
Psychiatr ic Bul let in (2009), 33, 374^377. doi: 10.1192/pb.bp.108.021899

DAV E BA I L L I E , RO S EMAR I E M c C A BE AND S T E FAN P R I E B E

Aetiology of depression and schizophrenia: current views
of British psychiatrists

AIMS AND METHOD

A postal survey assessed current
views of a random sample of 154
British psychiatrists on aetiological
factors in depression and
schizophrenia.

RESULTS

Genetics, biochemical abnormalities
and substance misuse were

considered important factors in both
illnesses. Beyond that, psychiatrists
varied widely in their views.
Depression was viewed as a more
multifactorial condition with
psychological/social factors more
important, whereas biological
factors were considered more impor-
tant in schizophrenia. Aetiological
factors were thought to vary more in

depression than in schizophrenia and
discussing them was seen as more
important in patients with depression.

CLINICAL IMPLICATIONS

Psychiatrists’ attitudes are likely to
influence treatment. Patients may
encounter different views depending
on their illness and on the particular
psychiatrist’s views.

There is an increasing body of research evidence on what
factors contribute to the aetiology of mental illness.1 In
the aetiology of schizophrenia, a range of social and
psychological factors have been suggested, including
childhood abuse,2 parenting style/expressed emotion,
urban stress,3 inequality4 and abnormal thinking styles.5

A meta-analysis suggested a greater importance of
cognitive than biological variables.6 Similarly, depression
appears to have a multifactorial aetiology with research
supporting the role of genetic,7 biochemical and endo-
crine,8 psychological,9,10 and social factors.11

Some work has explored patients’ explanatory
models of illness.12-14 Yet little is known about the views
of psychiatrists, how consistent they are and to what
degree they reflect current evidence. If it is the case that
treatment satisfaction and therapeutic relationships are
influenced by (mis)match in doctor-patient explanatory
models of illness,15,16 psychiatrists’ views are as relevant
as patients’ views. The aim of this study was to identify
the views of practising British psychiatrists on the
aetiology of depression and schizophrenia, the variation
of aetiological factors from patient to patient, and the
importance of asking patients about their understanding
of illness.

Method

Sample

A postal survey was sent to a random sample of
consultant psychiatrists in July 2006. The names of all
1677 British consultants registered with the Royal College

of Psychiatrists as specialising in general and adult
psychiatry were organised alphabetically and a sample of
335 (20%) was selected by identifying every fifth name.
Non-responders were sent a second questionnaire 3
months later.

Questionnaire

A questionnaire on the aetiology of depression and
schizophrenia was adapted from Angermeyer &
Klusmann12 and piloted locally. It presented a list of 19
putative aetiological factors (Fig. 1) and asked the
participants to rate: (a) for each factor, their importance
on a five-point Likert scale (from 1, ‘definitely not a cause’
to 5, ‘definitely a cause’) for the aetiology of depression
or schizophrenia in a patient with a typical form of each
disorder; (b) how much these vary from patient to
patient; and (c) how important it is to ask patients about
their understanding of their illness (an open question).

The study was approved by the local research ethics
committee.

Statistics

Results are presented as percentages of respondents
who felt that a given factor is relevant (as shown by
choosing point 4 or 5 on the five-point Likert scale) or
are described as means. Significant differences between
proportions were tested using Pearson’s chi-squared test
and differences between means using independent
samples t-tests (SPSS, version 13 for Windows). Answers
to open questions were analysed for content.
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Results
Seven questionnaires were returned as the named clini-
cian no longer worked at the address and 154 of the
remaining 328 psychiatrists (47%) responded to the
questionnaire. Respondents were on average 47.0 years
old (s.d. = 8.5) and 17.5 years (s.d. = 7.9) since post-
graduate qualification; 69.6% were male. Two-thirds
(76.6%) described themselves as White, 15.5% as Asian,
1.9% as Black, 3.9% as coming from other ethnic back-
ground and 1.9% did not respond to this question.

The results are summarised in Fig. 1. Genetics,
biochemical abnormalities and alcohol/substance misuse
were considered important in both depression and schi-
zophrenia. Beyond that, there was considerable hetero-
geneity in psychiatrists’ views. For example, for the
aetiology of depression, as many considered parenting
style important as non-important; for the aetiology of
schizophrenia, as many considered urban stress important
as non-important. Depression was viewed as a more
multifactorial condition with psychological/social factors
considerably more important, whereas biological factors
were more important in schizophrenia.

Aetiological factors of depression

Nine factors were more important in depression than
schizophrenia. All save one (the effects of physical illness
(including pregnancy) w2 = 99.7, P50.001) were psycho-
logical or social: recent life events/loss (w2 = 104.875;
P50.001); relationship difficulties (w2 = 62.053;
P50.001); parenting style (w2 = 33.547; P50.001);
childhood factors (including neglect and abuse)
(w2 = 53.111; P50.001); social isolation (w2 = 19.689;
P50.001); unconscious conflict (w2 = 26.022; P50.001);

abnormal thinking/thinking errors (w2 = 16.847;
P50.001); general stress of modern life (w2 = 6.803;
P = 0.009); and lifestyle (w2 = 41.263; P50.001).

Aetiological factors of schizophrenia

Only four factors, all biological, were more important in
schizophrenia than in depression: genetics (w2 = 12.085;
P50.001); biochemical abnormalities and neurotrans-
mitter dysfunction (w2 = 10.0152; P = 0.001); prenatal
factors (w2 = 29.15; P50.001); and perinatal trauma
(w2 = 30.699; P50.001).

Variability of aetiological factors
Aetiological factors were thought to vary more among
patients with depression compared with those with
schizophrenia (4.51 v. 4.01, P50.001).

Discussing patients’ views

It was also deemed to be significantly more important to
ask patients with a diagnosis of depression about their
understanding of their illness than those with a diagnosis
of schizophrenia (4.79 v. 4.61, P = 0.008).

The reasons given by psychiatrists on why it is
important to ask about patient’s understanding of their
illness included:

. to develop an individual treatment plan in collabora-
tion with the patient (49.6% for depression v. 36.4%
for schizophrenia, P = 0.03) - ‘treatment needs to be
tailored to the patient’s needs, keeping inmind their
personal views’;

. to achieve treatment adherence (20.9% v. 28.7%, P
not significant (n/s)) - ‘to come to a sharedmodel
that will ensure adherence to treatment’;
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Fig. 1. Percentage of responding psychiatrists rating each factor as relevant to the aetiology of depression or schizophrenia.
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. to influence prognosis (8.2% v. 8.5%, n/s) - ‘patient’s
perception regarding their understanding of their
illness has a bearing on outcome’;

. to influence the therapeutic relationship as an active
therapeutic ingredient in its own right rather than
simply mediating better adherence17 (11.2% v. 25.6%,
P = 0.002) - ‘patients experiencing psychosis attach
meaning to that experience: understanding this
allows us to collaborate better in the long term’;

. for purposes of assessment, including assessment of
insight andpsychologicalmindedness (10.4% v.15.5%,
n/s)- ‘to establish if there is any insight into causative
factors and the development of the illness’;

. to gain a shared formulation (21.6% v.14%, n/s) - ‘so
that the patient and I have a better understanding of
precipitating factors and events’;

. for the purposes of education (13.4% v.12.4%, n/s) -
‘for psychoeducation’.

Discussion
The most striking finding of this study is the hetero-
geneity of psychiatrists’ views on factors playing a role in
the aetiology of depression and schizophrenia. Genetics
and biological abnormalities were considered important
by more than two-thirds of the sample in both
conditions. However, beyond that there was little
consistency in views with nothing ruled completely out or
in. To illustrate this inconsistency, genetic factors were not
rated by all of the sample, whereas supernatural factors
were rated by some psychiatrists, albeit only a handful.

A clear result is that depression is viewed as a more
multifactorial condition than schizophrenia and that
psychological and social factors are deemed to be more
important. Moreover, psychiatrists feel it is more
important to discuss aetiological factors with patients
with depression and that those factors are more likely to
vary from patient to patient than in schizophrenia.

Limitations

Considering the limitations of this study, although our
50% response rate is usual for a postal survey, we cannot
assume that these results would generalise to all general
adult psychiatrists. In addition, we used a standardised
questionnaire that relied on lists of potentially crude
categories (e.g. personality traits) which may mean
different things to different respondents. This may have
introduced some random error, thus reducing the direct
comparability of results across respondents. The
questionnaire also asked respondents to consider a
typical patient and patients vary widely in clinical practice.

Do these views reflect the evidence or interpretation
of the evidence? It is not so much that biological factors
differ between depression and schizophrenia but that
psychological/social factors are acknowledged by many
more psychiatrists in depression but not in schizophrenia.
Interestingly, urban stress is the one exception, a
psychological/social factor of equal importance in

depression and schizophrenia, which might reflect
findings of higher morbidity in urban areas.3

Clinical implications

Although this is not a study of the evidence per se, it is a
valid picture of psychiatrists’ perception of what matters
aetiologically and may reflect what will be conveyed to
patients in clinical practice. It may be a reason to consider
more flexibility in matching patients to doctors with
similar explanatory models. How do psychiatrists’ views
compare with those of patients? In relation to schizo-
phrenia, 66% of patients cite psychosocial stress as
causative, whereas 27% thought heredity and 29% other
biological causes relevant.18 When encountering
psychiatrists, patients with schizophrenia are likely to
meet a different mindset than if they had a diagnosis of
depression. This may not complement their own views on
causative factors in their illness, which has implications
for ongoing treatment planning and management.

That psychiatrists consider biological factors as more
important in the aetiology of schizophrenia may have
several underlying reasons. It has been suggested that
aggressive and misleading psychiatric drug promotion
reinforces perceptions of biological causes to mental
illness,19 although it is not obvious why this should affect
the views on schizophrenia more than those on depres-
sion. Considering schizophrenia as more biologically
determined than depression is arguably a traditional view
in psychiatry, which may both influence and result from
the stronger research focus on biological factors in schi-
zophrenia,20,21 and the limited provision of psychological
treatments for patients with schizophrenia. Our findings
are more congruent with an ad hoc survey at the annual
American Psychiatric Association meeting in 1987 where
63% of participants predicted that within 25 years the
diagnosis of schizophrenia would be replaced by a specific
biologically defined disease category.12

In mental illness, perceived biological aetiology is
associated by lay persons with increased perceived
unpredictability, dangerousness and social distance,22

compounding stigma and undermining the rationale of
recent anti-stigma campaigns. If schizophrenia is
considered to have a predominantly biological aetiology,
this has considerable implications on how patients
diagnosed with this condition are perceived and treated.
That these assumptions are also held by psychiatrists is an
issue that may need to be addressed in training and
practice.

Conclusions
What psychiatrists actually think about the aetiology of
mental disorders and the importance of asking patients
about their views will have an impact on practice more
than the research evidence. This study shows that
psychiatrists vary widely in their views and hold disorder-
specific views, which means that patients are likely to
encounter different views depending on their illness and
their psychiatrist. This has clinical relevance that could be
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addressed in training and practice. With increasing
specialisation, patients often experience multiple moves
between different teams and treating psychiatrists.
Awareness that it is not just patients but also psychia-
trists who hold quite varied views regarding the aetiology
of mental illness may make it more possible to sit with
the considerable uncertainty regarding the cause of
chronic mental disorder, and allow open and frank
discussions with patients, which may enhance therapeutic
relationships and recovery.

Declaration of interest
None.

References
1 Picchioni MM, Murray RM.

Schizophrenia. BMJ 2007; 335:
91-5.

2 Bebbington PE, Bhugra D, BrughaT,
Singleton N, Farrell M, Jenkins R,
et al. Psychosis, victimisation and
childhood disadvantage. Evidence
from the second British National
Survey of Psychiatric Morbidity.
BrJ Psychiatry 2004; 185:
220-6.

3 Sundquist K, Frank G, Sundquist J.
Urbanisation and incidence of
psychosis and depression. Follow-
up study of 4.4 million women and
men in Sweden. BrJ Psychiatry
2004; 184: 293-8.

4 Boydell J,Van Os J, McKenzie K,
Murray R.The association of
inequality with the incidence of
schizophrenia- an ecological

study. Soc Psychiatry Psychiatr
Epidemiol 2004; 39: 597-9.

5 Bentall RP, Fernyhough C, Morrison
AP, Lewis S, Corcoran R. Prospects
for a cognitive-developmental
account of psychotic experiences.
BrJ Clin Psychol 2007; 46:155-73.

6 Heinrichs R.The end of the
beginning. In Search of Madness:
Schizophrenia and Neuroscience:
248-60. Oxford University Press,
2001.

7 Kendler L, Prsecott C. A population
based twin study of lifetime major
depression inmen and women.
Arch Gen Psychiatry1999; 56:
39-44.

8 Goodwin G. Neurobiological
aetiology of affective disorders. In
New OxfordTextbook of Psychiatry
(eds MGelder, J Lopez-Ibor, N

Psychiatr ic Bul let in (2009), 33, 377^380. doi: 10.1192/pb.bp.108.022368

FA I - Z� A Z A DA RW I C H E , S HOA I B T Y I UGR ADA R AND T R E VOR TURN ER

Junior doctors’ knowledge and practice
of electrocardiographic monitoring for high-risk
patients receiving antipsychotic medications

AIMS AND METHOD

The risk of developing fatal tachy-
arrhythmias can increase in patients
receiving antipsychotic medication.
Two surveys were conducted, one to
evaluate junior doctors’ knowledge
of the QTc interval and the second to
investigate the experience of
electrocardiographic (ECG)

monitoring among patients on four
acute psychiatric wards.

RESULTS

The first survey revealed that junior
doctors were lacking in knowledge
regarding the QTc interval. The
second revealed that ECG monitoring
of high-risk patients was inadequate.
Half of the high-risk patients who

required an ECG were not given one,
whereas 6% who did not require one
still received this investigation.

CLINICAL IMPLICATIONS

There is a need to increase knowledge
about the cardiac risk of antipsychotic
medication on psychiatric wards.
Following simple recommendations
could improve clinical practice.

The overall life expectancy of people who receive

psychiatric treatment is lower than that of the general

population.1 This is attributed to factors such as

comorbidity, increased cardiovascular risk and inadequate

original
papers

Baillie et al Aetiology of depression and schizophrenia

Andreasson): 711-9. Oxford
University Press, 2000.

9 Freud S. Mourning andmelancholia
(1917). Reprinted inThe Standard
Edition of the CompleteWorks of
Sigmund Freud (transl & ed J
Strachney).Vol14. Hogarth Press,
1953.

10 Beck A, Rush A, Shaw S, Emery G.
CognitiveTherapy of Depression.
Guilford Press,1979.

11 Brown G, HarrisT.The Social Origins
of Depression: A Study of
Psychiatric Disorder inWomen.
Tavistock Publications,1978.

12 Angermeyer M, Klusmann D.The
causes of functional psychoses as
seen by patients and their relatives.
I.The patients’point of view. Eur
Arch Psychiatry Neurol Sci1998;
238: 47-54.

13 Lauber C, Falcatto L, Nordt C,
Ro« sslerW. Lay beliefs about causes
of depression. Act Psychiatr Scand
2003; 418: 96-9.

14 Jorm A, Christensen H, Griffiths K.
Public beliefs about causes and risk
factors for mental disorders:
changes in Australia over 8 years.
Soc Psychiatry Psychiatr Epidemiol
2005; 40: 764-7.

15 Callan A, Littlewood R. Patient
satisfaction: ethnic origin or
explanatory model? Intern J Soc
Psychiatr1998; 44:1-11.

16 McCabe R, Priebe S. Explanatory
models of illness in schizophrenia:
comparison of four ethnic groups.
BrJ Psychiatry 2004; 185: 25-30.

17 DayJ, Bentall C, Roberts C, Randall F,
Rogers A, Cattell D, et al. Attitude
towards antipsychotic medication:
the impact of clinical variables and
relationships with health
professionals. Arch Gen Psychiatry
2005; 62: 717-24.

18 HolzhingerA, Kilian R, Lindenbach I,
Petscheleit A, Angermayer M.
Patients’and the relatives causal
explanations of schizophrenia Soc
Psychiatry Psychiatr Epidemiol
2003; 38:155-62.

19 Moncrieff J. Psychiatric drug
promotion and the politics of
neoliberalism. BrJ Psychiatry 2006;
188: 301-2.

20 Toone B, Murray R, ClareA, Creed F,
Smith A. Psychiatrists’models of
mental illness and their personal
backgrounds. PsycholMed1979;9:
165-78.

21 Clement S, Singh SP, BurnsT. Status
of bipolar disorder research.
Bibliometric study. BrJ Psychiatry
2003; 182:148-52.

22 Dietrich S, Beck M, Bujantugs B,
Kenzie D, Matschinger H,
Angermeyer M.The relationship
between public causal beliefs and
social distance towardmentally ill
people. Aust N Z J Psychiatry 2004;
38: 355-7.

*Dave Baillie Specialist Registrar, East London NHS FoundationTrust, Anita
House,Wilmer Place, London N16 5HB, email: davewhbaillie@hotmail.com,
Rosemarie McCabe Senior Lecturer, Unit for Social Psychiatry, Barts, and the
London School of Medicine and Dentistry, Queen Mary, University of London,
Stefan Priebe Headof Unit for Social Psychiatry, Barts and the London School of
Medicine and Dentistry, Queen Mary, University of London

377


