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Abstract

This paper explores the factors influencing social acceptance toward persons with schizophrenia by examining
the effects of perceived dangerousness, having knowledge, and social instability and investigates these
conditions in a cross-cultural comparison of Japan and Vietnam. Social distance scales and random sample
survey questionnaires based on vignettes were used to reconstruct social acceptance in Japan (n = 488) and Ho
Chi Minh City in Vietnam (n = 185). Structural equation modeling was applied to explore the relation between
social acceptance, perceived dangerousness, beliefs in Western psychiatric treatments, contact with people with
schizophrenia, and cohorts having grown up during the Vietnam War.

In both countries, contact reduced the perceived dangerousness of persons with schizophrenia and increased their
social acceptance. Beliefs in Western psychiatric treatments informed by education-based knowledge, however,
intensified perceived dangerousness in Japan, but increased social acceptance in Vietnam. The effects of
education-based knowledge emerge differently according to each society’s mental health system history. The
Vietnamese cohort born during the Vietnam War showed greater social acceptance than others, while no effects
were observed in Japanese cohorts. Social instability seems to change social values and negative social attitudes
related to schizophrenia.

Keywords: Asian countries, cross-cultural study, schizophrenia, social acceptance, sociology, structural
equation modeling

1. Introduction
1.1 The Importance of Social Acceptance

Social attitudes toward persons with mental health problems are closely linked to political decisions and mental
health service policies. After psychiatry emerged in Western Europe as a medical domain, the confinement of
“patients” to psychiatric wards in the name of protecting the public was enforced. In recent years, most
developed countries have tried shifting mental health services “from institutionalization to
deinstitutionalization,” including financial aspects and the human rights of patients. During this political
transition, medical professionals, politicians, and the public need to reconsider why people with chronic mental
disorders have been penned in psychiatric wards and how they can change such stigmatizing attitudes toward
them. To create an environment that allows people with chronic mental disorders and the public to coexist and
lead satisfying lives, it is essential to understand how the public presently regards living in the same community
with them.

In this paper, I define public view of living with people having chronic mental disorders as social attitudes. A
great deal of research has been conducted measuring social attitudes, especially in psychiatric epidemiology.
These studies indicated the following three characteristics of social attitudes: (a) persons with schizophrenia are
the most stigmatized and less expected to live and socialize in communities with others compared to those with
other mental health problems (Durand-Zaleski, Scott, Rouillon, & Leboyer, 2012; Griffiths et al., 2006; Lauber,
Nordt, Falcato, & Rdssler, 2004); (b) the perceived dangerousness of persons with mental health problems is a
primordial factor leading to negative social attitudes and stercotypes, particularly related to schizophrenia
(Angermeyer, 2003; Durand-Zaleski et al., 2012); (¢) social attitudes and the degree of tolerance toward people

187



www.ccsenet.org/ass Asian Social Science Vol. 11, No. 22; 2015

with schizophrenia orients the outcomes of their disorder (Warner, 1994). Additionally, people with
schizophrenia feel that they experience prejudice related to their perceived dangerousness (Gonzalez-Torres,
Oraa, Aristegui, Fernandez-Rivas, & Guimon, 2007). As a result, patients living in communities tend to avoid
having intimate relationships or stop themselves from applying for work opportunities for fear of being
discriminated (Ugok et al., 2012). Exclusion, which leads to a decline in the quality of life of deinstitutionalized
patients, has been one of the greatest obstacles in promoting their social inclusion. In this paper, I focus on the
factors that inform social attitudes toward persons with schizophrenia by constructing hypotheses based on
recent studies.

1.2 The Knowledge Hypothesis

Findings from current studies in developed countries in Western Europe, North America, and Asia, particularly
Japan - where Western pharmacological treatments were adopted as a first choice in mental health care - have
been applied to educational programs to reduce negative social attitudes toward persons with schizophrenia.
These educational programs, such as the World Psychiatric Association’s anti-stigma program (The World
Psychiatric Association, 2005), aim to improve the public’s “mental health literacy (Jorm et al., 1997)”. Jorm et
al. (Jorm et al., 1997, p. 183) defined mental health literacy by extending the term “health literacy” and
explained it as “the ability to recognize specific disorders, knowing how to seek mental health information,
knowledge of risk factors and causes, of self-treatments, and of professional help available, and attitudes that
promote recognition and appropriate help-seeking.”

Medical professionals and researchers have led the campaign for mental health literacy, assuming that education
would decrease tensions between the public and persons with schizophrenia (Kelly, Jorm, & Wright, 2007).
Acquiring mental health literacy is considered to promote public recognition of a behavioral or psychological
deviation as a “mental disorder,” which leads to greater acceptance of psychiatric treatments. In addition, it was
expected that if people recognized the effectiveness of Western psychiatric treatments they would consult
psychiatrists or medical professionals without fearing or experiencing social rejection, which might shorten the
“duration of untreated periods” (DUP). The main objective of medical professionals is early intervention.
Several studies emphasize better outcomes for treating schizophrenia because of early medical intervention
(Marshall et al., 2005; Primavera et al., 2012; Thirthalli et al., 2011).

Education and studies on social attitudes have been conducted, albeit without sufficient investigation on how
knowledge or mental health literacy influences negative social attitudes. They may have limited effects or
unexpected outcomes that need to explore with controlling the effects of schizophrenia’s perceived
dangerousness. Tanaka et al. evaluated the effects of lectures on mental health and found that acquiring
knowledge about mental health problems promoted help-seeking behavior and agreements with mental health
services (Tanaka et al., 2003). Conversely, certain attitudes - expectations regarding the patients’ ability to
participate in a social life - did not change significantly afterwards (Tanaka et al., 2003). Similarly, the perceived
peculiarity of schizophrenia (Tanaka et al., 2004) and willingness to interact with persons with schizophrenia
were reported in other studies (Mino et al., 2001; Pinfold et al., 2003; Pinfold et al., 2005). Although these
studies mention the ineffectiveness of educational programs in creating mental health literacy, further
investigations need to be done.

Most studies examined the factors that increased/decreased stigmatizing social attitudes by multiple or logistic
regression analysis. Their limitations can be summarized as follows: The socio-demographic and psychological
factors, including schizophrenia’s perceived dangerousness, were examined as independent variables in
regression analyses, but the causal results direction between socio-demographic and psychological factors were
not examined. The models adopted in the studies could define neither what kinds of socio-demographic factors
increase/decrease schizophrenia’s perceived dangerousness nor how acquiring knowledge influences it and other
social attitudes. Consequently, the following issue remains unresolved: “acquiring more detailed mental health
knowledge can increase negative social attitudes, which is the paradoxical outcome of enlightenment practices
(Nakane, 2010).”

The factors moderating and consequently reducing negative social attitudes are based on intimate experiences or
interactions with persons who have schizophrenia or other chronic mental disorders (Desforges et al., 1991;
Lauber et al., 2004; Yamaguchi et al., 2013; Yamaguchi, Mino, & Uddin, 2011). These interactions are referred
to in the “contact hypothesis (Allport, 1979).” Brown derived four premises to elicit the most positive effects of
contact: “social and institutional support, acquaintance potential, equal status, and co-operation (Brown, 1995).”
These premises support results that indicate that short and temporary contact does not influence negative
attitudes toward those with chronic mental disorder (Cutler et al., 2012). The type of contact that promotes
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positive social attitudes depends on the person with schizophrenia’s position in relation to his/her family
members. If family members undertake a person’s care legally and informally, their contact is supported
societally and institutionally, especially in East Asian countries. Also, this contact is durable with a certain level
of frequency and constructs a meaningful relation between the family and the person with schizophrenia. This is
compatible with the premises of “acquaintance potential,” as well as “co-operation,” which can reflect the
situation in their daily lives. People with schizophrenia are also expected to have frequent opportunities to have
contact with others with mental disorders because they are encouraged to participate in day-care or communal
activities, such as self-help groups. Accordingly, similar effects to those of the contact hypothesis are supposed
to be observed within them. It is pertinent to say that the knowledge of schizophrenia that one obtains through
real interactions should be distinguished from that which is obtained through educational lectures.

In this paper, I elaborate on the inconsistent effects of knowledge and propose that its relation to mental health
literacy has two contradictory effects on social attitudes. On one hand, knowledge about schizophrenia increases
confidence in Western psychiatric treatments; on the other, it decreases socially tolerant attitudes toward persons
with the disorder, such as a willingness to initiate relationships with them. Since most Western psychiatric
hospitals in developed countries were historically “asylums (Goffman, 1961),” people often regard mental health
services as systems of surveillance for persons with chronic mental disorders rather than scientifically effective
treatments. The promotion of mental health literacy may contribute to the decline of skepticism toward Western
psychiatric treatments and the increased recognition of their medical effectiveness. As indicated in previous
studies, knowledge gained from educational programs has some “positive” effects; however, when people
consider real situations in their daily lives, few have contact with persons with schizophrenia because of the
history of isolation of psychiatric patients within hospitals. The stereotype of dangerousness has been shared and
kept within society without being modified or questioned. If people acquire the knowledge of symptoms, the
effectiveness of treatments, or of the convalescence process of schizophrenia through education it is assumed
that the behavior of those with schizophrenia is “medically deviant” and difficult to control or change without
medical intervention. Contrary to the expectations of educational programs, mental health knowledge maintains
or rather reinforces negative social attitudes and can be viewed as evidence of the public’s suspicion of
dangerousness. Though knowledge should provide opportunities to create doubt regarding stereotypes related to
persons with schizophrenia, it may instead emerge from real experiences and intimate contact with them. I refer
to these two contrasting effects of knowledge as the knowledge hypothesis. To improve education to reduce
negative social attitudes, this hypothesis needs to be examined.

1.3 Social Instability Hypothesis

This paper also examines another hypothesis that examines how views of different generations vary in relation to
mental health. Several sociological studies indicated that moral precepts and values that are important to daily
life vary according to the historical period in which one has grown up (Elder, 1984; Inglehart, 1990).
Generations that grew up during social fluctuations such as wars or serious economic stagnation attach greater
importance to material affluence than those who have not (Inglehart, 1990). Past psychiatric epidemiology
studies on social attitudes toward persons with schizophrenia examined the role of generation as a linear variable
of age (Lauber et al., 2004; Tanaka et al., 2003). There has not, however, been adequate inquiry regarding the
influence of social change on specific generations. Therefore, it is difficult to identify whether the variable of age
reflects generational experiences or influence of life stage that exists separately from generation and the times. In
addition, it cannot be ignored that attitudes toward schizophrenia can vary according to where a person lives
because a society’s values often determine its views on mental disorders (Warner, 1994). In more developed and
industrialized societies, those with schizophrenia are isolated because economic productivity, which difficult for
most of them, is highly valued. On the contrary, there is still a chance that those affected can be integrated into
communities, instead of isolation, in developing societies. Their “psychiatric symptoms” are considered as a sign
that their families or persons close to them should gather to re-enforce their bonds of intimacy (Warner, 1994).
Although there is no clear indication showing at what point social attitudes shift from acceptable to rejectable
and the conditions that change societal values affecting schizophrenia have not been investigated enough, it can
be assumed that social instability is one of the key factors that changes social attitudes. This influence is apparent
in certain cohorts. I hypothesize that the generations who have grown up in socially unstable environments
acquire different attitudes toward people with schizophrenia (social instability hypothesis).

1.4 The Need for Cross-cultural Comparison

This study defines social acceptance as tolerant and constructive attitudes toward those affected by schizophrenia
and examines this by testing knowledge and social instability hypotheses. As I explain in the chapter of methods,
social acceptance was measured based on the respondents’ willingness to become neighbors of, to work with, or
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to build a family through marriage with someone who has schizophrenia. To test the knowledge hypothesis, I
adopted two different variables to separately measure the effects of education-based knowledge and that of
contact experience: the first identifies whether the survey participants have confidence in Western psychiatric
treatments and the second determines whether they have schizophrenia or are related to someone who does. The
difference in social attitudes between generations can be observed as an effect of cohort variable in statistical
analysis. The social instability hypothesis can then explore the influence of social instability on certain cohorts.

Both hypotheses should be examined by exploring cross-cultural data gathered from societies with different
mental health system histories. It would be difficult to recognize whether the effects of education-based or
contact-based knowledge emerge only in one society or globally using a single society’s data. One would not be
able to conclude that the effects observed in a certain cohort represent the influence of social instability; similar
effects may appear in another society and be attributed to aging alterations or other global factors.

Therefore, it is necessary to compare two types of societies: one that has a history of using asylums and another
that does not. One of the two must also include a generation having undergone remarkable social change
compared to the other. In this study, I used data from Japan and Vietnam, since they meet the criteria of both
hypotheses. Japanese mental health services are based on Western treatments that consist of anti-psychotic
medications administered by psychiatrists in a system that has a history of extended stays in psychiatric wards.
Even today in Japan, schizophrenia patients’ average length of stay in psychiatric wards is 561.1 days (Ministry
of Health, 2011) and the number of psychiatric beds is 342,194 (Ministry of Health, 2012) which corresponds to
26.8 beds per 10,000 population. On the contrary, Western psychiatry was imported into Vietnam from France
during mid-19™ century; however, only one psychiatric hospital has existed in outskirts of Ho Chi Minh city to
receive a large number of patients (Yamamoto, 2001) and traditional treatments are still used in spite of legal
prohibition (Uemoto & Miura, 2012). In addition, 0.60 psychiatric beds are provided per 10,000 population in
Vietnam (Vuong et al., 2011). Considering the constant shortage of psychiatrists, small number of beds and short
hospital stays - not exceeding several weeks (Uemoto, 2009), it can be said that Western psychiatric treatments
did not become the standard choice of Vietnamese people. The Vietnamese mental health system does not have
the same history of using asylums as do Japan and other occidental countries. In addition, the Vietnam War from
1961 to 1976 left terrible scars on the Vietnamese people, whereas Japan was not confronted with any
remarkable social change during this time. I therefore created cohort variables that represent the generations that
grew up during the Vietnam War.

1.5 Aims of the Study

To investigate the factors that determines the social acceptance of persons with schizophrenia using the
following hypotheses (HP):

(HP-1) The perceived dangerousness of persons with schizophrenia is related to the decline of social acceptance.

(HP-2) In attempts to control the perception that people with schizophrenia are dangerous, education-based
knowledge decreases social acceptance and contact-based knowledge and experience increases social
acceptance.

(HP-3) Cohorts that grew up in socially unstable environments are more socially accepting than those that have
not.

2. Methods
2.1 Data

The Japanese data, originally intended to be compared to Australian surveys from 2003 to 2004, is drawn from
Japanese Survey of Mental Health Literacy (“Seishin Hoken no Chisiki to Rikai ni kansuru Tyousa”: in Japanese)
conducted by Y. Nakane and K. Yoshioka in 2003. This study is a secondary analysis of this data. Their survey
comprised common questions about social attitudes for case vignettes: chronic schizophrenia, early-episode
schizophrenia, depression, and depression with suicidal thoughts (Nakane et al., 2005). The description of
vignettes was designed to fit the diagnostic criteria of DSM-IV and ICD-10. Respondents were randomly shown
male or female versions of the vignettes (Nakane et al., 2005). The target populations of these two surveys were
male and female aged 20 to 69. The chronic schizophrenia vignette was chosen for this study, since chronic
symptoms are the most obstructive factors to community living and social acceptance. The outline of the chronic
schizophrenia vignette is as follows: an unemployed male or female is described as passing a day in the park
talking to himself/herself. Also, the person affected says that he/she is under surveillance because he/she knows a
secret regarding an international computer system that can control everyone the world over. The questions from
the Australian survey were translated into Japanese and their accuracy was confirmed by being retranslated into
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English.

Instead of using a national survey of randomly selected households, they first divided Japan into five
geographical regions. Next, they selected five cities within each region according to city size, number of
psychiatric beds and the rate of suicide to identify 25 sites for the project. After that, home interviews were
conducted in 500 randomly selected households. (Note 1) Responses were collected until the required number of
participants in each age and gender category was received. Thus, a refusal rate was not relevant in this survey.
More information about procedural details is provided in Nakane et al. (2005).

Uemoto and Miura (2012) conducted the Vietnamese survey from 2007 to 2008 in Ho Chi Minh City. This study
is a primary analysis of that data. In the sampling process, each district of Ho Chi Minh City was used. (Note 2)
Furthermore, in each site, the required number of sampling cases in age and gender categories were determined
based on Ho Chi Minh City’s demographical structure of persons aged 18 to 74. Finally, home interviews were
conducted in randomly selected households.

This survey was designed for comparison with the Japanese survey that Uemoto and his colleagues translated
into Vietnamese, based on the Japanese and Australian versions. The validity of the translation was ensured using
the same procedure described earlier. Though it relied on home interviews equivalent to those in the Japanese
survey, two vignettes about chronic and early-episode schizophrenia were substituted. The Vietnamese sample
size of 295 responses about chronic schizophrenia and 195 about early-episode schizophrenia. The refusal rate
was also not reported in this survey (Uemoto & Miura, 2012). The details of the Vietnamese survey have been
explained by Uemoto and Miura (Uemoto & Miura, 2012).

2.2 Dependent Variable

I used the social distance scale developed by Link et al. to measure social acceptance (Link et al., 1999). In the
analysis, I selected the following three questions to extract the same factor structure for both Japan and Vietnam:

Q: How willing would you be to move next door to A-o (B-ko)?
Q: How willing would you be to make friends with A-o (B-ko)?
Q: How willing would you be to have A-o (B-ko) marry into your family?

“A-0” signifies an anonymous Japanese male name and B-ko corresponds to an anonymous Japanese female
name. In the Australian questionnaire, the names in the vignettes were John and Mary. The values of each
question ranged from ( 1) “Definitely willing” to (iv) “Definitely unwilling.” The “Don’t know” (DK) option
was included in the Vietnamese survey and excluded in Japan. Instead, “Strongly unwilling” was added in
Japanese survey as a fifth value. There were no DK answers in the Japanese data. For the factor analysis, I
excluded the DK answers in the Vietnamese data; combined the “strongly unwilling” to “definitely unwilling”
responses in the Japanese data; and reversed the values of these variables. A growing number means that
respondents are more willing to interact with a person that has schizophrenia.

2.3 Independent Variables

The independent variables were grouped based on two major factors: socio-demographic and psychological
recognition. For socio-demographic factors, I adopted gender (male = 1, female = 0), years of education (from 6
to 16 years), marital status (single = 1, married = 0), cohort, and “person concerned” representing the
respondents’ experience of contact. In the analysis, gender, years of education, marital status was treated as
controlled variables. Based on my hypothesis regarding social instability, I divided the age variable into three
dummy cohorts, according to different periods of the Vietnam War. In both surveys, the respondents were
organized according to age in five-year strata, expect those more than 74 years old in Vietnamese survey. The
“cohort born before the Vietnam War” was 55-69 years old in Japan and over 55 years old in Vietnam. The
“cohort born during the Vietnam War” was 40-54 years old in both countries. The “cohort born after the Vietnam
War” was 18-39 years old in both countries. The “person concerned” variable combined two questions that asked
respondents if they ever had similar problems to those presented in the vignettes or if anyone in their family or
close circle of friends had. Respondents scored “1” if they gave a positive response and a negative response
scored “0.”

Psychological factors consisted of two variables: “perceived dangerousness” and “beliefs in Western psychiatric
treatment.” Using five response categories ranging from ( i) “Strongly disagree” to (Vv ) “Strongly agree,”
perceived dangerousness was measured using the following idea:

Q: People with a problem like A-o (B-ko) are dangerous.

Belief in Western psychiatric treatments was confirmed using factor analysis when running structural equation
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modeling (SEM) for the following two variables: those who were asked about the effectiveness of help provided
by a psychiatrist and of hospitalization in psychiatric wards. A higher score signifies that respondents regard
psychiatrists and hospitalization as helpful and have a greater confidence in Western psychiatric treatments. The
response of “neither” was pointed between that of “harmful” and “helpful.”

Q: Is a psychiatrist likely to be helpful, harmful, or neither for A-o (B-ko)?

Q: Do you think being admitted to the psychiatric ward of a hospital is likely to be helpful, harmful, or neither
for A-o (B-ko)?

2.4 Statistical Methods

First, I conducted a factor analysis to extract the dependent variable - “social acceptance” - from the three
previously mentioned variables and examined whether perceived dangerousness decreased in both countries,
corresponding to the data in other studies. From a second analysis, I extracted the “Beliefs in Western psychiatric
treatment” from the two variables discussed earlier. A regression analysis was used to explore the relation
between social acceptance, socio-demographic factors, and the belief in Western psychiatric treatments to control
the effects of perceived dangerousness of persons with schizophrenia. Missing data were excluded in all
analyses.

The data were analyzed using two statistical software programs, SPSS Version 21 and the Mplus Version 7. To
estimate the effects of socio-demographic factors and beliefs in Western treatments, I adopted structural equation
modeling (SEM) for multi-group analyses. The SEM simultaneously carries out both regression and factor
analyses and generates a model fitting the data. Additionally, the SEM shows the direction of causes and results
by fixing and examining the model’s fitness. The three variables - “Belief in Western psychiatric treatments,”
“Person concerned,” and “Cohorts” - were regarded as causes and “Social acceptance” as a fixed result in the
SEM.

3. Results

3.1 General Tendencies in Vietnam and Japan

Tablel. Descriptive statistics of all variables

Standard

Variable Value % Mean . Skewness Kurtosis Range
Deviation
Social Acceptance
. Japan 1.59 0.73 1.06 0.06
Live nextdoor )
Vietnam 1.89 0.87 0.87 0.26
. . Japan 1.47 0.66 1.32 1.39
Marry into family . 1-4
Vietnam 1.62 0.76 1.29 1.66
. Japan 1.94 0.86 0.49 -0.63
Make Friends .
Vietnam 2.18 0.95 0.46 -0.68
Socio-demographics
Cohort 1: Born before the Vietnam
28.7
War
Cohort 2: Born during the Vietnam Japan 309
War
Cohort 3: Born after the Vietnam
40.4
War 0-1
Cohort 1: Born before the Vietnam
41.1
War
Cohort 2: Born during the Vietnam Vietnam 40.0
War
Cohort 3: Born after the Vietnam
18.9
War
Male 50.4 1
Japan
Female 49.6 0
Gender
. Male 459 1
Vietnam
Female 54.1 0
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Variable Value % Mean Stanq a'rd Skewness Kurtosis Range
Deviation
9® 6.8
, 12¢ 55.1
Years of Education Japan 15 0 13.14 2.08 9-16
El t hool d )
EE; ; er‘neli1 arz school degree 16 28.9
( )Hgnii)r ;g ls; ool degree 5@ 14.1
¢) High school degree
g £ 9® 29.2
(d) College degree ) ©
(¢) Uni ity d high Vietnam 12 40.0 10.77 3.23 5-16
e) University degree or higher
yoee £ 159 43
16© 12.4
. Japan 18.9
Single )
Vietnam 18.4 0-1
Japan 12.9
Person Concerned )
Vietnam 23.8
Psychological recognition
. Japan 3.12 0.97 -0.028 -0.73
Perceived dangerousness . 1-5
Vietnam 3.56 1.03 -0.307 -0.94
Beliefs in western treatments
. oo Japan 2.76  0.49 -1.97 3.09
Effectiveness of psychiatrist’s help .
Vietnam 2.92 0.27 -3.09 7.66 13
Effectiveness of hospitalization in Japan 205 074 -0.08 -1.17
psychiatric ward Vietnam 295 023 -3.98 13.96
Japan 488

n .
Vietnam 185

A total of 488 Japanese and 185 Vietnamese responses were used in this analysis. From the three Japanese
cohorts, the ratio was 28.7% for respondents born before the Vietnam War; those born during the war represented
30.9%; and those born after 40.4%. In Vietnamese cohorts, those born before the Vietham War represent 41.1%;
40.0% were born during the war; and 18.9% in the post-war period. The younger generation represented a larger
portion of sample size in Japan, whereas the opposite tendency was observed in the Vietnamese data. This is
because of sampling differences between the two countries. In the Japanese survey, the age range was from 20 to
69 years old and responses were collected to equal a sample size of 100, while in the Vietnamese survey, the
sample was collected according to population distribution in Ho Chi Minh City. The gender ratios in both
countries were well balanced.

Welch’s #-test was applied to compare means of some variables between two countries. I calculated the
respondents’ educational backgrounds in years. In Vietnam, 14.1% had an elementary school level of education;
there were no such cases in the Japanese data. The number of educational years reported in Japan was
significantly greater than that of Vietnamese respondents (¢ = 86.10, P < 0.001). This range difference in years of
education may be due to the difference in two countries’ educational systems. In both countries, compulsory
education is enacted until junior high school, which amounts to 9 years of education from ages 6 to 15. In
Vietnam, however, compulsory educational legislation does not cover all of Vietnam; therefore, except in Hanoi,
there are children who finish their education in elementary school (Ministry of Foreign Affairs of Japan, 2013).

The mean ratio for the “Person concerned” was significantly higher in Vietnam than in Japan (¢ =9.72, P <0.01).
The mean of the three social acceptance variables was also significantly higher in Vietnam. The values for each
of the three variables’ Welch’s #-tests were as follows: “Live next door” (¢ = 17.49, P < 0.001); “Marry into
family” (¢ = 6.14, P < 0.05); “Make friends” ( ¢ = 9.36, P < 0.05). On average, Vietnamese people are more
accepting of those with schizophrenia than the Japanese. The mean of “Perceived dangerousness” was
significantly higher in Vietnam than in Japan; thus, Vietnamese people tend to more strongly regard persons with
schizophrenia as dangerous than the Japanese (¢ = 24.92, P < 0.001). However, according to Nakane (2010),
there is a discrepancy between Japanese respondents’ personal views and their estimation of others’ views
toward schizophrenia, including perceived dangerousness. This was a particular tendency of Japanese
respondents, compared to those from Australia. Nakane suggested, as a possible interpretation, that this
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phenomenon indicates that the Japanese prefer hiding negative personal views; thus, higher response rates to the
question of estimation of others’ view regarding perceived dangerousness might reflect the respondents’ real
opinions and responses related to personal view might be intentionally low (ibid). In this study, the Japanese
mean of estimation of others’ view was slightly higher than the Vietnamese one (mean (Japan/Vietnam) =
3.65/3.50, t = 3.06, P < 0.10). Though it is important to take into consideration this Japanese inconsistency, |
used respondents’ personal views of perceived dangerousness as a psychological variable because there are no
further clear investigations for it. Vietnamese people were significantly more confident in the effectiveness of
psychiatric care (¢ = 26.77, P < 0.001) and hospitalization than the Japanese (¢ = 570.01, P < 0.001). Overall,
Vietnamese respondents had more frequent contact with and tolerant attitudes toward people who have
schizophrenia than did the Japanese surveyed.

Although these comparisons of mean between Japan and Vietnam indicate that the two countries do not share
similar tendencies, we do see that similarities between perceived dangerousness and social acceptance exist
across both cultures, as former studies have emphasized.

3.2 Relation between Perceived Dangerousness and Social Acceptance in Japan and Vietnam

Live next door

-0.350%**/-0.406%** 0.785

Perceived Social

B
>

dangerousness acceptance

Marry into family

1.241

Make friends

Figure 1. Base model showing the relation between “Perceived dangerousness” and “Social acceptance” in Japan
and Vietnam

Note: Japan (n) = 488, Vietnam (n) = 185; CFI = 0.993; RMSEA = 0.048, ""P < 0.001

The Japanese unstandardized regression coefficient (B) of “Perceived dangerousness” was estimated as -0.202
and -0.238 in the Vietnamese group. In this figure, standardized regression coefficient of Japanese group
concerning perceived dangerousness (= -0.350) is indicated on left side on the path to “Social acceptance” and
the Vietnamese one is indicated on right side (B=-0.406).

Factor loadings for latent constructs of social acceptance indicated are unstandardized.

I examined whether the causal relation between perceived dangerousness and the latent factors of social
acceptance, shown repeatedly in other studies, were also observed in Vietnam and Japan. The base model yielded
a CFI of 0.993 and a RMSEA of 0.048, showing that this model fits the data reasonably well (Figure 1). All the
estimated values of factor loadings for latent constructs of social acceptance were constrained to be equal
between the two countries, which were significant at P < 0.001. In both countries, there existed the same causal
relation between perceived dangerousness and social acceptance; a higher score for the former is likely to reduce
the score for social acceptance. Since the standardized regression coefficient (B) for the Vietnamese group (f=
-0.406) was higher than that of the Japanese group (B=-0.350), the impact of perceived dangerousness on social
acceptance is stronger in Vietnam than in Japan. Since the relation between these two factors is confirmed by
these data, it can be said that they reflect the tendencies related to social acceptance shown in other studies,
therefore the first hypothesis (HP-1) was supported. As a next step, I examined knowledge and social instability
hypotheses by adding the rest the variables in the following models.
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3.3 Structural Differences in Causal Factors of Social Acceptance between Japan and Vietnam

Person
concerned

Live next door

Make friends

0.792
Social
acceptance Marry into family a
Perceived 1286
dangerousness e

After the Vietnam
War cohort (18-39
years old)

0.117'
The Vietnam War cohort (40-54

years old)

Ref. Before Vietnam war cohort
(55-69 years old)

Beliefs in

western
treatments

Years of education

1.272
Effective practitioner: Effective intervention:
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Figure 2. Factors of Japanese “Social acceptance” toward persons with schizophrenia
Note: Japan (n) = 488; CFI = 0.974; RMSEA = 0.035; ""P < 0.001; "P<0.01; "P<0.05;"P<0.10

All parameters indicated in this figure are standardized regression coefficients ( B ), except the factor loadings for
latent constructs of “Social acceptance” and “Beliefs in Western treatments.”

Factor loadings of the three variables of “Social acceptance” and “Beliefs in Western treatments” are constrained
equally between the two countries (Figure 2 and Figure 3).

Only significant relations are described in Figure 2 and Figure 3.
Model fitness of CFI and RMSEA are remarked in Figure 2.
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Figure 3. Factors of Vietnamese “Social acceptance” toward the persons with schizophrenia
Note. Vietnam (n) = 185; P <0.001; “P<0.01; "P<0.05;"P<0.10

Figure 2 and Figure 3 report SEM analysis results exploring the effects of war-related cohorts and other
socio-demographic variables related to “Beliefs on Western psychiatric treatment”, “Perceived dangerousness”,
and “Social acceptance”. Indices of model fit (CFI = 0.974; RMSEA = 0.035) show that the models fit the data
reasonably well. In addition, the power was 0.999 yielded in the Japanese model and 0.946 in the Vietnam model.
Therefore, both models also had acceptable fit for the population data. (Note 3) I treated the variables of the two
latent constructs of “Social acceptance” and “Beliefs in Western treatments™ as continuous factor indicators to
keep equivalent structures in both countries. The intercepts of these two latent constructs were fixed at zero in
the Japanese model, but estimated freely in Vietnamese model. The means of the two were also fixed at zero and
the factor loadings were constrained to be equal in both countries, which mean that my comparisons were not
complete but approximate for the structures of these two latent constructs.

Two remarkable differences were observed between two countries. First, in the Vietnamese model (Figure 3), the
Vietnam War cohorts strongly affected social acceptance and were the most influential factors. People born
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during the Vietnam War showed significantly greater acceptance of persons with schizophrenia (f= 0.214) than
those born before the war. On the other hand, no cohort effect was observed in Japan (Figure 2). Second, while
beliefs in Western treatments directly increased social acceptance in the Vietnamese model (B= 0.153 in Figure
3), it increased perceived dangerousness in the Japanese model (f= 0.117 in Figure 2.) In addition, in the
Japanese model, years of education enforced beliefs in Western treatments (f= 0.147).

The effect of contact in the Japanese model was apparent when the respondents chose the “Person concerned”
category; perceived dangerousness was reduced (f=-0.102) and they were likely to be more socially accepting
(B= 0.141) (Figure 2). In Vietnamese model, this variable increased social acceptance directly (B= 0.146), but
had no significant effect on perceived dangerousness.

For the “Single” (B= 0.216) and “Men” (= -0.096) categories, significant effects were observed in the Japanese
model. Single respondents showed greater acceptance toward persons with schizophrenia. Japanese women,
compared to men, more strongly perceived those with schizophrenia as dangerous. On the other hand, other
socio-demographic factors had no significant effects on perceived dangerousness and beliefs in Western
treatments in Vietnam model.

4. Discussion

This study investigated the relationship between the socio-demographic and psychological factors of social
acceptance of persons with schizophrenia by comparing two culturally different countries, Japan and Vietnam.
By focusing on two hypotheses, two important conclusions can be derived from this analysis. First, with respect
to the knowledge hypothesis, I discerned the effects of education-based knowledge as a variable of “Beliefs in
Western treatments” and contact-based experience as a variable of “Person concerned.” As the contact
hypothesis indicated, the variable of person concerned had positive effects on promoting social acceptance in
both countries; however, beliefs in Western treatments had a contradictory effect on social acceptance. In Japan,
highly educated people had stronger beliefs in Western treatments, which increased their perception of
dangerousness and promoted a decline in social acceptance. This explains the paradoxical outcomes of
educational programs. Societies where Western psychiatric treatments are already diffused and have a history of
psychiatric hospitals as surveillance systems for patients regard persons with schizophrenia as dangerous to
others. People from these societies who acquire knowledge on the effectiveness of Western psychiatric
treatments are only provided with new perspectives on the trends of recent psychiatric treatments by the
educational programs on mental health literacy; they do not provide these people with any opportunity to reflect
or regret the history of the Western mental health system. Support for the institutionalization of patient care is
linked to the public’s belief that Western treatments and surveillance in hospitals are effective in dealing with
patients that are considered dangerous. As a result, this belief reduces their social acceptance. On the other hand,
education-based knowledge did not stimulate the image of asylum of Vietnamese people. Because they have not
gone through the institutionalization history of psychiatric wards, it directly promoted their social acceptance.
Therefore, it can be said that the second hypothesis (HP-2) was supported.

Second, age was found to produce a nonlinear effect only in the Vietnamese models; former studies indicated a
linear effect. Vietnamese society had suffered the crucial scars of war. The cohort that grew up during that period
showed greater acceptance toward those with schizophrenia. Conversely, no drastic economic or political
changes had taken place during the same period in Japan; therefore, the effect of cohort was not observed. We
can conclude that the social instability hypothesis (HP-3) was supported.

The present analysis has implications for reducing the stigmatization of schizophrenia. I hope that my findings
from Japan will contribute not only to explain to public that people with schizophrenia are not always dangerous
but also that the current aim of care should be to deinstitutionalize patient in countries where Western psychiatry
has already been widely adopted. In addition, to elicit more positive effects from educational programs,
generational background and social change should be points to consider.

To assess potential difficulties in cross-cultural studies, the validity of questions always needs to be taken into
consideration. The “Person concerned” variable had positive effects on perceived dangerousness and social
acceptance in Japan, while it only positively affected social acceptance in Vietnam. Considering the similar
manifestation rate of schizophrenia in the two societies (Jablensky et al., 1992), it may be said that this variable
measured the situation of respondents differently in Japan than Vietnam. It could mean that Japanese participants
had family members (a close relative or someone within a nuclear family) or close friends with similar problems
to the vignette person. Vietnamese responses included more distant relatives and extended family. This is
consistent with the difference in frequency results between two countries shown in Tablel; twice as many
Vietnamese participants responded that they have a member of the “family or friends” who have schizophrenia
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as Japanese respondents did. This difference in family composition might mean that Japanese participants had
more frequent contact with people that have schizophrenia than Vietnamese respondents did. It may be the
reason why the person concerned variable influenced both perceived dangerousness and social acceptance only
in the Japanese model and had no effect on perceived dangerousness in the Vietnamese model. To conduct
cross-cultural or international surveys, it is necessary to deliberate not only on the equivalence of the linguistic
translation of variables but also on the metric equivalence of the concept that each variable intends to measure.
Descriptions of each country or society’s characteristics can be well archived in international comparisons. As
globalization influences the psychiatric domain and mental health policies of most of countries, the importance
of international surveys will increase significantly. In psychiatric epidemiology, international surveys such as the
INDIGO study (Thornicroft et al., 2009), GAMIAN study (eg., Evans-Lacko et al., 2012) and SGC-MHS study
(eg., Olafsdottir & Pescosolido, 2011) have gradually been adopted. To create well-designed questionnaires
covering several societies, psychiatric researchers need to cooperate more openly with researchers in other fields
of study such as sociology, anthropology, or linguistics.

This study contains the following limitations: first, the sample sizes were limited and the sampling methods were
inconsistent between the two countries. Taking into consideration that sample size influenced the power,
especially in the base model of “Figure 1” (Note 3), it is difficult to generalize present findings to the entire
populations of both countries. However, the results show great improvement of population’s data model fit in
Figure 2 and Figure 3, this study does suggest structural differences concerning the effect of the knowledge and
of the cohorts appearing in the cultural contexts of Asian societies.

The Japanese samples were gathered from 25 medium to large-sized cities, whereas those of Vietnam were
collected from only one large city whose sampling covered rural areas. Given the effect of urbanicity (Economou
et al., 2009; Stuart & Arboleda-Florez, 2001), there might be potential differences between urban and rural areas
concerning the social acceptance toward persons with schizophrenia reflected in the Vietnam data that is not seen
in the Japanese data. On the other hand, there may exist a spurious correlation between urbanicity and social
acceptance. Urbanicity correlates strongly to education-based knowledge (Griffiths et al., 2009) and the effect of
urbanicity is not significant when controlling for the level of education (Adewuya & Makanjuola, 2008;
Foulkner et al., 2010). In this study, while variables on residential areas were lacking, educational level was
controlled (Figure 2 and Figure 3), thus the influence of urbanicity was likely mitigated. In addition to what has
been noted in previous studies, Ho Chi Minh City is one of the largest cities in Vietnam and has developed
progressively over last decades. (Note 4) Thus, while the effect of urbanicity on social acceptance in the two
countries cannot be denied, it does not have the potentially fatal influences on the statistical estimations this
study.

Second, there was a four-year lag in data collection between the two surveys. Although there were no remarkable
political changes in mental health services or any anti-stigma movements in Japan and Vietnam during the period
in which the two surveys were conducted, the data did not reflect exactly the present state of social acceptance in
both countries. In addition, taking a consideration of recent trend of a decline in social acceptance toward
persons with schizophrenia in Western societies (Schomerus et al., 2012), the same tendency might be likely
observed today in both countries.

Third, I used data from only two countries to examine the hypotheses. Findings from this study, therefore, are
difficult to generalize to any other countries. I also could not add other variables in the analysis to construct the
latent factors of social acceptance and beliefs in Western treatments because of the model’s fitness and the
number of variables’ missing data. Thus, the study’s factors cannot be said to exactly represent the respondents’
tolerance and education-based knowledge. To more validly test the hypotheses suggested in this study, the
wording of questions and sampling should be elaborated at the survey planning stage.

Despite these limitations, this study makes a contribution toward solving the paradoxical effect of enlightenment
toward increasing mental health literacy and in showing the importance of considering generational
characteristics.
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Notes

Note 1. In the sampling strategy, two lands ‘Hokkaido’ and ‘Shikoku’ were excluded. City size of twenty-five
sites were more than middle. These sampling limitations were inevitable due to research financial and manpower
strains (Yoshioka, 2010). The whole country population of Japan was estimated 127,619,000 in 2003. When
excluding Hokkaido and Shikoku population size of 117,833,000 was reported(Statistics Bureau of Japan, 2003).

Note 2. The Vietnam samples included rural area residents. The whole country population of Vietnam was
84,218,500 in 2007 and that of Ho Chi Minh City was 6,725,300 (General Statistics Office Of Vietnam, 2007).

Note 3. For computing the power of models by RMSEA (Hancock & French, 2013; Maccallum, Browne, &
Sugawara, 1996; Maccallum, Lee, & Browne, 2010), the author used Preacher and Coffman’s (2006) on-line
utility (setting Alpha to 0.05, degrees of freedom to 53, Null RMSEA to 0.08 and Alt. RMSEA to 0.035).

Concerning base model of Figure 1, the power of Japanese model yielded of 0.457 and of 0.189 for Vietnam
model (setting Alpha to 0.05, degrees of freedom to 6, Null RMSEA to 0.08 and Alt. RMSEA to 0.048). As for
the base models, it should be noted that, to have a 0.80 probability for an acceptable data-model fit (setting
Alpha to 0.05), the present studies in both countries needed a minimum of 1110 cases.

Note 4. The population growth rates in Ho chi Minh City launched at as 3.71in 2005 and shifted to 1.94 in 2012,
and that of Vietnam whole country was 1.17 in 2005 and 1.06 in 2012 (General Statistics Office Of Vietnam,
2007). On the other hand, that was 0.0 in 2005 and -0.2 in 2012 in Japan (The Wold Bank, n. d.).
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