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Abstract

Background: The aim of this study is to translate, adapt and validate the
“Perceived Devaluation and Discrimination Scale” (PDD) in Spanish in
a sample of people with schizophrenia. Method: A total of 130 people
between 18 and 65 years and with a diagnosis of schizophrenia according
to DSM-IV-R criteria from Barcelona and Vitoria were included. The
patients were assessed with the translated version of the PDD, the Social
Functioning Scale (SFS), the Global Assessment of Functioning (GAF),
the Clinical Global Impression Scale (CGI-S) and the Self-perception
of Stigma Questionnaire for people with schizophrenia (SSQ). Results:
The questionnaire scored a Cronbach’s a of .868 regarding its internal
consistency reliability. Two components were found in the factorial
analysis explaining 40% of the variance of the instrument (component 1
associated with individual self-perception and component 2 refers more
to social stigma). The stability of the instrument measured using the
intraclass correlation coefficient on both occasions oscillated between
415 and .806. Significant correlations were found with SSQ and SFS.
Conclusions: The Spanish version of the PDD seems a good instrument
for the assessment of self stigma.
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Resumen

Version espaiiola de la escala Perceived Devaluation and Discrimination
de Link. Antecedentes: el objetivo de este estudio es traducir, adaptar
y validar la “Perceived Devaluation and Discrimination Scale” (PDD)
en espafiol en una muestra de personas con esquizofrenia. Método: se
incluyeron un total de 130 personas de entre 18 y 65 afios con un diagnéstico
de esquizofrenia segin los criterios del DSM-IV-R de Barcelona y
Vitoria. Los pacientes fueron evaluados con la versién traducida de la
PDD, la Escala de Funcionamiento Social (SFS), la Evaluacién Global
de Funcionamiento (GAF), la escala Clinical Global Impresion (CGI-S)
y la autopercepciéon de Estigma Cuestionario para las personas con
esquizofrenia (SSQ). Resultados: la consistencia interna del cuestionario,
evaluada utilizando a de Cronbach, fue .868. Dos componentes fueron
encontrados en el analisis factorial explicando el 40% de la varianza del
instrumento (componente 1 asociado a la auto-percepcion y el componente
2 individual se refiere mds al estigma social). Los valores de estabilidad
temporal medidos utilizando el coeficiente de correlacion intraclase en
ambas ocasiones oscilan entre .415 y .806. Se encontraron correlaciones
significativas con SSQ y SFS. Conclusiones: la version espafiola de PDD
parece un buen instrumento para la evaluacién del auto-estigma.

Palabras clave: Self-stigma, schizophrenia, assessment.

Stigma is a social construct that includes negative attitudes,
feelings, beliefs, and behaviors, which is configured as prejudice
and which has negative consequences for the stigmatized person
(Barbato, 2000; Haghighat, 2001). People with a mental disorder
are one of the most stigmatized groups; mainly people with
schizophrenia (Brohan, Elgie, Sartorius, Thornicroft, & Gamian-
Europe Study Group, 2010; Quinn, Shulman, Knifton, & Byrne,
2011). Moreover, the social stigma towards them has been increasing
in the last decades (Brohan, Slade, Clement, & Thornicroft, 2010;
Torrey, 2011). Specifically, people with schizophrenia have been
stigmatized as being aggressive, strange, unpredictable, weak,
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lazy, and responsible for their own chronic illness (Byrne, 2001;
Crisp, Gelder, Rix, Meltzer, & Rowlands, 2000).

LeBel (2008) suggested that perceived stigma includes what an
individual thinks most people believe about the stigmatized group
in general, and how the individual thinks society views him/
her personally as a member of the stigmatized group (Caltaux,
2003). Granerud and Severinsson (2006) found that people with
serious mental illness feel embarrassment and fear of exclusion,
as well as loneliness and the feeling of living life more slowly.
Lack of knowledge and false ideas about mental illness produce
an increase in society’s stigmatizing attitudes towards this
group. This causes lower self-esteem, increases the possibility of
depression, and reduces the quality of life of the person suffering
from a mental illness (Caqueo & Lemos, 2008; Gutiérrez-
Maldonado, Caqueo-Urizar, Ferrer-Garcia, & Ferndndez-Davila,
2012; Finzen & Hottman-Richter, 1997; Leff & Warner, 2006).
Sartorius and Schulze (2006) note that stigma is very harmful, and
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that there are signs that, despite the advances and improvements
in psychiatry and medicine, stigma continues to grow. This fact
has ever greater negative consequences, not just for the patients
themselves, but also for their families (Caqueo-Urizar et al., 2014).
Furthermore, these stigmatizing attitudes of the public towards
people with a serious mental illness do not completely disappear
but rather continue even when the symptoms have disappeared
and even when the person is integrated in society and fulfils his or
her duties as a citizen.

There are few studies that focus on self-perceived stigma.
Understanding how people with schizophrenia perceive their
own situation, their fears and attitudes is vital to the provision
of patient-centred care. This scarcity of information may be due
to the limited number of instruments for the evaluation of self-
perceived social stigma. One of the most frequently used scales
is the Perceived Devaluation and Discrimination Scale (PDD),
created by Link (1987), designed to assess the perception of social
stigma presented by patients with severe mental disorder (Link,
Cullen, Struening, Shrout, & Dohrenwend, 1989). The scale was
subsequently revised and expanded to include evaluation measures
of feelings produced in an affected person when confronted with
stigma (Link, Struening, Neese-Todd, Asmussen, & Phelan, 2002;
Link, Yang, Phelan, & Collins, 2004). Studies carried out using the
different versions of the Perceived Devaluation and Discrimination
Scale show predictive properties in the evaluation of self-perception
of stigma, the internalised attitudes of community beliefs about
mental illness and how social interaction is affected (Link, 1987
Link et al., 1989; Link et al., 2004). Viable Spanish-language
evaluation instruments in the context of real clinical practice are
necessary, as is the design of instruments that minimize the cost
and resources required for their administration. In this regard,
having instruments in Spanish that allow us to assess the stigma
felt by patients is useful and necessary.

In the rehabilitation services, integration in the community is
one of the main aspects that the professionals work on with people
with schizophrenia. Self-stigmais a limitation to a better integration
in the community. In this line, the assessment of patients’ self-
stigma is necessary in order to adjust the interventions provided in
the services to improve patients’ self-esteem and inclusion in the
community. However, as previously commented, no instruments
in Spanish are available in this area. Therefore, the aim of this
study is to translate, adapt and validate the Perceived Devaluation
and Discrimination Scale in Spanish in a sample of people with
schizophrenia.

Method
Procedure

An observational, descriptive, longitudinal study was
performed. The adaptation and validation process for the PDD
consisted of three phases: a): translation from English to Spanish
followed by back-translation from Spanish to English carried
out by a native English speaker. The back-translation was very
similar to the original version, but the discrepancies were sent to
the original author in order to assess the meaning of these in the
questionnaire; b) revision and evaluation of the final Spanish version
by a group of mental health experts with the aim of determining
whether the items could be readily understood. In addition, it was
administered to 15 schizophrenia patients with varying levels
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of education to assess comprehension of the instrument; and c)
implementation of the Spanish version. The randomly selected
users at each of the participating centres responded to the various
study questionnaires. The evaluation was hetero-administered
by interviewers who had previously been trained by the research
team. The assessment consisted of the PDD and other instruments
for the assessment of self-stigma and for the assessment of other
constructs (social functioning and clinical symptoms). To evaluate
the stability of the instrument a second assessment of the PDD was
performed, at seven days.

Participants

Participants in this study were users of Community
Rehabilitation Services (CRS) at Parc Sanitari San Joan de Déu
(Barcelona, Catalonia) and Hospital Santiago Apdstol of Vitoria
(Basque Country).

The CRS in Barcelona covers a catchment area of more than
800,000 people. Each of the services deals with an average of
50 people affected by severe mental disorders, in the majority
of cases schizophrenia. Regarding Hospital Santiago Apdstol of
Vitoria, the participants were users of Community Services and
the Hospital day centre. The catchment area of the hospital in
Vitoria includes some 280,000 people.

Participants were selected randomly from the case registers
held at each of the services taking part. The final sample had a
total of 130 patients, 80 from Barcelona and 50 from Vitoria.

Participant inclusion criteria were: 1) age between 18 and 65
years old; and 2) diagnosis of schizophrenia according to DSM-
IV-TR criteria. Patients were excluded if they had: 1) presence of
an organic mental disorder; 2) comorbidity with a diagnosis of
mental disability; 3) state of clinical decompensation requiring
admission to hospital units; or 4) declined to participate in the
study.

The study was approved by the ethics committees at Parc
Sanitari Sant Joan de Déu in Barcelona and at Hospital Santiago
Apéstol of Vitoria.

Instruments

A sociodemographic questionnaire was administered to collect
data on age, gender, marital status, education, and employment
situation.

— The Link Perception of Social Stigma Scale (PDD), in its
latest version, consists of 22 items, although item 11 is
divided into two items (11 and 11A). It is a self-assessment
instrument dealing with rwo factors. The first factor consists
of the evaluation of the attitude of the person completing
the questionnaire and of his or her beliefs extrapolated
to society regarding social/public stigma. A second area,
assessing what the individual thinks about his/her own
situation, constitutes self-stigma (Link, 1987; Link et al.,
2002; Link et al., 2004).

— Social Functioning Scale (SFS) (Birchwood, Smith,
Cochrane, Wetton, & Copestake, 1990). This scale evaluates
social functioning in schizophrenia sufferers and is widely
used in the planning of rehabilitation processes. It contains
7 subscales: withdrawal, relationships, independence/
performance, independence/competence, recreational
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activities, social activities and employment. Higher scores
indicate better social functioning.

— The GAF (Endicott, Spitzer, Fleiss, & Cohen, 1976)
measures users’ general social and clinical functioning with
scores ranging from O to 100. Higher scores indicate better
general functioning.

— Clinical Global Impression Scale for Schizophenia (CGI-S)
(Haro et al.,2007). This scale evaluates the psychopathology
presented by the individual through 4 subscales: positive,
negative, cognitive and depression symptoms, and a global
psychopathology score. Higher scores indicate greater
presence of symptoms.

— Self-perception of Stigma Questionnaire for people with
schizophrenia (SSQ) (Ochoa et al., 2001). The questionnaire
is composed of 14 items which gather data on perception of
social stigma. These questions were formulated based on
information obtained in focus groups comprised of users
with schizophrenia from rehabilitation services. Higher
scores indicate lower self-stigma.

Data analysis

A descriptive analysis was conducted using means, standard
deviations, and percentages. Internal consistency of the scale items
was evaluated through calculation of Cronbach’s a coefficient.
Interclass correlation coefficients were calculated for the test-
retest reliability analysis.

To check construct validity, an analysis of the main components
with Varimax rotation was performed as this was less dependent on
the sample and, as such, more reproducible. This type of analysis
allowed us to explore the possible dimensions of the scale. The Pearson
correlation coefficient was used to assess the relationship between the
PDD and the other scales of different contructs (SFS, GAF, CGI-S),
as well as other scales that assess self-stigma (SSQ). All statistical
analyses were performed using the program SPSS 19.0.

Results

Table 1 shows the sociodemographic characteristics of the
sample. The average age of the 130 patients included in the study
was 43.49 years (standard deviation: 9.03). A total of 71.5% of
the sample were men; 86.9% were single, 49.3% had completed
primary education, and 36.9% lived with their parents.

Table 2 shows the stability of each item measured using the
intraclass correlation coefficient on both occasions. The values
oscillated between 415 and .806. A total of 11 items yielded
scores greater than .6.

The Cronbach’s o was .868. Construct validity was conducted
through analysis of the main components. The indicators of
sample suitability were optimum: the significance of Bartlett’s
test of sphericity was p<.001, showing that there was systematic
covariance between the items constituting the PDD, and
consequently, that the analysis was appropriate. The value of the
Kaiser-Meyer-Olkin test was .754. This value indicated that there
was a notable proportion of common variance and the analysis
of principal components was viable. Following analysis of the
sedimentation graph, it was decided that the optimum solution
would be that of two components, both with individual eigen
values greater than 3. These two components explained 40.3% of
the variance. The items proposed for each of the components were

those with a weight greater than .30. The only item with less weight
in the first factor was item 9. The analysis of the items included in
each of the components indicated that component 1 group items
were closely more associated with individual self-perception while
component 2 was related to social stigma (Table 3).

Table 4 shows the concurrent and discriminant validity of the
PDD with the SSQ, social and general functioning, and symptoms.
With respect to discriminant validity, no correlations were found
between the CGI-S, GAF, and SFS, and the 2 components of the
PDD. Regarding concurrent validity, the PDD factor associated
with individual perception of stigma correlated negatively with
the SSQ (-.324, p<.01). The first factor in the PDD correlated
negatively with the social activities subscale of the SFS (-.279,
p<.05). However, no significant relationship was found between
the PDD individual self-perception factor and SSQ.

Discussion

The data that emerge from this study suggest that the Spanish
version of the PDD is a valid, reliable scale for the evaluation of
self-stigma in people with schizophrenia.

Regarding the instrument’s structure, two-factor solutions
were obtained which allowed good grouping of the subscale items
initially formulated by the original author. Examining the items
which constitute each of the factors, it may be observed how the
first factor groups the items associated with individual perception
of stigma, such as social acceptability, in various contexts (family,
work, social interaction, and threat to others). The second factor

Table 1
Sociodemographic characteristics of the sample

Sociodemographic variables N %

Gender

Men 93 71.5
Women 35 269
Marital status

Single 113 86.9
Married 3 23
Separated 11 8.6
Other 1 8
Educational level

No formal education 2 1.5
Primary 64 493
Secondary 58 44.6
University 4 3.1
Living with:

Alone 19 14.6
With parents 48 36.9
Other family members 8 6.2
Own family 3 23
Care home/supervised 44 338
Other 6 4.6
Employment

Active employed

Active unemployed 3 23
Student 2 15
Pensioner-retired 3 23
Housewife 105 80.8
Protected work 7 54
Sick leave 2 15
Other 8 4.6
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groups self-perception of stigma items more from the social
perspective (society’s discriminatory attitudes, concealment,
secrecy surrounding mental illness, and isolation). The only item
that presented difficulties was item 9 which explores the attitude
of employers towards hiring a person who has been hospitalised
due to mental illness. This is for two reasons: firstly, because it
did not reach the .30 criterion set for inclusion in a factor, even
though the weight of this variable is very close to the proposed
value, and secondly because this item is considered problematic
in that it has weight in a factor other than that originally intended
by the author. Consequently, we need to consider eliminating the
item from the scale or including it in the self-stigma factor in the
Spanish version.

The internal consistency of the Spanish version of the PDD (.87)
is very similar to the original version in English (.80). The factors
that we propose coincide with those of the author and show even
better internal consistency. Our grouping has clinical relevance,
obtaining the same analysis dimensions found in the original
scale. For this study, the extended 22-item version was used. The
longer version allows exploration of self-perception of stigma and
the perception of social stigma in society in greater depth. This
coincides with the author’s original version in measuring secrecy,
education, and non-adapted social functioning.

Analysis of discriminant validity between the CGI-S, the GAF,
SES, and the PDD did not show any correlation between the SSQ
assessed by this scale and psychosocial and general functioning

Table 2
Intraclass correlation coefficient of the PDD between two evaluations

First evaluation Second evaluation Intraclass
correlation

Items Mean (SD) Mean (SD) coefficient
1. Most people would accept a person who once had a serious mental illness as a close friend 250 763 241 802 520
2. Most people believe that a person who has been in a psychiatric hospital is just as intelligent as the average 239 850 234 78 448
person
3. Most peop?e‘ believe that a person who has been hospitalized for serious mental illness is just as trustworthy as 241 794 245 e 3
the average citizen
4. Most pfeople 'would ac'cept a person who has made a full recovery from serious mental illness as a teacher of 267 886 265 851 55
young children in a public school
5. Most people believe that entering a psychiatric hospital is a sign of personal failure 245 887 2.56 871 551
6. Most peoplel will not hire a person who has beef} hos-pitalized for serious mental illness to take care of their 276 794 2097 720 415
children, even if he or she had been well for some time
7. Most people think less of a person who has been in a psychiatric hospital 2.76 797 2.85 689 508
i;bMOSt employers will hire a person who has been hospitalized for mental illness if he or she is qualified for the 239 0 238 630 430
9. Most emplo?/ers will pass over the application of a person who has been hospitalized for mental illness in favor 203 790 285 653 473
of another applicant
10. Most people in my community would treat a person who has been hospitalized for mental illness just as they 231 801 248 766 601
would treat anyone
11. Most young women would be reluctant to date a man who has been hospitalized for a serious mental illness 2.89 738 277 725 682
11A Most people think that a person who has been hospitalized for serious mental illness is dangerous and 266 761 261 75 530
unpredictable
12. Once they know a person was in a psychiatric hospital, most people will take his or her opinions less
seriously 252 903 2776 694 583
13. If you had a clos.e relative who had been treated for a serious mental illness, you would advise him or her not 255 805 255 o 719
to tell anyone about it
14. If you were in treatment for a serious mental illness you would worry about certain people finding out about 3 857 239 810 460
your treatment
15. If you have ever been treated for a serious mental illness, the best thing to do is to keep it a secret 247 963 242 907 627
16. There is no reason for a person to hide the fact that he or she had a mental illness at one time 236 855 234 762 707
17: In Ylew of socne.ty s negative a}mudes toward people with serious mental illnesses, you would advise people 251 897 248 855 &l
with serious mental illness to keep it a secret
18. In order to get a job, a person with mental illness will have to hide his or her history of hospitalization 245 877 244 185 806
19. You encourage other members of your family to keep your mental illness a secret 224 922 2.15 803 716
20. You believe thaf a person who has recovered from a mental illness experienced earlier in life should not tell 248 850 233 357 607
other people about it
21. When you meet people for the first time, you make a special effort to keep the fact that you have been in 248 12 250 797 600

psychiatric treatment to yourself
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Table 3
Rotated components of the factorial analysis of the PDD

Components
Items
1 2
15 759
17 744
21 684
19 683
13 682
18 0636
14 644
20 0634
16 629
9 295
7 740
3 689
12 678
2 677
10 632
1 604
11A 600
8 578
6 541
11 456
5 431
4 342
Table 4
PDD convergent and divergent validity with social, general functioning and
symptoms
PDD social stigma PDD individ.ual
factor self-perception
factor
SSQ -324" -.128
GAF -047 024
CGI
Positive symptoms -011 046
Negative symptoms -095 -119
Depressive symptoms 117 161
Cognitive symptoms -110 057
Global 017 -006
SFS
Independence Performance Subscale -.192 181
Recreational Activities Subscale -.102 139
Social Activities Subscale -279% 013
Employment Subscale -037 -013
Withdrawal Subscale 045 060
Relationships Subscale -202 158
Independence Competence Subscale -099 136
Total -222 161

* p<.05; ** p<.01

or symptoms. Authors have found contradictory results in
this respect. Some studies have found a relationship between
functioning (general and social) and self-perception of stigma

(Lysaker, Roe, & Yanos, 2007) while others have not uncovered
any relationship between these two constructs (Dickerson,
Sommerville, Origoni, Ringel, & Parente, 2002; Switaj, Wcidrka,
Smolarska-Switaj, & Grygiel, 2009). In one review (Livingston
& Boyd, 2010) the conclusion was reached that, in the studies
carried out, no significant relationships were demonstrated with
sociodemographic, chronicity, illness-awareness, functioning,and
diagnosis variables although some negative correlations were found
with self-esteem, quality of life, empowerment and social support.
These results suggest that the concept of self-perception of stigma
is distinct from other concepts such as functioning and symptoms
and indicate that the instrument is more robust. With regard to
convergent validity, a correlation was found between the most
social factor of PDD and the SSQ in people with schizophrenia.
However, in contrast to expectations, the self-stigma subscale was
not associated with the SSQ. These results led us to reflect on the
complexity of the concept of ‘self-perception’ and the interactions
that take place among social prejudice and beliefs, discrimination,
and the consequences this could have for the nature of perception
of oneself.

In general, test-retest reliability is good as there is no item
with an intraclass correlation coefficient score lower than .40.
Nevertheless, there is moderate variability which could be because
the items with the highest and lowest scores are the constructs
which assess aspects associated with secrecy and occupational
integration (items 8, 9, and 18) and emotional responses (items 13,
14, and 19). Although the average interval between test and re-test
was respected in all cases, the variability in responses could be due
to, among other possible explanations, the process of restructuring
the self-concept based on the information previously provided.

The design and validation of instruments which can feasibly be
used in real care conditions is of great relevance. The acceptance
by clinics of measuring instruments intended for routine use is
not only dependent on their suitable psychometric properties but
also on their ease of administration and clinical significance. In
this case, the PDD is an instrument that does not require extensive
training for its reliable use as each item refers to simple behaviour.
The speed with which it can be administered means that it is
recommendable for routine use in clinical settings. It may be useful
in helping to customise the aims of rehabilitation interventions
if the scores of each subscale are evaluated according to self-
perception.

Further studies should focus on exploring the capacity of the
scale to predict how self-perception of social stigma could affect
the personal and social lives of users as well as the evolution of
the illness. Collaboration with people from various services and
distinct patterns of care would allow the results to be extrapolated
to all those people suffering from schizophrenia who are treated
in the public mental health network. In future studies, this could
be applied to other types of pathologies to evaluate and compare
self-perception of social stigma in groups other than those in
mental health.

This study invites the conclusion that the PDD is, in light of the
validity and reliability data obtained, a good scale. It is useful in
evaluating self-perception of stigma in schizophrenia sufferers. Due
to its characteristics, it allows potentially generalizable comparisons
to be made with other Spanish-speaking countries with compatible
sociocultural environments. The ease of administration, scoring,
and interpretation encourages its use in various healthcare settings
where people with schizophrenia are treated. It is hoped that
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this instrument will be used as a basis for further studies of self-
perception of social stigma in patients with schizophrenia with the
aim of developing specialised intervention strategies.
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