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Abstract

Mental illness is an important issue within Australia and worldwide, with one in four people
developing a mental illness in their lifetime. The stigma associated with mental illness is
prevalent and can dramatically decrease the quality of life for people with mental illness, as
well as restrict opportunity (e.g., employment and accommodation) and slow down recovery.
One aspect that may contribute to stigma, and be helpful to consider for stigma reduction, is
causal beliefs. Causal beliefs are factors that an individual believes cause or contribute to the
development of mental illness, which commonly fall into three categories; biogenetic,
psychological, and environmental. Previous research has established a link between causal
beliefs (especially biogenetic) and stigma in the general public. This thesis examines the
relationship between causal beliefs and stigma with mental health professionals and
consumers. This thesis by published works makes an original contribution to this field by
addressing the paucity of research that focuses on the perspectives of mental health
professionals and consumers, and extends previous research by investigating the role causal
beliefs play in the treatment process. The goal of this research program was to improve the
quality of life for people with mental illness by increasing the understanding of how causal
beliefs influence perceptions of mental illness and the treatment process. The research was
created to achieve this by exploring the perspectives of mental health professionals and
consumers with regards to their beliefs about the causes of mental illness and their
experiences with how causal beliefs have been addressed in treatment.
This research used a mixed methods multiphasic design with findings from each
phase of research informing the next. Six research papers report on the findings with each
contributing to addressing the overall aims of the thesis. The first phase of research was a
systematic review (paper one) in which 15 studies were identified that examined the
relationship between biogenetic causal beliefs and mental illness stigma in mental health
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professionals and people with mental illness. The systematic review showed no support for a
relationship between biogenetic causal beliefs and reduced stigma in mental health
professionals or consumers, and in some circumstances biogenetic causal beliefs were
associated with increased stigma. The second phase of research focused on mental health
professionals and included both an online quantitative survey (paper two) and qualitative
semi-structured interviews (papers three and four). The online survey was completed by 220
potential mental health professionals and investigated the relationships between causal
beliefs, contact, and stigma. Paper two showed that potential mental health professionals
endorsed biogenetic causal beliefs more strongly than other causal beliefs and that contact,
psychological and environmental causal beliefs were significant predictors of social distance.
Semi-structured interviews were conducted with 17 mental health professionals to examine
their causal beliefs and the role that their causal beliefs play in perceptions of, and stigma
towards, mental illness and the treatment process. Paper three revealed that mental health
professionals endorse multiple causal beliefs simultaneously with most endorsing a
combination of biogenetic, psychological, and environmental factors. Additionally, paper
three showed that mental health professionals’ causal beliefs influenced their perception of
consumers with both positive consequences (e.g., increasing empathy, and reducing blame)
and negative consequence (e.g., increasing frustration and prognostic pessimism). Key
findings from paper four indicated that mental health professionals’ causal beliefs influenced
their approach to treatment and their decision about what interventions to provide as well as
having an impact on other treatment variables such as empathy and therapeutic alliance.
The final phase of research was a qualitative examination of consumers’ causal beliefs
and how these causal beliefs influenced perceptions of, and stigma towards, mental illness
and the treatment process (papers five and six). Semi-structured interviews were conducted
with 23 consumers. Thematic analysis was employed to identify main themes from the
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interview transcripts in both qualitative studies. Paper five showed that consumers endorsed
multiple causal beliefs simultaneously with environmental factors being the most commonly
reported main cause of consumers’ mental illness. Consumers’ causal beliefs influenced
several factors important to treatment and recovery including the control and management of
their illness, self-blame, feelings of responsibility, powerlessness, and perceptions towards
themselves. Paper six showed that discussing causal beliefs in treatment was important to
consumers, however, most consumers did not think that causal beliefs were addressed
adequately in their treatment. Consumers’ causal beliefs were found to influence emotional
responses such as self-blame, powerlessness, and acceptance which affect factors such as
self-stigma, and prognosis. Additionally, consumers identified several associated benefits of
discussing causal beliefs in treatment including, increased insight/personal understanding of
their illness, symptom management and relapse prevention, and reducing self-blame.
This thesis contributes significantly to the understanding of mental health
professionals’ and consumers’ causal beliefs, and the role that these beliefs play in
perceptions of mental illness and the treatment processes. Results are considered in the
context of previous research and theoretical frameworks, and the policy and clinical
implications of findings are explored. This research demonstrates the importance of
considering the causal beliefs of both mental health professionals and consumers in the
treatment process to improve the effectiveness of treatment and services provided, and
ultimately improve outcomes for consumers.

Key words: Mental health professionals; consumers; causal beliefs; treatment; stigma;
community mental health.
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CHAPTER ONE: INTRODUCTION

1.1 Background
There is a high prevalence of mental health problems in Australia and worldwide,
with one in four people developing a mental illness in their lifetime (Australian Bureau of
Statistics, 2015). In addition, mental and substance use disorders are the leading causes of
disability in the world (World Health Organization, 2014a). Quality of life is significantly
impacted by mental illness (Corrigan, Druss, & Perlick, 2014). The stigma associated with
mental illness has been shown to dramatically decrease the quality of life for those with a
mental illness as well as reduce housing and employment opportunities and slow down
recovery (Corrigan et al., 2014). Accordingly, ongoing efforts have been made to increase
knowledge of, and to investigate factors that contribute to, mental illness stigma.
The medicalisation of mental illness and advances in understanding of biological
components of mental illness have resulted in an increased emphasis on biogenetic causes
(Schomerus et al., 2012). It was proposed and hoped that an increase in endorsement of
biogenetic causes, particularly among the general public, would result in a decrease in stigma
associated with having a mental illness (Lam, Salkovskis, & Warwick, 2005; Read, 2007).
The endorsement of biogenetic causes were expected to reduce the blame associated with
mental illness, as biogenetic factors such as genetics are beyond an individual’s control.
Additionally, biogenetic causes were thought to encourage the perception that mental illness
and physical illness were similar, and lead to mental illness being viewed as treatable and
thus increase help-seeking behaviour (Corrigan, 2016a). Anti-stigma programs and
campaigns followed suit, and promoted biogenetic causal beliefs, encouraging the general
public to believe that mental illness is caused by biogenetic factors and is an illness like any
other illness (i.e., like a physical illness; Lam et al., 2005; Read & Harré, 2001; Wiesjahn,
Jung, Kremser, Rief, & Lincoln, 2016). Subsequently, it has been found that the general
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public endorsement of biogenetic causes has increased (Lam & Salkovskis, 2007;
Pescosolido et al., 2010; Schomerus et al., 2012). In the meantime, the relationship between
biogenetic causes and stigma has been researched extensively, including several
comprehensive review articles. The consensus suggests that biogenetic causal beliefs are not
effective in reducing stigma and may increase some factors associated with stigma. While it
has been found that biogenetic causal beliefs may contribute to reduced blame towards
people with a mental illness in some instances, the endorsement of biogenetic causal beliefs
does not typically reduce desire for social distance and has been associated with an increase
in prognostic pessimism and perceived dangerousness (e.g., Kvaale, Gottdiener, & Haslam,
2013; Kvaale, Haslam, & Gottdiener, 2013; Read, Haslam, Sayce, & Davies, 2006). A
significant issue therefore arises, namely, that there has been an increase in public
endorsement of biogenetic causes and that biogenetic causes are thought to increase aspects
of stigma. While well intentioned, efforts to decrease stigma by promoting biogenetic causes
may have unintentionally increased some aspects of stigma in the general public.
There has also been concern that the promotion and/or endorsement of biogenetic
causes may have negative consequences for those in the more immediate environment of
mental illness, such as mental health professionals and people with mental illness (Goldstein
& Rosselli, 2003; Lam & Salkovskis, 2007; Phelan, 2005). It is also thought that causal
beliefs, other than biogenetic causal beliefs, are likely to play a role in attitudes towards
mental illness (Lam et al., 2005). Thus far, the vast majority of research has scrutinised the
general public's biogenetic causal beliefs, however, calls have also been made for the
investigation into the role that biogenetic causal beliefs, and other causal beliefs, play in both
mental health professionals’ and consumers’ perceptions of mental illness and associated
treatment (Deacon & Baird, 2009; Kvaale, Gottdiener, et al., 2013; Lebowitz & Ahn, 2014).
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1.2 Contribution of the Thesis
This thesis by published works contributes to knowledge about how beliefs regarding
the causes of mental illness influence perceptions of mental illness, including stigma,
and the treatment process. It makes an original contribution to this field by focusing
on the causal beliefs of mental health professionals and people with mental illness.
Through exploring mental health professionals’ and consumers’ opinions and
experiences in-depth, the research provides insight into how causal beliefs influence
perceptions of mental illness and mental illness stigma, and the role of these beliefs in
the treatment process. Increasing knowledge on this topic will inform anti-stigma
campaigns, the approach taken when trying to improve the mental health literacy, and
the service provided to people with mental illness, in the hope of improving the
quality of life and mental well-being of people with mental illness.

1.3 Aims of the Thesis
The overarching aim of this thesis was to investigate mental health professionals’ and
consumers’ beliefs about the causes of mental illness. The intended outcome was to gain
knowledge about how causal beliefs influence perceptions towards mental illness and the
treatment process. First, this research aimed to analyse existing literature on the relationship
between biogenetic causes and stigma in mental health professionals and consumers. Second,
this research identified the types of causal beliefs held by, and their influences on, mental
health professionals and consumers. Finally, mental health professionals’ and consumers’
perspectives on the role of causal beliefs in treatment were examined, with focus on the
impact that causal beliefs have in treatment and potential barriers and considerations for
addressing causal beliefs.
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1.4 Structure of the Thesis
This thesis is submitted in the format of thesis by published works. The structure of
the thesis is presented in Figure 1.1. A mixed methods design was utilised, including a
systematic review of current literature; an online quantitative survey of potential mental
health professionals examining the relationships between causal beliefs, contact and stigma;
and qualitative studies involving semi-structured interviews with mental health professionals
and consumers, designed to explore their causal beliefs about mental illness and the impact
that these beliefs have on their perceptions towards mental illness and treatment. Six papers
prepared during this program of research are presented in the format of journal articles that
are either published (n = 4), in press (n = 1) or under review (n = 1). Individually, each paper
makes an important and valuable contribution to the overall aims of the thesis as well as
contributing to the research and knowledge on this topic. Collectively, these six papers
provide a cohesive investigation of mental health professionals’ and consumers’ causal
beliefs and highlight the importance of considering the role of causal beliefs in perceptions
towards mental illness, stigma, and the treatment process.
Following the introduction (Chapter One), the thesis begins with a literature review
(Chapter Two) which summarises recent literature on the role that causal beliefs play in
perceptions of, and stigma towards, mental illness, and in the treatment process. It provides
background on mental illness and mental illness stigma, and reviews theories related to
understanding the relationships between causal beliefs and perceptions of mental illness. The
literature review identifies and discusses limitations of the research to date and highlights
areas for further investigation. Specifically, the literature review examines mental health
professionals’ and consumers’ causal beliefs and the importance of causal beliefs in the
treatment and recovery process, and ends with a comprehensive statement of the aims for this
research program. Chapter Three describes the research methodology used in the thesis in
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detail and provides a rationale for the mixed methods approach and a discussion of the ethical
concerns related to this research program. The remainder of the chapter briefly outlines the
methodology of each of the six studies.
Chapter Four is a published journal article that reports a systematic review of the
literature examining the relationships between biogenetic causal beliefs and mental illness
stigma in people with mental illness and in mental health professionals. Chapter Five is a
published journal article that describes the findings of a quantitative, survey-based study
which investigated how causal beliefs (biogenetic, psychological, and environmental) and
prior contact influenced stigma in potential mental health professionals. Chapter Six is a
journal article (accepted for publication) and extends on Chapter Five, presenting a
qualitative paper which explores actual mental health professionals’ causal beliefs, how these
beliefs developed, and what impact they have on perceptions towards people with mental
illness. Chapter Seven is an article (submitted for publication) which builds on Chapter Six
by examining how mental health professionals address causal beliefs in treatment and the
impacts of addressing causal beliefs in treatment. Chapter Eight is a published journal article
which uses semi-structured interviews to explore consumers’ causal beliefs about mental
illness and how these beliefs impact factors that influence stigma and self-stigma. Chapter
Nine is a published journal article, building upon Chapter Eight, which investigates the
subjective experiences of consumers in relation to causal beliefs being addressed in
treatment. Finally, Chapter Ten summarises the research findings of the individual papers
and provides a synthesis of the findings in this research program along with limitations,
directions for future research, and overall conclusions.

1.5 Use of Personal Reflexivity
Throughout this thesis, I will take a reflexive approach to writing where appropriate
and relevant to do so. Like many, I had been taught that formal academic writing should not
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be written in the first person and is better written “with no reference to the ‘I’ author”
(Lerner, 2001, p. 16). As such, reflexive writing felt foreign to me and initially I intended to
conceal my voice and write in a detached and objective manner. Throughout my PhD
candidature, I started working as a psychologist in a community mental health service and
engaged in reflective practice regularly to improve my competence as a mental health
professional. It became increasingly difficult to differentiate between “researcher me” and
“clinician me”. I realised that my research was influencing my work as a clinician, just as my
work as a clinician was influencing my research. I was becoming a scientist-practitioner,
which was what my training had encouraged. Therefore, it began to feel more appropriate to
acknowledge the presence of my authorial self, and to reflect on how I was shaped as a
researcher and clinician throughout my PhD journey. Additionally, reflexivity is an
important element of qualitative research (Mauthner & Doucet, 2003; Shaw, 2010). Given
that this research program includes several qualitative papers was further justification for the
use of a reflexive writing style.

Chapter 5
Paper 2: Mental Illness
Stigma and Causal
Beliefs Among
Potential Mental Health
Professionals.
Aim: to investigate
perceptions of potential
mental health
professionals and
explore how causal
beliefs and contact
influence stigma.

Chapter 10
General Discussion

Chapter 7
Paper 4: Addressing
causal beliefs in
treatment: Insights from
mental health clinicians.
Aim: to examine mental
health professionals’
opinions on the impact
and importance of
addressing causal
beliefs with consumers.
To investigate how
mental health
professionals address
causal beliefs in
treatment.

Research Phase: Mental Health Professionals
Aim: to investigate mental health professionals'
causal beliefs and stigma, and the role and impact
that causal beliefs have in the treatment process.
Method: Online survey of potential mental health
professionals (N = 220), and semi-structured
interviews (N = 17).

Chapter 6
Paper 3: “It helps us to
understand that it’s not
particularly a patient’s
fault”: Mental health
professionals discuss their
causal beliefs and
perceptions of mental
illness.
Aim: to explore the causal
beliefs of mental health
professionals, how these
beliefs developed, and
what impact they have on
perceptions of mental
illness.

Research Phase: Systematic Review
of Literature
Aim: to investigate if biogenetic causal
beliefs decrease mental illness stigma,
and identify areas for future research.
Method: Systematic review (N = 11
articles reporting on 25 studies
included.

Figure 1.1. Research phases, aims, and overall structure of the thesis.

Chapter 4
Paper 1: Do biogenetic
causal beliefs reduce
mental illness stigma in
people with mental
illness and in mental
health professionals? A
systematic review.
Aim: to examine if
endorsing biogenetic
causes decreases mental
illness stigma in people
with mental illness and
mental health
professionals.

Chapter 3
Methodology

Chapter 2
Literature Review

Chapter 1
Introduction
Aims, structure, and
contribution of the
thesis.

Chapter 8
Paper 5: “Why am I
like this?” Consumers
discuss their causal
beliefs and stigma.
Aim: to explore the
causal beliefs of
consumers and how
these beliefs impact
factors that influence
stigma and self-stigma.

Chapter 9
Paper 6: “It’s often
liberating”: consumers
discuss causal beliefs in
the treatment process.
Aim: to investigate
consumers’ views on
causes of mental illness
being addressed in
treatment, along with
their subjective
experiences of how
causes were managed in
their treatment.

Research Phase: Consumers
Aim: to investigate consumers' causal beliefs
and the impact that these beliefs have on
understanding their illness and the recovery
journey. Also, to explore consumers’ beliefs
around the public's causal beliefs and the
possible impacts of this on attitudes.
Method: Semi-structured interviews (N = 23).
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CHAPTER TWO: LITERATURE REVIEW

2.1 Chapter Introduction
This chapter summarises and critically reviews the literature on mental illness stigma
and causal beliefs, and in doing so highlights the need for the research presented in this
thesis. In particular, this chapter examines literature relevant to understanding the
relationship between causal beliefs and mental illness stigma in mental health professionals
and consumers. In addition, relevant theoretical frameworks are presented and clinical
implications regarding the role that causal beliefs play in treatment are explored. Finally, this
chapter presents a rationale for the current research along with the overall aims of this thesis.

2.2 Mental Health and Mental Illness
2.2.1 Terms and definitions.
There is ongoing debate around the terminology used with regards to mental health
and mental illness (Pilgrim, 2017). Various terms are seen in the literature and colloquially
within society, many of which are used interchangeably. Mental health has been defined as a
"state of well-being in which every individual realises his or her own potential, can cope with
the normal stresses of life, can work productively and fruitfully, and is able to make a
contribution to her or his community" (World Health Organization, 2013, p. 6). Wellbeing
refers to a broad state of health or sufficiency in all aspects of life including physical,
emotional, psychological, spiritual, social, and material and natural environments (Trewin,
2001). Mental health and wellbeing has also been defined as a combination of "feeling good
and functioning effectively" (Campion & Fitch, 2015, p. 5). Within this definition, feeling
good incorporates positive emotions such as happiness, contentment, interest, engagement,
confidence, and affection. Functioning effectively refers to the development of one’s life
through having a purpose, working towards valued goals and having positive relationships.
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While mental health has often been used in a positive manner to indicate a state of
psychological wellbeing, it has also been used to refer to an absence of mental illness, or in
conjunction with words such as problems or distress, to refer to mental illness in a less
stigmatising manner (Pilgrim, 2017). However, the absence of mental illness does not
guarantee health (Keyes, 2007), and as such, it seems important to consider mental health and
mental illness separately.
Mental illness or mental disorder are terms used to describe a range of diagnosable
disorders that have a significant impact on how a person feels, thinks, behaves, and interacts
with other people (National Mental Health Strategy, 2013). Some researchers and
organisations differentiate between mental illness and mental disorders. The UK based Joint
Commissioning Panel for Mental Health defines mental illness as common mental disorders
such as depression and anxiety, along with severe mental illness such as schizophrenia and
bipolar disorder. Mental disorder refers to the aforementioned common and severe mental
illnesses, with the addition of personality disorders and drug and alcohol dependency
(Campion & Fitch, 2015). The World Health Organisation (2014b) states that the term
mental illness is a less commonly-used term compared to mental disorders. These definitions
and terms are often used interchangeably, change with time, and different countries have
different preferences for terminology used. Mental illness is the term primarily used
throughout this thesis, as it is a common term used in Australia and is often used in
Australian government publications (e.g., National Mental Health Commission, 2014a;
National Mental Health Strategy, 2013). In addition, the term mental illness is used in this
thesis to include both mental illness and mental disorders. Mental health problems also
interfere with how a person thinks, feels, and behaves and refers to the idea that a person is
experiencing poor mental health but which does not reach the threshold to be diagnosed as a
mental illness (National Mental Health Strategy, 2013; World Health Organization, 2014b).
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A mental health consumer is an individual who has received or is receiving treatment
and/or support for a mental illness (Kaufmann, Freund, & Wilson, 1989). Various terms,
such as patient and client, are still widely used in the literature, mental health services,
government legislation, and the society in general (McLean, 1995; Torrey, 2011). This thesis
will predominately use the term consumer, as this term was developed and used by people
who use mental health services and advocacy groups to assist in the empowerment of those
with mental illness (Anthony, 1993; McLean, 1995). Although many endorse the term
consumers it is not without its critics. Some advocacy groups prefer the terms ex-patients or
survivors and feel that the term consumers implies a freedom of choice around treatment
when in reality treatment options are often limited (McLean, 1995). However, I felt the most
comfortable using the term consumer as it is frequently used in literature. The term is also
used in the public mental health setting I work in by consumer consultants. Additionally,
several people who participated in this research program were recruited from a key mental
health advocacy organisation in Canberra that uses the term consumers when referring to its
members. The term consumer can be used to refer to individuals who have received a
diagnosis and individuals who have not received a diagnosis but who self-identify as having a
mental illness. Self-identification as a consumer is particularly important when considering
mental illness stigma as the extent to which individuals identify with a stigmatised group can
influence their experience of stigma (Brown et al., 2007; Corrigan & Watson, 2002b). The
term people with mental illness will also be used throughout the thesis when making
reference to people who have a mental illness or multiple mental illnesses in a more general
context rather than specifically focusing on those who have accessed or are accessing
services.
As the definitions of mental health and illness differ across cultures and countries, it is
not surprising that there is no consensus on which professional groups fall under the term
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mental health professionals. Generally, the term mental health professional refers to a person
who offers services with the aim of improving the mental health of the individuals accessing
the service, and may include the following professions: doctors, nurses, psychiatrists,
psychologists, therapists (including occupational therapists), and social workers (ACT
Parliamentary Counsel, 2017). Mental health professionals may also conduct research in the
field of mental health. While a specific definition of mental health professionals is not
offered, the Parliament of Australia mention the following professional groups when
discussing access to mental health services: psychiatrists, psychologists, psychiatric nurses,
social workers, occupational therapists, Aboriginal mental health workers, and general
practitioners (Select Committee on Mental Health, 2006).
2.2.2 Prevalence and impact of mental illness in Australia.
The World Health Organisation (2018) reports that one in four people in the world are
affected by mental illness, with mental illness being among the leading causes of ill-health
and disability worldwide. There were four million Australians (15 years and older)
experiencing mental illness or mental health problems in 2014-15, representing almost 20%
of adults (Australian Bureau of Statistics, 2015). It is estimated that there are 65,000
Australians with severe and persistent mental illness resulting in psychosocial disability,
625,000 Australians with severe complex and chronic mental illness (e.g., schizophrenia,
bipolar, eating disorders, severe depression etc.), and three million Australians with mildmoderate mental illness (e.g., anxiety, depression etc.; National Mental Health Commission,
2014a). Additionally, 14% of children and adolescents in Australia aged between four and 17
are affected by clinically significant mental health problems (Sawyer et al., 2000). An
estimated 45% of Australians aged 16-85 experience some form of mental illness in their
lifetime (Australian Bureau of Statistics, 2008). Research also suggests that the mental health
needs of Aboriginal and Torres Strait Islander people are significantly greater compared to
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other Australians (National Mental Health Commission, 2014b). Nearly one-third of
Aboriginal and Torres Strait Islander people report high or very high levels of psychological
distress, a rate almost three times greater than other Australians (Australian Bureau of
Statistics, 2013). Aboriginal and Torres Strait Islander people also have more than double the
rate of death by suicide compared to other Australians (Australian Bureau of Statistics, 2014).
Mental illnesses are the third leading cause of disability in Australia accounting for
approximately 12% of the total burden of disease (Australian Institute of Health and Welfare,
2016). It is estimated that mental illness accounts for a loss of 327,000 years of healthy life
each year in Australia (Begg et al., 2007). People with mental illness or mental health
problems experience poorer outcomes across several domains such as physical health,
employment, housing, and involvement with the justice system (Angermeyer & Matschinger,
2005; Australian Bureau of Statistics, 2008; Link, Phelan, & Hatzenbuehler, 2017).
Additionally, the economic cost of mental illness and mental health problems in Australia is
enormous, with an estimated $40 billion each year in direct and indirect costs including loss
of productivity and job turnover (National Mental Health Commission, 2014a).
Unfortunately, more than half of Australians experiencing mental health problems or
mental illness will not access treatment (Australian Bureau of Statistics, 2008). For this
reason, one aspect of reducing the impact of mental illness in Australia is to ensure that
people with mental illness and mental health problems do access mental health services and
that these services provide effective treatment. The stigma associated with mental illness is a
significant barrier to accessing services and also impacts the efficiency of services provided
to people with mental illness (Corrigan et al., 2014). Indeed, there is a growing body of
evidence which suggests that stigma has a negative impact on health and contributes to health
disparities between those who are stigmatised and those who are not (Link et al., 2017), with
stigma vastly contributing to the mental illness burden of disease (Ritsher, Otilingam, &
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Grajales, 2003). The impact of mental illness is significantly compounded by the stigma
associated with it, with both the mental illness itself, and the associated stigma, dramatically
undermining the quality of life of people with mental illness (Corrigan et al., 2014). The
stigma associated with mental illness is one of the most crippling aspects of mental illness,
hindering treatment and exacerbating the social and psychological burden of the illness
(Casados, 2017). Therefore, understanding and reducing the stigma associated with mental
illness is important in reducing the impact of mental illness in Australia and worldwide.

2.3 Mental Illness Stigma
2.3.1 Stigma definition.
The term stigma is somewhat complex to define, as it has evolved over time into a
multifaceted concept (Corrigan et al., 2014). Historically, the word stigma comes from the
Greek word stigmata, which refers to a dirty mark or a mark of shame, and the concept of
stigma has continued to be discussed throughout the centuries (Major, Dovidio, Link, &
Calabrese, 2017; Stigma, n.d.). Sociologist Erving Goffman (1963) was prominent in the
investigation of stigma as a social phenomenon and defined stigma as an attribute that
distinguished a person or group of people as different and inferior to others. In response to
criticism about the vague stigma definition being used in research, Link and Phelan (2001)
provided a more detailed definition which included five components of stigma: 1) it is a label
for an out-group; 2) the label links individuals to undesirable characteristics and negative
stereotypes; 3) the labelled individuals are viewed as distinctly different from others to
accomplish some degree of separation of us from them; 4) the labelled individuals experience
a loss of status and discrimination; and 5) for stigmatisation to occur, social, economic, and
political power must be exercised. Link, Yang, Phelan, and Collins (2004) later point out that
in their conceptualisation of stigma they under-represent the importance that emotional
responses play in prejudice and discrimination. Haslam and Kvaale (2015) provide a
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definition of mental illness stigma which focuses less on the process of stigma and more on
the outcome. They state that stigma includes the tendency to blame people with mental
illness for their issues, to perceive people with mental illness as dangerous and unpredictable,
and to view them as unlikely to recover. It is important to note that while dangerousness is a
common stereotype, empirical evidence does not support the notion that people with mental
illness are more dangerous than those without (Stout, Villegas, & Jennings, 2004). To
summarise, mental illness stigma is a combination of prejudice (i.e., the endorsement of
stereotypical beliefs about a group) and discrimination (acting against the group based on
prejudice), which results in many negative consequences such as increased blame and
perceptions of dangerousness (Corrigan, 2016b). Furthermore, the discrimination exhibited
is often embedded in social structures which result in provider and system-level barriers
including financial constraints and workforce limitations (Corrigan et al., 2014), a result of
the power imbalance highlighted by Link and Phelan.
The terms stigma and prejudice are similar and are often used interchangeably in the
mental illness literature. Corrigan and Penn (1999) even define stigma as being another term
for prejudice and negative stereotypes. Prejudice and negative stereotypes are also
considered to be social biases which influence social perception. Social perception refers to a
process by which an individual uses information available to form impressions of, and make
inferences about other people. Social perception is a broad concept which focuses on how
people think about and make sense of other people (Zebrowitz, 1990). The term perceptions
is adopted in this thesis to refer broadly to impressions formed about mental illness and
people with mental illness, and related aspects such as prognosis, treatment, and recovery. It
is seen as including, but being broader than, stigma. The term public stigma refers to the
prejudice and discrimination endorsed by the general public towards people with mental
illness (Corrigan, Morris, Michaels, Rafacz, & Rüsch, 2012). However, the terms mental
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illness stigma and stigma are commonly used in the literature when referring to public
stigma, as the vast majority of research thus far has focused on public stigma. As this thesis
also investigates stigma held by mental health professionals and consumers, efforts will be
made to ensure that it is clear which form of stigma is being discussed.
To gain a complete understanding of mental illness stigma there are several aspects
that should be considered, such as the process and constructs of stigma, the context in which
it occurs, and the impact it has on stigmatised people (Gee, Khalaf, & McGarty, 2007). This
thesis contributes to all three of these areas of understanding by: examining the process and
constructs of stigma (i.e., exploring the relationships between contact, causal beliefs, and
stigma); investigating the contexts in which it occurs (i.e., in treatment and recovery); and
examining the impact it has on stigmatised people (i.e., consumers).
2.3.2 Prevalence and impact of mental illness stigma.
People with mental illness are often seen in a variety of unfavourable ways (Mehta &
Farina, 1997). For example, research has found that there is a commonly expressed opinion
that people with mental illnesses are hard to talk to, are to blame for their mental illness, are
unpredictable and dangerous, and are incompetent at achieving life goals such as living
independently and having a good career (Angermeyer & Dietrich, 2006; Crisp, Gelder, Rix,
Meltzer, & Rowlands, 2000; Rüsch, Angermeyer, & Corrigan, 2005). A landmark study by
Nunnally (1961), was one of the first to investigate the public's attitudes towards people with
mental illness and collected data over a six-year period which explored several aspects
associated with mental health. Nunnally concluded that the public had largely negative
attitudes towards mental illness believing that people with mental illness were worthless,
dirty, dangerous, cold, unpredictable and insincere, and that people with mental illness were
generally feared, not trusted, and disliked.
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Schomerus et al. (2012) conducted a systematic review and meta-analysis to examine
the evolution of the public's attitudes towards mental illness since the 1990s, which included
33 reports on 16 studies conducted in the United States, the United Kingdom, Australia,
Austria, Netherlands, Poland, New Zealand and Germany. When included studies shared the
same focus (i.e., type of mental illness) and similar methodologies, a meta-analysis was
conducted with the systematic review component used to complement the meta-analysis.
Schomerus et al. (2012) concluded that the public's attitudes towards people with mental
illness did not significantly improve over the 20 year period being investigated. More
specifically, meta-regression analysis found a significant increase in desired social distance
from people with schizophrenia over the time period and no significant change in desired
social distance from people with depression. Another meta-regression analysis found
statistically non-significant results with regards to perceptions of dangerousness and blame
placed on individuals for the development of their mental illness. However, there were
limited studies available with similar methodologies for the blame and dangerousness metaanalysis, which may have impacted the analysis. Through systematic review, Schomerus and
colleagues (2012) concluded that there may be a trend towards reduced blame but perceptions
of dangerousness were still prevalent and had not changed.
Angermeyer, Matschinger, and Schomerus (2013) compared results from two large
population surveys conducted in Germany in 1990 and 2011, to examine changes in the
public’s conceptualisation of mental illness over the 20-year period. One element of their
study focused on attitudes towards people with mental illness (schizophrenia, depression, and
alcohol dependence) and they explored changes in emotional reactions and desire for social
distance between the two surveys. They concluded that the attitudes towards people with
schizophrenia had worsened with an increase in reported fear, an increase in feeling more
uncomfortable and insecure when in the company of people with schizophrenia, and a
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stronger desire for social distance. There were no changes or inconsistent changes found in
emotional reactions and desire for social distance from people with depression and alcohol
dependence. Mirnezami, Jacobsson, and Edin-Liljegren (2015) compared changes in
perceptions towards people with mental illness between 1976 and 2014 in Sweden, through
comparing results from a postal survey which was sent to a random sample in 1976, 2003,
and again in 2014. In line with Schomerus and colleagues (2012), Mirnezami and colleagues
also concluded that perceptions had not improved or changed substantially over time. They
found that in 2014 almost a quarter of the population still thought that people with mental
illness were more likely to commit violent crimes, which was similar to results in 1976.
Overall, research indicates that the general public still holds stigmatising views about people
with mental illness, and these views appear more negative with respect to more serious
mental illnesses like schizophrenia. Stigma towards people with mental illness by the general
public has persisted throughout history despite changes in knowledge, theories, concepts and
explanations of mental illness (Pescosolido, 2013; Stuart, 2008). It is therefore important to
understand factors which contribute to the development and maintenance of stigma. One
such factor is the belief held about the causes of mental illness.
2.3.3 Stigma and causal beliefs.
The relationship between causal beliefs and stigma has gained increasing attention
over the past three decades (Stolzenburg, Freitag, Schmidt, & Schomerus, 2018). Causal
beliefs refer to factors that an individual understands as causing or contributing to the
development of mental illness. It is important to note that this thesis focuses on beliefs about
the causes of mental illness, and as such does not aim to review the research on factors that
cause mental illness. However, it is generally accepted that mental illness, particularly more
serious mental illnesses such as schizophrenia, are caused, at least to some extent, by
biogenetic factors (Corrigan et al., 2014). For instance, the fifth edition of the Diagnostic and
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Statistical Manual of Mental Disorders (DSM) changed the format of chapters from previous
editions to integrate and include “recent research in neuroscience and emerging genetic
linkages between diagnostic groups… This new structure should improve clinicians’ ability
to identify diagnoses in a disorder spectrum based on common neurocircuitry, genetic
vulnerability, and environmental exposures” (American Psychiatric Association, 2013, p.
xlii). For each diagnosis, the DSM-5 provides a list of risk and prognostic factors, and at
times may provide an approximate percentage for heritability contribution to the development
of the mental illness. However, the causes of mental illness vary significantly between each
illness and, at an individual level, there is no way of definitively identifying the cause of
mental illness, as each presentation, and each individual, is unique.
The definitions regarding the types or categories of causal beliefs vary within the
literature. Some have conceptualised causal beliefs as dichotomous and discrete, stating that
there are biological causes and psychological causes (e.g., Lam et al., 2005). Others have
proposed that causal beliefs are on a continuum ranging from biogenetic to non-biogenetic
(e.g., Ahn, Proctor, & Flanagan, 2009). Alternatively, in line with the biopsychosocial
model, others have identified that causal beliefs may instead relate to biological,
psychological, and social causes (Borrell-Carrió, Suchman, & Epstein, 2004). In this thesis,
causal beliefs will be considered as broadly falling into three categories based on definitions
provided by Ahn and colleagues (2009). Biogenetic causal beliefs refer to factors such as
genetic or psycho-physiological factors that contribute to mental illness such as genetic
predisposition, hereditary, chemical imbalances, hormone imbalances, brain structures, and
brain abnormalities. Psychological causal beliefs refer to thoughts, emotions, behaviours, or
identity-related factors including stress, anxiety, or temperament. Environmental causes
include current or past environmental factors such as early childhood experiences, trauma,
and substance use. Several theories have been developed and applied to understanding the
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relationship between causal beliefs and mental illness stigma, often with the intention of
informing methods of stigma reduction.
2.3.3.1 Theories regarding causal beliefs and mental illness stigma.
2.3.3.1.1 Attribution theory. Attribution theory is a social psychological theory that
has frequently been applied to understanding mental illness stigma. Heider (1958) believed
that people are naïve scientists who seek to understand the world around them and
interpersonal events by attributing causes to them. Weiner (1972) expanded on Heider’s
notion of attributions and developed what is now known as attribution theory, which was
originally applied to achievement situations involving success or failure. Attribution theory
(Weiner, Perry, & Magnusson, 1988) argues that the perceived causality of an event (e.g.,
mental illness), gives rise to different affective responses (e.g., pity or anger), perceptions of
future expectations (e.g., likelihood of recovery), and a variety of behavioural responses (e.g.,
helping or avoidance). Causality can vary along different dimensions, with three underlying
causal properties identified which are locus, stability, and controllability (Weiner, 2000).
Locus refers to the location of the cause of an event, whether it is internal or external to the
individual. For example, environmental factors that contribute to mental illness, such as
trauma, may be perceived as an external cause, whereas biogenetic factors like chemical
imbalances may be viewed as an internal cause. An attribution of stability suggests that the
cause and its outcome are stable and unlikely to change over time, whereas attributions of
instability mean that the causes may change over time. Attributions of stability relate to the
perceived changeability of mental illness and beliefs surrounding the responsiveness to
treatment. With respect to mental illness, genetic causes may be viewed as stable as they are
unlikely to change significantly over time and therefore may be viewed as less responsive to
treatment; whereas stress may be viewed as an instable cause as it changes and fluctuates
throughout life and therefore would likely be perceived as something which could be
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influenced and changed with treatment. Controllability refers to whether an outcome or
behaviour is perceived to be within the individual’s control. Thus, for mental illness,
controllability refers to the perception that mental illness is caused by something within the
control of the individual (e.g., drug use) or caused by something beyond their control (e.g.,
genetics; Corrigan et al., 2000).
While attribution theory includes locus, stability, and controllability, the majority of
literature applying attribution theory to mental illness, including research from Weiner
himself, tends to focus primarily on the stability and controllability dimensions (e.g.,
Corrigan et al., 2000; Weiner et al., 1988). The attribution of controllability tends to lead to
inferences about responsibility and blame, while attributions of stability are related to
perceived reversibility and prognosis of the illness. Attribution theory distinguishes between
two types of responsibility: onset responsibility refers to the responsibility for developing
mental illness in the first instance, while offset responsibility refers to the responsibility for
recovery (Corrigan & Watson, 2004). Perception of responsibility leads to emotional
reactions such as anger or pity which in turn lead to helping or punishing behaviours
(Corrigan, Markowitz, Watson, Rowan, & Kubiak, 2003). Weiner and colleagues (1988)
found evidence that mental health problems (e.g., child abuse, post-traumatic stress disorder,
and drug abuse) that were perceived as onset-controllable (i.e., the individual has control of
the onset of the illness) elicited less pity and more anger. Further to this, Corrigan and
colleagues (2000) found that mental illness tended to be rated higher in terms of
controllability compared to physical illnesses, with correspondingly higher negative emotions
such as blame.
Following the logic of attribution theory, causal beliefs would be expected to
influence affective responses and behaviours towards people with mental illness and thus
may explain the stigma associated with mental illness (Corrigan et al., 2000). For instance,
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endorsement of biogenetic causal beliefs is likely to be associated with attributions of low
controllability (the cause of the illness is beyond the control of the person with mental illness)
and high stability (the cause is unlikely to change over time and tends to be stable). It has
been argued that causal beliefs, such as biogenetic beliefs, which promote attributions of low
controllability, are associated with more positive affective responses such as pity, empathy,
and less blame (Angermeyer, Holzinger, Carta, & Schomerus, 2011). This, in turn, should
reduce stigma and discrimination. On the other hand, if an individual is thought to have
caused their mental illness (high controllability), this would result in them being blamed for
their illness, and lead to an increased desire to avoid the individual (Corrigan et al., 2000).
Corrigan and colleagues’ (2000), extended Weiner and colleagues’ (1988) original
application of attribution theory to mental illness, by exploring causal attributions with
respect to a wider range of mental illnesses. Corrigan and colleagues’ (2000) study included
152 participants who rated their agreement with different causal attributions for cocaine
addiction, depression, psychosis, and mental retardation, along with two physical illnesses
(cancer and AIDS). The results indicated that there was a clear distinction between
attributions of controllability and stability. They also found that controllability was
associated with avoidability and blame, and concluded that this was in line with, and
supported the applicability of attribution theory to mental illness stigma.
In a further study, Corrigan and colleagues (2003), investigated the attributions for the
causes of mental illness made by 518 community college students. Participants were given a
vignette describing a man called Harry with schizophrenia. Three vignettes were used which
varied in information regarding controllability. The first stated that Harry’s mental illness
was a result of a severe head injury he acquired during a car accident (cause not under his
control), the second stated that Harry’s mental illness was caused by years of illegal drug use
(cause under his control), and the third did not provide information on the causes.
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Attributions of controllability and responsibility were measured along with variables such as
familiarity with mental illness, dangerousness, emotional responses (e.g., pity, anger, and
fear) and helping or rejecting responses. In line with attribution theory, it was found causal
attributions affected perceptions of responsibility which led to emotional responses which in
turn led to rejecting responses such as avoidance. When the onset of mental illness was
perceived to be within an individual’s control participants were more likely to avoid and
withhold help. More recently, Muñoz, Guillén, Pérez-Santos, and Corrigan (2015) used a
similar design and the same measures as Corrigan et al. (2003), however Muñoz et al. use a
single neutral vignette. The study examined how attributions of personal responsibility for
the development of mental illness affected pity and anger, and in turn, helping or avoiding
behaviour. A sample of 439 people from the general population in Madrid participated in the
study. Muñoz and colleagues found that perceptions of low personal responsibility for the
onset and maintenance of mental illness were associated with less pity and increased helping
behaviour. Perceptions of high responsibility were associated with emotions of anger and
indirectly associated with advocacy of coercive and segregational behaviour towards people
with mental illness.
2.3.3.1.2 Genetic essentialism. Read and Harré (2001) have argued that if mental
illnesses are thought to be caused by biogenetic factors, perceptions of biological aberrations
would increase which may be associated with more negative responses to people with mental
illness because they are rendered as different and separate to those without. This perceived
differentness is related to intergroup differentiation, namely in-group and out-group biases.
An in-group refers to the group which an individual identifies with, and members of the ingroup tend to view as heterogeneous with positive qualities. An out-group refers to
individuals who do not belong in the in-group, and out-group members are viewed as being
homogeneous and as having more negative traits (Ashcraft & Treadwell, 2008). With
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regards to mental illness, the general public (who do not have a mental illness) would
consider themselves as members of the in-group, while those with mental illness would be
perceived as members of the out-group. The idea of perceiving people with a mental illness
as separate or different as a result of biogenetic differences is related to essentialist thinking
(Haslam & Ernst, 2002).
Essentialism is the belief that certain categories or groups have an underlying true
nature or essence that cannot be observed directly, but that contributes significantly to their
identity and is responsible for similarities within the group (Gelman, 2005). Genetic
essentialist beliefs have been explored in relation to the stigma associated with mental illness.
Genetic essentialist beliefs are cognitive biases that are associated with essentialist thinking
and are elicited when people encounter an explanation or argument around genes being
relevant for a behaviour, condition, or social group (Dar-Nimrod & Heine, 2011). More
simply, genetic essentialism refers to the idea that genes are an unchangeable basis of a
person’s identity (Rüsch, Todd, Bodenhausen, & Corrigan, 2010). When people endorse
biogenetic attributions for membership of a group (e.g., a person with mental illness) they are
likely to perceive the traits or characteristics of group members as immutable or fixed, and as
natural, which can lead to the impression that someone is inherently good or bad. Likewise,
these groups are more likely to be viewed as homogeneous, discrete and distinct from other
groups (Haslam, 2011), which would encourage the view of all people with mental illness
belonging to an out-group. Viewing people with mental illness as a homogeneous group and
through this us and them lens mirrors the third component of stigma that Link and Phelan
(2001) proposed, in which individuals are viewed as distinctly different. This view likely
contributes to stigma and discrimination.
There is evidence that endorsing essentialist beliefs about group differences is related
to increased prejudice towards minority groups, for example, those based on gender, race or
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sexuality (e.g., Haslam, Rothschild, & Ernst, 2002). With regards to mental illness, it would
be expected that people who endorse biogenetic causal beliefs (i.e., hold essentialist beliefs),
would believe that genes reveal the true nature of a person and as such people with mental
illness would be viewed as having “bad genes” (Schnittker, 2008, p. 1372). The endorsement
of biogenetic causal beliefs would result in mental illness being associated with no
improvement in stigma, greater perceived dangerousness, and less optimism regarding
treatment because the causes are seen as fixed and unchangeable (Haslam, 2011; Schnittker,
2008).
Haslam and Ernst (2002) conducted a study with 58 university students to examine if
mental illness was viewed as being caused by underlying essences and if this influenced
inferences about mental illness. Participants were given information to read which claimed
that there was new scientific evidence showing that particular mental illnesses were
biogenetically based, homogeneous, more immutable than previously thought, and were then
asked to indicate how this information altered their beliefs about the nature of mental illness.
Haslam and Ernest (2002) found that people tend to hold essentialist beliefs about mental
illness and that these beliefs help guide perceptions about mental illness. For instance, they
found that when participants were informed that mental illness was difficult to cure (i.e.,
immutable) they inferred that mental illness was caused by biogenetic factors (i.e., natural),
that people with this mental illness were homogeneous and had a wide range of similarities,
which Haslam and Ernest point out are elements of essentialist thinking. More recently,
Howell, Weikum, and Dyck (2011) conducted three cross-sectional studies with a total of 568
university studies. Participants were asked to complete measures of essentialism along with
several stigma measures. They found that individual differences in essentialist thinking were
directly correlated with stigma; more specifically, that participants who endorsed essentialist
beliefs showed more stigmatising perceptions towards people with a mental illness.
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2.3.3.1.3 The mixed-blessings model. While attribution theory and genetic
essentialism have been both used to explain the stigma associated with mental illness, they
predict different outcomes. Attribution theory argues that causes which are beyond the
control of an individual, such as biogenetic factors, will increase emotions such as pity and
empathy and decrease blame; this, in turn, will reduce stigma. On the other hand, a genetic
essentialist perspective would predict that endorsement of biogenetic causes would result in
the individual being viewed as having “bad genes” which are stable and are a fundamental
element of their identity. This would be associated with no improvement in stigma, and
increased prognostic pessimism (i.e., less optimism regarding recovery). In response to these
contradictory predicted outcomes regarding the influence of biogenetic causal beliefs on
stigma, Haslam and Kvaale (2015) proposed the mixed-blessings model which attempts to
provide a synthesis between attribution theory and genetic essentialism.
The mixed-blessings model was developed in response to conclusions drawn from
carrying out two extensive meta-analyses investigating the impact that endorsing biogenetic
causal beliefs has on mental illness stigma (Kvaale, Gottdiener, et al., 2013; Kvaale, Haslam,
et al., 2013). The mixed-blessings model focuses on biogenetic causes and predicts that
biogenetic explanations have both positive and negative effects on stigma because
endorsement of biogenetic beliefs produces two distinct ways of thinking about people with
mental illness. These are attributions of uncontrollability and psychological essentialism.
More specifically, it is proposed that when an individual holds biogenetic causal beliefs it
leads to an attribution of uncontrollability (i.e., people do not have control over developing
mental illness) which reduces blame, while simultaneously encouraging psychological
essentialism which increases perceived dangerousness, desire for social distance, and
prognostic pessimism. A strength of the mixed-blessings model is that it combines elements
of both attribution theory and genetic essentialism to explain the seemingly contradictory
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findings of the previous research on the topic. Although, the mixed-blessings model does not
consider the role that other causal beliefs (i.e., psychological and environmental) play in the
perceptions of, and stigma towards, mental illness.
2.3.4 Stigma reduction.
As highlighted above, it has been repeatedly acknowledged that mental illness stigma
is prevalent and detrimental. Not surprisingly, reducing the negative consequences of stigma
for people with mental illness has become a major priority across the world with numerous
countries attempting to reduce stigma through nationwide campaigns (Corrigan, 2016a).
Different strategies have been developed for combating stigma falling into three broad
categories. Protest strategies make moral appeals to restrain and suppress stigmatising
perceptions and behaviour. This is often done by highlighting and identifying highly
stigmatising portrayals of mental illness which occur in the media. Political activism is
another form of protest, which aims to encourage improvement of services and changes to
laws and regulations to reduce the discrimination against people with mental illness by
increasing attention to struggles that consumer endure. Contact refers to the strategy of
increasing the visibility of mental illness among particular audiences and bringing out-group
members in contact with people with mental illness to showcase that people with mental
illness often do not match the stereotypes associated with mental illness. Education is aimed
at increasing the knowledge in the general public about mental illness, its treatment and
recovery (Arboleda-Flórez, 2008; Corrigan et al., 2012).
While protest has its merits, the general public is less readily aware of these activities,
with the majority of anti-stigma initiatives targeted to the general public usually using a
combination of contact and education strategies. This research program will focus on contact
and causal beliefs (as causal beliefs relate to education) as stigma reduction strategies, and
these strategies will be reviewed below.
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2.3.4.1 Contact hypothesis.
The contact hypothesis was first proposed by Allport (1954) as a means to reduce
racial prejudice and posits that interpersonal contact and interactions with out-group members
(e.g., people with mental illness) can reduce stereotypes. Research has since shown
significant support for the contact hypothesis, and it is generally accepted that contact reduces
prejudicial perceptions and behaviour towards people with mental illness (Corrigan et al.,
2012; Pettigrew & Tropp, 2006; Reinke, Corrigan, Leonhard, Lundin, & Kubiak, 2004). It
has been proposed that greater quantity or amount of contact with out-group members would
result in more positive perceptions (Amir, 1969), with some research supporting this notion.
For instance, Alexander and Link (2003) found that as the total quantity of contact with
persons with a mental illness increased, perceived dangerousness and desired social distance
also decreased. At the same time, the type or quality of contact also appears to be important.
According to Allport (1954) and Allport and Kramer (1946), the nature of the contact or
conditions of contact are important, more specifically, equal status between groups,
cooperation to achieve common goals, and support from the authorities are vital aspects of
contact which aid in reducing prejudice. Other important conditions for successful contact
have since been identified, including the perceived pleasantness and intimacy of the contact,
and whether the contact is voluntary (Islam & Hewstone, 1993). In the context of mental
illness, contact can take a range of forms including; live messages from, or interactions with,
persons with a mental illness; personally knowing someone with a mental illness; working in
a mental healthcare setting; and participating in studies or programs which facilitate contact
with a person with a mental illness (Casados, 2017).
Pettigrew and Tropp (2006) conducted a comprehensive meta-analysis on the contact
hypothesis which included 713 independent samples from 515 studies and found that
intergroup contact reduced prejudice across a variety of out-groups. Of the studies included
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94% indicated that contact had a positive effect on negative perceptions. More specific to
mental illness stigma, Corrigan et al. (2012) conducted a meta-analysis including 72 articles,
which explored the effectiveness of different anti-stigma programs aimed at reducing stigma
towards mental illness in the general public. They concluded that contact was significantly
more effective at improving perceptions of, and behavioural intentions towards, people with
mental illness than other stigma reduction methods (e.g., education).
Contact has been shown to be effective but it is sometimes difficult to bring about the
conditions for effective contact, and relying on contact alone seems unlikely to result in the
elimination of mental illness stigma and its associated negative consequences (Casados,
2017). A recent world survey with 596,712 respondents from 229 different countries found
that a high proportion of people (up to 57%) report having daily contact with people with
mental illness (Seeman, Tang, Brown, & Ing, 2016). However, contact often occurs when an
individual is functioning well and as mental illness is a hidden condition it is not obvious who
has a mental illness, as such, contact is not always effective at disconfirming stereotypes of
mental illness. Therefore, it is useful to consider other factors, like causal beliefs, that may
be more readily addressed.
2.3.4.2 Promoting biogenetic causes.
As mentioned above (in section 2.3.4), education is one form of stigma reduction
which is generally considered to be effective in reducing mental illness stigma in the general
public (Corrigan et al., 2012). However, deciding on what information to include in antistigma campaigns can be challenging and has been a topic of debate. A popular approach has
been to focus on promoting and providing information on the causes of mental illness. In
particular, biogenetic causal explanations for mental illness have often been promoted and
focused on, while ignoring other causal explanations (i.e., psychological and environmental
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causes), as it is thought that biogenetic causes will assist in reducing blame and stigma
towards those with mental illness (Walker & Read, 2002).
It was originally thought that attributing mental illness to biogenetic causes would
result in mental illness being viewed as similar to other physical illness, or as an illness like
any other illness, which should then lead to decreased blame and stigma associated with
mental illness (Lam et al., 2005; Read, 2007; Read & Harré, 2001). The promotion of
biogenetic causes is sometimes referred to as the medical model of mental illness, in which
the endorsement of biogenetic causes is thought to not only decrease blame but also increase
the perception that mental illness is a treatable illness, thus increasing help-seeking (Corrigan,
2016a; Read, 2007). Various attempts to address stigma have been based on the belief that
the best way to change negative perceptions is to adopt a dominant biogenetic explanation
(Read & Law, 1999). For instance, Australia’s National Mental Health Strategy (2013)
published a fact sheet which states that mental illnesses “are illnesses just like any other, such
as heart disease, diabetes, and asthma” (p. 4). The National Alliance on Mental Illness
(NAMI) Campaign to End Discrimination aimed to increase understanding in the general
public of neurobiological factors of mental illness (Pescosolido et al., 2010). For instance,
the NAMI (2013) disseminated a fact sheet on schizophrenia focusing on biogenetic factors
stating: “Research has linked schizophrenia to changes in brain chemistry and structure, and
some of these changes may be present very early in life. Like diabetes, schizophrenia is a
complex, long-term medical illness affecting different people in different ways” (p. 2). The
NAMI is a non-profit organisation in the United States who have played a large role in
advocating for mental illness, including being active in lobbying for changes in legislation to
reduce discrimination of people with mental illness accessing services. In a media release, in
response to an amendment to a bill, the NAMI President Annie Saylor was quoted saying
“An important first step has been achieved toward ending discrimination against people with
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brain disorders called mental illnesses” (The Schizophrenia Homepage, 1996). These
examples show that efforts have been made to promote biogenetic causes in order to
encourage mental illness to be viewed as an illness like any other illness and thus reduce
negative outcomes such as stigma.
The use of biogenetic causal explanations to reduce stigma was solidified by the
decade of the brain (Lam & Salkovskis, 2007), when several agencies came together with the
goal of increasing public awareness of the benefits resulting from brain research (Jones &
Mendell, 1999). This generated more research on biogenetic causes of mental illness as well
as influencing the cultural focus and awareness of biogenetic causes (Phelan, 2002). In
addition, the media has played a role in pushing for the acceptance of biogenetic causes (Leo
& Lacasse, 2008). It has been argued that pharmaceutical companies are endorsing and
pushing for mental illnesses (such as depression) to be viewed as biological disorders, as
presumably people would be more likely to seek a biological solution, such as an
antidepressant (Goldstein & Rosselli, 2003). While not specifically intended as anti-stigma
campaigns, commercial advertising for pharmaceutical companies in the United States has
provided information on psychiatric symptoms, biogenetic causes such as brain-based
aetiologies, and psychopharmacological treatments (Pescosolido et al., 2010). For example,
in 2000 over $92 million was spent on advertising Paxil (an antidepressant) directly to
consumers in the United States, which was the fourth highest amount spent on any drug
advertised directly to consumers and used more resources than were used for all other mental
illness education campaigns combined (Pescosolido et al., 2010; Rosenthal, Berndt,
Donohuem, Frank, & Epstein, 2002).
While including biogenetic causes in anti-stigma approaches was generally wellintentioned, there appears to have been some unintended negative consequences (Corrigan,
2016a). Questions around the effectiveness of promoting biogenetic beliefs to the general
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public to reduce mental illness stigma have been raised, which will be explored in more detail
in the remainder of this chapter and subsequently throughout the thesis. In a recent world
survey, Seeman et al. (2016) found that 45% to 51% of participants from developed countries
(e.g., Australia, USA, Canada, United Kingdom) believed that mental illness was similar to
physical illness. In addition, as a result of the increased focus on, and promotion of,
biogenetic causes the endorsement of biogenetic causal beliefs among the general public has
significantly increased in recent years (Lam & Salkovskis, 2007; Pescosolido et al., 2010).
For example, Schomerus et al. (2012) reviewed studies which had been conducted in the
United States, Europe, and Australia with time trend analysis methodologies and found that
endorsement of genetic inheritance and brain disease as causes of schizophrenia and
depression increased dramatically between 1990 and 2006.
2.3.4.3 Biogenetic causal beliefs and mental illness stigma in the general public.
Questioning the effectiveness of the mental illness is an illness like any other
approach led to increased research interest in, and testing of, the relationship between
biogenetic causal beliefs and stigma. The relationship between biogenetic causal beliefs and
stigma towards mental illness in the general public has received considerable attention with
several review articles published on the topic. A systematic review by Read and colleagues
(2006) examined the mental illness is an illness like any other approach in relation to the
stigma associated with schizophrenia. The article does not directly present information on
how many studies were included in the review or provide detailed information on the
inclusion and exclusion criteria. A narrative approach was taken to review the literature
associated with three central questions: 1) has the public’s endorsement of biogenetic causes
increased, 2) are biogenetic causal beliefs associated with less negative attitudes, and 3) is
labelling behaviour as schizophrenia or a mental illness associated with less negative
attitudes. Of the 56 articles included, 37 explored the types of causal beliefs the public
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endorse and 21 looked at the relationship between causal beliefs and attitudes. It was found
that biogenetic causal beliefs held by the public were positively related to prejudice,
perceptions of dangerousness and unpredictability, fear, and a desire for social distance from
people with schizophrenia. Read and colleagues cautioned against anti-stigma programs
using the mental illness is an illness like any other approach because they state that this will
likely increase prejudice, fear, and desire for social distance. Instead, they recommend that
anti-stigma programs include contact with people with mental illness and a range of causal
explanations.
Jorm and Oh (2009) conducted a systematic review including 16 articles focusing on
the impact of biogenetic causal beliefs on social distance from people with a mental illness in
the general public, with the rationale that social distance is the most commonly measured
component of stigma. They found that endorsement of genetic causes and biochemical
imbalances as causes were not associated with social distance, but endorsement of brain
disease as a cause of mental illness was associated with increased social distance. This
finding suggests that not all biogenetic causal beliefs have the same impact on perceptions of
mental illness. Angermeyer and colleagues (2011) conducted a systematic review of 33
representative population-based studies that focused on the relationship between causal
beliefs about mental illness and perceptions towards people with mental illness. They found
that biogenetic causal beliefs were not associated with more tolerant perceptions with regards
to mental illness in general, and tended to be associated with more negative perceptions with
respect to schizophrenia. Angermeyer and colleagues (2011) in agreement with Read and
colleagues (2006), stated that promoting biogenetic causal beliefs was an inappropriate
method of reducing discrimination towards people with mental illness.
More recently, Kvaale, Gottdiener, et al. (2013) conducted a meta-analysis of 25
correlational studies which explored the relationship between biogenetic causal beliefs and
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mental illness stigma in the general public. They found that when the public endorsed
biogenetic causal beliefs they tended to blame people with mental illness less, but they also
perceived them as more dangerous and desired more social distance from them. The same
researchers (Kvaale, Gottdiener, et al., 2013) conducted a second meta-analysis on the same
topic focussing on 28 experimental studies, and found that biogenetic beliefs reduced blame
with respect to mental illness, but increased prognostic pessimism, increased perceived
dangerousness, and did not typically affect social distance. Overall, these five review articles
indicate that promotion of biogenetic causal beliefs to the general public in order to reduce
mental illness stigma is not as effective as once hoped.
Consistent with attribution theory, these reviews tend to show that biogenetic causal
beliefs were associated with reduced blame towards people with mental illness (Kvaale,
Gottdiener, et al., 2013; Kvaale, Haslam, et al., 2013). However, the combined results of
these five reviews do not show the anticipated decrease in stigma which would be expected
according to attribution theory. On the contrary, the results show that biogenetic beliefs were
either associated with no decrease in stigma, or with an increase in stigma, a finding more
consistent with the genetic essentialist framework and inconsistent with attribution theory.
For this reason, the mixed-blessings model suggested by Haslam and Kvaale (2015) appears
more consistent with the research findings, in that biogenetic causal beliefs may contribute to
reduced blame, but may also increase other aspects of stigma such as perceived
dangerousness and prognostic pessimism. Thus, a growing body of evidence indicates that
reduction of mental illness stigma is not as simple as promoting the endorsement of
biogenetic causal beliefs. At the same time, this research does show that beliefs about the
causes of mental illness do influence perceptions towards mental illness in the general public.
Hence, further investigation of the impact that causal beliefs, other than biogenetic beliefs,
have on mental illness stigma and related factors (e.g., helping behaviour) is warranted.
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2.3.4.4 Other causal beliefs and mental illness stigma in the general public.
While it is generally accepted that the causes of mental illness are multifaceted, the
focus on the role that causal beliefs play in perceptions towards mental illness has largely
focused on biogenetic causal beliefs. In principle, attribution theory could be applied to
causal beliefs in general, (i.e., any type of causal belief), and predicted outcomes regarding
stigma would depend on how causal beliefs were perceived with regards to controllability
and stability. For instance, attribution theory would predict that if the development of mental
illness was attributed to environmental factors which were within an individual’s control, for
example, drug use, then blame and mental illness stigma would increase. If essentialism is
considered in its simplest sense rather than focusing on genetic essentialism, that is, that
certain categories have an underlying reality or nature which differentiates them from those
not in the category, it could also be applied to other causal beliefs. Specifically, causal
beliefs that elicited the perception that individuals with mental illness are fundamentally
different to those without mental illness may increase stigma, for example, personality and
temperament may increase the perceived differentness of people with mental illness and
contribute to an increase in stigma. However, there has been limited research on
psychological and environmental causal beliefs, and their impacts, and therefore, it is unclear
exactly how attribution theory and essentialistic thinking may be applied to understanding the
impact of these causal beliefs. Moreover, it is unclear how to interpret the application of
these frameworks if multiple causal beliefs are held at the same time.
While the rate of endorsement of biogenetic causal beliefs appears to have increased,
the public still has a somewhat balanced view and also endorse psychological and
environmental causal factors regarding mental illness (Schomerus et al., 2012). Schomerus,
Matschinger, and Angermeyer (2006) conducted a representative survey including 5024
members of the general public in Germany. Among other questions, participants were asked
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to rate the most and second most important cause of mental illness. Participants tended to
rate either two biogenetic causes or two psychological/environmental causes, suggesting that
the public tend to endorse predominantly biogenetic or psychological/environmental causes
rather than a mix of both.
A study conducted by Lam, Salkovskis, and Warwick (2005) investigated the impact
of different causal explanations on perceptions towards mental illness. There were three
different experimental groups: biological, psychological, and control. In the biological group
participants were told that “research suggests that these biologically based disorders may be
the result of genetic factors”. The psychological group was told, “research suggests that these
psychological based problems may be the result of environmental risk factors” (p. 456).
Overall, Lam et al. found that the psychological group reported less negative impressions
about mental illness. Participants in the biological group were significantly more likely to
perceive the mental illness as being less curable when compared to the psychological group
and the control group. Participants in the biological group also viewed clients with mental
illness as having a significantly higher risk of harming themselves when compared to the
other two experimental groups.
Goldstein and Rosselli (2003) conducted a survey study with 66 university students to
explore causal beliefs about depression and the relationship causal beliefs have with
empowerment, treatment preferences, and stigma. Participants were asked to rate the extent
to which a given factor was a cause of depression, with a factor analysis placing causes into
three distinct factors (i.e., biogenetic, psychological, and environmental). Biogenetic causes
were endorsed most strongly, followed by environmental factors and then psychological
factors. Regression analyses indicated that endorsement of biogenetic causal beliefs was
associated with greater empowerment in the form of help-seeking behaviour, decreased
blame for developing depression, and positive perceptions towards people with depression.
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Biogenetic causal beliefs were also associated with increased acceptance of effectiveness of
psychotherapy but did not predict increased acceptance of antidepressants. Endorsement of
psychological causes predicted greater acceptance in the effectiveness of dealing with
depression by oneself, increased perceptions that people with depression were to blame for
their illness, increased stigma in the form of greater desired social distance, as well as
stronger agreement with the perception that people with depression have poor friendships and
take more than they give in relationships. Environmental causal beliefs were associated with
reduced desired social distance, decreased blame, but increased perception that people with
depression are more violent than people without depression. Results from Goldstein and
Rosselli’s study shows that the three different types of causal beliefs have different effects on
empowerment, treatment preferences, and stigma.
More recently, Schomerus, Matschinger, and Angermeyer (2014) used a
representative population survey in Germany with 3642 participants to examine the impact
that endorsement of psychosocial (i.e., psychological or environmental) causal factors would
have on perceptions towards mental illness. Psychosocial causal beliefs were split into two
factors, current stress and childhood adversities, with the impact of psychosocial causal
beliefs differing for different mental illnesses. For schizophrenia, current stress causal beliefs
were associated with increased social acceptance through reducing the perception of
differentness and increasing the perception of treatability. For depression, childhood
adversities were associated with less social acceptance which was mediated by the increased
perceptions of dangerousness and differentness. These results show that psychosocial causal
beliefs impact perceptions of mental illness differently depending on the type of psychosocial
factor and type of mental illness.
Comparing available research on the endorsement of biogenetic, psychological, and
environmental causal beliefs in the public indicates that different causal explanations tend to
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be associated with different patterns of perceptions concerning empowerment, treatment,
preferences, and stigma. The relationships are complex and there appears to be no one type
of causal belief that reduces mental illness stigma, as each had both positive and negative
consequences. It is possible that the mixed-blessings model, which emphasises that there are
both positive and negative consequences of endorsing biogenetic causes, may also clarify the
relationships between other causal beliefs and mental illness stigma, as it appears that these
also result in both positive and negative consequences.
2.3.5 Summary of the relationship between causal beliefs and mental illness stigma.
Research on mental illness stigma has increased significantly since the 1970s where
there were only six papers in a four year period exploring mental illness stigma to 22 papers
in the early 1980s, to over 1000 papers in a six-year period since 2010 (Corrigan, 2016a).
The majority of stigma research is united by an underlying aim of increasing understanding
of stigma to reduce mental illness stigma. While research suggests that contact is effective in
reducing stigma, it is not always easily implemented and independently is not thought to be
able to eliminate mental illness stigma (Casados, 2017). In particular, contact as a stigma
reduction strategy has its limitations when considering its utility for people in the more
immediate environment of mental illness, such as mental health professionals and consumers,
who already have contact with people with mental illness. Thus, other methods of stigma
reduction need to be considered. Since the 1990s causal beliefs have been considered when
discussing mental illness stigma reduction (Stolzenburg et al., 2018), and will be the
overarching focus of this thesis.
Theoretical approaches such as attribution theory and genetic essentialism emphasise
the importance of causality and perceived causality in perceptions and stigma towards people
with mental illness. It has been postulated, consistent with attribution theory, that an
increased understanding and endorsement of biogenetic causal beliefs would reduce the

39
blame associated with having a mental illness and improve perceptions of the general public
towards people with mental illness. As such, several stigma reduction public campaigns have
focused on promoting and understanding biogenetic causes, and there has been a significant
increase in the endorsement of biogenetic causal beliefs in the general public. However,
perceptions towards mental illness have not improved correspondingly as would be expected
if biogenetic causal beliefs reduced stigma. Several researchers have extensively reviewed
this topic (e.g., Angermeyer et al., 2011; Jorm & Oh, 2009; Kvaale, Gottdiener, et al., 2013;
Kvaale, Haslam, et al., 2013; Read et al., 2006), and it now appears evident, that while
biogenetic causal beliefs reduce some aspects of stigma, such as blame, they appear to
increase other aspects of stigma, such as perceived dangerousness and prognostic pessimism.
Therefore, while well-intentioned, the scientific community may have contributed to creating
the current climate in which more people are endorsing biogenetic causal beliefs, but that
these beliefs may have an adverse impact on mental illness stigma.
The bulk of research in this area has focused on the causal beliefs held by the general
public and not considered causal beliefs held by groups in the more immediate environment
of mental illness, such as mental health professionals or consumers. The omission of focus
on mental health professionals and consumers is a significant limitation of the research to
date. If biogenetic causal beliefs have a negative impact on the general public’s stigma
towards mental illness, it is conceivable that they have a negative impact on mental health
professionals’ and consumers’ stigma, which could be problematic for several reasons. For
instance, it has been argued that the field of psychiatry, and other mental health related fields,
have shifted towards a more biomedical approach (e.g., Schomerus et al., 2014), as a result of
the increased research and focus on biogenetic causes. If the increased focus on biogenetic
causes has resulted in mental health professionals’ perceptions towards people with mental
illness becoming more negative, or perceptions towards treatment and recovery becoming
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more pessimistic, then it is possible that services provided to consumers are not as effective
as they could be. In addition, it is likely that prior to developing a mental illness, consumers
would hold similar views and beliefs as the general public towards mental illness. Therefore,
if the public’s endorsement of biogenetic causal beliefs contributes to increased stigma and
negative perceptions regarding prognosis and recovery, then when people develop a mental
illness they are likely to already hold negative perceptions which may increase self-stigma
and hinder recovery. Therefore, it is vital that research investigates this topic from the
perspective of mental health professionals and consumers to understand how causal beliefs
influence their stigma and perceptions of mental illness including with respect to factors
related to treatment and recovery.

2.4 Mental Health Professionals
2.4.1 Mental health professionals and stigma.
It has often been assumed that mental health professionals are less influenced than the
general public by the prejudice and stereotypes surrounding people with mental illness and
have more positive perceptions (Adewuya & Oguntade, 2007), with mental health
professionals' perceptions previously being used as a baseline to measure the accuracy of
perceptions held by the general public (Nunnally Jr, 1961). However, mental health
professionals have been found to exhibit stigma towards people with a mental illness
(Beltran, Scanlan, Hancock, & Luckett, 2007; Henderson et al., 2014). Mental health
professionals play a significant role in all areas of mental health and, as such, it is important
to understand factors that influence their stigma and perceptions towards people with mental
illness. Additionally, their perceptions are likely to permeate the work they do, and could
thus perpetuate mental illness stigma and have adverse effects on treatment at structural,
intrapersonal, and interpersonal levels (Henderson et al., 2014; Overton & Medina, 2008).
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Consumers have identified that they often experience prejudice and discrimination
while accessing services. For instance, Schulze (2007) expands on data from some of her
previous research (Schulze & Angermeyer, 2003) in which 25 consumers with schizophrenia
participated in focus groups that enquired about experiences of stigma. Consumers reported
that they experienced stigma related to their mental health care, which accounted for 22.3%
of all stigma experiences reported. In an Australian national survey, people who reported
having a mental health problem or who scored high on a mental illness screening
questionnaire were interviewed about their experiences of discrimination by health
professionals (Morgan, Reavley, Jorm, & Beatson, 2016). Morgan et al. found that in total
11.8% of participants had experienced discrimination from health professionals in the past
year.
Wahl and Aroesty-Cohen (2010) conducted a systematic review including 19 studies
which had been conducted from 2004 onwards and focused on mental health professionals’
perceptions towards people with mental illness. There appeared to be no inclusion or
exclusion criteria with regards to the types of perceptions focused on, types of mental health
professionals included, or types of measures used. Fourteen studies found that mental health
professionals held positive perceptions of people with mental illness. Despite most of the
studies indicating some positive perceptions, Wahl and Aroesty-Cohen stated that it was
more appropriate to conclude that there were mixed results as they noted that even in studies
which showed positive perceptions overall, negative perceptions were still present. Many
mental health professionals shared similar views to the public with respect to viewing people
with mental illness as dangerous and doubting if recovery was possible, and believed that
people with a serious mental illness should not get married or have children.
Schulze (2007) also conducted a systematic review of factors related to stigma in
mental health professionals, which focused on four aspects: beliefs about mental illness,
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perceptions towards people with mental illness, opinions on civil rights of those with mental
illness, and clinician behaviour. Nine survey studies were found and included in the review,
which Schulze highlights is significantly less in number than the research available on the
general public’s perceptions towards mental illness. Schulze concluded that mental health
professionals tend to be well informed about mental illness but do not always have positive
views of people with mental illness. More specifically, it was found that mental health
professionals’ perceptions were similar to the public’s negative perceptions.
More recently, Henderson et al. (2014) conducted a systematic review of research
about mental health professionals' stigma in mental health-care settings. The review included
16 studies which explored the perceptions that mental health professionals held towards
consumers using their service. Henderson and colleagues’ narrative analysis highlights how
the included studies tend to have slightly different foci (i.e., types of mental illness) and use a
range of measures, which makes it difficult to compare results. In line with Schulze (2007),
they also concluded that mental health professionals do stigmatise consumers. Additionally,
they concluded that interventions are needed to help reduce the stigma of mental health
professionals, particularly for professionals early in their careers and for professionals
experiencing burnout.
Kopera et al. (2015) recognised that social desirability is likely to play a role in how
mental health professionals report their perceptions towards people with mental illness.
Therefore, they explored explicit and implicit stigma in mental health professionals; explicit
attitudes are deliberate, controlled, and a conscious appraisal process of attitudes which are
generally measured in surveys and interviews, while implicit attitudes are automatic and
unconscious associations between the object (e.g., someone with a mental illness) and
evaluation of the object. Participants consisted of 29 mental health professionals
(psychiatrists and psychotherapists) and 28 first-year medical students who were considered
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non-professionals. Kopera and colleagues found that mental health professionals reported
positive explicit attitudes towards people with mental illness but were more likely to
associate mental illness with negative attributes on the implicit measure. This study
highlights while mental health professionals may report positive explicit attitudes towards
mental illness they may also hold negative implicit attitudes, suggesting that mental health
professionals may be influenced by social desirability and may underreport their negative
perceptions towards people with mental illness.
The three literature reviews presented in this section are not of as high quality as the
reviews discussed in section 2.3.4.3 (which focused on causal beliefs and stigma in the
general public). This quality assessment is based on suggestions about methodological
quality which are discussed by Greenhalgh (1997). The reduced quality of the reviews which
focus on mental health professionals is partially attributed to the limited research available on
this topic. These reviews tended not to outline inclusion and exclusion criteria of measures
used to explore perceptions or which mental health professionals were included. However,
all three reviews concluded that mental health professionals sometimes hold negative
perceptions and stigma towards people with mental illness. Additionally, the finding that
mental health professionals hold negative implicit attitudes while reporting positive explicit
attitudes suggests that mental health professionals may underreport their negative
perceptions. Therefore, it is possible that the research findings discussed in this section may
not accurately reflect how strong mental health professionals’ negative perceptions are.
Stigmatising views held by mental health professionals are likely to interfere with effective
treatment (Sadow, Ryder, & Webster, 2002). As such it is important to address mental health
professionals’ negative perceptions and stigma towards consumers, in the hope that this will
decrease the discrimination consumers report experiencing and improve the mental health
services and treatment provided.
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2.4.2 Mental health professionals, contact, and stigma.
While contact has been found to be effective in reducing stigma in the general public,
it is less clear how contact influences stigma in mental health professionals. Mental health
professionals have frequent contact with consumers, yet as highlighted in section 2.4.1 they
can still exhibit stigma. It is possible that the type of contact that mental health professionals
have with consumers is important. Mental health professionals tend only to see people when
they are most in need of support and services and have limited contact with consumers once
they have recovered. This pattern of contact may explain why mental health professionals
can still exhibit negative perceptions towards people with mental illness despite having
frequent contact (Corrigan, 2007).
Kopera and colleagues (2015) investigated the impact that contact has on mental
health professionals’ stigma (this study was discussed in more detail in section 2.4.1).
However, Kopera and colleagues did not directly investigate the relationship between contact
and stigma, rather they operationalised long-term contact as mental health professionals who
had more than two years of experience with consumers. They then compared stigma between
non-professionals (first-year medical students) who had not had any contact finding that longterm contact with people with mental illness does not reduce negative implicit attitudes and
stigma in mental health professionals. There are likely to be other confounding variables
which influenced differences between mental health professionals and non-professionals,
such as knowledge. Jorm, Korten, Jacomb, Christensen, and Henderson (1999) compared
negative attitudes between the general public and mental health professionals using a large
postal survey including 872 general practitioners, 1128 psychiatrists, 454 clinical
psychologists, and 2031 members of the general population. They found that the frequency
of contact that mental health professionals had in their work with the mental illness described
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in a vignette, was not associated with negative attitudes towards people with mental illness,
suggesting that contact does not significantly influence perceptions.
The amount of professional experience that mental health professionals have with
consumers has also been explored. Henderson and colleagues’ (2014) systematic review (see
section 2.4.1) examined the role that contact plays in mental health professionals’ perceptions
towards consumers. They found two studies which reported that older or more experienced
mental health professionals exhibited greater therapeutic optimism and held less negative
stereotypes compared to younger, less experienced mental health professionals. They
concluded that the contact which mental health professionals have with consumers in a
professional sense may be associated with positive perceptions about civil rights, but that
professional contact does not reduce stigma the same way that social contact does (i.e.,
having friends and family with mental illness). Lauber, Nordt, Braunschweig, and Rössler
(2006) conducted a representative phone survey with 1073 mental health professionals in
Switzerland to explore their perceptions towards mental illness. Part of the study included
examining the relationship between years of professional experience and working hours with
perceptions. They found that years of professional experience and working hours did not
seem to have a significant effect on the stereotypical perceptions.
In summary, the research reviewed in this section suggests that frequency of contact
with consumers does not guarantee that mental health professionals will have positive
perceptions towards people with mental illness. It is possible that the nature of contact is
more important than frequency of, for example, social contact may have a more positive
impact compared to professional contact. Mental health professionals often have limited
control over the frequency and nature of professional contact they have with consumers. For
instance, I work with consumers who have severe mental illnesses and are often in crisis.
Due to the nature of the service I work in, consumers are often referred to other services once
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the severity of their mental illness reduces. As such, I only get to see a small portion of the
illness journey. It is likely that the nature of contact I have (i.e., with consumers when they
are acutely unwell) influences my perceptions with respect to factors such as the impact that
mental illness has on everyday functioning. Therefore, as mental health professionals may
not be able to influence the nature and frequency of contact with consumers it is important to
consider other factors, such as causal beliefs, which may influence mental health
professionals’ perceptions of, and stigma towards, consumers.
2.4.3 Mental health professionals, causal beliefs, and stigma.
As with the general public, mental health professionals’ causal beliefs are thought to
influence their perceptions of, and stigma towards, people with mental illness (Read & Law,
1999). Mental health professionals’ causal beliefs about mental illness have implications for
treatment approach and therapeutic outcomes such as treatment adherence, therapeutic
relationship, and engagement (Kent & Read, 1998).
2.4.3.1 Mental health professionals’ causal beliefs.
One of the largest research projects on mental health professionals’ causal beliefs was
conducted by Ahn and colleagues (2009). Their research comprised of three different
studies, two of which focused on identifying the causal beliefs that mental health
professionals endorse. Study one involved 89 mental health professionals (psychiatrists,
psychologists, and social workers) who were asked about their causal beliefs for 445 different
mental illnesses from the fourth edition of the DSM. For each mental illness, participants
were asked to rate the extent to which the illness was caused by biogenetic, psychological, or
environmental factors. Participants were instructed to think about the causes as non-mutually
exclusive domains in which their ratings could overlap. Results indicated that there were
strong relationships among the causal factors. Biogenetic causes were found to have a strong
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negative correlation with both environmental and psychological causes, meaning that when a
mental illness was thought to have a strong biogenetic cause it was thought to be only weakly
caused by psychological and environmental factors, and vice versa. When a mental illness
was considered to be somewhat caused by biological factors it was also considered to be
somewhat caused by psychological and environmental factors. This study failed to find
evidence that there was a single category of causal beliefs that were thought to be
fundamental for all mental illnesses, suggesting that mental health professionals think that
different mental illnesses are caused by different factors. Ahn and colleagues concluded that
causes of mental illness can be viewed on a continuum ranging from biogenetic to nonbiogenetic (psychological and environmental).
Study two of Ahn and colleagues’ (2009) research included 63 mental health
professionals (psychiatrists, psychologists, and social workers) and focused on nine mental
illnesses. Mental health professionals listed all contributing causes to each mental illness.
The approach of getting participants to list all causal factors was used as it was thought that
participants in the first study may have become fixated on a particularly salient causal factor
(e.g., genetics for schizophrenia) which may have dominated their responses. Study two
replicated the findings of study one, confirming that causal beliefs tend to be on a continuum
ranging from biogenetic to non-biogenetic (psychological and environmental). Furthermore,
they investigated if different mental illnesses were viewed as being primarily caused by one
cause or a combination of causes. They found that 36.2% of the mental illnesses were
considered to be both psychological and environmental in nature, 26.7% were considered to
be purely biogenetic, 12.2% were thought to be purely psychological, and 8.7% were thought
to be purely environmental.
Adewuya and Oguntade (2007) investigated the causal beliefs held by 312 medical
doctors in Western Nigeria. Participants were provided with a list of personal attributes and
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causal factors and were asked to rate the extent that these applied to people with a mental
illness. Causal beliefs were conceptualised as four categories (social, personality,
supernatural, biological), each category then consisted of specific causes. The five most
endorsed causes were: 1) drug, cannabis, and alcohol abuse (personal factor), 2) stress (social
factor), 3) evil spirits, witches, and sorcery (supernatural factors), 4) brain injury or infection
of the brain (biological factor), and 5) heredity (biological factor). However, it is anticipated
that there are likely to be cultural differences, in particular, it is unlikely that supernatural
factors are strongly endorsed by mental health professionals in Australia.
Cape, Antebi, Standen, and Glazebrook (1994) investigated the causal beliefs of 119
psychiatrists about schizophrenia. Participants were asked to rate the importance of different
causal beliefs with a principal component analysis showing that there were three factors,
psychosocial, biological, and life events. Psychiatrists most frequently endorsed biological
causal factors followed by life events and then psychosocial causes when considering
schizophrenia. Grausgruber, Meise, Katschnig, Schöny, and Fleischhacker (2007), examined
differences in causal beliefs between 1035 people from the general population and 1479 nonmedical mental health professionals (psychiatric nurses, social workers, psychologists,
physiotherapists and occupational therapists) in Austria. Causal factors were measured with
a 10-item scale, and a factor analysis revealed four types of causal beliefs: stress, genetics,
social factors, and personality. The public was more likely to believe schizophrenia is caused
by genes and stress, while mental health professionals indicated that they thought there were
multiple causes by evenly distributing their responses across the genetic, stress, and
psychosocial causes. It is possible the mental health professionals endorse a wider range of
causal factors compared to the public because of their education and knowledge of mental
illness.
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The studies discussed in this section all varied greatly in design and methodology, for
example, each study used different questions or methods to measure causal beliefs. As such
it is difficult to make comparisons between results or draw conclusions about which causal
beliefs mental health professionals endorse. However, the research reviewed in this section
suggests that mental health professionals do not primarily view mental illness to be
biogenetic in nature, as some of the studies report mental health professionals endorsed
multiple causal beliefs (e.g., Ahn et al., 2009; Grausgruber et al., 2007), and biogenetic causal
beliefs are not always the most endorsed causal beliefs (e.g., Adewuya & Oguntade, 2007).
All these studies used a diagnostic label (e.g., schizophrenia) or referred to people with
mental illness in a general sense. It is possible that the way mental health professionals
respond to a diagnostic label may be different to how they respond when considering the
consumers they work with. Therefore, it would be useful for future research to consider a
qualitative approach, as this would provide a more detailed perspective and understanding of
the types of causal beliefs mental health professionals endorse. While there were multiple
time-trend studies and review articles available exploring the public’s causal beliefs, there
does not appear to be any equivalent articles on mental health professionals’ beliefs. This is
indicative of the limited research available that investigates the causal beliefs that mental
health professionals hold and indicates a need for further research in the area along with a
synthesis of the available research.
2.4.3.2 Mental health professionals’ causal beliefs and stigma1.
Mental health professionals’ causal beliefs are thought to influence their perceptions
of, and stigma towards people with mental illness. Grausgruber and colleagues (2007) study
(described in section 2.4.3.1) also examined patterns of social distance towards people with
schizophrenia in mental health professionals and the general public. Results indicated that in

1

This relationship is examined in more detail in the systematic review presented in Chapter Four, as such there
is some overlap in studies reported.
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the public, stress and social circumstances as perceived causes of schizophrenia were
associated with decreased levels of social distance, while a weak character as a perceived
cause was associated with a greater desire for social distance. In contrast, the study did not
find a significant relationship between types of causal beliefs and social distance in mental
health professionals. However, the study only focused on social distance as a measure of
stigma and social distance does not capture emotions like pity, blame, and fear which may
also be important. Future research with a more qualitative approach may help overcome the
problem associated with relying on a single variable to measure stigma, as it is likely that the
in-depth nature of qualitative research will help identify a range of factors associated with
stigma which may be influenced by causal beliefs.
More recently, Knaak, Ungar, and Patten (2015) analysed pre-post data from 67
physicians in Canada who completed an online continuing medical education (CME) course
which included information about biogenetic correlations associated with depression. There
were significant improvements in stigma observed after the course on three different
dimensions of stigma namely negative perceptions, social distance, and willingness to
disclose/seek help. Knaak and colleagues also compared results from six other anti-stigma
programs that targeted physicians and used similar measures but did not include the
biogenetic information. They concluded that the CME program produced the greatest
improvements in stigma and attributed this to the inclusion of biogenetic information. It is
important to note that the other programs which the CME was compared with were not
control groups, rather they were other anti-stigma programs which had been delivered. As
such there would be a range of confounding variables and results from this study should be
interpreted with caution.
It is difficult to draw any firm conclusions about the relationships between mental
health professionals’ causal beliefs and stigma based on the two studies found and presented
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in this section, as each study had a different focus (i.e., schizophrenia versus depression) and
a different design (i.e., cross-sectional versus quasi-experimental). Given the amount of
research that has been conducted exploring the relationships between causal beliefs and
stigma in the general public, it is surprising that there is such limited research on mental
health professionals’ causal beliefs and stigma. The limited research is also concerning given
that it has been suggested that the fields of mental health and psychiatry have become more
focused on biogenetic causal factors (Kiesler, 2000) and research with the general public
indicates that there is a relationship between the endorsement of biogenetic causal beliefs and
stigma (Angermeyer et al., 2013; Pescosolido et al., 2010). Therefore, if the impact of mental
health professionals endorsing biogenetic causal beliefs imitates that of the general public’s
there are likely to be significant associated clinical consequences (Hansson, Jormfeldt,
Svedberg, & Svensson, 2013; Lebowitz, Ahn, & Nolen-Hoeksema, 2013). Overall, this
section highlights the need for further research which explores the relationships between
mental health professionals’ causal beliefs and a range of factors which contribute to
perceptions of, and stigma towards, mental illness.

2.5 Consumers
2.5.1 Stigma and self-stigma.
As discussed in 2.3.2, consumers are significantly stigmatised with the World Health
Organisation stating that stigma is "the single most important barrier to overcome in the
community" for people with mental illness (World Health Organization, 2001, p. 98), and the
National Institute of Mental Health (1996) stating that the impact of stigma is the most
debilitating aspect of mental illness. Stigma affects people with mental illness in several
ways. First, people with mental illness experience the consequences of the stigma that the
public hold, at times this is referred to as experienced stigma, which is the discrimination and
restrictions individuals have actually faced (Gerlinger et al., 2013). Some examples of
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discrimination and restrictions include: social exclusion and rejection, loss of credibility, a
fractured identity, loss of status and prolonged suffering, inhibited clinical improvements,
delayed help-seeking behaviour, difficulties with employment and housing, and difficulties
with social and family life with interpersonal disruptions (Angermeyer & Matschinger, 2005;
Freidl et al., 2007; Gonzalez-Torres, Oraa, Aristegui, Fernandez-Rivas, & Guimon, 2007;
Link et al., 2004).
The stigma which the public endorse often results in self-stigma, which is the process
by which people with mental illness internalise the public stigma and as a result experience a
decrease in self-esteem and self-efficacy (Corrigan & Watson, 2002a; Gerlinger et al., 2013;
Watson, Corrigan, Larson, & Sells, 2007). While the majority of research has focused on
mental illness stigma in the general public, the focus of stigma research has shifted in the last
decade to increase attention on self-stigma and the subjective experiences of people with
mental illness. Another aspect of stigma which impacts people with mental illness is
perceived stigma, which is an individual's beliefs about the perception that the general
population hold towards people with mental illness (Gerlinger et al., 2013). Some
researchers have operationalised self-stigma to include both perceived stigma and internalised
stigma (MacInnes & Lewis, 2008), however, this thesis will use the term self-stigma to refer
to internalised stigma. It is also important to note, as people with mental illness are also
members of the general public, they may also hold stigmatising perceptions towards other
people with mental illness.
There has been relatively limited research exploring the prevalence of self-stigma.
Gerlinger and colleagues (2013) conducted a systematic review focusing on experienced
stigma, perceived stigma, and self-stigma in people with schizophrenia, which included 54
studies published between 1994 and 2011. They reported prevalence using a weighted
percentage and found that 55.9% of participants experienced stigma, while 64.5% of
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participants anticipated/perceived stigma in at least one area (e.g., interpersonal interaction,
structural discrimination). Moreover, Gerlinger and colleagues explored separate aspects of
self-stigma and reported that 49.2% of participants experienced alienation (shame), 35.2%
experienced a decrease in self-esteem, and 26.8% endorsed or agreed with stereotypes
associated with schizophrenia. Ayenalem, Tiruye, and Muhammed (2017) examined the
impact of self-stigma on the quality of life of people with mental illness. The study included
317 participants who attended a psychiatric clinic at a hospital in south Ethiopia. They found
that 32.1% of participants experienced self-stigma, which was measured using the
Internalised Stigma of Mental Illness (ISMI) Scale, a scale designed to assess the internalised
stigma experienced by people with mental illness. An inverse relationship between selfstigma and quality of life was also found, such that participants who experienced higher
levels of self-stigma also had a poorer quality of life. The overall prevalence rate of selfstigma may be less than the previous two studies reported, as they focused on schizophrenia
and individuals accessing treatment at a psychiatric clinic at a hospital who may have higher
levels of self-stigma compared to consumers with less acute mental health issues. However,
it appears apparent that self-stigma is common and given the negative consequences
associated with self-stigma it is important to understand factors that contribute to self-stigma.
Self-stigma, and to a lesser extent perceived stigma, are focused on in this section as
these are thought to be influenced by consumers’ causal beliefs. Experienced stigma is
unlikely to be influenced by consumers’ causal beliefs and is more likely to be impacted by
the public’s causal beliefs. It has been argued that self-stigma has harmful effects on the
lives of people with a mental illness, and often self-stigma can cause people with mental
illness to feel as though they are not full members of society (Corrigan, Watson, & Barr,
2006). In addition, self-stigma is thought to hinder the lives of consumers by increasing
suicidality, with one study showing greater self-stigma predicting suicidal ideation, both at
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the baseline and then again at one and two years after baseline (Oexle et al., 2017). I work in
a service which provides treatment to young people with serious mental illness. Recovery
often seems slow for the consumers in our service due to the significant nature of their mental
illness and, as such, our team often discusses the nature of mental illness and the recovery
journey and how self-stigma has an important impact on recovery. One of my colleagues,
Keith Mahar (2015, p. 410) talks about his recovery from serious mental illness and the
impact that self-stigma had on his recovery:
There were a number of obstacles that had to be overcome for me to rebuild my life,
but stigma was by far the biggest one that I faced. To be more precise, internalized
stigma was the most damaging. I was effectively paralyzed by shame. Furthermore, I
was totally demoralized and felt hopeless because I accepted the false stereotype that
people with severe mental illness cannot recover.
2.5.2 Consumers’ causal beliefs and self-stigma.
Despite the increase in acceptance for the biological model in the general public, there
has been little focus on the potential consequences that this increased endorsement of
biogenetic causes has for individuals with mental illness, and how in turn it may influence
their self-stigma (Goldstein & Rosselli, 2003). As with the general public and mental health
professionals, consumers’ causal beliefs are thought to have an impact on perceptions of
mental illness including self-stigma, along with perceptions regarding treatment and recovery
(Rüsch et al., 2010; Watson et al., 2007). Consumers’ causal beliefs likely have several
important implications for understanding and treating mental illness (Elliott, Maitoza, &
Schwinger, 2011). It has been suggested that the increased focus and promotion of
biogenetic causal factors over the past few decades may not have been in the best interest of
consumers, as biogenetic causal beliefs may have an adverse impact on self-stigma and
treatment (Haslam, 2011; Lam & Salkovskis, 2007). Hayward and Bright (1997) proposed
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that an important aspect of reducing self-stigma is to create a holistic conception of mental
illness including education on biological and psychological factors, while also emphasising
psychosocial factors, as this will reduce prognostic pessimism and increase a sense of control
of recovery. Therefore, understanding consumers’ causal beliefs and the role that causal
beliefs play in perceptions of mental illness and treatment will be helpful in reducing selfstigma, and guiding effective treatment and stigma reduction approaches.
2.5.2.1 Theories.
As discussed in section 2.3.3.1, attribution theory and genetic essentialism are both
used to understand the relationships between causal beliefs (particularly biogenetic causal
belief) and stigma in the general public, but predict different outcomes. In regards to
consumers endorsing biogenetic causal beliefs, however, attribution theory and genetic
essentialism tend to predict similar outcomes. More specifically, attribution theory states that
it is beneficial and adaptive for undesirable events (i.e., the development of mental illness) to
be perceived as being caused by external factors that are outside of the individual's control in
order to protect self-esteem and reduce self-blame (Weiner, 2004). Therefore, according to
attribution theory, environmental factors (external cause) which are beyond an individual’s
control should be more beneficial for consumers to endorse compared to biogenetic factors
(internal causes). Similarly, a genetic essentialist framework would predict that biogenetic
causal beliefs would increase self-stigma as people with mental illness may interpret their
illness as a sign that there is something inherently flawed or wrong with them (Haslam,
2011). Genetic essentialist thinking would also lead biogenetic factors to be perceived as
entrenched and unchangeable and as such would increase prognostic pessimism (Dar-Nimrod
& Heine, 2011). Therefore, both attribution theory and genetic essentialist thinking predict
that consumers’ endorsement of biogenetic causal beliefs will likely have a negative impact
on their self-esteem and increase self-stigma.
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2.5.2.2 Consumers’ causal beliefs.
As mentioned in section 2.2.2 there is a high rate of people with mental illness in
Australia who do not access services, with one large national survey indicating that 64.6% of
people with mental illness had no contact with health services in the 12 month period prior to
the survey (Australian Bureau of Statistics, 2008; Henderson, Andrews, & Hall, 2000).
Elliott, Maitoza, et al. (2011) have suggested that the stigma associated with mental illness,
and the doubt that services will be effective, are a barrier to help-seeking. They argue that
understanding consumers’ causal beliefs and how consumers conceptualise their illness is
crucial in increasing the cultural competency of psychiatry and other mental health
professions, which is then likely to attract more people with mental illness to services.
Elliott, Maitoza, et al. (2011) conducted in-depth interviews with 50 in-patients hospitalised
in Western USA. Results indicated that the majority of consumers attributed their mental
illness to life experiences (e.g., childhood trauma, adulthood stressors, loss of loved ones),
which were external to them and outside their control. Additionally, almost half of the
consumers thought that biogenetic factors had also contributed to their illness (e.g., genetic
predisposition, physiological conditions, and chemical imbalances). These factors were
considered to be internal yet outside their control. Eleven participants thought that personal
mistakes within their control contributed to their mental illness (e.g., not dealing with
problems and ceasing medication, personality). These results suggest that consumers endorse
multiple causal beliefs about their mental illness simultaneously and tend to favour causal
beliefs which were outside their control.
Baker and Procter (2013) conducted in-depth interviews with 16 people who had a
diagnosis of mental illness (across a range of illnesses) and were attending a community
mental health centre in South Australia. Most of the participants endorsed a single causal
belief, with one-third believing that a physical/biological factor had caused their mental
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illness, one-third thought that a social/environmental factor had caused their mental illness,
and one-third thought that a combination of factors contributed to their mental illness.
Magliano and colleagues (2009) conducted a study across 10 mental health centres in
Italy with 25 consumers with schizophrenia from each centre participating. They asked
participants to complete the Users’ Opinions Questionnaire (UOQ) which explores
consumers’ opinions on several areas including beliefs about the causes of their own mental
illness. Most participants endorsed a single cause for their mental illness, consistent with
Baker and Procter’s (2013) findings. The most common cause endorsed was
social/environmental factors which included family conflicts, traumas, work and study
difficulties, and psychological disturbances. Biogenetic causes were mentioned by 10% of
participants. Biogenetic causes tended to be reported by consumers who were aware that
they had a diagnosis of schizophrenia, whereas participants who thought they suffered from
psychosis where more likely to report social causes.
More recently, Carter, Read, Pyle, and Morrison (2018) conducted in-depth
interviews with 15 consumers with experience of psychosis who were recruited from mental
health services in the Greater Manchester area in the UK. A thematic analysis approach was
taken and results indicated the majority of participants were able to identify and discuss their
causal beliefs with ease, and that even consumers who were less confident were still able to
discuss some factors which they thought contributed to the development of their mental
illness. Most participants thought that there were several factors which contributed to their
mental illness, although participants tended to identify a main cause. Causal beliefs were
categorised into four groups: psychosocial, biological, drug use, and unusual beliefs.
Psychosocial causal beliefs were the most endorsed causal beliefs and included abuse,
bereavement, and adulthood trauma.
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The research available on consumers’ causal beliefs indicates that consumers tend to
view their mental illness as being caused by social/environmental factors. This pattern of
endorsement appears to be different from the general public who tend to endorse biogenetic
beliefs more strongly (Lam & Salkovskis, 2007; Pescosolido et al., 2010). The studies
discussed in this section present contradictory results regarding consumers endorsement of
multiple causal beliefs versus a singular causal belief. Differences in study design and
analysis may contribute to these inconsistent results. Carter and colleagues’ (2018) results
may provide a synthesis of these contradictory findings, in that while consumers endorse
multiple causal beliefs they also tend to think there is a main cause to their mental illness.
Therefore, findings which suggest that consumers think there is a single cause may actually
be reporting consumers’ belief of the main cause.
2.5.2.3 Consumers’ causal beliefs and stigma2.
The impact of causal beliefs on self-stigma has been investigated, however, this has
often been done through indirect methods and discussed in the following paragraphs. Lam
and Salkovskis (2007) focused on the perceptions that 49 people with depression and anxiety
had about a client who presented with signs of a panic disorder. Participants were allocated
to experimental groups (biological, psychological, or control) which determined the type of
background information they received, and they watched a video of a client describing her
experience with panic disorder. The results of this study suggest that participants with
depression and anxiety who were presented with biological causal explanation were more
likely to have negative perceptions towards people presenting with panic disorder. Although
this study does not directly examine self-stigma it does suggest that people with a mental
illness are also influenced by causal beliefs.
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This relationship is examined in more detail in the systematic review presented in Chapter Four, as such there
is some overlap in studies reported.
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Deacon and Baird (2009) conducted a thought experiment where they asked 90
undergraduate students to imagine feeling depressed. Initially, participants were asked if they
believed that depression was primarily caused by biological factors, or psychological and
environmental factors. Participants were then asked to imagine that they had been feeling
depressed for some time and that doctors had diagnosed them with major depression. They
were provided with a paragraph of information which focused on a causal explanation. In
one condition, the causal explanation was in line with a brain disease model, highlighting that
chemical imbalances cause depression. The other explanation was biopsychosocial, with
multiple causes given (e.g., family history, stressful experience, low self-esteem).
Participants then completed questions, which asked about credibility, self-stigma, prognosis,
and treatment. All participants were then presented with the alternative causal explanation
and again answered the questions after reading it. Compared to a biopsychosocial
explanation, the chemical imbalance explanation was rated as less credible, led to decreased
personal and moral responsibility, worse expected prognosis, and the idea that psychosocial
interventions are ineffective. Deacon and Baird concluded that their results are consistent
with past research which shows that viewing mental illness as purely biogenetic has negative
effects. Moreover, they discussed how the chemical imbalance theory may decrease some
aspects of self-stigma (e.g., personal and moral responsibility), but appears to have a negative
impact on perceptions of prognosis and the effectiveness of non-biological treatments. This
finding is in line with the mixed-blessings model. It is important to remember when
considering the results of this study that the participants did not have depression, but rather
were asked to imagine they were experiencing depression. It is unlikely that imagining
having depression elicits the same affective experiences as actually having depression.
Nieuwsma and Pepper (2010) conducted a study exploring how causal explanations
for depression impact stigma. The study included 69 undergraduate students who reported

60
suffering from clinical depression (n = 36) or no history of clinical depression (n = 33). This
study did not directly explore self-stigma, rather it explored mental illness stigma in general.
However, comparisons between participants who had suffered from depression and those
who had no history of depression were made and thus some inferences about self-stigma can
be considered. In the overall sample and across the two groups (history of depression versus
no history of depression), there was no significant difference between the endorsement of
biogenetic causes and psychosocial causes. Moreover, there was no relationship found
between biogenetic causes and stigma, and psychosocial causes were only weakly associated
with stigma. These are not consistent with previous research on causal explanations and
public stigma, showing a negative relationship between biogenetic causal beliefs and stigma.
The research reviewed above which investigates the relationships between
consumers’ causal beliefs and stigma has been limited. Rather than using actual consumers,
these studies investigated the relationship between consumers and stigma through indirect
study methods (e.g., imagining having mental illness). As such there is a need for further
research in which consumers are participants. While the research presented in this section
has mixed findings, results suggest that causal beliefs can have an impact on self-stigma.
Knowing the impact that causal explanations have on self-stigma would be useful for mental
health professionals as it is likely to have an impact on the therapeutic process, and how
mental health professionals discuss causal factors with consumers (Deacon & Baird, 2009).
Additionally, understanding the impact of consumers’ causal beliefs on self-stigma is
important to consider when considering what causes, if any, should be promoted in antistigma campaigns or mental health literacy material.

2.6 Causal Beliefs and the Therapeutic Process
Stigma has a negative impact at every stage of a mental illness including presentation,
diagnosis, treatment, and outcome (Byrne, 1997). The causal beliefs of both consumers and
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mental health professionals may not only influence stigma, but may also influence associated
factors that have an impact on the therapeutic process (Bhui & Bhugra, 2002; Brown et al.,
2007; Manber et al., 2003).
2.6.1 Mental health professionals’ causal beliefs and the treatment process.
Mental health professionals’ causal beliefs have implications not only for stigma but
also for the treatment approach and possible therapeutic outcomes (Kent & Read, 1998).
Lam and colleagues (2005) suggest that adherence to a particular causal explanation would
dramatically influence the manner in which consumers’ problems are explained to them. A
biogenetically inclined clinician would be likely to explain mental illness in terms of
biochemical imbalances, genetic factors, and pathophysiology of the brain. In contrast, a
psychologically inclined clinician would tend to refer to psychological reactions to stressors,
negative beliefs and meanings and feedback loops, and focus on information processing and
the mind. How the causes of mental illness are explained to consumers is likely to influence
how consumers conceptualise their mental illness, which could in turn influence consumers’
self-stigma and response to treatment. If a therapeutic goal is to reduce self-stigma, then
research is needed to explore causal beliefs in the treatment process including how mental
health professionals could address causal beliefs in treatment in an effective manner to help
reduce self-stigma (Deacon & Baird, 2009). It is also important for mental health
professionals to be aware of their own causal beliefs and how these beliefs may impact the
way that they convey treatment expectations and information to consumers and carers (Hugo,
2001).
Perception of treatment effectiveness may also be influenced by mental health
professionals’ causal beliefs. If a mental health professional strongly endorses a particular
type of causal factor then they are more likely to believe that a therapy with a compatible
theory is more effective. Some existing research supports the idea that mental health
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professionals’ perceptions of treatment effectiveness are influenced by their causal beliefs.
For example, Ahn and colleagues’ (2009) study examined how causal beliefs influence
perceptions towards treatment. Fifty-five mental health professionals participated, and they
found that mental health professionals’ causal beliefs influenced the type of treatment that
they thought would be most effective. For example, when mental health professionals
thought that depression was caused by biogenetic factors they perceived medication as being
a more effective form of treatment and psychotherapy as being less effective. Perceived
effectiveness of treatment is likely to directly influence the type of treatment which is offered
to consumers.
Causal beliefs may also impact factors such as the emotional reactions of mental
health professionals, which may in turn influence the treatment provided. For instance,
Lebowitz and Ahn (2014) investigated how biogenetic causal explanations affect mental
health professionals’ empathy towards consumers. They conducted three separate studies
with a total of 343 mental health professionals. Each study focused on different mental
illnesses, and mental health professionals were presented with a vignette in which the
symptoms were described as either biogenetically or psychosocially caused. Across all three
studies they found that biogenetic causes were associated with less empathy towards
consumers. Empathy plays an important role in establishing a good therapeutic alliance and
has been found to predict therapeutic outcomes (Elliott, Bohart, Watson, & Greenberg, 2011).
Kent and Read (1998) conducted a study exploring mental health professionals’
perceptions towards client involvement throughout the therapeutic process. It was expected
that causal beliefs would influence mental health professionals’ perception of how actively
involved in decision making the consumers should be. More specifically, it was expected
that mental health professionals who endorsed biogenetic causal beliefs would be more likely
to preclude or minimise consumer participation. Results indicated that there was a
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considerable variation in the endorsement of causal beliefs between different professional
groups, with this being attributed to differences in theoretical perspectives taught throughout
formal training. Psychiatrists were much more likely to endorse biogenetic beliefs compared
to social workers and psychologists. The mental health professionals who endorsed
biogenetic causal beliefs were more likely to take greater responsibility for deciding the
treatment goals, and less likely to encourage consumers to contribute to the writing of their
notes and records. Moreover, professionals who endorsed biogenetic causes were less
optimistic about the possible effects of consumer involvement. Yet, collaboration and client
involvement are recognised to be important factors in the therapeutic process (Bachelor,
Laverdière, Gamache, & Bordeleau, 2007).
The research reviewed in this section highlights that mental health professionals’
causal beliefs may have an impact on several aspects of the therapeutic process, such as
perceptions of treatment effectiveness, empathy for consumers, and optimism regarding
consumer involvement. It is probable that mental health professionals’ causal beliefs
influence a range of factors that influence treatment outcomes and, as such, more research is
warranted in this area.
2.6.2 Consumers’ causal beliefs and the treatment process.
Self-stigma and consumers’ causal beliefs are thought to play an important role in the
therapeutic process. It is thought that treatment which aims to reduce self-stigma will help in
the reduction of symptoms and will improve treatment outcomes (Ritsher et al., 2003).
Moreover, beliefs about the causes of mental illness may have an impact on help-seeking
behaviour and even impact an individual’s response to treatment (Jorm, 2000). One of the
potential negative consequences of biogenetic causal beliefs is pessimism regarding treatment
outcomes and prognosis (Lam & Salkovskis, 2007). Endorsing biological explanations may
also have a negative impact on empowerment, specifically the belief that people can help
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themselves, and on help-seeking behaviour (Goldstein & Rosselli, 2003). Carter, Read, Pyle
and Morrison (2016) conducted a systematic review with the primary aim of exploring
the impact of causal beliefs on treatment in people with psychosis. There were 21 articles
included in this review, and 17 explored a range of treatment related outcomes which
were placed in three broad categories; attitudes and behaviours, symptoms and recovery,
and help-seeking. They concluded that consumers’ causal beliefs were associated with
various treatment outcomes, including self-stigma, attitudes towards treatment, and
satisfaction with the therapeutic relationship. A greater understanding how the causal
beliefs of consumers impact perceptions regarding prognosis, curability, controllability, and
chronicity of mental illness will assist in the improvement of treatment and services provided
(Deacon & Baird, 2009).
Leventhal, Meyer, and Nerenz’s (1980) common-sense model of illness
representation proposes that the way an individual makes sense of their illness plays a
significant role in how they understand their illness. Individuals become active problem
solvers and develop hypotheses about the nature of their illness. These hypotheses influence
the manner in which individuals cope with symptoms and manage their illness (Brown et al.,
2007; Hagger & Orbell, 2003). This element of the common-sense model is consistent with
attribution theory, in that people are naïve scientists, trying to make sense of the world. In
line with the common-sense model, causal beliefs that a consumer holds are therefore likely
to influence the management of their illness and coping behaviour. Brown and colleagues
(2007) investigated the applicability of the common-sense model to depression, where 191
consumers who were taking an antidepressant to treat depression participated. Semistructured interviews and self-report questionnaires were used to gather data on diagnosis,
psychosocial and physical functioning, medical comorbidity, and beliefs about depression.
Causal beliefs were found to influence coping behaviour (e.g., venting or self-blame) which
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in turn influenced psychosocial functioning. Consistent with the common-sense model,
causal beliefs may influence how consumers make sense of, and in turn, manage their illness.
It is important to understand how causal explanations affect treatment expectancies
(Deacon & Baird, 2009), as treatment expectancies have been found to play an important role
in the therapeutic process (Watsford & Rickwood, 2013). Some research in this area has
indicated that treatment expectancies are highly dependent on the congruency between the
specific causal explanations and interventions (Iselin & Addis, 2003). This has potential
clinical implications as understanding which causal beliefs a consumer endorses may aid in
the treatment process. For example, Deacon and Baird (2009) found that within the context
of the chemical imbalance explanation, making changes to one’s attitude and lifestyle was
only viewed as being slightly helpful. This has a potential negative impact as the biological
model may encourage individuals to disregard potentially important psychosocial factors and
coping strategies (Deacon & Baird, 2009). Therefore, if consumers strongly endorse
biogenetic explanations and disregard important psychosocial factors then it may be
extremely detrimental if medication is not effective. Clients may lose hope and have a very
negative view of their prognosis. Nieuwsma and Pepper (2010) examined the impact of
causal explanations for depression. Participants who endorsed a psychosocial perspective
reported viewing self-initiated treatments (e.g., exercise, meditation, reading about
depression, getting out more) as more effective and had a higher self-efficacy for controlling
depression, whereas participants who endorsed a biological perspective viewed medical
interventions as more effective. This suggests that causal explanations should be considered
when deciding on and explaining treatment options for mental health consumers as they may
impact consumers’ perceptions of, and behaviour towards treatment and recovery.
Consumers’ causal beliefs may also influence help-seeking behaviour. Phelan, Yang,
and Cruz-Rojas (2006) examined whether biogenetic causal explanations for serious mental
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illnesses influenced orientations to treatment among the general public. Data from two
nationally representative surveys conducted in the US were used and compared, with 2685
participants included in the analysis. It was found that biogenetic explanations may increase
certain types of help-seeking (psychiatric hospitalisation and medication), but not other types
of help-seeking (general practitioner or therapist). Data from one of the national surveys
found a non-significant association between biogenetic causal beliefs and perceived treatment
effectiveness, while data from the other national survey indicated that biogenetic explanations
were associated with reduced optimism about treatment effectiveness. Phelan and colleagues
state that if the current trend of endorsement of biogenetic causal beliefs continues and there
is an increased push to view mental illnesses from a genetic perspective, then it is possible
that help-seeking will shift from psychotherapeutic interventions towards more extreme
biomedical interventions. While their study focuses on perceptions of the general public, the
findings are likely to also be applicable to how people with mental illness would seek help.
The limited research available suggests that consumers’ causal beliefs may influence
several factors important to treatment and recovery. In particular, it appears that consumers’
causal beliefs are important in how they make sense of their illness, and would thus influence
their approach to the management of their illness. Further research is needed which
investigates how consumers’ causal beliefs influence the treatment process and an increased
understanding from the consumers’ perspectives on this topic would be beneficial.

2.7 Summary
This chapter highlights the impact and prevalence of mental illness and mental illness
stigma, and argues that ongoing efforts should be made to reduce these impacts in order to
improve the quality of life for people with mental illness. Causal beliefs are one factor which
may contribute to increased understanding of mental illness stigma and may have both
theoretical and clinical implications for stigma reduction and treatment. Most of the research
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regarding causal beliefs about mental illness focuses on biogenetic causal beliefs, with
research indicating that endorsement of biogenetic causal beliefs has increased in the general
public over the past few decades. Combined, the available research conducted with the
general public indicates that endorsement of biogenetic causes may decrease blame towards
people with mental illness but increases other elements of stigma such as perceived
dangerousness and prognostic pessimism. Less is known about the impacts of other types of
causal beliefs (psychological and environmental) on stigma. However, it seems clear that
causal beliefs play a role in stigma and perceptions towards mental illness including
influencing blame, prognostic pessimism, perceived dangerousness, and perceptions of
treatment effectiveness.
The causal beliefs of mental health professionals and consumers have largely been
overlooked throughout the previous research on this topic. It has been established that, like
the general public, mental health professionals may exhibit stigma towards people with
mental illness. Given the role that mental health professionals have in the development,
implementation, and provision of services for mental illness and anti-stigma initiatives, it is
important to understand what influences their perceptions of, and stigma towards, mental
illness. In addition, consumers have been found to internalise stigma, or experience selfstigma, which further adds to the already significant impact that mental illness has on quality
of life. It is therefore critical to investigate how their causal beliefs influence self-stigma. A
small body of literature suggests that causal beliefs may play an important role in the
treatment process. Increased understanding of how mental health professionals’ and
consumers’ causal beliefs influence perceptions of treatment, such as views on prognosis and
engagement, will increase knowledge in the area and assist in improving the treatment and
services provided to people with mental illness.
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The current research program will address the limitations of previous research by
focusing on the perspectives of mental health professionals and consumers. Additionally,
previous research has tended to focus on biogenetic causal beliefs, which is a limitation given
the potential impacts of other causal beliefs. This research will investigate the impact of
causal beliefs including, but not limited to, biogenetic beliefs, which will add to a more
holistic understanding of the topic. Furthermore, this research makes a unique contribution to
the topic by focusing on the role that causal beliefs play in the treatment process from both
the perspectives of mental health professionals and consumers.

2.8 Research Aims
Given the high prevalence of mental illness stigma and self-stigma, the increased
endorsement of biogenetic causes within the general public (often promoted in an attempt to
reduce stigma), and the potential consequences of causal beliefs for mental illness stigma and
the treatment process, one of my core aims in this body of research was to contribute to
improving the quality of life and services provided to consumers through increased
understanding of the topic. Through the review I developed an understanding of the need to
address the gaps and limitations identified in the literature, by focussing on mental health
professionals' and consumers' causal beliefs about mental illness and their perceptions about
the role that causal beliefs play in stigma towards mental illness and the treatment process.
To achieve this aim, the specific objectives of this research were to:
1. Investigate the influence of biogenetic causal beliefs on stigma in mental health
professionals and consumers, by collating and analysing available literature in a
systematic review;
2. Identify the types of causal beliefs mental health professionals and consumers
endorse, and explore the nature of these beliefs;
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3. Investigate the influence of mental health professionals’ and consumers’ causal
beliefs on mental illness stigma;
4. Examine the impact and consequences of mental health professionals’ and consumers’
causal beliefs in the treatment process;
5. Explore experiences of mental health professionals and consumers regarding the way
causal beliefs are currently addressed in the treatment process;
6. Investigate barriers to addressing causal beliefs in the treatment process and factors to
consider to increase the effectiveness of addressing causal beliefs in treatment.
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CHAPTER THREE: EXTENDED METHODOLOGY

3.1 Chapter Introduction
This chapter provides an overview and justification of the methodology used for this
program of research. A mixed methods research design was used comprising of both
quantitative and qualitative methods, which allowed for a holistic approach to investigate the
perspectives of both mental health professionals and consumers (Östlund, Kidd, Wengström,
& Rowa-Dewar, 2011). Each phase of research will be discussed including details about
participant characteristics, procedure and recruitment, techniques, and approach taken to
analyse data. This program of research comprised of:


a systematic review of the relationship between biogenetic causal beliefs and mental
illness stigma in mental health professionals and people with mental illness;



a quantitative study of the relationship between causal beliefs about mental illness and
the perceptions of potential mental health professionals towards people with mental
illness, with a focus on investigating the relationships between contact and stigma,
and causal beliefs and stigma;



a qualitative assessment of mental health professionals’ causal beliefs and how these
beliefs influence perceptions of, and stigma towards, consumers with a focus on
exploring the role that mental health professionals’ causal beliefs play in the treatment
process;



a qualitative investigation of consumers’ causal beliefs towards mental illness, with a
focus on exploring consumers’ own causal beliefs and the impact these beliefs have in
understanding their illness and the treatment process.
This range of methodologies was used to ensure triangulation of findings (Greene,

Caracelli, & Graham, 1989). The primary aim of this research was to investigate how mental
health professionals’ and consumers’ causal beliefs influence stigma and perceptions of
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mental illness, and how causal beliefs impact the treatment process. This primary aim was
addressed through the review of literature (presented in Chapter Two), along with the six
individual papers (presented in Chapters Four to Nine), each of which addresses additional
and more specific aims of this thesis.

3.2 Research Design
Initially, a systematic review was conducted and addressed the first research aim (as
provided in section 2.8) to generate a synopsis of, and general insight into, the relationship
between biogenetic causal beliefs and stigma among mental health professionals and
consumers. It was apparent from the systematic review that there is a scarcity of research
focusing on mental health professionals’ and consumers’ causal beliefs, and that little is
known about the impact that causal beliefs have on the treatment process. In response to
findings in the systematic review, I decided that the focus of this research program should be
on mental health professionals and consumers, including exploration of the role that causal
beliefs play in treatment and recovery.
The next phase of research focused on mental health professionals and addressed all
but the first of the research aims through quantitative and qualitative methods. This phase
included an online quantitative survey to explore the influence of causal beliefs and contact
on stigma among potential mental health professionals (psychology students). Results and
limitations from this quantitative survey led me to consider a qualitative approach in order to
generate a rich understanding of mental health professionals' causal beliefs about mental
illness and the consequences of these beliefs for stigma and treatment. As such, a qualitative
study was conducted involving individual semi-structured interviews with 17 mental health
professionals who all worked (at least in part) within the public community mental health
care system in Canberra. This qualitative study examined mental health professionals’ causal
beliefs and the impact that these beliefs had on perceptions towards consumers and the
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treatment process. It was evident from findings in this phase of research that consumers’
causal beliefs and perceptions of their mental illness were equally important to explore and
consider.
The final phase of research addressed aims two through six with a qualitative method
involving semi-structured interviews with 23 consumers. Interviews investigated consumers’
causal beliefs about their own mental illness and the role that these causal beliefs play in their
perception towards their illness, self-stigma, and approach to treatment. Moreover,
consumers’ experiences of causal beliefs being addressed in their treatment were examined.

3.3 Rationale for Mixed Methods Design
Given that little previous research had investigated mental health professionals' and
consumers' beliefs about the causes of mental illness and the role causal beliefs play in
perceptions towards mental illness and treatment, the current research was partially
exploratory in nature, primarily concerned with discovery and the building of hypotheses and
theory throughout the research (Jupp, 2006). A mixed methods design was used as it allowed
for a holistic view of the topic from the perspective of both mental health professionals and
consumers, adding to the extensive research that has already been conducted from the
perspective of the general public (see literature review in Chapter Two). Additionally, a
mixed methods design was utilised, as mixed method designs are thought to be particularly
suitable for research on topics within a healthcare setting, as a broad range of research and
perspectives is required to adequately represent the complexity of issues associated with
healthcare (Östlund et al., 2011). Moreover, this method was effective in fully addressing all
the research aims and accommodated the exploratory nature of the research (Johnson &
Onwuegbuzie, 2004). A strength of mixed methods research is the pluralistic or eclectic
nature of the methodology which can provide greater insight and understanding resulting in
superior research (Johnson & Onwuegbuzie, 2004), and is thought to mitigate limitations of
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individual research methods (Turner & Burton, 2017). Historically, advocates of quantitative
and qualitative research have debated and disagreed around the utility and validity of mixed
methods research (Greene et al., 1989). However more recently, mixed methods research has
gained increased popularity and is now recognised as the third major research paradigm in
social and behavioural sciences (Creswell, 2009; Johnson & Onwuegbuzie, 2004; Turner &
Burton, 2017).
The current mixed methods design offers a range of benefits including four of the five
key purposes of mixed method research highlighted by Greene and colleagues (1989) which
are discussed below:


Triangulation: The validity and strength of findings was enhanced by reducing the
effects of biases and limitations of a single method, through convergence and
corroboration across different methods (i.e., systematic review, online survey, and
interviews), all of which were studying the same phenomenon.



Complementarity of findings: Findings from the systematic review (Chapter Four)
and the online survey (Chapter Five) were enhanced and elaborated on in the
subsequent phases through the qualitative interviews.



Development: Results from the different methods of research guided and informed the
design and development of subsequent phases. For example, the interview schedules
used were informed by the findings of the systematic review and the quantitative
online survey.



Expansion: Including three different methods of research allowed for a greater range
of research questions to be included and elicited insights that may have been missed if
only one method was used. As such a mixed methods design contributes to a more
holistic exploration of the phenomenon.
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Mixed methods research also has some limitations and challenges. Arguably, the use
of various methods requires more extensive data collection and data analysis may take longer
(Creswell, 2009). Moreover, using various methods requires knowledge of both quantitative
and qualitative forms of research which may take longer to master (Choy, 2014). Another
limitation of mixed methods research is the difficulty in reporting results, in particular having
the capacity to effectively integrate the qualitative and quantitative data and report this
clearly (Östlund et al., 2011). However, the previous mentioned challenges had a minimal
impact on the current research given the size and scope of a PhD thesis. Specifically, given
the ability to provide a comprehensive discussion and interpretation of the results the
difficulty of integrating qualitative and quantitative results was mitigated. Moreover, using
various methods of research gave me a broader and more holistic understanding of research
methods and designs, and thus helped my development as a researcher. Additionally,
interdisciplinary research is becoming increasingly popular and relevant in most areas of
research, as such, researchers now need a solid understanding of various research methods to
facilitate communication and to promote collaboration among disciplines to ensure superior
research (Johnson & Onwuegbuzie, 2004). Therefore, a mixed methods design was the most
appropriate design for this program of research as the quantitative component enriched my
ability to test if causal beliefs help predict stigma; while drawing on qualitative analyses
allowed me to explore these little-understood problems in detail enhancing the complex
nuances of health care settings from the perspectives of both mental health professionals and
consumers.

3.4 Systematic Review Research Phase: Methodology
The first aim of this research program was to investigate the influence of biogenetic
causal beliefs on stigma in mental health professionals and consumers through collating and
analysing available literature. The first paper, designed to address this aim, was a systematic
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review. Systematic reviews are extremely useful for clinicians and are often thought to be
some of the best forms of evidence for clinicians (Wright, Brand, Dunn, & Spindler, 2007).
Given that this is a clinical PhD and it was important for me to conduct research that was
useful to mental health service providers, a systematic review seemed particularly
appropriate. One of the strengths of systematic reviews is that they highlight gaps in research
and where knowledge is lacking (Petticrew, 2003). Therefore, a systematic review was also
thought to be helpful as an initial phase of research to help guide subsequent phases. The
methodology of the systematic review is described in detail in the peer-reviewed paper
presented in Chapter Four and has been published as:
Larkings, J. S., & Brown, P. M. (2017). Do biogenetic causal beliefs reduce mental illness
stigma in people with mental illness and in mental health professionals? A systematic
review. International Journal of Mental Health Nursing (Online pre-print). doi:
11.1111/inm.12390

3.5 Mental Health Professionals Research Phase: Methodology
It was apparent from the systematic review of the literature on causal beliefs that there
was very little published research on the types of causal beliefs mental health professionals
endorse, how these causal beliefs influence stigma and perceptions towards mental illness,
and the role causal beliefs have in the treatment process. Therefore, this phase of research
aimed to investigate mental health professionals’ causal beliefs, factors that influence causal
beliefs, how causal beliefs and previous contact influence perceptions of, and stigma towards,
people with mental illness, and how causal beliefs impact the treatment process.
Initially, a quantitative methodology in the form of an online survey was used to
expand on findings from the systematic review research phase, and establish if there were
relationships between types of causal beliefs endorsed and mental illness stigma. Findings
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and conclusions from the systematic review highlighted that the vast majority of literature
exploring causal beliefs and perceptions of mental illness focused on biogenetic beliefs.
However, it has been suggested that other causal beliefs may also influence perceptions
(Walker & Read, 2002). An advantage of quantitative data is that it facilitates effective
comparisons between groups (i.e., causal beliefs) and can help determine to what extent the
groups differ (Choy, 2014). Therefore, a quantitative research design was thought to be
appropriate to explore the relationships between causal beliefs and stigma, and how each
causal belief may have a different impact on perceptions towards mental illness.
Psychology students participated in the quantitative online survey and were viewed as
potential mental health professionals. There has been an ongoing debate about the use of
students as participants, with Sears (1986) being widely cited, and claiming that using
students results in a narrow database, with particular concern around the generalisability of
results. However, Druckman and Kam (2009) argue generalisability is not the most
important factor when considering a student sample and that the researcher should pay more
attention to the context of the research. Psychology students were a convenience sample used
in an initial test of ideas/relationships prior to conducting research with actual mental health
professionals. When deciding to use psychology students, I was aware that results would not
be entirely generalisable to mental health professionals, but chose psychology students based
on the assumption that they would be more likely to become mental health professionals in
the future (i.e., potential mental health professionals) compared to other students or the
general population. See Appendix A to Appendix E for additional information regarding
recruitment process of research, and the online survey used. The methodology of this
quantitative study is described in detail in the peer-reviewed paper presented in Chapter 5,
which has been published as:
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Larkings, J. S., & Brown, P. M. (2012). Mental illness stigma and causal beliefs among
potential mental health professionals. World Academy of Science, Engineering and
Technology, International Journal of Psychological and Behavioral Sciences, 6, 13831389.
While results from the quantitative survey indicated that causal beliefs, other than
biogenetic causes, influenced stigma and perceptions towards people with mental illness, I
felt the results provided limited utility for clinical implications or for understanding the role
that causal beliefs play in the treatment process. As such, a qualitative method was chosen to
expand on findings from the quantitative survey and to provide a more in-depth and clinical
understanding (Silverman, 2013). Participants were 17 mental health professionals
(including psychiatrists, psychologists, nurses, social workers, and occupational therapists),
and their causal beliefs were investigated along with the role causal beliefs play in the
treatment process. Moreover, the qualitative approach was appropriate as I also wanted to
explore mental health professionals’ subjective experiences of addressing causal beliefs in
treatment with consumers and their observations around how this impacted the treatment
process. Social desirability is a factor which warrants consideration when designing research
which aims to explore mental health professionals’ perceptions of people with mental illness
and the treatment that they provide to consumers. It was thought that a qualitative approach
may provide a more nuanced view on the topic, and thus may help to reduce the social
desirability of responding. In addition, qualitative research with in-depth interviews is
particularly useful to understand complex social issues within healthcare settings (DiCiccoBloom & Crebtree, 2006). The methodology of this qualitative research is described in detail
in the two papers which emerged from the data, which are presented in Chapter Six and
Chapter Seven.
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Transcripts of the interviews were analysed using thematic analysis, which is a broad
term referring to the method of recognition of patterns that emerge from within the data,
which are then developed into themes or categories for analysis (Braun & Clarke, 2006;
Fereday & Muir-Cochrane, 2006; Guest, MacQueen, & Namey, 2012). There are various
methods of thematic analysis which deviate slightly in terms of procedure, with some people
arguing that researchers should strictly follow the guidelines of the particular method they are
using (Braun, 2017). Other researchers suggest that high-quality data analysis, and research
in general, combines appropriate elements from different epistemological perspectives
(Fereday & Muir-Cochrane, 2006; Guest et al., 2012). This phase of research did not strictly
follow a particular method of thematic analysis and combined the most appropriate elements
from different perspectives in order to answer the research questions (Guest et al., 2012).
The approach taken was strongly influenced by the six phases of thematic analysis proposed
by Braun and Clarke (2006), including familiarisation with data, generating initial codes,
searching for themes amongst the codes, reviewing and naming themes. In addition,
saturation of data was sought and inter-rater reliability was tested.
Data were coded with a synthesis of both inductive and deductive principles (Fereday
& Muir-Cochrane, 2006). Initially, an inductive approach was employed in which I made no
attempts to fit data into any preconceived themes, with the focus being grouping similar data
together (Boyatzis, 1998). Causal beliefs were then explored in a more theory-driven or
deductive approach, in which priori themes derived from a philosophical or theoretical
framework (Fereday & Muir-Cochrane, 2006). In this research program three types of causal
beliefs – biogenetic, psychological, and environmental – as discussed in Ahn et al. (2009),
were used as theoretically based themes and definitions.
Tests of inter-rater reliability are common in quantitative research, but their use in
qualitative research has been widely debated (Armstrong, Gosling, Weinman, & Marteau,
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1997). However, it has been argued that involving more than one analyst has merit and helps
to reduce researcher bias, and reporting on tests of inter-rater reliability are becoming more
commonplace in qualitative research (Pope, Ziebland, & Mays, 2000). Thus, given that the
overall research design is mixed methods and based on the notion that combining research
methods can mitigate limitations (Turner & Burton, 2017), inter-rater reliability was used to
reduce researcher bias and show solidity of the coding system used. Also, I wanted the
ability to make within-group comparisons (i.e., between participants with less professional
experience, and those with more professional experience), as well as having the capacity to
make comparisons across the different phases of qualitative research presented in this thesis.
As such, frequency labels were used as suggested by Hill and colleagues (2005). See
Appendix F to Appendix I for additional information regarding this qualitative phase of
research including the recruitment email, study information form, participant consent form,
and interview schedule. The overall design and methodology for this qualitative research has
been peer-reviewed, with Chapter Six presenting a paper which has been accepted for
publication and Chapter Seven presenting a paper which has been submitted for publication:
Larkings, J. S., Brown, P. M., & Scholz, B. (in press). "It helps us to understand that it's not
particularly a patient's fault": Mental health professionals discuss their causal beliefs and
perceptions of mental illness. Australian Counselling Research Journal.
Larkings, J. S., Brown, P. M., & Scholz, B. (2017). Addressing causal beliefs in treatment:
Insights from mental health clinicians. Manuscript submitted to British Journal of
Guidance and Counselling.

3.6 Consumers Research Phase: Methodology
Results from the systematic review research phase and the mental health professionals
research phase highlighted the need and importance of consumers’ perspectives in order to
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provide a more holistic understanding of the topic. Therefore, the final phase of research
aimed to investigate the perspective and subjective experience of consumers. The focus of
this phase of research was on consumers’ beliefs about mental illness in general, their mental
illness, and their perception of what the public believe causes mental illness. This phase also
explored how consumers’ causal beliefs influenced perceptions of mental illness and how
causal beliefs impact treatment, with a particular focus on how consumers' own causal beliefs
had an impact on their understanding of their mental illness and influenced their recovery
journey.
A qualitative approach was chosen as it best accommodated the exploratory and
descriptive nature of the research aims, as fundamental aspects of qualitative research are
induction, discovery, and exploration (Johnson & Onwuegbuzie, 2004). As previously stated
there has been limited research on consumers’ causal beliefs and how these influence
consumers’ perceptions of mental illness (Elliott, Maitoza, et al., 2011; Kvaale, Haslam, et
al., 2013). Therefore, a qualitative approach allowed for a greater depth and breadth of
exploration and understanding of the topic (Silverman, 2013). A strength of this design was
that it allowed consumers to raise issues that are important to them which as a researcher I
may not have considered (Choy, 2014). A questionnaire may have restricted the responses of
consumers and I wanted to avoid limiting participants to potentially arbitrary or irrelevant
responses. The importance of consumer involvement in research has been recognised (World
Health Organization, 2013), and co-produced or consumer-led research is strongly
encouraged. However, where including consumers in the research process is not possible,
such as in a PhD thesis, where research must be led by the candidate rather than be consumerled with decisions made by collaborative consumer researchers, it is important to ensure that
consumers’ perspectives are honoured. A qualitative approach ensures that consumers’
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perspectives are honoured and their voice is heard, and allows consumers to have an active
role in discussing their needs in treatment and recovery.
An individual interview method was chosen as individual interviews tend to elicit
more in-depth information (Gaskell, 2000), and are particularly suitable for understanding the
interviewees’ lived experience (Seidman, 2006). It was also thought individual interviews
were more appropriate given the sensitive nature of the topic being discussed (i.e.,
consumers' beliefs about what caused their mental illness), with face to face individual
interviews allowing the interviewer the ability to react to social cues, which allowed me to
observe if the interview was distressing to the participant (Opdenakker, 2006). A semistructured interview was developed and used as it gave me the freedom to start with a broader
question and then probe further as necessary and appropriate, depending on the participant’s
affect and responses (Barriball & While, 1994). I am a registered psychologist who often
conducts full mental health assessments, as such I used my clinical judgement along with the
brief history provided by the participant to inform how much I could probe during questions.
The focus of this phase of research was on consumers who self-identified as having a
mental illness. As such, there was no inclusion/exclusion criteria regarding participants’
mental illness or if they had received a diagnosis. Some people with mental health concerns
do not identify as having, or agree that they have, a mental health illness, and it is common
for consumers to disagree with their diagnosis (Sayre, 2000). It was important that
participants identified as having a mental illness, as the focus of this phase of research was on
what consumers thought caused their mental illness, and having individuals who selfidentified increased the validity of results. This was particularly important when exploring
beliefs around stigma, as the extent to which an individual identifies with a stigmatised group
(i.e., people with mental illness), is thought to impact their experience of stigma and
perceptions of their illness (Brown et al., 2007; Corrigan & Watson, 2002a). Other studies
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have also highlighted the importance of using participants who identify as having a mental
illness when exploring participants’ perceptions towards their mental illness, and opt for
participants who self-identify as having mental illness rather than using a diagnosis or
screening tool for mental illness (Kemp, Lickel, & Deacon, 2014; Nieuwsma & Pepper,
2010).
All consumers who participated in this research were living in the community. There
were several reasons for this decision. The mental health professionals who participated in
this research program all worked in a community setting, so I reasoned that using consumers
who were also within a community setting would increase the validity of comparisons made
between the findings from the mental health professionals’ phase of research and the
consumers’ phase of research. Moreover, I wanted to include a range of consumers who
were not necessarily receiving treatment at the time of participation. Including a wide range
of consumers was done as the literature suggests that causal beliefs may also play a role in
factors such as help-seeking, engagement, and treatment continuation (Hinshaw & Stier,
2008; Ross & Goldner, 2009; Sartorius, 2007), and it was thought that these factors may be
missed if the focus was primarily on consumers who were currently receiving treatment.
Essentially, this phase of research used the same qualitative data analysis strategy as
the mental health professionals’ research phase. This was done to increase triangulation of
results and ensured a holistic view of the topic to strengthen the interpretation of results
(Östlund et al., 2011; Schoonenboom & Johnson, 2017). The methodology of this phase of
research is described in detail in the two published papers that emerged from the data, which
are presented in Chapter Eight and Chapter Nine. See Appendix J to Appendix N for
additional information regarding this phase of research including recruitment email,
advertisement flyer, participant information form, consent form, and the interview schedule.
The two papers have been published as:
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Larkings, J. S., Brown, P. M., & Scholz, B. (2017). "Why am I like this?" Consumers discuss
their causal beliefs and stigma. International Journal of Mental Health, 46, 206-226. doi:
10.1080/00207411.2017.1304076
Larkings, J. S., Brown, P. M., & Scholz, B. (in press). "It's often liberating": Consumers
discuss causal beliefs in the treatment process. Journal of Mental Health, 19, 1-7. doi:
10.1080/09638237.2017.1417550

3.7 Ethical Considerations
Consumers have been identified as a vulnerable research participant population and as
such, it is paramount that research is designed in a manner to ensure that their needs are met
and respected (Keogh & Daly, 2009). The rights and interests of participants were
considered in all stages of the research design and implementation and it was thought that a
qualitative approach was particularly appropriate for consumers. The project received
approval from the Committee for Human Research Ethics at the University of Canberra, with
separate ethics applications submitted for different phases of research (see Appendix O to
Appendix Q). The project was also conducted in line with the National Statement on the
Ethical Conduct of Research Involving Humans (The National Health and Medical Research
Council, 2007), and data collected through the project was managed and stored in accordance
with University of Canberra's Management of Research Data and Primary Research
Materials Policy. As such, all electronic files and audio recordings were stored on a
password-protected computer. In addition, participants' personal information, such as
consent forms and details given for the prize draw, were recorded and stored separately to
their data to ensure participants’ privacy. Moreover, direct quotes from participants were
only included if they did not contain any identifying information.
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3.8 Chapter Summary
This chapter described the different phases of the mixed methods design used in this
research program and provided a justification and rationale for the methods used in each
phase of research. To address the first aim of this research program, a systematic review
phase of research allowed for an overview of the past research conducted on the topic while
highlighting gaps in the research which guided the subsequent phases of research (Petticrew,
2003). The mental health professionals’ phase of research used the combination of a
quantitative online survey and in-depth qualitative interviews. While the final phase of
research provided the perspective of consumers through the use of in-depth individual
interviews. Overall, each phase of research contributed to my understanding of the topic as
well as fundamental research principles and was important in providing a holistic
understanding of the research topic presented in this program of research.
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CHAPTER FOUR
Paper one: Do biogenetic causal beliefs reduce mental illness stigma in people with
mental illness and in mental health professionals? A systematic review

4.1 Chapter Introduction
This chapter presents the first of six research articles prepared during the course of the
candidature. The paper investigates previous research through systematic review to answer
the question "Do biogenetic causal beliefs reduce stigma in mental health professionals and
people with mental illness?” This paper has been published in the International Journal of
Mental Health Nursing. The format of the paper is in accordance with the publication
guidelines for this journal.

4.2 Declaration for Thesis Chapter Four
4.2.1 Declaration by candidate.
In the case of Chapter Four, the nature and extent of my contribution to the work was
the following:
Nature of contribution

Extent of contribution

Design and undertaking of systematic review, analysis of

95%

results and writing of paper

The following co-author contributed to the work:
Name

Nature of contribution

Patricia Brown General supervision, guidance and

Extent of
contribution
5%

Contributor a
student at UC
No

editing of paper
Candidate’s signature:

Date:
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4.2.2 Declaration by co-author.
The undersigned hereby certify that:
1.

The above declaration correctly reflects the nature and extent of the candidate’s
contribution to this work, and the nature of the contribution of each of the coauthors;

2.

They meet the criteria for authorship in that they have participated in the
conception, execution, or interpretation, of at least that part of the publication in
their field of expertise;

3.

They take public responsibility for their part of the publication, except for the
responsible author who accepts overall responsibility for the publication;

4.

There are no other authors of the publication according to these criteria;

5.

Potential conflicts of interest have been disclosed to (a) granting bodies, (b) the
editor or publisher of journals or other publications, and (c) the head of the
responsible academic unit; and

6.

The original data are stored at the University of Canberra and will be held for at
least five years from 19/03/2018.

Patricia Brown signature:

Date:

[This is the peer reviewed version of the following article:
Larkings, J.S. and Brown, P.M. (2018), Do biogenetic causal beliefs reduce mental illness stigma
in people with mental illness and in mental health professionals? A systematic review. Int J
Mental Health Nurs, 27: 928-941. doi:10.1111/inm.12390,
which has been published in final form at https://doi.org/10.1111/inm.12390. This article may be
used for non-commercial purposes in accordance with Wiley Terms and Conditions for Use of
Self-Archived Versions.]
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Do biogenetic causal beliefs reduce mental illness
stigma in people with mental illness and in mental
health professionals? A systematic review
Josephine S. Larkings and Patricia M. Brown
Department of Health, Psychology, University of Canberra, Canberra, ACT, Australia
4.3 ABSTRACT: Viewing mental illness as an ‘illness like any other’ and promoting biogenetic causes

have been explored as a stigma-reduction strategy. The relationship between causal beliefs and mental
illness stigma has been researched extensively in the general public, but has gained less attention in more
clinically-relevant populations (i.e. people with mental illness and mental health professionals). A
systematic review examining whether endorsing biogenetic causes decreases mental illness stigma in
people with mental illness and mental health professionals was undertaken using the preferred reporting
items for systematic reviews and meta-analyses guidelines. Multiple databases were searched, and
studies that explored the relationship between biogenetic causal beliefs and mental illness stigma in
people with mental illness or mental health professionals were considered. Studies were included if they
focussed on depression, schizophrenia, or mental illness in general, were in English, and had adult
participants. The search identified 11 journal articles reporting on 15 studies, which were included in
this review. Of these, only two provided evidence that endorsing biogenetic causes was associated with
less mental illness stigma in people with mental illness or mental health professionals. The majority of
studies in the present review (n = 10) found that biogenetic causal beliefs were associated with increased
stigma or negative attitudes towards mental illness. The present review highlights the lack of research
exploring the impacts of endorsing biogenetic causes in people with mental illness and mental health
professionals. Clinical implications associated with these results are discussed, and suggestions are
made for further research that examines the relationship between causal beliefs and treatment variables.
KEY WORDS: causality, health personnel, people with mental illness, review, stigma.

4.4 INTRODUCTION
While the exact causes of mental illness are still debated,
the medicalization of mental illness has resulted in
changes to the way mental illness is conceptualized and
defined (Kvaale et al. 2013a; Lebowitz 2014). As such,
biogenetic (biological and genetic) causes of mental
illness have received increased attention and focus,
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resulting in a rise in the acceptance of biogenetic causes
among the general public (Pescosolido et al. 2010;
Schomerus et al. 2012). There was widespread hope
that an increase in the promotion and endorsement of
biogenetic causes would result in mental illness being
viewed as similar to a physical medical condition or an
‘illness like any other’, and that this would in turn
reduce the stigma associated with mental illness by
decreasing the blame associated with having a mental
illness (Lam et al. 2005; Read 2007). As a consequence,
several organizations and advocacy groups have
subscribed to this approach in their stigma-reduction
attempts (Lam et al. 2005; National Alliance on Mental
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Illness, 2013, National Mental Health Strategy,
2013). Effective stigma-reduction strategies are
vital, as stigma has been found to dramatically
undermine quality of life and restrict life
opportunities for people with mental illness
(Angermeyer et al. 2011; Corrigan et al. 2013). In
addition, consumers have reported that health-care
professionals are primarily contributors to the stigma
and discrimination they experience; this often
reduces help seeking and ongoing treatment
engagement (Ross & Goldner 2009; Sartorius 2007).
The relationship between biogenetic causes and
stigma in the general public has been researched
extensively. Recently, there have been five review
articles that have attempted to determine if
biogenetic causes influence stigma reduction in the
general public (Angermeyer et al. 2011; Jorm & Oh
2009; Kvaale et al. 2013a, b; Read et al. 2006). Two
meta-analyses found that bio- genetic causes were
associated with reduced blame, but increased
perceived dangerousness; biogenetic causes were
also associated with an increase in desired social
distance (Kvaale et al. 2013a), and contributed to
pessimism around prognosis (Kvaale et al. 2013b). A
review by Read et al. (2006) found that biogenetic
causes for schizophrenia were positively related to
perceptions of dangerousness, unpredictability, fear,
and social distance. Jorm and Oh’s (2009) review
suggested endorsement of brain disease as a cause
was associated with increased social distance, but
biochemical imbalances and genetic causes were
not. Finally, Angermeyer et al. (2011) found that
biogenetic causes were not associated with more
positive attitudes towards mental illness in general,
and tended to be associated with more negative
attitudes towards schizophrenia. Overall, these
reviews suggest that there are mixed ramifications
associated with public endorsement of biogenetic
causes. While biogenetic causes might help reduce
blame, they might also contribute to negative
consequences, such as increased perceived
dangerousness, social distance, and pessimism
around prognosis.
While most research has been on the general
public, it is also important to understand how the
endorsement of biogenetic causes impacts people with
mental illness and mental health professionals,
particularly if biogenetic causes continue to be
promoted in an attempt to reduce stigma. Some have
argued that promoting biogenetic causes is not in the
best interest of people with mental illness and mental
health professionals (Goldstein & Rosselli 2003; Lam
& Salkovskis 2007; Phelan 2005), because if the impact
of endorsing biogenetic causes mirrors that of the

© 2017 Australian College of Mental Health Nurses Inc.

general public, there might be several significant
clinical consequences (Lebowitz et al. 2013). For
instance, self-stigma or the internalization of
stigma increases the burden of disease for people
with mental illness, reduces help-seeking
behaviour, and decreases self-esteem and selfefficacy (Hinshaw & Stier 2008; Watson et al.
2007). Self-stigma has also been found to influence
treatment discontinuation and increase psychiatric
symptom severity (Livingston & Boyd 2010). In
addition, biogenetic causes are associated with
lower levels of perceived control, which in turn
increase pessimism regarding treatment outcomes
and prognosis (Goldstein & Rosselli 2003; Lam &
Salkovskis 2007). This is problematic, given that
individuals’ expectations around treatment
outcomes significantly impact the treatment
process and recovery (Greenberg et al. 2006;
Watsford & Rickwood 2013).
The integration of mental health care into
primary health-care services has resulted in
frontline health professionals, such as nurses,
having increased and frequent contact with people
with mental illness (Happell & Platania-Phung
2005). In addition, health professionals in a
hospital setting might be the first mental health
professionals that consumers and their families
have contact with, and as a result, professionals,
such as nurses, play a vital role in initiating the
therapeutic relationship and starting the psychoeducation process. Therefore, understanding how
mental health professionals’ beliefs around the
causes of mental illness and endorsement of
biogenetic causes influence their perceptions of
mental illness is important, as it is likely to
influence the treatment process (Hansson et al.
2011; Lam & Salkovskis 2007; Lebowitz & Ahn
2014). For example, it has been found that
clinicians’ beliefs about the causes of mental illness
influence the type of treatment intervention they
believe will be most effective, with medication
being viewed as a more effective intervention when
the mental illness is perceived to be biologically
based (Ahn et al. 2009). Moreover, it has been
found that mental health professionals’ causal
beliefs impact empathy towards consumers
(Lebowitz & Ahn 2014). Empathy plays an
important function in building a therapeutic
alliance, and has been found to predict therapeutic
outcomes (Elliott et al. 2011).
Therefore, it seems likely that endorsement of
biogenetic causes by people with mental illness and
mental health professionals might influence stigma,
and as a consequence, have several clinical
implications. It has often been reported that there is a
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lack of research on this topic (Kvaale et al. 2013a;
Lebowitz 2014). Lebowitz (2014) recently reviewed
the literature on the consequences of endorsing
biogenetic causal beliefs among people with mental
illness. Lebowitz’s review did not specifically focus
on stigma, and included a wide range of variables.
However, prognostic pessimism was included, and
Lebowitz concluded that the endorsement of
biogenetic causal beliefs appeared to influence
pessimism around prognosis and recovery in people
with mental illness. Carter et al. (2016) conducted a
systematic review with the primary aim of exploring
the impact of causal beliefs, including biogenetic
causes, on treatment in people with psychosis. They
also explored the relationship between causal beliefs
and stigma, and concluded that causal beliefs appear
to influence stigma in people with psychosis. Carter
et al.’s (2016) review included four studies that
examined the relationship between causal beliefs and
stigma, two of which focussed on biogenetic causal
beliefs and stigma, both finding that biogenetic
causal beliefs were associated with an increase in
stigma. The current review extends and
complements previous reviews by focussing on the
relationship between biogenetic causal beliefs and
mental illness stigma among people with mental
illness and mental health professionals. The aim of
the present review was to examine and collate the
available literature on this relationship, and in
particular, to explore whether biogenetic causes are
associated with decreased stigma.
4.5 METHOD
During the course of the present study, the preferred
reporting items for systematic reviews and metaanalysis statements (or PRISMA guidelines), were
used to help inform the search strategy and reporting
of this systematic review (Moher et al. 2009).
Studies that examined the relationship between
biogenetic causal beliefs and mental illness stigma
among people with mental illness or mental health
professionals were included. In the present review,
stigma was considered in a broad sense, and included
studies that stated they measured stigma, as well as
studies that measured other facets of stigma,
discrimination, and negative attitudes (e.g. blame,
dangerousness, social distance, and prognostic
pessimism). Included studies focussed on stigma
towards depression, schizophrenia, or mental illness
in general (i.e. an unspecified mental illness or a
range of mental illness combined in the same
sample). This criterion was set, as it has previously
been identified that the majority of research
conducted on biogenetic causal beliefs and stigma
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among the public has focussed on these mental
illness categories (Kvaale et al. 2013a). It was
hoped that having this inclusion criterion would
increase the homogeneity of the sample, assisting in
meaningful analysis and inferences between this
review and existing research conducted with the
public. Only studies in English, with adult
participants, were included, with both qualitative
and quantitative articles considered. Given the
limited number of studies conducted on the topic,
there were no additional inclusion criteria around
study design.
A literature search was conducted using CINAHL
Plus, Medline, PsycARTICLES, PsychINFO, and
Psychology and Behavioral Sciences Collection
electronic databases. The search was conducted using
the following terms: biological explanation OR
biogenetic OR causal beliefs OR causal attributes OR
etiological explanation OR etiology OR biology OR
biological AND mental illness OR mental disorders
OR mental health AND stigma OR attitudes OR
acceptance OR social distance OR controllability OR
stability OR dangerousness OR responsibility OR
blame AND consumer OR consumer beliefs OR
consumer attitudes OR patients OR patients beliefs
OR patients attitudes OR subjective accounts OR
people with mental illness OR person with psychiatric
disability OR clinicians OR professionals OR
professional personnel OR clinical psychologist OR
medical personnel OR mental health personnel OR
physicians OR psychiatrists OR therapists OR nurses
OR psychiatric hospital staff. The search focussed on
research conducted in the 20 years prior to 15
February 2017.
The eligibility assessment was performed by
the primary author in an unblinded but standardized
manner. The title and abstract for all articles were
read in an effort to maximize inclusion of relevant
articles. The full text of remaining articles was
examined in greater detail, and was included or
excluded based on the inclusion criteria. The
second author also reviewed studies being
considered
for
inclusion,
where
initial
disagreements occurred, and accord was reached
through additional discussion and review. The
reference list of included articles and related review
articles was also searched for additional studies.
As suggested by the PRISMA guidelines (Moher
et al. 2009), risk of bias was considered during the
search for research and during the qualitative
synthesis of the research. However, no formal
assessment of risk of bias was undertaken due to the
limited articles available that explored the relationship
between biogenetic causal beliefs and stigma
among people with mental illness and mental
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health professionals. Instead, all articles that met the
inclusion criteria were included, and several factors
that influence risk of bias are discussed throughout the
Results and Discussion sections in the present study,
such as characteristics of the included studies,
measures used for biogenetic causal beliefs and stigma,
and the multiple terms and definitions used for
biogenetic beliefs, people with mental illness, and
mental health professionals.
4.6 RESULTS

Identification

The search yielded 2118 journal articles (after
duplicates were removed); 55 journal articles were
obtained in full text and examined in detail (Fig. 4.1).
There were 11 articles which met the inclusion criteria.
Upon closer examination of the included articles, it was
found that two articles reported results of multiple
studies. Therefore, 11 articles reporting on 15 studies
were included in this systematic review.

Papers identified in electronic
data searching
(n = 2443)

4.6.1 Characteristics of the selected studies
A summary of the descriptive characteristics of the
reviewed studies are displayed in Tables 4.1 and 4.2.
Some studies included multiple subsamples (e.g.
relatives or the public). As this review focussed on
people with mental illness and mental health
professionals, only data pertaining to these samples
are reported. The majority of studies used consecutive
sampling methods (n = 13). All included studies
adopted a quantitative approach, with the majority
using cross-sectional techniques (n = 11), three studies
using a quasi-experimental approach, and one study
being experimental in design. The sample sizes
ranged from 36 to 1829 (median: 106), and studies
were conducted in five different countries.
There were 10 studies that focussed on people
with mental illness. The majority of these studies

Additional papers identified from
reference lists
(n = 3)

Included

Eligibility

Screening

Papers after duplicates removed
(n = 2118)

Papers screened
(n = 2118)

Full-text articles assessed
for eligibility
(n = 55)

Papers included in
qualitative synthesis
(n = 11), which reported
(n = 15) studies

FIG. 4.1: Flowchart for study inclusion.
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Records excluded
(n = 2063)

Full-text articles excluded (n = 44)
 No relationship between stigma
and biogenetic beliefs (n = 17)
 No biogenetic measure (n = 6)
 No stigma measure (n = 3)
 Participants were not people
with mental illness or mental
health professionals (n = 8)
 Focused on illness other than
depression, schizophrenia or
mental illness in general (n = 5)
 Editorial/Comment articles
(n = 5)
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73

108

Kemp et al. (2014)
USA

Lebowitz et al. (2013)
USA – Study 1a
Lebowitz et al. (2013)
USA – Study 1b
Lebowitz et al. (2013)

Lee et al. (2016)
USA

100

Charles et al. (2007)
India

144

232

40

n
191

Study and country
Brown et al. (2007)
USA

Depression
(27.1)

Depression
(34.34)
Depression
(30.75)
Depression

Depression
(20)

Schizo
(32.95)

Sample & mean
age (years)
Depression
(45.1)

Quasi-experimental

Quasi-experimental

Cross-sectional

Cross-sectional

Experiment

Cross-sectional

Study design
Cross-sectional

Biological condition; video
on biological causes
(including neurotransmitter
imbalances, brain
abnormalities, and genetics)

Belief that illness is a
disease; Short Explanatory
Model Interview
Chemical imbalance
condition; fake test saying
that their depression was
caused by low serotonin
Biochemical/genetic; 2
items
Biochemical/genetic; 2
items
Biochemical/genetic; 2
items
Malleable condition; video
on malleability of genes and
brain chemistry
Biological illness condition;
video on biomedical causes

Biogenetic measure
Hereditary; Illness
Perception Questionnaire

TABLE 4.1: Details of included studies and key findings for people with mental illness

Self-stigma; including 5
subscales (self-blame,
prognostic pessimism,
dangerousness,
unpredictability, and
hopelessness)
Hopelessness; BHS

Stigma; Consumers
Experiences of Stigma
Questionnaire
Self-stigma; 4-item scale
from the PDS
Prognostic pessimism; 4
items, from the PDS
Prognostic pessimism; 1
item
Prognostic pessimism; 1
item
Prognostic pessimism; 2item
Agency; 2 items
Hopelessness; BHS

Stigma measure
Controllability; 7 items
Consequences; 7 items
Chronicity; 1 item

(Continued)

Biochemical/genetic beliefs predicted
higher prognostic pessimism
Biochemical/genetic beliefs predicted
higher prognostic pessimism
Biochemical/genetic beliefs predicted
higher prognostic pessimism. Malleable
condition reduced prognostic pessimism,
hopelessness, and increased feelings of
agency. No significant differences between
malleable condition and biological illness
condition in prognostic pessimism or
hopelessness, but malleable condition had
higher agency ratings than those in the
biological-illness condition
Self-blame and helplessness were
significantly lower in the biological
condition compared to the cognitive
behavioural. No significant differences
between prognostic pessimism,
unpredictability, or dangerousness.
Combined biological and cognitivebehavioural condition had significantly
worse effects on most of the self-stigma
variables than the biological condition

Chemical imbalance condition did not
reduce self-blame; it did increase
prognostic pessimism

Key findings
Hereditary beliefs were associated with
perceived chronicity. Non-significant
association between hereditary beliefs and
perceived controllability or consequences
Belief that mental illness is a disease was
associated with increased stigma
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94

recruited participants in the community using an
online survey (n = 5), or participants from outpatient
clinics (n = 3). Two studies used a convenience
sample of university students who self-reported
having mental illness (Kemp et al. 2014; Nieuwsma
& Pepper 2010). There were five studies that
focussed on mental health professionals. The majority
of these were recruited from national samples of
mental health professionals (n = 3), or sampled from
different mental health-care institutes (n = 1). One
study used a convenience sample of physicians who
completed an online training course (Knaak et al.
2015).

BHS, Beck Hopelessness Scale; PDS, Perceptions of Depression Scale.

Cross-sectional
85

Mental illness
44.8

Genetic; 1 item
Neurobiological; 1 item

Biogenetic beliefs were associated with
More pessimistic views of prognosis
Non-significant association between
genetic and neurobiological beliefs and
social distance. Greater beliefs associated
with increased fear regarding other people
with mental illness and increased “me
guilty” implicit blame
Prognostic pessimism; 1
item
Stigma; Brief Implication
Association Test
Social Distance
Cross-sectional
18299

Depression

Biogenetic; 3 items

Key findings
Non-significant association between
biological beliefs and stigma
Study design
Cross-sectional

Study and country
Nieuwsma and
Pepper (2010)
USA
Read et al. (2014)
New Zealand
Rüsch et al. (2010)
USA

TABLE 4.1: (Continued)

n

36

Sample & mean
age (years)
Depression

Biogenetic measure
Biological; Etiology Beliefs
Survey

Stigma measure
Stigma; 25-item scale
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4.6.2 Participants
There was a total of 3708 participants who either had
a mental illness or were mental health professionals.
There were 2838 people with mental illness. The
mean age of participants with mental illness was
33.58 years (standard deviation: 9.1), based on data
from the seven studies that reported age. The majority
of people with mental illness had depression (93.5%),
followed by schizophrenia (3.5%), and mental illness
in general (3%). These studies varied in inclusion
method for people with mental illness, including selfreport inventory (n = 4), self-reported mental illness
(n = 3), receiving treatment (n = 1), met criteria for
axis 1 diagnosis (n = 1), and had an international
statistical classification of diseases and related health
problems 10th revision diagnosis (n = 1). There were
870 mental health professionals with no mean age
reported. Studies differed in details regarding the
type of mental health professional included, with
some studies reporting a range of mental health
professionals, including practicing mental health
clinicians (n = 3), physicians (n = 1), psychiatric
nurses (n = 1), social workers (n = 1), psychologists
(n = 1), physiotherapists (n = 1), and occupational
therapists (n = 1).
4.6.3 Measurement of biogenetic causal beliefs
A range of measures and approaches was used to
explore biogenetic causes. Across the 15 studies, 13
different measures or methods were used. Two
studies used the same biological manipulation in a
vignette, and three studies used the same causal
beliefs scale. However, these studies were conducted
by the same researchers (Lebowitz & Ahn 2014;
Lebowitz et al. 2013), which is likely to explain the
decision to use the same measures. Seven of the
studies had scales that measured several causes of
mental illness, with biogenetic causes being one of
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106

105

132

67

460

n

Mean age
(years)
Sample

Mental health
clinicians

Mental health
clinicians

Mental health
clinicians

Non-medical
(mental health
professionals
Physicians

Study focus

Social phobia &
depression

OCD

Depression &

Schizophrenia &
social phobia

Depression

Schizophrenia

Study design

Cross-sectional

Cross-sectional

Cross-sectional

Quasiexperimental

Cross-sectional

Biogenetic measure

Predominantly biological;
vignette focus was on
biological causes, but
also included
psychosocial causes

Biological; information
given in vignette

Biological; information
given in vignette

Genetic; factor
Derived from a
10-item measure
Biological conception;
Information presented
In CME antistigma
course

Stigma measure

Empathy; 18
Personal distress;
6items
items

Empathy; 18
Personal distress;
6items
items

Empathy; 18
Personal distress;
items
6 items

Stigma; OMS-HC

Social distance

CME, continuing medical education; OCD, obsessive–compulsive disorder; OMS-HC, Opening Minds Scale for Health Care Providers.

Lebowitz and
Ahn (2014)
USA – Study

2

Lebowitz and
Ahn (2014)
USA – Study

1

Lebowitz and
Ahn (2014)
USA – Study

Study and
country
Grausgruber
et al. (2007)
Austria
Knaak et al.
(2015)
Canada

TABLE 4.2: Details of included studies and key findings for mental health professionals
Key findings

CME course that included biologic
conception information had a greater
improvement on OMS-HC scores than
other antistigma programmes that did
not include biologic conception
information
Biological explanation was associated
with less empathy than psychological
explanations
Biological explanation was associated
with higher personal distress in
relation to schizophrenia, but not
social phobia
Biological explanation was associated
with less empathy than psychological
explanations. Non-significant effect
between biological explanation and
personal distress
Predominantly biological explanation
was associated with less empathy than
predominantly psychosocial
information. Non-significant effect
between predominantly biological
explanation and personal distress

Non-significant association between
genetic causes and social distance
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the causes (Grausgruber et al. 2007; Lebowitz et al.
2013; Nieuwsma & Pepper 2010; Read et al. 2014;
Rüsch et al. 2010). In two studies, causes were
measured within a model of health behaviour
questionnaire, along with several other factors, such
as consequences of illness, severity of symptoms, and
perceived controllability (Brown et al. 2007; Charles
et al. 2007). In seven studies, biogenetic beliefs were
measured or influenced through information provided
to participants either in a vignette, video, or by
information provided in a course (Kemp et al. 2014;
Knaak et al. 2015; Lebowitz & Ahn 2014; Lebowitz
et al. 2013; Lee et al. 2016). The majority of these
studies gave little information or details of the
biogenetic information provided to participants.
Details around the measures used were minimal
in most of the articles. For example, the majority of
studies (n = 13) did not address the reliability or
validity of their biogenetic measure. The present
review highlights the lack of clearly-defined and
consistent terminology, resulting in no standard
measure of biogenetic causal beliefs. Studies included
a range of terms, such as hereditary, biological,
biogenetic, genetic, biochemical, neurobiological,
biologic conception, chemical imbalances, and belief
that illness is a disease. The majority of studies (n =
10) did not provide a definition to accompany their
biogenetic term, making it unclear what aspects of
biogenetic causes were the focus.
4.6.4 Measurement of stigma
As research on the relationship between biogenetic
beliefs and stigma in people with mental illness and
mental health professionals is limited, a very broad
inclusion criterion of stigma was used, with various
aspects and components of stigma being measured.
As such, there was a wide range of stigma measures
reported in the included studies. Seven studies
measured prognostic pessimism/chronicity, which
refers to the view that mental illness is somewhat
permanent and might be challenging to treat (Brown
et al. 2007; Kemp et al. 2014; Lebowitz et al. 2013;
Lee et al. 2016; Read et al. 2014). Six studies reported
measuring stigma or self-stigma (Charles et al. 2007;
Kemp et al. 2014; Knaak et al. 2015; Lee et al. 2016;
Nieuwsma & Pepper 2010; Rüsch et al. 2010),
although each of these studies used a different
measure and appeared to be focussing on different
aspects (e.g. consumers’ experience of stigma, healthcare providers’ attitudes and behavioural intentions,
implicit and automatic aspects of stigma). The next
most common aspects of stigma measured were
personal distress (i.e. personal feelings of unease
towards people with mental illness) and empathy,
which were included in three studies (Lebowitz &
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Ahn 2014). Two studies used social distances
measures (Grausgruber et al. 2007; Rüsch et al.
2010), and two explored controllability/agency,
which refers to the individual’s ability to influence
their symptoms and recovery (Brown et al. 2007;
Lebowitz et al. 2013). Finally, there was one study
that looked at the perceived consequences (e.g.
impact on life, financial consequences, how people
with mental illness are viewed by others) that
participants thought were associated with having a
mental illness (Brown et al. 2007), and one study
that reported several subscales of self- stigma,
including self-blame, perceived dangerousness,
unpredictability, and hopelessness (Lee et al.
2016).
4.6.5 Biogenetic causal beliefs and stigma in
people with mental illness
A primary aim of the present review was to
examine the relationship between endorsing
biogenetic causes and stigma in people with
mental illness. Only one of the 10 included studies
provided evidence to suggest that endorsing
biogenetic causes is associated with less stigma in
people with mental illness. Lee et al. (2016)
explored the relationship between causal beliefs
and stigma in people who had clinical levels of
depression. Participants were shown a brief audiovisual presentation describing their symptoms as
being caused by biological factors, cognitivebehavioural factors, or a combination of biological
and cognitive-behavioural factors. The results
showed that participants in the biological
condition had significantly lower self-blame and
perceived helplessness when compared to the
cognitive-behavioural condition.
However, eight of the studies reviewed
suggested that the endorsement of biogenetic
causes was associated with an increase in stigma
(three of these studies also presented nonsignificant relationships between biogenetic
causes and aspects of stigma), and one study
reported non-significant findings. Participants in
six of these studies, who attributed the cause of
their depression or depression in general to
biogenetic factors, reported greater prognostic
pessimism/ chronicity, indicating that they were
less optimistic about recovery (Brown et al. 2007;
Kemp et al. 2014; Lebowitz et al. 2013; Read et al.
2014). Rüsch et al. (2010) explored the impact of
endorsing biogenetic causes by examining implicit
and explicit responses from both the general public
and people with serious mental illness. Among
people with mental illness, the endorsement
of genetic causal explanations had some negative
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consequences, with greater explicit fear of others
reported and a higher level on self-guilt at an
implicit level. Charles et al. (2007) focussed on
the stigma experiences of individuals with
schizophrenia, and reported a positive relationship
between stigma scores and a belief in the disease
model of mental illness. Nieuwsma and Pepper
(2010) examined the beliefs of a group of university
students who identified as having had depression,
and found a non-significant relationship between
biological causes and stigma. The study used a
sample of university students who might not have
been currently experiencing depression, as they had
to self-identify as having had depression in the past.
As such, it is possible that this sample differs to the
other samples, and might have influenced the nonsignificant results. Overall, the results from the
present review suggest that biogenetic causal beliefs
not only have a negative impact on how people with
mental illness view their own illness but might also
increase their stigma towards other people with
mental illness.
4.6.6 Biogenetic causal beliefs and stigma in
mental health professionals
This review also examined whether biogenetic
causal beliefs are associated with reduced stigma
towards mental illness in mental health
professionals. Of the five studies included that
focussed on mental health professionals, only one
provided evidence that biogenetic causes might
reduce stigma (Knaak et al. 2015). The majority of
the studies (n = 4) reported that biogenetic causes
were associated with an increase in stigma or
that there was a non-significant relationship
(Grausgruber et al. 2007; Lebowitz & Ahn 2014).
Knaak et al. (2015) used pre- and post-stigma
ratings to evaluate the change of attitude in
physicians who completed an online continuing
medical education (CME) course on mental illness
stigma, which included a section that focussed on
the biological correlations associated with mental
illness. Post-test scores indicated that there was a
significant improvement on all three stigma aspects
(negative attitudes, social distance, willingness to
disclose/seek help) that were measured using the
Opening Minds Scale for Health Care Providers
(OMS-HC). Knaak et al. (2015) then compared data
from six different programmes that also used the
OMS-HC and had a similar content, but did not
include the section on biological correlations. They
found that participants who completed the CME
course, which included the biological component,
had the most significant improvement in attitudes and
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decrease in stigma. Their study was quasiexperimental, and as such, provided some evidence
of the directional relationship between biogenetic
causes and stigma. However, there was no control
group and the other antistigma programmes used, as
comparisons might have had other variables that
influenced the results.
Lebowitz and Ahn (2014) conducted three
studies examining the impact of biogenetic causes on
mental health professionals’ empathy towards
clients. Across all three studies and a range of
different mental illnesses, they found that biogenetic
causes were associated with less empathy compared
to psychological explanations. They also found that
biogenetic explanations were associated with higher
reported personal distress and feelings of unease
towards people with schizophrenia, but not with
depression. Grausgruber et al. (2007) included a
wide range of mental health professionals in their
study, and found a non-significant relationship
between genetic causes and social distance. Social
distance is one of the most common measures used in
stigma research in the general public (Wahl &
Aroesty-Cohen 2010). However, given that social
distance measures explore the desire to avoid people
with mental illness, it might have less utility when
looking at stigma in mental health professionals, as
they have ongoing contact with people with mental
illness, and thus might be less likely to avoid them.
4.6.7 Biogenetic causal beliefs and treatment
variables
While the aim of the present review was to explore
the relationship between biogenetic beliefs and
stigma, it became apparent when reviewing the
included studies that biogenetic beliefs also influence
several factors that might impact the treatment and
recovery process. Of the 15 studies reviewed, six
examined the relationship between biogenetic beliefs
and treatment-related variables that are likely to
influence the treatment and recovery process. Of
these, three focussed on people with depression and
three on mental health professionals. As these
variables were not explicitly intended variables of the
original review, it is possible that there is other
research available regarding these variables that is
not included in the present review. Treatment
variables included perceptions of treatment
effectiveness, clinical utility, medication adherence,
treatment credibility, ability to regulate mood, and
therapeutic alliance.
The relationship between biogenetic beliefs and
perception of medication effectiveness was explored
in the six studies, which included treatment-related
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variables. All six studies found that the endorsement
of biogenetic beliefs was associated with the
perception that medication would be effective (Kemp
et al. 2014; Lebowitz & Ahn 2014; Nieuwsma &
Pepper 2010; Read et al. 2014). Three studies on
mental health professionals’ opinions found that
psychotherapy was believed to be significantly less
effective when symptoms were thought to be caused
by biogenetic factors (Lebowitz & Ahn 2014), and
one studying focussing on people with depression
also reported that the participants in the biogenetic
condition viewed medication as more credible than
psychotherapy, and thought that psychotherapy was
less effective (Kemp et al. 2014).
Causal beliefs might influence clinicians’
perceptions of their ability to provide effective
treatment to people with mental illness. Two studies
reported that biogenetic beliefs were associated with
less clinical utility (e.g. the likelihood that the
development of a treatment plan will be helpful) in
clinicians (Lebowitz & Ahn 2014). Medication
adherence might be influenced by causal beliefs.
One study explored this relationship, and found
people with depression who endorsed biogenetic
beliefs had been taking antidepressants for longer,
and those still taking antidepressants tended to
endorse biogenetic beliefs more strongly (Read et al.
2014). Causal beliefs might also impact therapeutic
alliance, with one study finding that people with
depression perceived their relationship with the
prescribing doctor more positively, and felt more
understood by the doctor if they thought that their
depression was caused by biogenetic factors (Read et
al. 2014). This suggests that when causal beliefs and
the treatment being provided are congruent, the
relationship between consumer and clinician might
also improve. Finally, Kemp et al. (2014) found, in
a sample of people with depression, that endorsing
chemical imbalances as a cause was associated with
feeling less able to regulate negative mood states.
This suggests that causal beliefs might impact
perceived ability to influence and change symptoms.
4.7 DISCUSSION
The primary aim of the present review was to explore
whether the endorsement of biogenetic causes is
associated with reduced mental illness stigma in
people with mental illness and in mental health
professionals. The results from this review suggest
that the endorsement of biogenetic causes does not
appear to reduce stigma in these two groups, and
might instead increase stigma and negative attitudes
towards mental illness. More specifically, it was found
that biogenetic causes were
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associated with an increase in prognostic
pessimism/chronicity, fear towards people with
mental illness, self-blame, personal distress, and a
decrease in empathy towards people with mental
illness. One study did find that the endorsement of
biogenetic causal beliefs contributed to reduced selfblame and feelings of helplessness (Lee et al. 2016).
Overall, these results are consistent with past research
with the public, which generally concludes that, while
the endorsement of biogenetic causes might lead to
reduced blame, it might not be effective in reducing
other aspects of the stigma associated with mental
illness (Angermeyer et al. 2011; Kvaale et al. 2013a,b;
Read et al. 2006). Therefore, caution should be used
when promoting biogenetic causes in antistigma
programmes and campaigns, as past research
suggests that it has not been effective in reducing
public stigma, and the results of the present review
indicate that it is not in the best interest of people with
mental illness.
The present systematic review extends previous
reviews by focussing on a population other than the
general public. The results highlight that there is
limited research conducted on the relationship
between biogenetic causes and stigma in people with
mental illness and in mental health professionals,
particularly in comparison to the research that has
been conducted with the general public. Five recent
review articles have focussed on the impact of
biogenetic causes on stigma in the public
(Angermeyer et al. 2011; Jorm & Oh 2009; Kvaale et
al. 2013a,b; Read et al. 2006). Combined, these
reviews examine 86 different studies, whereas in the
current review, only 15 studies were found that
included people with mental illness (n = 10) or mental
health professionals (n = 5). Therefore, due to the
limited data on the relationship between biogenetic
causes and stigma in people with mental illness and
mental health professionals, any results and
conclusions made in the present review should be
interpreted with caution. However, the results indicate
that biogenetic causal beliefs do appear to influence
stigma and other treatment variables in people with
mental illness and mental health professionals.
Two theoretical approaches – attribution theory
(Weiner et al. 1988) and genetic essentialism
(Haslam & Ernst 2002; Haslam & Kvaale 2015) – are
generally referred to in the literature on biogenetic
causes and mental illness stigma, each predicting
somewhat different outcomes. Attribution theory
(Weiner et al. 1988) suggests that promoting
biogenetic causes, that are beyond the control of the
individual, will increase emotions, such as pity and
empathy, and decrease blame, resulting in a reduction
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in stigma and discriminating behaviours. For example, one of the included studies found that
Alternatively, a genetic essentialist perspective when psychosocial beliefs were endorsed, selfwould predict that endorsement of biogenetic causes initiated treatments were thought to be more effective
might result in individuals being viewed as having (Nieuwsma & Pepper 2010). In addition, causal
‘bad genes’ that are stable and unlikely to change, beliefs might also influence the coping behaviour that
and thus, biogenetic causes would be associated with people with mental illness use, which might then
no improvement or even an increase in stigma, and impact psychosocial functioning. For example, one
less optimism regarding recovery (Schnittker 2008). study found that when participants thought stress and
Haslam and Kvaale (2015) outline a ‘mixed- interpersonal problems caused their depression, they
blessings model’ regarding biogenetic causal beliefs, were more likely to use venting or blaming
and argue that these beliefs, while promoting less themselves as coping behaviours, which then resulted
blame, contribute to increased pessimism among in poorer psychosocial functioning (Brown et al.
people with mental illness, and potentially less 2007). Moreover, some studies reported that multiple
empathy in mental health professionals. While the causal beliefs are often endorsed (Brown et al. 2007;
present review did not aim to explore the legitimacy Nieuwsma & Pepper 2010). Together, these findings
of these approaches, the results of this review are suggest that the relationship between causal beliefs
interesting to consider in their context. The results and stigma might be complex, indicating that stigmafrom the present review are supportive of the genetic reduction strategies and clinical interventions should
essentialism approach, which argues that endorsing avoid a one-size-fits-all approach, and that future
biogenetic causes will not decrease stigma, but research should examine the effects of different types
instead will increase perceived dangerousness of beliefs.
associated with mental illness and increase
pessimism regarding recovery. The present review 4.7.1 Limitations
found that overall biogenetic causal beliefs did not
reduce stigma, and there was a reported increase in A limitation of the present review included the small
prognosis pessimism. Only one study measured number of studies included and the range of stigma
dangerousness, and the results were non-significant and biogenetic measures used. This makes it difficult
(Lee et al. 2016); however, biogenetic causes were to draw firm conclusions about the impact of
associated with increased fear towards people with biogenetic causes, and to make comparisons between
mental illness, as reported in another study (Rüsch et people with mental illness and mental health
al. 2010).
professionals. It does, however, emphasize the need
It is possible that different types of biogenetic for further research in this area. Another limitation
causes have differing impacts on stigma, with the was that the majority of studies included utilized a
wide range of biogenetic measures and definitions cross-sectional design, making it difficult to
used in the included studies making this hard to determine causality between beliefs and stigma.
determine. However, Rüsch et al. (2010) explored Moreover, no longitudinal studies were identified. It
the impact of both genetic and neurobiological seems likely that causal beliefs change over time, and
causes, and found some differences between the two. thus longitudinal studies are needed to explore causal
Genetic causes were associated with increased fear beliefs’ influence on stigma and treatment variables at
of other people with mental illness and increased different stages of treatment and recovery.
self-blame, while a non-significant association was
In the current review, the broad inclusion criteria
found for neurobiological causes and these used for stigma meant that there are other aspects of
outcomes. In addition, it is possible that other types stigma that might not have been included due to the
of causes might be helpful in reducing stigma in search terms used. In addition, the focus on
people with mental illness and mental health depression, schizophrenia, and generalized mental
professionals. For example, Grausgruber et al. illness also limited the generalizability of the results,
(2007) found that
when
stress and social as there is some evidence to suggest that the impact of
circumstance were endorsed as causal factors, there biogenetic causes is different for different mental
were lower levels of social distance. Brown et al. illnesses (Lebowitz & Ahn 2014).
(2007) found that perceived controllability
decreased when depression was viewed to be caused 4.7.2 Future research
by another medical illness. There was also some
evidence to suggest that causal beliefs other than While future research should continue to establish and
biogenetic beliefs might impact treatment variables. identify the causal factors that contribute to the
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development of mental illness, it is also important to health professionals, including mental health nurses.
understand how beliefs or assumptions about causes It is possible that mental health nurses might be more
influence stigma and treatment variables in people likely to endorse the ‘medical model’ or biogenetic
with mental illness and in mental health causes of mental illness, given their training and
professionals. In particular, future research should general focus on physical conditions. Therefore,
examine how different types of causal beliefs given the likelihood of contact and the impact that
influence different aspects of stigma, with a causal beliefs might have, it is important that all
particular focus on how causal beliefs influence self- nurses receive adequate mental health training, which
stigma in people with mental illness. Causal beliefs includes exploring the causes of mental illness, and
should also be examined in relation to how they that mental health nursing is promoted and recognized
influence the management of illness and approach to as an important specialty. Similarly, the manner in
treatment. Given the diverse range of mental health which causes are addressed in the training of mental
professionals and settings, it would also be important health professionals should be considered to ensure
to consider how causal beliefs impact treatment in that negative impacts, such as reduced empathy
different settings and among different professional towards clients, are minimized. It is important for all
groups. For instance, the beliefs (and their impacts) mental health professionals to enquire about
of mental health nurses in a hospital setting might consumers’ causal beliefs and use the consumers’
differ significantly from those in a community-based causal beliefs to help inform how to approach
setting, or from other mental health professionals, treatment. The potential impact that causal beliefs
such as psychologists or occupational therapists. In have on stigma and treatment variables should be
addition, further research is needed that explores the considered when providing psycho-education.
role of causal beliefs on treatment variables and in Biogenetic causes of mental illness are often provided
the recovery journey, as it seems likely that the to consumers in an attempt to reduce the blame
causal beliefs of both consumers and mental health associated with having mental illness. While reducing
professionals influence treatment variables.
blame is important, there might also be undesired
The present review demonstrates that there is not consequences of presenting biogenetic causes. For
a structured or standardized method for measuring or instance, the present review found six studies that
manipulating causal beliefs. Many of the included suggest that, when biogenetic causes are endorsed by
studies used measures with minimal items, or people with mental illness, they had more pessimistic
required participants to select possible causes from views about prognosis and recovery. Prognostic
limited options. For example, in four studies, pessimism might then have a negative impact on
biogenetic causal beliefs were measured with one treatment adherence and engagement in therapy.
item. Measuring causal beliefs in this manner risks Therefore, mental health professionals should follow
missing important information, and might not be an up with consumers after providing psychoeducation to
accurate representation of the causal beliefs of people help assess the impact that causal beliefs have on
with mental illness and of mental health stigma and treatment variables.
professionals. Therefore, it would be beneficial for
future research to explore the subjective views of 4.8 CONCLUSIONS
people with mental illness and mental health
professionals about the causes of mental illness and The present review indicates that the endorsement of
the impact that these causes have on stigma and biogenetic causes does not reduce stigma in people
treatment variables. In addition, as the results from with mental illness and in mental health
the present review suggest that causal beliefs professionals, and might actually increase stigma and
influence treatment factors, exploring the subjective negative attitudes towards mental illness. The results
experiences of consumers and mental health of the present review, in conjunction with conclusions
professionals will also provide insight into how drawn from previous reviews with the general public,
causal beliefs are currently being addressed in suggest that the relationship between causal beliefs
treatment and the impacts of causal beliefs on stigma and mental illness stigma is complex, and further
and recovery.
exploration of the impacts of causal beliefs on stigma
and treatment variables in people with mental illness
4.7.3 Clinical implications
and mental health professionals is needed to increase
There are several clinical implications associated understanding of the topic and inform clinical
with the findings of the present review for mental practice.
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4.9 RELEVANCE FOR CLINICAL PRACTICE
The findings of the present systematic review
suggest that causal beliefs might influence both
consumers' and mental health professionals’
attitudes towards mental illness and the treatment
process. As such, mental health professionals should
reflect upon and be mindful of how their causal
beliefs and those of their clients might influence the
treatment process. Through a better understanding of
the role that causal beliefs play in attitudes towards
mental illness and the treatment process, clinicians
and mental health services will be able to improve
how mental health is promoted and how services are
provided to people with mental illness.
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CHAPTER FIVE
Paper two: Mental illness stigma and causal beliefs: among potential mental health
professionals

5.1 Chapter Introduction
This chapter presents the second of six research articles prepared during the course of
the candidature. The paper explores the relationships between causal beliefs and stigma
among potential mental health professionals. This paper was presented at the International
Conference of Applied Psychology and Behavioural Science in Paris, France, during June
2012, and has since been published in the World Academy of Science, Engineering and
Technology, International Journal of Psychological and Behavioral Sciences. The format of
the paper is in accordance with the publication guidelines for this journal.
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Mental Illness Stigma and Causal Beliefs
Among Potential Mental Health Professionals
Josephine S. Larkings, and Patricia M. Brown

5.3 Abstract—Mental health professionals' views about mental
illness is an important issue which has not received enough attention.
The negative stigma associated with mental illness can have many
negative consequences. Unfortunately, health professionals working
with the mentally ill can also exhibit stigma. It has been suggested
that causal explanations or beliefs around the causes of mental illness
may influence stigma. This study aims to gain a greater insight into
stigma through examining stigma among potential mental health
professionals. Firstly, results found that potential mental health
professionals had relatively low social distance t(205) = -3.62, p
<.001. Secondly, an ANOVA indicated that the participants endorsed
some causal beliefs more than others, F(1.82, 311.55) = 88.47, p <
.001, partial η2 = .34. Moreover, participants endorsed the biological
causal explanation the most. Thirdly, results indicated that combined
contact (quality and quantity) and causal beliefs (biological,
psychological, and environmental) explained a significant proportion
of the variance in stigma, R2 = .35, adjusted R2 = .33, F(5, 153) =
16.66, p < .001. Quality of contact was the strongest predictor, with
greater quality of contact associated with lower desired social
distance. Also, quantity of contact, psychological and environmental
causal explanations were also significant predictors of stigma.
Greater quantity of contact and higher levels of environmental causal
beliefs were associated with lower levels of stigma while
psychological causal explanations were associated with higher levels
of stigma. A series of multiple regression analyses were conducted
that showed the three causal beliefs had different impacts on four
factors of stigma (authoritarian, benevolence, social restrictiveness,
and community mental health ideology). These analyses showed that
psychological causal beliefs had the most positive impact. More
research is required on this topic as it has important implications to
the treatment and recovery for people suffering from mental illness.
Keywords— Causal beliefs, contact, health professionals, mental
illness stigma, social distance.
5.4 INTRODUCTION

MENTAL health is an important issue worldwide with over
450 million people suffering from a mental or behavioural
disorder, and one in four people developing one or more of
these disorders in their lifetime [1]. Having a mental illness
can impact life in two major ways. First, and probably the
most acknowledged, is the harm caused as a result of the
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illness itself, such as the cognitive, affective, and behavioural
difficulties that often limit daily functioning. Secondly, and
often unrecognised, is the harm caused by the stigma
associated with having a mental illness [2]. Mental illness
stigma can drastically decrease the quality of life for sufferers.
Unfortunately, health professionals working with the mentally
ill can also exhibit stigma towards people with a mental illness
[3]. This can, not only perpetuate mental illness stigma, but it
can also have adverse effects on treatment and recovery [4].
Therefore, a greater understanding of factors which influence
mental health professionals’ stigma is important as it is the
first step in reducing stigma among mental health
professionals.
While the attitudes of the general public towards people
with mental illness have received considerable attention, the
perceptions of mental health professionals have been largely
ignored in comparison [5]. Understanding the perceptions of
mental health professionals toward people with a mental
illness is important for several reasons. Mental health
professionals are often viewed as role models and their
opinions are respected when it comes to mental health issues
[6]. Therefore, it is important to understand what mental
health professionals’ actual beliefs are, as their beliefs are
likely to influence the information and service that they give
to consumers and the public. Moreover, mental health
professionals are often the people in charge of anti-stigma
projects. If mental health professionals are not aware of their
potential stigma then this may reduce the effectiveness of antistigma programs and services provided to the consumer.
Despite the importance of understanding the perceptions of
mental health professionals, this area of stigma research has
only recently started to gain attention [5].
Currently, research on perceptions and beliefs of mental
health professionals towards mental illness is limited, and the
research which has occurred appears to yield contradictory
results [6]. Some studies provide evidence that mental health
professionals have overall positive attitudes toward people
with mental illness [7]-[9]. Other research suggests that
mental health professionals have more negative attitudes then
the general public towards mental illness [10]-[12]. In a
recent literature review it appeared that even when studies
reported an overall positive attitude of mental health
professionals towards people with mental illness, negative
attitudes were still present on several measures [6]. It appears
evident that mental health professionals are not immune to
negative beliefs towards people with mental
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illness, and being aware of these beliefs and how they
influence an individual are important for mental health
professionals to be aware of [12].
Many stigma reduction programs are based on the idea
that merely interacting with people in the out-group (i.e.
people with a mental illness) can help improve attitudes, with
a greater quantity of contact assumed to result in more
positive attitudes [13]. Quality of contact is also thought to
be important in stigma reduction, with factors such as equal
status between groups, cooperation to achieve common goals,
and support from the authorities, all thought to be important
in improving the quality of contact [14]. Several stigma
reduction methods have been explored with contact (both
quality and quantity) thought to yield the strongest results and
provide the best chance of changing prejudicial attitudes and
behaviour towards people with a mental illness [15].
However, the role of contact in reducing stigma among
mental health professionals becomes less clear, as mental
health professionals presumably receive ample contact and
yet have still been found to have negative attitudes toward
people with a mental illness.
Another factor which is thought to have an influence on
mental illness stigma is the causal explanations, or beliefs
around the causes of mental illness. Currently, the
understanding of mental illness is driven by two opposing
causal explanations or beliefs: the biological and the
psychological/psychosocial [16]. The biological causal
explanation or belief generally emphasises physiological
phenomena such as genetics and neurotransmitter
concentrations as the ‘causes’ of mental illness [17]. The
biological explanation is often referred to as the medical
model and aims for mental illness to be viewed as an illness
like any other medical illness [18]. The psychological or
psychosocial causal explanation or belief emphasises past
experiences, relationships, environmental situations, and the
individual’s thoughts, feelings and behaviours as the ‘causes’
of mental illness [17]. Some research has suggested that there
may actually be three distinct types of causal beliefs:
biological, psychosocial, and environmental [18]. Factors
which may be considered as environmental causes include:
negative life events, general stress, and loss of social support
[18]-[19].
Over the last few decades, numerous attempts to improve
attitudes towards people with mental illness have been based
on the idea that viewing mental illness from a biological
perspective, and like any other illness, will reduce stigma
[20]. The attribution theory has been used to help explain
why viewing mental illness from a biological perspective may
help decrease stigmatising attitudes and discriminatory
behaviour [21]. The attribution theory suggests that
promoting the biological explanation of mental illness will
help reduce perceptions of responsibility and guilt, and thus
increase such emotions as pity or empathy resulting in a
reduction of stigma or discriminating behaviour [22].
However, there seems to be contradictory views on how
causal beliefs about mental illness impact stigma. In
particular, it is unclear if endorsing biological causal beliefs

has a positive or negative effect on mental illness stigma [16]
& [19]. There has been less research exploring the impacts
of the psychological and environmental causal beliefs on
perceptions of mental illness. Some researchers believe that
psychological and environmental causal beliefs have a more
positive impact on perceptions towards mental illness [16].
When compared to the biological causal explanation it was
found that people who endorsed the psychological causal
explanation had a more positive view on prognosis and less
likely to view people with a mental illness as dangerous [16].
One study found that environmental causal beliefs were
associated with reduced desire for social distance and less
blame towards individuals with a mental illness [18].
Moreover, there is little research on the impact that
causal explanations have on mental health professionals’
stigma. This issue is important to understand, as the causal
beliefs of mental health professionals can have implications
for treatment approaches and possible therapeutic outcomes
[23].
It is thought that contact may have an impact on causal
beliefs. The results of one study suggested that having more
contact with people with a mental illness encourages beliefs
in psychosocial causes, possibly because there is a greater
understanding of the kinds of traumas and stressors that the
individual had endured [24]. However, it could be possible
that people who are more psychosocially orientated are less
prejudiced to begin with and therefore may be more willing
to have contact with people with a mental illness. More
research is needed to explore the relationship between contact
and causal beliefs.
The purpose of the current study is to examine the
perceptions of potential mental health professionals and
explore factors which may influence the attitudes of potential
mental health professionals towards people with a mental
illness. Firstly, this study aims to explore what causal belief
potential mental health professionals endorse. Next, this
study will examine which factors (contact and causal
explanations) predict stigma. It is hypothesised that contact
(quality and quantity) and causal explanations (biological,
psychological, and environmental) will account for a
significant proportion of the variance in mental illness
stigma. Finally, this study will explore the impact of causal
beliefs in different elements of stigma.
5.5 METHOD
5.5.1 Participants
Data for this research were collected from 220 students
studying undergraduate psychology units at the University of
Canberra, 38 questionnaires were not included as they were
not adequately completed. Therefore, 182 participants were
included in the final data analysis. There were 30 males
(16.5%) and 151 females (83%) who responded to the
question regarding gender, with 1 participant choosing not to
specify their gender. Ages ranged from 17 to 59 years (M =
22.71, SD = 8.29), with the mean age for males being 26.21
years (SD = 11.22), and for females the mean age was 22.06
years (SD = 7.48).
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5.5.2 Measures
Data were collected via an anonymous online self-report
questionnaire entitled Perceptions of Mental Illnesses
Questionnaire. The questionnaire included several
demographic variables as well as measures of contact, causal
explanations, and stigma.
Quantity of Prior Contact was measured using an openended question asking participants ‘how many close friends
do you have with a mental illness'. Familiarity, or number of
friends, with people who have a mental illness has been used
in past research as a measure of contact [24].
Quality of Prior Contact was measured using an adapted
version of the qualitative aspects of contact measure [19]. It
comprised of six words and their polar opposites that were
placed as anchors on a 10-point scale. Participants were
asked to describe their past interactions with people with a
mental illness in terms of the following: equal status or
unequal status, involuntary or voluntary, superficial or
intimate, pleasant or unpleasant, cooperative or competitive,
and positive or negative. Four of the items were reverse
scored, and an overall quality of prior contact score derived
by averaging responses across items. Total scores ranged
from 1 to 10, with higher scores indicating a greater perceived
quality of prior contact. Previous research has found that this
measure has good internal consistency with Cronbach’s alpha
of .80 [20]. The current study had a Cronbach’s alpha of .74
which is considered acceptable [25].
Causal Beliefs were measured using a modified version
of a perceived etiology measure [21]. The measure
comprised of 11 items, and participants indicated the extent
to which they endorsed each item on a 7-point scale ranging
from -3 (Definitely not a cause) to 3 (Definitely a cause).
Composite scores were developed which reflected three
different causal explanations (biological, psychological, and
environmental). The biological factor included items such as
“A chemical or hormone imbalance” and “A genetic
predisposition”. The psychological factor included items
such as “A lack of will power or control” and “Personality
traits”. The environmental factor included items such as
“General stress” and “A negative life event/s”. Total scores
for each factor ranged from 1-7 with a higher score indicating
a stronger belief in the causal explanation. The current study
had a Cronbach’s alpha of .81 which is considered acceptable
[25].
Stigma was measured using a modified version of the
Social Distance measure [23]. Participants responded to five
items on a 5-point scale, ranging from 1 (Definitely willing)
to 5 (Definitely unwilling). It included items such as “come
and live next door to you” and “marry one of your children”.
An overall social distance total score was derived by
averaging responses across items ranged from 1 to 5, with
higher scores indicating that the participant was less willing
to interact with someone with a mental illness. The social
distance measure has previously shown good to excellent
internal consistency with Cronbach’s alpha’s ranging from
.75 to .90 [23]. The current study had a Cronbach’s alpha of
.89 which is considered acceptable [25].

A slightly modified version of the Community Attitudes
towards the Mentally Ill (CAMI) was also used as a measure
of stigma [28]. The CAMI has four subscales: authoritarian,
benevolence, social restrictiveness, and community mental
health ideology. The authoritarian subscale measures the
tendency to view people with a mental illness as inferior and
threatening (Cronbach’s alpha of .71). The benevolence
subscale explores empathy and a kindly paternalistic
orientation towards people with a mental illness (Cronbach’s
alpha of .22). The social restrictiveness subscale measures
the tendency to perceive people with a mental illness as
threats to society and social functioning (Cronbach’s alpha of
.82). The community mental health ideology subscale
measures beliefs towards people with a mental illness being
treated and involved in the community (Cronbach’s alpha of
.88). Participants responded to 40 items on a 5-point scale,
ranging from 1 (Strongly Agree) to 5 (Strongly Disagree).
There were 10 items for each subscale 5 which were positive
and 5 which were negative. Negative items were reversed
and total scores were derived for each subscale. Higher
scores indicated more positive perceptions towards people
with a mental illness (i.e. a high score on Authoritarian would
indicate viewing people with a mental illness as equal and
non-threatening).
5.5.3 Procedure
Prior to commencing data collection, ethics approval was
sought and received from the University of Canberra
Committee for Ethics in Human Research. Participants were
recruited via advertisement in lectures and notices on Moodle
(an online teaching resource). Students were required to be
enrolled in an undergraduate or postgraduate psychology unit
at the University of Canberra to be eligible to participate in
the current study. Participants were required to follow a link
and complete an online questionnaire which took
approximately ten minutes to complete.
5.6 RESULTS
A one sample t test was used to compare social distance
(M = 2.30, SD = .78, n = 205) against the neutral point on the
social distance scale (2.5). Participants reported scores 0.19
points below the neutral point (95% CI = -.30 to -.09). This
difference was found to be statistically significant, t(205) = 3.62, p <.001, and small, d = .25. This indicated that potential
mental health professionals tend to have relatively low social
distance.
A one-way repeated measures analysis of variance
(ANOVA) was used to compare the causal beliefs which
participants endorsed. The assumptions of normality and
homogeneity were met. The Mauchly’s test indicated that the
assumption of sphericity was violated; therefore, HuynhFeldt Epsilon was used. The ANOVA indicated that the
participants endorsed some causal beliefs more than others,
F(1.82, 311.55) = 88.47, p < .001, partial η2 = .34. Pairwise
comparisons further revealed that biological causal beliefs (M
= 5.82, SD = 0.92) were endorsed significantly more
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an psychological causal beliefs (M = 4.58, SD = 1.25), and
environmental causal beliefs (M = 5.12, SD = 1.14). Finally,
results indicate that environmental causal beliefs were
endorsed more than psychological causal beliefs. These
results indicate that potential mental health professionals
endorsed the biological causal explanation more than the
psychological or environmental causal explanations.
The main aim of this study was to examine what factors
help to predict stigma among potential mental health
professionals. This was tested via a hierarchical multiple
linear regression. Examination of data indicated that data
were suitably correlated with the dependent variable for
examination through multiple linear regression to be reliably
undertaken. Quality and quantity of contact were entered on
the first step, and on the second step the three causal
explanations were entered (biological, psychological, and
environmental). Initially, data were examined for
multivariate outliers via examination of Mahalanobis
distances and standardized residuals. A total of two cases
were excluded at this point as they were potential multivariate
outliers.
A summary of the regression is presented in Table 5.1.
On step one, quality and quantity of contact collectively
accounted for a significant 30% of the variance in stigma,
F(2, 156) = 33.45, p <.001. Quality of contact, t(156) = -7.02,
p <.001, and quantity of contact , t(156) = -2.49, p =.014 were
both significant predictors of stigma on the initial step.
TABLE 5.1

psychological causal beliefs had higher levels of stigma. In
combination, the five predictor variables explained
approximately 35.3% of the variance in stigma, R2 = .35,
adjusted R2 = .33, F(5, 153) = 16.66, p < .001, a combined
effect of this magnitude can be considered ‘large’ (f2 = .55).
Four standard multiple regression analyses (MRA) were
conducted to explore the relationship between causal beliefs
and the four different aspects of stigma reported in the CAMI
(authoritarian, benevolence, social restrictiveness, and
community mental health ideology). A summary of the four
MRA are presented in Table 5.2.
TABLE 5.2
SUMMARY OF FOUR MULTIPLE REGRESSION ANALYSES (MRA)
FOR PREDICTORS OF STIGMA
Variable
B
sr2
R2
Adjusted
F

R2
MRA 1 - Authoritarian
.136
.118 7.753*
Biological
-.115 * -.224 .048
Psychological
.146 * .376 .086
Environmental
-.121 * -.285 .049
MRA 2 - Benevolence
.012
-.007 .625
Biological
-.058 -.059 .026
Psychological
.097
.128 .010
Environmental
-.048 -.057 .002
MRA 3 – Social
.089
.070 4.79 *
restrictiveness
Biological
-.069 -.127 .015
Psychological
.142 * .348 .071
Environmental
-.128 * -.278 .045
MRA 4 – Community
.110
.092 6.06 *
mental health ideology
Biological
-.115 * -.170 .027
Psychological
.180 * .050 .079
Environmental
-.154 * -.285 .048
* p < .05.

SUMMARY OF HIERARCHICAL REGRESSION ANALYSIS FOR
PREDICTORS OF STIGMA
Variable
B
sr2
R2
Adjusted ∆ R2

R2
Step 1
.300
.291 .300*
The first MRA was conducted to estimate the proportion
Quantity of Contact -.103 * -.172 .028
of variance in authoritarian that can be accounted for by
Quality of Contact -.252 * -.483 .221
Step 2
.377
.357 .046 * causal beliefs. In combination, causal beliefs accounted for a
Quantity of Contact -.101 * -.169 .026
significant 13.6% of the variability in authoritarian, R2 = .14,
Quality of Contact -.233 * -.445 .182
adjusted, R2 = .12, F (3,148) = 7.75, p <.001. The results
Biological
-.032 -.037 .001
indicate that participants who reported higher biological and
Psychological
.187 * .296 .051
environmental causal beliefs had a greater tendency to
Environmental
-.152 * -.220 .027
* p < .05.
perceive the mentally ill as inferior and threatening.

On the second step the three causal belief variables were
added and explained a significant additional 5.2% of the
variance in stigma, ∆F(3, 153) = 4.13, p = .008. Quality of
contact was the strongest predictor in the final model,
uniquely explaining 18.23% of the variance in stigma, t(153)
= -6.57, p <.001. The next strongest predictor was
psychological causal beliefs, which uniquely explained
5.06% of the variance in stigma, t(153) = 3.46, p = .001.
Environmental causal beliefs were the next strongest
uniquely explaining 2.69% of the variance in stigma, t(153)
= -2.52, p = .013. The last predictor variable that was
significant in the final model was quantity of contact, which
uniquely explained 2.5% of the variance in stigma, t(153) = 2.41, p = .017. The results indicate the participants who had
higher quality of contact, greater quantity of contact, and
endorsed the environmental causal beliefs had lower levels of
stigma. Results also suggest that participants who endorsed

Participants who reported higher levels of psychological
causal beliefs perceived people with a mental illness as less
inferior and less threatening.
The second MRA was conducted to estimate the
proportion of variance in benevolence that can be accounted
for by causal beliefs. In combination, causal beliefs
accounted for a non-significant 1.2% of the variability of
benevolence, R2 = .01, adjusted, R2 = -.01, F (3,151) = .63, p
=.600.
The third MRA was conducted to estimate the proportion
of variance in social restrictiveness that can be accounted by
causal beliefs. In combination, causal beliefs accounted for a
significant 8.9% of the variability in social restrictiveness, R2
= .09, adjusted, R2 = .07, F (3,148) = 4.79, p =.003. The
results suggest that participants who reported higher levels of
environmental causal beliefs were more likely to perceive
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people with a mental illness as threats to society and
social functioning. Results also showed that participants who
reported higher levels of psychological causal beliefs were
less likely to view people with a mental illness as threats to
society and social functioning.
The fourth MRA was conducted to estimate the
proportion of variance in Community mental health ideology
that can be accounted for by causal beliefs. In combination,
causal beliefs accounted for a significant 11% of the
variability in Authoritarian, R2 = .11, adjusted, R2 = .09, F
(3,147) = 6.06, p =.001. Results showed that participants who
reported higher levels of psychological causal beliefs also
were more likely to believe people with a mental illness are
valuable members of the community. It also appears that
participants who endorsed biological and environmental
causal beliefs also reported more negative perceptions
towards people with a mental illness being included in the
community.
5.7 DISCUSSION
The present study established several interesting findings
which may be useful in the theoretical implications of mental
health professionals’ stigma towards mental illness. The
results suggest that potential mental health professionals have
a low desire for social distance. A recent literature review
showed that even when studies showed overall positive
results towards people with a mental illness, negative
attitudes where still evident in the social distance measure [6].
This implies that the social distance measure may be less
affected by social desirability and results using this measure
may provide a more accurate reflection of potential
discrimination. Therefore, the results of this study suggest
that potential mental health professionals have relatively
positive perceptions towards people with a mental illness.
The results indicated that potential mental health
professionals endorsed biological causal explanations more
than psychological and environmental causal explanations.
This is interesting as past research has found that the public
generally view the biological causal explanation as less
credible [19], this could suggest that mental health
professionals may endorse causal beliefs differently
compared to the general public. Moreover, this finding is
potentially worrying and some past research has found that
mental health professionals who endorse the biological
explanation of mental illness were more likely to take greater
responsibility for deciding treatment goals, and less
optimistic about the possible effects of consumer
involvement [23], which are both important factors in
successful treatment.
This study also found that quality of contact was the best
predictor of social distance (above and beyond that which was
explained by quantity of contact, and causal explanations).
With greater perceived quality of contact associated with
lower levels of social distance. This result is consistent with
past research which has shown the importance of quality of
contact [27]-[29]. Quantity of contact was also a significant
predictor of stigma, which is

also consistent with past research [30]. However,
quantity of contact was relatively weak in comparison to
quality of contact. These results suggest that, although
mental health professionals may receive ample quantity of
contact, quality of contact is more important. If anti-stigma
programs are developed for mental health professionals, then
the focus should be on improving quality of contact not just
relying on the quantity of contact that health professionals
receive as part of their work.
Past studies have indicated that causal explanations do
have an impact on mental illness stigma [19]. This study also
found that causal beliefs had an impact on stigma.
Surprisingly, the biological causal explanation was not a
significant predictor of social distance. This is interesting
considering that a lot of past research has shown that the
biological explanation of mental illness has an impact on
stigma [22]. The psychological causal explanation of mental
illness was strongest predictor among the causal beliefs.
Results found that participants who endorsed psychological
causal beliefs had greater social distance. A possible
explanation for this finding is that it is believed that the
psychological view may allow individuals to feel safer
because causative factors point to active agents that may not
exist for the individual [31]. However, if people believe this
then they may want greater distance from people with a
mental illness to avoid some of these causative factors. The
only causal beliefs which appeared to have a positive impact
on social distance was the environmental causal explanation.
When participants reported higher levels of environmental
causal beliefs they also reported lower levels of social
distance. This finding is consistent with some past research
which has shown that the environmental causal belief was
associated with lower levels of social distance [18].
The results of this study also found that causal beliefs
had different impacts on different elements of stigma. The
biological and environmental causal explanation seemed to
have a negative impact on three of the elements in the CAMI
measure (authoritarian, social restrictiveness, and community
mental health ideology). Participants with higher levels of
biological and environmental causal beliefs seemed to view
people with a mental illness as inferior and threatening, and
also reported more negative perceptions towards people with
a mental illness being included in the community. The
psychological causal explanation has positive effects on
authoritarian, social restrictiveness, and community mental
health ideology. Suggesting that endorsing the psychological
explanation may help improve perceptions towards people
with a mental illness.
These findings of this study are interesting as the focus
of past research has been on the general population’s
attitudes, whereas, the impact that causal explanations have
on mental health professionals is relatively unknown [23]. In
particular the results from this study suggest that the
relationship between causal beliefs and perceptions towards
mental illness may not be straightforward, with a specific
causal belief having some negative and some positive,
impacts on
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perceptions towards mental illness. This indicates, that there
may not be a superior model of causal explanations in the
fight to reduce negative perceptions of mental illness.
In this study, several limitations must be noted for the
planning of future research and interpreting the results of the
current study. One of the major limitations of this study is the
relatively restricted sample (all participants were enrolled in
psychology units at the University of Canberra). Future
research should explore actual mental health professionals
attitudes towards people with a mental illness compared to the
general public. Moreover, research has often shown that
attitudes towards people with mental illness vary across
different professional fields [11]. Therefore, the current
sample of psychology students would not be representative of
potential mental health professionals in other fields. Another
limitation of the current study is that the questionnaire uses
the general term ‘mental illness’ to refer to all types of mental
illnesses. Therefore, when participants answered the
measures it is not clear what type of mental illness they were
thinking of. Past research has shown that people’s attitudes
vary between different mental illnesses [32]. Future research
may want to consider differentiating between different mental
illnesses.
In conclusion, this study aimed to contribute to the
limited research on attitudes of mental health professionals
towards mental illness by exploring the attitudes of potential
mental health professionals. Firstly, results found that
potential mental health professionals have relatively low
social distance, potentially suggesting positive perceptions
towards people with a mental illness. Next, it was found that
potential mental health professionals endorsed the biological
causal explanation more than the psychological and
environmental causal explanations. Third, it was found that
quality of contact was the best predictor of social distance,
with better quality of contact associated with lower levels of
social distance. Despite the fact that participants endorsed the
biological explanation the most, the biological explanation
did not have a significant impact on social distance. Quantity
of contact and environmental causal explanations were also
associated with lower levels of social distance. While
psychological causal beliefs were associated with higher
levels of social distance. Finally, this study found that causal
beliefs have different impacts on different aspects of stigma.
The biological and environmental causal explanations
seemed to be associated with an increase in negative elements
of stigma (authoritarian, social restrictiveness, and
community mental health ideology). The psychological
causal explanation had a positive impact on elements of
stigma (authoritarian, social restrictiveness, and community
mental health ideology. Overall, this study shows that causal
explanations appear to have an impact on perceptions towards
mental illness amongst potential mental health professionals.
Much more research is needed on exploring factors that
contribute to mental illness stigma among mental health
professionals. Greater understanding of factors which
contribute to attitudes of mental health professionals is the
first step to reducing stigma.
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CHAPTER SIX

Paper three: "It helps us to understand that it's not particularly a patient's fault":
mental health professionals discuss their causal beliefs and perceptions of mental illness

6.1 Chapter Introduction
This chapter comprises the third research article prepared during the candidature,
which has been accepted for publication in the Australian Counselling Research Journal.
The paper examines mental health professionals’ causal beliefs and how these beliefs
influence perceptions towards people with mental illness. The format of the article is in line
with the manuscript submission guidelines for this journal.
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"It helps us to understand that it's not particularly a patient's fault": Mental health
professionals discuss their causal beliefs and perceptions of mental illness
6.3 Abstract
Mental health professionals’ beliefs about the causes of mental illness are thought to impact
their stigma and perceptions towards mental illness; however, there has been little research
exploring this topic. This study aimed to examine the causal beliefs of mental health
professionals and how these beliefs have developed, along with the impact that these beliefs
have on perceptions of consumers. A thematic framework guided the analysis of semistructured interviews with 17 mental health professionals. Multiple causes of mental illness
were endorsed simultaneously, with most endorsing a combination of biogenetic,
psychological and environmental factors. Causal beliefs influenced factors such as blame,
compassion, empathy, and understanding. Mental health professionals identified that their
causal beliefs impacted their perceptions of consumers with both positive (e.g., increasing
empathy and compassion) and negative consequences (e.g., increase blame and frustration).
Mental health professionals thought their beliefs were influenced primarily by their clinical
experiences. Further research is needed to understand how mental health professionals’ causal
beliefs and perception towards consumers may impact the treatment process.
Keywords: causal beliefs; mental health professionals; mental illness; stigma; professional
experience; thematic analysis.
6.4 Introduction
Reducing the stigma associated with mental illness is an important endeavour, given that
stigma has been found to dramatically decrease the quality of life of people living with mental
illness (Corrigan, Sokol, & Rüsch, 2013; Kvaale, Gottdiener, & Haslam, 2013). The bulk of
research on mental illness stigma has focused on the general public, with the attitudes of mental
health professionals receiving minimal attention by comparison (Larkings & Brown, 2017;
Schulze, 2007). It is often assumed that mental health professionals have positive attitudes
towards mental illness and, as such, they have played an important role in the fight against
stigma (Adewuya & Oguntade, 2007). However, mental health professionals can still exhibit
negative attitudes and stigma towards people with mental illness, such as viewing people with
mental illness as being dangerous and having a desire for increased social distance (Kopera et
al., 2015; Scholz, Bocking, & Happell, 2017; Wahl & Aroesty-Cohen, 2010). These negative
attitudes may adversely impact the effectiveness of mental health promotion efforts and are
likely to have a negative impact on treatment (Overton & Medina, 2008). Therefore, it is
essential to understand what influences mental health professionals' attitudes, in order to reduce
stigma and improve services provided.
Contact is one factor thought to impact stigma (Allport, 1954; Amir, 1969; Pettigrew &
Tropp, 2006), with some stigma reduction programs based on the idea that interacting with
people from the out-group (i.e., people with mental illness) will help to reduce stigma and
improve attitudes (Corrigan, Larson, Sells, Niessen, & Watson, 2007). Lauber and colleagues
(2006) found mental health professionals with more professional experience had a more
positive attitudes towards people with mental illness, but that hours of working (part-time
versus full-time) did not appear to influence stereotypical attitudes. However, contact alone
does not seem to guarantee stigma reduction given that some mental health professionals, who
have regular contact with consumers, still exhibit aspects of attitudes which reflect stigma.
Consumer refers to an individual who has received or are receiving treatment for mental illness.
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This term was developed and used by people with mental illness and advocacy groups to
encourage empowerment (Anthony, 1993; McLean, 1995).
Another factor thought to influence stigma are beliefs about the causes of mental illness, or
causal beliefs (Haslam & Kvaale, 2015; Larkings & Brown, 2012; Larkings & Brown 2017;
Larkings, Brown, & Scholz, 2017c). Over the past few decades, efforts to understand the
psychopathology and aetiology of mental illness have increased, with a particular focus on
understanding the biogenetic causes of mental illness (Kvaale et al., 2013; Lebowitz, 2014).
In this paper, we place causal beliefs into three categories influenced by definitions provided
by Ahn and colleagues (2009). Biogenetic refers to genetic or psycho-physiological factors
that contribute to mental illness such as genetic predisposition, hereditary, brain
structures/abnormalities, and chemical imbalances. Psychological causal beliefs refer to
factors such as thoughts, emotions, behaviours, or identity-related factors such as stress,
anxiety, or temperament. Environmental causal beliefs include current or past environmental
factors such as early childhood experiences, trauma, and substance use.
Several anti-stigma campaigns have promoted biogenetic causes, with the hope that
endorsement of biogenetic causes would help to reduce the blame associated with mental
illness and thus reduce the stigma towards it in the general public (Wiesjahn, Jung, Kremser,
Rief, & Lincoln, 2016). Schomerus and colleagues (2012) conducted a meta-analysis and
found that endorsement of biogenetic causes, regarding schizophrenia and depression,
increased significantly between 1990 and 2006. However, research that focused on the general
public, suggests that endorsement of biogenetic beliefs does not guarantee a reduction in stigma
(Angermeyer, Holzinger, Carta, & Schomerus, 2011; Kvaale et al., 2013; Read, Haslam, Sayce,
& Davies, 2006).
Two opposing paradigms have generally been used to understand the relationships between
causal beliefs (particularly biogenetic causes) and stigma. Attribution theory (Weiner, Perry,
& Magnusson, 1988) predicts that causes perceived as outside an individual's control (e.g.,
biogenetic causes) will elicit emotions such as pity, and thus reduce blame and discrimination
(Rüsch, Todd, Bodenhausen, & Corrigan, 2010). Alternatively, through a genetic essentialism
lens, endorsing biogenetic factors would result in people with mental illness being viewed as
having "bad genes" which are unchangeable (Dar-Nimrod & Heine, 2011; Schnittker, 2008, p.
1372). Thus, this perspective argues that endorsement of biogenetic causes would result in
little or no improvement in attitudes and decreased optimism around recovery (Haslam, 2011).
More recently, Haslam and Kvaale (2015) conducted two comprehensive meta-analyses
investigating the impact of biogenetic causal beliefs on perceptions towards mental illness.
Their findings prompted the proposal of the mixed-blessing model. This model provides a
synthesis between attribution theory and genetic essentialism, and suggests that biogenetic
explanations may contribute to reduced blame (as mental illness is viewed as outside an
individual's control), but would also encourage essentialistic thinking (i.e. genes are
unchangeable) and lead to an increase in stigma and prognostic pessimism.
Relatively little research has been conducted which explores the nature of causal beliefs
endorsed by mental health professionals and the relationship between their causal beliefs and
perceptions of mental illness (Larkings & Brown, 2017). Ahn and colleagues (2009) asked
mental health professionals to rate the causes of 445 mental disorders, and concluded that
mental health professionals place mental disorders on a continuum from strongly biological
(and weakly psychological/environmental) to strongly psychological/environmental (and
weakly biological). Our previous research, which explored causal beliefs and stigma in
potential mental health professionals (psychology students), found that while a combination of
beliefs were endorsed, potential mental health professionals endorsed biological causal
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explanations more than psychological and environmental factors. Moreover, results indicated
that causal beliefs do impact mental illness stigma, with different causal beliefs having varying
impacts on different elements of stigma. For instance, participants who endorsed biogenetic
and environmental factors more strongly, viewed people with mental illness as inferior and
more threatening (Larkings & Brown, 2012). Grausgruber and colleagues (2007) found a nonsignificant relationship between mental health professionals’ genetic causal beliefs and desire
for social distance from people with schizophrenia. There are several implications associated
with mental health professionals’ causal beliefs, which could have a considerable impact on
treatment outcomes and recovery. For example, mental health professionals’ causal beliefs
have been found to: influence their choice of treatment modality and perceived effectiveness
of the treatment they recommend; and, affect emotional responses to consumers, such as
empathy and blame (Goldstein & Rosselli, 2003; Hansson, Jormfeldt, Svedberg, & Svensson,
2013; Iselin & Addis, 2003; Larkings & Brown, 2012; Larkings, Brown, & Scholz, 2017a;
Lebowitz & Ahn, 2014; Miresco & Kirmayer, 2006).
The purpose of the current study is to examine the causal beliefs about mental illness that
mental health professionals endorse, and factors that influence the development of these
beliefs. In addition, this study aims to explore how mental health professionals' causal beliefs
may influence their perceptions of people with mental illness. A qualitative approach was
chosen as there is limited research on this topic and such an investigation should provide a
more in-depth understanding of the mental health professionals' perspective.
6.5 Method
6.5.1 Recruitment.
Approval for this project was received from the University of Canberra Committee for
Ethics in Human Research. The first author conducted all the recruitment and interviews. The
first author is a psychologist who works in the public mental health sector in Canberra. She
used professional contacts and approached a number of mental health professionals regarding
potential participation in this project, and recruitment was by means of snowballing. Potential
participants were provided with information about the project and were asked to contact the
first author if they wanted to take part in the study. Potential participants were also asked to
distribute study information to other mental health professionals who may be interested in
participation. Face-to-face individual interviews were then organised with the mental health
professionals interested in participation at a location convenient to them – all participants chose
their workplace. Informed consent was obtained prior to the interview and participants were
aware that they could withdraw from the study at any time. Participants received movie ticket
vouchers as a token of appreciation for their time.
6.5.2 Participants.
This study included 17 mental health professionals, who were employed in the public
mental health system in Canberra, Australia. There were 14 females (82%) and three males
(18%), aged between 26 and 59 years (M = 36.71, SD = 10.15). Years of experience working
with people with mental illness ranged from one year to 29 years (M = 11, SD = 7.60). Mental
health clinicians came from a range of different disciplines including: Psychiatry (n = 3),
Psychology (n = 5), Nursing (n = 3), Occupational Therapy (n = 3), and Social work (n = 3).
6.5.3 Data collection.
A semi-structured interview schedule was developed to explore mental health
professionals’ causal beliefs (see Table 6.1). Demographic information was collected along
with questions which aimed to explore participants’ beliefs about the causes of mental illness,
the nature of these causal beliefs, factors that influenced the development of these causal beliefs

118
and how these beliefs influence perceptions towards people with mental illness. The first
author, who conducted all of the interviews, had a professional relationship with all the
participants. As such, the interviews were conversational, attempting to be non-leading,
curious, and non-judgemental to minimise the influence of social desirability. Following Hill
(2005), mental health professionals were consulted in the development of the interview
protocol and questions were modified as a result of feedback received. In addition, two pilot
interviews were conducted, however, the interview protocol was not modified significantly as
a result of these pilot interviews and data from these interviews were included in the study.
The interviews yielded an abundance of rich data some of which was not analysed in the current
study.
6.5.4 Data analysis.
Transcripts of the interviews were analysed using thematic analysis, a method for
identifying and analysing patterns and themes that emerge in qualitative data (Braun & Clarke,
2006). The first stage of analysis involved immersion in the data which included reading each
transcript several times and then identifying possible codes. Next, similar codes were grouped
together and explored in detail; these were then grouped into themes. Data were coded with a
synthesis of inductive and deductive principles. Initially, coding followed an inductive
approach, in which the author made no attempt to fit data into any preconceived codes or
themes, but rather grouped similar data together. Then a deductive approach was used to
explore causal beliefs in more detail and a “theory-driven” approach was used to code the
causal beliefs into three categories (biogenetic, psychological, and environmental) guided by
definitions presented by Ahn, et al. (2009). Finally, transcripts were reviewed to identify
quotes that best represented the themes which had been identified. Coding consistency and
inter-rater reliability were conducted to test coding reliability. Initially, coding of all transcripts
was completed by the primary author, who then re-coded six clean (i.e., un-coded) transcripts
to assess coding consistency over time (Richards, 2005). A second independent researcher also
coded the same six (clean) transcripts, and then inter-rater reliability was assessed. Coding
assignment was compared between coders with a calculated Kappa coefficient of .93, with
values greater than .75 generally considered excellent (Landis & Koch, 1977)
For part of the analysis, mental health professionals were split into two groups based on
their years of professional experience. The median years of experience (8 years) was used to
divide the clinicians into two groups; eight years and below was considered to have less
professional experience (n = 9), and above eight years was considered to have more
professional experience (n = 8). The median split method to dichotomise data to form low and
high groups is a common method used (MacCallum, Zhang, Preacher, & Rucker, 2002), and
thus was thought to be appropriate for this analysis. Making comparisons between these groups
was appropriate given the overall size on the sample was large enough that the size of each
subgroup was still within the recommended size for qualitative research (Hill et al., 2005). The
less professional experience group comprised of: a nurse (n = 1), occupational therapists (n =
2), social workers (n = 2), and psychologists (n = 4). The more professional experience group
comprised of: an occupational therapist (n = 1), a social worker (n = 1), a psychologist (n =
1), nurses (n = 2), psychiatrists (n = 3). In line with the Consensual Qualitative Research
Method (Hill et al., 2005), the frequency of participants responses were labelled to help
determine the level of representativeness of responses and themes. Four frequency levels were
used: few (less than 10%), some (10% to 50%), most (51% to 90%), and all (91% to 100%).
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Table 6.1
Semi-structured interview schedule
Research Area
Demographics

Interview question
What is your age & gender?
What discipline are you
from?
How many years of
experience do you have?

Prompts or follow up questions

Own causal
beliefs

What do you believe the
causes of mental illness are?







Development
of causal
beliefs

What do you think has
influenced the development
of your causal beliefs?

Causal beliefs
and
perceptions

Do you think that your beliefs 
about the causes of mental

illness influence your view of
people with mental illness?




You may believe there are many
different causes of mental illness,
what are some of the possible causes?
Do you think there are certain factors
which are the main causes of mental
illness?
Do you think different mental
illnesses are caused by different
causes?
Were you taught about the causes of
mental illness in your training?
Has your clinical experience
influenced your causal beliefs? How?

In what ways?
Do your beliefs around the causes of
mental illness impact any of your
behaviours?
Do you think your beliefs have an
impact on your prognosis?
Please note that not all data from the semi-structured interview were included in this paper,
and thus only the section of the interview schedule that pertains to this is paper is presented in
this table.
6.6 Findings
There were four aspects prominent to understanding mental health professionals’ causal
beliefs: the first related to the type of causal beliefs mental health professionals endorsed; the
second focused on how these causal beliefs had developed; the third explored the impact that
causal beliefs had on perceptions of mental illness; and, the final theme looked that how
professionals’ experience influenced causal beliefs and perceptions towards mental illness.
6.6.1 Causal beliefs.
All mental health professionals identified a range of factors that contributed to mental
illness, with each clinician mentioning an average of 7.88 causes (SD = 3.95). There were 58
distinct causes within the data that were coded into three types of causal beliefs: biogenetic,
psychological, and environmental. All mental health professionals suggested more than one
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type of causal belief, with most participants mentioning biogenetic causes first when discussing
their causal beliefs. It is possible that participants mentioning biogenetic causes in the first
instance reflects the previous research which shows that there has been an increase in
endorsement and awareness of biogenetic causes (Schomerus et al., 2012), and may also reflect
training in a medical model framework.
All participants endorsed both biogenetic and environmental causes, with most clinicians
endorsing a combination of biogenetic, psychological, and environmental causal beliefs, as the
participant in Extract 1 discusses.
Extract 1
Probably before studying mental health I couldn't, I don't know what I would have said
then. But now I definitely say biopsychosocial. For all people there's some type
of really strong biological component. Others have like a psychological
predisposition/psychological experiences. And then social being the, what's going on
in their life at that given time, and the social influences in the environment. Yeah, a
combo [combination], and some are heavier [more significant] than others, but they're
all interlinked to me.
While the results clearly indicate that mental health professionals endorse more than one
type of causal belief ("they're all interlinked"), most participants thought that there was a main
cause or a stronger causal factor. Biogenetic causes were the most commonly reported main
cause, for example, one participant simply stated: "I think the main cause is biological”. Most
participants thought that different types of mental illness were caused by different factors or
that the causal factors had differing weightings depending on the type of illness. For example,
one participant stated, "If you just look at the amount of, or the significance, that genetics plays
in different illnesses, you can clearly see that some of them [mental illnesses] are more genetic
than others". Some participants thought that mental illness resulted from differences between
individuals "it can be different for everyone", rather than particular causal factors resulting in
a particular type of mental illness, as the participant in Extract 2 explains.
Extract 2
I think there's different things for everybody. I've seen older people who have a
psychosis without any drug and alcohol use, other people who have been perfectly fine,
use some drugs and then become unwell. So I think it can be different for everyone, but
definitely that genetic factor probably contributes to that a lot. I mean, of course you
see trends there, such things as trauma and then a personality disorder. There's definitely
trends, but I think its individual at the end of the day.
Previous research has suggested that mental health professionals' causal beliefs are on a
continuum ranging from psychological to biological causes (Ahn et al., 2009). Our findings
are not consistent with this research, and show that participants identified a wide range of
causes and endorsed multiple causes simultaneously (see Extract 1). Despite endorsing a
combination of causal beliefs, most participants tended to think that there was a main cause of
mental illness "the main cause is biological" and that different mental illnesses were caused by
different factors, "some of them [mental illnesses] are more genetic than others". Therefore,
mental health professionals could put more emphasis on a particular cause depending on the
diagnoses consumers presented with. This is consistent with previous research which has
shown that mental health professionals believe that different mental illnesses are caused by
different factors (Ahn et al., 2009).
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6.6.2 Development of causal beliefs.
All participants were able to identify factors that influenced the development of their causal
beliefs. Most participants thought that their causal beliefs were a result of a combination of
their formal training and their clinical experience. Clinical experience was the most commonly
reported influencing factor, with one participant explaining:
Extract 3
Look, I mean, it's hard to unlearn what you've learned throughout your degree. I guess
being taught about the biopsychosocial model really did influence my beliefs. I guess
pre that, just seeing people around me who suffered from depression or anxiety, I could
just, I guess, see from those examples that it's not just any one factor that leads to it.
Then, in the work we do every day, I guess I can just see that it's not so simple as one
factor causing any particular mental illness. I would say it's a whole combination of
things that have led to me believing that it's [mental illness is caused by] a mix of
factors.
Some mental health professionals reported that they had received little or no training
around the causes of mental illness, with one participant saying "I really haven't had much
training about the causes. It's always been about the treatment of, but yeah, not a lot around
the causes". In the following extract, another participant expands on their understanding of
mental illness causes.
Extract 4
I think every family has mental illness within it. You'd have your own ideas about
mental illness growing up. I think it touches every family. I think the thing that's majorly
influenced my belief, sort of views on mental illness, is working in it, seeing friends as
I've grown up develop it, and seeing family members suffer from it.
As in Extract 4, some participants identified that contact in their personal life with mental
illness influenced their understanding and causal beliefs. Relevant to more participants,
however, were ongoing professional development activities that influenced their understanding
and beliefs around what causes mental illness. Indeed, most participants reported that clinical
experience had the biggest impact on their causal beliefs, with one participant stating "My
patients are my best teachers... I attend conferences. I speak with my colleagues. I do all of
those professional bits, but still, my patients are still my best teachers". In addition, most
mental health professionals explained that their clinical experience had changed their causal
beliefs in some way with the majority of these participants explaining that through their clinical
experience they had started to put more weighting on environmental factors, with the following
participant explaining "The increased weight I put on trauma and life events has been through
my experiences working with clients and spending time with them". As in Extract 5, some
participants talked about how certain populations that they had worked with had increased their
endorsement of certain causal factors.
Extract 5
[Particularly] working with young people, seeing the influence of peers and how those
environmental factors paired with particular periods of schooling, you know, when
exam period comes on, that those are the times that I can see young people particularly
suffering from anxiety or depression.
The finding that not all participants' received training around the causes of mental illness
"I really haven't had much training" is concerning, given the potential impact that causal beliefs
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have on stigma and treatment outcomes (Lebowitz & Ahn, 2014; Phelan, 2005). The majority
of participants thought that the development of their causal beliefs was primarily influenced by
their clinical experiences. Therefore, it seems likely that mental health professionals' working
in different settings and with different populations may endorse different causal beliefs (see
Extract 5). Overall, these findings highlight the need for further investigation into mental
health professionals' causal beliefs, in order to explore how training and experience influence
the development of causal beliefs and if there are differences across disciplines and work
settings in regard to what causal beliefs are endorsed.
6.6.3 Causal beliefs and perceptions of mental illness.
Most mental health professionals identified that their beliefs about what causes mental
illness have an impact on their perceptions towards people with mental illness, with one
participant remarking "I probably like to say it [causal beliefs impacting perception] doesn't,
but I think it probably does". Some mental health professionals felt as though their beliefs
about the causes of mental illness did not influence their perception towards people with mental
illness, with one occupational therapist saying "I don't think it [my causal beliefs] influences
my view [of people with mental illness]". Some participants thought that their causal beliefs
had a positive impact on how they viewed people with mental illness. Specifically, in line with
attribution theory (Weiner et al., 1988), some participants reported that their causal beliefs
helped to reduce the blame they placed on the individual, increased compassion and empathy,
and increased understanding. For example, in Extract 6, a participant discusses his thoughts in
response to being asked if causal beliefs had an impact on his perception towards people with
mental illness.
Extract 6
I guess they do, but I would hope not in a negative way. Umm, I suppose if you think
everything's genetic then you adopt a very fatalistic response to everything. Whereas if
you think everything's environmental, if causes are all environmental, then you think,
well this person has made some choices that have led them to this. I think having a
balance of both, which is probably more consistent to where mental disorders do
originate from, it is a balance of both, it helps us to understand that it's not particularly
a patient's fault. We don't choose our parents, as much as we'd like to [laughs]. Seeing
that they [consumers] had no choice about that, so we can't blame, I think it helps us
adopt a non-judgmental style of practice, understanding that causality, it clearly is
beyond the patient's choice or willpower.
The participant in Extract 6 thought that his causal beliefs had an overall positive influence,
however, some participants reported that their causal beliefs at times had a negative impact on
how they viewed people with mental illness (see Extract 7). Specifically, at times their
frustration with consumers increased and they would make assumptions about factors that
contributed to the development of mental illness in their client (e.g., drug use).
Extract 7
I'd like to say no [that causal beliefs don't influence my perception], but I think it
probably does... I guess depending on the illness. You know, it's sometimes hard not to
carry your own judgements about people and judgements about, you know, say if
you've got a consumer with schizophrenia that has IV ice use and that sort of thing,
your capacity to feel like you’re treating them well and treating them compassionately,
it sort of diminishes a bit... I guess you sort of feel that they play a role in their own
demise in many ways. That can be really frustrating.
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Extract 7 demonstrates that attributions of responsibility appear to increase blame and
decrease compassion. Another factor that is thought to be influenced by causal beliefs is
prognostic pessimism. Some participants thought that their causal beliefs did not influence
their perception of prognosis, with one participant explaining "I don't think that my causal
beliefs impact on prognosis. I think my own observation of working with people who experience
schizophrenia might. I look at that being a lifelong hardship that people experience."
However, some participants, such as the participant in Extract 8, thought that their causal
beliefs had in impact on their perceptions of prognosis.
Extract 8
Sometimes the cause may make me feel like, it kind of doesn't matter what I do or say,
this [mental illness] is just going to continue as it is, and not much is going to change
it. Or, other causes I guess might make me feel a bit more hopeful about prognosis, or
feel like there is definite steps [to take in treatment], and a distinct or a particular time
frame that things could really improve.
In general, these findings suggest that mental health professionals' causal beliefs have an
impact on perceptions towards consumers. However, our findings suggest that these
relationships may be complex, with causal beliefs appearing to have both positive and
negative consequences and which influence a range of variables. For instance, the
participants in Extract 6, Extract 7, and Extract 8, highlight that, strong endorsement of
environmental factors, may lead to viewing consumers as responsible for their illness and
thus result in increased blame and reduced compassion, while strong endorsement of
biogenetic factors appears to increase prognostic pessimism.
6.6.4 Professional experience, causal beliefs and perceptions of mental illness.
It was found that the more professional experience group mentioned more causal beliefs
(M = 8.13, SD = 5.47) than the less professional experience group (M = 7.67, SD = 2.24).
Given that participants commonly attributed the development of their causal beliefs to their
clinical experience (see Extract 3), it would appear that with more clinical experience
participants are exposed to a wider range of consumers who may present with different causal
factors. Thus, mental health professionals’ experience may increase the number of/types of
causal factors that they endorse, and their beliefs may become more complex and varied over
time. When looking at the types of causal beliefs endorsed, the groups did not appear to differ
greatly, with most participants in each experience group endorsing a combination of biogenetic,
psychological, and environmental causal beliefs and some participants in each group just
endorsing biogenetic and environmental factors.
While participants endorsed multiple causal beliefs, most of the participants in the less
professional experience group reported that they thought there was likely to be a main cause
of mental illness, while most of the participants in the more professional experience group did
not think that there was a main cause of mental illness (i.e., thought the causes were more
complex). As previously mentioned, biogenetic causes were the most commonly reported main
factor in this study. The increase in awareness and promotion of biogenetic causes over the
past few decades has seen a rise in the endorsement of biogenetic causes in the general public
(Schomerus et al., 2012). It is likely that mental health professionals go into their training and
career endorsing similar causal beliefs to the general public, and then are likely taught a mental
medical model of illness, and thus may view biogenetic causes as the main or stronger causal
factor. It then appears that with more clinical experience mental health professionals endorse
more causes and no longer view mental illness to be caused by a main factor.
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When considering whether causal beliefs had an impact on perceptions towards people with
mental illness, there appeared to be differences between the less professional experience and
the more professional experience groups. In the less professional experience group, some
participants thought that their causal beliefs had a positive impact on their perception towards
people with mental illness, some participants reported that their causal beliefs had a negative
impact on their perceptions towards people with mental illness, and most participants did not
think that their causal beliefs influenced their perceptions towards people with mental illness.
In the more professional experience group, most participants thought that their causal beliefs
had a positive impact on how they view people with mental illness, with some participants
reporting that they did not think their causal beliefs influenced their perceptions towards people
with mental illness, and no participants reporting that their causal beliefs had a negative impact
on how they view people with a mental illness. These results suggest that participants with
more professional experience feel that their causal beliefs have less of a negative impact on
their attitudes towards people with mental illness. A possible explanation of these findings is
that endorsing a wider range of causal beliefs, without believing that there is a "main" cause
which may improve perceptions and attitudes towards people with mental illness.
Alternatively, it is possible that contact (in this case more professional experience), may act as
a moderating factor between causal beliefs and attitudes towards people with mental illness. It
was found that the more professional experience group mentioned more causal beliefs (M =
8.13, SD = 5.47) than the less professional experience group (M = 7.67, SD = 2.24). Given that
participants commonly attributed the development of their causal beliefs to their clinical
experience (see Extract 3), it would appear that with more clinical experience participants are
exposed to a wider range of consumers who may present with different causal factors. Thus,
mental health professionals’ experience may increase the number of/types of causal factors that
they endorse, and their beliefs may become more complex and varied over time. When looking
at the types of causal beliefs endorsed, the groups did not appear to differ greatly, with most
participants in each experience group endorsing a combination of biogenetic, psychological,
and environmental causal beliefs and some participants in each group just endorsing biogenetic
and environmental factors.
While participants endorsed multiple causal beliefs, most of the participants in the less
professional experience group reported that they thought there was likely to be a main cause
of mental illness, while most of the participants in the more professional experience group did
not think that there was a main cause of mental illness (i.e., thought the causes were more
complex). As previously mentioned, biogenetic causes were the most commonly reported main
factor in this study. The increase in awareness and promotion of biogenetic causes over the
past few decades has seen a rise in the endorsement of biogenetic causes in the general public
(Schomerus et al., 2012). It is likely that mental health professionals go into their training and
career endorsing similar causal beliefs to the general public, and then are likely taught a mental
medical model of illness, and thus may view biogenetic causes as the main or stronger causal
factor. It then appears that with more clinical experience mental health professionals endorse
more causes and no longer view mental illness to be caused by a main factor.
When considering whether causal beliefs had an impact on perceptions towards people with
mental illness, there appeared to be differences between the less professional experience and
the more professional experience groups. In the less professional experience group, some
participants thought that their causal beliefs had a positive impact on their perception towards
people with mental illness, some participants reported that their causal beliefs had a negative
impact on their perceptions towards people with mental illness, and most participants did not
think that their causal beliefs influenced their perceptions towards people with mental illness.
In the more professional experience group, most participants thought that their causal beliefs
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had a positive impact on how they view people with mental illness, with some participants
reporting that they did not think their causal beliefs influenced their perceptions towards people
with mental illness, and no participants reporting that their causal beliefs had a negative impact
on how they view people with a mental illness. These results suggest that participants with
more professional experience feel that their causal beliefs have less of a negative impact on
their attitudes towards people with mental illness. A possible explanation of these findings is
that endorsing a wider range of causal beliefs, without believing that there is a "main" cause
which may improve perceptions and attitudes towards people with mental illness.
Alternatively, it is possible that contact (in this case more professional experience), may act as
a moderating factor between causal beliefs and attitudes towards people with mental illness.
6.7 Discussion
This study explored mental health professionals’ beliefs about the causes of mental illness
and expands the current understanding of the relationships between causal beliefs and
perceptions towards mental illness. First, we found that participants endorsed a range of causal
beliefs simultaneously with the majority of participants endorsing a combination of biogenetic,
psychological, and environmental causes. Despite endorsing a combination of causal beliefs,
participants tended to believe there is a “main” cause of mental illness (with biogenetic causes
being the most commonly reported main cause), and that different mental illnesses are caused
by different factors. Second, participants thought that their causal beliefs were a result of a
combination of their formal training and their clinical experience. However, several
participants thought that they did not receive significant training around causes, with clinical
experience having the biggest impact on the development of causal beliefs. Third, we found
that participants thought that their causal beliefs influenced their attitudes and perceptions
towards people with mental illness, and participants identified both positive and negative
consequences of their causal beliefs. Last, participants who had more professional experience
seemed to have a more complex belief system and endorsed a wider range of causal beliefs and
were less likely to think that there was a “main” cause (compared to those with less
professional experience). Participants with more professional experience also tended to think
that their causal beliefs did not have a negative impact on their perceptions towards people with
mental illness.
Attribution theory, genetic essentialism, and the mixed-blessing model (Dar-Nimrod &
Heine, 2011; Haslam & Kvaale, 2015; Weiner et al., 1988), all propose that causal beliefs will
have an impact on perceptions towards mental illness, in particular, stigma. Our results mirror
this sentiment, with the majority of participants identifying that their causal beliefs impact their
attitude towards people with mental illness. While this study was not designed to test the
validity of different models, it does appear that results are more in line with the mixed-blessing
model, as causal beliefs seemed to have both positive and negative consequences. The mixedblessing model suggests that endorsement of biogenetic causal beliefs would reduce blame but
would have a negative impact on other components of stigma such as prognostic pessimism
(Haslam & Kvaale, 2015). In our study, participants often commented on how their causal
beliefs reduced blame towards consumers and increased feelings of compassion and empathy.
However, participants noted that their causal beliefs often had a negative impact on their view
of prognosis. Our study focused on causal beliefs in general rather than focussing only on
biogenetic causes (as per mixed-blessings model). Further research is needed to explore the
role that different types of causal beliefs have on perceptions of mental illness and to further
explore the validity of the mixed-blessing model by controlling for the impact that other causal
beliefs may contribute.
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There are several clinical implications associated with our finding that mental health
professionals’ causal beliefs influence their view of consumers. Causal beliefs appear to
impact mental health professionals’ emotional response to consumers. For example,
participants in our study stated that their causal beliefs shaped their feelings of compassion and
empathy towards their consumers, which would likely have an impact on the therapeutic
relationship. This conclusion is consistent with some of the previous limited research which
also suggests that causal beliefs can have an impact on mental health professionals’ emotional
responses, such as empathy and blame (Lebowitz & Ahn, 2014; Miresco & Kirmayer, 2006).
Empathy has previously been found to be an important factor which helps to enhance and build
a therapeutic alliance, and also predicts therapeutic outcomes (Elliott, Bohart, Watson, &
Greenberg, 2011). Therefore, it is important for mental health professionals to be aware of
their own causal beliefs and to reflect on how these beliefs may influence important treatment
factors such as therapeutic alliance. Consumers’ causal beliefs have been found to influence
their self-stigma and approach to treatment (Larkings, Brown, & Scholz, 2017b; Larkings et
al., 2017c). Moreover, mental health professionals' causal beliefs would influence how they
explain mental illness to their clients, which would play a role in shaping consumers’ causal
beliefs (Ahn et al., 2009; Lam, Salkovskis, & Warwick, 2005). Understanding the impact that
mental health professionals’ causal beliefs have on the therapy journey and the development
of consumers’ causal beliefs are important in future research.
Participants with more professional experience thought their causal beliefs had a more
positive impact on their perceptions towards people with mental illness, suggesting that
experience influences perceptions towards mental illness. Alternatively, it is possible that
mental health professionals with negative perceptions of mental illness may stop working in
the field, and thus people remaining (i.e., with more experience) may have more positive views.
Contact and experience have previously been found to influence mental health professionals’
perceptions towards people with mental illness (Lauber et al., 2006). Unfortunately, contact
and experience are often difficult to control, as many mental health professionals have little
control over the quantity or quality of contact they have with people with mental illness in their
work environment. Contact may offer limited utility in trying to reduce stigma or improve
perceptions towards people with mental illness in this context. On the other hand, causal beliefs
may be easier to influence in training, thus if more attention is placed on causal beliefs in
training, it may be helpful in the efforts to improve mental health professionals' perceptions
towards people with mental illness.
It appears that participants adhere to the biopsychosocial model of mental illness (Engel,
1977), which has dominated the mental health field since it's conception in the 70's and argues
that clinicians must attend simultaneously to biological, psychological, and social factors
(Borrell-Carrió, Suchman, & Epstein, 2004). It is likely that some participants were taught the
biopsychosocial model in their formal education, and the finding that most participants endorse
a combination of biogenetic, psychological, and environmental factors suggests that they are
still influenced by their formal education (see Extract 3). However, several mental health
professionals identified that they received little or no training on causes of mental illness. Thus,
more attention should be placed on learning about causes of mental illness and how to address
these with consumers, during mental health professionals' formal education. In particular,
formal education should focus on presenting information on a range of causes and encourage
individuals to reflect on how their beliefs about causes may impact their view of people with
mental illness. If mental health professionals receive training later in their career, it is likely
that they will have already have formed strong views regarding causality and, as a result,
attitudes may be harder to modify (Lam & Salkovskis, 2007).
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While this study provides important insight into mental health professionals’ causal beliefs,
it is not without limitations. Past research has shown that there can be a difference in causal
beliefs endorsed between different professional groups, and that different professional groups
may have different levels of stigma (Kent & Read, 1998; Lauber et al., 2006). It is possible
that results were influenced by the fact that we included a range of professional groups.
However, we chose to include multiple disciplines to reflect community mental health services
which are generally multidisciplinary. Future research would benefit from exploring
differences between professional groups to help understand whether the type of training
received influenced their causal beliefs. Another limitation of this study is that the primary
researcher had a professional relationship with all the participants and knew them prior to
conducting the interviews. As such participants would have been aware that they would have
an ongoing professional relationship with the first author and this may have influenced the
results. It is possible that participants gave responses that were more socially desirable than
they would have been, if they had not known the interviewer or were responding to a
questionnaire. As a result, negative perceptions of mental illness may have been underreported. However, the results did imply that negative perceptions towards mental illness
differed between the more and less professional experience groups. The division into more or
less professional experience was not random, with different professional groups representing
in the two groups, suggesting that participants may have been forthcoming with their responses
and not influenced by knowing the primary researcher. Although the primary researcher
having a professional relationship with participants may have also contributed to the depth and
detail of data, participants all appeared comfortable and forthcoming with information during
the interviews.
This study contributes to the very limited research on mental health professionals’ causal
beliefs and how these beliefs influence attitudes and perceptions towards consumers. Our
results show that mental health professionals endorse a range of causal beliefs and that these
beliefs are formed primarily through their clinical experiences as opposed to formal training.
Most importantly, the results of this study show that mental health professionals’ causal beliefs
influence perceptions towards consumers and at times influence factors such as blame and
prognosis which are likely to have an impact on treatment outcomes. These relationships
should continue to be explored in future research, and consideration should be given to how
this knowledge could be utilised to help improve mental health professionals’ attitudes and
perceptions towards consumers. Moreover, an increased understanding of how mental health
professionals’ causal beliefs influence treatment-related factors is important for improving the
treatment and services provided to consumers. It would also be important to explore
consumers’ causal beliefs and their experiences of causal beliefs in the treatment process.
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CHAPTER SEVEN
Paper four: Addressing causal beliefs in treatment: insights from mental health
clinicians

7.1 Chapter Introduction
This chapter presents the fourth article of this PhD, and explores how causal beliefs
are addressed in treatment from the perspective of mental health professionals. This paper
highlights the role that causal beliefs can play in the treatment process and how they
influence treatment outcomes. This article has been submitted for publication in British
Journal of Guidance and Counselling, the format of the paper is in accordance with the
manuscript submission guidelines for this journal.
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Addressing causal beliefs in treatment: Insights from mental health
clinicians

7.3 Abstract
It is thought that mental health clinicians’ beliefs about the causes of mental illness
influence their approach to treatment and impact therapeutic outcomes. However,
there has been limited research on this topic. This study explores mental health
clinicians' views and experiences of addressing causal beliefs in treatment. A
thematic framework guided the analysis of semi-structured interviews with 17 mental
health clinicians. Participants stated that their causal beliefs impact their approach to
treatment, and consumers’ causal beliefs also influence how consumers approach
treatment. Participants thought that it was important to discuss causes with
consumers in treatment, and identified several barriers to, and consequences of, doing
so. There are numerous implications of addressing causal beliefs in treatment, as
participants stated that causal beliefs influence factors such as empathy towards
consumers, the therapeutic alliance, engagement in treatment, and consumers’ selfblame. Future research should further explore the role of causal beliefs in treatment
with the aim of improving services and treatment outcomes.
Keywords: causal beliefs; mental health clinicians; treatment; mental illness; thematic
analysis; Australia.

7.4 Introduction
Mental health is an important issue worldwide, with mental and substance use disorders being
the leading causes of disability in the world (World Health Organization, 2014). The impacts
of mental illness are significant, not only for individuals with mental illness but society as a
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whole (National Mental Health Commission, 2014). Therefore, the services and treatment
provided to consumers are paramount in reducing the burden of disease and increasing the
quality of life for consumers. Causal beliefs are one factor thought to play a role in the
treatment process (Bhui & Bhugra, 2002; Brown et al., 2007). Causal beliefs refer to beliefs
about factors that are thought to cause or contribute to the development of mental illness
(e.g., biogenetic, psychological, or environmental factors), and have been found to impact
perceptions of, and stigma towards, mental illness among the general public and consumers
(Kvaale, Gottdiener, & Haslam, 2013; Larkings & Brown, 2017; Rüsch, Todd, Bodenhausen,
& Corrigan, 2010). Further, causal beliefs appear to influence the general public’s and
consumers’ attitudes towards treatment (Freeman et al., 2013; Larkings, Brown, & Scholz,
2017a, 2017b; Lebowitz & Ahn, 2012). There is some evidence to suggest that mental health
clinicians (i.e., persons who offer services to improve consumers’ mental health) hold
different causal beliefs from the general public (Grausgruber, Meise, Katschnig, Schöny, &
Fleischhacker, 2007). Given the importance of mental health clinicians in the development
and provision of services provided to consumers, it is important to explore how their causal
beliefs influence treatment processes. This study focuses on understanding mental health
clinicians' views regarding the impact of causal beliefs in the treatment process.
There has been limited research on mental health clinicians’ causal beliefs. Our
previous research suggests that mental health clinicians tend to endorse multiple causal
beliefs simultaneously with most endorsing a combination of biogenetic, environmental, and
psychological causal beliefs (Larkings et al., 2017b). Conversely, Ahn and colleagues (2009)
argue that mental health clinicians tend to place mental disorders on a continuum ranging
from strongly biological to non-biological (i.e., psychological and environmental). Mental
health clinicians’ causal beliefs influence their perceptions of, and stigma towards people
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with mental illness (Larkings & Brown, 2012; Larkings et al., 2017b), and may also impact
their approach to treatment and influence therapeutic outcomes (Kent & Read, 1998).
Attribution theory (Weiner, Perry, & Magnusson, 1988) suggests that how an
individual interprets the causes of an event (e.g., having a mental illness) will influence the
emotional response to that event which in turn impacts behaviour. Two important
dimensions of causality, controllability (cause controlled or not controlled by the individual)
and stability (likelihood to change over time), influence perceptions of responsibility
regarding the mental illness and emotional responses towards the person with the mental
illness (Weiner, 2004). For instance, endorsement of biogenetic causes of mental illness
suggests that the individual has no control over their illness and it is likely to be stable over
time. This would lead to the emotional response of pity, and thus the blame and
discrimination related to having a mental illness would be reduced (Rüsch et al., 2010).
Conversely, genetic essentialism refers to the idea that individuals’ genes are a fixed aspect
of their identity, and mental illness would be seen as an inherent, unchangeable aspect of the
individual (Dar-Nimrod & Heine, 2011; Schnittker, 2008). Endorsement of biogenetic
beliefs would increase this essentialist view and the view that people with mental illness are
different from those without, resulting in perceptions of those with a mental illness as
different and potentially dangerous, promoting increased desire for social distance and less
optimism regarding recovery (Haslam, 2011; Rüsch et al., 2010).
More recently the mixed-blessings model (Haslam & Kvaale, 2015) provides a
synthesis between attribution theory and the genetic essentialism perspective. The mixedblessing model suggests that while biogenetic causal beliefs may reduce blame as mental
illness is perceived as beyond an individual's control, biogenetic beliefs may also increase
essentialistic thinking and increase the perception that people with mental illness are
biologically different, which would lead to an increase in stigma and prognostic pessimism.
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While there has been research on the impact of endorsing biogenetic causal beliefs among the
public (Kvaale et al., 2013), and to a lesser extent consumers (Lebowitz, 2014), very little is
known about how biogenetic causal beliefs influence mental health clinicians’ perceptions of
mental illness (Lebowitz & Ahn, 2014).
With increased focus on biogenetic causes over the past few decades (Schomerus et
al., 2012), it is likely that mental health clinicians are being taught biogenetic causes as a
large component of their education (Borrell-Carrió, Suchman, & Epstein, 2004). Lebowitz
and Ahn (2014) conducted a series of studies in which mental health clinicians read vignettes
of consumers whose symptoms were explained as being caused by biological or psychosocial
factors. They found that causal beliefs impact mental health clinicians' empathy towards
consumers, and that biogenetic causal beliefs were associated with significantly less empathy,
concluding that biogenetic causal beliefs may lead clinicians to view consumers as different
from “normal” people. The finding that biogenetic causal beliefs may reduce mental health
clinicians' empathy is concerning as empathy is an important factor in building a therapeutic
alliance or relationship and has been found to predict therapeutic outcomes (Elliott, Bohart,
Watson, & Greenberg, 2011). Ahn and colleagues (2009) concluded that causal beliefs may
influence mental health clinicians’ choice of treatment options. Mental health clinicians'
causal beliefs would also influence how they explain mental illness to consumers, which
would play a role in shaping consumers’ causal beliefs (Ahn et al., 2009; Lam, Salkovskis, &
Warwick, 2005).
Furthermore, there has been research suggesting that consumers' causal beliefs may
also influence the treatment process. For instance, it appears that consumers’ causal beliefs
may influence their attitudes towards treatment modalities. Iselin and Addis (2003) explored
the relationship between causal beliefs and perceived helpfulness of different treatment
modalities for depression. They found that when consumers' causal beliefs and treatment
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focus were congruent (e.g., low serotonin and medication treatment), consumers perceived
the treatment as more helpful and credible. In addition, it appears that consumers' causal
beliefs may influence ongoing engagement with treatment. Freeman and colleagues (2013)
explored factors that influenced the continuation of cognitive behaviour therapy after initial
engagement sessions in people with schizophrenia. They found that causal beliefs were
better predictors of therapy continuation than symptom severity or insight, and that people
who decided to discontinue therapy reported a greater endorsement of biological causes.
Moreover, Read, Cartwright, Gibson, Shiels and Haslam (2014) found that when consumers
thought their causal beliefs were the same as their mental health clinician’s beliefs, they
tended to perceive the therapeutic relationship more positively. A positive therapeutic
relationship is important for engagement and likely to improve treatment outcomes (Krupnick
et al., 1996). These findings suggest that it is important for mental health clinicians to be
aware of consumers' causal beliefs when suggesting a treatment approach and in the early
stages of the therapeutic journey. Hence it is important to explore how mental health
clinicians address causal beliefs in treatment and if they believe that causal beliefs play a
significant role in the treatment process.
The current study aims to explore mental health clinicians’ narratives and experiences
of addressing causal beliefs in treatment, including the importance and impact of doing so,
the methods being used, and any barriers they face. As there is a limited amount of previous
research on this topic, a qualitative methodology was chosen to elicit rich insight into a range
of mental health clinicians’ perspectives. The specific objectives of the study are: a) to
explore mental health clinicians’ thoughts and opinions on the impact and importance of
addressing causal beliefs with consumers in treatment, and b) to explore how mental health
clinicians currently address causal beliefs in treatment and their experiences in doing so.
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7.5 Method
7.5.1 Recruitment
This project received approval from the University of Canberra Committee for Ethics in
Human Research. Participants were recruited via professional networks and snowball
sampling. Interested mental health clinicians initiated contact with the first author to request
more information and/or organise participation. Participation was voluntary and informed
consent was obtained prior to the interview. All participants received two movie ticket
vouchers in appreciation of their time.
7.5.2 Participants
Seventeen mental health clinicians were interviewed for this study, who at the time of the
interview worked in the public mental health system in Canberra, Australia. There were 14
females (82%) and three males (18%), aged between 26 and 59 years (M = 36.71, SD =
10.15). Public mental health services in Australia are often multidisciplinary, as such
participants from a range of disciplines were included in this study; Psychiatry (n = 3),
Psychology (n = 5), Nursing (n = 3), Occupational Therapy (n = 3), and Social Work (n = 3).
Reported years of experience working with people with mental illness ranged from one year
to 29 years (M = 11, SD = 7.60).
7.5.3 Data collection
An open-ended, semi-structured interview was designed to explore mental health clinicians’
opinions and experiences of causal beliefs being addressed in the treatment process.
Individual face-to-face interviews were conducted in a location convenient for participants.
Questions focused on mental health clinicians’ attitudes towards addressing causes with
consumers and the potential consequences of doing so, along with how they address causes in
treatment and their experiences of doing so. The first author conducted all interviews, and
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had a professional relationship and worked in the same public health department as the
participants. As such, during the interviews, the first author attempted to use a nonjudgemental, curious manner when asking questions to reduce the impact of social
desirability.
In line with suggestions made by Hill (2005), the development of the interview
protocol involved consultation with several mental health clinicians, whose feedback was
used to guide the final interview protocol used. Interviews were transcribed by a professional
transcription service, and the first author listened to all interviews to ensure transcription
accuracy.
7.5.4 Data analysis
A thematic analytic approach was used to explore and identify patterns that emerged in the
qualitative data from the transcripts of the interviews (Fereday & Muir-Cochrane, 2006).
Coding was informed by steps suggested by Braun and Clarke (2006). First, familiarity with
the data was acquired through reading the transcripts several times. Next, initial codes were
generated as similar data were grouped together and explored in detail. Codes were then
combined and potential themes were considered, these themes were then reviewed and
defined and are presented in the findings below. An inductive approach was used during data
coding, in which no attempts were made to ‘fit’ data into any preconceived codes or themes.
Tests of coding reliability were conducted. First, after initial coding of all transcripts
was completed by the first author, six clean transcripts were re-coded by the first author to
assess coding consistency over time (Richards, 2005). Next, interrater reliability was tested
through a second independent person also coding the six clean transcripts. Coding
assignment was compared between coders with a calculated Kappa coefficient of .77; values
greater than .75 are considered excellent (Landis & Koch, 1977).
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To determine the level of representativeness of responses, four frequency levels were
used: few (less than 10%), some (10% to 50%), most (51% to 90%), all (91% to 100%). This
method is in line with the Consensual Qualitative Research Method (Hill et al., 2005), and
thought to be appropriate given the size of the sample.

7.6 Findings
Two overarching themes emerged as salient to mental health clinicians addressing causal
beliefs in treatment. The first related to the perceived importance and impact of discussing
causal beliefs in treatment, and the second focused on participants' method of addressing
causes and personal experiences of doing so.
7.6.1 Importance and impact of addressing causal beliefs with consumers
7.6.1.1 Theme 1: Importance of addressing causal beliefs
All participants thought that addressing causal beliefs with consumers in the treatment
process was important. Participants identified several reasons why addressing causal beliefs
with consumers was essential, with most stating that addressing causes was important as it
increases consumers’ understanding of their illness, as illustrated in Extract 1.
Extract 1
I guess to give them [consumers] an understanding of why they are where they are.
And I think it can be empowering in some ways to look at, you know, what particular
things may have led to where they are. Then, on the flip side, what you can do about
that. For some people, it gives better context and maybe takes away some of that
stigma, or self-blame.
This participant also believed that discussing the causal beliefs with consumers is
important in reducing stigma and self-blame. This sentiment was also echoed by some of the
participants who mentioned that addressing causes was important because doing so reduces
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the consumers’ self-blame, helps normalise mental illness and reduces stigma. Reducing
self-stigma and self-blame is extremely important as it has previously been found that selfstigma increases the burden of disease for people with mental illness and has negative impact
on a range of quality of life domains including physical health, psychological wellbeing,
environment, and social relationships (Hinshaw & Stier, 2008; Yen et al., 2009).
Consistent with Extract 1, some participants stated that discussing causes with
consumers was important as it can improve treatment outcomes and help recovery, assist with
illness management, and relapse prevention, and can improve engagement and openness in
treatment. For example, Extract 2 highlights how the participant thinks that not addressing
causal beliefs with consumers may have a negative impact on engagement and recovery.
Extract 2
They're [consumers] already wondering about that [causes], or keep thinking "What is
wrong with me?" or "Why am I like this?"… It sits as one of those assumptions of
self, and unless you get there [discuss causal beliefs] with the patient it becomes the
bad secret. If it becomes a bad secret that they hold and they don't know how to ask, it
acts out in all sorts of ways later on in treatment and you just don't know why the
person, for example, is not responding or responding as well.
In line with Extract 2, some participants stated that consumers are curious about
causes and often wonder “why me?”, so discussing causes answer consumers’ questions and
helps increase insight and knowledge about mental illness. A few participants thought that
discussing causes in treatment increased consumers’ acceptance of their illness and could be
empowering. Improving engagement with mental health services is seen as a crucial aspect
of improving care provided to people with mental illness, with disengagement from services
being a barrier to recovery (O'Brien, Fahmy, & Singh, 2009). The current study shows
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participants think discussing causal beliefs with consumers is important for a range of reasons
which are likely to influence the effectiveness of treatment provided.
7.6.1.2 Theme 2: Frequency of addressing causal beliefs with consumers
Although all participants thought that addressing causal beliefs in treatment was important,
not all participants reported that they did. Most participants stated that they do address causal
beliefs with consumers with one participant remarking “yes definitely”, some reported that
they sometimes discuss causal beliefs with consumers with another saying “I do with some of
my clients but definitely not all”, and a few reported that they did not talk about causes with
consumers, with one participant saying “I haven't been. I probably should a little bit more”.
In addition, most participants stated that they ask consumers what their causal beliefs are,
while some reported that they do not ask consumers what their causal beliefs are. Despite
identifying the importance of discussing causal beliefs not all participants did so. This
finding is consistent with previous research which indicates that the exploration of
consumers' causal beliefs is still not a routine part of the treatment process (Bhui & Bhugra,
2002).
7.6.1.3 Theme 3: Impact of mental health clinicians' causal beliefs on treatment approach
Most participants thought that their causal beliefs influenced their approach to treatment and
a range of ways that causal beliefs impact treatment were identified and discussed. Some
participants thought that their causal beliefs influenced decisions about what intervention to
provide, suggesting that the type of treatment consumers receive can depend on the clinicians'
causal beliefs. This finding is in line with Ahn and colleagues (2009) who found mental
health clinicians’ causal beliefs influenced their perceptions of effectiveness of certain
interventions and thus they thought that clinicians' causal beliefs would influence intervention
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choice. In Extract 3, the participant explains how their causal beliefs influence their approach
to the intervention provided.
Extract 3
I guess it definitely depends on the causes of what's happened. You know, if it's a
genetic cause, it can be treated more under [a] medical model. If it's an environmental
cause, it can be treated [by] more of a therapeutic, psychological intervention.
Alternatively, causal beliefs may encourage a more holistic and comprehensive
approach to treatment. The participant in Extract 4 discusses how his causal beliefs help him
take a ‘multi-pronged approach’ to treatment which is consistent with some participants who
discussed how their causal beliefs helped them take a more holistic approach to treatment and
decreased the medicalised view of mental illness.
Extract 4
If the cause is multi-factorial, then it's logical that your treatment should have a multipronged approach... Umm so having an idea that this, you know, this could have been
related to environmental factors plus a person's genetic vulnerabilities helps us have
compassion for the person, because they have vulnerabilities, but it also helps us
address things that are modifiable for them.
Some ways in which causal beliefs influenced participants’ approach within the
treatment processes was by: helping in case formulation and guiding the focus of treatment,
informing the psychoeducation provided to consumers, encouraging mental health clinicians
to explore consumers’ history and life narrative, and to help clinicians identify consumers'
strengths and weaknesses. Some participants identified that their causal beliefs increased
empathy and compassion towards consumers, as can be seen in Extract 4. Greater levels of
empathy have previously been found to have a positive impact on the therapeutic relationship
and treatment outcomes for the client (Lebowitz & Ahn, 2014). A few participants also
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mentioned that causal beliefs influence the development of a recovery plan and help to
personalise the delivery of services to the individual consumer. These findings suggest that
mental health clinicians need to be aware of how their own causal beliefs may influence the
treatment process.
7.6.1.4 Theme 4: Potential impact of consumers' causal beliefs on their approach to
treatment
All participants discussed how consumers' causal beliefs can have an impact on how
consumers approach treatment. Some participants thought if consumers had very strong
views around a particular cause it may have a negative impact on the treatment process. If
consumers endorse a cause which is not congruent with the treatment being suggested/offered
(e.g., an individual believes chemical imbalances caused their mental illness and
psychotherapy is being suggested instead of medication) it may prevent or slow down the
recovery process. For example, Extract 5 exemplifies how consumers’ causal beliefs can be a
“real obstacle” in treatment and recovery.
Extract 5
I have seen a lot of clients who get very focused on the idea of the chemical
imbalance and very medication focused as a result, and that can be a real obstacle, I've
found, to deal with some of the residual symptoms once medication has only taken
them so far... I've also seen the opposite, where people, the client, has a very fierce
belief that it's just due to a traumatic event… and that prevents them from taking
medication or various sort of things... Unless there's a balance [of causal beliefs
endorsed], then I think it can create problems in terms of their recovery.
This participant highlights how strong views around a particular cause, as opposed to
the endorsement of multiple causes, can be detrimental at times. Past research has shown that
consumers who endorse biogenetic causes, such as a chemical imbalance, felt less in control
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of their recovery and were less likely to continue with treatment (Freeman et al., 2013). This
idea can also been seen in Extract 5 and is illustrated further by another participant in Extract
6.
Extract 6
I guess when you're looking at the biology type side of things, some of it you can't do
a lot about. I guess then there are several ways you could view that. So that could be
quite disempowering or actually quite a relief "ok, well there's not a lot I can do about
it"... Likewise, with environmental factors, it could be actually really nice to hear that
there are things that you can change in your environment to try and make things
better. But [also] there could be blame around "well if you didn't do that" or "you
didn't put yourself in that situation, you might not be suffering".
In line with the mixed-blessings model (Haslam & Kvaale, 2015), both the
participants in Extract 5 and Extract 6 suggest that there are mixed consequences and impacts
of endorsing particular causal beliefs, suggesting that there is not one particular cause which
is most beneficial for consumers to endorse to reduce self-stigma and improve perceptions
towards mental illness and treatment. Some participants talked about how consumers' causal
beliefs would impact their willingness to accept help and treatment, and how they engaged
with the mental health clinician and the treatment process. Iselin and Addis (2003) found that
consumers’ causal beliefs influenced perceptions of helpfulness of different types of
therapies. The results of the current study show that clinicians also support the notion that
consumers’ causal beliefs play a role in the perceived effectiveness of specific types of
therapeutic interventions.
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7.6.2 Method and experiences of addressing causal beliefs in treatment
7.6.2.1 Theme 1: Training and method for addressing causal beliefs
None of the participants had learnt how to address causal beliefs with consumers in their
formal education. Most participants said that they had learned their method of addressing
causal beliefs through supervision and observing senior mental health clinicians, and through
learning from their own mistakes and self-reflection, which is reflected in Extract 7. Some
participants’ clinical experience and workplace training/courses had informed their method of
addressing causal beliefs with consumers. Whereas, some participants discussed how their
method of addressing causal beliefs with consumers was informed by knowledge gained from
their formal education and then their clinical intuition.
Extract 7
No, I don't think I was ever taught at University [how to address causal beliefs in
treatment]. I think probably it was part of discussions in supervision mostly, but I
think for the most part it's just been something that I've kind of worked out for myself.
All participants were able to discuss how they address causal beliefs in the treatment
process. Most participants stated that they would ask consumers a question about what had
brought them to access treatment/contributed to their presenting problems in order to open
the discussion around causes, with one participant explaining “I've usually just worked it
[causal beliefs] into a quite relaxed discussion, asking them why they think they might have
certain issues in different environments”. Most participants stated that they tended to start
the discussion around causes early in the treatment process, with one participant saying
“maybe about the first one to two sessions after assessment, and then periodically through
treatment, as required”. Some participants talked about how they would address causal
beliefs in a general manner while providing psycho-education and then check with consumers
which causal factors resonated with them. Some participants explained that they would try to
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establish rapport prior to addressing causes and would make the discussion “conversational”
in manner and ensure that it was “client paced”.
Some participants stated that they would tend to address causes once consumers asked
about them. These findings indicate that even though none of the participants learnt how to
address causal beliefs as part of their formal education, they have all developed their own
manner of addressing causal beliefs with consumers.
7.6.2.2 Theme 2: Managing an incongruence of beliefs
All participants were able to discuss how they would manage an incongruence or difference
between their causal beliefs and the consumer's causal beliefs. Most participants stated that
they would provide information/research on a range of causes if they did not agree with
consumers or thought that consumers had an unhelpful/narrow set of beliefs. Participants
hoped that providing information on a range of causes would increase consumers’
understanding of alternative factors that contribute to mental illness. While doing this some
participants highlighted that they would do the following: validate consumers’ current causal
beliefs in the process of teaching them alternatives; not “push” consumers into changing
their beliefs; focus on building a relationship so consumers trusted the information on causes
that they were presented with; be open about discussing an incongruence or difference of
beliefs with consumers; and be “sensitive” to how they addressed differences in causal
beliefs. One participant explained:
Extract 8
I guess I would still validate what their [consumers’] thoughts were, because as much
as I have my own ideas, I think at the end of the day, by acknowledging what they
identify themselves is probably what's going to help the process be more beneficial
and more effective. I guess I would still at times try to raise my own thoughts and
ideas without forcing them.
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Some participants stated that they would only address this incongruence in beliefs if
they thought it was important to the treatment process, while some said that they would
include this incongruence as part of the treatment agenda, and some said that they would not
challenge these beliefs and would “go along” with the consumer's causal beliefs. A few
participants stated that they do not address the incongruence between their beliefs and
consumers’ beliefs. Research has shown that an incongruence in causal beliefs can have a
negative impact on therapeutic alliance and engagement (Larkings et al., 2017a; Read et al.,
2014). Therefore, managing differences in causal beliefs effectively is likely to be an
important aspect in maintaining a therapeutic relationship, and in improving therapeutic
outcomes.
7.6.2.3 Theme 3: Barriers to addressing causal beliefs with consumers
All participants identified barriers which prevent them from discussing causes in treatment.
Most participants identified that they did not want to distress consumers or increase
helplessness so would sometimes avoid discussing causal beliefs. Timing was also a concern
and most participants stated that they would not discuss causes with a consumer who was in
crisis or acutely unwell. Some participants were concerned about the impact that discussing
causes would have on the consumer and did not want consumers to feel blamed, and worried
about the impact on rapport and engagement. Some participants identified that they lacked
the confidence or felt uncomfortable addressing causal beliefs and mentioned that they were
reluctant to discuss the possible impact that family history had on the consumer’s
presentation. Potentially increasing training on how to address causes with consumers may
increase mental health clinicians’ confidence in addressing causal beliefs in treatment.
Some participants identified the following barriers to addressing causal beliefs in
treatment: consumers may lack insight into their illness, time restrictions, and if perceived as
not helpful for the individual consumer. A few participants did not discuss causes when they
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assumed causes had been discussed in treatment previously, or were uncertain of what the
causes were or if it was their responsibility to discuss causes with consumers. In Extract 9, a
participant talks about the barriers to discussing causal beliefs in the treatment process:
Extract 9
I think time pressure. I think that people are, some people [mental health clinicians]
get worried about talking about life experiences, they get concerned whether people
[consumers] will start to talk about trauma, and then what they will do as clinicians to
cope with that... I think when someone is acutely unwell is probably not the time.
The barriers that participants identified show that discussing causal beliefs can have a
significant impact on treatment, and it is important mental health clinicians feel confident
they can address causes with consumers in an effective manner.
7.6.2.4 Theme 4: Positive experiences of addressing causal beliefs with consumers
All participants were able to identify positive experiences associated with addressing causes
with consumers. Some of these examples highlighted that causal beliefs helped consumers
reduce self-blame and guilt, increase understanding of their illness, increase feeling validated,
and assisted in recovery. A few positive experiences were associated with increased rapport
between the participant and the consumer and consumers feeling like they had more
“choices”. In Extract 10 a participant talks about a positive experience of discussing causes
in treatment:
Extract 10
She [consumer] thought that she was the problem somehow and that she then should
be able to get over herself and get back to work fulltime and be performing at a high
level. We clarified things. We spoke very much about the biology and the
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vulnerability psychologically and she said, “Oh thank God I’m normal” and it was
lovely.
This example suggests that when causes can be attributed to factors outside of
consumers’ control, it can help to reduce self-blame and normalise having a mental illness, in
line with attribution theory and the mixed-blessings model (Haslam & Kvaale, 2015; Weiner
et al., 1988). Many of the positive experiences identified focused on the reduction of
consumers’ self-blame as a result of discussing causes, and suggests that the way consumers
interpret the cause of their mental illness has a significant impact on their self-stigma.
7.6.2.5 Theme 5: Negative experiences of addressing causal beliefs with consumers
Most participants were able to identify negative experiences or examples when addressing
causes with consumers did not go well. Some of these negative experiences identified were:
the consumer becoming upset or feeling blamed, participants observing that the discussion on
causes had a negative impact on engagement and rapport, and a negative impact on
consumers’ motivation to change (see Extract 11). A few participants discussed how an
incongruence between their causal beliefs and the consumers was negative.
Extract 11
I guess I'm thinking of one in particular experience where I explained the stressvulnerability model. They took a very backseat approach to treatment from that point
on. They were saying, "This is a disease and I just have it, therefore I'm just going to
sink to the bottom rather than trying to overcome this…”
In Extract 11, the participant explained the stress-vulnerability model of mental illness
to the consumer, which emphasises the biological vulnerabilities to mental illness (i.e.,
biogenetic causes). In this instance, it appears that the consumer felt that they had no control
over their mental illness and thus felt more pessimistic about recovery. This finding is in line
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with genetic essentialism and also the mixed-blessings model (Dar-Nimrod & Heine, 2011;
Haslam & Kvaale, 2015), and highlights that causal beliefs can influence factors important to
treatment outcomes such as beliefs about recovery. The negative experiences identified by
participants suggest that mental health clinicians must be careful in how they address causal
beliefs with consumers to minimise negative consequences.

7.7 Discussion
This study provides the perspective of mental health clinicians, with respect to their opinions
and experiences of causal beliefs being addressed in the treatment process. First, we found
that participants thought that addressing causal beliefs in treatment was important and could
reduce self-blame in consumers and improve treatment outcomes. However, it was clear that
not all participants routinely discuss causal beliefs with consumers. Second, participants
acknowledged that their causal beliefs impact their approach to treatment, and that
consumers' causal beliefs would also influence the way consumers approach treatment.
Third, we found that participants did not receive formal training regarding how to address
causal beliefs in treatment, and instead developed their own methods through clinical
experience and discussions with supervisors/senior clinicians. Moreover, participants
identified that there were several barriers to discussing causes with consumers, which likely
reduce the frequency with which they do address causal beliefs in treatment. Finally, we
found that participants identified both positive and negative experiences of addressing causal
beliefs in treatment and that these experiences tended to focus on the concepts of self-blame,
engagement, and therapeutic alliance. Overall, findings suggest mental health clinicians
recognise that addressing causal beliefs in the treatment process can have a significant impact
on factors that influence treatment outcomes and impact consumers’ recovery.
Attribution theory, genetic essentialism and the mixed-blessing model highlight the
need and importance of causal beliefs in understanding and “making sense” of mental illness
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(Dar-Nimrod & Heine, 2011; Haslam & Kvaale, 2015; Weiner et al., 1988). In line with
these frameworks, the mental health clinicians who participated in this study recognised the
importance of causal beliefs and identified that such beliefs are likely to influence attitudes
and behaviours towards treatment for both the clinician and the consumer. While this study
was not designed to test the validity of these theories, our findings appear to be in line with
the mixed-blessing model as our results suggest that causal beliefs have both positive and
negative impacts on factors associated with stigma and treatment. More specifically, when
participants were discussing their experiences of addressing causes with consumers they
frequently reported that while causal beliefs appeared to help reduce self-blame, they also
influenced consumers’ self-efficacy and perception/motivation of control around change and
recovery. It tends to be biogenetic causal beliefs that lead to reduced self-blame but also
increased pessimism around recovery. Moreover, these findings highlight that there may not
be one particular type of causal belief which should be focused on in the treatment process, as
causal beliefs appear to have both positive and negative consequences. As such, it is
important the mental health clinicians address and manage causal beliefs in treatment
effectively to mitigate negative consequences and promote positive consequences. Future
research is warranted to further explore the mixed-blessing model in relation to mental health
clinicians’ causal beliefs in the treatment process.
The findings of the current study have several clinical implications. In line with the
above discussion around the theory related to this topic, mental health clinicians need to be
mindful that consumers’ causal beliefs can impact self-stigma, along with perceptions of
controllability around symptoms and recovery. Self-stigma has been found to influence
treatment adherence (Fung, Tsang, & Corrigan, 2008). Therefore, when discussing causes,
which often appears to occur in the early stages of treatment and during psycho-education,

153
mental health clinicians should inquire about and explore the impact that addressing causes
has on self-stigma and perceptions of control and recovery.
Premature discontinuation of treatment or consumer dropout is an ineffective use of
often limited mental health resources (Masi, Miller, & Olson, 2003), and likely prolongs the
suffering associated with having a mental illness for consumers. Therefore, improving
consumers' engagement in treatment is important, and our findings highlight that causal
beliefs could play a role in engagement, with participants noting that discussing causes with
consumers can enhance engagement. Our results also suggest that at times causal beliefs can
have a negative impact on engagement, particularly if there is an incongruence in causal
beliefs between the mental health clinician and consumer, or if causal beliefs result in the
consumer feeling that they have no control over their illness or recovery. Mental health
clinicians should be aware that causal beliefs can influence consumer engagement and be
willing to discuss/explore these beliefs with the consumer to reduce the potential negative
impact on the treatment journey. In order to do this mental health clinicians need to be aware
of their own causal beliefs and how these beliefs influence their approach to treatment.
Our findings suggest that mental health clinicians' reflection on and consideration of
the role of causal beliefs in treatment primarily occurs in supervision. Thus, it is important
for supervisors to also consider how to address this topic in supervision. Learning how to
address causal beliefs with consumers in treatment should be taught throughout formal
education for mental health professionals. The formal education for several disciplines (e.g.,
psychology) would include learning about the causes of mental illness in the context of
biopsychosocial vulnerabilities. However, increased focus (through review of research and
group discussions) should be placed on considering how to address causes with consumers
and acknowledging the potential impact on treatment that discussing, or not discussing,
causes effectively can have. Moreover, students on clinical placements should practice
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discussing causes with clients through role plays with other students and recording sessions
with clients, to increase their confidence and efficacy in addressing causes in treatment.
This study is the first to our knowledge which provides insight into the views of
mental health clinicians regarding addressing causal beliefs in the treatment process. The
qualitative nature of this research provides a rich and descriptive insight into this topic,
highlighting that each mental health clinician has their own style and method of addressing
causal beliefs. This study also has some limitations which should be considered when
interpreting results. The first author had a professional relationship with all the participants,
therefore, it is possible that participants may not have been as honest as they would have been
if responding to a questionnaire or an interviewer unknown to them. To reduce the impact of
social desirability and the relationship, during the interview the first author attempted to take
a non-leading, curious, non-judgemental approach to questioning. It is also likely, however,
that the relationship between the participants and the first author contributed to the richness
of the data as interviews were conducted in a relaxed friendly atmosphere which invited selfreflection in a conversational manner. Another limitation was the range of mental health
clinicians included in this study, as there has been some past research that has shown that
different professional groups endorse different causal beliefs (Kent & Read, 1998).
However, the decision to include a range of disciplines was made because mental health
services are generally multidisciplinary, and as such consumers would have contact with a
range of mental health clinicians throughout their recovery journey. Future research should
explore the differences between disciplines in regards to their causal beliefs and how they
influence the treatment focus as this will be beneficial in guiding how causal beliefs should
be addressed in training.
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7.8 Conclusions
This study adds to the very limited research that explores causal beliefs about mental illness
being addressed in the treatment process from the perspective of mental health clinicians. The
results of this study show that mental health clinicians believe that their causal beliefs, as well
as consumers' causal beliefs, play a role in the treatment outcome. Results indicate that
mental health clinicians believe that addressing causal beliefs in treatment is important as it
increases consumers’ understanding of their illness, reduces the self-blame that consumers
feel, improves treatment outcomes, and helps in management and relapse prevention. It also
appears that causal beliefs influence the way that mental health clinicians approach treatment
with their causal beliefs helping to inform their case formulation and the decisions around
what intervention to provide. Mental health clinicians also felt consumers’ causal beliefs
impact the way that consumers approach and engage with treatment and report that if
consumers hold a strong view around a narrow range of causes, or a single cause, that this
can often have a negative impact, slowing down recovery. Mental health professionals also
identified that if causal beliefs are not addressed effectively there can be negative
consequences such as disengagement, and factors such as considering the timing are
important in increasing the effectiveness of discussing causes. Future research should
continue to explore the impact of causal beliefs on the treatment process as this insight will
help improve the services provided to people with mental illness. Our results suggest that it
is important to understand how mental health clinicians' causal beliefs influence treatment
and suggests that consumers’ causal beliefs are also likely to impact treatment outcomes. As
such, future research should also explore the perspective of consumers and how their causal
beliefs play a role in the treatment and recovery journey.
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CHAPTER EIGHT
Paper five: "Why am I like this?" consumers discuss their causal beliefs and stigma

8.1 Chapter Introduction
This chapter contains the fifth paper prepared during the course of the candidature,
and is the first to focus on consumers perspectives. This article explores the types of causal
beliefs that consumers endorse and the impact that they have on self-stigma and stigma. This
study has been peer-reviewed and published in the International Journal of Mental Health in
2017. The format of the paper is in accordance with the publication guidelines for this
journal.
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8.3 ABSTRACT
The stigma associated with mental illness has several negative
consequences for consumers (e.g., discrimination in employment and
accommodation, reduced help-seeking, increased social isolation)
and impacts their quality of life. Consumers’ beliefs around the causes
of mental illness are thought to influence stigma and self-stigma. This
study aims to investigate the types of causal beliefs consumers
endorse about their own mental illness, mental illness in general, and
consumers’ beliefs about causes endorsed by the public. Moreover,
this study explores the impact that these beliefs have on factors that
influence stigma and self-stigma. A thematic framework guided the
analysis of semi-structured interviews with 23 consumers who selfidentified as having mental illness. Consumers endorsed multiple
causes simultaneously and causes differed between their own mental
illness, thinking about mental illness in general, and the causal beliefs
perceived to be held by the public. The majority of consumers thought
that mental illness in general was caused by a combination of
biogenetic, psychological, and environmental factors. Consumers
endorsed fewer causal beliefs when considering their own mental
illness, with all consumers stating that environmental factors
contributed to their illness. Consumers thought that the public had a
narrower range of causal beliefs and tended to think the public
believed personal weakness/choice caused mental illness. Findings
extend previous research and show that consumers’ causal beliefs
may have an impact on several factors (e.g., control and management
of illness, self-blame, feelings of responsibility, perceptions towards
self) which are thought to influence treatment, recovery, and stigma.
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The stigma associated with mental illness is widespread and has several negative
consequences which significantly impact the quality of life for people with mental
illness. For example, mental illness stigma has been found to impact discrimination in
employment and accommodation, reduced help-seeking, and increased social
isolation [1, 2]. Beliefs about the causes of mental illness—or causal beliefs—are
thought to influence perceptions of, and stigma towards, people with mental illness
[3]. In addition, the causes that consumers endorse have implications for
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understanding and treating mental illness [4]. Causal beliefs may also have a
considerable impact on consumers’ perceptions of themselves and their recovery
journey, and are thought to influence self- stigma, which is the internalization of stigma
[5, 6]. This study explored consumers’ causal beliefs about mental illness and
considered the impact of these beliefs upon factors that influence stigma and selfstigma.
Research on the etiology of mental illness over past decades has increased the
understanding of biogenetic causes such as genetic predisposition, heredity, and
chemical/brain imbalances [7]. It has been suggested that promoting mental illness as
a medical condition or an “illness like any other” is one way in which stigma might be
reduced, as it is thought that endorsement of biogenetic causes will help reduce the
blame associated with having mental illness, and thus decrease stigma [5]. The
National Alliance on Mentally Ill, the National Mental Health Strategy, and several
other organizations and advocacy groups have adopted this strategy and encourage the
endorsement of biogenetic causes [3, 8–10]. The increased research on etiology along
with the promotion of biogenetic causes of mental illness has resulted in a significant
rise in the endorsement of biogenetic causes amongst the public [11, 12]. Unfortunately,
there has not been a corresponding improvement in attitudes toward mental illness,
which would be expected if the endorsement of biogenetic causes reduces stigma [12].
As a result, there is ongoing debate around the effectiveness of promoting biogenetic
causes to reduce stigma.
Indeed, some evidence suggests that endorsement of biogenetic causes may help
reduce stigma [13], with other research indicating that it may increase stigma in some
circumstances [14]. Moreover, it has been proposed that popularizing biogenetic causes
is not in the best interest of people with mental illness, as it may have an adverse effect
on treatment and self-stigma [11, 15]. Whilst some research shows that consumers and
the general public have different responses to biogenetic causal beliefs [5], it is
important to note that consumers’ causal beliefs remain an under-researched area, with
the bulk of studies examining the causal beliefs of the general public [3, 4]. As such, the
current study examined causal beliefs about mental illness from consumers’
perspectives and considered the impact of these beliefs on factors that influence stigma
and self-stigma. While knowing what consumers believe causes their mental illness is
important, it is also essential to know what consumers think causes mental illness in
general (i.e., other people’s mental illness). This will help establish if consumers view
themselves as unique or different to other people with mental illness, and has
implications for understanding self-stigma. It is also important to know what causal
beliefs consumers think the public hold, as this may influence consumers’ own thoughts
about causes and their perception of stigma towards mental illness, and also provides
insight into how consumers believe they are perceived by society. Accordingly, this
study extended previous research by exploring consumers’ causal beliefs around
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their own mental illness, consumers’ causal beliefs around mental illness in general,
and the types of causal beliefs consumers think the public hold about mental illness.
Exploring consumers’ causal beliefs from these three perspectives will provide a holistic
and comprehensive insight into consumers’ causal beliefs and the possible impacts of
these beliefs.
Attribution theory [16] provides one framework for understanding the
relationships between causal beliefs and mental illness stigma. Attribution theory
argues that the perceived causality of an event, like mental illness, gives rise to different
affective responses, which may result in discriminating behaviors and stigma.
Causality varies along the dimensions of locus (located internally or externally to the
individual), controllability (controlled or not controlled by the individual), and stability
(likely or unlikely to change), and leads to inferences about responsibility [17]. These
inferences about causality and responsibility result in emotional reactions which
influence behavior and stigma [18]. Presenting mental illness as a medical condition
and high- lighting biogenetic causes is likely to be associated with attributions of low
controllability (e.g., individuals cannot control their genes) and high stability (e.g.,
individuals’ genes are unlikely to change), which would be expected to reduce blame
and increase pity, thus reducing stigma [19]. Supporting attribution theory, some
studies have shown that biogenetic causal beliefs are associated with reduced anger,
blame, and associated stigma towards people with mental illness [8, 20].
An alternative argument is that biogenetic causes can encourage assumptions of
“biological aberrations” that render people with mental illness as different and separate
to those without such an illness. This idea is related to essentialist beliefs [14]. Genetic
essentialist beliefs are cognitive biases that occur when genes are viewed as being
relevant in explaining a behavior, condition, or membership of a social group [21] .
Genetic essentialism refers to the idea that genes are an unchangeable basis of a person’s
identity [5], and thought to reveal the true nature or “essence” of a person, potentially
leading the public to believe that people with mental illness were born with “bad genes”
[22]. According to this perspective, individuals who endorse biogenetic causal beliefs
would view people with mental illness as having unchangeable “bad genes” and
subsequently there would be little to no improvement in stigma, increased perceived
dangerousness, and less optimism regarding treatment; though they might be less
likely to blame those with mental illness [15, 22]. Supporting this view, a systematic
review of the “illness like any other” approach found that biogenetic causal beliefs for
schizophrenia were positively related to perceptions of dangerousness,
unpredictability, fear, and social distance [23].
In regard to consumers endorsing biogenetic causes, attribution theory and
genetic essentialism draw similar conclusions. Attribution theory argues that for
undesirable events (i.e., the development of mental illness) it is adaptive for individuals
to derogate responsibility to an external cause in order to protect self-esteem [17].
As such,
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attribution theory predicts that it is beneficial and likely that consumers attribute their
mental illness to environmental factors (external cause) rather than biogenetic factors
(internal cause). In line with essentialist thinking, it is thought that biogenetic causal
beliefs could have a negative impact on self-stigma as individuals may interpret mental
illness as entrenched and unchangeable, and as a result may think that there is
something inherently “wrong” with them [15]. Therefore, both attribution theory and
genetic essentialism postulate that if people with mental illness endorse biogenetic
causes it may have a negative impact on their self-esteem and increase self- stigma. This
presents a conundrum when considering whether stigma reduction initiatives should
promote biogenetic causes, as it seems likely that using biogenetic causes to improve
the public perceptions of mental illness may have an adverse impact on consumers’
perceptions towards themselves. Therefore, understanding how the endorsement of
biogenetic causes influence stigma and self-stigma in consumers may help inform
approaches to mental illness promotion and education, and guide stigma reduction
initiatives.
Research is beginning to focus on the causes that people with mental illness
endorse. Elliott and colleagues [4] interviewed in-patients hospitalized for mental
health concerns about their causal beliefs regarding their mental illness. They
concluded that the majority of patients externalized the cause of their mental illness and
attributed it to “life experiences” that were outside of their control. Baker and Procter
[24] interviewed people diagnosed with mental illness who were involved with a
community mental health service. They found that the majority of consumers endorsed
a single causal belief, with one-third endorsing physical or biological causes, one-third
endorsing social or environ- mental, and one-third endorsing a combination. Magliano
and colleagues [25] conducted a study across multiple mental health centers in Italy and
asked consumers to complete the Users’ Opinions Questionnaire (UOQ) which explores
consumers’ opinions in several areas including beliefs around the causes of their own
mental illness, knowledge around their diagnosis, social distance, usefulness of drug
and psychosocial treatment, and social equality. They also found that the majority of
consumers with schizophrenia endorsed a single cause for their illness, with most
consumers believing that a social factor caused their illness. While there has been an
increase in endorsement of biogenetic causal beliefs among the public [11, 12], this does
not appear to be the case for people with mental illness. Rather, available research
suggests that consumers do not primarily view their illness as being biogenetic in
nature, and instead attribute their mental illness to social and environmental factors.
While there have been a limited number of studies exploring the types of causal
beliefs consumers hold [26], there have been even fewer studies examining the impact
of these beliefs upon perceptions of mental illness and self-stigma. Rüsch and
colleagues [5] found that people with mental illness who endorsed genetic causal
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beliefs reported greater explicit fear towards mental illness in general and had stronger
implicit self-guilt associations, suggesting that biogenetic causal beliefs may have a
negative impact on self-stigma. Kahng and Mowbray [27] examined how causal beliefs
influence self-esteem and their findings suggested that the type of causal belief did not
have a direct effect on self-esteem. However, their study only examined two causes
(stressful life events and supernatural causes), and it is possible that results would differ
if a wider range of causes were considered. Sayre [28] also considered the impact of
causal beliefs on self-esteem, finding that causal beliefs were often used by in-patients
at a psychiatric hospital to explain to the interviewer that they were not “out of their
minds” and that their hospitalization was due to other factors. Sayre concluded that
this was done in an attempt to maintain self-worth and self-esteem. Currently, there is
insufficient research to draw conclusions about the impact that consumers’ causal
beliefs may have upon perceptions of mental illness and self-stigma. However, recent
research has emphasized that particular rhetorical tools may help those with mental
illness to resist stigmatized identities [29], and it is possible that endorsing particular
causal beliefs represents another way in which such stigmatized identities can be
challenged.
The current study explores consumers’ causal beliefs about mental illness and
considered the impact of these beliefs upon factors that influence stigma. Two primary
aims were developed to achieve this. The first aim of the study was to investigate the
types of causal beliefs consumers endorsed, and previous research was extended by
examining consumers’ causal beliefs from different viewpoints; the causal factors that
consumers believe contribute to mental illness in general, to their own mental illness,
and what consumers believe the general public thinks causes mental illness. The second
aim of this study was to explore the possible impacts that causal beliefs have on
perceptions of mental illness, in particular to identify potential factors that influence
stigma and self-stigma. As limited research has been conducted on this topic a
qualitative approach was chosen to provide a more comprehensive exploration and
understanding into the causal beliefs of consumers. Furthermore, due to the complex
nature of the topic, it was feared that if consumers were given limited choices—such as
in a questionnaire—aspects of the consumers’ insight into the topic would be missed.
In addition, a qualitative approach gives consumers a voice. This is important because
understanding consumers’ opinions and lived experience with mental illness and
including consumers in research is consistent with recommendations by the World
Health Organization [30].

8.4 Method
8.4.1 Recruitment
The project was approved by the University of Canberra Committee for Ethics in
Human Research. Consumers were recruited through circulation of an advertisement
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flyer in community mental health consumer networks/support groups, and at the
University campus. Participation was voluntary and written informed consent was
obtained to record and analyze data for the current study. All consumers who
participated received a movie ticket voucher in appreciation of their time.

8.4.2 Participants
This study included people who self-identified as having mental illness, and there were
no inclusion criteria regarding the type of mental illness or diagnosis received. The
degree that an individual identifies with an out-group or stigmatized group (i.e., people
with mental illness) may impact on their experience of stigma [31, 32]. In addition, past
research has suggested that people frequently do not agree with their given diagnosis,
and at times may not believe they have a mental illness [28]. Therefore, to ensure
consumers identified as having mental illness and reflected on their experience of living
with mental illness, this study focused on self-identification rather than any formal
diagnoses.
Final data for analysis included 23 consumers living in the community who selfidentified as having mental illness. There were 15 females (65.22%) and eight males
(34.78%), aged between 19 and 58 years (M = 33.52, SD = 13.54). All consumers had
long-term mental health concerns, with 11.13 years (SD = 7.76) being the average length
of time with mental illness. Long-term mental health concerns have been defined as
conditions that last at least six months [33]. Twelve consumers reported having a single
mental illness, with 11 reporting having more than one mental illness. Consumers
reported having a range of mental illnesses including as follows: Depression (n = 14),
Anxiety (n = 10), Schizophrenia (n = 3), Borderline Personality Disorder (BPD; n = 3),
Posttraumatic Stress Disorder (PTSD; n = 2), Bipolar Disorder (BPAD; n = 3), ObsessiveCompulsive Disorder (OCD; n = 3), Attention-Deficit/Hyperactive Disorder (ADHD; n
= 2), Somatoform Disorder (n = 1), Bulimia Nervosa (n = 1), Agoraphobia (n = 1), and
Alcohol Abuse (n = 1).
The 2004–2005 National Health Survey (NHS) is an Australia-wide health
survey that aimed to collect information about health in Australia from a representative
community sample [33]. The NHS uses self-report data and categorizes mental illness
based on the International Classification of Diseases (ICD). The types of mental illness,
rates of comorbidity, and gender reported in the current study were compared to what
an equivalent sample would be expected to comprise on results from the 2004–2005
NHS. Age could not be compared due to the different age categories used in the NHS.
The sample of the current study does not appear to differ dramatically from the
expected sample (see Table 8.1), suggesting that this study’s sample is a relatively
typical community sample.
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Table 8.1. Comparison between the current study sample and an equivalent representative
community sample that would be expected based on the Australian 2004-2005 National
Health Survey.
Females
Males
Mood (affective) disorders: including depression, BPAD
Anxiety disorders: including anxiety OCD, PTSD, somatoform
disorder, agoraphobia
Alcohol and substance problems
Behavioral and emotional problems with usual onset in
childhood/adolescence: including ADHD
Other mental and behavioral problems: Schizophrenia, BPD, bulimia
Comorbidity: more than one mental illness

Study sample
15
8
16
13

Expected sample
12
11
12
11

1
2

2
2

6
11

3
11

8.4.3 Data collection
A semi-structured interview was designed to investigate consumers’ beliefs about the
causes of mental illness and the impact these beliefs had on perceptions of mental illness
and factors that influence stigma and self-stigma. Inter- views were conducted at a
public location convenient to the consumer (e.g., cafe, library, University campus). The
interview questions explored consumers’ causal beliefs regarding mental illness in
general, and their own mental illness, and consumers’ perceptions regarding the causal
beliefs held by the public.
The first author, who conducted the interviews, is a psychologist who works for
a government mental health service and provides treatment to consumers with
moderate to severe mental health concerns. As such, during the interviews the first
author used some therapeutic skills (e.g., validation, reflective listening, Socratic
questioning) while still following the interview schedule. Consumers seemed eager to
share their narrative around their journey with mental illness. To ensure that interviews
did not go significantly longer than consumers expected, the first author had to ensure
the focus remained on causes of mental illness.
As suggested by Hill et al. [34], pilot interviews were conducted and inter- view
questions were refined as a result. In particular, more prompts were included for each
question so that the focus remained on the causes of mental illness. A total of three pilot
interviews were conducted, and data from the pilot interviews were not included in the
data analysis. Interviews ranged from approximately 13 to 65 minutes. The average
time of each interview was 34 minutes. Interviews were audio recorded and
orthographically transcribed. All interviews were conducted and transcribed by the
first author.
8.4.4 Data analysis
Transcripts of the interviews were analyzed using a thematic analytic approach, which
is a method used for identifying, analyzing, and reporting patterns within qualitative
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data [35]. Thematic analysis is an iterative process for examining patterns within data,
where emerging themes then become the categories for analysis [36]. The focus of the
first stage of analysis was immersion in the data, and identifying possible codes for
ideas that consumers had expressed. At the second stage, initial codes were generated,
and each transcript was coded. The third stage involved searching for themes amongst
the codes. Data were initially coded using an inductive approach, through which
repeating ideas and patterns formed “data-driven” themes. During this inductive
process, the first author did not attempt to fit data in with theory and instead grouped
similar data together. Data seemed to fall into two groups, the first about what the
causes of mental illness are and the second about the impact of these causes. These
data-driven themes ended up being the two overarching themes of this study.
A second layer of coding was then conducted using a deductive approach,
whereby the initial themes were considered in the context of current literature to
develop “theory-driven” themes. At this stage, causal beliefs were categorized into five
groups which were influenced by definitions presented by Ahn, Proctor, and Flanagan
[37]. The next stage of analysis involved reviewing themes and naming them. The five
types of causal beliefs were labelled biogenetic, psychological, environmental, personal
weakness/choice, and other. Biogenetic causal beliefs include any genetic or psychophysiological factors such as genetic predisposition, hereditary, brain
structures/abnormalities, and chemical/brain imbalances or influences. Psychological
causal beliefs include any behaviors, thoughts, emotions, or identity-related factors
such as stress, anxiety, or temperament. Environmental causal beliefs include current or
past environmental factors such as trauma, early childhood, and drug use. Personal
weakness/choice causal beliefs include any statements that indicate that it is an individual
choice or personal weakness that has contributed to or caused mental illness. Other
causal beliefs include any other factors such as spiritual or supernatural beliefs. Finally,
quotations from the transcripts were identified for each theme [35]. Data were analyzed
both by hand and with the assistance of NVivo qualitative data analysis software [38].
Coding reliability was considered and tested. Initially, all authors coded a
transcript and discussed how best to continue with coding. Then, the first author
completed coding of all transcripts, and then recoded six clean transcripts to review
coding consistency over time [39]. Next, interrater reliability was tested with an
independent researcher coding the six clean transcripts. Coding assignment was
compared between the independent research and the first author with a calculated
Kappa coefficient of 0.86. Values greater than 0.75 are generally considered excellent
[40].
Similar to the Consensual Qualitative Research Method [34], frequency labels
were applied to themes to determine the level of representativeness of responses across
the
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sample. This method was chosen so that some within-group comparisons could be
made, as consumers were asked to comment on causal beliefs from three perspectives
(mental illness in general, own mental illness, and consumers’ view on what causal
beliefs the public hold). Four frequency levels were used: few (less than 10%), some (10%
to 50%), most (51% to 90%), and all (91% to 100%).

8.5 Results
Two overarching themes emerged as salient to consumers regarding their causal beliefs
about mental illness, the first related to the type and nature of causal beliefs endorsed,
and the second involved the potential impact that causal beliefs have on factors
influencing stigma.
8.5.1 Causal beliefs
All consumers were able to identify factors that contribute to or cause mental illness.
There were 115 distinct causes within the data, and these were coded into five types of
causal beliefs. A summary of causal beliefs are presented in Table 8.2. All consumers
identified factors that contributed to the development of mental illness across the three
viewpoints: mental illness in general, their own mental illness, and causal beliefs they
think the public hold. There were different patterns of endorsement across the three
perspectives. Consumers identified the widest range of causal beliefs when considering
mental illness in general, they endorsed fewer causal beliefs when considering their
own mental illness, and thought that the public held the narrowest range of causal
beliefs.
8.5.1.1 Causal beliefs about mental illness in general

All consumers suggested more than one type of causal belief for mental illness in
general (i.e., in people other than themselves). Most consumers endorsed a combination
of biogenetic, psychological, and environmental causal beliefs. One consumer
described their causal beliefs as follows:
I imagine there are genetic factors that predispose people, particularly to certain forms of,
umm, mental illness. I imagine that there are a whole range of sort of personal life history
issues that would begin depending on the kind of illness. I think there are very many sort of
social issues related to it so, you know, living conditions, poverty, what not. Umm, and I
imagine that all of these different kinds of factors interrelate in exceedingly complicated
ways.

All consumers endorsed environmental causal beliefs for mental illness in general,
making this the most common causal belief held by consumers. While results clearly
indicate that consumers do endorse more than one type of causal belief, most consumers
thought that it was likely that there was one “main” cause of mental illness, such as one
consumer who said: “I think it is really both genetics and environment. I would say
environment more so though.”
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Table 8.2. Summary of the type and nature of causal beliefs endorsed.
Themes

Frequency

Causal beliefs about mental illness in general
Biogenetic
Psychological
Environmental
Other
Endorsed > one causal belief
Endorsed biogenetic, psychological, and environmental
Believes in a "main" cause
Biogenetic is main cause
Psychological is main cause
Environmental is main cause
Other is main cause
Different illnesses are caused by different factors
Schizophrenia caused by biogenetic
Schizophrenia caused by environmental
Depression caused by biogenetic
Depression caused by environmental
Depression caused by psychological

All (91%)
Most (87%)
All (100%)
Few (4%)
All (100%)
Most (78%)
Most (57%)
Some (17%)
Few (9%)
Some (30%)
Few (4%)
Most (83%)
Most (57%)
Some (44%)
Some (13%)
Some (35%)
Few (4%)

Causal beliefs about own mental illness
Biogenetic
Psychological
Environmental
Other
Endorsed > one causal belief
Endorsed biogenetic, psychological, and environmental

Most (65%)
Most (70%)
All (96%)
Some (13%)
Most (87%)
Some (44%)

Causal beliefs consumers think the public endorse
Biogenetic
Psychological
Environmental
Personal weakness/choice
Endorsed > one causal belief
If frequency was none it was not included in table

Some (35%)
Few (9%)
Most (57%)
Most (65%)
Some (48%)

Most consumers thought that different types of mental illness were caused by
different factors, with one consumer explaining: “I think traumatic experiences can lead
people into anxiety and depression … I think other ones such as psychotic episodes or psychosis
is a bit more genetic rather than their interactions with the world.” There was a difference
between what consumers thought caused schizophrenia and depression. Most
consumers thought that schizophrenia was likely caused by biogenetic factors, with
some consumers believing that schizophrenia was caused by drug use (coded as an
environmental factor). A smaller number of consumers talked about the causes of
depression with some mentioning environmental or biogenetic factors, but none
mentioning drug use.
8.5.1.2 Causal beliefs about own mental illness

All consumers were able to identify factors that they thought contributed to or caused
their own mental illness. Most consumers tended to endorse more than one type of
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causal belief, with some endorsing a combination of biogenetic, psychological, and
environmental causal beliefs. One consumer described how she thought various things
contributed to her mental illness:
I think probably what I tend to settle on most often is that there is clearly some sort of
hereditary umm links … certainly I think hormonal issues have been a major causal issue …
I think a whole range of things about the work that I was doing and those sorts of stressors at
the time … I think there are certainly aspects of personality that have, oh, it made me more
prone to depression and also affected how that depression manifested itself.

All consumers thought that environmental factors contributed to their mental illness,
with no consumers reporting that personal weakness/choice had contributed.
8.5.1.3 Causal beliefs consumers believe the public hold

Consumers thought that the general public had a narrower range of causal beliefs, with
none believing the public endorsed a combination of biogenetic, psychological, and
environmental causal beliefs. Consumers thought the public had a negative opinion
around the causes of mental illness, with personal weakness/choice being the most
commonly reported cause. One consumer, for instance, said that members of the public
thought that mental illness was caused by “laziness, or umm, stupidity, that you have got a
screw lose, you know, that there is something wrong with you.” During the interviews, the
first author observed that consumers tended to respond faster and with more conviction
when discussing the public’s causes compared to what they thought caused mental
illness in general or their own mental illness. This was particularly true when
consumers felt the public endorsed personal weakness/ choice. We interpreted this as
an indication of how strongly consumers felt that the public still had negative
perceptions of people with mental illness, and might indicate that consumers are still
concerned about the stigma associated with mental illness.

8.5.2 Impact of causal beliefs
The second overarching topic relates to the possible impacts that endorsement of causal
beliefs have, in particular on factors influencing stigma. All consumers thought that
causal beliefs did have an impact on their perceptions of mental illness and factors
influencing stigma, with all consumers able to identify and talk about the consequences
of causal beliefs (see Table 8.3).
8.5.2.1 Impact of causal beliefs on own mental illness

All consumers were able to identify and discuss the impact that their causal beliefs
about their own mental illness had on how they perceived themselves and their mental
illness. Causal beliefs influenced most consumers’ sense of control and ability to
manage their illness. Most consumers identified that their causal beliefs often had
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Table 8.3. Summary of the impact of causal beliefs.
Themes
Causal beliefs impact views of mental illness
There are negative consequences of causal beliefs
Causal beliefs impact view of own mental illness
Control/management
Self-blame/responsibility
Improved perceptions of self
Understanding of their illness
Blaming others
Acceptance of illness
The public's causal beliefs have a negative impact
Mental illness as a medical condition
Mental illness should be viewed as a medical condition
There are negative consequences of viewing mental illness as a medical condition
If frequency was none it was not included in the table

Frequency
All (96%)
All (91%)
All (91%)
Most (61%)
Most (57%)
Some (26%)
Some (17%)
Few (9%)
Few (9%)
Most (87%)
All (96%)
Most (74%)

impacted their self-blame and feelings of responsibility in relation to having mental
illness, explaining that their causal beliefs often had a positive impact and helped
reduced their self-blame, which made them feel better about themselves. One consumer
described how different types of causal beliefs had varying impacts on her perception
of herself and her illness, with some causal beliefs making her feel worse about herself
and others reducing the guilt associated with having a mental illness:
When I was first getting depressed umm … I would often think “no, this is just me being
weak and not being able to cope with the ordinary kind of things that life throws at you,” and
that was not very helpful (laughs). I doubt it was very accurate either, but it also wasn’t very
helpful, it just made me feel worse about myself. Umm, at other, you know, at some points I
have wondered about how extensive, bio, extensively biological the depression is and that it
has, on the one hand, the effect of making me feel less guilty about it, cause you know you
can’t control your genes, but umm, at the same time despondent about it. I mean if it is
something that is outside my control then there is not much that I can do, umm, and that was
particularly hard when no treatment options seem to be improving and we were going “well
this is probably some really fucked up biological thing.” Where do you go from there?

Some consumers discussed how their causal beliefs improved their self- perception—
for example a few consumers talked about how their causal beliefs decreased self-hate
and increased self-respect. Other factors influenced by causal beliefs were consumers
understanding of their illness, sense of acceptance around their illness, and blaming
others for their illness. These results show that causal beliefs have an impact on several
factors that may contribute to self-stigma, treatment preference, and treatment
adherence.
Some consumers specifically talked about the impacts that endorsing biogenetic
causal beliefs had. The most common consequences were a sense of powerlessness and
despair, and lack of control around recovery. A few consumers reported other impacts
of biogenetic causal beliefs such as reduced self-blame and increased acceptance of
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their mental illness, a decrease in blaming others for their illness, and a feeling of
ownership and control of their illness.
8.5.2.2 Impact of the public’s causal beliefs

Most consumers thought that the public’s causal beliefs influence perceptions towards
mental illness, often in a negative way. One consumer explained how they thought the
public’s causal beliefs reduced the amount of help given to people with mental illness
and said “I guess you get treated differently because they [the public] think there is something
wrong with you … you know that you are a lost cause … don’t bother trying with that one …
there is no helping that person.” Other negative consequences identified included
increased blame, increased desire for social distance, and a decrease in understanding
about mental illness, suggesting that consumers believe that the public still have
stigmatizing views of mental illness.
8.5.2.3 Impact of promoting mental illness as a medical condition or as an
“illness like any other”

All consumers thought that promoting mental illness as a medical condition or as an
“illness like any other” would improve perceptions towards mental illness, and have a
positive impact for people with mental illness. One consumer discussed how viewing
mental illness as a medical condition may increase the understanding of mental illness:
I definitely think people would understand it [mental illness] more if it was a, you know, a
medical illness. They [the public] would understand it more as a thing that just happens as
opposed to something, as opposed to something that is wrong with the person.

Consumers hoped that if mental illness was seen as a medical condition it would
increase understanding and acceptance. Other potential benefits included a reduction
in blame placed on the individual, improvements in help-seeking and treatment, the
legitimatization of mental illness as an illness, and an increase in research/resources.
Most consumers also identified potential negatives of the “illness like any other”
approach, as one consumer highlighted:
Unfortunately, you can get an unintended consequence of classing it [mental illness] in the
same way as either biological or an illness. Because it, it once again leads the patient to a point
of powerlessness. To say, umm, I can’t affect the cells in my body, therefore, I can’t do
anything.

Potential negatives included the oversimplification of treatment and the increased use
of medication, an increase in the belief that mental illness is only ever a temporary
condition, an increase in negative perceptions, an increase in feelings of powerlessness
for consumers, increased self-stigma, and the use of mental illness as an excuse to
avoid things. In conclusion, consumers were hopeful that stigma would be reduced if
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mental illness was viewed as a medical condition, but were also aware that stigma
reduction was unlikely to be so simplistic, and identified potential negative
consequences associated with presenting mental illness as a medical condition.

8.6 Discussion
This study explored consumers’ causal beliefs about mental illness from a number
of perspectives and expands the current understanding of the relationships between
causal beliefs and factors relevant to stigma and self-stigma. Interviews provided
insight into the causes that consumers endorsed and show that all consumers had
thought about and were able to identify causal beliefs. Consumers also discussed
how causes have an impact on several factors that may influence stigma, self-stigma,
and the therapeutic journey. Overall, findings suggest that while relationships
between causal beliefs and stigma are complex, causal beliefs appear to be an
important aspect in the recovery journey for consumers.
The first aim of this study was to investigate consumers’ causal beliefs about
mental illness, with interviews revealing the type and nature of causal beliefs that
consumers endorse. Consumers identified a wide range of causes and endorsed
different causes when thinking about mental illness in general, about their own
mental illness, and considering the perspective of the general public. Consumers
endorsed the widest range of causes when considering mental illness in general,
with the majority of consumers endorsing a combination of biogenetic,
psychological, and environmental causal beliefs. When considering their own
mental illness, consumers still endorsed multiple causes but fewer than when
considering mental illness in general, and environmental causal beliefs were the
most common. Consumers tended to think that the public had a narrower range of
causal beliefs and thought that the public believed personal weakness/choice caused
mental illness. These findings have both theoretical and clinical implications.
Our findings contribute to the theoretical and conceptual understanding of
consumers’ causal beliefs. For instance, it has previously been suggested that causal
beliefs are on a continuum ranging from psychological to biological causes [37]. In
addition, previous research—which has been both qualitative and quantitative—has
suggested that consumers tend to endorse a single cause for their own mental illness
[24, 25]. Our findings demonstrate that causal beliefs may not be on a continuum,
are not mutually exclusive, and that multiple causes are endorsed simultaneously.
In addition, while consumers tended to endorse a combination of causes, they
thought that it was likely there was a “main” cause of mental illness and also
identified that different mental illnesses might be caused by different factors.
Furthermore, our study highlights that consumers view their own mental illness
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in a different way than they do mental illness in general, and from how they believe
the public view mental illness. These findings warrant consideration in future
research, in particular when exploring relationships between causal beliefs and
stigma. It is possible that the endorsement of multiple causes makes the
relationships between causes and stigma more complex than attribution theory and
genetic essentialism account for, which may help explain the often contradictory
findings of past research. Moreover, further inquiry into the difference between
how consumers view the causes of their mental illness compared to mental illness
in general, and their perceptions of the public’s causal beliefs, has the potential to
increase understanding of stigma and self-stigma.
Increased knowledge about the type and nature of consumers’ causal beliefs
is important within clinical settings as it may guide and inform treatment and thus
affect recovery. Mental health professionals should be aware that consumers tend
to view the causes of their own mental illness as being different from mental illness
in general, as this may have several implications. For instance, mental health
professionals should ensure that psychoeducation is provided in a way that
consumers have the opportunity to discuss potential causal factors in relation to
their own experience with mental illness. An essential aspect of psychoeducation is
to provide consumers with information to facilitate their understanding and
management of their illness in a collaborative manner [41]. If causal factors are
presented in a general manner or group setting, consumers may not consider how
the causes relate to their own mental illness, and may instead view them to be causes
of mental illness in general. It is important consumers see how causal factors relate
to their experience with mental illness to maximize consumers’ opportunities for
insight and self-discovery, which are factors that some consumers talked about
when discussing how causal beliefs helped in their treatment and recovery. In
addition, mental health professionals should also be aware of the causes that
consumers believe the pubic endorse, particularly if consumers—like most
consumers in this study—think that the public believe personal weakness/choice
causes mental illness. This may impact consumers’ willingness to disclose their
mental health concerns with friends and family which would reduce their social
support and impact their functional recovery. Furthermore, if consumers think the
public believe personal weakness/choice causes mental illness, this may influence
consumers’ willingness to seek help professionally or engage in treatment, for fear
of being judged or stigmatized.
The second aim of this study was to explore the possible impacts that causal
beliefs have on perceptions of mental illness and factors that may influence stigma
and self-stigma. All consumers in our study recognized that causal beliefs had an
impact on views of mental illness and often influenced important factors involved
in recovery. Consumers identified and discussed how causal beliefs impacted their
own experience with mental illness and thought that the public’s causal beliefs had
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a negative impact on perceptions towards mental illness. Consumers also expressed
their thoughts on mental illness being viewed as a medical condition or an “illness like
any other.” These findings will be discussed in regards to their theoretical and clinical
implications.
Understanding how endorsing biogenetic causal beliefs influence consumers’
perceptions of mental illness and associated stigma is essential as it will help inform
stigma reduction strategies and guide treatment. Consumers reported that endorsing
biogenetic causal beliefs helped reduce self-blame around having mental illness but also
added to a sense of powerlessness and despair, and reduced feelings of control over
recovery. It is possible that such factors could influence emotions such as shame and
embarrassment which are central to self-stigma [42], and future research should explore
these relationships further. In addition, consistent with past research the majority of
consumers thought that their mental illness was caused by external environmental
factors [4]. These results are in line with attribution theory and genetic essentialism
which both predict that endorsing biogenetic causal beliefs may have a negative impact
on consumers' perceptions towards themselves and their illness, and, as a result,
endorsement of external factors (e.g., environmental) is more likely [15, 17]. Others
thought biogenetic causal beliefs can, at times, help to reduce self-blame and may
improve the public’s perception of mental illness. Overall, findings suggest that the
promotion of biogenetic causal beliefs as a stigma reduction strategy does not appear
to be in the best interest of people with mental illness, as it may increase consumers’
endorsement of biogenetic causes which appears to have a negative impact on feelings
of hope and control around recovery and may influence self-stigma.
Our results suggest that consumers are aware of and concerned about the stigma
associated with mental illness. Consumers thought the public have a narrower and
often negative view of the causes of mental illness and tended to think that the public
did not endorse psychological or biogenetic causal beliefs. These findings imply that
consumers feel the public do not have a thorough understanding of the causes of mental
illness and are unaware of the psychological nature/aspects of mental illness, with
consumers often mentioning that the public “don’t understand” mental illness. The
literature on how causal beliefs influence the public’s attitudes towards mental illness
often shows conflicting results around the benefits of endorsing biogenetic causal
beliefs [3]. Our results suggest that consumers also recognize both the positive and
negative consequences of the public endorsing biogenetic causal beliefs or viewing
mental illness as a medical condition and an “illness like any other.” Consumers hoped
that there would be an increase in understanding and acceptance, and a decrease in
blame, if mental illness was viewed as a medical condition, but cautioned that it might
also have adverse consequences such as the oversimplification of treatment and an
increase in self-stigma.
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Consumers thought that biogenetic causes may help reduce stigma in the public
but tended to endorse environmental factors for their own mental illness. This suggests
that blame is a primary concern for consumers, as some consumers thought that if the
public endorsed biogenetic factors it would help reduce blame, and endorsement of
environmental factors is thought to reduce self-blame. Consumers did not think that
there was a particular causal belief which would help improve attitudes towards mental
illness, and as one of the consumers said, “I think that the answer to any complex problem
is complex … I don’t think that it is one single answer, I think it is very complex.” These
findings suggest that consumers recognize that there is a need to improve the public’s
perception of mental illness and decrease the associated stigma, but that this may not
be as straightforward as promoting mental illness as an “illness like any other,” and
caution should be used if adopting this approach.
The results of our study support the notion that causal beliefs may influence
consumers’ self-stigma and other factors that impact the therapeutic journey such as
treatment adherence, therapeutic engagement, recovery, and relapse prevention [4, 15,
24, 28]. Consumers identified that causal beliefs influence their feelings of control,
blame, responsibility, perceptions of self, and under- standing of their mental illness. It
seems likely that such feelings would have an impact on self-stigma and other treatment
factors, and future research should continue to explore how these factors impact selfstigma and the therapeutic journey, as this will help inform therapeutic interventions.
Results also show that people with mental illness are not a homogenous group when it
comes to the impacts of endorsing causal beliefs, with results suggesting that a
particular causal belief can have a range of different consequences depending on the
individual. Consumers also differed greatly in regards to the causal beliefs they
endorsed, with 115 different causes being identified, and each consumer endorsing a
different number and combination of causes. Therefore, mental health professionals
should not make assumptions about consumers’ causal beliefs or the impact of these
beliefs, and instead should ask consumers about their causal beliefs, as this may provide
helpful information and guide treatment. For instance, causal beliefs have been found
to be linked with perceived helpfulness of therapy and there has been some evidence
that a treatment is perceived as more helpful when causal beliefs are congruous with
the style of therapy. For example, medication is seen as more effective if chemical
imbalances are thought to cause mental illness [43]. Hence, knowing consumers’ causal
beliefs and the impact of these beliefs may guide treatment choice or information
presented to consumers. Future research should also consider the perspective of health
care professionals in order to have a complete understanding of the impacts of causal
beliefs on the therapeutic journey.
There are several strengths of our research. First, consumers self- identified

182
INTERNATIONAL JOURNAL OF MENTAL HEALTH

as having mental illness and often reported having more than one mental illness. Having
consumers who self-identified ensured that consumers believed they had mental illness,
and differs from past research that has used diagnosis as an inclusion criterion [e.g., 4,
24, 28, 44]. It is thought that focusing on consumers who self-identified increases the
broader applicability of the results in comparison to including people based on
diagnoses that they may not agree with or identify with. Also, as it is common for people
to have more than one mental illness, our results may be more representative of people
with mental illness in general compared to studies that focus on one particular mental
illness. Second, the current study expands on previous research about consumers’ causal
beliefs by using a community-based sample rather than a sample from an in-patient or
treatment setting. The community sample included a broad range of ages, years of lived
experience, stages of recovery, and represents a diverse array of experiences. This study
was intended as a general exploratory study of causal beliefs among people with mental
illness living in the community, and our sample seems to be a typical community sample
with characteristics similar to what would be expected given the 2004–2005 NHS data
[33]. Given that this study shows consumers’ causal beliefs are important, future research
is warranted and could focus on more specific aspects of the topic. For example,
exploration of how causal beliefs impact treatment or how causal beliefs may change at
different stages of illness/recovery would be beneficial. The use of thematic analysis in
this study allowed for a rich and detailed account of data, and was pertinent to our large
data set [35]. Our research adds to the limited number of studies focusing on consumers’
causal beliefs, and extends it by exploring consumers’ causal beliefs from three
perspectives: mental illness in general, their own mental illness, and causal beliefs they
think the public hold. This provides a more holistic insight into consumers’ causal
beliefs, and we are not aware of any other studies that have done this. Finally, this study
gives consumers a voice and is the first to ask their opinion around promoting mental
illness as a medical condition, or an “illness like any other”, to the public. Understanding
the consumers’ perspective is important when designing and implementing stigma
reduction strategies.
This research also has some limitations. First, consumers self-selected to
participate in this study and were given basic information about the topic during
recruitment. Thus, people who volunteered may have had strong opinions on the topic
that may not be representative of all people with mental illness; however, this also
contributed to the richness of data. Second, as discussed above, consumers selfidentified as having mental illness and did not require a specific diagnosis. As a result,
this study included consumers with a wide range of mental illnesses. It is possible that
people with different mental illness may endorse different causal beliefs. These
limitations should be kept in mind when considering the results.
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8.7 Conclusions
The results of this study strengthen our knowledge of how consumers understand
themselves and their illness, which will help guide future research and clinical practice.
Ongoing research on the relationships between causal beliefs and mental illness stigma
among consumers is needed. In particular, exploring the impact that causal beliefs have
in the recovery journey is likely to be beneficial in improving the service provided to
consumers. This may be particularly useful given that consumers identified that their
causal beliefs influenced factors such as their sense of control and ability to manage
their illness, self-blame, feelings of responsibility, perceptions towards self,
understanding of their illness, and their sense of acceptance around their illness.
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CHAPTER NINE
Paper six: "It's often liberating": Consumers discuss causal beliefs in the treatment
process

9.1 Chapter Introduction
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for this journal.
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9.3 Abstract

Keywords

Background: Causal beliefs are thought to influence consumers’ perceptions of their
mental illness and self-stigma, and may impact treatment and recovery. Understanding
consumers’ perspective on causes being addressed in treatment is vital to help guide
future research and improve services.
Aim: This study aimed to explore consumers’ views on causes of mental illness being
addressed in treatment, along with their subjective experiences of how causes were
focused on in their treatment.
Methods: Using a qualitative approach, semi-structured interviews were conducted with
23 consumers who self-identified as having a mental illness. A thematic analytic
framework was used to identify and analyse themes that emerged within the data.
Results: Consumers believed that causes were important and should be addressed in
treatment, and identified several associated benefits including increased insight/personal
understanding of their illness, symptom management and relapse prevention and
reduced self-blame. Negative consequences and considerations were also identified.
Conclusion: Causes help consumers make sense of their illness, and consumers would like
causes to be addressed in treatment. More research is needed on how mental health
professionals can address causes effectively as consumers are currently dissatisfied with
how causes were discussed in their treatment.

Mental health, causal beliefs,
consumers, mental illness,
treatment experience, recovery
journey, qualitative data

9.4 Introduction
Mental illness has a considerable impact on the quality
of life for people with mental illness, with the
associated stigma affecting well-being and recovery
(Corrigan, 2007; Kvaale et al., 2013). Understanding
consumers’ views and experiences is an essential
aspect of the ongoing efforts to improve the
effectiveness of care and services provided (Callan &
Littlewood, 1998; WHO, 2013). Causal beliefs refer to
factors that an individual assumes caused or
contributed to the development of mental illness (e.g.
biogenetic, psychological or environmental factors).
These beliefs have been shown to influence
perceptions of mental illness associated with stigma
(Rüsch et al., 2010). In particular, several studies have
found that endorsement of biogenetic (biological and
genetic) causes are associated with increased stigma
towards mental illness (Brown et al., 2007; Kemp et al.,
2014; Lebowitz et al., 2013; Read et al., 2014).
Consumers tend to believe that their mental illness is
caused by multiple factors including biogenetic,
psychological and environmental (Larkings et al.,
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2017). These causal beliefs have been found to
influence their perception of their illness (e.g. feelings
of responsibility, self-blame, perceptions towards self),
and it is thought that they may impact on several factors
that influence treatment and recovery (Bhui & Bhugra,
2002; Brown et al., 2007; Manber et al., 2003; Larkings
et al., 2017). However, the impact of consumers’ causal
beliefs on treatment and recovery remains an underresearched area (Cavelti et al., 2012).
Weiner et al. (1988) attribution theory argue that
perceived causality of events (e.g. having a mental
illness) results in a variety of emotional responses, such
as guilt, shame or blame. Attributions for the causes of
mental illness as controllable (e.g. personal weakness)
are proposed to lead to inferences about responsibility
and blame, and have a negative impact on self-stigma
and self-esteem. Attributing causes to factors, outside
an individual’s control (e.g. environmental stressors or
biological factors), is thought to protect self-esteem
and reduce blame and self-stigma (Corrigan & Watson,
2002; Weiner, 2004). More recently, in response to a
growing body of literature showing that endorsement
of biogenetic causal beliefs among the public may
reduce one component of stigma (i.e. blame) but
increase other components of stigma (e.g. desire for
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social distance), Haslam & Kvaale (2015) have
proposed the mixed-blessings model. This model
suggests that biogenetic causal beliefs, which imply a
mental illness is outside an individual’s control, may
result in reduced blame. However, such attributions
may also promote essentialistic thinking based on the
idea of inherent biological differences between people
which leads to increased stigma and prognostic
pessimism. This suggests that consumers’ attributions
for their own mental illness may influence self-blame
and stigma and also optimism regarding treatment and
recovery.
The common-sense model of illness representation
(CSM) proposed by Leventhal et al. (1980), also
highlights the importance of causal beliefs. The CSM
has been used to understand medical illnesses,
postulating that individuals’ beliefs about their illness
play a large role in how they understand and manage
their illness. Individuals become active problemsolvers who develop hypotheses about the nature of
their illness and determine ways to cope with their
symptoms based on these hypotheses (Brown et al.,
2007; Hagger & Orbell, 2003). For example, causal
beliefs have been found to influence coping behaviour
(e.g. venting or self-blame) which in turn have
influenced psychosocial functioning (Brown et al.,
2007). In line with the theoretical models outlined, it
seems probable that consumers’ causal beliefs
influence their perception and interpretation of their
illness, which may impact on factors that play a
significant role in treatment and recovery, such as,
help-seeking behaviour, the type of help they seek,
treatment
adherence,
illness
and
symptom
management, coping strategies and responsiveness to
treatment (Brown et al., 2007; Manber et al., 2003). As
such, it is important to not only understand consumers’
causal beliefs but to also explore if/how causes are
addressed in treatment.
In recent years, there has been increased focus on
consumers’ views of, and satisfaction with, treatment;
however, it is still not a part of routine practice for
mental health professionals to explore consumers’
causal beliefs or explanatory models of illness (Bhui &
Bhugra, 2002). Not inquiring about or ignoring
consumers’ causal beliefs throughout treatment may
have detrimental consequences. For instance, if a
clinician has an understanding of the consumers’
subjective experience with mental illness – including
consumers’ explanatory model around the cause of
their illness – it is likely this will help increase
collaboration and communication, improve clinical
outcomes, improve engagement and increase
consumers’ satisfaction with treatment (Bhui &
Bhugra, 2002; Brown et al., 2007; Magliano et al.,
2009). Understanding consumers’ views and thoughts
on this topic may help guide mental health
professionals’ approaches to treatment.
Research has begun to explore how causes influence
treatment. Freeman et al. (2013) explored the factors
that predict ‘‘take-up’’ of cognitive behaviour therapy
in consumers with schizophrenia. They found that
causal beliefs (amongst other variables) were better at
predicting therapy ‘‘take-up’’ than the severity of
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symptoms or insight into their illness. Consumers who
did not continue therapy reported a lower sense of
control over their illness and greater endorsement of
biological causes. Iselin & Addis (2003) explored
whether causal beliefs influenced perceived
helpfulness of different types of therapy for depression.
Results indicated that treatments were viewed as more
helpful when the cause (e.g. low serotonin) and
treatment style (e.g. medication) were congruent. On
the other hand, Luderer & Böcker (1993) found that for
some mental illnesses, the type of treatment that
consumers thought would be most helpful did not
correspond with the primary cause they endorsed.
These studies demonstrate that consumers’ causal
beliefs influence factors important to treatment.
While the research discussed above demonstrates
that consumers’ causal beliefs are important in
treatment and influence factors that may impact
recovery, there have been no known studies that
explore consumers’ own experiences and thoughts on
the topic. Accordingly, this study will focus on
consumers’ views on how causal beliefs are addressed
within treatment and the potential impact this has on
the treatment process. A qualitative approach was
chosen to elicit rich data for thorough exploration of
consumers’ perspectives (Braun & Clarke, 2006).

9.5 Methods
9.5.1 Recruitment.
The project received institutional human ethics
approval from the University of Canberra Committee
for Ethics in Human Research. All recruitment and
interviews were conducted by the first author.
Informed consent was obtained from consumers prior
to participation. An electronic flyer with details of the
study was distributed to five community mental health
consumer networks/support groups, three of these
chose to distribute the study information (two placed
flyers on their notice board, and one sent out an
electronic flyer to everyone on their email list). Flyers
were also placed at University of Canberra campus in
various locations (e.g. in bathrooms, on notice boards,
on walls). Face-to-face individual interviews were
organised for people interested at a location convenient
to them (e.g. on campus, at a library or cafe), and movie
ticket vouchers were given to those who participated.
9.5.2 Participants.
Final data for analysis included 23 consumers who selfidentified as having a mental illness. As this study
aimed to explore consumers’ opinions and experiences
it was important that consumers identified as having a
mental illness. It is thought that the extent to which
individuals identify with a stigmatised group (i.e.
people with mental illness), impacts their experience of
stigma and perceptions of their illness (Brown et al.,
2007; Corrigan & Watson, 2002). Moreover, research
has shown that consumers often do not agree with the
diagnosis they receive, or may not believe they have
mental illness (Sayre, 2000). Therefore, there were no
diagnostic inclusion criteria and this study focused on
consumers who self-identified.
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Table 9.1. Semi-structured interview schedule.
Research area
Demographics

Causal beliefs in treatment

Interview question

Prompts or follow up questions

What is your age and gender? How did you hear about this
study?
What mental illness do you have?
Can you provide a brief overview of your journey with a
mental illness?
Has anyone ever told you what caused your mental illness?









Did causes get discussed in your treatment?


Did you ever have different beliefs from a health professional 
about the causes of your mental illness?

Have you received a diagnosis?
How many years have you had a mental illness
for?
What treatment have you received?
Have you asked anyone what caused your mental
illness?
Have you tried to find out what caused your
mental illness?
Are knowing the causes of your mental illness
important? Why?
Should causes be discussed? Why? (prompt for
both positive and negative consequences)
What should be considered when health
professionals talk about causes in treatment?
What impact did this have?

Please note that all data from this interview was not included in this paper, and thus only the section of the interview schedule that pertains
this is paper is presented in this table.

There were 15 females (65.22%) and eight males
(34.78%), aged between 19 and 58 years (M = 32.57,
SD = 13.10). Years with mental illness ranged from 6
months to 31 years (M = 11.20, SD = 7.73). Thirteen
consumers reported having a single mental illness, with
10 reporting having multiple mental illnesses.
Consumers reported having various mental illnesses:
depression (n =13), anxiety (n = 9), schizophrenia
(n = 4), borderline personality disorder (n = 3) ,
posttraumatic stress disorder (n = 2), bipolar disorder
(n = 3), obsessive-compulsive disorder (n = 3),
attention-deficit/ hyperactive disorder
(n = 2),
somatoform disorder (n = 1), bulimia nervosa (n = 1),
agoraphobia (n = 1) and alcohol abuse (n = 1).
9.5.3 Data collection.
A semi-structured interview was developed to explore
consumers’ causal beliefs in treatment (see Table 9.1).
This method was chosen as it is thought to be
appropriate when exploring sensitive topics and gives
the interviewer the freedom to probe further as
necessary and appropriate (Barriball & While, 1994).
As suggested by Hill et al. (2005), three pilot
interviews were conducted to help determine the
appropriateness of questions, and data from these were
not included in the final analysis. Questions were
modified slightly to prompt more in-depth discussion
around consumers’ causal beliefs in treatment.
Interviews ranged from 7 to 65min, and took 33min, on
average, to complete.
9.5.4 Data analysis.
A thematic analytic framework was employed in order
to identify themes that developed from the data (Braun
& Clarke, 2006). The analytic approach adopted was
primarily inductive transcripts. Coding assignment was
compared between coders with a calculated Kappa
coefficient of 0.80. Kappa coefficient greater than 0.75
are generally considered excellent (Landis & Koch,
1977). Data were analysed by hand and with NVivo
software (QSR International Pty Ltd., 2014).

In line with the consensual qualitative research
method (Hill et al., 2005), frequency labels were
applied to determine the level of support of a theme.
Four frequency labels were used: few (less than 10%),
some (10–50%), most (51–90%), all (91–100%).

9.6 Results
Two overarching themes emerged. The first related to
consumers’ personal experiences of causes being
addressed in treatment, and the second involved
consumers’ views on discussing causes in treatment. A
concept map is presented in Figure 9.1 which shows the
major themes, sub-themes and their relative strength.
9.6.1 Personal experiences.
Importance of causal beliefs
Most consumers stated that causal beliefs were
important to them in understanding and making sense
of their mental illness. Consumers reported that they
frequently thought about the causes of their illness (see
Extract 1). Only a few consumers stated that causes
were not important to them.
Extract 1
I think it was important for me, because I always
think about kind of you know, what leads to what,
you know, that there is usually something that’s,
you know a reason behind everything. So yeah I’ve
been thinking about that a lot, but umm, through my
therapy we haven’t really talked about any of that.
Causal beliefs are rarely addressed in treatment
Not only was it important for consumers to think about
the causes of their illness, it also seemed important for
consumers to have the opportunity to discuss causes.
Most consumers identified that causes were not
adequately discussed in their treatment (see Extract 1).
Causes were either not mentioned at all, only
mentioned briefly, only mentioned by one of the
several mental health professionals seen, or only
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Figure 9.1. Concept map of consumers’ causal beliefs in treatment. Variation in circle size represents the importance of the theme
according to the number of consumers that discussed it. Responses that were discussed by few consumers were not included in the
concept map.

discussed if the consumer had asked for causes to be
addressed, with one consumer stating ‘‘no no no no
they [health professionals] didn’t... in fact, I feel like
they almost avoided it’’.
Despite the finding that causes are important to
consumers, most consumers said that they had never
asked about the causes of their mental illness during the
treatment process. Some consumers explained that they
asked about causes but were not satisfied with the
response given. One consumer talked about how she
had been interested in the causes of her mental illness,
and tried to discuss causes with several health
professionals. She felt like the health professionals did
not answer her adequately so she turned to self-help
books saying ‘‘I bought books instead... [because] I
wasn’t totally happy with the answer [given by mental
health professionals]’’.
Incongruence of causal beliefs between consumers
and mental health professionals
Some consumers talked about feeling like their causal
beliefs were not congruent with their treating health
professional’s causal beliefs. Consumers tended to
have negative experiences associated with this
incongruence such as feeling annoyed at the clinician
and feeling unheard. For instance, one consumer said,
‘‘and I kind of wasn’t very happy at the start, because
I thought that she [counsellor] had kind of jumped to a
conclusion [about the causes] without seeing the bigger
picture’’. Consumers were also apprehensive to
disagree with mental health professionals and felt like
their clinician would ‘‘get angry’’ if they did not
endorse the clinician’s beliefs. Consumers talked about
how they sought information elsewhere when they had

not agreed with the causes presented by mental health
professionals. Differences in beliefs around causes also
appeared to impact the therapeutic relationship, with
one consumer stating that a mental health professional
had stopped treating her because of this incongruence.
Several consumers’ comments indirectly show that
an incongruence in causal beliefs between consumer
and mental health professional may have a negative
impact on factors such as the therapeutic relationship
and treatment adherence. For example, one consumer
talked about how she had been exploring a range of
holistic strategies to help manage her mental illness but
stopped doing this after discussing causes with her
psychiatrist. This example (see Extract 2) highlights
that the way causes are addressed in treatment can
impact aspects of treatment such as engagement and
illness coping behaviour.
Extract 2
One of my psychiatrists said that it is genetic... [that]
there is nothing you can do about it [mental illness],
you can’t change the way anything affects you. I
don’t believe that! I believe there is an awful lot you
can do to change you[r], life when you have got a
mental illness, and a lot of factors contribute to
whether you are mentally ill or not which are not
genetic, medication as well, all these factors
contribute but my doctor doesn’t believe that. She
believes that it is simply genetic and you are
medicated and that’s the way it works. I think that
is a bit short... Most doctors believe that medication
is the answer... and they get angry if you don’t
comply. [Interviewer asked about the impact of this
experience]. A bit of a dead end, well I didn’t feel
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like asking anymore because the people with the
power had made up their minds about what the
causes were and there was no solution. I wasn’t, I
didn’t feel particularly curious about it after that.
9.6.2 Discussing causes in treatment.
Causal beliefs should be addressed in treatment
Most consumers felt that it would be beneficial for
causal beliefs to be addressed in treatment (see Extract
3). The remaining consumers thought that it would
depend on the individual’s circumstances. No
consumers stated that causes should not be addressed
in therapy.
Extract 3
So I think if some mental health workers use that
[discussing causal beliefs] to help people connect
the dots, why, why maybe things are the way they
are now, I think that definitely would be helpful for
people. I think it’s, it’s a common myth that people
think they are going to distress people more by
linking those together, it’s often liberating and it’s
often is really helpful umm when people do connect
those dots.
Potential benefits of addressing causal beliefs in
treatment
Most consumers identified and discussed potential
benefits of addressing causes in treatment. Most
consumers thought that discussing causes would
increase insight/personal understanding of their illness,
with one consumer explaining ‘‘it certainly helps you
get inside, develop that helicopter view of yourself
which I think you need’’. Some consumers identified
that discussing causes would help in symptom
management/relapse prevention, and help reduce selfblame. Other benefits that a few consumers identified
include increasing acceptance of having mental illness
and conversations around issues. A few consumers also
thought that discussing causal beliefs could help
empower consumers to take action and added to a more
holistic treatment approach.
Factors for consideration when addressing causal
beliefs in treatment
Most consumers also identified factors for
consideration when addressing causes in treatment.
The most commonly mentioned consideration was
timing, with some consumers stating that causes should
be discussed when the consumer is ‘‘ready’’ and not
when the consumer is in ‘‘crisis’’. As one consumer
said ‘‘it kind of just depends on whether the person is
ready to’’. Some consumers highlighted the importance
of discussing multiple causes including broader social
issues that may contribute to the development of
mental illness. Other considerations that a few
consumers identified include a concern that focusing
on causes may encourage consumers to ‘‘dwell’’ in the
past and discussing certain causes may be
‘‘traumatic’’. A few consumers also thought that causes
should only be addressed with consumers’ permission
and thereafter discussed regularly throughout

treatment. An established therapeutic relationship was
thought to be beneficial prior to discussing causal
beliefs and consumers highlighted that it would be
harmful if mental health professionals tried to impose
their own causal beliefs on consumers.

9.7 Discussion
This study provides insight into consumers’ personal
experiences of causes being addressed during their
treatment, and also consumers’ opinions around
potential benefits and considerations. Overall, findings
suggest that consumers think causal beliefs should be
discussed during the treatment process and may
contribute to recovery (e.g. help symptom
management/relapse prevention, reduce self-blame,
increase acceptance and understanding of mental
illness).
The attribution theory, the mixed-blessings model
and the CSM of illness representation highlight the
importance of causes in ‘‘making sense’’ of illness
(Haslam & Kvaale, 2015; Leventhal et al., 1980;
Weiner et al., 1988), and the results of this study echo
this sentiment. Our findings suggest that causal beliefs
can have both a positive and negative impact when
addressed in treatment. For instance, consumers
identified that causal beliefs could contribute to
reduced self-blame, but could also either ‘‘empower’’
consumers to take action or cause them to ‘‘dwell’’ in
the past. These results appear to be in line with the
mixed-blessings model (Haslam & Kvaale, 2015)
which suggests that biogenetic causes may help to
reduce blame, but can contribute to negative
consequences such as prognostic pessimism.
Our findings show consumers thought causes were
important and should be addressed in treatment.
However, most consumers were not satisfied with how
causes were discussed, reporting that causes were
rarely mentioned. This discrepancy between what
consumers want and what actually happened needs to
be addressed. Dissatisfaction with how causes are
being addressed is likely to have a detrimental effect on
the treatment process and recovery, with some past
research showing that when expectations about therapy
were not met consumers experienced poorer clinical
outcomes and attended fewer sessions (Watsford &
Rickwood, 2013). In addition, if causes are not
addressed in treatment, potential benefits on clinical
outcomes that consumers identified (e.g. increased
insight) may not be achieved. Future research should
explore the clinical outcomes associated with causes
being addressed in treatment, as well as the impact of
the associated dissatisfaction.
Another notable finding of this study is consumers
reported that an incongruence between their causal
beliefs and their clinicians often had a negative impact
on factors influencing treatment and recovery. This is
in line with previous research that suggests consumers’
perceived quality of their relationship with their
clinician was more positive when they shared the same
causal beliefs (Read et al., 2014). Consumers reported
feeling unheard by, and annoyed at, their clinician
when there was a difference in causal beliefs and felt
unable to address this difference. It is important that
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such differences are handled in a manner that
minimises possible negative consequences, as such a
rupture to the therapeutic alliance is likely to have an
adverse effect on therapeutic outcomes (Krupnick et
al., 1996). One consumer who recognised that she had
unique causal beliefs about her illness, talked about
how her psychiatrist acknowledged that there were
unknown causes of mental illness. This was enough to
validate the consumer’s causal beliefs without her
psychiatrist having to agree or share the same belief,
the consumer explained: ‘‘I actually found the
[psychiatrist’s] response really useful and it also gave
me faith or belief in psychiatry again, [because] that
had not been my experience previously’’. This
particular consumer talked about how she has
continued to see this psychiatrist for several years and
feels ‘‘lucky’’ the psychiatrist is part of her treating
team.
Our results suggest that it is clinically important for
any incongruence between consumers’ and mental
health professionals’ causal beliefs to be explored and
addressed. Research has shown consumers think about
what has caused their illness, often prior to engaging
with mental health services (Elliott et al., 2011;
Larkings et al., 2017; Williams & Healy, 2001).
Therefore, it is likely that consumers will identify an
incongruence between their causal beliefs and their
mental health professionals’ early in treatment and this
may impact ongoing engagement in therapy. Also, our
results indicate that while consumers thought causes
were important they tended not to ask about them. It,
therefore, seems reasonable to assume that consumers
are unlikely to voice their concerns if they notice an
incongruence between their beliefs and their
clinicians’. This suggests it is important for clinicians
to address causes in the early stages of therapy.
However, as consumers also mentioned that an
established therapeutic relationship would be beneficial
prior to discussing causes, clinicians would have to be
mindful of when and how they address causes with
consumers, and future research should explore how
mental health professionals manage causes in
treatment.
A primary clinical implication of this study is mental
health professionals should raise causes with
consumers in treatment as it is unlikely consumers will.
Consumers identified causal beliefs had an impact on
symptom management/relapse prevention. This finding
is consistent with previous research which suggested
that causal beliefs help influence coping behaviour,
which influences psychosocial functioning (Brown et
al., 2007). These findings highlight the importance of
raising causal beliefs in treatment, however, once
raised, discussion of causes should be consumer-led
and paced. Mental health professionals should discuss
causes when consumers feel ‘‘ready’’ and avoid
discussing causes during ‘‘crisis’’. It is important that
clinicians do not make assumptions about consumers’
beliefs. Rather, beliefs should be discussed
collaboratively. The combined results of this study
suggest that mental health professionals should ‘‘check
in’’ with consumers around their causal beliefs
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throughout the treatment process. Following up on
causal beliefs throughout treatment will also help
identify and manage any incongruence between
consumers’ and health professionals’ beliefs that may
arise.
There are several strengths of our research. First and
foremost, this study provides insight into consumers’
thoughts and experiences regarding causes being
addressed in treatment. As such, this research is in line
with recommendations by the World Health
Organisation which emphasise the importance of
empowering people with mental illness through
involving them in research and sharing their opinions
and lived experience (WHO, 2013). In addition, results
provide insight into how causes can be addressed in
treatment. A qualitative approach allowed for a rich and
detailed account of this topic, highlighting that every
consumer is unique and individual and that there is not
a single method of addressing causal beliefs that will
suit everyone.
This research also has some limitations. First,
consumers were recruited in the same small city
making it likely that consumers accessed similar
services. As such, results may be influenced by subtle
nuances in the local health care system which may limit
generalisability of findings. Second, as consumers selfselected to be part of the study there is a chance that
they had strong views on the topic, which may have
influenced results. Conversely, having consumers with
strong views has also added to the richness and depth
of data. Finally, the fact that consumers self-identified
as having mental illness limits conclusions around the
impact of causes on mental illnesses meeting diagnostic
classifications. However, this was also seen as a
strength of the study and thought to contribute to the
broader applicability of the results, in comparison to
focusing on diagnostic definitions and people who may
not agree that they have a mental illness.

9.8 Conclusion
This study is unique in its exploration of consumers’
subjective experiences and opinions about causal
beliefs being addressed in treatment, and as such
significantly contributes to the understanding of this
topic. The results of this study show that causes are
important to consumers and that consumers would like
causes to be addressed in treatment; however,
consumers were dissatisfied with how causes had been
addressed in their treatment. Ongoing research into the
impact of causal beliefs on clinical outcomes and
therapeutic engagement is needed, in particular, a
greater understanding of consumers’ expectations
around how causes should be addressed is needed to
help guide and improve how mental health
professionals approach causal beliefs in treatment.
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CHAPTER TEN: DISCUSSION AND CONCLUSIONS

10.1 Chapter Introduction
This chapter reviews the aims of this research project, outlines the main contributions of
each of the six articles presented and draws together the key findings of the overall thesis. The
chapter also discusses how the research contributes to theoretical knowledge on this topic, and
explores the implications for treatment. The strengths and limitations of the research are also
discussed along with suggested future directions for ongoing research in this area.

10.2 Review of Findings and Contributions
Below the major findings of the thesis are summarised with respect to each of the aims of
the thesis, and the results of each paper are discussed. Findings are then intergrated and
synthesised to demonstrate how this research significantly contributes to the understanding of the
impact of causal beliefs on perceptions of, and stigma towards, mental illness and on
perceptions of the treatment process. A mixed-methods design was employed which allowed for
a flexible and fluid examination of concepts throughout the research and for the exploration of
new themes or concepts as they emerged. Moreover, the design enabled me to increase my
proficiency in a range of research methods which has enhanced my ability as a scientistpractitioner.
10.2.1 Summary of findings.
The overall aim of this body of research was to investigate mental health professionals’
and consumers’ causal beliefs and how these beliefs influence perceptions of mental illness and
the treatment process. The specific objectives and aims of this research program were to:
1. Investigate the influence of biogenetic causal beliefs on stigma in mental health
professionals and consumers, by collating and analysing available literature in a
systematic review;
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2. Identify the types of causal beliefs mental health professionals and consumers endorse,
and explore the nature of these beliefs;
3. Investigate the influence of mental health professionals’ and consumers’ causal beliefs on
mental illness stigma;
4. Examine the impact and consequences of mental health professionals’ and consumers’
causal beliefs in the treatment process;
5. Explore experiences of mental health professionals and consumers regarding the way
causal beliefs are currently addressed in the treatment process;
6. Investigate barriers to addressing causal beliefs in the treatment process and factors to
consider to increase the effectiveness of addressing causal beliefs in treatment.
This thesis comprised of six papers (published or submitted for publication), with each
paper contributing to addressing the overall aims of the thesis. Although each paper and phase
of research is distinct and makes a unique contribution, the overall research program was
developmental in nature, whereby findings from each phase of research, and my growing
understanding of the topic, informed subsequent papers and research phases. The first paper
reported the findings from the systematic review phase of research. The second paper reported
the results of a quantitative online survey conducted to investigate the causal beliefs of potential
mental health professionals and how these beliefs, along with contact, influenced stigma and
perceptions towards people with mental illness. The third and fourth papers describe the
findings of the qualitative investigation of mental health professionals’ causal beliefs and the role
that these beliefs play in perceptions of, and stigma towards, mental illness and in the treatment
process. The fifth and sixth papers report the results of the final qualitative phase of research in
which consumers’ perspectives on how causal beliefs influence perceptions of mental illness and
the treatment process were explored and analysed.
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10.2.1.1 Paper 1: Do biogenetic causal beliefs reduce mental illness stigma in people
with mental illness and in mental health professionals? A systematic review.
The first study undertaken was a systematic review of the research literature examining
the relationship between biogenetic causal beliefs and stigma in mental health professionals and
consumers (aim one). The findings of the systematic review also provided context for this
research program and ensured that the overall thesis was addressing identified gaps in the
research literature.
Eleven journal articles were identified which reported on 15 studies, with ten of those
focusing on people with mental illness and five on mental health professionals. The findings
showed no support for a relationship between biogenetic causal beliefs and reduced stigma in
mental health professionals or consumers. Instead, it was found that in several circumstances
that endorsement of biogenetic causal beliefs increased stigma and negative perceptions towards
people with mental illness. This finding is consistent with previous research that has focussed on
the general public, which also concludes that endorsement of biogenetic causal beliefs is not
effective in reducing the public’s stigma towards people with mental illness (Angermeyer et al.,
2011; Jorm & Oh, 2009; Kvaale, Gottdiener, et al., 2013; Kvaale, Haslam, et al., 2013; Read et
al., 2006).
The systematic review highlighted the paucity of research in this area with these
particular groups and confirmed the need for further research on this topic. Furthermore, the
systematic review confirmed that previous research has focused on biogenetic causal beliefs with
other causal beliefs receiving considerably less attention by comparison. Additionally, it became
apparent when reviewing the included studies that biogenetic causal beliefs also influenced
several treatment factors, including perceptions of treatment effectiveness, clinical utility,
medication adherence, treatment credibility, therapeutic alliances, and ability to regulate mood.
In particular, endorsement of biogenetic causal beliefs was associated with the view that
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medication would be effective and that psychotherapy would be less effective, and this
influenced both mental health professionals’ perceptions of their ability to provide effective
treatment and consumers’ adherence to medication (Lebowitz & Ahn, 2014). Biogenetic causal
beliefs were also found to influence therapeutic alliances, with one study reporting that
consumers viewed their relationship with the prescribing doctor more positively and felt more
understood if they held biogenetic causal beliefs (Read et al., 2014).
10.2.1.2 Paper 2: Mental illness stigma and causal beliefs among potential mental
health professionals.
The study reported in the second paper addressed two of the overall research aims,
namely to identify the types of causal beliefs mental health professionals endorse (aim two), and
to investigate the influence that these causal beliefs have on perceptions of, and stigma towards,
mental illness (aim three). Undergraduate psychology students participated in this study and
were considered potential mental health professionals, as it was thought that they would be more
likely to become mental health professionals compared to other students or the general public.
Additionally, including the perspectives of psychology students assisted in a more holistic
understanding which was particularly helpful when considering clinical implications for training
mental health professionals. While there are limitations to this sample, it was used as this study
was primarily designed as an initial investigation of the relationships between causal beliefs and
stigma. An online quantitative survey was conducted which showed that participants endorsed
biogenetic causal beliefs as underlying mental illness significantly more than psychological and
environmental causal beliefs. Psychological and environmental causal beliefs were both
significant predictors of social distance towards people with mental illness. More specifically,
environmental causes were associated with reduced social distance, while psychological causes
were associated with increased social distance. Prior contact with people with a mental illness,

201
in particular the quality of that contact, was also a strong predictor of social distance, with
participants who reported greater quality of contact also reporting lower levels of social distance.
In addition, causal beliefs had different impacts on different aspects of stigma. For
example, participants who reported high levels of endorsement for biogenetic and environmental
causal beliefs viewed people with mental illness as inferior, threatening, and had more negative
attitudes towards people with mental illness being included in the community. Whereas a
stronger endorsement of psychological causal beliefs was associated with viewing people with
mental illness as less threatening and with having more positive attitudes about people with
mental illness being part of the community. These findings indicate that causal beliefs are
associated with stigma and that these relationships may be complex, with different causal beliefs
influencing different aspects of stigma in different ways.
10.2.1.3 Paper 3: “It helps us understand that it’s not particularly a patient’s fault”:
Mental health professionals discuss their causal beliefs and perceptions of mental illness.
While results from paper two confirmed that there was a relationship between causal
beliefs and stigma in potential mental health professionals, I wanted to investigate this
relationship more fully in actual mental health professionals. Additionally, the causal beliefs
measure used in the quantitative survey included only 11 items in total (to measure biogenetic,
psychological, and environmental causes), I thought this may limit the responses of mental
health professionals and would not provide a complete picture of the causal beliefs they
endorsed. Thus, in-depth semi-structured interviews were conducted with 17 mental health
professionals (including psychiatrists, psychologists, nurses, social workers, and occupational
therapists) who worked within a public community mental health care system with consumers
that have moderate to severe mental illness. This paper addressed the same overall aims as paper
two (aims two and three). This paper examined the types of causal beliefs held by mental health
professionals. Most mental health professionals in this study endorsed a combination of
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biogenetic, psychological, and environmental factors, with all mental health professionals in the
study endorsing both biogenetic and environmental causes. Mental health professionals also
believed that there was a main cause of mental illness, with biogenetic causes being the most
commonly reported main cause.
This paper also investigated whether mental health professionals’ causal beliefs influence
their perceptions of mental illness and stigma, with the majority of mental health professionals
stating that their causal beliefs influenced their perceptions of people with mental illness. Causal
beliefs were found to influence factors such as blame and prognostic pessimism, which are
considered to be important aspects of stigma (Haslam & Kvaale, 2015). Causal beliefs
sometimes had a positive impact on perceptions, with mental health professionals reporting that
their causal beliefs were associated with reduced blame towards people with mental illness for
the development of their mental illness, increased compassion and empathy, and increased
understanding. For example, one mental health professional talked about how endorsing
multiple causal beliefs provided him with a more balanced view of the causes of mental illness
and how he believed this contributes to seeing consumers in a positive manner, “seeing that they
[consumers] had no choice about that [causes], so we can't blame, I think it helps us adopt a nonjudgmental style of practice, understanding that causality, it clearly is beyond the patient's choice
or willpower.” On the other hand, mental health professionals also acknowledged that causal
beliefs could have negative impacts and at times contributed to increased frustration with
consumers and making assumptions that consumers contributed to their mental illness. For
example, one mental health professional talked about working with consumers who use drugs:
“your capacity to feel like you’re treating them well and treating them compassionately, it sort of
diminishes a bit… I guess you sort of feel that they play a role in their own demise in many
ways.” Some mental health professionals also stated that their causal beliefs tended to influence
their perception of prognosis with one mental health professional explaining “sometimes the
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cause may make you feel like, it kind of doesn’t matter what I do or say this [mental illness] is
just going to continue as it is, and not much is going to change it.”
Mental health professionals identified that their causal beliefs developed as a result of
both their formal training and their clinical experience. However, several mental health
professionals identified that they had received little or no training on the causes of mental illness
in their formal education. Participants who had more years of professional experience (i.e., more
professional contact with consumers) endorsed a greater range of causal beliefs and were less
likely to think that there was a single main cause of mental illness. Additionally, participants
with less professional experience where more likely to report that their causal beliefs had
negative impacts on their perceptions of consumers, compared to participants with greater
professional experience. These results indicate that endorsement of causal beliefs and the impact
that causal beliefs have on perceptions of consumers may be influenced by length of professional
experience.
10.2.1.4 Paper 4: Addressing causal beliefs in treatment: Insights from mental health
clinicians.
The fourth paper of this thesis presented findings from semi-structured interviews with
mental health professionals and addressed three research aims (aims four, five and six). First,
this paper examined the impact of mental health professionals’ causal beliefs in the treatment
process (aim four). Most of the mental health professionals interviewed thought that their causal
beliefs influenced their approach to treatment, with some stating that causal beliefs influenced
their decision about what interventions to provide, helped in case formulation and guided the
focus of treatment. For example, one mental health professional talked about how causal beliefs
influence treatment choice: “it definitely depends on the causes of what's happened... if it's a
genetic cause, it can be treated more under [a] medical model. If it's an environmental cause, it
can be treated [by] more of a therapeutic, psychological intervention.” Other ways in which
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mental health professionals’ causal beliefs influenced treatment was by informing the
psychoeducation provided to consumers, increasing exploration of consumers’ history and life
narrative, and identifying consumers’ deficits and areas for improvements. Mental health
professionals also identified that their causal beliefs influenced their emotional response to
consumers, often increasing empathy and compassion towards consumers, while at times
contributing to frustration with consumers. Additionally, mental health professionals thought
that consumers’ causal beliefs would also influence the way that consumers would approach
treatment and potentially have a negative impact if consumers held a very strong view around a
single cause, or if consumers’ causal beliefs were not congruent with the treatment
suggested/offered.
Second, in this paper mental health professionals’ experiences regarding how causal
beliefs are addressed in treatment were explored (aim five). All participants thought that it was
important to discuss causal beliefs with consumers, but not all said they would routinely focus on
causes in treatment, with one participant stating “I haven't been [addressing causal beliefs]. I
probably should a little bit more”. All the mental health professionals who participated in this
research could share experiences of when causes had been addressed in treatment and had a
positive outcome. Several accounts that mental health professionals provided focused on how
discussing causes had helped to reduce consumers’ self-blame and guilt around having a mental
illness. Mental health professionals also expressed how addressing causal beliefs had lead
consumers to feel validated and improved the therapeutic rapport. Most mental health
professionals also discussed times when they had negative experiences discussing causes with
consumers, which largely centred on consumers becoming upset or feeling blamed. If not
addressed effectively, mental health professionals also identified that discussing causal beliefs
could have a negative impact on engagement and rapport, and could decrease consumers’
motivation to play an active role in their recovery.

205
Finally, this paper aimed to investigate some of the barriers to discussing causal beliefs in
treatment identified by mental health professionals, along with factors to consider when
addressing causal beliefs with consumers (aim six). All mental health professionals identified
barriers which may prevent them from addressing causal beliefs with consumers. The majority
of participants stated they that they did not want to distress consumers or increase feelings of
helplessness and blame, so at times would avoid discussing causal beliefs in treatment. Mental
health professionals also pointed out that timing was important when discussing causes and did
not think that it was helpful to talk about causes if a person was in crisis or acutely unwell.
Some mental health professionals talked about not feeling confident or feeling uncomfortable
when discussing causes with consumers, while others made the assumption that causes had
already been discussed if the consumers had previously accessed mental health services.
10.2.1.5 Paper 5: “Why am I like this?” Consumers discuss their causal beliefs and
stigma.
Paper five reported the findings from in-depth semi-structured interviews with 23
consumers and aimed to identify the types of causal beliefs that consumers endorse and
investigate how these causal beliefs influence perceptions of, and stigma towards, mental illness
(aims two and three). Consumers endorsed multiple causes simultaneously, however, patterns of
endorsement differed when considering their own mental illness, mental illness in general, and
what causes they believed the public endorsed. Most consumers identified that mental illness in
general was caused by a combination of biogenetic, psychological and environmental factors.
While consumers endorsed a combination of causal beliefs they also tended to believe that there
was a main cause of mental illness, with environmental factors being the most commonly
reported main cause. When considering the causes of their own mental illness, consumers
endorsed fewer causal beliefs with all consumers stating that environmental factors contributed
to their mental illness, and no consumers reporting that personal weakness/choice had.
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Consumers thought that the public had a narrower perception of causes, with no consumers
believing that the public endorsed a combination of biogenetic, psychological, and
environmental causal beliefs. The most common causal belief which consumers thought that the
public held was personal weakness/choice. Overall, findings indicated that consumers endorsed
multiple causal beliefs simultaneously while also believing that there is a main cause of mental
illness.
All consumers also stated that their causal beliefs influenced their perception of
themselves and their illness. Consumers often identified positive consequences of their causal
beliefs (which were largely related to environmental factors such as trauma and stress), stating
that their causal beliefs helped to reduce their self-blame and self-hate which in turn increased
self-respect and led to consumers feeling better about themselves. Consumers’ causal beliefs
also contributed to increased understanding and acceptance of their mental illness and decreased
desire to blame others for their mental illness, with one participant explaining how their
endorsement of biogenetic causal beliefs reduced their self-blame "I would just say I was born
with it [mental illness]... I think I have a little more respect for myself, because it [mental illness]
wasn't may fault". While biogenetic causal beliefs, like the one expressed in the previous quote,
reduced self-blame for some consumers, others discussed the consequences of endorsing
biogenetic causes, stating that biogenetic causal beliefs often led to feelings of powerlessness and
despair, along with reduced control and agency in recovery. Overall, findings indicate that
causal beliefs do influence consumers’ perceptions towards mental illness, and causal beliefs
potentially have both positive and negative consequences.
10.2.1.6 Paper 6: “It’s often liberating”: Consumers discuss causal beliefs in the
treatment process.
The sixth paper described the findings of in-depth interviews with consumers and
addressed three aims of this research program (aims four, five and six). First, the impact and
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consequences of consumers’ causal beliefs in the treatment process were investigated (aim four).
Most consumers identified that causal beliefs were important to them in understanding and
making sense of their mental illness and that discussing causal beliefs in treatment increased
insight/personal understanding of their illness, with one participant stating “yeah I’ve been
thinking about that [causes] a lot.” Consumers also identified that addressing causal beliefs in
treatment helps with symptom management/relapse prevention, reduces self-blame, and
empowers consumers on their recovery journey.
Second, consumers’ experiences of how causal beliefs are addressed in treatment were
explored (aim five). Consumers identified that they frequently thought about the causes of their
mental illness and that causal beliefs were an important aspect in understanding and making
sense of their illness. Consumers thought that it was important to discuss causes in treatment.
However, most consumers did not think that causal beliefs were addressed adequately in their
treatment, reporting that causes were either not mentioned at all, only mentioned briefly, or only
discussed if the consumer asked about causes, with one participant stating “through my therapy
we haven’t really talked about any of that [causal beliefs].” The majority of consumers in this
study stated that they would not ask about causes, suggesting that it is important for mental
health professionals to initiate the conversation about causes. Some consumers discussed the
negative experience associated with feeling that their causal beliefs were not congruent with their
mental health professional’s causal beliefs. This incongruence tended to make consumers feel
annoyed or unheard and impacted the therapeutic relationship and treatment adherence.
However, consumers stated that they would be apprehensive to show that they disagreed with
mental health professionals. Therefore, mental health professionals need to be aware of the
interaction between their causal beliefs and consumers’ causal beliefs.
Finally, consumers highlighted several factors which should be considered when
addressing causal beliefs in treatment (aim six). As with mental health professionals (paper
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four), consumers also stated that timing was important and thought that it was unhelpful to
discuss causes when a consumer was in crisis or not ready to talk about them, as one consumer
said “it kind of just depends on whether the person is ready to.” Some suggested that mental
health professionals should ask consumers if they were ready and would like to discuss causes.
Consumers thought that a wide range of causes, including broader social issues that may
contribute to the development of mental illnesses, should be discussed and that mental health
professionals should not impose their causal beliefs on consumers.
10.2.2 Integration and synthesis of findings.
This research program achieved several of the key purposes of mixed methods research
as proposed by Greene and colleagues (1989), including triangulation, complementarity of
findings, development, and expansion1. This thesis investigated different aspects of mental
health professionals’ and consumers’ causal beliefs about mental illness from four different
perspectives: 1) the perspective of published research on the relationship between biogenetic
causal beliefs and stigma, 2) the quantitative perspective of potential mental health professionals
on the relationship between causal beliefs, contact, and stigma towards people with mental
illness, 3) the discourse perspective of mental health professionals’ causal beliefs and how these
beliefs influence perceptions of, and stigma towards, consumers and impact the treatment
process, and 4) the qualitative investigation of consumers’ causal beliefs with a focus on how
these beliefs influence their understanding of their illness and the treatment process. These four
perspectives allowed for a comprehensive approach to address the aims of this research program,
and increased the reliability and validity of findings.
This section triangulates the diverse data sets which allowed for a thorough exploration
of the phenomenon in question. Complementarity of findings from each phase of research was
undertaken, in that initial results from the systematic review and online survey were elaborated
1 Triangulation:

the convergence and corroboration of results from different research methods.
Complementarity: the elaboration and enhancement of results from one method with the results from another method.
Development: results from one method help guide and inform another method.
Expansion: extends the breadth and range of investigation by using different methods.
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on in the in-depth interviews with mental health professionals and consumers. Development was
achieved by allowing each phase of research to guide subsequent phases. For example, findings
from the systematic review along with pilot interviews encouraged the increased focus on the
role that causal beliefs play in the treatment process. Most importantly, this research program
provided the perspectives of both mental health professionals and consumers on the same topic,
which allowed for the expansion of findings. In particular, considering the differences and
similarities between mental health professionals and consumers allowed a holistic understanding
of the topic and strengthened the efficacy of the theoretical and clinical implications discussed in
this chapter. All sources of data in this research program are as valid and important as each
other, each adding to the enriched knowledge of the topic. The key purposes of mixed methods
research, and how they relate to the findings and overall aim of this thesis are discussed below.
One of the important contributions of this thesis is the examination of the causal beliefs
about mental illness held by mental health professionals and consumers, extending previous
research which has largely focused on the causal beliefs held by the general public. Findings
from the current research program show that potential mental health professionals endorsed
multiple causal beliefs (paper two). This finding was complemented by the mental health
professionals’ discourse on their causal beliefs (paper three) which showed that mental health
professionals endorsed multiple causal beliefs simultaneously and generally endorse a
combination of biogenetic, psychological and environmental causal beliefs. However, both
potential mental health professionals and mental health professionals thought that there was a
stronger or main cause of mental illness and the most commonly reported main cause was
biogenetic factors (papers two and three), consistent with previous research (Cape et al., 1994).
Like mental health professionals, consumers also endorsed multiple causal beliefs
simultaneously and tended to believe that there was a main factor which contributed to the
development of their mental illness (paper five). Previous research on consumers’ causal beliefs
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has shown that consumers thought that their mental illness was primarily caused by
social/environmental factors (e.g., Carter et al., 2018; Elliott, Maitoza, et al., 2011; Magliano et
al., 2009). Similarly, results from this research project showed that environmental factors were
the most frequently reported causal beliefs with all consumers indicating they thought
environmental factors contributed to their mental illness (paper five).
The mental health professionals and consumers who participated in this research were
able to identify their causal beliefs, and use these causal beliefs to “make sense” of mental illness
(paper four and paper six). A variety of causal beliefs were identified and, consistent with
previous research (Ahn et al., 2009), these causal beliefs fit into three main types namely,
biogenetic, psychological, and environmental (papers one, two, three and five). In line with the
research with the general public (as discussed in section 2.3.3), the majority of mental health
professionals and consumers in this study endorsed a combination of biogenetic, psychological
and environmental factors. Mental health professionals and consumers endorsed multiple causal
beliefs simultaneously while also believing that there is a main cause of mental illness.
Specifically, mental health professionals are more likely to think biogenetic causal beliefs are the
main cause of mental illness, while consumers endorse environmental factors as the main cause
of their mental illness. This synthesis of findings provides an increased understanding of causal
beliefs and adds to a more holistic understanding of how mental health professionals and
consumers conceptualise mental illness. Understanding mental health professionals’ and
consumers’ causal beliefs will assist in improving the cultural competency of mental health
services along with guiding the improvement of treatment offered. The clinical implications will
be discussed in more detail in section 10.3.3.
A further aim of this research was to investigate whether mental health professionals’ and
consumers’ causal beliefs influence their perceptions towards mental illness and their stigma.
The systematic review (paper one) indicated that biogenetic causal beliefs are not associated with
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decreased stigma and are sometimes associated with increased stigma. Psychological and
environmental causal beliefs were found to be significant predictors of stigma in potential mental
health professionals (paper two). More specifically, environmental causes were associated with
reduced stigma, while psychological causes were associated with increased stigma, indicating
that causal beliefs can influence stigma both positively and negatively. Likewise, the majority of
mental health professionals thought that their causal beliefs influenced their perceptions towards
people with mental illness (paper three), and all consumers thought that their causal beliefs
influenced their perceptions of themselves and their illness (paper five).
Causal beliefs sometimes had a positive impact on perceptions, with mental health
professionals reporting that their causal beliefs were associated with reduced blame towards
people with mental illness for the development of their mental illness, increased compassion and
empathy, and increased understanding (paper three). Similarly, consumers stated their causal
beliefs (which were largely environmental), helped to reduce their self-blame and self-hate
which increased self-respect and led to consumers feeling better about themselves (paper five).
Consumers’ causal beliefs also contributed to increased understanding and acceptance of their
mental illness and decreased desire to blame others for their mental illness.
On the other hand, mental health professionals also acknowledged that causal beliefs
could have negative impacts and at times contributed to increased frustration with consumers and
to them making assumptions that consumers contributed to their mental illness. Some mental
health professionals also stated that their causal beliefs tended to influence their perception of
prognosis (paper three). Potential mental health professionals who endorsed biogenetic causal
beliefs were less likely to view people with mental illness as valuable members of the
community and were more likely to view people with mental illness as inferior and dangerous
(paper two). Consumers also discussed the negative consequences of endorsing biogenetic
causes, stating that biogenetic causal beliefs often lead to feelings of powerlessness and despair,
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along with reduced control and agency in recovery (paper five). Overall, it appears that causal
beliefs do influence mental health professionals’ and consumers’ perceptions towards mental
illness, having both positive and negative consequences on perceptions and stigma in mental
health professionals and consumers.
Consumers identified that discussing causal beliefs in the treatment process was
important to them and stated that this has many benefits including an increased understanding
and acceptance of their mental illness, reducing stigma and self-blame, increasing empowerment,
and assisting in illness management and relapse prevention (paper six). Mental health
professionals also thought that addressing causal beliefs in treatment was important and
identified similar benefits to those mentioned by consumers (paper four). The systematic review
(paper one) also showed that causal beliefs impact several treatment factors, including
perceptions of treatment effectiveness, clinical utility, medication adherence, treatment
credibility, therapeutic alliances, and ability to regulate mood. Both consumers and mental
health professionals acknowledged the importance of addressing causal beliefs in treatment and
were in agreement about the potential benefits.
However, the way causal beliefs are currently being addressed in treatment may not be
effective and beneficial for consumers. Most consumers in this research stated that causal beliefs
were rarely discussed in the treatment process, and when causal beliefs were addressed
consumers felt they were not addressed adequately (paper six). On the other hand, most mental
health professionals stated that they do address causal beliefs with consumers, and most mental
health professionals stated that they ask consumers what their causal beliefs are as part of the
treatment process (paper four). The incongruence between mental health professionals feeling as
though they are discussing causal beliefs with consumers, while consumers feel as though causal
beliefs are not being addressed adequately can be interpreted in a few different ways. It could
indicate that mental health professionals think that they have adequately addressed causes in
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treatment and then move on to discussing other topics, while consumers may want more time and
focus on discussing causes. It is also possible consumers do not find the way mental health
professionals address causal beliefs to be effective and, as such, consumers’ expectations about
exploring causes in treatment are not met. In any case, it appears evident the manner in which
causal beliefs are addressed in treatment can be improved, and thus increase the likelihood that
the potential benefits identified by both consumers and mental health professionals are achieved.

10.3 Implications of Findings
The findings from this research program have several noteworthy implications which are
expanded upon below including; theoretical implications, implications for policy and anti-stigma
campaigns, clinical implications with focus on the role of causal beliefs have in the treatment
process, and implications for training mental health professionals.
10.3.1 Theoretical implications.
10.3.1.1 Contact and stigma.
As reviewed in section 2.3.4, both contact and education (including causal beliefs) have
been identified as variables/factors important in explaining mental illness stigma and in reducing
stigmatised beliefs. It is generally accepted that contact reduces prejudicial perceptions and
behaviour towards people with mental illness (Corrigan et al., 2012; Pettigrew & Tropp, 2006;
Reinke et al., 2004). However, Casados (2017) argues contact alone is unlikely to be enough to
eliminate mental illness stigma. The potential effectiveness that contact has in the fight against
mental illness stigma encouraged me to research the relationship between contact and stigma in
my prior Honours dissertation, and I had intended to continue to explore contact as a primary
variable in this research program. Results from the quantitative online survey (paper two)
indicated that both quality and quantity of contact were significant predictors of stigma, with
quality of contact being the strongest predictor. Even though there is a large body of research
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establishing the impact of contact on mental illness stigma in the general public (Casados, 2017;
Corrigan et al., 2012) and importance of quality of contact as a predictor of stigma in my study, I
became less convinced in the utility of contact as an anti-stigma method for mental health
professionals and consumers, as implementing effective contact initiatives would be difficult
with these two groups who already have regular contact.
From working in a public mental health setting, I have observed that mental health
professionals often have limited control over the frequency and quality of contact with
consumers in their professional capacity. Additionally, it is thought that anti-stigma
initiatives/programs for mental health professionals which utilise contact with consumers may
not be overly effective in changing perceptions towards mental illness, as the consumers in the
initiative may be viewed as being exceptions, and not similar to people with mental illness in
general (Voci & Hewstone, 2003). Therefore, even if contact-based interventions provide a
quality form of contact, improvements in stigma and perceptions of mental illness may not
generalise to the entire out-group (i.e., people with mental illness).
It was important for me to feel that I had contributed to an area of research which
increased the understanding of mental illness, with the aim of potentially reducing impact of
mental illness and improving the quality of life for people with mental illness. I started to
question the feasibility of using contact as a method to reduce the self-stigma of consumers, and
stigma held by mental health professionals, as implementing effective contact initiatives seemed
challenging with these two groups. I considered the education and knowledge aspects of antistigma initiatives. More specifically, causal beliefs became of greater interest to me, as they
presented an aspect of mental illness which, if influenced effectively, may reduce stigma
regardless of the population being considered (i.e., general public, mental health professionals,
and consumers). Additionally, causal beliefs had implications for the treatment process and, as a
clinician, this piqued my interest further. Given these points, I decided to focus less on contact
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and shift more of my attention to causal beliefs. This is reflected in the qualitative research
phases conducted after the quantitative online survey, which primarily focused on causal beliefs.
10.3.1.2 Causal beliefs and stigma.
This thesis indicates that causal beliefs do influence perceptions of, and stigma towards,
mental illness in mental health professionals and consumers, and have both positive and negative
consequences. The findings of this research program add important insight into understanding
causal beliefs and stigma as a range of causal beliefs were explored (not just biogenetic causal
beliefs), from the perspectives of mental health professionals and consumers (rather than
focusing on the general public). While this research project was not specifically designed to test
the theoretical frameworks associated with relationships between causal beliefs and stigma, the
findings provide useful insight into the utility of these frameworks.
10.3.1.2.1 Theories regarding causal beliefs and mental illness stigma. The main
theoretical frameworks relevant to understanding the relationship between causal beliefs and
stigma are attribution theory, genetic essentialism and the mixed-blessing model (see section
2.3.3.1 for detailed review; Dar-Nimrod & Heine, 2011; Haslam & Kvaale, 2015; Weiner, 1972).
Attribution theory states that it is adaptive for individuals to attribute causes of undesirable
events (i.e., the development of mental illness) to external factors which are beyond an
individual’s control, in order to protect self-esteem and reduce self-blame (Weiner, 2004).
Consistent with attribution theory, consumers in this research thought that environmental factors
had contributed to the development of their mental illness, and often reported that these
environmental causal beliefs had helped reduce the blame they placed on themselves for having a
mental illness. Additionally, mental health professionals tended to believe that biogenetic factors
(as evident from both the quantitative survey and qualitative investigation) were the main cause
of mental illness. Interviews also showed that causal beliefs had a positive impact on how
mental health professionals viewed people with mental illness, as their causal beliefs helped to
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reduce the blame they placed on consumers. This finding is again in line with attribution theory
which predicts that blame will reduce if causes are viewed as beyond an individual’s control, in
this instance biogenetic factors are likely to be viewed as beyond the consumer's control.
Other findings support aspects of genetic essentialism. Through a genetic essentialism
lens, endorsing biogenetic causal beliefs would be expected to increase stigma associated with
mental illness as people with mental illness would be viewed as having inherent characteristics
which are stable and unchangeable (Dar-Nimrod & Heine, 2011; Schnittker, 2008). Consumers
reported that biogenetic causal beliefs often added to a feeling of powerlessness and despair and
reduced feelings of control over recovery. For example, in the extract in section 8.5.2.1 the
consumer discusses how she had thought about the causes of her depression and states:
At some points I have wondered about how extensive, bio, extensively biological the
depression is and that it has, on the one hand, the effect of making me feel less guilty
about it, cause you know you can’t control your genes, but umm, at the same time
despondent about it. I mean if it is something that is outside my control then there is not
much that I can do.
This suggests the endorsement of biogenetic causal beliefs contributed to this consumer’s
perception of the stability and unchangeable nature of their illness which resulted in increased
prognostic pessimism. In the quantitative survey of potential mental health professionals,
biogenetic causal beliefs were associated with people with mental illness being viewed as
inferior and threatening, and negative perceptions about people with mental illness being
included in the community. Mental health professionals also commented that at times
endorsement of biogenetic causal beliefs increased their prognostic pessimism. Likewise, results
from the systematic review suggest that endorsement of biogenetic causal beliefs was sometimes
associated with an increase in stigma.
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The mixed-blessings model predicts that the endorsement of biogenetic causal beliefs
should reduce blame but would also increase other aspects of stigma such as prognostic
pessimism (Haslam & Kvaale, 2015). Some aspects of the results of this thesis are consistent
with the mixed-blessings model. For instance, as outlined above, interviews with mental health
professionals show that endorsement of biogenetic causal beliefs was associated with reduced
blame but at times increased prognostic pessimism. Consumers also reported that endorsement
of biogenetic causal beliefs resulted in increased prognostic pessimism. However, the mixed
blessings model only focuses on biogenetic causal beliefs, and as such does not offer a
framework to consider the effects of multiple causal beliefs held simultaneously or different
types of causal beliefs, such as environmental or psychological. Overall, results from this
research program supported aspects of attribution theory, genetic essentialism, and the mixedblessings model, but none of these frameworks provided an adequate account of all aspects of the
results. It is possible that these frameworks are less applicable to the two groups considered in
this research program. An extension of existing frameworks is proposed below.
10.3.1.2.2 An extension of existing frameworks. One conclusion reached through the
increased understanding on this topic, and synthesis of findings, is that the relationships between
causal beliefs and stigma are complex. For example, some of the consumers who participated in
this research program discussed how learning about the biogenetic aspects of their mental illness
had reduced the sense of responsibility about the development of their mental illness and
increased their optimism regarding treatment effectiveness. For others, endorsing biogenetic
causal beliefs had made them feel less optimistic about recovery as they assumed that they would
always have some genetic flaw or deficit. Likewise, some consumers talked about how
endorsing environmental causal beliefs had reduced their self-stigma because they had limited
control over their environment and thus did not blame themselves for the development of their
illness, while others have stated that it had increased their self-stigma as they had become angry
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at themselves for not being able to cope with environmental factors which they thought others
could cope with. Therefore, the specific causal beliefs may not be the most important factor, but
rather how the causal beliefs influence other factors such as controllability and stability.
Results of this research program are in line with past research which indicate that causal
beliefs have both positive and negative effects on perceptions of, and stigma towards, mental
illness. In response to findings in this thesis and in conjunction with consideration of previous
theories and research, an extension of existing frameworks is proposed to understand the
complex relationships between causal beliefs and mental illness stigma. Previously, theories
have primarily been applied to understand the relationship between biogenetic causal beliefs and
stigma. As such, this proposed framework seeks to extend previous theories, such as the mixedblessings model (Haslam & Kvaale, 2015), by extending the applicability of the framework to all
types of causal beliefs. The mixed-blessings model provides a synthesis of attribution theory and
genetic essentialism and predicts that biogenetic causal beliefs have both positive and negative
consequences on stigma, due to two distinct ways of thinking about people: attributions of
uncontrollability (an element of attribution theory), and psychological essentialism (genetic
essentialist thinking). More specifically, when biogenetic causal beliefs are endorsed,
attributions of uncontrollability are elicited (e.g., people do not have control over their genetics)
which reduces blame, while simultaneously encouraging psychological essentialism (i.e., people
with mental illness are inherently different) which increases a desire for social distance,
prognostic pessimism, and perceived dangerousness.
Historically, attribution theory and genetic essentialism have been viewed as to opposing
frameworks, however, there appears to be a dialectical element to these theories. The mixedblessings model offers a fusion of attribution theory and genetic essentialism when it states that
biogenetic causal beliefs result in two distinct ways of thinking about people with mental illness.
However, the mixed-blessings model still views these as two discrete processes which happen to
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occur simultaneously. On the other hand, it is possible that they are aspects of the same process.
The main two causality dimensions identified in attribution theory are stability and
controllability, with stability relating to perceived changeability of mental illness, while
controllability relates to the perception that mental illness is caused by something within the
control of the individual (Weiner, 2000). Psychological essentialism, which genetic essentialism
is an extension of, is the idea that people understand others and form categories based on a belief
in an inherent essence. This perceived essence influences expected characteristics of the
categories, and another important element of an essence is stability (Dar-Nimrod & Heine,
2011). Essences could also be considered as related to controllability as they are often thought to
be innate aspects of the categorised group. Therefore, it is thought that psychological
essentialism is a part of both the controllability and stability causality dimensions. Causal beliefs
may trigger perceptions of controllability and stability which both include elements of
psychological essentialism, and in turn influence stigma and perceptions towards people with
mental illness.
Figure 10.1 presents the extended framework proposed. It is expected that causal beliefs
which elicit the attribution that the mental illness is within the control of the individual and will
be stable over time will result in the strongest stigma and most negative perceptions towards
people with mental illness. For example, if drug use was thought to have caused mental illness
then it may be perceived as the individual’s choice (controllable) and assumptions may be made
about the length of drug use due to the addictive nature and the long-term impact of drug use on
the brain (stable). As such, it is expected that the individual would be blamed for their mental
illness (as they had some control over development), that pessimism about prognosis and
recovery would increase (because of lasting effects of drug use or the length of addiction), anger
and frustration towards the individual would increase and desire to help would reduce (as the
individual is viewed to have caused the situation and it is unlikely to there is little to do to help).
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This framework would also fit with the finding that people tend to endorse multiple causes
simultaneously as the framework depends less on particular causal beliefs and more on how the
overall combination of these beliefs influences assumptions about controllability and stability.
For example, a range of factors may be thought to contribute to an individual’s mental illness. It
is thought that combined these factors will result in an evaluation/estimate of the level of control
over the mental illness the individual is accountable for and how stable the mental illness is
likely to be.
Stable

Not Stable

(prompts psychological
essentialist thinking)

Controllable
(prompts psychological
essentialist thinking)

Most Stigma





Not Controllable

Blame
Prognostic pessimism
Anger and frustration
towards people with mental
illness
Helping behaviour

Stigma




Blame
Prognostic pessimism
Hopelessness

Stigma





Blame
Prognostic pessimism
Hopelessness
Agency in recovery/change

Least Stigma





Blame
Prognostic pessimism
Hopelessness
Agency in recovery/change

Figure 10.1 Proposed framework. High perceptions of controllability and stability would lead to
the greatest level of stigma. Low perceptions of controllability and stability would lead to the
least amount of stigma.
A benefit of this framework is that it can be applied to all types of causal beliefs and can
be used to understand both the general public and mental health professionals’ stigma towards
mental illness as well as consumers’ self-stigma. Moreover, the framework could be helpful for
mental health professionals to consider when working with consumers, as rather than just
focusing on the particular causal beliefs the consumer endorses and making assumptions about
how this would influence self-stigma and their approach to treatment, the mental health
professional could consider to what extent the consumer considers their mental illness to be
controllable and stable. Mental health professionals could then work with consumers to reduce

221
these perceptions of controllability and stability which would likely reduce consumers’ feelings
of blame, prognostic pessimism, and hopelessness, and increase consumers’ agency and
motivation in recovery. This proposed framework merits further investigation in future research,
as a greater understanding of the role that perceptions of controllability and stability have on
different aspects of stigma will help guide anti-stigma initiatives and have clinical implications.
Additionally, it would also be beneficial to explore reliable methods for mental health
professionals to assess consumers’ perceptions of the controllability and stability of the causes of
their illness as this may help guide case formulation and treatment approach.
10.3.2 Implications for policy and anti-stigma campaigns.
In section 2.3.4.2 the intent behind campaigns and public policies which promote the idea
that mental illness is caused by biogenetic factors as a way of addressing stigma was discussed.
Additionally, it was argued that increasing negative perceptions of, and stigma towards mental
illness, may be an unintended consequence of encouraging the public to endorse biogenetic
causes. This thesis addressed a major gap in previous research by focusing on the perspective of
mental health professionals and consumers, and investigated the consequences that biogenetic
causal beliefs have on people in the more immediate environment of mental illness. However, it
is still important to link the findings of this thesis back to the question of which causal factors
should be promoted or presented when trying to improve mental health literacy or create antistigma programs for the general public, particularly as past research, and this research program,
demonstrate that causal beliefs do influence perceptions of, and stigma towards, mental illness.
Additionally, mental health professionals and consumers are also members of the general public,
and as such would also be exposed to, and influenced by, anti-stigma messages. Moreover, selfstigma is the process of internalising the stigma that the public holds, so if the public has a more
positive view of mental illness this will likely help decrease self-stigma and improve help-
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seeking behaviour. Therefore, it is important to improve the general public’s perceptions of, and
stigma towards, mental illness.
Findings from this research program show that the relationships between causal beliefs
and perceptions of mental illness and the treatment process are complex. There does not appear
to be a single causal factor which should be promoted in an attempt to improve stigma towards
mental illness, as causal beliefs appear to have both positive and negative consequences.
Instead, it may be preferable that a range of potential causes are presented along with a message
that promotes low controllability and low stability, accompanied by the idea the group “mental
illness” could potentially include us all. Such a message should be considered when developing
anti-stigma campaigns or when trying to improve the mental health literacy of the general public.
This message would also be important for mental health professionals and policy makers to
consider when providing treatment to consumers and implementing policies. Below are some
suggested messages that could be presented with information on the causes of mental illness, and
aim to improve perceptions of, and stigma towards mental illness:


There are several factors which may have contributed to the development of mental
illness, often these factors are beyond the control of an individual. This message will
likely reduce perceived controllability of mental illness and, as a result, reduce blame,
anger, and frustration towards people with mental illness.



People recover from mental illness. This message will hopefully reduce the perceived
stability of mental illness and, as such, reduce prognostic pessimism and feelings of
hopelessness.



While people have not caused their mental illness, there are several things which they
can do that will assist in recovery, for example, seeking treatment, reducing
environmental vulnerabilities, and increasing a healthy lifestyle. This message will
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encourage help-seeking behaviour and increase an individual’s agency in the recovery
process.


Mental illness is common and anyone can develop a mental illness. No one chooses to
have a mental illness. This message hopefully reduces psychological essentialist
thinking, in that it encourages the idea that people with mental illness are not
fundamentally different from those without.

10.3.3 Clinical implications.
Originally, I had not intended to focus my research on the role that causal beliefs play in
the treatment process in so much detail. However, during conducting the pilot interviews and the
systematic review, it became clear that causal beliefs play a significant role in the treatment
process having several important clinical implications. Subsequently, the relationship between
causal beliefs and the treatment process was explored further, demonstrating that causal beliefs
influence several important aspects of the treatment process which in turn are likely to influence
the therapeutic outcome for consumers.
10.3.3.1 Therapeutic relationship.
The therapeutic relationship between the mental health professional and the consumer is
of utmost importance to the treatment outcome, with the therapeutic relationship being more
strongly associated with therapeutic outcomes than factors such as specialised treatment
interventions (Lambert & Barley, 2001). The findings of this thesis indicate that causal beliefs
play a significant role in the therapeutic relationship. If managed effectively causal beliefs may
enhance the therapeutic relationship. On the other hand, if mental health professionals are not
conscious of the importance that causal beliefs play then it could have an adverse effect on the
therapeutic relationship.
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Previous research has indicated that consumers view their relationship with their mental
health clinician more positively if they share the same beliefs about the causes of mental illness
(Read et al., 2014). Findings from this thesis indicate that while mental health professionals and
consumers endorse multiple causal beliefs they also think that there is a main cause. Mental
health professionals tended to believe that biogenetic causal beliefs are the main cause of mental
illness, while consumers thought that environmental factors were the main cause of their mental
illness. This finding is of note as it suggests that consumers and mental health professionals may
come into a therapeutic interaction holding different views around the main cause of the
consumer’s mental illness. This is particularly important for the mental health professionals to
be aware of as both mental health professionals and consumers identified that an incongruence in
causal beliefs between clinician and consumer could have negative impacts on the therapeutic
relationship and engagement. For example, some consumers discussed feeling annoyed and
unheard when mental health professionals expressed different causal beliefs to them and noted
that they were unlikely to express disagreement with mental health professionals. Even if mental
health professionals disagree with how consumers understand the causes and nature of their
illness, it is still important for mental health professionals to be aware of this difference in beliefs
in order to negotiate treatment which the consumer finds acceptable (Shankar, Saravanan, &
Jacob, 2006). Therefore, is the responsibility of the mental health professional to find a way to
effectively address and manage an incongruence in causal beliefs that arises in the treatment
process.
10.3.3.2 Consumers’ causal beliefs and treatment.
The consumers in this research endorsed multiple causal beliefs when considering mental
illness in general, but tended to endorse less when considering their own. This suggests that
consumers tend to view their own mental illness as different to mental illness in general.
Moreover, findings indicate that consumers’ causal beliefs impact their self-stigma and blame.
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This should be considered when providing psychoeducation to consumers about causes of mental
illness and discussing their causal beliefs. For instance, it would be important to link the causes
discussed back to the consumers’ narrative about their presenting concerns, because if causes are
presented in a general manner or in a group setting then consumers might not identify it as a
possible cause for their mental illness and may just think of it as a cause for mental illness in
general. Moreover, it would be important to “check in” with consumers after raising causes to
explore whether discussing causes had a negative impact on factors such as self-stigma or
motivation to engage with treatment. Mental health professionals should inquire about
consumers’ causal beliefs and these beliefs should help inform treatment. Consumers are more
likely to engage in treatment and adhere to treatment recommendations if their causal beliefs are
considered in the process. Below is a brief example of how I have tried to incorporate some of
the aspects of addressing causal beliefs with consumers into my own therapeutic work.
I work in a Dialectical Behaviour Therapy (DBT) Program in which discussing the
biosocial model (which is equivalent to the biopsychosocial model) with consumers is a part of
the initial stages of treatment (Linehan, 1993). This is done both in a group setting where
information is provided to consumers in a general sense and in individual sessions with
consumers. While Linehan’s gold standard DBT book indicates that this is a crucial element of
the program it does not outline how this should best be discussed with consumers. This is
consistent with findings of this thesis in which mental health professionals identify that while
addressing causal beliefs with consumers is important, none of them were directly taught a
method to do so and had to develop their own method as a result (paper four). I have noticed
that I get the most positive reaction in terms of engagement and understanding if I describe the
biosocial model and link it directly to the consumer’s presenting concerns. I often do this by
explaining the concept of the biosocial model and then ask consumers to talk about the factors
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which they think contributed to their mental illness, and writing these on a white board under the
headings “bio” and “social”.
Recently, I started working with someone who had been in therapy for several years but
who told me that they had never had the opportunity to make sense of their experiences through
this lens. It is common for me to start working with consumers who have received treatment for
several years and have not explored factors that contribute to their mental illness, which is also
what consumers who participated in this research reported (paper six). I was aware that both my
practice in DBT and my research for this dissertation made me focus on these biogenetic and
social domains. In my clinical experience, I came to realise that some consumers do find value
in having the time and space to explore all the different factors that contributed to the
development of their mental illness as well as factors which may be contributing to the
maintenance of their illness. For some of the consumers I have worked with, the conversation on
causes appears to have a big impact on increasing their understanding of their mental illness and
reducing self-blame and shame. While I know the potential impact that addressing causal beliefs
can have in treatment, I was recently taken aback by the response of a consumer I am working
with, who cried with relief and described how the discussion had increased her understanding of
her mental illness. Subsequently, I feel like our therapeutic relationship has improved and her
motivation to engage in the DBT Program appears to have increased. I have also noticed that
consumers’ thoughts and feelings about the causes of their mental illness might change
throughout treatment. For example, at times consumers can be initially relieved to learn about
biogenetic factors, and later feel frustrated by these biogenetic factors. As such, I encourage
consumers to discuss any concerns about causes with me if needed, while also committing to
“checking in” with them in future sessions on this topic. Reflecting on my own clinical
experience and the findings of this research program, I have concluded that discussing causes
and causal beliefs in a collaborative manner with consumers is a fundamental component of the
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treatment process. Providing consumers with the space to explore their causal beliefs in
treatment will likely improve engagement and the therapeutic relationship, and lead to positive
treatment outcomes.
10.3.3.3 Mental health professionals’ causal beliefs and treatment.
The research presented in this thesis demonstrates that mental health professionals’
causal beliefs impact their perceptions towards consumers and the treatment process. For
instance, mental health professionals’ causal beliefs influenced how effective they thought
treatment would be, along with influencing the approach that they would recommend for
consumers. The systematic review (paper one) indicated that endorsement of biogenetic causal
beliefs was associated with medication being viewed as being effective, while psychotherapy
was viewed as less effective if mental illness was viewed as being caused by biogenetic factors.
This suggests that treatment which is viewed as being congruent with causal beliefs may be
viewed as more effective by mental health professionals. During the interviews, mental health
professionals also discussed this point stating that their causal beliefs guided their formulation
and treatment choice.
The systematic review highlighted that mental health professionals’ causal beliefs may
impact perceived treatment utility and their belief that they can provide effective treatment.
Mental health professionals also discussed this concern in the interviews, with one participant
stating, “sometimes the cause may make me feel like, it kind of doesn't matter what I do or say,
this [mental illness] is just going to continue as it is, and not much is going to change it.” If
mental health professionals feel they cannot provide effective treatment, it will likely increase
prognostic pessimism and decrease hope that the consumer can recover. Mental health
professionals’ ability to encourage and maintain hope in consumers is argued to be an important
aspect of assisting the motivation in consumers which is necessary for the recovery process
(Russinova, 1999). Additionally, mental health professionals’ causal beliefs play a role in
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empathy towards consumers, which is an important aspect of building a therapeutic relationship
and of treatment outcomes (Lebowitz & Ahn, 2014). As such, it is important that mental health
professionals self-reflect and identify how their causal beliefs may influence their perception of
consumers and their approach to treatment.
10.3.3.4 Barriers and considerations for addressing causal beliefs in treatment.
Both consumers and mental health professionals who participated in this research
program identified factors which should be considered when addressing causal beliefs in
treatment, often identifying the same factors (papers four and six). Consumers and mental health
professionals stated that timing was important and thought that causes should not be addressed
when a consumer is in crisis or acutely unwell. Consumers also mentioned that causes should be
discussed when the consumer was “ready” and that mental health professionals should ask
consumers if they want to discuss causes. While most mental health professionals in this study
stated that they ask consumers what their causal beliefs are, consumers reported that mental
health professionals rarely asked about their causal beliefs. Consumers thought that a range of
causes should be discussed and that it would be harmful if mental health professionals tried to
impose their own causal beliefs on the consumers. In line with this, mental health professionals
identified that if they do not share the same causal beliefs as consumers they would ensure that
they did not “push” their own beliefs on consumers. Additionally, consumers and mental health
professionals thought that an established therapeutic relationship was helpful when addressing
causes.
Mental health professionals stated that they would often try to discuss causes in a general
and conversational manner with consumers and incorporate this into the discussion around
presenting concerns. Consumers stated that they were unlikely to initiate the conversation about
causes in treatment, thus mental health professionals need to take responsibility for addressing
causes. However, some mental health professionals stated that they would address causes only
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once consumers asked about them. This presents a problem and may explain the finding that
consumers thought that causes had not been adequately addressed in their treatment.
Mental health professionals also identified several barriers to discussing causal beliefs
with consumers. Time constraints often impacted mental health professionals’ ability to discuss
causes with consumers. Depending on the treatment setting, some mental health professionals
may spend limited time with consumers or work in shifts with consumers and may make the
assumption that causes have already been discussed by another mental health professional (e.g.,
in a hospital setting). Therefore, it may be beneficial to examine brief interventions or methods
to explore causes with consumers when in settings where mental health professionals have time
constraints.
Some mental health professionals also identified they felt uncomfortable and lacked
confidence addressing causal beliefs with consumers, and were concerned that addressing causes
may lead consumers to feel blamed or have a negative impact on rapport and engagement.
Furthermore, a few mental health professionals were unsure if it was their role to address causes
with consumers. This finding highlights the importance of increasing training for mental health
professionals which focuses on addressing causal beliefs with consumers.
10.3.4 Implications for the training of mental health professionals.
The way in which causal beliefs are addressed in the training of mental health
professionals should be considered to ensure that negative impacts are reduced. Mental health
professionals thought that a combination of theory learned in formal training and clinical
experiences had influenced their approach to addressing causal beliefs in treatment. Many
mentioned that discussions with supervisors had influenced their method. Therefore, it could be
effective to train supervisors in ways to explore how supervisees manage and address causal
beliefs with consumers. For instance, in order to provide formal supervision, psychologists in
Australia must do a 20 hours accredited training course which covers a variety of skills and
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includes assessment items. A component of this training could be encouraging supervisors to get
psychologists to reflect on their causal beliefs and how these beliefs influence their approach to
treatment and how they address causes with consumers.
Causal beliefs should be addressed in formal training, however results from this research
program indicate that this is not happening. None of the mental health professionals who
participated in this study had been taught how to address causal beliefs with consumers (paper
four). Instead, they appear to draw on their theoretical knowledge learned in their formal
training and then rely on observation of senior clinicians, or trial and error, to develop their own
method of addressing causal beliefs with consumers. While clinical experience and learning
from supervisors is important to ongoing development, learning how to address causal beliefs
with consumers during formal education may help increase the effectiveness and consistency in
discussing causal beliefs in treatment. An increased focus on addressing causal beliefs with
consumers during formal education may, therefore, lead to improved therapeutic outcomes and
engagement in treatment for consumers. Therefore, considering how to teach causal factors to
mental health professionals in a manner which does not negatively impact their perceptions and
emotional reactions towards consumers is an important aspect of providing effective services.

10.4 Strengths and Limitations
A strength of this research is the inclusion of both mental health professionals and
consumers in the same research program. This enabled the views of both primary parties in the
treatment process (i.e., the consumer and the mental health professional) to be considered
simultaneously, highlighting the similarities and differences between these two distinct groups to
provide a more holistic picture of the role that causal beliefs play in the treatment process. For
example, the finding that consumers felt as though causal beliefs were not addressed frequently
or adequately in their therapy, in conjunction with the finding that most mental health
professionals stated they discussed causal beliefs, suggests that the way causal beliefs are
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currently being addressed in treatment may not be meeting the expectations and needs of
consumers. This understanding would not have been reached if only one of these groups was
included, and shows the expansion benefit of mixed methods research. Additionally, focusing on
the role of causal beliefs in the treatment processes adds a unique contribution to the
understanding of relationships between causal beliefs and perceptions of mental illness.
The World Health Organisation (2013) emphasises the importance of including the voice
of consumers in research to help understand consumers’ opinions and lived experiences with
mental illness. Moreover, the Australian government also encourages consumers to be involved
and assist in improving service delivery and policy (National Mental Health Strategy, 2009). In
line with these recommendations, this research program includes the voice of consumers and
acknowledges the expertise that consumers bring to understanding the illness and recovery
journey. Consumers were asked how causal beliefs should be addressed in treatment and what
factors mental health professionals should consider when discussing causes with treatment. The
knowledge I gained from the interviews with consumers regarding how to address causes in
treatment has helped me grow significantly as a mental health professional and has subsequently
influenced my approach when discussing causes with consumers. This thesis highlights the
importance of mental health professionals reflecting on their practice of addressing causal beliefs
with consumers.
A potential strength, and limitation, of this thesis is that specific mental illnesses were not
focused on, rather consumers presented with a range of mental illnesses, and interviews with
mental health professionals discussed mental illness primarily in general terms (i.e., unspecified
mental illness). Past research has shown that people have different causal beliefs for different
mental illnesses (Luderer & Böcker, 1993). Therefore, results of studies involving consumers
and mental health professionals may have differed if a particular mental illness was focused on.
However, focusing on mental illness in general also adds to the strength of this research in
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several ways. Unspecified mental illness has often been the focus of research on this topic with
the general public (Kvaale, Gottdiener, et al., 2013), and as such focusing on unspecified mental
illness may assist in making meaningful inferences between the populations in this study and
previous research on the general public. Additionally, consumers often have several mental
illnesses and do not agree with the diagnosis that they have received (Sayre, 2000). As such,
focusing on consumers that self-identified as having a mental illness, rather than focusing on a
diagnosis of a particular mental illness, ensured that participants identified as being part of a
stigmatised group (i.e., people with mental illness). This was important given that one of the
aims of this study was to explore perceptions of mental illness and stigma, and the extent to
which individuals identify with a stigmatised group influences their experience of stigma and
perceptions of their illness (Brown et al., 2007; Corrigan & Watson, 2002b).
A range of mental health professionals (psychiatrists, psychologists, nurses, occupational
therapists, and social workers) were included in this research program. Previous research has
shown that different mental health professionals may be more likely to endorse certain causal
beliefs due to their training. As such, it is possible that if the focus of this research was on a
certain mental health profession, or that differences between professions were explored, findings
may have varied. However, focusing on a range of mental health professions is likely to be more
reflective of the mental health services that consumers generally face. Several government
mental health agencies in Australia are multidisciplinary (Select Committee on Mental Health,
2006). As such consumers would see a range of mental health professionals, and often generic
terms such as clinician are used and the consumer may not be aware of what discipline a mental
health professional is from.
This study did not explore cultural elements of causal beliefs, and how cultural
differences in causal beliefs should be addressed in treatment. Different cultures have different
understandings of mental illness and as a result cultural differences may result in the

233
endorsement of different causal beliefs. This is important to consider in a therapeutic context,
particularly as the Australian Psychological Society (2007) code of ethics highlights the
importance of psychologists being able to work with people from all cultural backgrounds.
10.5 Future Research Directions
The current research program adds to the limited research available which explores the
role that causal beliefs have in the treatment process. In addition, the findings add to the body of
literature examining causal beliefs and perceptions of, and stigma towards, mental illness.
Findings from this research program indicate that causal beliefs play a significant role in several
areas of the treatment process and these warrant further investigation given the potential impact
that addressing causal beliefs in treatment may have on treatment outcomes. There are several
avenues which future research could take to explore the role of causal beliefs in the treatment
process. For instance, future research should explore the relationship between causal beliefs and
treatment outcomes in a more direct manner by assessing causal beliefs prior to and after
treatment and then exploring other treatment factors such as engagement, treatment continuation,
and treatment outcomes.
Mental health professionals in this research reported that they had not received explicit
training about how to address causes with consumers, with several mental health professionals
indicating that they only briefly explored the causes of mental illness in their training.
Understandably, some mental health professionals noted that they did not feel confident
addressing causes with consumers. Therefore, it would be important to develop and evaluate
methods for training mental health professionals to address causal beliefs in the treatment
process in a manner which is beneficial to recovery. It would be vital to include consumers in
this process, as their insight on the topic would contribute to more effective training programs.
Consumers reported that their causal beliefs had a positive impact on their perception
towards themselves and their illness (e.g., by reducing self-blame and increasing acceptance of
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their illness). All consumers who participated in this study were residing in the community and
it is likely that they are further along in their recovery compared to consumers receiving
treatment in acute mental health settings. Therefore, it is possible that participants in this study
had already accepted their mental illness and had an increased understanding of their illness, and
it is unclear to what extent their causal beliefs influenced this. It is possible that consumers’
causal beliefs when they first become unwell might be different to their causal beliefs later in the
recovery journey. Interviews in this thesis were conducted at a single point in time which does
not provide a picture of how causal beliefs evolve. As such, it would be interesting to investigate
how the impact of causal beliefs (and types of beliefs endorsed) changes over course of illness
and course of treatment. Likewise, mental health professionals’ causal beliefs appear to change
with professional experience (paper three), and it would be helpful to understand more about
how mental health professionals’ causal beliefs change and how this related to their approach to
treatment. Increased understanding into how causal beliefs of mental health professionals and
consumers change during the treatment process would help guide efforts to increase helpseeking, and to inform methods for early therapeutic engagement with consumers, which would
optimise treatment engagement and adherence.

10.6 Overall Contribution of the Thesis and Conclusions
This thesis by published works provides a holistic examination of mental health
professionals’ and consumers’ causal beliefs and how these causal beliefs influence perceptions
of mental illness, stigma, and aspects of the treatment process. Results contribute to conceptual
knowledge in this area by exploring how findings relate to previous research and frameworks.
Additionally, an extension to previous frameworks is proposed to encompass the findings from
this research program. This thesis contributes significantly to the topic by exploring the views of
mental health professionals and consumers regarding the role that causal beliefs play in the
treatment process and discussing the clinical implications associated with causal beliefs.
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Mental health professionals and consumers identified that causal beliefs, and how causal
beliefs are addressed in the treatment process, can have a significant impact on therapeutic
outcomes. Causal beliefs were found to influence emotional responses such as blame,
powerlessness, and empathy which affect factors such as stigma, self-stigma, and prognosis.
They were also found to influence treatment variables such as treatment choice and adherence,
symptom management, and engagement. This research demonstrates the importance of
considering the causal beliefs of both mental health professionals and consumers in providing
effective treatment.
Given mental health services are often limited and that many people with mental illness
do not seek help, it is important to ensure that efforts to promote mental health literacy and
stigma reduction, along with treatment and services provided to people with mental illness, are
effective. The present thesis provides significant insight into the relationships between causal
beliefs and perceptions of mental illness and the treatment process. However, the research
program also identified that many consumers were dissatisfied with how causal beliefs were
addressed in treatment and felt that the public had a negative view of people with mental illness.
These findings suggest that improvements in how causal beliefs are addressed in treatment are
necessary, and efforts to improve the general public’s perception of mental illness are still
needed. However, the fact that stigma can be altered, perceptions can change, and treatment
provided can improve, offers hope that with ongoing attempts to improve our understanding of
mental illness we can help improve the quality of life for people living with mental illness.
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Appendix A: Mental Health Professionals Quantitative Survey – Recruitment email
To the BEST psychology lecturers in the world!!!!
Now that you are feeling all warm and fuzzy I need a favour 
I am currently completing my PhD in Clinical Psychology here at the University of Canberra and
the first part of my study will look at psychology students' perceptions of mental illnesses.
I was wondering if you would be able to help me out by putting an advertisement for my study
up on your psychology unit’s moodle pages (this has been approved by ethics). The
advertisement will also have the link to my survey which students will be able to complete online
in their own time. It would also be very helpful if you could remind your students how valuable
it is when they participate in research projects at UC.
If you are interested in helping me out please email me and let me know.
Thank you very much for your time.
Josie Larkings
PhD (Clinical Psych) Candidate
University of Canberra
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Appendix B: Mental Health Professionals Quantitative Survey - Advertisement

Research Participation Opportunity
Win prizes and get research participation!!!!
“Perceptions of Mental Illnesses”
All psychology students can participate

 All you need to do is fill in a questionnaire which will take about 15 mins
 30mins research participation for 1st year psych students.
 All participants will be eligible to go into the draw for prizes of $100 gift
vouchers
 Just click on the link below to participate in this study
http://canberrahealth.qualtrics.com/SE/?SID=SV_cTodFZX71N1zGra
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Appendix C: Mental Health Professionals Quantitative Survey - Participant Information Form
Participant Information Form

Project Title: Perceptions of Mental Illness
Principal Researcher:
Mrs Josephine Larkings (PhD student)
Faculty of Health, University of Canberra
Supervisor:
Dr Patricia Brown, PhD
Faculty of Health, University of Canberra

 The aim of this study is to assess participants’ perceptions of people with a mental illness. The
study aims to provide further insight into the underlying psychological reasons for the
perceptions held about mental illness and the relationship between perceptions and contact.
 Participants (approx. 300) for this project will be recruited from first year psychology through to
Masters in psychology units at the University of Canberra. Participation will involve completion
of an anonymous questionnaire. Participants will be asked to compete this questionnaire during
the first few weeks of Semester 1, 2011. Results will form part of a thesis to be completed by the
principal researcher studying the Doctor in Philosophy in Clinical Psychology at the University of
Canberra.
 Participants will be asked to complete the questionnaire which will take approx. 15-20 minutes to
complete. By participating in this study, first-year psychology students at the University of
Canberra will receive 30 minutes of course credit. All participants will go into the draw to win a
$100 Westfield gift voucher. Participation in this study is voluntary. Participants are free to
withdraw their participation at any time without penalty.
 It is not anticipated that completion of the project will present any risks to participants. Some
participants may feel uncomfortable completing some questions in which case they should leave
these items blank. Counselling can be obtained from the University’s counselling service (ph:
6201 2531 ) or Lifeline (ph: 13 11 14) should the need arise after completion of the study.
 The identities of participants are confidential. No identifying information will be collected. No
one, other than the researchers, will have access to data collected. All data will be secured, stored
and disposed of according to University guidelines (stored at the University for 5 years). No
individual data will be disclosed.
 This study has been approved by the University of Canberra Committee for Ethics in Human
Research.
 A summary of the study’s results will be available to interested participants from late December,
2011, from Mrs Josephine Larkings (ph: 6
email:
). Any
queries about the project can be directed to the principal researcher (Mrs Josephine Larkings).
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Appendix D: Mental Health Professionals Quantitative Survey - Online Participant Consent
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Appendix E: Mental Health Professionals Quantitative Survey - Online Survey
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Appendix F: Mental Health Professionals Qualitative Study - Recruitment email

Personalised emails were sent to potential participants, see below for example:
Hi [name removed]
I hope you had fun at the Christmas party yesterday. What Secret Santa gift did you end up
getting? I was wondering if you would be interested in participating in a study for my PhD. If
would involve me interviewing you and asking you some questions around your beliefs on the
causes of mental illness and how this influences your treatment plan etc (I’ve attached some info
in my study if you are interested). The interview should go for about 30-45mins and you get 2
movie tickets as a small thank you for your time. But if you’re not interested that is absolutely
fine. Let me know if you have and questions/concerns etc.
Kind Regards,
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Appendix G: Mental Health Professionals Qualitative Study - Participant Information Form
Parti

Participant Information
Project Title
Exploring causal beliefs among mental health professionals.

Researcher

Supervisor

Josie Larkings
Psychologist
PhD (Clinical Psychology) Candidate
Psychology, Faculty of Health
University of Canberra ACT 2601
Email:

Dr Patricia Brown
Psychology, Faculty of Health
University of Canberra ACT 2601
Ph:
Email:

If you would like to participate or would like more information please contact Josie Larkings
via email: Josie.Larkings@canberra.edu.au
Project Aim and Benefits
The aim of this study is to explore the views and beliefs that mental health professionals have around
the causes of mental illness. This study aims to investigate what causal beliefs mental health
professionals endorse, and the possible impacts that endorsing these beliefs have on the treatment
process. Moreover, participants expertise and experience will be utilised to explore experiences of
addressing causal beliefs with consumers and the impact this had on the treatment process. The
information gained from the research will be used to provide further insight into the impact that causal
beliefs have on perceptions of mental illness within a clinical context.

General Outline of the Project and Participant Involvement
People who self-identify as being mental health professionals, within the ACT, will be sought to
participate in a brief interview regarding their beliefs around the causes of mental illness and opinions
on if and how causal beliefs should be addressed with clients in the therapeutic process. The interview
will ask participants about the causal beliefs that they endorse, and the impact these beliefs have on the
treatment process will be explored. Participants will also be asked their opinion on how causal beliefs
may or may not be beneficial in the treatment process. Individuals who agree to participate in the
research will be asked to take part in an individual interview with the researcher at a time and place that
is convenient and agreed to by the participant. The interview will take approximately 30 – 45 minutes
and will be audio-taped and transcribed with participants’ permission. A transcript of the interview may
be requested for checking.
Participation in the research is completely voluntary. Individuals may, without any penalty, decline to
take part or withdraw at any time without providing an explanation, or refuse to answer a question.
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The information obtained from the interviews will be analysed to identify common themes. While direct
quotes may be used to illustrate the common themes, care will be taken to ensure that these do not
identify any individual.
There is little anticipated risk to participants involved in this study. However, should individuals find any
of the questions distressing, please contact Lifeline on 13 11 14. Lifeline is a free and confidential
service.
The results of the research will be written up as part of a PhD thesis and may be used in publications and
conference presentations. A summary of the results will be available from the researcher on request.

Confidentiality and Anonymity
Participation in this research is confidential. All information collected from participants will be stored
securely and only the researcher will have access to the individual information provided by participants.
Individual responses will be grouped together with all other responses. No one person’s responses will
be identifiable. Anonymity and confidentiality of responses will be assured by reporting only general
themes from the interview and using only non-identifying quotes.

Data Storage
The information collected will be stored securely on a password protected computer throughout the
project and then stored at the University of Canberra for the required five year period after which it will
be destroyed according to university protocols.

Ethics Committee Clearance
The project has been approved by the Committee for Ethics in Human Research of the University of
Canberra.

Queries and Concerns
Queries or concerns regarding the research can be directed to the researcher, Josie Larkings, whose
contact details are at the top of this form.
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Appendix H: Mental Health Professionals Qualitative Study - Participant Consent Form

Participant Consent Form
Project Title
Exploring causal beliefs among people who identify as having a mental illness.
Consent Statement
I have read and understood the information about the research. I am not aware of any
condition that would prevent my participation, and I agree to participate in this project. I
understand that the information gathered in this interview will be used for research
purposes only and all information gathered will be de-identified. I have had the opportunity
to ask questions about my participation in the research. All questions I have asked have
been answered to my satisfaction.
(Please tick)



I agree to audio recording of the interview.

Name……………………………………………………………………….……………………

Signature………….........................................................……………………

Date ………………………………….

A summary of the research results will be available to interested participants from late
December, 2013. If you would like to receive a copy of the report, please include your email
address below.

Name…………………………………………………………………………….…………….....
Email………………………………………..……………………………………….…………
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Appendix I: Mental Health Professionals Qualitative Study – Interview Schedule

Semi-structured interview schedule for mental health professionals
Interview question
What do you believe the causes of
mental illness are?

Prompts or follow up questions
 You may believe there are many different causes
of mental illness, what are some of the possible
causes?
 Do you think there are certain factors which are
the main causes of mental illness?
 Do you think different mental illnesses are
caused by different causes?

What do you think has influenced the 
development of your causal beliefs?


Where you taught about the causes of mental
illness in your training?
Has your clinical experience influenced your
causal beliefs? How?




In what ways?
Do your beliefs around the causes of mental
illness impact any of your behaviours?
Do you think your beliefs have an impact on
your prognosis?

Do you think that your beliefs about
the causes of mental illness influence
your view of people with mental
illness?



Do you think that your beliefs about 
the causes of mental illness impact on
your treatment plan or view of

prognosis?
Do you discuss causes of mental
illness with clients?





What impact do causal beliefs have in 
the treatment process for clients?



Do your beliefs about causes help guide your
treatment plan or formulation?
Do your beliefs about causes of help guide the
type of treatment you provide?
Do you think causes are important to discuss
with your clients?
When would you discuss causes with your
clients?
What would prevent you from discussing causes
with your client?
Is there a certain cause that would be most
beneficial for the client to know about? Why?
What have your experiences been when
discussing causes with clients?
Do clients’ causal beliefs impact the way that
they approach treatment?
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Appendix J: Consumers Qualitative Study - Email regarding recruitment
Mental Illness Research Project (Flyer and Study Info attached)
Dear ...
I am a student at the University of Canberra currently completing my PhD in Clinical
Psychology. I am interested in exploring the impact that perceived causes of mental illness have
on perceptions of mental illness.
I am currently conducting a study titled Exploring causal beliefs among people who identify as
having a mental illness, which has been approved by the Committee for Ethics in Human
Research of the University of Canberra. I was hoping for your assistance in recruiting
participants.
I am looking for people who self-identify as having a mental illness who may be interested in
participating in a brief interview regarding their beliefs around the causes of mental illness and
their experience of discrimination in relation to causal beliefs. The interview is expected take
about 20 – 40 minutes and all participants will receive a movie voucher in appreciation for their
time.
I was hoping that people who were affiliated with your organization may be interested in
participating. Interviews will take place at the University of Canberra or if possible and more
convenient for the participants I could come to your organisation.
I am recruiting participants through a snowball process so was hoping that you could pass this on
to people who self-identify has having a mental illness that you think might be interested in
participating. Moreover, I've attached a flyer with information on my study and if you thought it
was appropriate I was hoping you could display it at your organisation (I could send a flyer if
that is more convenient for you).
If you have any additional questions please don't hesitate to contact me. I look forward to hearing
from you.

Kind Regards,
Josie Larkings
Psychologist
PhD (Clinical Psychology) Candidate
University of Canberra
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Appendix K: Consumers Qualitative Study - Advertisement Flyer
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Appendix L: Consumers Qualitative Study - Participant Information Form

Participant Information
Project Title
Exploring causal beliefs among people who identify as having a mental illness.

Researcher

Supervisor

Josie Larkings
Psychologist
PhD (Clinical Psychology) Candidate
Psychology, Faculty of Health
University of Canberra ACT 2601
Ph:
Email:

Dr Patricia Brown
Psychology, Faculty of Health
University of Canberra ACT 2601
Ph:
Email:

Project Aim and Benefits
The aim of this study is to explore the views and beliefs that people with a mental illness have around
the causes of mental illness. This study aims to investigate what causal beliefs people with mental illness
endorse, and the possible impacts that endorsing these beliefs have. Moreover, this study will explore
the causal beliefs participants believe the general public endorse and the possible impact of these
beliefs. The information gained from the research will be used to provide further insight into the impact
that causal beliefs have on people with a mental illness and perceptions of mental illness.

General Outline of the Project and Participant Involvement
People who self-identify as having a mental illness, within the ACT, will be sought to participate in a brief
interview regarding their beliefs around the causes of mental illness and their experience of
discrimination in relation to causal beliefs. The interview will ask participants about the causal beliefs
that they endorse, and the impact these beliefs have will be explored. Participants will also be asked
about their perception of the general public’s causal beliefs about mental illness, and the impact these
beliefs have on their behaviours towards people with a mental illness. Individuals who agree to
participate in the research will be asked to take part in an individual interview with the researcher at a
time and place that is convenient and agreed to by the participant. The interview will take
approximately 20 – 40 minutes and be audio-taped and transcribed with participants’ permission. A
transcript of the interview may be requested for checking.
Participation in the research is completely voluntary. Individuals may, without any penalty, decline to
take part or withdraw at any time without providing an explanation, or refuse to answer a question.
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The information obtained from the interviews will be analysed to identify common themes. While direct
quotes may be used to illustrate the common themes, care will be taken to ensure that these do not
identify any individual.
There is little anticipated risk to participants involved in this study. However, should individuals find any
of the questions distressing, please contact Lifeline on 13 11 14. Lifeline is a free and confidential
service.
The results of the research will be written up as part of a PhD thesis and may be used in publications and
conference presentations. A summary of the results will be available from the researcher on request.

Confidentiality and Anonymity
Participation in this research is confidential. All information collected from participants will be stored
securely and only the researcher will have access to the individual information provided by participants.
Individual responses will be grouped together with all other responses. No one person’s responses will
be identifiable. Anonymity and confidentiality of responses will be assured by reporting only general
themes from the interview and using only non-identifying quotes.

Data Storage
The information collected will be stored securely on a password protected computer throughout the
project and then stored at the University of Canberra for the required five year period after which it will
be destroyed according to university protocols.

Ethics Committee Clearance
The project has been approved by the Committee for Ethics in Human Research of the University of
Canberra.

Queries and Concerns
Queries or concerns regarding the research can be directed to the researcher, Josie Larkings, whose
contact details are at the top of this form.

299
Appendix M: Consumers Qualitative Study – Consent Form

Participant Consent Form
Project Title
Exploring causal beliefs among people with mental illness.
Consent Statement
I have read and understood the information about the research. I am not aware of any
condition that would prevent my participation, and I agree to participate in this project. I
understand that the information gathered in this interview will be used for research
purposes only and all information gathered will be de-identified. I have had the opportunity
to ask questions about my participation in the research. All questions I have asked have
been answered to my satisfaction.
(Please tick)



I agree to audio recording of the interview.

Name……………………………………………………………………….……………………

Signature………….........................................................……………………

Date ………………………………….

A summary of the research results will be available to interested participants from late
December, 2013. If you would like to receive a copy of the report, please include your email
address below.

Name…………………………………………………………………………….…………….....…

Email………………………………………..……………………………………….…………
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Appendix N: Consumers Qualitative Study – Interview Schedule

Semi-structured interview schedule for consumers
Interview question
What do you think are the causes
of mental illness?

Prompts or follow up questions
 Is there a main cause?
 Does anything make people more likely to develop
mental illness?
 Are there things people can do to avoid developing
a mental illness?
 Are all mental illnesses caused by the same factors?

Have you thought about what
caused your mental illness?




What do you think are the causes of your mental
illness?
If a friend asked you 'why do you have a mental
illness' How would you respond?

Have your causal beliefs impacted
the way you view your mental
illness?



How do your beliefs about the 'causes' of your
mental illness make you feel about yourself?

Has anyone told you what caused
your mental illness?



Have you asked anyone what caused your mental
illness?
Have you tried to find out what caused your mental
illness?
Are knowing the causes of your mental illness
important? Why?



Did causes get discussed in your
treatment?




Have you ever had different beliefs 
from a health professional about
the causes of your mental illness?
What do the general public think

causes mental illness?


Some people think if we view

mental illness like "any other
illness" that this will help to reduce
stigma. What do you think?

Should causes be discussed? Why? (prompt for
both positive and negative consequences)
What should be considered when health
professionals talk about causes in treatment?
What impact did this have?

Do the public's causal beliefs impact on the way
they view and treat people with mental illness?
If the public had different causal beliefs would it
change discrimination or stigma?
What causes beliefs would be the most useful in
reducing stigma?
What would be the positives or negatives of this
approach?
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Appendix O: Mental Health Professionals Quantitative Survey - Ethics Approval
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Appendix P: Mental Health Professionals Qualitative Study - Ethics Approval
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Appendix Q: Consumers Qualitative Study - Ethics Approval
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"We rise to great heights by a winding staircase of small steps."
- Francis Bacon

I hope this research is a tiny step towards reducing mental illness stigma and improving the
services provided and quality of life for people enduring mental illness.

