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Abstract Living in a community with high social capital

might lead to lower stigma towards people with mental

illness. We examined the association between social capital

and stigma toward people with mental illness in the com-

munity of Tokyo, Japan. A random sample of 2,000 com-

munity residents was selected and surveyed. Data from 516

respondents were analyzed. In this study, two individual-

based social capital variables were significantly and nega-

tively associated with the stigma score, while area-based

social capital was not significantly associated with the

stigma score. Social capital, particularly reciprocity/norm

of cooperation and trust in the community, may be

associated with lower stigma.

Keywords Social capital � Stigma of mental illness �
Link’s devaluation-discrimination scale

Introduction

Stigma toward people with mental illness is a ‘‘collection

of negative attitudes, beliefs, thoughts, and behaviors that

influence the individual, or the general public, to fear,

reject, avoid, be prejudiced, and discriminate people’’

(Gary 2005), and is known as a serious barrier for

achieving life goals in people with mental illness. Stigma

interferes with mental health treatment seeking, diminishes

self-esteem, and limits one’s social network and employ-

ment opportunities among people with mental illness

(Corrigan 2004).

Studies have suggested that stigma toward people with

mental illness in the general population is affected by

several factors, such as sex, age, socio-economic status,

knowledge about mental illness, and contact or familiarity

with persons with mental illness (Schnittker 2000; Lauber

et al. 2004; Link and Cullen 1986; Corrigan et al. 2003). In

addition to these individual-level factors, stigma is also

affected by community characteristics, since stigma is often

based on the norms of a social unit, i.e., a shared belief that a

person ought to behave in a certain way at a certain time

(Stafford and Scott 1986; Yang et al. 2007). Communities,

neighborhoods, or organizations are believed to play an

important role in the original and modified ‘‘labeling

theory’’ (Scheff 1966; Link et al. 1987, 1989).

Social capital is a concept to describe community

aspects of social networks, relations and trust. In health

sciences, social capital is often defined as consisting of five

characteristics: community networks, civic engagement,

local civic identity, reciprocity and norms of cooperation,
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and trust in the community (Putnam 1993). Levels of social

capital have been shown to predict better health status

(Kawachi et al. 1999), lower mortality (Kawachi et al.

1997), better mental health (Hendryx and Ahern 1997).

Social capital has also been shown to better predict self-

rated health in Japan (Fujisawa et al. 2005, 2007, 2009) and

in East Asian countries (Yamaoka 2008). People living in a

community with high social capital might have a lower

level of stigma toward mental illness. For instance, in a

community with high reciprocity and norms of coopera-

tion, people might be willing to accept and help people

with mental illness, since they could receive cooperation

from the community to do so. People living in a commu-

nity with high trust for their neighbors might also trust

people with mental illness. However, social capital has

been argued to be a collective characteristic, a property of

individuals, or both (Poortinga 2006; Kawachi 2006). If

area-based social capital is associated with stigma, as one

of the community characteristics which affects stigma

toward people with mental illness (Scheff 1966; Link et al.

1987, 1989; Stafford and Scott 1986; Yang et al. 2007),

improving social capital by targeting a community as a

whole, such as thru a community development program,

could be an effective strategy to reduce stigma. If indi-

vidual-based social capital, but not area-based social cap-

ital, is associated with stigma, a strategy of improving

individual perceptions of social capital could be more

effective. To-date, there have been no studies conducted on

the association between area- and individual-based social

capital and stigma toward people with mental illness.

In this study, we examined the association between area-

and individual-based social capital and stigma towards

people with mental illness among community residents of

20 cities/municipalities of Tokyo, Japan. Our hypotheses

are two-hold: First, area-based social capital, as measured

by average responses of people living in an area, is asso-

ciated with stigma towards people with mental illness.

Second, if area-based social capital is not associated with

stigma, then individual-based social capital is associated

with stigma towards people with mental illness.

Methods

The study area included 20 administrative areas of Tokyo,

including 12 wards from Tokyo’s 23 wards, four suburban

cities, rural towns and villages, and two islands. These

administrative areas were selected based on access to the

voter registration list or resident register list, the presence

of rehabilitation centers for people with mental illness, as

well as an effort to capture areas with diverse community

characteristics that might affect levels of social capital and

stigma (e.g. downtown, uptown, suburb, depopulated area,

and island). A random sample of 100 community residents

aged 20 and above was selected from each area, based on a

voter registration list or resident register list. A question-

naire was sent to the total 2,000 subjects by mail from

September to November 2009. The questionnaire consisted

of items and scales on social capital, stigma toward people

with mental illness, subjective social status, and socio-

demographic status. The study aims and procedure were

explained in an invitation letter, and the subjects were

asked to complete and return the questionnaire if they

agreed to participate in the study.

Stigma towards people with mental illness was mea-

sured by Link’s Devaluation-Discrimination Scale (Link

1987; Hasui et al. 1999; Shimotsu et al. 2006). These items

measure the degree of respondents’ agreement with state-

ments describing that most people devalue current or

former psychiatric patients, e.g., by perceiving them as

failures, as less intelligent than other persons, and as

individuals whose opinions do not need to be taken seri-

ously. A high score on the scale indicated a strong

perception of stigma.

Social capital was measured in this study by using

Uphoff’s definition. This defines social capital as consisting

of two dimensions: structural social capital and cognitive

social capital. Structural social capital consists of rela-

tionship, networks, associations, and institutional structures

that link people and groups together. Cognitive social

capital consists of values, norms, reciprocity, altruism, and

civic responsibility. In this study, structural and cognitive

social capital were derived from the Asia & Pacific Values

Survey conducted by The Institute of Statistical Mathe-

matics (Tokyo, Japan), translated and modified from the

General Social Survey conducted by the National Opinions

Research Center (Chicago, IL, USA) and the World Values

Survey conducted by the World Values Survey Association

(Stockholm, Sweden). Structural social capital was mea-

sured by an item of ‘‘membership in voluntary groups’’.

The question asked about participation in one or more

voluntary organizations. Cognitive social capital was

measured by four items. A single question on trust asked,

‘‘Generally speaking, would you say that most people can

be trusted or that you can’t be too careful in dealing with

people?’’ Another question concerning fairness asked, ‘‘Do

you think that most people would try to take advantage of

you if they got the chance, or would they try to be fair?’’ A

question concerning helpfulness asked, ‘‘Generally speak-

ing, would you say that most of the time, people try to be

helpful, or that they are mostly just looking out for them-

selves?’’ The last question concerned confidence in insti-

tutions and asked if respondents felt confidence or trust

towards each of ten institutions/organizations.

Subjective social status (SSS) was measured by using

the Self-Anchoring Striving Scale (Cantril 1965; Kilpatrick
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and Cantril 1960). SSS is a relative social standing,

reflecting an individual’s perception of current circum-

stances, educational and socioeconomic background, and

future opportunities (Singh-Manoux et al. 2003). Other

demographic variables measured were as follows: sex, age,

marital status, and education.

Prior to statistical analysis, we calculated area-based

social capital variables. These variables were mean scores

of individual-based social capital variables in each area.

First, multilevel analyses were planned by using PROC

MIXED to examine the association between each of the

area- or individual-based social capital variables and

stigma towards people with mental illness, before and after

adjusting for the other covariates. Second, multivariate

analysis of covariance (ANCOVA) was conducted by using

PROC GLM with type III hypotheses to examine the

association between an individual-based social capital

variable and stigma toward people with mental illness

before and after adjusting for the other covariates. All

analyses were conducted using SAS version 9.1.3 for

Windows. All statistical tests were two-sided, with a

significance level at 5 %.

Results

Of the 2,000 questionnaires sent by mail, 27 subjects no

longer lived at the listed addresses. Five subjects for whom

the questionnaire was returned blank could not fill it in due

to unconsciousness or dementia. The total number of

responses was 554 and the average response rate was

28.2 %. In the results for sex-specific response rate, male,

female, were 25.4, 30.3 %, respectively. For the results of

the age-specific response rate, the ages of 20–29, 30–39,

40–49, 50–59, 60–69, 70–79, 80–89, 90–99, were 22.4,

24.2, 27.2, 24.3, 36.4, 37.2, 25.9, and 13.0 %, respectively.

For the results of the area-specific response rate, uptown

and downtown, suburb, depopulated area, and island were

29.3, 26.3, 29.1, and 28.7 %, respectively. Area-specific

response rates did not significantly correlate with stigma.

Of these 554 participants, 38 had missing data in variables

relevant for the analysis. Thus data from 516 participants

was used in the further analyses. Among the 516 partici-

pants, 291 were female (56.4 %), 346 were married

(67.1 %), 215 finished university/college or higher-level

education (41.7 %), and all participants were native

speakers of Japanese. Mean age was 51.7 (standard devi-

ation, SD, 17.1) years old. The mean total score of Link’s

devaluation-discrimination scale was 31.0 (SD, 5.28). The

mean score of SSS was 5.4 (SD, 2.12).

Multilevel analyses using area-based social capital

indicated no significant association between any of the

area-based social capital variables and the stigma score of

the respondents (p [ 0.05). There was no significant dif-

ference in the mean scores of stigma scores by area

(p [ 0.05, intra-class correlation \0.01).

ANCOVA using individual social capital indicated a

significant association between two cognitive social capital

variables, i.e., trust in the community and reciprocity and

norm of cooperation, and the stigma score (p \ 0.01). The

crude mean score of stigma towards people with mental

illness was significantly greater among those who respon-

ded ‘‘people can be trusted’’ (trust in the community) than

their counterparts (30.3 [SD, 5.4] and 32.1 [5.0], respec-

tively), and among those who responded ‘‘people try to be

helpful’’ (reciprocity and norms of cooperation) than their

counterparts (29.7 [SD, 4.8] and 31.6 [5.4], respectively)

(p \ 0.01). The patterns were the same even after adjusting

for sex and age, marital status, education, and subjective

social status (p \ 0.01). No significant differences were

found in the mean stigma scores between the groups clas-

sified based on membership in voluntary groups, fairness in

the community or confidence in institutions (p [ 0.05).

Discussion

There were no significant differences in the scores of

stigma towards people with mental illness among the study

areas. The area-based social capital variables were not

significantly associated with the stigma score. In contrast,

two of the five individual-level variables of social capital,

i.e., trust in the community and reciprocity and the norm of

cooperation, were significantly and negatively associated

with the stigma score of the participants.

The present study failed to confirm our first hypothesis

that levels of stigma towards people with mental illness are

different among areas and affected by area-based social

capital. This suggests that stigma toward people with

mental illness is less likely to be affected by social capital

as a community characteristic. However, the present null

finding might be attributable to the selection of the unit of

an area. Cities, towns, and villages may be too large to

convey the effect of social capital in the community on

decreasing stigma towards people with mental illness.

Further research is needed to investigate the effect of area-

based social capital on stigma toward mental illness using a

unit with different population sizes (such as a school

district).

Our second hypothesis was supported by the finding that

individual-level social capital variables were associated with

decreased stigma towards people with mental illness. In

particular, trust in the community and reciprocity and norm

of cooperation were strongly associated with lower scores of

stigma. The ‘‘unpredictable’’ nature of mental illness per-

ceived by people has been related to the development of
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stigma towards people with mental illness (Link and Phelan

2001), by easily leading to fear and anxiety toward people

with mental illness. People living in a community with a

strong sense of reciprocity and norm of cooperation might

perceive such a challenge as less threatening, because of their

expectations of receiving help from their neighbors. People

living in a community with high trust might generalize their

feelings of trust to people with mental illness and perceive

them as trustworthy as a part of the community. However,

participation in volunteer activities, fairness, or confidence

in institution was not significantly associated with the

stigma. These components of social capital may be less

related to stigma towards people with mental illness. The

present study suggests that an individual’s perception of

specific social capital components, i.e., trust and reciprocity

and the norm of cooperation, is related to decreased stigma

towards people with mental illness. An approach to increase

an individual’s perception of these social capital compo-

nents, such as psycho-education, may be effective in

reducing stigma. However, both of these cognitive social

capital variables and lower levels of stigma may stem from a

common individual’s characteristic, e.g., personality,

beliefs, or attitudes. A future study is needed to identify

whether social capital is associated with lower stigma

towards people with mental illness independent of such

individual characteristics.

This study has several limitations. First, the reliability

and validity of the questionnaires of social capital used

here have not been confirmed. Defining social capital is a

matter of ongoing, critical debate and there are various

definitions and measurement issues pertaining to social

capital. Further theoretical and empirical work is needed to

identify social capital most relevant to health and to

develop reliable and valid measures. Second, the survey

areas were limited to Tokyo. This might be a reason why

stigma did not vary significantly among the areas. Also, the

results might be different if we had surveyed rural com-

munities in which close ties among people in a neighbor-

hood tends to lead to the exclusion of a foreigner or

someone who was different, including people with mental

illness. Further studies need to be conducted with a greater

variety of community sizes and types. Third, the response

rate in this study was low. The current study sample was

more likely to be female and older compared to the target

population. In addition, if only people who had low

(or high) stigma towards people with mental illness tended

to respond to the survey, the sample could have a limited

variance in stigma towards people with mental illness in

each area, and thus across areas. This may result in an

underestimation of the effects of area-based social capital.

Fourth, the definition of people with mental illness in this

study was not conformable to psychiatric diagnoses. This

was because people in Japan had lower awareness and

knowledge of mental illnesses such as schizophrenia and

depression than Western countries (Nakane et al. 2008).

Conclusion

Social capital perceived by individuals, such as trust in the

community and reciprocity and norm of cooperation, was

found to be negatively associated with stigma towards

people with mental illness in the selected 20 cities of

metropolitan Tokyo, Japan, while area-based social capital

was not. If we develop effective intervention to change

residents’ individual-based social capital, then we might

create more comfortable communities for both people with

mental illness and residents.
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