyalizasyon siiregleri ile toplumda ruhsal hastalikli bireylerin nasil

algilandigini igsellestirir ve toplumda ruhsal hastalikli bireyin nasil degersizlestirildigini
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ve onlara kars1 ayrimeilik yapildigint 6grenir. Bir birey daha sonra ruhsal hastaliga
yakalandiginda, 6nceden 6grendigi bu bilgilerin tamaminin artik bizzat kendisi ile ilgili
hale geldigini fark eder. Bu noktada birey algiladig1 degersizlestirme ve ayrimcilik
derecesine gore diisiik 6z-saygi, issizlik, azalmis sosyal ¢evre gibi ¢esitli olumsuz
sosyolojik ve psikolojik sonuglarla karsilasabilir (Link ve ark., 1989). Link bu
hipotezlerini test etmek lizere Algilanan Degersizlestirme-Ayrimcilik (ADA) 6lcegini
gelistirmistir (Link, 1987). Yapilan ¢aligmalar etiketlemenin gercekten de issizlige (Link,
1987), azalmis sosyal cevreye (Link ve ark., 1989), azalmis 6z-saygiya (Wright,
Gronfein, & Owens, 2000), depresyon semptomlarma (Link ve ark., 1997) ve diisiik
yasam kalitesine (Rosenfield, 1997) sebep oldugunu gostermistir.

Ozetle damgalamada sosyolojik yaklasimlar  sosyolojideki — sapkinlik
literatiirtinden ortaya ¢ikmis, ilk olarak sapkin davraniglar ve sapkin 6z kimlikler
arasindaki baglantiy1 incelemistir. Daha sonra etiketleme teorisinin ruhsal hastaliklara
uyarlanmasi ile etiketlemenin gerek etiyolojik gerekse ¢esitli psikolojik-sosyolojik
degiskenler {izerindeki etkisi iizerine yeni tartigma alanlar1 agilmistir. Gelinen noktada
psikolojik ve sosyolojik literatiirler birbirini tamamlar hale gelmistir. Ancak
damgalamaya yonelik yaklasimlar psikolojik ve sosyolojik yaklasimlara
indirgenmemelidir. Daha yeni yaklagimlar olan evrimci ve antropolojik yaklagimlarin da

dikkate alinmasi1 6nemlidir.

1.2.3. Toplumsal Damgalamada Evrimsel Yaklasim

Evrimsel agidan bakildiginda Kurzban ve Leary (2001) insan ve insan olmayan
hayvanlar iizerinde yaptiklari incelemeler sonucunda toplumsal damgalamay1 aciklayan
ii¢ farkli siire¢ tanimlamislardir. Bunlar1 ikili dayanisma (dyadic cooperation),
koalisyonel sémiirme (coalitional exploitation) ve parazit ka¢inimi (parasite avoidance)
olarak adlandirmiglardir.

Bu yaklasima gore ikili dayanigma, insanlarin karsilikli fedakarlikla fazla

kaynaklarmni ¢evresindeki sosyal etkilesim partnerleri ile paylasarak gelecekte bir kazang
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beklentisi icerisine girmesini ifade eder. Eger ki paylasim yapilan partner dngoriilemez
davranislar gosteriyorsa, bu durumda paylasimlarin doniitii de 6ngoriilemez hale gelir.
Bu sebeple paylasim yapacak birey ongoriilemez ve tehlikeli buldugu bireye karsi
damgalayic1 tutumlar sergileyerek paylasimi reddedebilir. Ikinci bir siire¢ olan
koalisyonel somiiriiye gore ise insanlar grup seviyesindeki davranislari ile cesitli
kaynaklarm edinimini kolaylastiracak bireyleri grubuna kabul ederken, kaynak
edinimine katkisi olmayacak bireyleri ise damgalayic1 tutumlarla grup disma iterek
onlar1 somiirmeye baslar. Son olarak parazit kacimimi ise ¢esitli bakteri, viriis ve
boceklerin sebep oldugu davranis ve fiziksel anomalilerine sahip bireylerin damgalayici
tutumla diglanmasini ifade eder. Bu nokta ozellikle Jones ve arkadaslarinin (1984)
belirttigi estetik boyutuna denk gelir. Ancak bu iigiincii slire¢ ruhsal hastaliklara
uyarlanmada yeterli bilimsel kanit olmadig1 gerekgesi ile elestirilmistir (Phelan ve ark.,
2008).

1.2.4. Toplumsal Damgalamada Antropolojik Yaklasim

Tim bu yaklasimlara ek olarak Yang ve arkadaslar1 (2007) toplumsal
damgalamaya antropolojik ve etnografik yaklagimin gerekliligini belirtmistir. Bu
yaklasimda 6zellikle torel (moral) boyutun 6nemi vurgulanmistir. Burada torel kavrami
insanlarin giinliilk yasaminda kendileri i¢in en 6nemli olan degeri ifade etmek lizere
kullanilmistir. Buna gore Yang ve arkadaslar1 (2007) damgalamanmn en olumsuz
etkiledigi seyin insanlarin kiiltiirel degerlerinde kendileri i¢in en 6nemli olan seye denk
geldigini ifade etmistir. Buna 6rnek olarak Yang ve Kleinman (2008) damgalamanin
etkisinin en ¢ok da Cin toplumunda en 6nemli degerlerden olan evlenmek ve aileyi

devam ettirmenin iizerinde olumsuz etkisiyle kendini gosterdigini ortaya koymuslardir.

1.3. Ruhsal Hastahklarin Damgalanmasinda Arastirma Bulgulan

Tarihsel olarak incelendiginde ruhsal hastaliklarin damgalanmasma iligkin

arastirmalar1 iki kategoride incelemek miimkiindiir. Bunlardan ilki daha c¢ok halkin
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ruhsal hastaliklara yonelik genel tutumlarina odaklanmis ve damgalamay1 azaltmayi
denemistir (6rn: Cumming ve Cumming, 1957). Diger grup ¢aligmalar ise ruhsal hastalik
damgalanmasinin igsellestirilmesine odaklanmig ve bu igsellestirmenin hastalar
tizerindeki olumsuz etki ve sonuclarini incelemistir (6rn: Drapalski ve ark., 2013). Bu
bulgularin kisa bir incelemesi bu boliimde verilmistir.

1950 ve 1960’1l yillarda genel toplum popiilasyonlarinda yapilan c¢alismalar
gostermistir ki toplum ruhsal hastaligi olan bireyleri tehlikeli, dngoriilemez ve kirli
insanlar olarak degerlendirmistir (Nunnally, 1961; Cumming ve Cumming, 1957). Daha
sonra Philips (1966) damgalanan bireylerin toplum tarafindan reddedilip dislandigini
ortaya koymustur. Toplum tarafindan yapilan damgalamay1 azaltmak {iizere cesitli
calismalar bu bulgular1 izlemistir (Stuart, 2016, Hinshaw ve Cicchetti, 2000). Toplumsal
damgalamadaki degisimler onlarca yil boyunca takip edilmistir (6rn: Angermeyer ve
ark., 2014). Ancak 2012 yilinda yayimlanan bir meta-analize gore ruhsal hastaliklardaki
biyolojik etkiler iizerine toplumdaki bilgi birikiminin artmasina ragmen damgalamada
bir azalma meydana gelmemis, ruhsal hastalikli bireyler toplumda daha kabul goriir hale
ulagmamustir (Schomerus ve ark., 2012; Pescosolido, 2013).

Ikinci grup ruhsal hastalik damgalanmasi ¢alismalarma odaklandigimizda daha
cok hastalarin bakis agilar1 ile igsellestirilmis damgalamaya odaklanildigini goriiliir.
Icsellestirilmis damgalama hastalar arasinda olduk¢a yaygindir, nitekim 14 Avrupa
iilkesinde 1229 psikiyatrik hasta katilimci ile yapilan bir arastirma gostermistir ki
hastalarin %41.7’si orta veya iist diizey i¢sellestirilmis damgalamaya sahiptir (Brohan ve
ark., 2010). I¢sellestirilmis damgalamanin hastalar iizerindeki olumsuz sonug ve etkileri
de yine pek ¢ok arastirmada ortaya konmustur. Bunlar 6z-saygi, 6z-yeterlilik, hayat
kalitesi, sosyal entegrasyon, umut gibi degiskenlerde azalma ve psikiyatrik semptomlarin
seviyesinde ise bir artma olarak listelenebilir (Livingston ve Boyd, 2010; Drapalski ve
ark., 2013). Dahasi, i¢sellestirilmis damgalama tedavi devamliligini sekteye ugratmakta
ve tedavi programma baglilig1 azaltarak (Sirey ve ark., 2001; Fung ve ark., 2010)

tedavinin 6niinde 6nemli bir bariyer olusturmaktadir (Yanos ve ark., 2010).
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1.4. Ruhsal Hastalhiklarin Damgalanmasinda Olciim Araclan

Bilimsel literatiirde toplumsal damgalamaya pek ¢ok farkli yaklagimim olusu,
damgalama 6l¢iim araglarinin da zengin ve ¢esitli olmasina yol agmistir. Yang ve Link
(2016) literatiirdeki damgalama oOl¢lim araclarmi damgalamanin hangi alanini
Olgtiiklerine gore iki farkli kategoride smiflandirmistir. Bunlar (1) genel toplum tutumlari
ve (2) ruhsal saghk hizmeti tiiketicileri ile onlarin ailelerinin sahip olduklar1
damgalamalar olmak {izere ayrilmistir.

Genel toplum tutumlar1 6l¢im araglarma bakildiginda bu kategoride sosyal
uzaklik (Bogardus, 1925), kalip yargilar (Osgood ve ark., 1957), ruhsal hastaliga yonelik
tutumlar (Taylor ve Dear, 1981), ruhsal hastalik damgalama algis1 (6rn: ADA 6l¢egi),
sorumluluk atfi (6rn: Corrigan ve ark., 2003) ve ruhsal hastalikli bireylere kars1 duygusal
tepkiler (Angermeyer ve Matschinger, 1996) gibi 6l¢iim alanlar1 6ne ¢gikmaktadir. Ruhsal
saglik hizmeti alan bireyler ve ailelerine iligkin Ol¢ekler ise daha ¢ok igsellestirilmis
damgalama, yabancilagsma, damgalanmaya kars1 direng (6rn: Ritsher et al., 2003), kalip
yargilarin farkinda olma (6rn: Corrigan et al., 2006), degersizlestirme ve ayrimcilik algis1
(6rn: ADA), ayrimcilik deneyimleri (6rn: Brohan ve ark. 2013) ve damgalamayla bas

etme stratejileri (6rn: Link ve ark. 2002) gibi damgalama alanlar1 6lgiilmektedir.

1.5. Tiirkiye’de Ruhsal Hastaliklarin Damgalanmasi
1.5.1. Tiirkiye’deki Arastirma Bulgular

Tiirkiye’de ruhsal hastaliklarin damgalanmasia yonelik ilk caligmalar 1970’11
yillarda yapilmis olup daha c¢ok genel toplumun ruhsal hastalikli bireylere yonelik
tutumlar1 incelenmistir. Bu calismalarda genel olarak toplumun ruhsal hastalikli
bireylere karsi sosyal anlamda kisitlayici, kagcingan ve cezalandirici tutumlar ortaya
koydugu gosterilmistir (Taskin, 2007). Ruhsal hastaliklarin etiyolojisine dair toplumun

bilgisi 1970’lerden bu yana artmis olsa da (Taskin, 2007) olumsuz inanis ve tutumlarin
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2000°li yillar itibariyla hala varligmi korudugu iiniversite dgrencileri rneklemi (Unal ve
ark., 2010) ve kirsal alan 6rneklemlerinde (Taskin ve ark.) gosterilmistir. Bunlara ek
olarak, saglik calisanlarinin ruhsal hastalikli bireylerin tehlikeli oldugunu diistinmesi
(Bag ve Ekinci, 2005) ve acil servis c¢alisanlarinin psikiyatri hastalarmin fiziksel
semptomlarmi tedavi ederken ihmalkar davranmasi (Saillard, 2010) gibi cesitli
damgalayict inanis ve davranislar da rapor edilmistir.

Tipk1 Kuzey Amerika ve Avrupa’da yapilan ¢aligmalar gibi, Tiirkiye’de de genel
toplum popiilasyonlarinda yapilan ilk damgalama calismalarini ikinci bir grup izlemis,
bu calismalarda ise damgalanan bireylerin bakis agilar1 incelenmistir. Psikiyatri
hastalarinin, aileleri, saglik c¢alisanlar1 ve toplum tarafindan damgalandiklarmi
disiindiikleri ve bu damgalamanin giinliik yasantilarimi zorlastirip tedavi devamliliklarini
azalttig1 belirtilmistir (Yiiksel ve ark., 2013). Ayrica, i¢sellestirilmis damgalamanin
sosyal islevsellik, umut, gelir gibi bir takim degiskenleri olumsuz etkiledigi goriilmiistiir
(Doganavsargil-Baysal ve ark., 2013). Sonu¢ olarak, Tiirkiye’de ruhsal hastaliklarin
damgalanmasi ile miicadele etmek 6nemli bir hedef olarak gosterilmis, bu hedef i¢in
faydali olabilecek c¢esitli yontemler (toplumu egitmek, saglik c¢alisanlarinin egitim

miifredatii genisletmek vb.) tartisilmistir (Cam ve Bilge, 2013).

1.5.2. Tiirkce Literatiirde Olciim Araclarn

Ruhsal hastaliklarin  damgalanmasi 0Olglim araglarinin  gelistirilmesinde
Tirkiye’de iki farkli yaklasim vardir. Bunlardan ilki ¢eviri/uyarlama c¢aligmalarindan
olusmaktadrr. Bu yontemle gelistirilen Tiirkge Olgeklere Ruhsal Hastaliklarin
Igsellestirilmis Damgalanma Olgegi (Ritsher ve ark., 2003; Ersoy ve Varan, 2007),
Ruhsal Hastaliklara Yonelik Inanglar Olgegi (Hirai ve Clum, 2000; Bilge ve Cam, 2008),
Ruhsal Sorunlu Bireylere Yonelik Toplum Tutumlar1 Olgegi (Taylor ve Dear, 1981; Bag
ve Ekinci, 2006), Psikolojik Yardim Aramada Yakimn Cevre Damgalamas1 Olgegi (Vogel
ve ark., 2009; Sezer ve Kezer, 2013) ve Psikolojik Yardim Alma Nedeniyle Sosyal
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Damgalanma Olgegi (Komiya ve ark., 2000; Topkaya, 2011) gibi 6l¢iim araglar1 6rnek
gosterilebilir.

Ikinci yaklasim ise kiiltiirel bir takim 6zellikleri de yakalamak amaciyla Tiirkiye
kiiltiirel baglami igerisinde gelistirilmis 6lgekleri olugturmaktadir. Bunlara 6rnek olarak
Sizofreni hastalar1 ve aileleri igin gelistirilen Kendini Damgalama Olgegi-Hasta (Y1ldiz
ve ark., 2018) ve Kendini Damgala Olcegi-Aile (Yildiz ve ark., 2018) dlciim araclari
verilebilir. Bu tip caligmalar Tiirkce literatiirde oldukc¢a nadir olup sayisinim artmasi
onem arz etmektedir. Zira damgalama her ne kadar evrensel olsa da damgalamanin sekli
ve icerigi kiiltiirler arasinda ciddi farkliliklar gosterebilmektedir (Yang ve ark., 2007;
Koschorke ve ark., 2016).

1.6. Algilanan Degersizlestirme-Ayrimcihk
1.6.1. Algilanan Degersizlestirme-Ayrimcilik Ol¢egi Kullanim

Alanlan

ADA 06lgegi Link (1987) tarafindan DET hipotezlerini 6lgmek amaciyla
olusturulmustur. ADA hem ruhsal hastalif1 olan bireylere hem de hasta olmayan
bireylere uygulanabilmektedir. Bu noktada ADA, farkl psikiyatrik durumdaki gruplar
arasi karsilastirma yapma amaciyla kullanilabilmektedir. ADA hastalarda damgalanma
algisma ek olarak igsellestirilmis damgalamay1 6lgmek i¢in de kullanilabilmektedir.
Gergekten de bir meta-analizde ADA en sik kullanilan igsellestirilmis damgalama
Olgeklerinden biri olarak rapor edilmistir (Livingston ve Boyd, 2010). Genel toplum
popiilasyonlarinda ise ADA toplumdaki genel damgalama algisin1 6lgmek ig¢in
kullanmakta ve toplumdaki degisimleri yere ve =zamana gore kiyaslamakta

kullanilmaktadir (6rn: Zieger ve ark., 2016; Schomerus ve ark., 2006; Angermeyer ve

ark. 2014).
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1.6.2. Algilanan Degersizlestirme-Ayrimcilik Neden Tiirkceye

Cevrilmeli?

ADA 0lgeginin Tiirk¢eye cevrilme sebeplerinin tartigilmasi gerekirse ilk olarak
Tiirkce literatiirde hasta ve hasta olmayan gruplar1 karsilastirabilecek bir damgalama
Olgegi bulunmamasindan bahsedilebilir. ADA 0lgegi Tiirkge literatiirde bu eksigi
dolduran bir dlgiim araci olacaktir. ikinci sebep olarak damgalama 6lgiim araglarinda
cesitliligin 6nemi dikkate alinmalidir. Daha 6nce bahsedildigi iizere damgalamaya pek
cok yaklasim ve bu yaklasimlarin da getirdigi modeller, kavramsallagtirmalar mevcuttur.
ADA 06l¢egi ise DET ile yapilan degersizlestirme ve ayrimcilik algilarinin dl¢iilebilmesi
icin Ozel olarak gelistirilmistir. Bu noktada DET ile ilgili ¢alismalar1 Tiirkiye’de
ylriitmek acgisindan ADA dOlgeginin Tiirkce versiyonunun bulunmasi 6nem arz
etmektedir. Ayrica ADA 0Olgegi yanitlarda sosyal begenilme etkisinden (social
desirability bias) daha az etkilenmek amaciyla katilimcilara dogrudan kendilerinin ne
diisiindiigiinii sormak yerine toplumdaki ¢ogu insanin ne diisiindiigiinii soracak sekilde
gelistirilmistir (Link ve Cullen, 1983). Bu yiizden iiglincii bir sebep olarak sosyal
begenilme etkisinden daha az etkilenebilecek bir damgalama Olgegini Tiirkgeye
kazandirmak gosterilebilir. Dordiincii ve son sebep olarak, ADA 6lgegi daha once pek
cok dile ¢evirilmis bir 6lgek olarak kiiltiirler aras1 damgalama kiyaslamalar1 agisindan
byiik bir avantaj sunmaktadir. ADA daha dnce Isvegce, Ispanyolca, Almanca, Cince gibi
dillere ¢evirilmistir (Bjorkman, ve ark., 2007; Martinez-Zambrano ve ark., 2016;
Matschinger ve ark., 1991; Yin ve ark., 2014). ADA 06lcegini Tiirk¢eye kazandirmak

Tiirkiye kiiltiiriinii damgalama konusunda bu iilkelerle kiyaslama firsat1 sunacaktir.

1.7. Amac ve Hipotezler

Bu calismanin amact ADA O0lgegini Tiirkgeye uyarlamak ve gecerlilik ve
giivenirlik 6zelliklerini genel toplum ve klinik 6rneklemlerinde test etmektir. Bunun i¢in

asagidaki hipotezler olusturulmustur:
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Hi: ADA olgegi klinik orneklemde Ruhsal Hastaliklarin Icsellestirilmis
Damgalanma Olgegi (RHIDO) ile pozitif ve anlaml1 bigimde korelasyon olusturacaktir.

H>: ADA 0Olgegi genel toplum ornekleminde Ruhsal Hastaliklara Yonelik
Inanglar Olgegi (RHYIO) ile pozitif ve anlaml1 bigimde korelasyon olusturacaktir.

Hs: ADA 6lgegi genel toplum 6rnekleminde Psikolojik Yardim Aramada Yakin
Cevre Damgalamas1 Olgegi (PYAYCDO) ile pozitif ve anlamli bigimde korelasyon
olusturacaktir.

Has: ADA 6lgegi genel toplum 6rnekleminde iki faktorlii bir yap1 destekleyecektir.

Hs: ADA 06lgegi klinik 6rneklemde iki faktorlii bir yap1 destekleyecektir.

Hs: ADA 6lgegi ve Rosenberg Benlik Saygisi Olgegi (RBSO) klinik ve genel
toplum 6rneklemlerinde farkl iliskiler gosterecektir. Daha net bir ifadeyle, demografik
degiskenler kontrol edildikten sonra ADA &lgegi klinik érneklemde RBSO ile anlamli
ve pozitif bir korelasyon ortaya koyacaktir (Hea). Ancak genel toplum 6rnekleminde
ADA ve RBSO arasinda .30 seviyesinin altinda zayif bir korelasyon olacaktir (Heb).

H7: Demografik degiskenler kontrol edildikten sonra ADA 46lgegi klinik
orneklemde RBSO’yii anlaml1 ve pozitif bir bigimde yordayacaktir.

Hs: Genel toplum 6rnekleminde ADA 06lgegi ve Beck Depresyon Envanteri

(BDE) arasinda .30 seviyesinin altinda zayif bir korelasyon olacaktir.

2. Yontem

2.1. Orneklem

Bu calismada iki farkli 6rneklem grubundan veri toplanmustir. Ik 6rneklemde
genel toplum popiilasyonundan 18 yas ve iizeri 150 kisi kartopu 6rneklem ydntemi ile
calismaya davet edilmistir. Bunlardan 1 kisi anket paketini teslim etmemis, 4 kisi ise
eksik teslim ettigi i¢in ¢aligmadan diisiiriilmiis, dolayisiyla 145 kisi ¢alismaya dahil
edilmistir. Bu orneklemde katilimcilarin yas ortalamast 44.90 (SS = 14.74) olup
cogunlugu (%64.83) iiniversite mezunudur. Klinik 6rneklemde toplum ruh saghigi

merkezleri ve Sizofreni derneklerinde 18 yasindan biiyiikk olmak, kronik psikiyatrik
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bozuklugu bulunmak, hastaliginin alevlenme doneminde olmamak ve anket doldurmaya
mani olacak herhangi bir biligsel bozukluga sahip olmamak sartlar1 ile 85 kisi calismaya
dahil edilmistir. Klinik 6rneklemdeki katilimeilarin ¢ogu erkek (%78.82) ve sizofreni
tanist almig (%69.42) bireylerden olusmaktadir. Klinik 6rneklemdeki katilimeilara su
kurum ve derneklerden ulasilmigtir: Dr. Abdurrahman Yurtaslan Ankara Onkoloji
Egitim ve Arastirma Hastanesi Toplum Ruh Sagligi Merkezi (TRSM), Ankara Dr. Nafiz
Korez Sincan Devlet Hastanesi TRSM, Aydin Nazilli Devlet Hastanesi TRSM, Ankara
Sizofreni ile Yasamay1 Ogrenme ve Destekleme Dernegi (ASDER), ve Ankara Sizofreni
Hastalar1 ve Yakinlar1 Dayanisma Dernegi (Mavi At).

2.2. Veri Toplama Araclan

Bu ¢aligmada veri toplama araglar1 olarak Demografik Bilgi Formu, yine bu
calismada gelistirilen ADA &lgegi Tiirkge versiyonu, Rosenberg Benlik Saygis1 Olgegi
(Rosenberg, 1965; Cuhadaroglu, 1986), Psikolojik Yardim Aramada Yakin Cevre
Damgalamasi Olgegi (Vogel ve ark., 2009; Sezer ve Kezer, 2013), Ruhsal Hastaliklara
Yoénelik Inanglar Olgegi (Hirai ve Clum, 2000; Bilge ve Cam, 2008), Beck Depresyon
Envanteri (Beck ve ark., 1961; Hisli, 1988) ve Ruhsal Hastaliklarin i¢sellestirilmis
Damgalanma Olgegi (Ritsher ve ark., 2003; Ersoy ve Varan, 2007) kullanilmustir.

2.3. islem
2.3.1. Olgek Cevirisi

ADA 0lgegi iki ayr1 psikolog ¢evirmen tarafindan bagimsiz sekilde Tiirkceye
cevirilmis, ardindan iiclincii bir bagimsiz psikolog ¢evirmen tarafindan bu iki ceviri
arasinda uzlagsmaya gidilmistir. Ortaya ¢ikan form psikiyatrik tanisi olan 3 bireye ve
tanis1 olmayan 6 bireye uygulanmis, gelen geribildirimler dikkate alinarak 6lcege son

hali verilmistir.
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2.3.2. Veri Toplama

Gerekli etik izinler ve katilimcilarin bilgilendirilmis onamlar1 alindiktan sonra
genel toplum orneklemindeki katilimcilara Demografik Bilgi Formu, ADA, RBSO,
PYAYCDO, RHYIO, ve BDE’den olusan anket paketi verilmis, klinik érneklemdeki
katilimcilara da ADA, RBSO ve RHIDO’den olusan anket paketi verilerek anketleri
doldurmalar1 istenmistir.

2.4. istatistiksel Analiz

Veri analizi i¢cin SPSS 20.0 ve EQS 6.1 programlar1 kullanilarak ANOVA, i¢
tutarlilik katsayisi, korelasyon hesaplamari, regresyon analizi, kesfedici ve dogrulayici

faktor analizleri yapilmistir.

3. Sonuclar

Yapilan veri analizleri sonucunda kesfedici faktér analizi ADA igin her iki
orneklemde de iki faktorlii bir yap1 ortaya koymustur. Bu yapiya gére ADA’nin pozitif
(madde 1,2,3,4,8 ve 10) ve negatif (madde 5,6,7,9,11,12 ve 13) ifadeli maddeleri ayri
faktorlerde gruplanmistir. Benzeri bir sonucu daha 6nce Interian ve arkadaglar1 (2010)
depresyon hastalar1 tizerinde yaptiklar1 bir ¢alismada rapor etmislerdir. Bu sebeple alt
faktorlere Interian ve arkadaslarinin c¢alismasinda ifade edilen isimler konmustur. Bu
baglamda pozitif ifadelerden olusan faktore Algilanan Kabul ve Olumsuz Olmayan
Degerlendirme (KOOD) ve negatif ifadelerden olusan faktore de Algilanan Ayrimcilik
ve Olumsuz Degerlendirme (AOD) isimleri verilmistir. ADA’nin i¢ tutarlilik katsayilari
Cronbach alfa degerleri genel toplum ve klinik 6rneklemlerde sirasiyla .76 ve .79 olarak
bulunmus, alt Slceklerinin de .72 ve .77 arasinda degistigi gozlenmistir. Yapilan
dogrulayic1 faktor analizi ¢esitli modifikasyonlardan sonra her iki drneklemde de iki
faktorlii yapiyr dogrulamistir. Genel toplum Ornekleminde veri-model uyusmasi iyi

bulunmus (Satorra-Bentler »2(60) = 70.80, p > .05, CFl = .96, RMSEA = .04, CI [.00,
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.07]), klinik 6rneklemde de kabul edilebilir bulunmustur (Satorra-Bentler y 2 (63) =
75.96, p > .05, CFI =.93, RMSEA = .05, CI [.00, .09]).

Klinik 6rneklemde yapilan yakimsak gecerlilik analizleri sonucunda ADA ve
RHIDO arasinda pozitif ve anlamli bir korelasyon (r = .51, p < .001), ayrica ADA ve
RBSO arasinda da pozitif ve anlaml1 bir korelasyon bulunmustur (r = .34, p <.01). Buna
gore yliksek ADA skorlari yiiksek i¢sellestirilmis damgalama ve diistik benlik saygisi ile
iligkili bulunmus, ayrica ADA’nin klinik 6rneklemde benlik saygisini anlamli ve pozitif
olarak yordadigi goriilmiistiir. Sonug olarak klinik 6rneklem ¢alismasidaki hipotezlerin
tiimii desteklenmistir. Ote yandan genel toplum 6rnekleminde yapilan yakinsak ve ayird
edici gegerliligi analizlerinde bir takim hipotezler desteklenirken, diger hipotezler ise
desteklenmemistir. Ik olarak beklenildigi gibi genel toplum 6rnekleminde ADA ve
RHYIO arasinda anlamli ve pozitif bir iliski bulunmus (r = .30, p <.001), yine beklendigi
gibi ADA ve BDE arasinda zayif bir korelasyon (r = .24, p <.01) bulunmustur. Bunlar
ADA i¢in yakinsak ve ayird edici gegerliligi kanitlar1 olarak hipotezleri desteklemistir.
Ancak beklenilenin aksine ADA ile PYAYCDO arasinda ve ADA ile RBSO arasinda bir
iligki ¢itkmamustir. Sonug olarak ADA 6lgeginin genel toplum 6rnekleminde yakinsak ve

ayird edici gegerliligi kismi destek bulmustur.

4. Tartisma

Bu arastirmanin amac1 ADA 6lgeginin Tiirkge uyarlamasini yaparak psikometrik
Ozelliklerini klinik ve genel toplum Orneklerinde test etmektir. Yapilan analizler
sonucunda ADA Olgeginin literatiirde kabul goren i¢ tutarhilik katsayisi olan .70’in
(Pallant, 2007) tizerinde oldugu, dolayisiyla klinik ve genel toplum Orneklemlerinde
giivenilir bir 6l¢iim araci oldugu ortaya konmustur. Yapilan kesfedici ve dogrulayici
faktor analizleri sonucunda ADA’nin literatiirde kabul goren istatistiksel degerlerde iki
faktorli yapiy1 destekledigi bulunmustur (Matsunaga, 2010; Comrey ve Lee, 1992; Hu
ve Bentler, 1999; Russell, 2002). Bu durum ADA’nm her iki 6rneklemde de yapi

gecerliligini destekleyici bir kanit olarak degerlendirilmistir.
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Yakmsak ve ayird edici gecerliligi incelendiginde ise ADA’nin klinik
orneklemde yakimsak gecerliligi icin giiglii kanitlar bulunmustur. Genel toplum
ornekleminde ise kismi yakinsak gegerliligi kaniti ve ayird edici gegerliligi kanitlari
bulunmustur. Her ne kadar genel toplum &rnekleminde ADA ile RBSO arasinda
beklenen zayif iliski bulunamayip hipotez reddedilmis olsa da, ayird edici gecgerliligin
tanim1 geregi bu iki Olcegin arasinda iliski bulunmamis olmasi genel toplum
ornekleminde ADA igin ayird edici gegerlilik kanit1 olarak kabul edilmistir. ADA ile
BDE arasinda genel toplum 6rneklemindeki kiigiik korelasyon ise hipotezle uyumlu olsa
da agiklamaya ihtiya¢ duymaktadir. Clinkii DET genel toplumdaki etiketlenmemis
bireylerde ADA ile olumsuz psikolojik sonuglar arasinda bir iliskinin olmayacagini ifade
etmektedir. Dahasi, gegmiste Link (1987) ADA ile igerisinde bir takim depresyon
semptomlarmin da Olgiildiigli demoralizasyon 0lcegi (Dohrenwend ve ark., 1980)
arasinda, genel toplum 6rnekleminde bir iliski bulunmadigini rapor etmistir. Ancak daha
sonra yapilan bir incelemede demoralizasyonun depresyondan daha farkli bir klinik
durum oldugunu ortaya koymustur (Tecuta ve ark., 2015). Bu nedenle ADA ile BDE
arasindaki genel toplum Ornekleminde bulunan kiiciik korelasyon, Link (1987)
tarafindan rapor edilen bulgu ile tiimiiyle celismemektedir. ADA ile BDE arasindaki
kiigiik korelasyon, depresyonla iligkilendirilen olumsuz bilissel siireclere yatkin olma
sonucu ADA sorularinin yanitlanmasindaki bir yanlilik haliyle aciklanabilir (Gotlib ve
Joorman, 2010).

Bu ¢alismada sasirtic1 bir sonug olan ADA ile PYAYCDO arasinda genel toplum
ornekleminde bir iliski bulunmayis1 ise Orneklem Ozellikleri ile baglantili olabilir.
Ozellikle Vogel ve arkadaslarmin (2009) ADA ile PYAYCDO arasinda anlamli bir
pozitif korelasyon rapor ettigi calismadaki Orneklem incelendiginde, katilimecilarin
iiniversite O6grencilerinden olustugu goriiliir. Simdiki c¢alismadaki genel toplum
ornemleminin ise yas ortalamasi144.90 olup, Vogel ve arkadaslarinin yaptig1 caliymadaki

orneklemden ¢ok farkli bir yas grubunu temsil etmektedir.
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Sonu¢ olarak, gecerlilik ve gilivenirlik testlerinde ADA 6lgegi igin klinik
orneklemde giiclii kanitlar ortaya konmus, genel toplum ornekleminde ise giiclii
giivenirlik kanitlar1 ve kismi gegerlilik kanitlar1 bulunmustur. Ote yandan bu ¢alismanin
bir takim eksiklikleri mevcuttur. Ozellikle ADA icin kesfedici ve dogrulayici faktor
analizleri i¢in bagimsiz Orneklemlerin kullanilamamis olmasi sebebiyle gelecek
calismalarda bagimsiz 6rneklemlerde dogrulayici faktor analizi tekrarlanarak literatiirde
onerilen ¢esitli tek faktorlii ve ¢ift faktorlii yapilar test edilmelidir. Ayrica bu testler
yapilana dek suanki calismada ortaya c¢ikan alt faktorlerin (KOOD ve AOD) ayr1 ayri
kullanilmas1 uygun olmayacaktir. Genel toplum 6rnekleminde ¢ok sayida iiniversite
mezunu olmasi, klinik 6rneklemde de ¢ok sayida Sizofreni/Psikotik spektrumda tani
almis erkek katilimecilarin olmasi orneklemlerde kismen homojen Ozellikler
olusturmaktadir. Bu durum ve muhtemel bir sosyal begenilme etkisi analizlerde ortaya
konan iligkilerin gercek biiyiikliiglinii maskelemis olabilir. Arastirmaci tarafindan

gelecek galigmalarda sosyal begenilme etkisinin kontrol edilmesi 6nerilmektedir.
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