
BackgroundBackground Explanatorymodels ofExplanatorymodels of

illnessmaydiffer between ethnic groupsillnessmaydiffer between ethnic groups

and influence treatment satisfaction andand influence treatment satisfaction and

compliance.compliance.

AimsAims To compare explanatorymodelsTo compare explanatorymodels

amongpeoplewith schizophrenia fromamongpeoplewith schizophrenia from

four culturalbackgrounds and explorefourcultural backgrounds and explore

their relationshipwith clinical andtheir relationshipwith clinical and

psychological characteristics.psychological characteristics.

MethodMethod Explanatorymodels, insight,Explanatorymodels, insight,

treatmentcompliance, health locus oftreatmentcompliance, health locus of

control, qualityof life, treatmentcontrol, qualityof life, treatment

satisfaction, therapeutic relationships andsatisfaction, therapeutic relationships and

symptomatologywere assessed in UKsymptomatologywere assessed in UK

Whites and Bangladeshis,African^Whites and Bangladeshis,African^

Caribbeans andWest Africans.Caribbeans andWest Africans.

ResultsResults Whenbiological andWhenbiological and

supernatural causes of illnessweresupernatural causes of illnesswere

compared,Whites cited biological causescompared,Whites cited biological causes

more frequently thanthethreenon-Whitemore frequently thanthethreenon-White

groups, who cited supernatural causesgroups, who cited supernatural causes

more frequently.Whenbiological andmore frequently.Whenbiological and

social causeswere compared,Whites citedsocial causeswere compared,Whites cited

biological causesmore frequently thanbiological causesmore frequently than

African^Caribbeans and Bangladeshis,African^Caribbeans and Bangladeshis,

who cited social causesmore frequently.Awho cited social causesmore frequently.A

biological explanatorymodelwas relatedbiological explanatorymodelwas related

to enhanced treatment satisfaction andto enhanced treatment satisfaction and

therapeutic relationships butnottherapeutic relationships butnot

treatmentcompliance.treatmentcompliance.

ConclusionsConclusions Explanatorymodels ofExplanatorymodels of

illness contribute to patient satisfactionillness contribute to patient satisfaction

withtreatment andrelationshipswithwithtreatment andrelationshipswith

clinicians.clinicians.

Declaration of interestDeclaration of interest None.None.

Fundingdetailed in Acknowledgements.Fundingdetailed in Acknowledgements.

Explanatory models of illness encompass aExplanatory models of illness encompass a

person’s ideas about the nature of theirperson’s ideas about the nature of their

problem, its cause, severity, prognosis andproblem, its cause, severity, prognosis and

treatment preferences (Kleinman, 1980).treatment preferences (Kleinman, 1980).

Dissonance between patients’ and profes-Dissonance between patients’ and profes-

sionals’ explanatory models may affectsionals’ explanatory models may affect

help-seeking behaviour (MacCarthy, 1988),help-seeking behaviour (MacCarthy, 1988),

treatment compliance (Foulkstreatment compliance (Foulks et alet al, 1986),, 1986),

satisfaction (Callan & Littlewood, 1998)satisfaction (Callan & Littlewood, 1998)

and culturally sensitive clinical practiceand culturally sensitive clinical practice

(Bhui & Bhugra, 2002). In the context of(Bhui & Bhugra, 2002). In the context of

cultural background, there is interest incultural background, there is interest in

explaining the higher rates of psychotic ill-explaining the higher rates of psychotic ill-

ness, involuntary admissions and dissatis-ness, involuntary admissions and dissatis-

faction with services among first- andfaction with services among first- and

second-generation immigrants reported insecond-generation immigrants reported in

the UK and The Netherlands (e.g. Harrisonthe UK and The Netherlands (e.g. Harrison

et alet al, 1997; Parkman, 1997; Parkman et alet al, 1997; Bhugra &, 1997; Bhugra &

Bhui, 1998; SeltenBhui, 1998; Selten et alet al, 2001; Bhui, 2001; Bhui et alet al,,

2003). However, the generalisability of re-2003). However, the generalisability of re-

search has been limited by isolated samplessearch has been limited by isolated samples

in different countries (e.g. Weissin different countries (e.g. Weiss et alet al,,

1986), lack of standardised instruments1986), lack of standardised instruments

(e.g. Callan & Littlewood, 1998) and(e.g. Callan & Littlewood, 1998) and

heterogeneous samples (e.g. Lloydheterogeneous samples (e.g. Lloyd et alet al,,

1998).1998).

METHODMETHOD

AimsAims

(a)(a) To use a standardised measure to assessTo use a standardised measure to assess

qualitatively the explanatory modelsqualitatively the explanatory models

among patients with schizophrenia inamong patients with schizophrenia in

a local White British group and threea local White British group and three

second-generation ethnic groups livingsecond-generation ethnic groups living

in similar socio-economic conditionsin similar socio-economic conditions

in East London.in East London.

(b)(b) To compare quantitatively the explana-To compare quantitatively the explana-

tory models across the four groups.tory models across the four groups.

(c)(c) To investigate the association betweenTo investigate the association between

explanatory models and clinical andexplanatory models and clinical and

psychological characteristics in all ofpsychological characteristics in all of

the patients.the patients.

The four groups were of African–Caribbean,The four groups were of African–Caribbean,

Bangladeshi, West African and UK WhiteBangladeshi, West African and UK White

origin. Second-generation patients wereorigin. Second-generation patients were

selected because: there are consistentselected because: there are consistent

differences in service use and outcomedifferences in service use and outcome

among this group; the findings would beamong this group; the findings would be

less confounded by individual histories ofless confounded by individual histories of

migration and schooling because all inter-migration and schooling because all inter-

viewees have grown up in the same educa-viewees have grown up in the same educa-

tional system and background culture; alltional system and background culture; all

interviews could be conducted in Englishinterviews could be conducted in English

because this is most relevant for clinicalbecause this is most relevant for clinical

practice; and the material could be elicitedpractice; and the material could be elicited

in English and analysed without consider-in English and analysed without consider-

ing specific connotations in differenting specific connotations in different

languages. The inclusion criteria were se-languages. The inclusion criteria were se-

lected to reduce the heterogeneity of thelected to reduce the heterogeneity of the

groups and increase the possibility of de-groups and increase the possibility of de-

tecting specific differences despite relativelytecting specific differences despite relatively

small sample sizes for each ethnic group.small sample sizes for each ethnic group.

SampleSample

The sample consisted of four groups of out-The sample consisted of four groups of out-

patients from four distinct cultural back-patients from four distinct cultural back-

grounds aged between 18 and 48 yearsgrounds aged between 18 and 48 years

who met DSM–IV (American Psychiatricwho met DSM–IV (American Psychiatric

Association, 1994) criteria for a diagnosisAssociation, 1994) criteria for a diagnosis

of schizophrenia, were in the care of a com-of schizophrenia, were in the care of a com-

munity mental health team, had no knownmunity mental health team, had no known

organic impairment and had no significantorganic impairment and had no significant

formal thought disorder as assessed on theformal thought disorder as assessed on the

Brief Psychiatric Rating Scale (BPRS;Brief Psychiatric Rating Scale (BPRS;

Overall & Gorham, 1962). The four groupsOverall & Gorham, 1962). The four groups

were recruited in East London and the threewere recruited in East London and the three

groups of non-UK origin were all second-groups of non-UK origin were all second-

generation immigrants. Patients were iden-generation immigrants. Patients were iden-

tified as second generation if they weretified as second generation if they were

either born in the UK with both parentseither born in the UK with both parents

of the specified origin or moved to the UKof the specified origin or moved to the UK

before the age of 12 years. Participantsbefore the age of 12 years. Participants

were included when clinical and self-reportwere included when clinical and self-report

of ethnicity were in full agreement. In ac-of ethnicity were in full agreement. In ac-

cordance with the central limit theorem,cordance with the central limit theorem,

30 participants per group were recruited30 participants per group were recruited

so that the mean could be approximatedso that the mean could be approximated

closely by the normal distribution (Mukho-closely by the normal distribution (Mukho-

padhyay, 2000). Samples A, B and C com-padhyay, 2000). Samples A, B and C com-

prised individuals of second-generationprised individuals of second-generation

African–Caribbean, Bangladeshi and WestAfrican–Caribbean, Bangladeshi and West

African (from Nigeria or Ghana) ethnicAfrican (from Nigeria or Ghana) ethnic

origin. Sample D consisted of Whiteorigin. Sample D consisted of White

English participants, all born in the UK.English participants, all born in the UK.

Participants were recruited from sec-Participants were recruited from sec-

ondary mental health services (i.e. fourondary mental health services (i.e. four

community mental health teams, a daycommunity mental health teams, a day

hospital and a psychology service). Servicehospital and a psychology service). Service

managers, psychiatrists and support work-managers, psychiatrists and support work-

ers were consulted to identify those clientsers were consulted to identify those clients

meeting the inclusion criteria. Diagnosismeeting the inclusion criteria. Diagnosis

was clinical rather than derived from casewas clinical rather than derived from case

notes. On clinicians’ recommendations,notes. On clinicians’ recommendations,

patients were contacted by letter, telephonepatients were contacted by letter, telephone

or in person at clinics according to theor in person at clinics according to the
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individual patient’s preferences and circum-individual patient’s preferences and circum-

stances. All participants provided writtenstances. All participants provided written

informed consent to take part in the study.informed consent to take part in the study.

MeasuresMeasures

A modified version of the Short Explana-A modified version of the Short Explana-

tory Model Interview (SEMI; Lloydtory Model Interview (SEMI; Lloyd et alet al,,

1998) enabled a qualitative assessment of1998) enabled a qualitative assessment of

patients’ conceptualisations of their illnesspatients’ conceptualisations of their illness

within a structured framework that allowedwithin a structured framework that allowed

for eventual quantification of data. Ques-for eventual quantification of data. Ques-

tions originally developed for use in primarytions originally developed for use in primary

care that were not relevant for people withcare that were not relevant for people with

chronic illness were omitted from the scale.chronic illness were omitted from the scale.

The modified version was divided intoThe modified version was divided into

three sections on the nature of the problemthree sections on the nature of the problem

and its consequences, aetiology andand its consequences, aetiology and

treatment. Each patient interview wastreatment. Each patient interview was

audio-recorded and transcribed.audio-recorded and transcribed.

Psychopathology was observer ratedPsychopathology was observer rated

using the 24-item version of the BPRSusing the 24-item version of the BPRS

(Overall & Gorham, 1962). Patient insight(Overall & Gorham, 1962). Patient insight

into their illness was observer rated usinginto their illness was observer rated using

the Schedule for Assessment of Insight intothe Schedule for Assessment of Insight into

Psychosis (SAI; DavidPsychosis (SAI; David et alet al, 1992), which, 1992), which

has three sub-scales: treatment compliance,has three sub-scales: treatment compliance,

awareness of illness and relabelling ofawareness of illness and relabelling of

symptoms. Ratings were based on infor-symptoms. Ratings were based on infor-

mation from the patient and additionalmation from the patient and additional

information from the keyworker. Qualityinformation from the keyworker. Quality

of life was self-rated with the Manchesterof life was self-rated with the Manchester

Short Assessment of Quality of LifeShort Assessment of Quality of Life

(MANSA; Priebe(MANSA; Priebe et alet al, 1999). A modified, 1999). A modified

version of the Helping Alliance Scaleversion of the Helping Alliance Scale

(HAS; Priebe & Gruyters, 1993) was self-(HAS; Priebe & Gruyters, 1993) was self-

rated by the patient who assessed theirrated by the patient who assessed their

primary therapeutic relationship, typicallyprimary therapeutic relationship, typically

with their keyworker. Treatment satisfac-with their keyworker. Treatment satisfac-

tion was self-rated using the Patient Caretion was self-rated using the Patient Care

Satisfaction Questionnaire (PCSQ; BarkerSatisfaction Questionnaire (PCSQ; Barker

et alet al, 1996). Finally, health locus of control, 1996). Finally, health locus of control

was self-rated with the Health Locus ofwas self-rated with the Health Locus of

Control scale (HLC; WallstonControl scale (HLC; Wallston et alet al,,

1976), which has three sub-scales: external1976), which has three sub-scales: external

locus of control, internal locus of controllocus of control, internal locus of control

and powerful others. Unless otherwiseand powerful others. Unless otherwise

stated, mean scores for each measure are re-stated, mean scores for each measure are re-

ported and were used in data analyses. Forported and were used in data analyses. For

all of the scales, a higher score indicatesall of the scales, a higher score indicates

greater presence of the construct, with thegreater presence of the construct, with the

exception of the PCSQ where a higher scoreexception of the PCSQ where a higher score

indicates greater treatment dissatisfaction.indicates greater treatment dissatisfaction.

Data analysisData analysis

The qualitative data collected using theThe qualitative data collected using the

SMI were content analysed and coded intoSMI were content analysed and coded into

categoriescategories a posterioria posteriori. Responses to the. Responses to the

question ‘What do you think has causedquestion ‘What do you think has caused

your problem’ were initially coded intoyour problem’ were initially coded into

ten categories derived from the contentten categories derived from the content

analysis: do not know; drugs/alcohol/analysis: do not know; drugs/alcohol/

medication; interpersonal problems; super-medication; interpersonal problems; super-

natural causes; mental illness; physical ill-natural causes; mental illness; physical ill-

ness/trauma; personality; stress; negativeness/trauma; personality; stress; negative

childhood events; and other. Given thechildhood events; and other. Given the

small cell counts, these categories were thensmall cell counts, these categories were then

collapsed to form four categories: biologi-collapsed to form four categories: biologi-

cal (physical illness/substance misuse); so-cal (physical illness/substance misuse); so-

cial (interpersonal problems/stress/negativecial (interpersonal problems/stress/negative

childhood events/personality); supernaturalchildhood events/personality); supernatural

(supernatural); and non-specific (do not(supernatural); and non-specific (do not

know/mental illness/other). Although theknow/mental illness/other). Although the

heterogeneity of responses in the non-heterogeneity of responses in the non-

specific category renders it clinicallyspecific category renders it clinically

meaningless, it is retained for the sake ofmeaningless, it is retained for the sake of

completeness of the data. A power calcula-completeness of the data. A power calcula-

tion in detecting differences between thetion in detecting differences between the

groups of explanatory models and treat-groups of explanatory models and treat-

ment preferences in categorical analysesment preferences in categorical analyses

indicated that: a large effect size (i.e. aindicated that: a large effect size (i.e. a

difference in proportions when translateddifference in proportions when translated

into a fourfold product momentinto a fourfold product moment rr rangesranges

between 0.37 and 0.39) would be detectedbetween 0.37 and 0.39) would be detected

with 87% power on a two-tailed signifi-with 87% power on a two-tailed signifi-

cance test wherecance test where PP¼0.05; a medium effect0.05; a medium effect

size (when translatedsize (when translated rr¼0.25) would be de-0.25) would be de-

tected with 49% power; and a small effecttected with 49% power; and a small effect

size (when translatedsize (when translated rr¼0.10) with only0.10) with only

12% power (Cohen, 1988). Interrater12% power (Cohen, 1988). Interrater

agreement in classifying the raw data intoagreement in classifying the raw data into

categories was calculated using thecategories was calculated using the kk
statistic. The four causal categories werestatistic. The four causal categories were

compared on socio-demographic, clinicalcompared on socio-demographic, clinical

and psychological variables. The thera-and psychological variables. The thera-

peutic relationship scores were recordedpeutic relationship scores were recorded

into a score below or above the midpointinto a score below or above the midpoint

on the scale, indicating a generally positiveon the scale, indicating a generally positive

vv. a generally negative therapeutic relation-. a generally negative therapeutic relation-

ship. Differences between the groups accordship. Differences between the groups accord--

ing to explanatory model and ethnicitying to explanatory model and ethnicity

were analysed using analysis of variancewere analysed using analysis of variance

andand ww22 or Fisher’s exact test. Where multi-or Fisher’s exact test. Where multi-

ple tests were conducted, the Bonferroni-ple tests were conducted, the Bonferroni-

adjusted significanceadjusted significance levels are reported.levels are reported.

RESULTSRESULTS

A total of 180 patients were identified byA total of 180 patients were identified by

clinicians as meeting the inclusion criteria,clinicians as meeting the inclusion criteria,

131 were sent letters informing them about131 were sent letters informing them about

the study and requesting their participation.the study and requesting their participation.

Of these, 72 were interviewed, 10 did notOf these, 72 were interviewed, 10 did not

consent and 49 did not respond at all. Four-consent and 49 did not respond at all. Four-

teen patients were contacted by telephone:teen patients were contacted by telephone:

thirteen were interviewed and one did notthirteen were interviewed and one did not

consent. Thirty-five patients were ap-consent. Thirty-five patients were ap-

proached at clinics, of whom thirty-fourproached at clinics, of whom thirty-four

were interviewed and one did not consent.were interviewed and one did not consent.

Of those patients who were approachedOf those patients who were approached

by telephone or in person, the non-consentby telephone or in person, the non-consent

rate was 8.4%. The total number of peoplerate was 8.4%. The total number of people

interviewed, all in face-to-face interviews,interviewed, all in face-to-face interviews,

represented 66% of the potential sample.represented 66% of the potential sample.

Thirty African–Caribbeans, Banglade-Thirty African–Caribbeans, Banglade-

shis and UK Whites and 29 West Africansshis and UK Whites and 29 West Africans

were interviewed. Their socio-demographicwere interviewed. Their socio-demographic

and clinical history characteristics are pre-and clinical history characteristics are pre-

sented in Table 1. Bangladeshis weresented in Table 1. Bangladeshis were

younger and had a shorter duration of ill-younger and had a shorter duration of ill-

ness than African–Caribbeans and UKness than African–Caribbeans and UK

Whites. They were also less likely to liveWhites. They were also less likely to live

alone than West Africans.alone than West Africans.
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Table1Table1 Socio-demographic characteristics of the four groupsSocio-demographic characteristics of the four groups

AA

African^CaribbeanAfrican^Caribbean

((nn¼30)30)

BB

BangladeshiBangladeshi

((nn¼30)30)

CC

West AfricanWest African

((nn¼29)29)

DD

UKWhiteUKWhite

((nn¼30)30)

StatisticsStatistics

(d.f.)(d.f.)

Age: mean (s.d.)Age: mean (s.d.) 35.7 (6.5)35.7 (6.5) 30.6 (7.7)30.6 (7.7) 33.3 (6.3)33.3 (6.3) 36.9 (5.8)36.9 (5.8) FF(3)(3)¼5.35.3

PP¼0.002*0.002*

Male: %Male: % 5757 7777 6969 7373 NSNS

Length of illness, years: meanLength of illness, years: mean

(s.d.)(s.d.)

12.9 (8.5)12.9 (8.5) 6.9 (4.1)6.9 (4.1) 10.0 (5.9)10.0 (5.9) 12.9 (6.8)12.9 (6.8) FF(3)(3)¼5.45.4

PP¼0.002*0.002*

Admissions,Admissions, nn: mean (s.d.): mean (s.d.) 3.7 (2.4)3.7 (2.4) 3.1 (2.2)3.1 (2.2) 4.0 (2.5)4.0 (2.5) 3.4 (2.3)3.4 (2.3) NSNS

Involuntary admissions,Involuntary admissions, nn::

mean (s.d.)mean (s.d.)

1.8 (1.8)1.8 (1.8) 0.8 (1.1)0.8 (1.1) 2.2 (2.3)2.2 (2.3) 1.6 (2.4)1.6 (2.4) NSNS

Length of hospitalisation inLength of hospitalisation in

months: mean (s.d.)months: mean (s.d.)

13.9 (14.7)13.9 (14.7) 9.5 (13.4)9.5 (13.4) 14.0 (20.9)14.0 (20.9) 23.1 (38.0)23.1 (38.0) NSNS

Unemployed: %Unemployed: % 9090 8080 8989 8383 NSNS

Living alone: %Living alone: % 4141 1717 4848 4646 ww22¼24.124.1

PP¼0.0630.063{{

Bonferroni-adjustedBonferroni-adjusted post hocpost hoc multiple comparisons (multiple comparisons (PP440.05): *sample B0.05): *sample B vv. A,D;. A,D; {{BB vv.C..C.
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The four ethnic groups were alsoThe four ethnic groups were also

compared on clinical and psychologicalcompared on clinical and psychological

characteristics and there were no signifi-characteristics and there were no signifi-

cant differences between the groups oncant differences between the groups on

any of these variables (data available onany of these variables (data available on

request).request).

Explanatory modelsExplanatory models

Responses to the SEMI questions concern-Responses to the SEMI questions concern-

ing concept, severity, course, aetiologying concept, severity, course, aetiology

and treatment from the sample as a wholeand treatment from the sample as a whole

were content analysed and are presentedwere content analysed and are presented

in Table 2. Although an individual mayin Table 2. Although an individual may

have cited more than one response, particu-have cited more than one response, particu-

larly with respect to aetiology and treat-larly with respect to aetiology and treat-

ment preferences, the first responsement preferences, the first response

provided by each participant was codedprovided by each participant was coded

for the purpose of this analysis. Four ratersfor the purpose of this analysis. Four raters

independently coded the raw data from theindependently coded the raw data from the

transcripts into categories. The chance-transcripts into categories. The chance-

corrected proportional interrater agreementcorrected proportional interrater agreement

between the four raters was very good:between the four raters was very good:

kk¼0.87 (Altman, 1991).0.87 (Altman, 1991).

Approximately 20% of the sampleApproximately 20% of the sample

called their problem schizophrenia/psycho-called their problem schizophrenia/psycho-

sis and 18.5% called it depression/manicsis and 18.5% called it depression/manic

depression. Almost two-thirds said thatdepression. Almost two-thirds said that

their illness was either moderately or verytheir illness was either moderately or very

severe. Approximately half stated that theirsevere. Approximately half stated that their

illness had a long course and almost one-illness had a long course and almost one-

third said that it had a short course.third said that it had a short course.

There was substantial variation in theThere was substantial variation in the

primary causes of illness cited: 21.4% saidprimary causes of illness cited: 21.4% said

they did not know; 16.2% cited interperso-they did not know; 16.2% cited interperso-

nal factors (e.g. ‘break-up of relationship’,nal factors (e.g. ‘break-up of relationship’,

‘emotional baggage’); 15.4%, supernatural‘emotional baggage’); 15.4%, supernatural

factors (e.g. ‘someone did magic to mefactors (e.g. ‘someone did magic to me

when I was a little boy’, ‘evil forces’);when I was a little boy’, ‘evil forces’);

9.4%, stress mostly arising from training9.4%, stress mostly arising from training

or employment (‘stress from work’, ‘work-or employment (‘stress from work’, ‘work-

ing very hard’); 8.5%, personality factorsing very hard’); 8.5%, personality factors

(e.g. ‘myself for not being wiser’, ‘lack of(e.g. ‘myself for not being wiser’, ‘lack of

knowledge of when I was becomingknowledge of when I was becoming

stressed’); 7.7%, drugs/alcohol (e.g. ‘heavystressed’); 7.7%, drugs/alcohol (e.g. ‘heavy

drinking’, ‘took crack’); 7.7%, negativedrinking’, ‘took crack’); 7.7%, negative

childhood events (e.g. ‘physical and mentalchildhood events (e.g. ‘physical and mental

abuse in childhood’, ‘influence in life whenabuse in childhood’, ‘influence in life when

I was young’); 5.1%, mental illness (e.g.I was young’); 5.1%, mental illness (e.g.

‘depression at a young age’, ‘breakdown’);‘depression at a young age’, ‘breakdown’);

and 5.1%, physical illness or injury (e.g.and 5.1%, physical illness or injury (e.g.

‘heart disease’, ‘run over by a car and was‘heart disease’, ‘run over by a car and was

in a coma’).in a coma’).

With respect to participants’ first treat-With respect to participants’ first treat-

ment preference, 19.7% thought that theyment preference, 19.7% thought that they

should receive medication; 18.8% wantedshould receive medication; 18.8% wanted

counselling, including help understandingcounselling, including help understanding

the illness; 12.5% wanted something tothe illness; 12.5% wanted something to

make them get better but did not specifymake them get better but did not specify

what; 5.4% wanted natural remedies (e.g.what; 5.4% wanted natural remedies (e.g.

‘natural herbal remedies’, ‘alternative‘natural herbal remedies’, ‘alternative

herbal treatment instead of medication’);herbal treatment instead of medication’);

5.4% wanted practical help (e.g. ‘help with5.4% wanted practical help (e.g. ‘help with

accommodation’, ‘help with housingaccommodation’, ‘help with housing

problems and around the house’); 4.5%problems and around the house’); 4.5%

wanted social/occupational activities (e.g.wanted social/occupational activities (e.g.

‘occupational therapy’, ‘something to do‘occupational therapy’, ‘something to do

like a club’); 2.7% said they were gettinglike a club’); 2.7% said they were getting

the right treatment; and 15.2% mentionedthe right treatment; and 15.2% mentioned

specific treatments that did not fit into thespecific treatments that did not fit into the

general categories (e.g. ‘equal opportunitiesgeneral categories (e.g. ‘equal opportunities

as the system hates Black people’, ‘X-ray’).as the system hates Black people’, ‘X-ray’).

Explanatory models and ethnicityExplanatory models and ethnicity

Concept of illness, or the name patientsConcept of illness, or the name patients

used to describe their problem, did not dif-used to describe their problem, did not dif-

fer significantly between the four groupsfer significantly between the four groups

((ww22¼18.9,18.9, PP¼0.09), nor did perceived0.09), nor did perceived

severity of illness (severity of illness (ww22¼16.02,16.02, PP¼0.18).0.18).

Cause of illness, coded into four categoriesCause of illness, coded into four categories

broken down by ethnic group is displayedbroken down by ethnic group is displayed

in Table 3 and Fig. 1.in Table 3 and Fig. 1.

Cause of illness differed significantlyCause of illness differed significantly

according to ethnicity (see Fig. 1) in a 4according to ethnicity (see Fig. 1) in a 46644

analysis (analysis (ww22¼28.7, d.f.28.7, d.f.¼9,9, PP550.001).0.001).
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Table 2Table 2 Content analysis of responses to questions on concept, cause, treatment, severity and course of illnessContent analysis of responses to questions on concept, cause, treatment, severity and course of illness

ConceptConcept CauseCause TreatmentTreatment SeveritySeverity CourseCourse

Do not knowDo not know 9.2%9.2% Do not knowDo not know 21.4%21.4% Do not knowDo not know 12%12% Do not knowDo not know 2.7%2.7% Do not knowDo not know 18.6%18.6%

Schizophrenia/Schizophrenia/

psychosispsychosis

20.2%20.2% Drugs/alcoholDrugs/alcohol 7.7%7.7% Medication/brain scanMedication/brain scan 19.7%19.7% Not severeNot severe 17.9%17.9% ShortShort 3.1%3.1%

Depression/manicDepression/manic

depressiondepression

18.5%18.5% InterpersonalInterpersonal 16.2%16.2% Practical helpPractical help 5.4%5.4% Moderately severeModerately severe 31.3%31.3% EpisodicEpisodic 2.7%2.7%

Mental illnessMental illness 16.0%16.0% SupernaturalSupernatural 15.4%15.4% Counselling/under-Counselling/under-

standing illnessstanding illness

18.8%18.8% Very severeVery severe 29.5%29.5% LongLong 47.8%47.8%

Others say I haveOthers say I have

schizophreniaschizophrenia

9.2%9.2% Mental illnessMental illness 5.1%5.1% Social activities/occu-Social activities/occu-

pational therapypational therapy

4.5%4.5% VariableVariable 18.8%18.8%

Non-specific illnessNon-specific illness 3.4%3.4% Physical illnessPhysical illness 5.1%5.1% Natural remediesNatural remedies 5.4%5.4%

Spiritual experienceSpiritual experience 5.9%5.9% PersonalityPersonality 8.5%8.5% Get betterGet better 12.5%12.5%

Nothing wrongNothing wrong 5%5% StressStress 9.4%9.4% Receiving rightReceiving right

treatmenttreatment

2.7%2.7%

OtherOther 12.6%12.6% Childhood eventsChildhood events 7.7%7.7% NoneNone 4.5%4.5%

OtherOther 3.4%3.4% OtherOther 15.2%15.2%

Table 3Table 3 Explanatorymodels of the four groupsExplanatory models of the four groups

Primary cause of illnessPrimary cause of illness BiologicalBiological

nn (%)(%)

SocialSocial

nn (%)(%)

SupernaturalSupernatural

nn (%)(%)

Non-specificNon-specific

nn (%)(%)

A African^Caribbean (A African^Caribbean (nn¼30)30) 2 (6.7%)2 (6.7%) 18 (60%)18 (60%) 3 (10%)3 (10%) 7 (23.3%)7 (23.3%)

B Bangladeshi (B Bangladeshi (nn¼30)30) 0 (0%)0 (0%) 11 (42.3%)11 (42.3%) 7 (26.9%)7 (26.9%) 8 (30.8%)8 (30.8%)

C West African (C West African (nn¼29)29) 3 (10.7%)3 (10.7%) 9 (31%)9 (31%) 8 (28.6%)8 (28.6%) 6 (21.4%)6 (21.4%)

D UKWhite (D UKWhite (nn¼30)30) 10 (34.5%)10 (34.5%) 9 (31%)9 (31%) 0 (0%)0 (0%) 10 (34.5%)10 (34.5%)

Total (%)Total (%) 15 (13%)15 (13%) 49 (43%)49 (43%) 18 (16%)18 (16%) 31 (27%)31 (27%)
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Because the 4Because the 4664 analysis does not show4 analysis does not show

which groups differed on which measures,which groups differed on which measures,

the effect was broken down into a seriesthe effect was broken down into a series

of focused 2of focused 2662 comparisons using2 comparisons using ww22 andand

Fisher’s exact test in the case of low cellFisher’s exact test in the case of low cell

counts.counts.

The sources of the overall effect wereThe sources of the overall effect were

somewhat localised. Overall, there were nosomewhat localised. Overall, there were no

differences between African–Caribbeans,differences between African–Caribbeans,

Bangladeshis and West Africans exceptBangladeshis and West Africans except

when social causes were compared withwhen social causes were compared with

supernatural causes; African–Caribbeanssupernatural causes; African–Caribbeans

were more likely (were more likely (PP¼0.053) to cite social0.053) to cite social

causes than West Africans.causes than West Africans.

By contrast, Whites were distinguishedBy contrast, Whites were distinguished

from the other groups in four cases. First,from the other groups in four cases. First,

when biological causes were comparedwhen biological causes were compared

with supernatural causes, Whites citedwith supernatural causes, Whites cited

biological causes more frequently thanbiological causes more frequently than

African–Caribbeans (African–Caribbeans (PP¼0.022), Bangla-0.022), Bangla-

deshis (deshis (PP550.001) and West0.001) and West AfricansAfricans

((PP¼0.001). Second, when biological causes0.001). Second, when biological causes

were compared with social causes, Whiteswere compared with social causes, Whites

cited biological causes more frequentlycited biological causes more frequently

than African–Caribbeans (than African–Caribbeans (PP¼0.05) and0.05) and

Bangladeshis (Bangladeshis (PP¼0.003). Given the statisti-0.003). Given the statisti-

cal power of the study, a trend (cal power of the study, a trend (PP¼0.072)0.072)

for the same pattern when Whites werefor the same pattern when Whites were

compared with West Africans is worthcompared with West Africans is worth

noting. Third, when biological causes werenoting. Third, when biological causes were

compared with non-specific causes, Whitescompared with non-specific causes, Whites

cited biological causes more frequently thancited biological causes more frequently than

Bangladeshis (Bangladeshis (PP¼0.014). Finally, when0.014). Finally, when

supernatural causes were compared withsupernatural causes were compared with

social and non-specific causes, both Bangla-social and non-specific causes, both Bangla-

deshis (cf. socialdeshis (cf. social PP¼0.016, cf. non-specific0.016, cf. non-specific

PP¼0.013) and West Africans (cf. social0.013) and West Africans (cf. social

PP¼0.024, cf. non-specific0.024, cf. non-specific PP¼0.004) cited0.004) cited

supernatural causes more frequently thansupernatural causes more frequently than

Whites.Whites.

Treatment preference also differed ac-Treatment preference also differed ac-

cording to ethnicity (cording to ethnicity (ww22¼24.7,24.7, PP¼0.054).0.054).

Bangladeshis were less likely to want treat-Bangladeshis were less likely to want treat-

ment of any kind than Whites (ment of any kind than Whites (PP¼0.019)0.019)

and African–Caribbeans (and African–Caribbeans (PP¼0.049). Both0.049). Both

Whites and African–Caribbeans were moreWhites and African–Caribbeans were more

likely to want counselling and, addition-likely to want counselling and, addition-

ally, Whites were more likely to want medi-ally, Whites were more likely to want medi-

cation (cation (PP¼0.051) or to be unsure about0.051) or to be unsure about

what they wanted (what they wanted (PP¼0.029). Bangladeshis0.029). Bangladeshis

were also more likely to want non-were also more likely to want non-

conventional forms of treatment, includingconventional forms of treatment, including

natural remedies and spiritual activities,natural remedies and spiritual activities,

than Whites (than Whites (PP¼0.008), who were more0.008), who were more

likely to be unsure about what they wanted.likely to be unsure about what they wanted.

Cause of illness and clinicalCause of illness and clinical
and psychological characteristicsand psychological characteristics

Because there was substantial variationBecause there was substantial variation

within ethnic groups, explanatory modelswithin ethnic groups, explanatory models

(independent of ethnicity) were analysed(independent of ethnicity) were analysed

with respect to the clinical and psychologi-with respect to the clinical and psychologi-

cal characteristics assessed. With respect tocal characteristics assessed. With respect to

concept of illness, patients who called theirconcept of illness, patients who called their

problem a specific or non-specific psychi-problem a specific or non-specific psychi-

atric illness or breakdown were more likelyatric illness or breakdown were more likely

to accept that they had a mental illness thanto accept that they had a mental illness than

those who named it differently (those who named it differently (PP¼0.05).0.05).

For severity of illness, patients who per-For severity of illness, patients who per-

ceived their illness to be very severe had aceived their illness to be very severe had a

lower external health locus of control thanlower external health locus of control than

those who thought that their illness wasthose who thought that their illness was

moderately severe (moderately severe (PP¼0.05).0.05).

Cause of illness cited by patients wasCause of illness cited by patients was

significantly related to treatment satisfac-significantly related to treatment satisfac-

tion, therapeutic relationships and accep-tion, therapeutic relationships and accep-

tance of mental illness (see Table 4).tance of mental illness (see Table 4).

People who cited biological causes werePeople who cited biological causes were

more likely to say that they were receivingmore likely to say that they were receiving

the right treatment for them (the right treatment for them (PP¼0.021),0.021),

were more satisfied with treatmentwere more satisfied with treatment

((PP¼0.041) and had better therapeutic rela-0.041) and had better therapeutic rela-

tionships (tionships (PP¼0.006) than those who cited0.006) than those who cited

social causes. They were also more satisfiedsocial causes. They were also more satisfied

with treatment (with treatment (PP¼0.012) and had better0.012) and had better

therapeutic relationships (therapeutic relationships (PP¼0.044) than0.044) than

those who cited non-specific causes. Peoplethose who cited non-specific causes. People

who cited social causes were most likely towho cited social causes were most likely to

accept that they had a mental illness, signif-accept that they had a mental illness, signif-

icantly more so than those who cited super-icantly more so than those who cited super-

natural causes (natural causes (PP¼0.044), but had worse0.044), but had worse

therapeutic relationships than the lattertherapeutic relationships than the latter

((PP¼0.046). Cause of illness cited was not0.046). Cause of illness cited was not

associated with treatment complianceassociated with treatment compliance

((FF¼1.3,1.3, PP¼0.28). Hence, having a biologi-0.28). Hence, having a biologi-

cal explanatory model was not associatedcal explanatory model was not associated

with better treatment compliance.with better treatment compliance.

With respect to treatment, those whoWith respect to treatment, those who

wanted practical help had higher levels ofwanted practical help had higher levels of

symptomatology than those who wantedsymptomatology than those who wanted

medication (medication (PP¼0.005) or no treatment0.005) or no treatment

((PP¼0.038). Those who wanted medication0.038). Those who wanted medication

were more likely to be compliant withwere more likely to be compliant with

treatment (treatment (PP¼0.041). Finally, those who0.041). Finally, those who

wanted medication were more likely towanted medication were more likely to

accept that they had a mental illnessaccept that they had a mental illness

((PP¼0.001).0.001).

DISCUSSIONDISCUSSION

Explanatory models and ethnicityExplanatory models and ethnicity

In the main there were no differencesIn the main there were no differences

between the three non-White groups.between the three non-White groups.

However, there were consistent differencesHowever, there were consistent differences

between the White and non-White groups.between the White and non-White groups.

When biological causes were comparedWhen biological causes were compared

2 82 8

Fig. 1Fig. 1 Cause of illness by ethnic group.Cause of illness by ethnic group.

Table 4Table 4 Differences in clinical characteristics according to cause of illnessDifferences in clinical characteristics according to cause of illness

Non-specificNon-specific BiologicalBiological SocialSocial SupernaturalSupernatural StatisticsStatistics

Receiving theReceiving the

right treatmentright treatment11
5.75.7 7.87.8 4.94.9 6.56.5 FF¼3.33.3 PP¼0.0220.022

TreatmentTreatment

satisfactionsatisfaction11
54.754.7 45.645.6 53.153.1 52.152.1 FF¼3.53.5 PP¼0.0190.019

Acceptance ofAcceptance of

mental illnessmental illness11
4.24.2 4.54.5 4.84.8 3.23.2 FF¼2.72.7 PP¼0.0510.051

TherapeuticTherapeutic

relationshiprelationship22

BelowBelow

1515

AboveAbove

1515

BelowBelow

22

AboveAbove

1212

BelowBelow

2626

AboveAbove

1919

BelowBelow

55

AboveAbove

1212

ww22¼10.310.3

PP¼0.0160.016

1.Data reported aremean scores on the relevant scales.1.Data reported aremean scores on the relevant scales.
2.Data relate to scores below or above themidpoint on the relevant scale, indicating a generally negative or generally2.Data relate to scores below or above themidpoint on the relevant scale, indicating a generally negative or generally
positive therapeutic relationship.positive therapeutic relationship.
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with supernatural causes of illness, Whiteswith supernatural causes of illness, Whites

cited biological causes of illness morecited biological causes of illness more

frequently than the three non-Whitefrequently than the three non-White

groups, who cited supernatural causes moregroups, who cited supernatural causes more

frequently. When biological causes werefrequently. When biological causes were

compared with social causes, Whites citedcompared with social causes, Whites cited

biological causes more frequently thanbiological causes more frequently than

African–Caribbeans and Bangladeshis.African–Caribbeans and Bangladeshis.

Conversely, both African–Caribbeans andConversely, both African–Caribbeans and

Bangladeshis cited social causes moreBangladeshis cited social causes more

frequently. When social causes were com-frequently. When social causes were com-

pared with supernatural causes, Whitespared with supernatural causes, Whites

cited social causes more frequently thancited social causes more frequently than

Bangladeshis and West Africans, who wereBangladeshis and West Africans, who were

more likely to cite supernatural causes.more likely to cite supernatural causes.

Explanatory models, ethnicityExplanatory models, ethnicity
and treatmentand treatment

Bangladeshis, who cited supernaturalBangladeshis, who cited supernatural

causes more frequently, either wanted alter-causes more frequently, either wanted alter-

native forms of treatment such as religiousnative forms of treatment such as religious

activities or no treatment at all. Conversely,activities or no treatment at all. Conversely,

Whites, who cited biological and socialWhites, who cited biological and social

causes more frequently, preferred medi-causes more frequently, preferred medi-

cation and counselling. Type of explana-cation and counselling. Type of explana-

tory model, independent of ethnicity, wastory model, independent of ethnicity, was

related to satisfaction with treatment, sug-related to satisfaction with treatment, sug-

gesting that what people believe about theirgesting that what people believe about their

illness influences their experience of andillness influences their experience of and

benefit from mental health services (cf. Dein,benefit from mental health services (cf. Dein,

2002). There was a marked difference be-2002). There was a marked difference be-

tween a biological or social explanatorytween a biological or social explanatory

model and corresponding perceptions ofmodel and corresponding perceptions of

treatment. People with a ‘biological’ expla-treatment. People with a ‘biological’ expla-

natory model more often said that they werenatory model more often said that they were

receiving the right treatment for them, werereceiving the right treatment for them, were

more satisfied with the treatment andmore satisfied with the treatment and hadhad

better therapeutic relationships than thosebetter therapeutic relationships than those

with a ‘social’ explanatory model. Althoughwith a ‘social’ explanatory model. Although

the clinician’s explanatory model was notthe clinician’s explanatory model was not

assessed in this study, it seems reasonableassessed in this study, it seems reasonable

to suggest that because the predominantto suggest that because the predominant

treatment model is medication-based it is pri-treatment model is medication-based it is pri-

marily biological. This finding seems to sup-marily biological. This finding seems to sup-

port Callan & Littlewood (1998), whoport Callan & Littlewood (1998), who

found that satisfaction is higher when therefound that satisfaction is higher when there

is concordance between the patient’s andis concordance between the patient’s and

psychiatrist’s explanatory models.psychiatrist’s explanatory models.

Although cause of illness stated by pa-Although cause of illness stated by pa-

tients was related to their treatment prefer-tients was related to their treatment prefer-

ences and perceived benefit from andences and perceived benefit from and

satisfaction with treatment, it was not asso-satisfaction with treatment, it was not asso-

ciated with treatment compliance. A similarciated with treatment compliance. A similar

finding was also reported by Holzingerfinding was also reported by Holzinger et alet al

(2002), who investigated subjective illness(2002), who investigated subjective illness

theory and compliance with atypical anti-theory and compliance with atypical anti-

psychotics among people with schizophrenia.psychotics among people with schizophrenia.

People who cited supernatural causes ofPeople who cited supernatural causes of

illness were less insightful (i.e. less likely toillness were less insightful (i.e. less likely to

accept that they had a mental illness) butaccept that they had a mental illness) but

were not less compliant with treatment.were not less compliant with treatment.

GoldbergGoldberg et alet al (2001) found that ethnic(2001) found that ethnic

minorities were more likely to be rated asminorities were more likely to be rated as

having poor insight. It may be that insighthaving poor insight. It may be that insight

is narrowly assessed as a difference betweenis narrowly assessed as a difference between

the perspective of the rater and the personthe perspective of the rater and the person

being rated in how mental illness is concep-being rated in how mental illness is concep-

tualised, without taking account of differ-tualised, without taking account of differ-

ences in social cultural attributions. Theences in social cultural attributions. The

fact that type of explanatory model wasfact that type of explanatory model was

not related to treatment compliance maynot related to treatment compliance may

highlight the lack of explanatory power ofhighlight the lack of explanatory power of

insight if assessed in this way (cf. McCabeinsight if assessed in this way (cf. McCabe

et alet al, 2000; McCabe & Quayle, 2002)., 2000; McCabe & Quayle, 2002).

Indeed, other sociocultural factors, such asIndeed, other sociocultural factors, such as

varying degrees of social deference, mayvarying degrees of social deference, may

mediate readiness to comply with treatment.mediate readiness to comply with treatment.

Methodological issuesMethodological issues

In this study, individual accounts of causeIn this study, individual accounts of cause

of illness were not fixed but fluid and oftenof illness were not fixed but fluid and often

people did not cite a single, but multiplepeople did not cite a single, but multiple

causes. Williams & Healy (2001) suggestedcauses. Williams & Healy (2001) suggested

that ‘exploratory map’ rather than ‘model’that ‘exploratory map’ rather than ‘model’

might reflect more accurately how peoplemight reflect more accurately how people

construct narratives about illness. Thisconstruct narratives about illness. This

may be particularly relevant among peoplemay be particularly relevant among people

of different ethnic origin in the UK, whoof different ethnic origin in the UK, who

will vary in degree of acculturation and sowill vary in degree of acculturation and so

may draw on multiple social and linguisticmay draw on multiple social and linguistic

resources in narratives about illness. Theresources in narratives about illness. The

fluidity of accounts of illness during thefluidity of accounts of illness during the

course of a single interview is compoundedcourse of a single interview is compounded

when test–retest reliability is considered.when test–retest reliability is considered.

The stability of explanatory models overThe stability of explanatory models over

time appears to be low (McCabe & Priebe,time appears to be low (McCabe & Priebe,

2004), thus limiting their value in2004), thus limiting their value in

predicting long-term outcome.predicting long-term outcome.

The current study used an operationa-The current study used an operationa-

lised method to assess explanatory models,lised method to assess explanatory models,

as suggested by Bhui & Bhugra (2002). Itas suggested by Bhui & Bhugra (2002). It

highlighted the limitations as well as thehighlighted the limitations as well as the

potential benefits of such methods (cf.potential benefits of such methods (cf.

CaninoCanino et alet al, 1997). There was a tension, 1997). There was a tension

in reducing explanatory models to singlein reducing explanatory models to single

categories to link them with quantitativecategories to link them with quantitative

outcomes. A necessarily reductionisticoutcomes. A necessarily reductionistic

approach in condensing complex accountsapproach in condensing complex accounts

of illness to fixed simple categories resultedof illness to fixed simple categories resulted

in the loss of rich contextual information,in the loss of rich contextual information,

underlining the tension between the anthro-underlining the tension between the anthro-

pological framework within which the con-pological framework within which the con-

cept of explanatory model of illness wascept of explanatory model of illness was

originally developed and a reductionisticoriginally developed and a reductionistic

approach for quantification (McCabe &approach for quantification (McCabe &

Priebe, 2004). Moreover, the categoriesPriebe, 2004). Moreover, the categories

derived from the qualitative analysis appearderived from the qualitative analysis appear

to be more sensitive in discriminatingto be more sensitive in discriminating

White from non-White groups and lessWhite from non-White groups and less

sensitive in discriminating between thesensitive in discriminating between the

three non-White groups. It is possible thatthree non-White groups. It is possible that

the analyst’s categories are less finely tunedthe analyst’s categories are less finely tuned

than those members themselves (i.e. in thisthan those members themselves (i.e. in this

case the different cultural groups) use tocase the different cultural groups) use to

order the social world.order the social world.

The low statistical power of the smallThe low statistical power of the small

sample sizes precluded the identificationsample sizes precluded the identification

of small effect sizes. Consequently, negativeof small effect sizes. Consequently, negative

findings, such as the failure to detect afindings, such as the failure to detect a

significant association between explanatorysignificant association between explanatory

model and treatment compliance, must bemodel and treatment compliance, must be

interpreted cautiously. Also, althoughinterpreted cautiously. Also, although postpost

hochoc testing between groups for specifictesting between groups for specific

results was Bonferroni adjusted, there wasresults was Bonferroni adjusted, there was

no adjustment for multiple testing acrossno adjustment for multiple testing across

all tested associations. This approach isall tested associations. This approach is

justified, however, in an exploratory studyjustified, however, in an exploratory study

investigating a number of independentinvestigating a number of independent

research questions (Perneger, 1998).research questions (Perneger, 1998).

Although it is a strength of the studyAlthough it is a strength of the study

that all groups were assessed with standard-that all groups were assessed with standard-

ised instruments and that the groups wereised instruments and that the groups were

comparable in their socio-economic condi-comparable in their socio-economic condi-

tions, there may have been a selection bias.tions, there may have been a selection bias.

Those who did not agree to participate orThose who did not agree to participate or

were not in contact with services are likelywere not in contact with services are likely

to be less satisfied with treatment and mayto be less satisfied with treatment and may

differ more in their explanatory models.differ more in their explanatory models.

Further research is required to shed lightFurther research is required to shed light

on the influence of explanatory models inon the influence of explanatory models in

the early phases of illness on contact withthe early phases of illness on contact with

services and benefit from treatment. Aservices and benefit from treatment. A

related issue is that it remains unclearrelated issue is that it remains unclear

whether and, if so, how contact withwhether and, if so, how contact with

clinicians affected patients’ explanatoryclinicians affected patients’ explanatory

models.models.

Although various methodological issuesAlthough various methodological issues

remain unresolved, this study is a stepremain unresolved, this study is a step

forward because it successfully linkedforward because it successfully linked

qualitative data elicited in semi-structuredqualitative data elicited in semi-structured

interviews with conventional quantitativeinterviews with conventional quantitative

outcomes and yielded statistically signifi-outcomes and yielded statistically signifi-

cant associations that are clinically relevantcant associations that are clinically relevant

and may guide further research. Theand may guide further research. The

differences in explanatory models betweendifferences in explanatory models between

ethnic groups may be considered reliableethnic groups may be considered reliable

because Fisher’s exact test is a conservativebecause Fisher’s exact test is a conservative

statistical test (Rosenthal & Rosnow,statistical test (Rosenthal & Rosnow,

1991) and so is unlikely to lead to Type I1991) and so is unlikely to lead to Type I

errors.errors.

In conclusion, this study suggests thatIn conclusion, this study suggests that

explanatory models differ reliably accord-explanatory models differ reliably accord-

ing to cultural background and areing to cultural background and are

associated with treatment preferences andassociated with treatment preferences and

satisfaction but not with treatment compli-satisfaction but not with treatment compli-

ance. Although Whites are more likely toance. Although Whites are more likely to

have a biological explanatory model,have a biological explanatory model,

African–Caribbeans, West Africans andAfrican–Caribbeans, West Africans and
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Bangladeshis are more likely to have aBangladeshis are more likely to have a

social or supernatural explanatory model.social or supernatural explanatory model.

Moreover, having a biological explanatoryMoreover, having a biological explanatory

model, especially compared with a socialmodel, especially compared with a social

explanatory model, is linked with greaterexplanatory model, is linked with greater

treatment satisfaction and better therapeutictreatment satisfaction and better therapeutic

relationships.relationships.
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CLINICAL IMPLICATIONSCLINICAL IMPLICATIONS

&& Abiological explanatorymodel of illness among patients with schizophrenia isA biological explanatorymodel of illness among patients with schizophrenia is
associatedwith greater treatment satisfaction and better therapeutic relationshipsassociated with greater treatment satisfaction and better therapeutic relationships
than a social explanatorymodel.than a social explanatorymodel.

&& Type of explanatorymodel does not appear to be associatedwith treatmentType of explanatorymodel does not appear to be associatedwith treatment
compliance.compliance.

&& Although explanatorymodels varied according to ethnicity, they also variedAlthough explanatorymodels varied according to ethnicity, they also varied
substantially within ethnic groups.substantially within ethnic groups.

LIMITATIONSLIMITATIONS

&& The small sample sizes facilitated the detection only of large differences betweenThe small sample sizes facilitated the detection only of large differences between
the groups.the groups.

&& Although explanatorymodels were assessed qualitatively in detail, complexAlthough explanatorymodels were assessed qualitatively in detail, complex
individual accounts were distilled into fixed categories for quantitative analyses.individual accounts were distilled into fixed categories for quantitative analyses.

&& The selection of patients in contact with secondary servicesmay have distortedThe selection of patients in contact with secondary servicesmay have distorted
the findings because patients not in contact with servicesmay be less satisfied andthe findings because patients not in contact with servicesmay be less satisfied and
differmore in their explanatorymodels.differ more in their explanatorymodels.
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