
 

 

https://sid.ir/1790
https://sid.ir/1797
https://sid.ir/1798
https://sid.ir/1799
https://sid.ir/1800
https://sid.ir/1788
https://sid.ir/1703
https://sid.ir/1706
https://sid.ir/1708
https://sid.ir/1707
https://sid.ir/1789


Iran Red Crescent Med J. 2016 May; 18(5):e22267.

Published online 2016 February 17.

doi: 10.5812/ircmj.22267.

Research Article

Females’ Attitudes Toward Mental Illness: A Sample From Rural
Istanbul, Turkey

Kamer Gur,1,* and Leyla Kucuk2

1Department of Community Health Nursing, Faculty of Health Science, Marmara University, Istanbul, Turkey
2Department of Mental Health and Psychiatric Nursing, Florence Nightingale Nursing Faculty, Istanbul University, Istanbul, Turkey

*Corresponding author: Kamer Gur, Department of Community Health Nursing, Faculty of Health Science, Marmara University, Istanbul, Turkey. Tel: +90-5336519027, Fax:
+90-2164183773, E-mail: kamergur@gmail.com

Received 2014 July 31; Revised 2014 September 05; Accepted 2014 September 28.

Abstract

Background: The beliefs, attitudes and behaviors of the society toward mentally ill patients may prevent these people from seeking
help and accessing a successful treatment.
Objectives: The current study aimed to investigate mental illness among Turkish females residing in rural areas and their attitudes
toward mental illness.
PatientsandMethods: The current study was inferential cross-sectional. The population of this study consisted of 1000 households
registered at the primary healthcare centre in Ademyavuz area who met the study inclusion criteria. The sample size was 387 females.
Using the simple random sample selection method, certain females living in these households were included in the study. The
socioeconomic status of the population in this region is low and middle-class. The adult population of the region is 10,960. Females
comprise 39.8% of Ademyavuz population. The prevalence of mental illness in the district is unknown. Data were collected by face-
to-face interviews using a researcher made questionnaire and the opinions about mental illness scale (OMI) in autumn 2008. The
interviews were conducted at the participants’ houses and lasted for 20 - 30 minutes. The females gave their informed consent and
were assured that their information would be treated as strictly confidential.
Results: The females in the rural research area had negative attitudes and stigmas about mental illness. The subject of the current
study exhibited a total mean score of 155.6 ± 24.5 in terms of their attitudes toward mental illness. Mean scores in the unsophisti-
cated benevolence sub-scale were 42.5 ± 8.2, 34.2 ± 7.9 in the authoritarianism sub-scale, 25.5 ± 6.3 in the mental illness ideology
sub-scale, 34.0± 7.4 in the social restrictiveness sub-scale, and 20.0± 6.0 for the interpersonal etiology sub-scale. The current study
found that individuals exhibited more positive attitudes towards mental illnesses as they got older (Kvx2 = 19.42; P < 0.0001), married
people exhibited a more positive attitude towards mental illnesses than singles did (Kvx2 = 19.42; P < 0.0001), those who considered
themselves to have a good economic status exhibited a more negative attitude towards mental illnesses compared to the ones who
thought their economic status as poor or average (Kvx2 = 5.11; P = 0.024).
Conclusions: Nurses have an important role in creating and maintaining a mentally healthy society. It is advisable to provide the
public with training and consultancy services within the context of primary healthcare services, especially during home visits to
change the negative attitudes of individuals against the mentally ill and prevent approaches that promote social isolation and de-
nouncement.
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1. Background

The ability of people with mental illness to resume
their place in society and return to their former functions
is associated with the general attitude of society toward
mental illness. On the other hand, it is known that to-
day the mentally ill are still approached with negative at-
titudes and rejection in all segments of the population.
These attitudes are widespread in the community. It can
be also observed that people feel the need to keep distance
and avoid personal contact with the mentally ill and there
is a tendency to cut off social contact with persons who

have been diagnosed as mentally ill (1-3).

Stigma (branding) literally means scar, stain, or mark.
Stigma is considered as a mark of disgrace or discredit,
indicating the presence of an embarrassing situation for
a person or a group of people. This perception results
in many negative characteristics being attributed to such
people and their possible exclusion from society (4).

Since individuals with mental illnesses are character-
ized as dangerous, offensive and aggressive, people tend to
be afraid of them and blame them for their illnesses. There-
fore, individuals with mental disorders may face segrega-
tion and isolation. The extent of social rejection impairs
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the general health of individuals (5).
Parallel to the latest developments in the field of psy-

chiatry, psychiatric disorders are more easily diagnosed
but many people still tend to be unaware of the effective
treatment options available for chronic or severe psychi-
atric illnesses. The stigma and tendency in society to ig-
nore the mentally ill can be barriers to an individual’s
reaching out for help and accessing successful therapies.
In other words, reducing stigmatization in society may
play an important role to enable people to access effective
treatment opportunities (6).

The mental health profile project for Turkey provides
information on the incidence of mental illness in Turkey.
This project reports that 18% of the Turkish population suf-
fers from some kind of mental illness over their life (7).
In terms of lessening the burden of individuals with men-
tal illness and their caregivers, it is important to under-
stand prevalent attitudes in society toward mental illness.
In Turkish culture, particularly in rural areas, females take
on the direct responsibility to look after the sick. The tradi-
tional role of females in society includes the roles of being
a wife, mother, sister and child. From time immemorial, fe-
males are assigned the task of caring for babies, children
and the elderly (8). The division of labor between males
and females, the expectations from both genders, as well as
social rights, responsibilities and cultural beliefs related to
gender behavior may have an effect on health (9). Because
of females’ active role in both caregiving and motherhood,
as role models for upcoming generations, their thoughts,
attitudes and behavior are of great importance. In order to
achieve improvements in health behavior among the pop-
ulation, the cultural factors that have an impact on health
behavior should be explored (10, 11). An individual’s beliefs,
attitudes and behavior regarding health, experiences with
treatment in the past, in short, a person’s health culture all
play a vital role in developing health habits, and prevent-
ing and treating diseases (12).

2. Objectives

The current study aimed to investigate mental illness
among Turkish females residing in rural areas and their
opinions toward mental illness.

3. Patients andMethods

3.1. Research Type and Sample

It was an inferential cross-sectional study. Study inclu-
sion criteria were identified as follows: Ademyavuz neigh-
bourhood residence, being registered at one of the pri-
mary healthcare centres in this area, age above 18 and be-
ing female; the people who did not meet these criteria were

excluded from the study. There were 1000 households in
the area that met the study inclusion criteria. The sample
size was calculated by using the known formula. In this cal-
culation, type I error was identified as 0.05 and type II as
0.10. The sample size was calculated as 278 females. On ac-
count of missing data that can be encountered in the pro-
cess of research and other shortcomings that may occur,
it was decided to include 417 females in the sample. One-
thousand households were listed as per their telephone
numbers and lots were drawn until the sample size was
completed. However, the study was conducted with the
participation of 387 females. The participation rate in the
study was 38.7%. Nurses called the females at their homes
and explained the nature of the research. Appointments
were then set up with the females who consented to par-
ticipate in the study and visits were made to their homes
on an agreed date.

3.2. Place and Time

Data for the study were collected in autumn 2010. The
people living in this region are of a low and middle socioe-
conomic status. The adult population in the region of Ade-
myavuz is 10,960, of which 39.8% consisted of females. The
prevalence of mental illness is unknown in this district.

3.3. Data Collection Method

Data were collected by 4th year public health nursing
interns in face-to-face interviews conducted with the re-
spondents during visits made to their homes. The duration
of the interviews was 20 - 30 minutes. The students who
were interns were provided with a guide explaining the
purpose of the study and the standards they would abide
by in the data collection and recording process. It was mu-
tually agreed that they would be faithful to this guide.

3.4. Data Collection Instruments

A questionnaire on demographic variables and the
opinions on mental illness scale were used in the study.

3.5. Socio-Demographic Questionnaire

This questionnaire was developed by the researchers to
collect data on the females’ personal characteristics and
consisted of 15 questions. A pilot administration was per-
formed before the study and the statements that were not
understood were corrected.
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3.6. The Opinions About Mental Illness Scale

The OMI scale developed by Cohen and Struening was
used to measure attitudes toward mentally ill people and
their personal characteristics, and toward mental illness,
its etiology, and treatment.

The original OMI scale consisted of 51 items organized
into five factorially-derived subscales: authoritarianism
(OMI-A) (view of mentally ill as an inferior class requiring
coercive handling), unsophisticated benevolence (OMI-
UB), (kindly, paternalistic view toward patients originating
from religion and humanism rather than science), mental
illness ideology (OMI-MII), (medical model adapted to psy-
chiatric problems focusing on individual maladaptation
and illness), social restrictiveness (OMI-SR), (the belief that
mental patients are a threat to society and family and their
functioning should be restricted), and interpersonal etiol-
ogy (OMI-IE) (mental illness arises from interpersonal ex-
perience). Using a six-point Likert-type scale with response
alternatives ranging from “Strongly disagree” to “Strongly
agree,” items were organized into five factorially-derived
subscales: internal consistency reliability with values rang-
ing from .65 to .80. The total possible minimum score on
the scale is 51; maximum score is 306.

3.6.1. Scale Assessment

The higher the scores, the more negative are the opin-
ions of the individuals on this issue (13, 14). Arikan devel-
oped the Turkish adaptation of the scale (15) Cronbach’s al-
pha value for this study was.82.

3.7. Ethical Aspects

On the days that the data were collected, the individu-
als at home were informed about the study and the study
was completed with those who voluntarily agreed to par-
ticipate. The females gave their informed consent and were
assured that the information would be treated as strictly
confidential.

3.8. Statistical Analysis

Data were analyzed using SPSS version 16. Descriptive
statistics (frequency distribution percentage, median and
interquartile range (IQR) were carried out to describe de-
mographic data. Nonparametric tests were used since the
data were not in line with the normal distribution. The
data were evaluated in frequencies and with the Mann-
Whitney U and Kruskal-Wallis tests to evaluate the distri-
bution normality of the OMI data, the Mann-Whitney U and
Kruskal-Wallis tests were used to assess the relationship be-
tween overall OMI and the independent variables. A P value
of less than 0.05 was considered significant.

4. Results

The majority of the females participating in the study
were in the age group 18 - 28 (n: 192, 49.6%), had only
primary education (n: 128, 33%), were housewives (n: 173,
44.7%), married (n: 249, 64%), reported their own economic
status as average (n: 245, 63.1%), were members of a nu-
clear family (n: 255, 66%). Again, the majority of the sub-
jects consisted of females who had no current psychiatric
conditions requiring treatment (n: 356, 91.5%), no psychi-
atric history (n: 348, 89.5%), no mental problems within the
family (n: 331, 85.6%), no family members they were respon-
sible to care for (n: 367, 94.8%) and no diagnosed mental
disorders among their relatives/neighbors (n: 294, 75.6%).
Mean scores were 155.6 ± 24.5. Mean scores in the unso-
phisticated benevolence sub-scale were 42.5 ± 8.2, 34.2 ±
7.9 in the authoritarianism sub-scale, 25.5±6.3 in the men-
tal illness ideology sub-scale, 34.0± 7.4 in the social restric-
tiveness sub-scale, and 20.0 ± 6.0 for the interpersonal
etiology sub-scale (Figure 1). In terms of the individuals’
ages and level of education, there were pronounced signif-
icant differences in the sub-factors outside the mental ill-
ness ideology and interpersonal etiology [(Kvx2 = 14.41; P
= 0.002), (Kvx2 = 15.53; P = 0.001), Kvx2 = 2.0; P < 0.000)];
[(Kvx2 = 11.4; P = 0.022), (Kvx2 = 15.7; P = 0.003), (Kvx2 = 15.7; P
= 0.003].
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Figure 1. Mean Opinions About Mental Illness Scores of the Individuals by Sub-
Factors of the Scale

In terms of social status, and family type, there were
significant differences between the mean scores in the sub-
factors outside the mental illness ideology. [(Z = 3.78; P <
0.000), (Z = 2.94; P = 0.003), (Z = 4.213; P < 0.0001), (Z = 2.66;
P = 0.02)]; [(Z: 4.51; P < 0.0001), (Z = 2.89; P = 0.04), (Z = 3.82;
P < 0.0001) (Z = 3.82; P = 0.00), (Z = 2.17; P = 0.029)] (Table 1).

In terms of economic status, there were significant dif-
ferences among the mean scores in the sub-factors of au-
thoritarianism and social restrictiveness [(Kvx2: 4.86; P:
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Table 1. Distribution of OMI/Sub-Factor Scores by Demographic Variablesa , b

OMI-A OMI-UB OMI-MII OMI-SR OMI-IE Total OMI

Age

18 - 28 (n = 192) 35 (31 - 40) 43 (38 - 49) 26 (23 - 29) 36 (31 - 40) 20 (16 - 25) 162 (146 - 174)

29 - 39 (n = 102) 33 (27 - 38) 42 (37 - 46) 25 (21 - 28) 32 (28 - 37) 19 (16 - 23) 153 (136 - 170)

40 - 49 (n = 47) 34 (29 - 37) 43 (37 - 47) 24 (21 - 28) 33 (30 - 38) 18 (15 - 22) 152 (138 - 164)

50 and (n = 46) 31 (26 - 36) 39 (34 - 45) 25 (21 - 27) 31 (26 - 35) 19 (16 - 22) 149 (126 - 162)

Kvx2/P 14.41/0.002 15.53/ .001 7.54/0.065 26.0/< 0.0001 7.57/0.065 19.42/< 0.0001

Educational level

Illiterate (n = 17) 30 (24 - 36) 37 (32 - 43) 24 (20 - 26) 31 (25 - 36) 18 (14 - 23) 151 (120 - 164)

Literate (n = 30) 29 (23 - 34) 39 (32 - 44) 25 (20 - 28) 27 (24 - 34 17 (13 - 21) 146 (119 - 160)

Elementary school (n = 128) 33 (28 - 36) 41 (37 - 46) 25 (22 - 28) 33 (28 - 36) 19 (16 - 23) 151 (138 - 168)

Middle school (n = 47) 33 (28 - 39) 43 (39 - 48) 25 (22 - 30) 34 (31 - 37) 19 (16 - 22) 154 (143 - 168)

High school (n = 62) 34 (30 - 39) 43 (38 - 48) 25 (22 - 28) 35 (30 - 38) 20 (16 - 24) 158 (145 - 174)

University (n = 103) 38 (32 - 42) 45 (40 - 49) 26 (22 - 29) 38 (33 - 41) 21 (18 - 26) 165 (155 - 181)

Kvx2/P 11.4/0.022 15.7 0.003 2.03/0.730 15.7/0.003 5.47/0.242 11.82/ < 0.0001

Social status

Single (n = 138) 36 (30 - 42) 44 (38 - 49) 25 (22 - 28) 36 (30 - 40) 20 (17 - 25) 163 (147 - 175)

Married (n = 249) 33 (28 - 37) 42 (37 - 46) 25 (21 - 28) 33 (29 - 37) 19 (16 - 23) 153 (138 - 168)

Z/P 3.78/< 0.0001 2.94/0.003 1.03/0.300 4.13/< 0.0001 2.66/0.02 3.91/< 0.0001

Economic status

Poor (n = 65) 32 (27 - 36) 41 (36 - 45) 25 (22 - 28) 32 (26 - 36) 18 (16 - 21) 151 (133 - 164)

Average (n = 245) 34 (29 - 40) 42 (37 - 48) 25 (21 - 28) 34 (30 - 38) 20 (16 - 24) 158 (143 - 172)

Good (n = 77) 36 (30 - 39) 45 (40 - 48) 26 (22 - 29) 35 (31 - 39) 21 (12 - 24) 163 (147 - 175)

Kvx2/P 4.86/.027 3.04/0.081 0.28/0.867 5.56/.015 2.67/0.116 5.11/0.024

Family type

Nuclear (n = 255) 36 (30 - 41) 43 (38 - 48) 25 (22 - 29) 35 (30 - 39) 20 (16 - 24) 161 (145 - 174)

Expanded (n = 132) 32 (27 - 36) 41 (37 - 45) 25 (21 - 28) 31 (27 - 37) 19 (16 - 23) 148 (138 - 164)

Z/P 4.51/< 0.0001 2.89/0.004 1.04/0.296 3.82/< 0.0001 2.17/.029 4.17/< 0.0001

aN = 387.
bValues are expressed as median (IQR).

0.027), (Kvx2 = 5.56; P = 0.015)]. Significant differences were
found between the OMI total scores and the mean scores
in the authoritarianism, unsophisticated benevolence and
social restrictiveness sub-factors for individuals who had
or did not have people in the family with mental problems.
[(Z = 3.13; P = 0.02), (Z = 2.86; P = 0.04), (Z = 2.64; P = 0.05), (Z
= 2.63; P = 0.02)] (Table 2).

5. Discussion

This section discusses the variables that influence the
attitudes toward mental illness of females living in a ru-

ral neighborhood of Istanbul, Turkey. The opinions and at-
titudes regarding patients with mental illness are multi-
dimensional and for this reason should be identified in
terms of multi-factors. The females in the study exhibited
a total mean score of 155.6 ± 24.5 in terms of their atti-
tudes toward mental illness. The study data showed that
females living in the rural parts of Istanbul were under the
influence of stigmatization in their attitudes toward men-
tal illness. However, the scores obtained in the unsophisti-
cated benevolence sub-factor, reflecting a kindly, paternal-
istic view toward patients whose origins derive from reli-
gion and humanism rather than science, were higher than
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Table 2. Comparison of OMI/Sub-Factor Mean Scores by Psychiatric History of Individualsa , b

OMI-A OMI-UB OMI-MII OMI-SR OMI-IE Total OMI

Psychiatric History

Yes (n = 39) 35 (30 - 40) 43(40 - 47) 26 (22 - 28) 34 (30 - 40) 20 (15 - 24) 162 (143 - 176)

No (n = 348) 34 (29 - 39) 43 (40 - 47) 25 (22 - 28) 34 (29 - 38) 19 (16 - 23) 157 (142 - 171)

Z/P 0.505/0.613 0.966/0.334 0.088/0.930 0.812/0.417 772/0.440 0.907/0.364

Mental Illness in the Family

Yes (n = 56) 36 (31 - 42) 45 (42 - 48) 25 (22 - 28) 36 (33 - 41) 21 (17 - 24) 165 (153 - 176)

No (n = 331) 33 (29 - 38) 42 (37 - 47) 25 (22 - 29) 34 (29 - 38) 19 (16 - 23) 156 (141 - 170)

Z/P 2.86/0.004 2.64/0.05 0.061/0.951 2.63/0.02 2.03/0.42 3.13/0.02

aN = 387.
bValues are expressed as median (IQR).

the mean scores in the other sub-factors. This shows that
even though there is stigmatization regarding mental ill-
ness, females are more dominated by a feeling of benev-
olence toward the mentally ill. In second and third place
is the sub-factor authoritarianism, which reflects a conde-
scending view that the mentally ill are different from nor-
mal people, and the sub-factor social restrictiveness, which
is a manifestation of the view that mentally ill individuals
need to be restricted during their hospitalization and later
as well so that society can be protected from their actions
and from their posing a threat to the community. Fourth
is the view based on mental illness ideology that believes
mental illness is just like any other disease and therefore
should not be looked at as a different category of illness.
The lowest mean score was obtained in the interpersonal
etiology sub-factor. This factor is based on the belief that
mental illness stems from dysfunctional relations between
parents and child during childhood.

The studies that examined people’s attitudes toward
illnesses in Turkey reported that, especially in mental dis-
eases such as schizophrenia, negative attitudes prevail and
people with the sickness are rejected and social contact is
avoided (7, 16). Particularly in rural areas, it is reported that
attitudes may be even more negative and rejection may be
even more rampant (16). According to Ozmen et al. there is
more stigmatization associated with mental illnesses such
as depression in Turkey than in Europe or north America
(17).

Different demographic variables may affect stigmati-
zation. The elderly, those with a lower level of education,
and people that are at a lower socioeconomic level, are less
tolerant of mental illnesses. Studies report that patients
living in rural areas are more likely to be rejected and stig-
matized by society and that this is an important issue to
consider. This is perhaps the reason that the mentally ill

may choose to seek alternative methods of treatment. It
is also known that especially individuals living in rural ar-
eas that are of lower socioeconomic status do not seek psy-
chiatric help for either themselves or their relatives. This
avoidance seriously affects the ability of people to receive
psychiatric treatment (18-20).

The literature refers to age as having both a positive
and a negative effect on attitudes toward mental illness.
This study found that individuals exhibit more positive at-
titudes towards mental illnesses as they get older (Kvx2

= 19.42; P < 0.0001). The evidence in the research that
showed the older the participants, the more positive an at-
titude they assumed toward mental illness can be related
to the fact that older people have more experience and can
therefore develop a positive viewpoint over time. On the
other hand, in another study, older participants stated that
patients with depression were aggressive and should not
be allowed to freely circulate in the community (21). The re-
sults of a study by Taskin et al. indicated that demographic
variables such as age and gender did not have a significant
effect on opinions (16).

In this study, it was found that the more educated par-
ticipants were, the more negative were their attitudes to-
ward mental illness. It might be based on this finding
that the more educated people are, the more they will have
knowledge of the literature on mental illnesses and this
would lead them to support the widespread belief that the
mentally ill differ from normal people. Therefore, there
would be a tendency in this case to protect the commu-
nity and particularly one’s own family from the supposed
threat by restricting the actions of the mentally ill. Ac-
cording to Bhugra and Jorm et al. people with higher ed-
ucational backgrounds do not wish to be in close contact
with schizophrenic patients and as the educational level
increases, a more negative attitude seems to develop (22,
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23). On the other hand, there are studies that defend the
opposite belief that people are more positive about men-
tal illness when they are more educated (8, 24).

In the current study, those who regard their economic
status as good exhibited a more negative attitude towards
mental illnesses compared to those who thought their eco-
nomic status was poor or average (Kvx2 = 5.11; P = 0.024).
However, de Toledo Piza Peluso and Blay reported that
as economic status improves, a more positive attitude is
shown toward mental illness (24). According to Ozmen et
al. however, socioeconomic levels had no influence on the
social distance kept between the study respondents and in-
dividuals suffering from mental illness (21). When the ef-
fects of socioeconomic levels on stigmatization attitudes
are examined, it is observed that people from a higher so-
cioeconomic background report that they are more knowl-
edgeable about mental illness and can be more tolerant
of people with mental illness (25). The present study in-
dicated, however, opposite results. This dissimilarity may
stem from cultural differences in society. It is unfortunate
that in Turkish society, a person’s economic status deter-
mines social class.

Married people exhibited a more positive attitude to-
wards mental illnesses than singles did (Z = 3.91; P <
0.0001). In the light of this result, it might be said that
single people were of the opinion that people with men-
tal illness are different from the normal population, of less
value, and that their actions should be restricted to protect
the community and families. Ozmen et al. (21), however,
reported that marital status had no influence on the social
distance kept between respondents and individuals suffer-
ing from depression. Being married brings results in the
spontaneous tendency to build relations with other people
and eliminates the apprehensions that may accompany be-
ing single. Comparatively, since single people may display
more of a need for security, which may influence them in
their thoughts about restricting the actions of the men-
tally ill. Individuals living in nuclear families show a more
negative attitude towards mental illnesses than those who
live in extended families (t = 4.08; P = 0.000). In other
words, it may be said that people in a nuclear family are
more likely than those in an extended family to perceive
the mentally ill as different, lower in value, and in need of
being restricted, and to believe that mental illness is the re-
sult of dysfunctional relations between parents and child,
especially in childhood.

The current study indicated that people with mental
illness in the family had higher scores in the sub-factors
of authoritarianism, unsophisticated benevolence, social
restrictiveness and in total OMI mean scores, compared to
those without mental illness in the family. While in some
cases, experiences related to mental illness can provide

strength and a more positive attitude, in other cases, men-
tal illness is met with negativity and rejection. In partic-
ular, the physical and emotional burden of mental illness
may cause relatives of a patient to feel guilty or lead to the
family as well as the patient to be stigmatized and isolated
by society (19). Arkar and Eker assert that having a direct
experience leads to adopting a more realistic attitude and
such an attitude is not likely to change. When a danger is
sensed, attitudes shift toward the negative; people feel the
need to place distance between themselves and the men-
tally ill (26). According to Dyduch and Grzywa, person’s
profession, frequency of contact with mentally ill persons,
personal experience, level of mental health literacy, edu-
cation level, culture-related factors, overall value orienta-
tion, age and gender are the most relevant factors which
influence the perfection of the people suffering from men-
tal disorders (27). The findings of the current study are sim-
ilar to what is reported in the literature.

The current study has an important advantage because
it was conducted by face-to-face interviews and not as a
public study. Since data were collected in the comfort of
people’s homes, the respondents may have felt more se-
cure. The study is limited however to the sampling and
may not be generalized.

5.1. Conclusions

The females living in the rural area in which this
study was conducted had negative attitudes toward men-
tal illness and were under the influence of stigmatization.
While the young and married had positive opinions, be-
ing at a higher economic status, having a higher educa-
tional background, and being in a nuclear family were fac-
tors that caused a more negative attitude toward mental
illness.

5.2. The Strengths of This Study

First and foremost, it was conducted in the home set-
ting where individuals could express themselves more
comfortably and data were collected by nurses working in
the area in home visits. Furthermore, the results of this
study will add value to the literature in this field since no
studies on this subject were found in the national litera-
ture. As for the weakness of the study, it could be the small
sample size.

5.3. Recommendations

Negative opinions indiscriminately overemphasize so-
cial handicaps that can accompany mental disorders. They
contribute to the social isolation, distress and difficulties
in employment. Knowledge about mental illnesses is an
important tool to improve attitudes toward the mentally
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ill. Females have an important role in creating and main-
taining a mentally healthy society. In order to contribute to
raising the quality of mental health in Turkish society and
increasing the effectiveness of public mental health ser-
vices, specially trained health professionals need to reach
out to the public. The social restrictiveness that particu-
larly females who find themselves in the position of care-
givers place upon themselves and their patients is an im-
portant issue. It is firstly necessary to determine the symp-
toms of mental illness in females and establish through
qualitative research what their beliefs are regarding men-
tal illness and to plan programs to improve their attitudes.
Public education is of vital importance. Misunderstand-
ings, misbeliefs, prejudices and the myths in general need
to be eradicated.

Public health nurses have an important role in creat-
ing and maintaining a mentally healthy society. It is advis-
able to provide the public with training and consultancy
services within the context of primary healthcare services,
especially during home visits, in order to change nega-
tive attitudes of individuals against mentally ill people and
to prevent approaches that cause social isolation and de-
nouncement.
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