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ABSTRACT

This study explored the beliefs held by 17 individuals with a diagnosis of schizophrenia on the identity and cause of their problems using a semi-structured interview. Just over half of the sample considered their main difficulty to be something other than a psychiatric or psychological problem. Nevertheless, all participants reported having at least one problem, and a range of views concerning the causes of these problems were elicited, with an average of five causal factors endorsed. This suggests that traditional insight scales fail to capture the complex subjective models of understanding held by individuals with a diagnosis of schizophrenia. 
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INTRODUCTION

Many individuals, particularly those with a diagnosis of schizophrenia, disagree with professionals involved in their care about whether they are mentally ill, whether their unusual experiences are abnormal and whether their problems need treatment. Such individuals are traditionally considered to lack insight, which is defined by David (1990) as a multi-dimensional construct consisting of (a) awareness of mental illness, (b) ability to ‘relabel’ psychotic phenomena as abnormal, and (c) recognition of the need for treatment. These dimensions of insight have been operationalised in insight scales such as the Schedule for the Assessment of Insight (SAI, David, Buchanan, Reed, & Almeida, 1992) and the Insight Scale (IS, Birchwood et al., 1994). However, such a conceptualisation of insight can be considered limited as it imposes a medical model view of the individual’s problems and assumes that there is a ‘right way’ and a ‘wrong way’ to view mental illness (Beck-Sander, 1998). As such it acts as a disincentive to examining people’s subjective understanding of their problems. In addition, consideration of the subjective views that people hold about the identity and cause of their problems may offer the potential to extend our knowledge base regarding medication compliance issues, and broaden our understanding of the construct of ‘insight’.

Large scale studies indicate that between 50% and 80% of individuals with schizophrenia do not believe that they have an illness (Amador & Gorman, 1998). While poor insight is consistently associated with lower compliance with medication (Lacro, Dunn, Dolder, Leckband, & Jeste, 2002; Perkins, 2002), it does not necessarily predict engagement with services (Tait, Birchwood, & Trower, 2003). The limitations on the predictive power of traditional measures of insight may reflect the fact that they do not capture the complex appraisals that individuals have about their experiences and need for care. Such limitations have hampered research investigating the role of insight in compliance with medication and outcome. More recent studies have used theoretical frameworks developed in physical health research, such as Leventhal’s (1984) Illness Cognition Model, to attempt to understand how illness perceptions may influence outcome (Lobban, Barrowclough, & Jones, 2004).  

There is a dearth of published literature examining beliefs held by people with a diagnosis of schizophrenia about the identity of their problems. Studies in this area have more often focussed on individuals’ attributions of the cause of their illness, and have taken the identity of that illness for granted (Angermeyer & Klusmann, 1988; Dittmann & Schuettler, 1990; Molvaer, Hantzi, & Papadatos, 1992). There has been some recent interest in people’s construals of specific symptoms, such as hearing voices (Chadwick & Birchwood, 1994), but not their construal of schizophrenia as a whole. Although Lobban et al (2004) found that the majority of their participants attributed their psychotic experiences to a mental health problem when provided with a dichotomous choice in a questionnaire, Moodley and Perkins (1991) found that, using an open-ended interview, over half of their sample (55.8%) denied having a mental health problem. However, 40% of this group did acknowledge having a physical or a social problem. 
The literature examining the causal hypotheses people hold about their illness has used different methods and mixed psychiatric populations, making comparisons across studies difficult. Nevertheless, all of these studies found that participants held multi-factorial causal theories (Angermeyer et al., 1988; Dittmann et al., 1990; Molvaer et al., 1992). Angermeyer and Klusmann’s (1988) study of individuals experiencing psychotic symptoms suggested that recent psychosocial factors (e.g. stressful life events) were the most often cited causal factors, followed (in descending frequency) by personality factors, family factors, biological factors and finally ‘esoteric’ factors (e.g. punishment by God).

It is clear that the subjective views that individuals with a diagnosis of schizophrenia hold about the cause and identity of their problems have the potential to add to our understanding of insight. The present study sought to explore such beliefs using a semi-structured interview.
Method

Participants

The sample consisted of eleven male and six female individuals who met the ICD-10 criteria for schizophrenia, spoke fluent English and had no organic brain damage. All participants provided written informed consent. Fifteen participants were approached by their keyworker in a day service, and two were approached by their psychologist. 

Demographic data were obtained from participants’ medical notes. The mean age of participants was 34 years (range 20 to 64) and the mean age at onset of illness was 24 years (range 10 to 32). The majority of the sample (59%) were white and British. Past psychiatric history was mixed, with the number of admissions to hospital ranging from zero to twelve (with a mean of 3.8). 53% of the sample fell within the lowest social class bracket based on occupation. The mean current dosage of antipsychotic medication was 148 Chlorpromazine equivalent milligrams per day. Symptomatology was rated by keyworkers using the Manchester Scale (Krawiecka, Goldberg, & Vaughan, 1977) and summarised on the basis of a recent factor analysis (Tabares, Sanjuan, Gomez-Beneyto, & Leal, 2000), with each symptom dimension having a minimum score of zero and a maximum of four. The mean score for positive symptoms was 1.15, for negative symptoms 0.62, for disorganised symptoms 0.61 and for affective symptoms 1.21. Within these dimensions, delusions (47%) were present in a greater proportion of individuals than hallucinations (18%) to at least a moderate degree, while moderate to severe anxiety (47%) was more prevalent than depression (29%).

Measures

The main measurement instrument was a semi-structured interview designed by the authors for the purpose of this study (see Appendix 1), which took 30-60 minutes to complete. It included both open-ended and closed questions regarding individuals’ beliefs about the nature and cause of their problems, the stability and controllability of these problems and their views on their diagnosis and treatment. This interview draws on the five cognitive dimensions of Leventhal’s Illness Cognition Model (1980; 1984); identity of illness, perceived cause, timeline, consequences, and controllability/curability. Only the items concerning participants’ views on the nature and cause of their problems are described in this study. These were obtained using the open ended questions: “Can you tell me about some of the difficulties you are experiencing in your life at the moment?” and “What would you say your main problems were at present?”. Responses to these questions were transcribed verbatim during the interview. Data were collected concerning participants’ understanding of the cause of their problems by asking them to indicate their level of agreement with a pre-prepared list of causes, using a seven point rating scale from ‘not at all’ (score of 1) to ‘completely’ (score of 7). This list comprised: physical factors, brain problems, hormonal factors, genetic factors, personal factors, being deserving of problems, practical problems, relationship difficulties, life events, childhood experiences, nerves and “out of the ordinary” factors (the terminology used to elicit causal explanations based around psychotic phenomena). 

RESULTS

Identity of problems

Responses to open-ended questions concerning the perceived identity of participants’ problems were transcribed verbatim during the interview. Content analysis was then used to categorise these responses. Five categories were extracted: (1) Psychiatric or psychological problems (e.g. hearing voices), (2) Physical problems (e.g. anaemia), (3) Practical and social problems (e.g. money), (4) Relationship problems (e.g. no friends), (5) Problems relating to personal attributes (e.g. low confidence). Statements were re-categorised by a blind rater to assess reliability, yielding a mean percentage agreement of 97.7%. Table 1 summarises the beliefs that individuals held about the nature of their problems.

*** Insert Table 1 about here ***

Cause of problems

Participants’ level of agreement with the pre-prepared list of twelve causes for their problems is summarised in Table 2. On average, participants rated five (range 0 to 9) of the causal factors presented as being influential in the genesis of their problems to at least a moderate degree (a score of at least 4 on the 7 point scale). 

*** Insert Table 2 about here ***

DISCUSSION

This study investigated the beliefs held by people with a diagnosis of schizophrenia regarding the identity and cause of their difficulties. Participants held a variety of views concerning the nature of the problems in their lives. All participants reported having problems, with psychiatric or psychological problems being the most frequently mentioned. Nevertheless, as obtained in previous studies using open-ended interviews (Moodley & Perkins, 1991), the majority (57.8%) considered their main difficulty to be something other than a psychiatric or psychological problem. The other types of problems reported included, in descending order, physical problems, relationships with others, practical/social problems and personal attributes. These results suggest that individuals who ‘lack insight’ according to traditional criteria nonetheless recognise that they do have problems, albeit of a different kind. Insight is traditionally framed within the medical model view of schizophrenia, which dictates that anomalous experiences and beliefs, as well as a variety of ‘negative symptoms’, should be perceived as abnormal and be the result of a disease process. Traditional insight scales may therefore fail to capture all of the relevant information about whether individuals consider that there is ‘something wrong’.

Academics and clinicians endorse a range of inconclusive causal theories to explain the construct of schizophrenia (British Psychological Society Division of Clinical Psychology, 2000). The participants in this study also endorsed a range of causal theories, on average five, to at least a moderate degree. While “out of the ordinary” explanations (psychotic phenomena) received the highest endorsement, other causes which received high ratings included “nerves”, life events, practical problems, childhood experiences, personal factors and relationship difficulties. However, traditional insight scales do not mirror this diversity of possible causes. From a clinical perspective, awarding greater importance to the ways that individuals formulate their own problems and experiences is becoming increasingly recognised as essential to collaboratively based treatment interventions (Fowler, Garety, & Kuipers, 1998). 

This study shares a common limitation with all studies investigating the issues surrounding insight in schizophrenia, namely there is likely to be a degree of sampling bias. Non-English speakers were also excluded from this study, and therefore the results may not be representative of the beliefs of all individuals with schizophrenia, which are likely to have some cultural influences (Saravanan, Jacob, Prince, Bhugra, & David, 2004).
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Table 1 – Identity of Problems (grouped by content analysis)

	Problem type
	Examples
	Mentioned
	Main problem

	Psychiatric or psychological
	“Hearing voices”

“Paranoia”
	12 (70.6%)
	7 (42.2%)

	Physical
	“Anaemia”

“Constipation”
	5 (29.4%)
	5 (29.4%)

	Practical / social
	“Money”

“No bus pass”
	3 (17.6%)
	1 (5.9%)

	Relationships with others
	“No friends”

“Loneliness”
	6 (35.3%)
	3 (17.6%)

	Personal attribute / characteristic
	“Low confidence”

“Impulsivity”
	3 (17.6%)
	1 (5.9%)


Table 2 – Endorsement of Causes of Problems (7 point scale, higher score indicates greater endorsement)
	Cause
	Mean
	Std Dev

	"Out of the ordinary factors"
	4.24
	2.61

	Nerves
	4.18
	2.38

	Brain problem
	4.00
	2.40

	Life events
	3.94
	2.38

	Practical problems
	3.88
	2.23

	Childhood experience
	3.82
	2.40

	Personal factors
	3.71
	1.90

	Relationship difficulties
	3.35
	2.15

	Physical factors
	3.06
	2.14

	Hormonal factors
	2.77
	2.14

	Genetic factors
	2.18
	1.67

	Deserving of problems
	1.47
	1.07


Appendix 1: Attitudes towards mental health: a patients’ perspective.

General introduction

“I am going to be asking you some questions concerning your current difficulties, my questions are designed to find out about how you view your current difficulties, and how you view any help you are being offered. In particular I am interested in finding out what you think the causes of your difficulties are, and what you think the most useful forms of help would be for you. There are no right or wrong answers, nor are there any trick questions. I am just interested in hearing your honest opinions. Some of the questions I ask may be quite general, others may be more specific. For the more specific questions I will be asking you to rate your answers on scales like these (show likert scales). If at any point you are unsure of what I am asking, or I have not made myself absolutely clear, then it is important that you ask me to clarify myself.”

(A) Beliefs about problems

General (allow respondent to generate answers)

(1) “Can you tell me about some of the difficulties you are experiencing in your life at the moment?”

(2) “What would you say your main problems were at present?”

(B) Specific causes of problems

“I am interested in finding out about the things that people think cause their difficulties. I’m going to go through some of the causes that people have mentioned before, and I’d like you to tell me how much you think they can explain your current difficulties. I shall ask you to do this by getting you to rate how much you think your problems are due to a particular cause. I shall also ask you to rate how you feel about the extent to which different factors influence your current difficulties. We shall be using the rating scales that I showed you before.”

(1) “How much do you think that your problems are due to a physical condition / complaint?”

1
2
3
4
5
6
7

(2) “How much do you think that your problems are due to there being something the matter with your brain?”

1
2
3
4
5
6
7

(3) “How much do you think that your problems are due to hormonal factors?”

1
2
3
4
5
6
7

(4) “How much do you think that your problems are due to genetic factors?”

1
2
3
4
5
6
7

(5) “How much do you think that your problems are due to things about you as a person?”

1
2
3
4
5
6
7

(6) “How much do you think that you deserve your problems?”

1
2
3
4
5
6
7

(7) “How much do you think that your problems are due to difficulties in day to day life (such as money, housing and jobs)?”

1
2
3
4
5
6
7

(8) “How much do you think that your problems are due to the relationships that you have with other people?”

1
2
3
4
5
6
7

(9) “How much do you think that your problems are due to a particular event in your life?”

1
2
3
4
5
6
7

(10) “How much do you think that your problems are due to things that happened in your childhood?”

1
2
3
4
5
6
7

(11) “How much do you think that your problems are due to your nerves?”

1
2
3
4
5
6
7

(12) “How much do you think that your problems are due to things that are out of the ordinary?”

1
2
3
4
5
6
7
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