
INTRODUCTION

In recent years, there has been an increasing interest in
explanatory models of illness in patients with long-term
diseases. Patients’ beliefs about causes, severity, and out-

come of their illness significantly influence their reac-
tions to the illness, their adherence and response to treat-
ments, and their confidence in professionals (Fisher &
Farina, 1979; Pennebaker, 1982, Becker & Maimon,
1983; Borkan et al., 1995; Salmon & May, 1995; Peters
et al., 1998; Haley et al., 2003). When sufferers’ beliefs
about their illness differ greatly from those of psysicians,
this may generate patients’ feelings of being misunder-
stood, a low subjective relief following treatments, and
frequent shifts in therapies (Foulks et al., 1986; Lobban
et al., 2003; Schomerus & Angermeyer, 2008).

Studies on patients’ models of illness reveal that these
models are significantly influenced by cultural factors
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more frequently pointed out by respondents with an earlier onset of the illness and a higher number of compulsory admissions in
the previous 12 months. These users expressed more scepticism about the usefulness of the treatments they received, and perceived
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trists in order to improve their working alliance with them.
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(Moodley & Perkins, 1993; Saravanan et al., 2007a, b),
such as the interpretation of the illness in patients’ social
context (McCabe & Priebe, 2004; Read et al., 2006); by
socio-demographic variables, particularly gender and level
of education (Maher & Kroska, 2002); and by patients’
psychological characteristics, such as appraisal and coping
styles (Perlin & Schooler, 1978; Lobban et al., 2004).

The etiological models of illness, which have been exten-
sively explored in patients with physical diseases, have
recently been studied also in persons with mental disorders,
such as schizophrenia (Haley et al., 2003; Lobban et al.,
2003; McCabe & Priebe, 2004; Kinderman et al., 2006).
Available data highlight the fact that the large majority of
users with this mental disorder consider schizophrenia as
being due to social causes, while only a few include heredi-
tary and other biological factors among the possible causes.

Studies carried out in Germany (Angermeyer &
Klusman, 1988; Holzinger et al., 2001) found that 48% of
patients with schizophrenia attributed their mental disor-
der to stress due to acute life events or long-term prob-
lems in work, social and family context. Moreover, 32%
of users stated that their disease was due to their weak
personality or poor parental care; 10% stated they suf-
fered from a brain disease and 15% that their mental dis-
order was a consequence of hereditary factors.

A further study carried out by Holzinger et al. (2003) in
Leipzig found that stress due to overwork, overly demand-
ing study activities, relationship problems and life events,
was the most frequent cause of schizophrenia, reported by
66% of sufferers. Hereditary causes were mentioned by
27% of users, and other biological causes, such as metabol-
ic dysfunctions and infectious diseases, by 29% of them.

Similarly, in a study carried out in UK on samples of
second generation immigrants and white English users
with schizophrenia (McCabe & Priebe, 2004), the most
frequently cited were social causes (43%), followed by
non-specific causes, including psychotic symptoms
(27%), supernatural explanations (16%) and biological
factors (13%).

Other studies have found that a biological interpreta-
tion of schizophrenia was associated with higher levels of
perceived stigma, possibly due to a more pronounced per-
ception of unpredictability, i.e., that the illness was not
under the patient’s control (Maher & Kroska, 2002; Mak
& Wu, 2006; Charles et al., 2007).

In 2005, the Department of Psychiatry of the
University of Napoli SUN coordinated a participatory
survey on the opinions of 241 users with schizophrenia
about the causes and the social consequences of their
disorder (Magliano et al., 2008; in press). In this
paper, we describe what users think about the causes

of their mental disorder and explore the relationships
of reported causes with users’ socio-demographic and
clinical features, and with users’ opinions about the
usefulness of treatments, the right to be informed on
their mental disorder, and the social consequences of
schizophrenia.

METHOD

Study design

The study was carried out at the Department of
Psychiatry of the University of Naples SUN, the mental
health centres of Arezzo, Campobasso, Battipaglia, Ferrara,
Ravello, Rho, Torino, Trieste, and the Fatebenefratelli
Institute of Brescia.

In each centre, 25 users with schizophrenia were con-
secutively recruited if they met the following criteria:

a) age between 18 and 60 years;
b) no hospital admission in the previous three months;
c) at least one psychotic episode in the previous 5 years;
d) ongoing treatment with antipsychotic drugs. Each

individual was asked to complete the Users’ Opinions
Questionnaire (UOQ).

The study protocol was approved by the reference
review board. After a complete description of the study to
the participants, written informed consent was obtained.
Data were collected from May 2005 to February 2006. In
the period November 2006 – February 2007, the results
were presented in each centre to users and staff, and sug-
gestions were collected on their use.

Assessment instruments

The UOQ is a self-reported questionnaire developed
by users with schizophrenia and mental health profes-
sionals, using a focus-group procedure (Magliano et al.,
in press). The instrument includes 24 items grouped into
6 subscales, exploring the respondent’s opinions about:

a) usefulness of drug and psychosocial treatment;
b) affective problems (i.e., difficulties that persons with

schizophrenia may experience in family and affective
relationships and in caring for children);

c) social distance (i.e., exclusion and dangerousness
attributed to mentally ill people);

d) right to be informed;
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e) recognizability (i.e., the respondent’s feeling of being
identifiable by other people as mentally ill);

f) social equality (i.e., likelihood of recovering and of
being treated like other people). Each item is rated on
a three-point scale, from “completely true” to “not
true”, plus an “I don’t know” code. Moreover, the
questionnaire includes 12 open questions on topics
covered by the above items and on the respondent’s
beliefs about  the causes of his/her own mental disor-
der, knowledge of his/her own diagnosis, possibility of
recovering, and perception of personal limitations due
to schizophrenia. The psychometric properties of the
UOQ have been formally tested and found to be satis-
factory (intra-rater reliability: Cohen’s kappa coeffi-
cient from .55 and .92; Cronbach alpha coefficient per-
formed on the six subscales: from .55 to .74; factor
analysis accounting for 53 percent of total variance).

In this study, the respondents’ beliefs about the causes
of their mental disorder and their knowledge of the diag-
nosis of schizophrenia were explored in relation to a-f
subscales’ mean score.

Statistical analysis

Statistical analyses were planned in order to test
whether:

a) users who believed their mental problems were due to
biological causes had been more often informed of their
diagnosis of schizophrenia, had been more often hospi-
talized, and perceived a higher level of social distance;

b) users who viewed their mental disorder as due to social
causes were more firmly convinced that they would be
well again and attributed lower levels of recognisabili-
ty and social distance to persons with schizophrenia;

c) users who regarded psychotic symptoms themselves
as the cause of their mental disorder had a longer dura-
tion of illness, and less interest in receiving informa-
tion on their disease.

Chi square and ANOVA tests were performed, as
appropriate, to explore the associations between causes and
users’ socio-demographic characteristics (sex, age, marital
status, years of education, current occupation, problems
with the law) and clinical variables (duration of illness, age
at onset, number of previous voluntary and compulsory
hospital admissions, suicide attempts, psychotic episodes
in the previous 12 months). Mann-Whitney test was used
to verify the associations between causes and respondents’

beliefs about the social consequences of schizophrenia
(QO-U subscales). Statistical significance was set at p<.05.
Data was processed by  SPSS 11.5 (2002).

RESULTS

Twenty-five out of 250 selected users refused to be
involved in the study and they were replaced by others in
16 cases. Refusals did not differ from participating users as
regards to sex and age. Therefore, the sample included 241
users with schizophrenia (62% males; mean age 39.4 ± 9.6
years; 75% single; 27% employed; 46% with a secondary
school education, 41% with a high school/professional
education and 5% with university education; mean dura-
tion of illness 15.6 ± 10.3 years; attending the mental
health centre for 7.7 ± 6.6 years; mean number of volun-
tary and compulsory admissions 3.9 ± 4.9 and 0.8 ± 1.4,
respectively; 26% with suicide attempts). All users were
being treated with antipsychotic drugs; 38% were receiv-
ing individual psychological support, 58% were participat-
ing in social group activities, and 4% in a vocational skills
programme. Thirty percent of the respondents reported
they had been informed by psychiatrists that they suffered
from schizophrenia, and 23% that they had a psychosis.

One-hundred and ninety-eight out of 241 users (82%)
reported their views about the causes of their mental disor-
der. Users who missed this question more frequently
believed they suffered from a mental disorder other than
schizophrenia (χ2=9.8, df=1, p<.002). Fifty-eight percent of
the respondents mentioned a single cause, 28% two causes,
and 14% from three to five different causes (mean 1.6 ± .8).

Twenty-six percent of respondents reported that the
cause of their mental disorder was the occurrence itself of
psychiatric symptoms (Figure 1), such as “voices” (15
respondents), delusions and persecutory ideas (16), depres-
sion (12). Thirty-four respondents considered their mental
disorder as due only to the occurrence of symptoms.

One-hundred and fifty out of 198 respondents (76%)
mentioned at least one social cause for their mental prob-
lems, and 114 reported exclusively social causes. Family
conflicts were the first most frequently reported social
cause, followed by traumas, such as love breakdown (17
cases), losses (11 cases), physical assaults (5 cases),
severe and unspecific traumas (5 cases). Seventeen per-
cent of respondents mentioned work and study difficulties
as causal factors, mainly dismissal and unemployment (12
cases), and overly-demanding study load (7). Seventeen
percent of respondents mentioned psychological distur-
bances, such as irritability (7 cases), extreme shyness (5
cases), and emotional hypersensibility (3 cases).
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Ten percent of the respondents mentioned biological
causes. These were more often wrong therapies (5), phys-
ical illness, and unspecified biological factors (4), and
hereditary factors (5).

Respondents mentioned family conflicts and psycho-
logical difficulties as the most important determinants of
the onset of their disorder (16% and 15%, respectively),
while difficulties in social relationships and loneliness
were mentioned as the most important determinants of
their current disorder (13%).

The number of reported causes increased in relation to
the respondent’s years of education (Spearman’s r = .17,
p<.02), number of prior compulsory admissions (r = .19,
p<.02), earliness of onset (r = -.21, p<.002) and level of
perceived social distance (r = .17, p<.02). Biological caus-
es were more frequently reported by users who were
aware of their diagnosis of schizophrenia (χ2=9.6; df=1,
p<.002), whereas social causes by those who just knew
they suffered from a psychosis (χ2=7.7; df=1, p<.005).
Alcohol or drug abuse was more frequently reported as a
cause by respondents who were male (χ2=9.2; df=1,
p<.002), younger (F=9.4, df=1, 195, p<.003), with a short-
er duration of illness (F=6.3, df=1, 195, p<.01), and with
previous problems with the law (χ2=4.7; df=1, p<.03).

The occurrence itself of psychiatric symptoms was
more frequently considered as a cause of the illness by
respondents who had a longer duration of illness (F=4.5,
df=1,195, p<.04), previous suicide attempts (χ2=4.0; df
=1, p<.04) and a higher number of hospitalizations
(F=4.4, df=1,185, p<.04). Furthermore, these respondents
were more firmly convinced that persons with schizo-
phrenia are easily recognizable (Mann-Whitney
test=2440.5, p<.0001).

Difficulties in social relationships were more frequent-
ly pointed out by respondents with an earlier onset of the
illness (F=4.9, df=1,196, p<.03) and a higher number of
compulsory admissions in the previous 12 months
(F=7.1, df=1,139, p<.009). These users expressed more
scepticism about the usefulness of the treatments they
received (M-W=1921.0, p<.01), and perceived a greater
social distance (M-W=1864.5, p<.007).

Stress was more frequently mentioned among the
causes by respondents with higher educational level
(F=7.7, df =1,195, p<.006), while family conflicts were
found to be associated with a higher number of prior hos-
pital admissions (F=4.7, df=1,155, p<.03). 

Finally, respondents who considered their mental dis-
order as exclusively due to social causes acknowledged
lower levels of recognizability of persons with schizo-
phrenia (KW=9.5, df =3, p<.02).

DISCUSSION

This is the first study carried out in Italy which specif-
ically explored the beliefs of users with schizophrenia
about the causes of their disorder, and the relationships of
the perceived causes with socio-demographic and clinical
variables.

The involvement of a large number of users who were
receiving community care and took part in all study phas-
es (Magliano et al., 2008) can be considered as a method-
ological strength of this study. However, caution should
be used in interpreting the results, given the consecutive
recruitment of cases, which may limit the generalisabili-
ty of the findings. Another limitation of the study is that
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Figure 1. – Causes of their mental disorder reported by users with schizophrenia (N=198).

https://doi.org/10.1017/S1121189X00001457 Published online by Cambridge University Press

https://doi.org/10.1017/S1121189X00001457


exploring users’ opinions without taking into account
their family members’ and health professionals’ beliefs
could be insufficient to have a complete perspective of
the whole field (Noiseux & Ricard, 2008).

Consistent with previous research (McCabe & Priebe,
2004; Read et al., 2006; Angermeyer & Klusmann, 1988;
Holzinger et al., 2001; 2003), the results of this study
indicate that users view schizophrenia as mainly due to
psychosocial causes, and give a limited weight to co-
occurring biological factors. As outlined by Holzinger et
al. (2003), this finding may reflect beliefs that, at the
moment, prevail in the society. These common beliefs
should be taken into account by psychiatrists in order to
improve their working alliance with the users (Foulks et
al., 1986; Colombo et al., 2003).

In line with literature data, the respondents’ beliefs that
their mental disorder is the consequence of social causes
alone was associated with a low perception of recognizabil-
ity of persons with schizophrenia (Read et al., 2006). This
finding supports the idea that perceived stigma is lower
when mental illness is viewed as a reaction to problematic
or unfavourable social conditions rather than as a biologi-
cally determined entity (Fisher & Farina, 1979; Corrigan &
Watson, 2002; Sevy et al., 2004; Read et al., 2004; 2006).

Nearly one respondent out of four believed that his/her
mental disorder was due to the occurrence of the symp-
toms themselves, mainly delusions and hallucinations. It
is likely that this causal explanation reflects respondents’
difficulties to relate current state to previous conditions
or the denial of psychosis (McGlashan et al., 1975;
Falloon & Talbot, 1981; Chadwick et al., 1996; Mak &
Wu, 2006). The fact that this perceived cause was associ-
ated with suicide attempts, a higher number of hospitali-
sations, and a longer duration of illness suggests that
these users particularly need professional support to iden-
tify factors that may influence the course of their illness
and to reinforce their coping strategies (Falloon & Talbot,
1981; Wearden et al., 2000; Magliano et al., 2006).

Family difficulties were the most frequently men-
tioned social cause and were associated with a higher
number of previous compulsory treatments. According to
literature data on expressed emotions and relapse
(Wearden et al., 2000), this association could be inter-
preted as also due to poor family skills to manage psy-
chotic episodes. From a practical point of view, this find-
ing outlines the need to involve relatives in long-term
management of schizophrenia, to provide them with
information on this mental disorder, and to support them
in dealing with the burden of care (Magliano et al., 2006).

In line with literature data (McCabe & Priebe, 2004;
Read et al., 2006), biological causes were reported by

few respondents, mainly those who were aware of their
diagnosis of schizophrenia. It is likely that professionals
who communicate to users about their diagnosis also pro-
vide them with information on the nature of their mental
condition.

In our sample, less than one third of respondents
reported that they had been able to discuss freely with
their psychiatrists about their illness. This is a powerful
cultural factor influencing models of illness that should
be specifically investigated and taken into account in
clinical practice (Magliano et al., 2008).

Forty-two percent of respondents listed two or more
causes of their mental disorder, which is a significantly
higher percentage than that reported by Holzinger et al.
(2003). Furthermore, the number of reported causes
increased in relation to level of education. This may be
due to the fact that seeking information is an easier
process in more educated people (Perlin & Schooler,
1978). On the other hand, the fact that the number of
reported causes increased in relation to earliness of onset
and number of prior compulsory admissions may be seen
as supporting the notion that when several causes interact
over time with a person’s vulnerability, the clinical
course of the illness could be more severe (Zubin &
Spring, 1977; Read et al., 2004).

Causal interpretation of schizophrenia in sufferers is
an important issue from both a research and a practical
point of view. Further studies are needed to specifically
explore:

a) differences in causal interpretation of schizophrenia
between users, relatives and professionals, and whether
these differences influence adherence and response to
treatments and levels of stigma perceived by users;

b) the relationships between the causes reported by users
and the strategies they adopt to cope with them and
whether users’ coping strategies have an impact on the
course of the illness as well as on their perception of
personal limitations due to schizophrenia;

c) the impact of rehabilitative and educational interven-
tions on users’ beliefs about the causes of their disorder;

d) the relationships between the causes reported by users
and the clinical course of schizophrenia.

Acknowledgement. The following researchers contributed to data
collection: Camillo Avino, Giuseppina Castiello, Ada Orrico,
Giampiero Cesari, Francesca Fulgosi Cigala, Giuseppe Tibaldi, Teresa
Vitale, Generoso Troiano, Carmela Coladangelo, Simonetta Canetti,
Silvia Bresaola. The authors thank Rosa Colacino, M.A., for her lin-
guistic help in preparing the text. 

The authors are grateful to the 241 participating patients for their
active involvement in the project.

L. Magliano et al.

Epidemiologia e Psichiatria Sociale, 18, 1, 2009

52

https://doi.org/10.1017/S1121189X00001457 Published online by Cambridge University Press

https://doi.org/10.1017/S1121189X00001457


REFERENCES

Angermeyer M.C. & Klusmann D. (1988). The causes of functional
psychosis as seen by the patients and their relatives. European
Archives of Psychiatry Neurological Sciences 238, 47-54.

Becker M.H. & Maimon L.A. (1983). Models of health-related behav-
iour. In Handbook of Health, Health Care and the Health
Professionals (ed. D. Mechanic). Free Press: New York.

Borkan J., Reis S., Hermoni D. & Biderman A. (1995). Talking about
the pain: a patient-centred study of low back pain in primary care.
Social Science and Medicine 40, 977-988.

Chadwick P., Birchwood M. & Trower P. (1996). Cognitive Therapy
for Delusions, Voices and Paranoia. Wiley: Chichester.

Charles H., Manoranjitham S.D. & Jacob K.S. (2007). Stigma and
explanatory models among people with schizophrenia and their rel-
atives in Vellore, South India. International Journal of Social
Psychiatry 53, 325-332.

Colombo A., Bendelow G., Fulford B. & Williams S. (2003).
Evaluating the influence of implicit models of mental disorder on
processes of shared decision making within community-based
multi-disciplinary teams. Social Science and Medicine 56, 1557-
1570.

Corrigan P.W. & Watson A.C. (2002). Understanding the impact of
stigma on people with mental illness. World Psychiatry 1,16-20.

Falloon I.R.H. & Talbot R.E. (1981). Persistent auditory hallucinations:
coping mechanisms and implications for management.
Psychological Medicine 11, 329-339.

Fisher J. & Farina A. (1979). Consequences of beliefs about the nature
of mental disorders. Journal of Abnormal Psychology 88, 320-327.

Foulks E.F., Persons J.B. & Merkel R.L. (1986). The effect of patients’
beliefs about their illnesses and compliance in psychotherapy.
American Journal of Psychiatry 143, 340-344.

Haley C.J., Drake R.J., Bentall R.P. & Lewis S.W. (2003). Health
beliefs link to duration of untreated psychosis and attitudes to later
treatment in early psychosis. Social Psychiatry and Psychiatric
Epidemiology 38, 311-316.

Holzinger A., Muller P., Priebe S. & Angermeyer M.C. (2001).
Etiology of schizophrenia from the viewpoint of patient.
Psychiatrische Praxis 28, 174-179.

Holzinger A., Kilian R., Lindenbach I., Petscheleit A. & Angermeyer
M.C. (2003). Patients’ and their relatives’ causal explanations of
schizophrenia. Social Psychiatry and Psychiatric Epidemiology 38,
155-162.

Kinderman P., Setzu E., Lobban F. & Salmon P. (2006). Illness beliefs
in schizophrenia. Social Science and Medicine 63, 1900-1911.

Lobban F., Barrowclough C. & Jones S. (2003). A review of the role of
illness models in severe mental illness. Clinical Psychology Review
23, 171-196.

Lobban F., Barrowclough C. & Jones S. (2004). The impact of beliefs
about mental health problems and coping on outcome in schizo-
phrenia. Psychological Medicine 34, 1165-1176.

Magliano L., Fiorillo A., Malangone C., De Rosa C., & Maj M. (2006).
Patient functioning and family burden in a controlled, real-world
trial of family psychoeducation for schizophrenia. Psychiatric
Services 57, 1784-1791.

Magliano L., Fiorillo A., Malangone C., Del Vecchio H., & Maj M.
(2008). Views of persons with schizophrenia on their own disorder:
an Italian participatory study. Psychiatric  Services 59, 795-799.

Magliano L., Fiorillo A., Del Vecchio H., Malangone C., De Rosa C.,
Bachelet C., Cesari G., D’Ambrogio R., Fulgosi Cigala F., Veltro F.,
Zanus P., Pioli R., Maj M. (in press). Development and validation of
a self-reported questionnaire on users’ opinions about schizophre-
nia: a participatory research. International Journal of Social
Psychiatry.

Maher E.J. & Kroska A. (2002). Social status determinants of control in
individuals’ accounts of their mental illness. Social Science and
Medicine 55, 949-961.

Mak W.M.S. & Wu C.F.M. (2006). Cognitive insights and causal attri-
bution in the development of self-stigma among individuals with
schizophrenia. Psychiatric Services 57, 1800-1802.

McCabe R. & Priebe S. (2004). Explanatory models of illness in schiz-
ophrenia: comparison of four ethnic groups. British Journal of
Psychiatry 185, 25-30.

McGlashan T.H., Levy S.T. & Carpenter W.T., Jr. (1975). Integration
and sealing over. Clinically distinct recovery styles from schizo-
phrenia. Archives of General Psychiatry 32, 1269-1272.

Moodley P. & Perkins R. (1993). Perceptions of problems in psychiatric
inpatients: denial, race and service usage. Social Psychiatry and
Psychiatric Epidemiology 28, 189-193.

Noiseux S. & Ricard N. (2008). Recovery as perceived by people with
schizophrenia, family members and health professionals: a ground-
ed theory. International Journal of Nursing Studies 45, 1148-1162.

Pennebaker J.W. (1982). The Psychology of Physical Symptoms.
Springer-Verlag: New York. 

Perlin L.I. & Schooler C. (1978). The structure of coping. Journal of
Personality and  Social Psychology 19, 2-21.

Peters S., Stanley I., Rose M. & Salmon P. (1998). Patients with med-
ically unexplained symptoms: sources of patients’ authority and
implications for demands on medical care. Social Science and
Medicine 46, 559-565.

Read J., Mosher L.R. & Bentall R.P. (2004). Models of Madness.
Psychological, Social and Biological Approaches to Schizophrenia.
Brunner-Routledge: Hove.

Read J., Haslam N., Sayce L. & Davies E. (2006). Prejudice and schiz-
ophrenia: a review of the “mental illness is an illness like any other”
approach. Acta Psychiatrica Scandinavica 114, 303-318.

Salmon P. & May C. (1995). Patients’ influence on doctors’ behaviour:
a case study of patient strategies in somatisation. International
Journal of Psychiatry in Medicine 25, 309-319.

Saravanan B., Jacob K.S., Johnson S., Prince M., Bhugra D. & David
A.S. (2007a). Assessing insight in schizophrenia: East meets West.
British Journal of Psychiatry 190, 243-247.

Saravanan B., Jacob K.S., Johnson S., Prince M., Bhugra D. & David
A.S. (2007b). Belief models in first episode schizophrenia in South
India. Social Psychiatry and Psychiatric Epidemiology 42, 446-451.

Schomerus G. & Angermeyer M. (2008). Stigma and its impact on help-
seeking for mental disorders: what do we know? Epidemiologia e
Psichiatria Sociale 17, 31-37.

Sevy S., Nathanson K., Visweswaraiah H., & Amador X. (2004). The
relationship between insight and symptoms in schizophrenia.
Comprehensive Psychiatry 45, 16-19.

SPSS (2002). SPSS for Windows, release 11.5.1. SPSS: Chicago.
Wearden A.J., Tarrier N., Barrowclough C., Zastowny T.R., & Rahill

A.A. (2000). A review of expressed emotion research in health care.
Clinical Psychology Review 20, 633-666.

Zubin J. & Spring B. (1977). Vulnerability – a new view of schizo-
phrenia. Journal of Abnormal Psychology 86, 103-126.

Epidemiologia e Psichiatria Sociale, 18, 1, 2009

53

What people with schizophrenia think about the causes of their disorder

https://doi.org/10.1017/S1121189X00001457 Published online by Cambridge University Press

https://doi.org/10.1017/S1121189X00001457

