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Objective: Patient attitudes toward mental illness are an important determinant of treat-
ment compliance and treatment outcome. A patient’s age, sex, style of thinking, lifestyle,
and beliefs all may influence perceptions. This study aimed to determine patient attitudes.

Method: Patients with a depressive disorder (n = 102) who were referred for psychiatric
consultation and treatment to a community general hospital psychiatric outpatient clinic
completed a 9-item self-report questionnaire to determine their perceptions of the biologi-
cal, psychological, cognitive, and spiritual causes of their depressive disorder.

Results: Women were more likely to endorse their depressive disorder as related to a bio-
logical abnormality. With respect to age, older individuals were less likely to identify cog-
nitive factors and loss of spirituality as causal factors in their depression.

Conclusions: A relation exists between demographic variables, including sex and age, and
beliefs about causes of depression and related disorders. These findings have implications
for refining patient psychoeducation.

(Can J Psychiatry 2003;48:493-495)

Information on author affiliations appears at the end of the article.

Clinical Implications

Limitations

e Perceptions of causes of mental illness are an important determinant of treatment adherence.
e Patients’ perceptions of the cause of their depression should be evaluated.
e Psychoeducation should incorporate patients’ attitudes and beliefs regarding their illness.

e We only assessed patients who were referred for a mood disorder consultation.
e We used a survey questionnaire rather than a formal, validated instrument.
e There was no control or comparison group.
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ajor depression ranks among the most prevalent mental
Mhealth disorders in Ontario (1) and North America
(2,3). It is a major contributor to workplace disability, family
dysfunction, and individual suffering (4). According to the
Mental Health Supplement of the Ontario Health Survey, the
major depression 1-year prevalence rate was 4.1%; one-half
of affected individuals did not seek mental health treatment,
22.2% received some type of counselling intervention with-
out any medication, another 18.0% received antidepressants,
and 8.7% received anxiolytics without antidepressants (5).
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A large European study, Depression Research in European
Society (DEPRES), mirrors these findings: prevalence rates
are high, only 43% of those affected seek treatment, and just
25% receive antidepressants (6). Patient preferences may
offer one explanation for the low use of medication: several
studies have shown that patients prefer counselling (7,8).
Another study indicates that, even when patients begin medi-
cation treatment, compliance dwindles quickly (9). Such pref-
erences imply that patient perceptions may not include a
typical biological-disease model of depression (which would
highlight the importance of medication). In turn, the disease
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Table 1 Patient questionnaire: perceptions of the
causes of their depressive disorder®

Table 2 Mean (SD) scores on scale items

Using the scale below, indicate the extent to which you believe
each of the following factors is responsible for causing your
depression.

1. I have a biological abnormality (for example, chemical or
hormonal imbalance).

2. | was born with genes that make me more prone to developing
depression.

3. The way | evaluate or think about my experiences caused my
depression.

4. My depression is due to my personality make-up or
temperament.

5. Stress and negative life experiences caused my depression.
6. My depression stems from an imbalance in energy or flow.
7. I'm depressed because | lost touch with my spiritual core or
faith in God.

8. Unhealthy or dysfunctional relationships caused my
depression.

9. My depression is the result of an unhealthy lifestyle (for
example, poor diet and lack of exercise).

ltems Mean (SD)
Biological abnormality 4.48 (3.71)
Genes 4.32 (3.74)
Cognitive style 5.61 (3.11)
Personality make-up or temperament 4.19 (3.11)
Stress or negative life events 6.55 (3.08)
Imbalance in energy or flow 3.58 (3.33)
Spiritual core or faith in god 1.94 (2.73)
Unhealthy or dysfunctional relationships 4.81(3.42)
Unhealthy lifestyle 2.90 (3.09)

“Patients rated factors according to a Likert scale where 0 = “not at all”
and > 10 = definitely

model chosen by a patient will influence treatment compli-
ance and medication use in direct proportion to how well the
medication fits the model.

To understand patient attitudes regarding causes of depres-
sion and to determine patient perceptions of depression in bio-
logical, psychological, cognitive, and spiritual dimensions,
we surveyed a representative patient group referred from a
community hospital for assessment for depression. Patient
age, sex, style of thinking, lifestyle, or beliefs may all influ-
ence patient perceptions. In this exploratory survey, we
wished to document the various patient perspectives and to
speculate on the implications of such perspectives for treat-
ment preference, treatment delivery, and medication
compliance.

Method
Subjects

Subjects were consecutive outpatients from a community
general hospital psychiatric outpatient clinic who were
referred for psychiatric assessment for a depressive disorder.
We gave the questionnaire to 110 patients, and 102 valid ques-
tionnaires were endorsed. The sample comprised 67 women
(65.7%) and 35 men (34.3%) with a mean age of 41.1 years
(SD 11.5, range 21 to 72). The DSM-IV diagnoses were uni-
polar depression (n = 85), bipolar depression (n = 14), and
dysthymia (n = 3).

Study Design

To determine patient perceptions of the causes of their depres-
sive disorder in biological, psychological, cognitive, and
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spiritual dimensions, we gave the patients a 9-item self-report
questionnaire that rated the extent to which they believed each
factor to be responsible for causing their depression according
to a 10-point Likert scale (with 0 = “not at all” and 10 = “defi-
nitely”) (see Table 1 for scale items). Subjects completed the
self-report questionnaire just prior to their assessment.

Results

Table 2 represents the mean scores on the 9 items. The most
highly endorsed item by both sexes was “Stress and negative
life experiences caused my depression,” while the
least-endorsed item by both sexes was “I’m depressed
because I lost touch with my spiritual core or faith in God.”
We computed correlation coefficients between age and the 9
scale items. The results of the correlational analyses showed
that older individuals were less likely to identify cognitive
factors (r=-0.213, df 100, P=0.033) and loss of spirituality
(r=-0.208,df 100, P=0.037) as causing their depression. We
conducted a 1-way analysis of variance to evaluate the rela-
tion between sex and each scale item. Women were more
likely to endorse having a biological abnormality as a cause of
their depression (/1 = 4.872, P =0.030). There was a trend
toward women being more likely to endorse the way they
evaluate or think about their experiences as a cause of their
depression (F] =2.999, P =0.086).

Conclusion

Among the mysteries of depression treatment are the low
treatment rate and the low compliance with medication, even
when treatment begins. We designed our survey to identify
key patient perspectives on the etiology of depression descrip-
tively, from the broad domains of biological, psychological,
cognitive, and spiritual causes. Our results show that, first, no
single cause dominated the ratings; that is, patients scored no
cause higher than 6 out of 10 on the Likert scale. Our findings
and results indicate that patient perceptions of their depres-
sion are polyfactorial. Only 2 domains, cognitive attributional
style and stress or negative life events, are seen as even partly
causing depression. Patients did not particularly endorse the
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dominant biomedical explanation of depression, which pro-
poses that biological abnormalities are central. Patients also
strongly rejected attributing depression to spiritual deficits or
to an unhealthy lifestyle. Variations on these themes were
played out by sex and age, with women more likely to endorse
biological causes. Older patients were less likely to identify
loss of religious faith as contributory to depression but were
more likely to endorse cognitive attributional styles as etio-
logically relevant.

These findings suggest that patient models of depression are
frequently nonbiomedical; such models will lead patients to
avoid standard biomedical treatments (for example, antide-
pressant medication). The implications for health education
are obvious: assessing a patient’s explanatory model for
depression will allow for proper psychoeducation (10). Our
survey also suggests significant variation in patient explana-
tory models by sex and age. Once proper psychoeducation
occurs, there will be scope for proper treatment—either psy-
chotherapy or medication, as appropriate.
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Résumé : Attitudes des patients quant aux causes de la dépression : implications

Objectif : Les attitudes des patients a I’égard de la maladie mentale sont un déterminant important de
I’observance et du résultat du traitement. L’age, le sexe, la facon de penser, le style de vie et les
croyances d’un patient peuvent tous influencer les perceptions. Cette étude visait a déterminer les atti-

Méthode : Des patients souffrant de trouble dépressif (» = 102) qui ont été envoyés a la clinique
psychiatrique externe d’un hopital général communautaire pour une consultation psychiatrique et un
traitement ont rempli un questionnaire auto-déclaré en 9 items pour déterminer leurs perceptions des
causes biologiques, psychologiques, cognitives et spirituelles de leur trouble dépressif.

Résultats : Les femmes sont plus susceptibles d’accepter que leur trouble dépressif est reli¢ a une
anomalie biologique. Pour ce qui est de 1’age, les personnes agées sont moins enclines a reconnaitre
les facteurs cognitifs et la perte de spiritualité comme étant des facteurs causals de leur dépression.

Conclusions : Les variables démographiques, dont le sexe et 1’age, sont reliées aux croyances sur les
causes de la dépression et des troubles connexes. Ces résultats ont des implications pour le
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