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Abstract

This study aims to test the assumption of two dimensions of etiology and
treatment underlying attributions towards mental illness (Hill and Bales 1980 and
Brickman et al 1982). The two major issues are the evidence for dimensionality
underlying attributions towards mental illness, and the influence of demographic and

social variables on these attributions.

Factor analysis of a questionnaire tapping attributions towards mental illness
from providers and consumers of mental health services revealed seven factors. A
forced factor analysis of three factors allowed for a more meaningful comparison of the
results to Hill and Bales and Brickman et al. The results indicated that, a) causal
factors are based on external or internal etiology beliefs, b) treatment items also load
on these factors according to which type of treatment matches the cause, offering
support for Hill and Bales’ finding of a correlation bétween etiology and treatment, c) a
factor of “diagnosis” implies that causality may be broken down into specific issues
concerned with how the label of mental illness is assigned. A complex framework of
more than two dimen‘sions is needed to explain attributions towards mental illness even
though some of the ideas implicit in the assumption of two dimensions are apparent,
for instance, the relationship between etiology and treatment. A comparison of
providers and consumers suggests that even though a similar framework is used, these

populations use different criteria for making attributions under this framework.

An analysis of variance on the demographic variables of the providers and
consumers and their scale scores derived from the factors, indicated that attributions
are also influenced by variables such as occupation, qualifications, age, previous

treatment, and other factors.




Chapter 1

Introduction and Statement of Problem

The issue of attitudes towards mental illness has been the subject of much
research, not least because of the effect these attitudes can have on the subsequenf
treatment of the problem. In effect, the type of treatment given can depend on how
society as a whole and individuals within the society view mental illness. Therefore, it
1s important first and foremost to be aware of whé,t mental illness means to the public

and also to the professionals involved in providing treatment.

A working definition of an attitude has three elements: affect (feelings),
behavior, and cognition (beliefs). fn research on attitudes towards mental 1llness,
feelings, behavior, and beliefs have all been assessed and p‘rovide us with some
understanding of peoples “attitudes” to mental illness. However, the research has, on
the whole, produced conflicting results and not managed to come to any clear

conclusions as to the nature of these attitudes.

The early work, up to the 1970s, saw attitudes as simple reactions to “mental
illness”. This gave way to théacknow]edgement that “mental illness” may be a social
construction, that is, a label and not an objective disease, and more recently, attitudes
have been viewed as part of a larger cultural context. However, up to the present time
research has tended, on the most part, to ignore the aspect of attributions of causality
of mental illness, that is, the beliefs about what causes mental illness. I believe that in
order to provide the most beneficial and effective treatment for individuals, their beliefs
-about treatment in terms of who takes control and assumes responsibility for change in

the treatment situation are important. However, these beliefs can only be fully .
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understood by considering the individual’s beliefs about the causality of mental illness.

Research on attributions towards mental illness has assumed the existence of

two two independent dimensions; attributions of causality and attributions of
responsibility /control in treatment. However, there has been little empirical data
offered to verify this assumption. It may be the case that only one dimension is used
when making judgments about mental illness. Similarly, more than two dimensions
might be necessary. Furthermore, the nature and definitions of the dimensions have
varied, although on first glance they appear to be the same. This tends to make 1t
difficult for a comparison to be made between the frameworks that are available in the

research. These frameworks are offered by the medical model, Brickman et al, Hill and

Bales, and Karanci.l

The medical model portrays mental illness in the same way physical illness is
portrayed, that is, as a disease. Within this view there is the implied notion of two
independent dimensions, attributions of causality and attributions of responsibility in
treatment. Specifically, mental illness and physical illness are viewed as “internal”
problems that the individual does not have control over, or responsibility for.
Furthermore, treatment should be offered in the same vein, that is, the individual is

not held responsible for treatment but rather accepts external help to “cure” the

problem.

Brickman et al (1982) looked more specifically at the attributions of
responsibility for the problem and the solution and constructed a conceptual framework
to explain these attributions. Underlying the framework was again the assumption of

two orthogonal dimensions; causes of mental illness and responsibility in treatment.

1A note should be made here concerning the use of the terms “dimensions” and ‘“factors”
throughout this paper. “Factors” will be used as the operational realization of the theoretical

construct, “dimension”.
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The implications of this assumption led Brickman et al to develop four models based on
the four possible combinations of the client being responible or not for the problem and

the solution. The four models are: the medical model, moral model, compensatory

model, and enlightenment model.

Hill and Bales (1980), also assumed there to be two independent dimensions
cdhcerned with attributions towards mental illness. In addition, Hill and Bales
supplied a measure of the dimensions in the two scales they developed, the Mental
Health Locus Of Origin (MHLO), and the Mental Health Locus Of Control (MHLCO).

In other words, Hill and Bales operationalized the “dimensions” with the arbitrary

construction of two “scales”.

The MHLO measures beliefs about what Hill and Bales belieyed to be etiology
of mental illness, (the two poles are physiology and genetics versus interactions With
the environment). The MHLC measures what Hill and Bales thought were beliefs
about who has control/'responsibility in the treatment situation, the therapist or the

client, (internal versus external locus of control). Hill and Bales also found a positive

correlation between the MHLO and the MHLC.

However, Brickman et al and Hill and Bales do not provide any empirical

research to verify the existence of the two dimensions they propose.

Karanci (1986) was mainly concerned with the issue of causality of mental
illness, and in contrast to Brickman et al and Hill and Bales who suggest a bipolar
dimension, with poles of being respbnsible-not being responsible, internal cé,uses-
external causes respectively, Karanci reported the results of a factor analysis of

attributions in the domain of etiology. He found three factors, a) the individual is to

%

blame, b) no-one is to blame, and c) others are to blame. Although Karanci is not

e

concerned with the treatment dimension, he does talk about the implications of the
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scores on these factors for treatment and examines the predictive power of the

measured attributions in terms of hope for future well-being and the subsequent role of

the client in the treatment setting.
¢

In sum, research has been inconclusive about the dimensions underlying
attributions towards mental illness. Brickman et al, Hill and Bales and Karanci all
recognize an etiology dimension in these attributions, although they vary on the nature
of this dimension. Hill and Bales and Brickman et al assume the etiology dimension is
bipolar whereas Karanci suggests that there are three dimensions within the domain of
etiology. However, Karanci’s findings are open to interpretation, and I propose that
the three factors he derived can be reduced to two, individual to blame and individual
not to blame, and thus can be represented con?eptually by a bipolar dimension in the
Ssame manner as Hill and Bales and Brickman et al. A second bipolar dimension,
concerned with treatment, is also suggested by Hill and Bales; Karanci merely notes

the implications of etiological beliefs on treatment and does not directly talk about a

treatment dimension.

As well as the nature of the dimensjons varying, there are also differences in the
definition given to the dimensions. Brickman et al and Karanci support the notion of
responsibility in etiology and treatment whereas Hill and Bales only recognize it in the

treatment situation.

The main concern that presents itself is the lack of empirical investigation of
the existence of the dimensions. Hill and Bales and Brickman et al certainly do not
provide any analysis to support the assumption of their theoretical dimensions.
Karanci, however, carried outqa, factor analysis on a thirty-one item questionnaire
concerned with the causes of mental illness to determine the nature of the dimensions

on which people make attributions towards mental illness. The interpretation of his
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findings can be questioned though, and as he is not directly concerned with the

treatment dimension he offers no empirical data here.

Therefore, in addition to the problem of lack of research on dimensionality
u;iderlying attributions towards mental illness, there is also the problem of the

variability in number, nature and definitions of these dimensions.

The present study aims to test some of the assumptions that are present in the
literature reviewed here and hopefully shed some light on the conflicting ideas in the

field of dimensionality and attributions towards mental illness.

There are two major issues that will be dealt with in the attempt to test the
assumptions. The first one is to examine the very basis of the research discussed
above, that is, what evidence is there for dimensionality underlying attributions
towards mental illness. In short, is there an underlying structure to the area of
attributions towards mental illness. If there are dimensions, the next question is how

many dimensions are there. Thirdly, what is the nature of the dimensions, and how

~_should they be defined.

A questionnaire is used to tap attributions to mental illness in a sample of
providers and consumers of mental health services. ‘Questions about the causes of
mental illness and the treatment situation are represented on the questionnaire. A

factor analysis is carried out on the questions.

Karanci’s study used a Turkish sample and brought to light the fact that
populations . may vary cross-culturally with respect to the attributions they hold
towards mental illness. ‘Therefore, thére may also be differences between sub-
populations in the same culture. These differences may be due to SES, age, race and

other social variables. With this in mind, providers and consumers of mental health




services will be compared with respect to their attributions.

The second issue is concerned with the influence of demographic and social
variables on the attributions of providers and consumers. It is quite possible that the
complex dimensionality of éttributions towards mental illness is due implicitly to
differences in sociodemogralphic variables and not merely based on the criteria of locus

of control or responsibility.




Chapter 2

Literature Review

HISTORICAL BACKGRQUND OF ATTITUDES TQWAEDS MENTAL ILLNESS

The earlier research in attempting to'unders-tand attitudes towards mental
illness became split into two camps: fhdse who believed that the mentally ill were
rejected versus those claiming that the mentally ill were accepted. This division rests
on research assessing public knowledge (poorly informed versus well informed), social

distance (high versus low), and definition of mental illness (dangerous versus sick).

Although in the 1970s this division still existed, research also tended to
emphasize under what circumstances a, particular behavior is rejected, and how this

relates to other variables such as treatment provided for the mentally ill.

The issue of whether mental illness is in fact a “label” or a “disease” was also
emerging as an important concern, particularly for research focusing on the public’s
definition of mental illness. Thus, there had been a shift away from an assumption of
mental illness as an objective reality existing “out there” (with attitudes towards it
measured by social distance, public knbwledge, and descriptions of behavior indicative
of mental illness), towards mental illness being considered a social construct that is

necessarily sﬁbjective and open to interpretation.

This leaning towards questioning previously held assumptions about what

\ | Q{\"\\\%Eg’ ! )
constitutes mental illness leads to the notion that mental illness may, and should, be
viewed as part of a larger cultural context. Hence, attitudes should not be seen as

isolated “beliefs” towards mental illness but rather as part of a whole conceptual

system that individuals are a part of, and which can also influence those individuals.
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This also means that factors such as inferences about causality of mental illness are
integral to this conceptual system, and thus to the individual’s “attitude” towards

mental illness.

Therefore, whether the public accepts or rejects mental illness need not be the
only concern; it may be more beneficial to consider how attitudes affect the issue of
helping'individuals with mental health problems. As Rabkin (1981) noted, notions
such as stigma and rejection, which have received so much attention, are too general
when considering the practicality of what help can bé given to those people suffering

from a mental health problem.

In broadening the definition of attitudes, the focus is now directed away from
just assessing “reactions” to mental illness and towards making judgmenté and
inferences about the causes of an individual’s behavior and the implications these
inferences can have on the treatment of the problem. Attributions are thus not only
an integral part of attitudes but the inclusion of them also means that a person’s
attitude can implicitly influence the judgments he/she makes concerning what the
problem ié, 'how it should be treated, and moreover, who assumes responsibility for this

treatment.




ATTRIBUTIONS AND MENTAL ILLNESS |

ATTRIBUTION THEORY

Attribution theory developed from Heider (1958), who wanted to understand
how people explain everyday events. His conclusion was that people‘ tend to attribute
a person’s behavior to either internal causes (dispositional) or external causes
(situational). Heider also found that there was an apparent bias in attributions made
about .other peoples behavior. Specifically, individuals often fail to take into account
the situation and circumstances surrounding the other persons behavior. Thus, there is
an over-estimation of the role of stable personality traits inﬂl.lencing behavior. This is
kno;zvn as the “flundamental attribution error” (Jones and Nisbett 1972), and can be
illustrated by observations that people tend to attribute others’ a,ctions. to their
personal dispositions even when the observers are likely to attribute a similar act on

their own behalf to the prevailing situation and environmental factors.

The issue of inferences of causality of an individuals behavior and the
fundamental attribution erfor can be recognized on a general level and in more specific
areas such as mental illness. For instance, “what” a person’s.behavior is attributed to
1s an important question when considering the behavior of someone who is labelled
“mentally ill”, and the consequences the label may have on other things such as
reactions to, and treatment of, the individual. There are a number of ways or
frameworks for understanding the attributions towards mental illness, all of which
have, as the underlying theme, the notion of dimensions on which the attributions are
made. Research has generally assumed there to be two dimensions, etiology of mental
illness, and the treatment in terms of who takes control. The next section will discuss

this research on the dimensionality underlying attributions to mental illness and also
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compare the various approaches offered. Kept in mind throughout this section is the

question, “What evidence is there to support the notion of two dimensions?”

PREVIOUS FRAMEWORKS FOR UNDERSTANDING THE DIMENSIONALITY

OF ATTRIBUTIONS IN MENTAL ILLNESS

The Medical Model

Thé general philosophy which pervades many realms of the Western culture 18
that of a dualistic system. This may set boundaries for the perception of mental illness
that are very different from other cultures. For instance, the split between body and
mind is a very dominant theme througliout our beliefs about diseases and problems
with the human body. Hence the view that physical disease is very different from
mental disease that is predominantly held by Westerners. The two are seen as
separate problems, which is reflected in the respective therapeutic methods applied to
thém. .There 1s also the view thaf the mentally ill should not be viewed as deviant but
rather as “sick”, (Crocetti et a;tl 1974). These two views are not in opposition; the
latter is claiming that mental illness -is a “disease” and that these people are sick rather
than deviants that need to be controlled, and the former is saying that this disease is of

the mind which is distinct from the body although it may still need treatment as such.

The notion that mental illness is a disease rather than deviaht behavior is
known as the medical model, to which psychiatrists tend to adhere as well as lay-
persons. Basically this model assumes that: “a) Mental disorders are organic diseases;
b) The visible evidence of the disorder is but a manifestation of -an underlying
substructure; c) The individual has no responsibility for his or her behavior; d) The

best way to understand psychiatric symptoms is through diagnostic procédures,”

11




Blaney (1975). The assumption is that there is a disease process implying a no choice

situation, alleviation of responsibility, plus the ability to be cured.

t

|

Researchers such as Crocetti et al (1974) state that the public views mental
illness as a si.ckness and thus also holds a medical model position. Although they
suggest this is a positive view to hold and one of acceptance by the public this
interpretation has been questioﬁed by Sarbin and Mancuso (1970), Rabkih (1972,1974),
and Morrison (1980). Morrison proposes that the medical model encourages “radical
‘medical’ treatments, and fear of mental illness”, (p.699) as well as fostering a stigma

that is associated with the mentally ill. The fear may come from believing the

mentally ill are dangerous and unpredictable due to loss of control from the “disease”.

The benefits of the medical model stance obviously lie in not only reducing the
responsibility the individual may feel for the “problem”, but also by shifting the burden
of alleviating the problem to professionals who can presumably treat and cure it like

any other illness. Thus, the acceptance of mental illness lies in viewing it as a disease

- and needing treatment from others. This very notion is causing much debate as to

whether it is a beneficial position to hold.

Morrison (1980) reports the medical model to be a possible hindrance to
effective community psychology and favours attempts to change the public’s conception
of mental illness from that reflecting a medical model orientation to a psychosocial one.
A psychosocial model encourages individuals to take some responsibility for their
problem, at least with respect to taking a more active part in reduéing the problem.
He discusses the effects of demythologizing seminars on patients and helpers with
regard to changing tvheir‘a,ttitudes by informing them that there are other ways of
perceiving mental illness besides that of the medical model. He emphasizes the fact
that people should be aware of these other conceptions so that the best model can be

12




adopted in treatment situations according to the problem.

The fact that the medical model is so widely held causes us to consider where
the model is promulgated. The media, as well as practitioners and soclalizing agents
all play a part in providing the public with information about mental problems.
Moreover, the actual prescribing of drugs can also communicate medical model
information. Thus, we become caught in a circle whereby the medical model adheres to

the practice of prescribing medication and the latter actually communicates and

reinforces this model.

The medical model as described above can be seen as .presenting mental illness
as an Iinternal condition and a dispositional problem that requires treatment
accordingly. The qausal attributions made about mental illness demoﬁstrated in this
model may also reflect the fundamental Attribution error in that environmental
factors are not taken into account when making these attributional judgements.
Johnson (1973) supports this very claim when suggesting that patients and many
mental health professionals see the treatment of “psychological problems” within a
medical model context. Moreover, in the attempt to get the public to view mental
illness in the same way as physical illness, expectations and behaviors in the treatment
setting have been adversely, rather than positively, affected. In particular, patients
expect to “relate their symptoms and receive medicine or advice” (p.6 Johnson 1973)
for physical complaints and then hold similar expectancies for mental health problems.
Johnson proposes three reasons for thls generalization; first, individuals have more
experience with physicians and assume the same roles for mental health professionals,
second, the black couch image portrays a passive role for the clie'nt, and third, the rble

of the media in presenting mental illness as a “disease”.

Implied in the medical model are two independent dimensions; one concerning

13




the beliefs about the causes or etiology of mental illness, and a second one concerned
with the designation of responsibility in the treatment situation. The medical model
specifically states that the causes of mental illness are internal to the individual, that
is, the person does not have control and is therefore not responsible for the problem.
In addition, the individual needs help from external sources to cure the problem, that

is, he/she is not responsible for the solution to it.

Brickman et al

Brickman, Rabinowitz, Karuza, Coates, Cohn and Kidder (1982)‘constructed a
conceptual framework concerned with attributions of responsibility for the problem and
the solution. (The theme of Brickman et al’s work was the different form that peoples’
‘behavior takes when they are either trying to help others or help themselves.)
Underlying the framework was the assumption of two orthogonal dimensions, (as
implied by the medical model); causes of mental illness and responsibility in treatment.
The implications of this assumption lead Brickman et al to generate three “models”,
other than the medical model, based on whether the client has high or low
responsibility for the cause of the problem, and high or low responsibility for the

solution. The models are: medical model, moral model, enlightenment model, and the

compensatory model.

Medical Model

Related to the earlier discussion on the medical model,
individuals are not seen as responsible for the problems or the solutions
and are thus believed to need treatment. However, in Brickman et al’s
definition of this model, situations and circumstances outside of the

individual are included, as well as those internal to the person, as
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factors that the individual may not be responsible for.

Moral Model

Individuals are held responsible for both problems and solutions

and thus need proper motiva}fion to deal with the problems.

Enlightenment Model

Individuals are responsible for the problems but are unable or

unwilling to provide solutions and therefore need discipline.

Compensatory Model

Responsibility for the problem does not lie with the person but

he/she is thought to be responsible for the solution and therefore needs

power.

A study by Rabinowitz (1978) suggested that these models do exist and that it
1s appropriate to categorize helping methods in terms of attributions of responsibility.
Rabinowitz interviewed respondents from four different groups who were expected to
adhere to the ideology associated with one of the four models. The medical model was
represented by students in a college infirmary, the moral model by Erhard Seminar
Training (est), the enlightenment model by a national evangelical group called the
Campus Crusade for Christ, and the compensatory model by a job training program

~under CETA (Comprehensive Education and Training Act).

The beliefs, assumptions, and expectations about the nature of help offered in

15




their particular group were assessed from twelve respondents from each organization.

Findings were in accordance with the assumptioné of each model and confirm the

existance of these models.

However, there has been no direct test of the two theoretical dimensions

underlying these models; to conclude that the dimensions exist is premature.

Hill and Bales

Hill and Bales (1980) also assumed there to be two independent dimensions
when looking at the relationship between etiological beliefs of mental illness and locus
of control expectancies in the treatment situation. They devised two scales to measure
the dimensions. The scales were the Mental Health Locus Of Origin (MHLO) and the
Mental Health Locus Of Control (MHLC).

Mental Health Locus Of Origin.

The etiological beliefs of mental health care recipients, not just
those giving treatment, were the particular concern of Hill and Balgs
when they developed the MHLO. They went as far as to say that the
lack of recognition of these beliefs may be why adequate care for

mental illness is not available.

There has been limited research investigating etiological beliefs,
and that which has been done, Hill and Bales pointed out, had various
problems.  Methodological problems such as how responses were
assigned to categories hindered some studies as well as subject sample
variation, preventing accurate generalization of resul-ts. Other studies
focused on issues of general attitudes to mental illness and not

primarily etiological beliefs. HoWever, despite these problems, these
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earlier studies did come up with at least one factor concerning organic

causes and one factor concerning environmental causes.

Durkin et al (1964) had their main objective directed at
etiological beliefs and reported that individuals who believed that
patients were responsib.le for treatment success scored higher on the
interactional etiological beliefs, stressing individual and social
environment interaction. In a similar vein Cumming and Cumming
(1957) found that individuals who saw causes of mental illness situated
in ‘the economic or social system considered themselves responsible for

1t whereas if the causes were perceived as biological then they did not

have responsibility.

Eker (1985b) set out to examine the effects of four types of
causative factors on judgements of mental illness, social distance and
prognosis. The assumption was that certain causes (psychological,
social, genetic, car accident) of paranoid schizophrenia will influence
the perceived severity of mental illness and expectations about the
outcome and this will also affect the degree of acceptance of the
individual. Eker’s findings indicated that more labels of mental illness
were given and greater social distance expressed for organic conditions
rather than psychological or social conditions. Psychosocial aspects of

mental illness were also related to more optimistic prognosis.

Norman and Malla (1983) were also aware of how components
of attitudes to mental illness ‘(causes‘, effective treatment, prognbsis
and social distance) could affect peoples’ reactions to it. The findings
of this study, in agreement with Eker, showed that a belief in
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psychosocial etiology and treatment rather than physical and rr}edical
treatment was positively related to the expectation of a good prognosis
and social acceptance of the mentally ill. The reasons for these
findings are not completely clear but it was suggested that
psychosocial factors are seen as more flexible than medical ones and
thus a more optimistic view of recovery will be held becaﬁse external

situations and conditions may be more easily changed, (as opposed to

internal, stable ones).

It was Gilbert and Levinson (1956) however, who suggested
that there was a “dimension” rather than separate factors that could
be employed to measure attitudes to mental illness. This “custodiai-
humanitarianism” dimension, furthermore, had factors concerned with
etiology that could be placed along it, for example, heredity and

organicity (custodial pole), and interpersonal and intrapsychic sources

(humanitarianism pole).

The MHLO employs an endogenous-interactional etiological
dimension which can be seen as analogous to the above factors. The
belief that mental illness is caused by something internal to the
individual, e.g. a genetic condition, would be at the endogenous end of
the scale. Likewise, if mental illness is thought to be due to

circumstances external to the individual, then this would be at the

interactional end.

Mental Health Locus Of Control

The MHLC scale measures an individuals beliefs concerning

18




where control lies in the treatment situation, either with the client or
the helper. The develobment of the MHLC scale was due to two main
reasons. First, there was a need for a more specific scale than Rotter’s
internal-external locus of control measure of generalized expectancies in
the area of clinical and psychological adjustment (Rotte;' 1966). This
was not least because of the importance of the “control” issue within
this domain. Hill and Bales point out how in the area of
psychotherapy, and one presumes in other areas of therapy and
treatment situations, the therapists are supposed to “help” the clients
because they are the experts. However, “the goal of therapy is for the
clients to become more able to help themselves” (p.281). Therefore,
there is a paradox of the therapist “helping” and thus being
responsible for the change, or else not helping and thus producing no
change. One can appreciate here how t'he expectancies of the client are
crucial in that not only will they have a direct bearing on the
relationship between the therapist and the client but they will also
influence whether an individual seeks treatment, what type of
treatment is sought, the course of(the treatment, and finally the
outcome in terms of satisfaction and good prognosis. These
expectations are in terms of who is believed to have control, (locus of

control), in the treatment situation, the therapist or the client.

The MHLC is based on the existence of an internal-external
locus of control dimension. The belief that the individual should
assume some control in the treatment setting falls at the internal end.

Conversely, if control is placed in the hands of the therapist, then this
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would reflect an external locus of control.

Hill and Bales found a correlation between the MHLO and the MHLC in a
study using university students, (.4 p<.001), such that beliefs in endogenous causes

correlated with external locus of control in the treatment situation and likewise for

interactional beliefs and internal locus of control.
%

However, Hill and Bales have not carried out any factor analysis on their scales
to determine whether the dimensions they supposedly reflect in fact exist. Instead,
Hill and Bales assert that there are two dimensions from past research and

observations and then proceed to devise two scales which are subsequently found to be

correlated.

Karanci

Karanci (1986) based her Work.on the Transtheoretical Approach of Prochaska
(1984) in a study on the causal attributions towards psychological illnéss among -
Turkish psychiatric in-patients. Karanci is mainly concerned with the issue of causes of
mental illness, but does talk of the implications causal beliefs can have on peoples hope
for future well-being. Thus, in agreement with Hill and Bales and Brickman et al,
Karanci suggests that there is an etiological domain in which attributions towards
mental illness are made. However, in contrast to the other three - frameworks
mentioned, Karanci talks about three higher-order factors within this domain which
emerged from factor analysis of a thirty-one item questionnaire on the causal beliefs of
mental illness. The three factors are; a) the individual is to blame, b) no-one is to
blame, c) others are to blame. (Hill and Bales proposed one bipolar dimension

concerned with etiology which had endogenous-interactional poles. The medical model,
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similarly, implied there was a bipolar dimension with internal-external poles, and
Brickman et al talked about a bipolar dimension with the individual being responsible

versus not being responsible for the problem as the two poles.)

Prochaska was actually addressing the problem of deciding which type of
therapy is best in terms of beliefs about the causes of mental illness. He suggested that
mental health problems are attributed to five cc;;ltent areas, (factors emerging from a
factor analysis), one of which is usually focused on by the therapist depending on
his/her theoretical orientation. These five factors are: Symptom /Situational,
Ma,ladaptive» Cognitions, Current Interpersonal Conflicts, Family/Systems Conflicts,

Intrapersonal Conflicts. After two factor analysis, the original five factors were

reduced to four due to the merging together of “family” and “interpersonal conflicts”.

Karanci (1986) used a Turkish sample and found other content areas/factors
that appear to be specific to this sample such as conflicts with the family of origin and
conflicts with the present family. In a higher order analysis the seven factors,
(interpersonal, present family, family of origin, fate and materialistic difficulties,
personal characteristics blamed on others, lack of will power, personal symptoms), were
grouped under three higher-order factors which Karanci labeled; self-familial domain,
externalized blame, uncontrollable domain. Furthermore, in contrast to Prochaska’s
finding, Interpersonal and Family conflicts appea,red:ﬁ as two separate factors under
different higher-order factors. Interpersonal conflicts were seen as an area that the
individual has no control over, along with fate and material difficulties, and lack of will
power. In other words, the content areas could be categorized under one of the three
dimensions: a) the individual is to blame and is responsible for the problem, (self-
familial domain; present family, family of origin, personal symptoms), b) no-one is to

blame, (uncontrollable domain; interpersonal, fate and materialistic difficulties, lack of
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will power), and c) other people are to blame, (externalized blame; personal

characteristics blamed on others), all of which are integral to the domain of etiology.

In summary, Karanci is talking about the domain of etiology, and provides data
to suggest that there are three dimensions in this domain that explain the attributions
towards mental illness. The three dimensions emerged from factor analysis of the
factors, (content areas), which emerged from the original thirty-one item questionnaire.
However, Karanci’s findings are open to more than one interpretation. For instance, I
propose that the three factors he derived can represent one bipolar dimension of
etiology by collapsing the three factors into two; “individual to blame”, “individual not
to blame”. In this way, the frameworks for understanding attributions towards mental
illness by Karanci and Brickman et al are very similar, both proposing that

attributions are made on the basis of who is to blame.

COMPARISON OF THE FRAMEWORKS TO UNDERSTAND DIMENSIONALITY

Hill and Bales talk about the same dimensions as implied by the medical model,
and also define them similarly. That is, internal-external etiological beliefs and
internal-external responsibility /control in the treatment situation. In fact, Hill and
Bales specifically state that etiological beliefs can be “characterized as differing along a

dimension between a ‘medical model’ pole, employing genetic and physiological factors

and a pole focusing on the interactjons between an individual and the social
environment” (Hill and Bales 1980 p.148). In effect then, Hill and Bales are providing
a measure of the medical model dimensions, and, as mentioned earlier, found a positive

correlation between the two scales.

On first glance Hill and Bales look as if they are also talking about the same

dimensions as Brickman et al, etiological beliefs and responsibility /control in treatment,
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thus providing a measure for Brickman et al’s framework. However, on closer
examination, we find that the two approaches are not comparable. The reason for this
lies with the fact that Brickman et al define both dimensions using the central concept
of “responsibility”. Hill and Bales, on the other hand, only use the responsibility
concept in the treatment setting. Therefore, on the surface, Brickman et al’s Medical
Model looks as if it represents the endogenqus-external correlation, (individual having
no control/ responsibility), and the Moral Model, the interactional-internal correlation,
(individual having control/ responsibility). However, when looking at this in more detail
we find that this is not the case. The Medical Model in Brickman et al’s terms means
the person is not responsible for the pfoblem, regardless of whether the cause is
genetic/ physiological etc, (endogenous), or due to circumstances external to the person,
(interactioﬁal). Thus, external conditions that the individual cannot control are also
included in this interpretation of the medical model. Likewise, in Brickman et al’s
terms, the interactional pole can also represent the situations that the person feels
he/she does have control over and is'responsible for, and the endogenous pole can

represent beliefs that one is responsible for the biological well-being of the person.

In short, Hill and Bales’ dimension is based on the naive presumption of a
“physical” and “social” distinction between what causes mental illness, and does not
take into account who is believed to be “responsible” for the problem. Brickman et al,
however, think that whether the person is responsible or not is the deciding factor in

categorizing people’s attributions of causality, not just where the cause is located.

Further evidence to support the notion of “responsibility” in attributions
towards mental illness comes from Karanci’s study. Karanci is concerned with the
issue of etiological beliefs, and the aspect of locus of control and responsibility is very

apparent in the dimensions he suggests, whether they are defined as a bipolar
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dimension or not.

Furthermore, in examining the predictive power of these attributions, Karanci
found that if individuals attributed the development of their disorder to the self-familial
dimension (inner control), they were optimistic for the fut.ure as far as their health was
concerned. Conversely, if the problem Was attributed to the uncontrollable dimension,
hope was decreased and a feeling of pessimism was more apparent. This could be
related to the model of learned helplessness proposed by Seligman (1975) in which
individuals who view events as uncontrollable feel hopeless and show little effort and
moﬁvation to change the situation and thus do not have much hope for the future. It
1s also more relevant to Brickman et al’s framework rather than Hill and Bales in that
there is a link between attributions of controllability of the problem and attributions
towards treatment with respect to the “responsibility” that is assumed by the client.
In short, individuals will have a passive or active role in the treatment setting

depending on their feelings of “control” of the problem.

From the discussion above we can see that there is inconclusive research
available concerning the nature and definition of the dimensions underlying attributions
towards mental iﬂness. The etiology dimenslion 1s recognized by Brickman et al and
Hill and Bales, although they differ on the definition of this dimension. Karancj is
concerned with the etiology domain and suggests that there are three dimensions
within it. However, the three factors he derived can be collapsed into two in the view
of the present author thus making a bipolar dimension like the other researchers’. A
second bipolar dimension concerning the attributions of control in the treatment setting
has also been assumed, (Brickman et al and Hill and Bales), or at least recognized as

an implication of etiological beliefs, (Karanci).

The definitions of the dimensions vary in terms of whether “responsibility” is a
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crucial element or not. Brickman et al and Karanci agree on the importance of

“responsibility” for both dimensions whereas Hill and Bales only recognize it in the

treatment dimension.

Neither Hill and Bales or Brickman et al provide any test of the theoretical
dimensions they propose. Karanci carried out a factor analysis but firstly, the findings
are open to more than one interpretation, and secondly, as Karanci is not directly

concerned with the dimension of treatment responsibility he offers no empirical analysis

in this area.

Therefo‘re, in addition to the problem of lack of research in the field of
dimensionality and attributions towards mental illness, there is also the problem of the

variability in number, nature and definitions of these dimensions.

The present study aims to test some of the assumptions that are present in the
literature reviewed here and hopefully shed some light on the conﬂicfing ideas in the

field of dimensionality and attributions towards mental illness.

There are two major issues that will be dealt with in the attempt to test the
a,ssun;lptions. The first one is to examine the very basis of the; research discussed
above, that is, what evidence is there for dimensionality underlying attributions
towards mental illness. In short, is there an underlying structure to the area of
attributions towards mental illness. If there are dimenii(?ns, the next question is how

many dimensions are there. Thirdly, what is the nature of the dimensions, and how

should they be defined.

A questionnaire is used to tap attributions to mental illness in a sample of
providers and consumers of mental health services. Questions about the causes of

mental illness and the treatment situation are represented on the questionnaire. A
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factor analysis is carried out on the questions.

Karanci’s and Prochaska’s study, as we recall, differed with regard to the
merging together of the “family” and the “interpersonal conflicts” content areas. In
Karanci’s Turkish sample these factors appeared as two separate causal factors.
Kagitcibasi (1985) suggests that this is a reflection of the differences between the two
cultures, particularly in terms of the family structure. Individualism, independence,
and autonomy are stressed and valued in Western societies whereas in other cultures,
for example Turkey, mutual réciprocity, dependence, and loyalty are more highly
favored. Thus, Karanci (1986) hypothesized that it would be more likely that family
conflicts ahd personal symptoms (intrapersonal conflicts) would merge for a Turkish
sample, and not family and interpersonal conflicts which would be seen as two separate

causes. This hypothesis was supported, and, as mentioned earlier, the interpersonal

conflicts were seen as uncontrollable by the individual.

This observation highlights the fact that populations may vary cross-culturally
with respect to the attributions they hold towards mental illness. Therefore, there may
also be differences between sub-populations in the same culture. These differences may

be due to SES, age, raée, and other social variables.

With regard to this, a comparison of the providers and consumers with respect
to their attributions will also be done to see if “dimensionality” is the same for different

populations in society. pecifically, does a pattern emerge indicating that providers

>

make attributions towards mental illness based on one criteria, for example, internal-
external causes, and consumers on another, for example, whether mental illness is

defined as a “serious” condition or not.

The second issue is concerned with the influence of demographic and social

variables on the attributions of providers and consumers. It is quite possible that the
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complex dimensionality of attributions towards mental illnéss is due implicitly to

differences in sociodemographic variables and not merely based on the criteria of locus

of control or responsibility.

A SUMMARY OF THE ANALYTICAL APPROACH TO THE TWO ISSUES

DIMENSIONALITY AND ATTRIBUTIONS
Providers and consumers analyzed together and as separate populations,

I. Factor analysis of the 17 questions produces two independent dimensions:

A) The dimensions reflect “etiology” and “treatment”, supporting

Hill and Bales, Brickman et al, and Karanci in their descriptions

of the dimensions.

B) The dimensions do not reflect “etiology” and “treatment”.

If A), then how are the dimensions of etiology and treatment defined?

1. ETIOLOGY

a) Two elements emerge:

(i) attributions of “internal causes” and attributions of “external
causes”, supporting Hill and Bales’ definition.
(ii) attributions of “being responsible” and attributions of “not being

responsible”, supporting Brickman et al’s and Karanci’s

definition.

b) More than two elements emerge. We should consider Karanci’s

original proposal of three factors.

2. TREATMENT

a) Two elements emerge:
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(i) attributions of “internal locus of control” and attributions of

“external locus of control”, supporting Hill and Bales’ and

Brickman at al’s definition.
b) More than two elements emerge. We need to consider an alternative

definition of the treatment dimension.

Due to the small data set in this study, examination of the factor loadings of

the variables could also help us to understand how the dimensions should be defined.

Assuming there are two dimensions of etiology and treatment, a significant
correlation between the dimensions would suggest that Hill and Bales’ framework may
be appropriate, although the correlations of the dimensions would not tell us anything
about the definitions of the dimensions. A non-significant correlation between the
dimensions would suggest that Brickman et al’s framework involving four alternatives
1s more appropriate. Again, we do not know whether the deﬁnitions that Brickman et

al assign the alternatives are correct.

I I B) (above), then we need to consider alternative definitions for the dimensions

underlying attributions towards mental illness.

II. Factor analysis of the 17 questions produces more than two dimensions:

speculation of an alternative framework is needed.

DEMOGRAPHIC VARIABLES AND ATTRIBUTIONS

Comparison of the Providers’ and Consumers’ attributions with respect to the

influence  of demographic and social variables on these attributions.
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Chapter 3
Method

SAMPLE

The respondents were 108 providers and 134 consumers of mental health
services from a seven county area consisting of Carbon, Monroe, Pike, Schuylkill,
Northampton, Lehigh and Berks. The respondents had answered a survey that was
being carried out for The Regional Task Force on Women’s Mental Health. The
Pennsylvania Task Force for Mental Health: Women, required the Regional Task Force
to assess the mental health needs of women in a seven county area. The survey was

developed to help in this assessment and had two forms, one each for the providers and

consumers.

Providers

Out of 108 providers, 87% were female, 13% were male. The respondents
ranged from 18-70 years old, 67% falling in the 31-45 year age bracket, 16% between

46 and 55 years old, 15% between 18 and 30 years old, and 2% in the 56-70 year age

bracket.

The agencies and services were categorized into six groups:

a) counseling/rehabilitation /therapy (31%)
b) welfare (26%)
c) unspecified mental health agencies (19%)

d) medical/psychiatric (10%)
e) crime related (8%)
f) church/religious (6%)

Approximately 57% of the agencies were public, 42% were private. (For a
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complete list of the agencies see Appendix 1.)

Occupations of the respondents were categorized into four groups:

a) counselor/therapist (40%)
b) supervisory (39%)
¢) clinical/medical (13%)

d) educators and administrators (8%).

Just over 50% reported the qualifications they had for their position. 23% of
these respondents each had either “specific training in their field”, “experience in their
field”, or a “masters degree”; 18% had a “bachelors degree”; 5% had “medical

training”; 3% each had a “PhD” or “administration and educational experience”; and

2% had been the “victim”.

Approximately 50% of the providers had been employed in their particular field

for 6-15 years, and 24% each for 1-5 years and 16-30 years.

The specific services and treatment that were offered by the agencies were

varied and were categorized into five groups:

a) therapy/counseling (32%)

b) nonmedical assistance (eg. referrals, welfare assistance) (23%)
c) support/understanding. (20%)

d) medical /psychiatric hel;) (14%)

e) education (8%).

Consumers

The consumers were parents of children in classes from elementary, junior and
senior high schools. To reach individuals without children various women’s clubs in the
seven counties were é,lso used. A total of 134 consumers responded and were all
female. Like the providers, consumers ranged from 18-70 years of age. Approximately

52% were between 31 and 45 years old, 18% between 46 and 55, 17% in the 56-"70 year
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age bracket, and 13% between 18 and 30 years old. The majority, 72%, of the

respondents were married, 8% each were single, divorced, or widowed, and 5% were

separated.

Occupations of the consumers were categorized into six groups:

a) professional/technical (54%)
b) clerical/sales (18%)

c) housewife (15%)

d) retired (6%)

e) factory/service (5%)

f) student (2%).

Most of the consumers had never sought treatment before (80%), and of the
20% that had, 78% saw someone privately, 22% went to a public agency. Without
distinguishing between private and public treatment, 35% of the consumers were each
treated by a “psychologist or psychiatrist”, 10% each saw a “social worker” or

“counselor/therapist”, and less than 5% each were treated by a “medical nurse”,

“mental health nurse” or “support groups”. The type of treatment received varied,

but, over half (55%) of those who had éought treatment received “individual therapy”,
13% were given “drugs”, 10% attended “support groups”, 8% each received
“psychotherapy” or “group therapy”, and 3% were given a “sympathetic ear and
understanding”. Regardless of the type of treatment .received, 32% of the respondents

rated it as “excellent”, 20% each said it was “good” or “fair”, 16% said it was “not

very good”, and 12% thought it was “useless”.

Many, 78%, of the total consumer respondents reported that they know or

knew someone that suffers or had suffered from a mental health problem.

31




.....

THE QUESTIONNAIRE AND PROCEDURE

The questionnaire came from the larger survey mentioned above. For the
present study only part of each survey is used. Background information was obtained

on demographic and social variables of both populations.

The section of the survey measuring attitudes and attributions towards mental
illness is used, and represents the questionnaire that is refered to in this paper. (This is
the same for providers and consumers.) Included in this section are items representing
etiological  beliefs about mental illness and  Dbeliefs about who takes
control/responsibility in the treatment setting. Subjects responded to each item on a 5-

point Likert scale.

The survey was mailed to each agency for the providers, and to each school and
women’s club for the consumers. They were asked to complete it and return by mail.

(See Appendices 2 and 3 for complete surveys.)
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Chapter 4

Results

DIMENSIONALITY AND ATTRIBUTIONS

The data from the questionnairé was subjected to a factor analysis using the
SPSS(X) Principal Component Varimax rotated orthogonal analysis. (Questions 1, 4,
- 10, and 14 were disregarded throughout the analysis as they were felt not to be relevent
to the topic of attributions in this study.) The only criterion that was established for
inclusion of items under a factor was that they had a minimum loading of .40. Factor

analyses were carried out on the data from the total population and the providers and

consumers as separate groups.

FACTOR ANALYSES OF THE DATA FROM THE TOTAL POPULATION
(N=242)

Six factors emerged which explained 58.3% of the variance. The six factor

solution, the items under each factor and their loadings and per cent of variance

explained by each factor are presented in Table 1.

Table 1: Factor matrix with loadings of 17 items on six factors (Total Population)
FACTORS
ITEMS N 1 2 3 4 5 6

Factor 1: External’ causes of women’s mental illness
(18% of total variance)

15. Women suffer from more mental health problems +.72 -06 -27 -.12 +.15 -.14
than men.

S

17. ... due to differences in the expected role behaviors +.85 +.09 +.02 -01 -.08 -.01
-of men and women.

23. ... due to society and it's pressures on women. +.80 +.14 -02 -01 -02 -04
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19. ... due to differences in the ‘“personalities” of -52 +.03
men and women.

25. ... due to traumatic experiences during childhood. -.43 +.25

Factor 2: External causes
(7.7% of total variance)

13. Some mental health conditions are the product +.06 +.76
of a society with unreasonable expectations.

5. Many mental health problems arise out of an inability +.11 +.73
to cope with life and it's stressful problems.

Factor 3: Medical Model
(11% of total variance)

12. Most serious mental illnesses are due to an -.24 -.11
imbalance of chemicals in the brain.

3. Psychiatrists are the oniy people who can -.02 -.01
successfully treat mental iliness.

6. Medication is usually the most beneficial way to -.09 +.11
treat mental illness.

Factor 4: Pathology
(8.8% of total variance)

8. A person with a mental iliness cannot successfully -.15 -.12
interact with other people.

2. “Mental illness” refers to extreme states whereby +.13 +.01
a person cannot function properly in society.

7. Most mental illnesses are passed down from +.01 +.16
generation to generation.

Factor 5: Treatment
(6.2% of total variance)

21. Women suffer from more mental health problems -.21 -.02
than men due to diagnostic procedures among
mental health professionals.
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11. Counseling or support groups are the most +.35 ','01 -.01 +.04 4+.62 +.35
appropriate way of treating people with mental
health problems.

Factor 6: Uninterpreted
(6.6% of total variance)

9. A diagnosis of mental illness is a subjective process -02 -01 -01 -03 -.10 +.78
based on expectations and preconceived ideas of the

diagnostician.

Items not included in any factor

16. Women suffer from different types of mental health +.09 4+.38 +.22 -36 +.38 +4.09
problems than men.

The factors emerging from the factor analysis do not support Hill and Bales, and
Brickman et al in their assumptions of two dimensions of etiology and treatment, but
suggest that a more complex framework is needed to explain the dimensionality

underlying attributions towards mental illness.

In order to examine the data in terms of Hill and Bales’, and Brickman et al’s

assumptions, factor analyses were carried out forcing just three and two factors to

! emerge. The total variance explained by three factors was 37.8%. Table 2 portrays the

three factor matrix.

Table 2: Factor matrix with loadings of 17 items on three factors (Total Population)

FACTORS
ITEMS 1 2 3
Factor 1: External causes of women’s mental illness
(18% of total variance)
15. Women suffer from more mental health problems than men. +.72 -.31 -.11
17. ... due to differences in the expected role behaviors of men +.81 -.05 +.14

and women.
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23. ... due to society and it's pressures on women.

19. ... due to differences in the “personalities” of men and women.

Factor 2: Medical Model
(11% of total variance)

12. Most serious mental illnesses are due to an imbalance of

chemicals in the brain.
l

.
7. Most mental ilinesses are passed down from generation to
generation.
2.  “Mental illness" refers to extreme states whereby a person cannot

function properly in society.

25. Women suffer from more mental health problems than men due
to traumatic experiences during childhood.

3. Psychiatrists are the only people who can successfully treat
mental illness.

6. Maedication is usually the most beneficial way to treat mental illness.

Factor 3: Diagnosis
(8.8% of total variance)

16. Women suffer from different types of mental health problems
than men.

9. A diagnosis of mental illness is a subjective process based on
expectations and preconceived ideas of the diagnostician.

21. Women suffer from more mental health problems than men due
to diagnostic procedures among mental health professionals.

Items not included in any factor

11. Counseling or support groups are the most appropriate way of
treating people with mental health problems.

5. Many mental health problems arise out of an inability to cope
with life and it's stressful problems.
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13. Some mental health conditions are the product of a society with +.30 +.30 +.25
unreasonables expectations.

8. A person with a mental illness cannot successfully interact with -.10 +.32 -.26
other people.

In terms of the six factor analysis, factor 1 is the same; “external causes of
women’s mental illness”, factor 2 combines factors 3 and 4; “Medical Model” and
“pathology”, and factor 3 is interpreted as “diagnosis”. Although items 13, 5, and 11
had loadings below .40 on factor 1, (.30, .33, .36 respectively), they did reinforce the
interpretation of the factor of “external causes”. Similarly, although item 8 had a
loading below .40 on factor 2, (.32), it does reinforce the pathological view of mental

illness that the Medical Model holds. The total variance explained by two factors was

29%, table 3 portrays the two factor matrix.

\ Table 3: Factor matrix with loadings of 17 items on two factors (Total Population)

FACTORS
ITEMS 1 2
Factor 1: External causes of women’s mental illness
(18% of total variance) -
15. Women suffer from more mental health problems than men. +.58 -.47
17." ... dut to differences in the expected role behaviors of men “ +.79 -.20
and women.
23. ... due to society and it's pressures on women. +.76 -.22
19. ... due to differences in the “personalities” of men and women. +.45 | +.34
13. Some mental health conditions are the product of a society with +.41 +.25

unreasonable expectations.

37




Factor 2: Medical Model
(11% of total variance)

12. Most serious mental ilinesses are due to an imbalance of chemicals
in the brain.

7. Most mental illnesses are passed down from generation to generation.

3. Psychiatrists are the only people that can successfully treat
mental illness.

6. Maedication is usually the most beneficial way to treat mental illness.

25. Women suffer from more mental health problems than men due to
traumatic experiences during childhood.

Items not included in any factor

5. Many mental health problems arise out of an inability to cope with
life and it's stressful problems.

11. Counseling or support groups are the most appropriate way of
treating people with mental health problems.

16. Women suffer from different types of mental health problems
than men.

21. Women suffer from more mental health problems than men due to
diagnostic procedures among mental health professionals.

9. A diagnosis of mental illness is a subjective process based on
expectations and preconceived ideas of the diagnostician.

2.  "Mental illness” refers to extreme states whereby a person cannot
function properly in society.

8. A person with a mental illness cannot successfully interact with
other people. |

Factor 1 is the same as for the six factor analysis (plus item 13, unreasonable
expectations of society); “external causes of women’s mental illness”, factor 2 again
combines the “Medical Model” and “pathology”. Items 5, 11, and 21 also loaded on
factor 1, and although their loadings were below .40 (.37, .32, .29 respectively), they did

emphasize “external causes”. Similarly, items 2 and 8 loaded below .40 on factor 2, (.35
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and .31 respectively), but reinforce the pathological aspect of the Medical Model.

A summary of the three analyses for the total population is presented in Table 4.

Table 4:

SUMMARY OF FACTOR ANALYSES OF DATA FROM TOTAL POPULATION

Six Factors % Total Three Factors % Total Two Factors % Total
Variance Variance Variance
External causes of 18.0% External causes of 18.0% External causes of 18.0%
women's mental illness. women's mental illness. women's mental iliness.
External causes. 7.7%
Medical Model. 11.0%
Medical Model. 11.0% Medical Model 11.0%
Pathology. 8.8%
Treatment. 6.2%
Diagnosis. 8.8%
Uninterpreted. 6.6% -
Total 58.3% 37.8% » 29.0%
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FACTOR ANALYSES OF THE DATA FROM THE PROVIDERS (N=108)

Seven factors emerged explaining 69.2% of the variance. The seven factor

solution, the items under each factor and their loadings and per cent of variance

explained by each factor are presented in Table 5.

Table 5: Factor matrix with

loadings of 17 jtems on seven factors (Providers)

FACTORS

ITEMS 1 2 3 4 53 6 7
Factor 1: External causes of women’s menta] illness
| (19.4% of total variance)

15. Women suffer from more mental health problems

+.73 -.06 +.05 -.15 -.19 +.26 -.13
than men.
17. ... due to differences in the eéxpected role behaviors +.87 +.10 +.08 -.04 +.18 +.04 -.04
of men and women.
23. ... due to society and it's pressures on women. +.86 -.04 +.03 -.01 +.23 -.03 +.05
8. A person wi.th a mental illness cannot successfully -.45

-.07 +.42 4+ 06 +.01 +.08 +.01
interact with other people.

Factor 2: External causes

(7.4% of total variance)

of an inability +.03 +.80 -.07 +.01 -.17 +.12 -.14
ems.

13. Some menta| health conditions are the product of a +.01 +.78'_ +.21 +.01 +.23 -.10 +.12
society with unreasonable expectations. \'

Factor 3: Pathology
(7.9% of total variance)

7. Most mental ilinesses are passed down from ’ +.03 +.19 4+.72 +.39 -.11 -03 -.12
generation to generation.
2.  “Mental illness"

refers to extreme states whereby

+.12 +.03 +.66 -.21 +.01 +.19 +.18
a person cannot function Properly in society.
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Factor 4: Medical Model
(11.8% of total variance)

16. Women suffer from different types of mental health +.17 +.22 -35 4.48 -.16 +.26 +.43
problems than men. |

12. Most serious mental illnesses are dye to an

-.13 -.01 +.08 +.77 -.03 +.04 -.13
imbalance of chemicals in the brain.

6. Medication is usually the most beneficial way to -.08 -.03 +.03 +.73 +.17 -.23 4+.29
treat mental illness.

Factor 5: Diagnosis
(9.9% of total variance)

25. Women suffer from more mental health problems -.37 +.01 +.24 +.31 -.49 -15 4+.36
than men due to traumatic experiences during
childhood.

21. Women suffer from more mental health problems

than men due to diagnostic procedures among
mental health professionals.

+.20 +.01 +.09 -.02 4+.84 -.13 +.09

9. A diagnosis of mental| iliness is a subjective process -.09 -.02 -19 +.42 466 +.29 -.06
based on expectations and preconceived ideas of the |
diagnostician. -

Factor 6: Treatment
(6.2% of total variance)

19. Women suffer from more mental health problems

than men due to differences in the “personalities”
of men and women.

=45 -.12 4+.08 +.04 -.04 -.49 4+.25

11. Counseling or Support groups are the most +.04 -.02 +.20 -.08. +.01 +.85 +.05
appropriate way of treating people with mental
health problems.

Factor 7: Uninterpreted
(6.6% of total variance)

3. Psychiatrists are the only people who can

-.10 -.05 +.06 +.05 +.03 -.04 +.86
successfully treat menta| illness.
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When the analysis forced just three factors to emerge the total variance

explained was 41.1%. The three factor matrix is presented in Table 6.

Table 6: Factor matrix with loadings of 17 factors on three factors (Providers)

| FACTORS
ITEMS 1 2
Factor 1: External causes of women’s mental illness
(19.4% of total variance)
15. Women suffer from more mental health problems than men. +.62 +.34
17. ... due to differences in the expected role behaviors of men +.81 +.28
and women.
23. ... due to society and it's pressures on women. +.79 +.14
19. ... due to differences in the “personalities” of men and women. -.56 -.24
25. ... due to traumatic experiences during childhood. -.69 +.26
21. ... due to diagnostic procedures among mental health professionals. +.48 -.24
8. A person with a mental iliness cannot successfully interact with -.43 +.12
other people.
Factor 2: External causes
(9.9% of total variance)
2. “Mental illness” refers to extreme states whereby a person cannot +.03 - +.51

function properly in society.
7. Most mental ilinesses are passed down from generation to generation.-.19

5. Many mental health problems arise out of an inability to cope +.02
with life and it's stressful problems.

13. Some mental health conditions are the product of a society with +.05
unreasonable expectations.

Factor 3: Medical Model
(11.8% of total variance)

16. Women suffer from different types of mental health problems | +.06
than men. |
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+.61

+.48

+.43

+.16

-.29

+.03

+.09

+.12

+.17

+.39

+.06

-.09

+.27

-.01

+.28

+.48
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12. Most serious mental ilinesses are due to an imbalance of chemicals -.28 +.01 +.57
chemicals in the brain.

6. Medication is usually the most beneficial way to treat mental illness. -.14 +.01 +.76

9. A diagnosis of mental illness is a subjective process based on ; +.26 -.31 +.60
expectations and preconceived ideas of the diagnostician.

Items not included in any factor

11. Counseling or support groups are the most appropriate way of +.18 +.36 -.07
treating people with mental health problems.

3. Psychiatrists are the only people who can successfully treat -.24 +.05 +.36
mental illness. |

In terms of the seven factor analysis, factor 1 is the same; “external causes of
women’s mental illness, factor 2 combines factors 2 and 3: “external causes” and
“patholoéy”, and factor 3 is the same; “Medical Model”. Item 3 had a loading of below
40 on factor 3 (.36) but still emphasizes the “Medical Model” interpretation of the
factor. The total variance explained by forcing two factors to emerge was 31.2%.

Table 7 portrays the two factor matrix.

Table 7: Factor matrix with loadings of 17 items on two factors (Providers)

FACTORS

ITEMS : 1 2
Factor 1: External causes of women’s mental illness
(19.4% of total variance)
15. Women suffer from more mental health problems than men. +.69 -.20
17. ... due to differences in the expected role behaviors of men and women. +.84 | +.11
23. ... due to society and it's pressures on women. | +.79 +.16
19. ... due to differences in the “personalities” of men and women. -.60 +.05
25. ... due to traumatic experiences during childhood. - -.65 +.16
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8.

16.

12.

6.

9.

21.

11.

13.

women’s mental illness” and “Medical Model”. Items 3 and 7 loaded below .40 on factor

2 (.34 and .33 respectively) but again add more weight to the “Medical Model”

A person with a mental illness cannot successfully interact with
other people.

Factor 2: Medical Model
(11.8% of total variance)

Women suffer from different types of mental health problems
than men.

Most serious mental ilinesses are due to an imbalance of chemicals
in the brain.

Medication is usually the most benefical way to treat mental iliness.

A diagnosis of mental illness is a subjective process based on
expectations and preconceived ideas of the diagnostician.

Items not included in any factor

Women suffer from more mental health problems than men due to
diagnostic procedures among mental health professionals.

Counseling or support groups are the most appropriate way of
treating people with mental health problems.

“Mental illness” refers to extreme states whereby a person cannot
function properly in society.

Many mental health problems arise out of an inabiltiy to cope with
life and it's stressful problems.

Psychiatrists are the only people who can successfully treat
mental illness.

Most mental ilinesses are passed down from generation to generation.

Some mental health conditions are the product of a society with
unreasonable expectations.

Factors 1 and 2 are the same as for the seven factor analysis; “external causes of

interpretation I give to the factor.

|
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-.41

+.05

-.32

-.20

+.15

+.39

+.25

+.13

+.11

+.25

-.10

+.10

+.05

+.50
+.55

+.74

+.57

+.39
-.02
-.03
+.05
+.34

+.33

+.33




A summary of the three analyses for the Providers is presented in Table 8.

Table 8:

SUMMARY OF FACTOR ANALYSES OF DATA FROM THE PROVIDERS

Seven Factors % Total Three Factors % Total Two Factors % Total

Variance Variance Variance
External causes of 19.4% External causes of 19.4% External causes of 19.4%
women’'s mental illness. women’'s mental illness. women's mental illness.
External causes. 7.4%

External causes. 9.9%

Pathology. 7.9%
Medical Model. 11.8% Medical Model. 11.8% Medical Model. 11.8%
Diagnosis. 9.9%
Treatment. 6.2%
Uninterpreted. 6.6%

Total 69.2% 41.1% 31.2%




FACTOR ANALYSES OF THE DATA FROM THE CONSUMERS (N=134)

Seven factors emerged explaining 65.4% of the variance. Table 9 presents the

seven factor solution.

Table 9: Factor matrix with loadings of 17 items on seven factors (Consumers)

FACTORS
ITEMS 1 2 3 4 5 6 7
Factor 1: External causes of women’s mental illness
(16.8% of total variance)
15. Women suffer from more mental health problems +.80 +.07 -.08 -.25 +.06 -.11 -.15
than men.
17. ... due to differences in the expected role behaviors +.81 +.06 +.01 +.06 -.01 +.14 +.21
of men and women. | |
23. ... due to society and it's pressures on women. +.64 +.34 +.01 -.05 -.33 +.05 +.37
19. ... due to differences in the “personalities” of men -.41 +.07 -.13 +.21 -.31 -.41 -.01

and women.

Factor 2: External causes
(8.7% of total variance)

5. Many mental health problems arise out of an inability +.28 +.62 -.17 $.24 +.11 -.40 -.09

to cope with life and it's stressful problems.

13. Some mental health conditions are the product ofa +.07 +.77 +.08 -.09 +.01 +.17 +.13
society with unreasonable expectations.

Factor 3: Pathology
(8.2% of total variance)

2. "Mental illness” refers to extreme states whereby +.04 +.05 +.48 +.38 -.11 -.12 -41
a person cannot function properly in society.

8. A person with a mental illness cannot successfully +.15 -.17 +.73 +.06 +.18 +.02 +.10
interact with other people. I

25. Women suffer from more mental health problems -.33 +.35 +.61 -.04 -.06 -.08 -.06
than men due to traumatic experiences during
childhood.
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Factor 4: Medical Model
(11.9% of total variance)

12. Most serious mental illnesses are dqe to an imbalance -

.20 -33 +.02 +.62 -.19 -09 +.13
of chemicals in the brain. S

3. Psychiatrists are the only people who can succes

sfully +.10 -.01 +.10 +.79 -.04 -.09 -.12
treat mental illness.

6. Medication is usually the most benefi

cial way to treat -.2‘0 +.19 -.07 +.70
mental illness.

+.07 +.16 +.07

Factor 5: Uninterpreted
(7.5% of total variance)

16. Women suffer from different types of mental health +.06 +.34 -37 +.09 +.41 +.17 +.04
problems than men.

9. A diagnosis of mental illness is 3 subjective process

based on expectations and preconceived ideas of
the diagnostician.

-.05 +.03 +.09 -.11 +.86 +.01 +.04

Factor 6: Uninterpreted |
(6.4% of total variance)

21. Womén suffer from more mental health problems

than men due to diagnostic procedures among
mental health professionals.

+.11 +.08 -.21 +.01 +.09 +.75 -.17

7. Most mental illnesses are passed down from

-.14 +.11 +.34 +.40 -.21 +.45 +.04
generation to generation.

Factor 7: Uninterpreted
(5.9% of total variance)

11. Counseling Or support groups are the most

appropriate way of treating beople with mental
health problems.

+.15 +.08 +.03 +.05 +.04 -.17 +.86

»

In forcing three factor to emerge the total variance explained was reduced to

The three factor matrix is presented in Table 10.
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Table 10: Factor matrix with loadings of 17 items on three factors (Consumers)

ITEMS

Factor 1: External causes
(16.8% of total variance)

15. Women suffer from more mental health problems than men.

17. ... due to differences in the expected role behaviors of men
and women.

23. ... due to society and it's pressures on women.

S>. Many mental health problems arise out of an inability to cope
with life and it's stressful problems. -

11. Counseling or support groups are the most appropriate way of
treating people with mental health problems.

Factor 2: Medical Model
(11.9% of total variance)

2. "“Mental illness" refers to extreme states whereby a person cannot
function properly in society.

7. Most mental illnesses are passed down from generation to
generation.

12. Most serious mental ilinesses are due to an imbalance of chemicals

in the brain.

3. Psychiatrists are the only people who can s'uccessfully treat
mental illness.

6. Medication is usually the most beneficial way to treat mental illness.

Factor 3: Diagnosis
(8.7% of total variance)
16. Women suffer from different types of mental health problems
than men.

21. Women suffer from more mental health problems than men due
to diagnostic procedures among mental health professionals.

9. A diagnosis of mental illness is a subjective process based on
expectations and preconceived ideas of the diagnostician.
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FACTORS

1 2
+.63 -.43
+.78 -.12
+.83 -.05
+.42 +.22
+.44 +.02
+.61 +.48
+.01 +.55
-.16 +.56
+.12 +.71
-.05 +.68

~+.10 -.03
+.01 -;06
-.16 -.23

+.01

+.03

-.03

+.32

-.12

-.24

+.02

-.28

-.04

+.31

+.65

+.53

+.41




13. Some mental health conditions are the product of a society with +.37 +.12 +.44
unreasonable expectations.

Items not included in any factor

19. Women suffer from more mental health problems than men due -.25 +.33 -.20
to differences in the “personalities” of men and women.

25. Women suffer from more mental health problems than men due -.11 +.30 -.14
to traumatic experiences during childhood.

8. A person with a mental iliness cannot successfully interact with +.13 +.12 -.35
other people.

In terms of the seven factor analysis, factor 1 combined factors 1 and 2;
“external causes of women’s mental illness” and “external causes”, factor 2 combines
factors 3 and 4; “pathology” and “Medical Model”, and factor 3 combines the two
diagnosis factors. Items 19 and 25 loaded below .40 on factor 2 (.33 and .30

respectively) but again offer support for the interpretation of the “Medijcal Model]”

factor. The total. variance explained by two factors was 28.7%. Table 11 portrays the

two factor matrix.

Table 11: Factor matrix with loadings of 17 items on two factors (Consumers)

FACTORS
ITEMS | 1 | 2
Factor 1: External causes
(16.8% of total variance)
15. Women suffer from more mental health problems than men. +.62 -.39
17. ... due to differences in the expected role behaviors of men and women. +.77 -.07
23. ... due to society and it’'s pressures on women. +.80 -.01
5. Many mental health problems arise out of an Inability to cope with +.48 +.19

life and it's stressful problems.
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13. Some mental health conditions are the product of a society with +.47 +.06
unreasonable expectations.

11. Counseling or support groups are the most appropriate way of +.40 +.06
treating people with mental health problems.

Factor 2: Medical Model
(11.9% of total variance)

2.  “Mental illness" refers to extreme states whereby a person -.05 : +.52
Cannot function properly in society.

7. Most mental illnesses are passed down from generation to generation. +.01 +.54

12. Most serious mental illnesses are due to an imbalance of chemicals -.24 +.59
in the brain.

3. Psychiatrists are the only people that can successfully treat +.10 +.71

mental illness.

6. Medication is usually the most beneficial way to treat mental illness. +.02 +.62

Items not included in any factor

16. Women suffer from different types of mental health problems +.26 -.14
than men.
21. Women suffer from more mental health problems than men due to +.15 -.15

diagnostic procedures among mental health professionals.

19. Women suffer from more mental health problems than ‘men due to -.30 +.34
differences in the “personalities” of men and women.

9. A diagnosis of mental iliness is a subjective process based on -.05 -.31
expectations and preconceived ideas of the diagnostician.

25. Women suffer from more mental health problems than men due to -.15 +.31
traumatic experiences during childhood.

8. A person with a mental iliness cannot successfully interact with +.04 +.19
- other people. ’

Factor 1 combines factor 1 and 2'from the seven factor analy;}is; “external causes

[

of women’s mental illness” and “external causes”, factor 2 combines factors 3 and 4:

“pathology” and “Medical Model”. Items 19, 9, and 25 loaded below .40 on factor 2
o0




(.34, -.31, .31 respectively) reinforcing the “Medical Model” interpretation.

A summary of the three analyses for the Consumers is presented in Table 12.

Table 12:

SUMMARY OF FACTOR ANALYSES OF DATA FROM THE CONSUMERS

Seven Factors % Total Three Factors % Total Two Factors % Total
Variance Variance Variance

External causes of

women’'s mental illness.16.8%
External causes. 16.8% External causes. 16.8%
External causes. 8.7%
Pathology. 8.2%
| Medical Model. 11.9%  Medical Model. 11.9% N
Medical Model. 11.9% N
Uninterpreted. 7.5% =y /<
Diagnosis. 8.7% pe
Uninterpreted. 6.4% | Y
Uninterpreted. 5.9%
Total 65.4% | 37.4% 28.7%
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DEMOGRAPHIC VARIABLES AND ATTRIBUTIONS
=t
In order to examine the effect of demographic and social variables on the
attributions, scales were compiled from the ~th“re§e factors (forced) for the providers and
thé consumers. FEach person’s score on each "item“uWas weighted according to that item’s
loading on the factor. The mean of these scores was then computed for each factor.
Thus, each person had a mean score for each factor/scale. A one-way multiple
comparisons analysis of variance was then performed on the scale scores and each
demographic variable for the providers (age, agency, type of agency, occupation,
qualifications, years employed, and services/treatment offered), and the consumers (age,
marital status, occupation, whether they have ever sought treatment, type of agency

visited, treated by, sort of treatment, rating of treatment, where they would go if

suffering from a mental health problem, and whether they know anyone suffering from a

mental health problem).

The analysis on the providers revealed only two significant results; occupation
and qualifications by scale 3 (“Medical Model”). Eight significant results were found on |
the consumers analysis; age, whether the person has sought treatment before, type of
agency visited, treated by, and sort of treatment by"scale 1 (“external causes”), age and
whether the person knew anyone suffering from a mental illness by scale 2 (“Medical

Model”), whether the person has sought treatment before by scale 3 (“diagnosis™).

The significant results from the analysis of variance for all three scales are
presented in Table 13 and 14 for the providers and consumers respectively. (The means

for all variables on all three scales for both populations may be found in Appehdix 4).

92




Table 13: Significant results from analysis of variance of demographic variables and

scale scores for the providers

Scale 3 (Medical Model)

Source DF - MS F P
Between Groups:
Occupation. 3 7.7986 2.7368 <.05
Error: 87 2.8495
Means for each group: Supervisory 8.8816
" Clinical/Medical 7.4842
Counselor /therapist 8.1329
Educator/administrator 8.9700

Between Groups:

Qualifications. 7 7.1603 2.6948 <.01
Error: 77 2.6571

Means for each group: Degree 8.8053
; MA 8.6000

PhD | 10.1900
Medical training 7.1450
Specific occupation training 7.7959
Experience in field 19.1050
Administation/education 7.6300

Victim 4.8200
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Table 14: Significant results from analysis of variance of demographic varjables and

scale scores for the consumers on all three scales

Scale 1 (External causes)

Source DF MS F P
Between Groups:
Age. 3 12.6865 2.8197 <.05 H
Error: 114 4.4992
Means for each group: 18-30 years old 11.4767
31-45 years old 11.1690 "
46-55 years old 12.4095 %
56-70 years old 10.5665 x

* Sig&niﬁcant difference between the groups at .05 level using Tukey-B procedure.

Between Groups:

Ever sought treatment before. 1 42.0588 9.1992 <.01
Error: 129 4.5720
Means for each group: Yes 12.4556
| No 11.0137

Between Groups:

Type of agency visited. 1 21.4405 7.3144 <.01
Error: , 21 2.9313
Means for each group: Private 12.7928
- Public | 10.4520

. Between Groups:

Treated by. 6 8.0542 3.1907 <.05
Error: ) 18 2.5242
Means for each group: Psychologist 12.5455 %2
Psychiatrist | 12.3375 *°
Social Worker 8.6500 !
Medical Nurse 15.0800
Mental Health Nurse 12.6300
._Support Groups 14.1800

Counselor/therapist 15.5000

* 1 significantly different from x2 at .05 level using Tukey-B procedure.
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Source DF MS F P
Between Groups:
Sort of treatment received. 4 8.5189 2.8546 <.05
Error: 20 2.9843
Means for each group: Psychotherapy 12.1167
Group therapy 9.0800
Individual therapy 12.7744
Drugs 12.3300
Understanding 15.5000
Scale 2 (Medical Model)
Source DF MS F P
Between Groups:
Age. 3 12.3873 2.9644 <.05
Error: | 114 4.1787
Means for each group: 18-30 years old 10.0340
31-45 years old 11.4329
46-55 years old 11.6681
56-70 years old 10.5220
Between groups: |
Know anyone suffering from mental iliness. 1 32.6959 8.4271 <.01
Error: @ 128 3.8798
Means for each group: Yes 11.3726
No 10.1679
Scale 3 (Diagnosis)
Source DF MS F P
Between Groups:
 Ever sought treatment before. 1 5.4192 3.7573 <.05
Error: 129 1.4423
Means for each group: Yes 7.3340
No 6.8164
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In order to compare the providers and consumers with respect to their responses
on the factors or scales that were the same for both populations, a t-test was carried out
on scale 2 (“external causes”) and scale 3 (“Medical Model”) of the forced three factor

analysis. Signiﬁcant results were found for both scales, (t=42.55, 240 df, p<.001) and

(t=25.01, 240 df, p<.001) for scale 2 and scale 3 respectively. (See Appendix 5 for t-test

calculations.)
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Chapter 5

\
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Discussion

DIMENSIONALITY AND ATTRIBUTIONS

The first issue of concern in the present study was to investigate the assumptions
of past research on the dimensionality underlying attributions towards mental illness.
Implicit to the concept of dimensions is the notion of how many there are, the nature of

|

them, and the definitions given to them.

Total Population

The results showed that six factors emerged from a factor analysis of the data
from the total population accounting for 58.3% of the total varianCe. The factors were
labeled; “external causes of women’s mental illness”, “external causes”, “Medical
Model”, “pathology”, “treatment” and an uninterpretable factor of just one item.
These factors on the surface do not support Hill and Bales or Brickman et al in their
notion of two dimensions of “etiology” and “treatment”. However, on closer

examination there are some similarities that should not be ignored.

There does seem to be a distinction between etiology and treatment in terms of
factors 1 and 2 and factor 5. Kactors 1 and 2 only reflect items concerned with external
ce'i"ﬁé&es, although if we look at items dealing with internal causes we see that they load
under factor 3, “Medical Model” which also includes treatment items. Therefore,
although it may seem as if etiology and treatment are different dimensions along which

people make attributions towards mental illness, in my sample the factor of etiology

does not include external and internal causes but rather reflects only externality.
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Similarly, the factor interpreted as the “Medical Model” reflects internality. Although
as mentioned above, there is a treatment factor, not all treatment items are included
under this. Specifically, medically oriented treatment methods are included under the

“Medical Model” factor. Thus, the distinction between causes and treatment of mental

iliness is not as obvious as it may first appear.

It is presumptuous, however, to conclude that Hill and Bales, and Brickman et al
are incorrect in their assumptions of two dimensions.. We can say however, that in this

particular sample an alternative framework needs to be considered.

In order to examine the data in terms of Hill and Bales’ and Brickman et al’s
assumptions, another factor analysis was carried out forcing just three factors to emerge.
These three factors were labeled; “external causes of women’s mental illness”, “Medical
Model”, and “diagnosis”. Once again the questions pertaining to women loaded on
factor 1. In addition, items concerned with counseling and support groups, and an
inability to cope with stressful problems in life (questions 11 and 9 respectively) loaded
on this factor. Although their loadings were below .40 they do highlight external causes

and add the element of treatment in this “causal” factor.

Factor 2 combined “pathology” arﬁ1d “Medical Model” and really served to
reinforce the perception of mental illness as a “disease” and thus the appropriate
treatment as medical. Furthermore, item 8 stating that a person with a mental illness
cannot interact with other people also loaded on this factor (.32), and adds even more

weight to this notion.

Factor 3 was labeled “diagnosis” and was a combination of factors 5 and 6
(“treatment” and “uninterpreted”). Implied in two out of the three items loading on
this factor is the notion of causality with special consideration being given to the

diagnosis of mental illness. In other words, the reason for the mentally ill label to be
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given to someone is seen as a separate dimension on which people make attributions
towards mental illness. More specificallys we may think of _1;he “diagnostic” factor as not
being onl» the same level as the attributional analysis of the other factors. It seems as if
people are aware that an attributional process is going on and that by very definition it
1s a subjective process. Therefore attributions towards mental illness are not just ma,dae
on the assumption of “reality” in terms of “what causes mental illness” but also take
into account that the whole idea surrounding these attributions is that of a subjective
process, that is, a diagnostic label. This is interesting in terms of attributions not being
made solely according to etiology and treatment issues but more in terms of external

causes, internal causes, and mental illness as a diagnostic label that is necessarily

subjective.

In summarizing the results frpni the total population I have suggested that an
alternative framework is needed and if I had a stronger data set then this hypothesis
would probably be strengthe<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>