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Beliefs and knowledge about aetiology of mental illness among Nigerian 
psychiatric patients and their relatives 
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Neuropsychiatry Hospital. Aro-Abeokuta, Nigeria 

Summary 
A survey of 70 insightful clinically stable out-patients 
with functional psychotic disorders and 70 
accompanying relatives was carried out. They were 
interviewed about their beliefs concerning the cause of 
the illness, and their awareness of other possible 
aetiological factors. Relevant sociodcmographic and 
clinical information were also elicited. Twelve (17.1%) 
patients and relatives, respectively, gave "medical" 
causal explanations; 16 (22.9%) patients and 13 (18.6%) 
relatives gave "psychosocial" causal explanations; 27 
(38.6%) patients and 38 (54.3%) relatives were 
"uncertain" about the cause of their/relatives' illness (X2 

- 5.08; df = 3; P = 0.16). Relatives reported a greater 
relevance of "heredity" (X2 = 11.58; P 0.0006; and 
"supernatural" factors (X2 = 4.72; P 0.029) as other 
possible causal factors, than patients. Patients with 
previous psychiatric hospitalisation reported higher 
prevalence of "psychosocial* and "supernatural" causal 
beliefs than those without (X 2 = 9.15; P - 0 . 0 2 7 / Also, 
patients with "medical" causal belief reported better 
treatment compliance than those with other beliefs (P = 
0.031/ Among relatives, "psychosocial" causal belief in 
comparison with other beliefs was associated with a 
longer duration of treatment in the hospital (h = 8.29; P 
= 0.04/ For patients, knowledge about possible causal 
role of "heredity was significantly more prevalent among 
male than female patients (X2 = 6.55; P = 0.01; and 
admission of possible "supernatural" causation was 
associated with education below the secondary level (X2 

= 6.68; P 0 .008 / For relatives, knowledge about 
possible causal role of brain dysfunction was associated 
with longer duration of treatment (u = 3.93; P = 0 .047 / 
and knowledge of possible causal role of "psychosocial" 
stress was associated with urban place of residence rather 
than rural (X2 = 10.52; P = 0 .0012 / For both patients 
and relatives, the most acceptable aetiological 
proposition was the "supernatural" while the least was 
"psychosocial". Findings revealed, among others, the 
widespread belief in "supernatural" causation of mental 
illness in patients/relatives. Some identified significant 
findings may be relevant in mental health education 
programme development. 
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R e s u m e 

Les rapports disponbilcs sur les croyance des cause ded 
desordres psychiatrices dans la societe Africaninc 
tendent a etre concentre sur la populaiton non-patiente. 
La presentc etude est concentre sur les patients et leurs 
relations, line enquete sur 70 patients clinicalement 
stable et ayant, des desordres psychiatriques fonctionelles 

Correspondence Dr T.O. Adebowalc, Ncuropsychiatric 
tospital. Aro. WHO Collaborating Centre for Research and 

Training in Mental Health. P M B 2002, Abcokuta. Ogun State. 
Nigeria 

et 70 relations accompagnat ces patients a etc faitc. lis 
ont etc intcrviewe a propos de Iwurs croyance a propos 
des malaides, et lwurs connaissances des possibles 
factcurs aetiologique. Des informations socio-
demographique et clinicaux ont aussi ete elucides. 
Docizc (17,1%) des patients et de leur relations ont 
respectivemcnt donnc la raison medical comme Tune des 
causes explicatives; 16 (22,9%) patients et 13 (18,6%) 
relations des patients ont donne comme spsychologique 
la cause de la maladic; 27 (36,6%) des patients et 38 
(54,3%) des relations ont suggere supernaturellc da cause 
de la maladic et 15 (21,4%) des patients et (10,0%) des 
relations ont du trouves incertaincs la cuasc de la maladie 
de leurs relations ont du trouves incertaines la cause de la 
maladie de leurs relations (x2 = 4,72; P = 0.029) comme 
d'autrc factcurs causatif potcntiels, que les patients. Les 
patients avec une experience d'hospitalisation pour cause 
psychiatrique ont rapporte une forte prevalence 
psychosocial et surnaturclle comme cause des maladies 
compare a ceux sans experiences d (hospitalisation 
psychologiquc (X2 = 9,15; P = 0,027). Les patients 
ayants une croyance d 'ordre medical comme cause de la 
maladie ont presente une meillcur acceptabilitc dans 1c 
traitcmcnt de la maladie compare a caux qui nc croient 
pas a la cause medical (P = 0,031). Parmis les relations, 
les raisons psychologiques comme cause de maladie 
compare a d'autres causes a ete associe a une longue 
durec de traitcmnt a Phospital (H = 8,29; P = 0,04). Pour 
les patients, leu connaissance apropos du possible role de 
1'hcridite dans la cause de la maladie a ete plus 
prevalente chez les hommes que les femelles (X2 = 6,55; 
P =0,01), et I'admission d 'une possible cause 
surnaturelle de la maladie a etc associe a I'education^en 
dessous du niveau secondaire (X2 = 6,68; P = 0,008). 
Pour les relations la connaissance a propos d 'un de 
mauvais fonctionenmcnt possible du cerceau comme de 
la maladie a ete associe avec la duree du traitement (U = 
3,39; P =0,047). Par ailleurs, la connaisance du reolc de 
stress psychosocial dans la maladie, a ete associe a la 
residence en milieu urbain plutot quen milieu rural (X2 = 
10,52; P = 0,0012). Pour les patients ct leurs relations, le 
factcur aetiologique le plus propose a ete sypernatural, 
alorsque le plus faiblc factcur a ete psyshosocial. En 
conclusion, il a ete trouvc que la croyance eu la cause 
surnaturclle des maladies mentales chez les paticnts/leurs 
relations est tres rcpendut. Ccrtaines croyances sur 
raisons associes a la maladie trouve Tors de cet enquete 
pourraient entrc relevants dans le development des 
programmes d 'educat ions de la sante. 

In t roduc t ion 
People 's belief and knowledge about illness, distress, and 
disability often influence their experience of, and 
responses to, such problems [1,2]. Patients who 
understand their problems in terms similar to those of 
their doctors are more likely to follow treatment 
procedure than patients who believe their illness results 
from religions, magical or other sources not generally 
considered valid by modern medicine [2]. 
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Tarricr and Barrowclough (3), suggested a two-
point rationale for providing information to patients 
about their illness. Such information cither alleviates an 
undesirable state (e.g ; anxiety, confusion or distress) or 
encourages positive and desirable illness behaviour (e.g.; 
compliance with treatment). On the other hand, health 
education addresses patient's basic right of access to 
information, in a form that he will understand. 

Therapeutic effects of educational intervention 
have been attributed to improvement in treatment 
compliance [4], among other things. Seltzer, Roncari and 
Garfinkcl [5], however explained that it may not be the 
mere formal acquisition of knowledge about the disease 
and medication that enhance compliance, but the 
patient's interpretation, subjective evaluation and 
attitudes related to such knowledge. This suggests that 
the awareness of facts (knowledge) about an illness may 
not bring about the desired change except it finds 
consonance with the individual's preexisting cognition. 

There are widespread reports of preternatural 
causal beliefs about psychiatric disorders in the African 
society (6,7,8). The studies were carried out mostly on 
non-patient populations [6,7,8,9]. They did not also 
attempt to differentiate between knowledge (i.e., 
awareness of information) and actual belief. These are 
the issues that this study seeks to address. It will also 
attempt to relate these cognition's to subject's 
characteristics and responses to the illness. 

Methods 
The psychiatric patients and relatives were drawn from 
the out-patient clinic of Aro Neuropsychiatry Hospital, 
Abeokuta, Nigeria. The patients were consecutive 
attenders aged 18 years and above with six months 
minimum duration of clinic attendance, who had fulfilled 
ICD 10 criteria for schizophrenia (F20) or manic episode 
(F30) or bipolar affective disorder (F31) at any one time, 
but not acutely ill currently and having insight into the 
illness (i.e., acknowledgement of having a mental 
disorder or symptoms of mental disorder), at the time of 
assessment. Relatives studied were at least 18 years old, 
and accompanied a patient who had attended the hospital 
for at least six months and was receiving treatment for 
either schizophrenia, manic episode or bipolar affective 
disorder (but not necessarily clinically stable or 
insightful). Such relatives, who are not necessarily blood 
related, must have been emotionally and/or financially 
involved in patient's care for at least 6 months prior to 
the clinic visit. The patients and relatives groups were 
selected independently. 

Interviews were carried out by the lead author. 
The respondent's belief about the cause of patient's 
illness was elicited with the question. "What do you 
think is the cause of your (or your relative's) illness? 
What you think is more important to us than what any 
other person think". Unwilling patients were gently 
persuaded and responses were recorded verbatim. 

Respondent 's awareness of possible causal 
factors was elicited thus: "Do you think any of the 
following can cause this type of condition in a person? 
(Yes / No / Don't know). 
(a) A physical illness affecting the way the brain 

works 
(b) Inheritance from parents 
(c) Someone's living condition and life difficulties 
(d) Supernatural factors and agencies, e.g., curse, 

charms, witchcraft and wizard 

These two questions were derived from the knowledge 
about Schizophrenia Interview [10], and the study of 
Ilcchukwu [II ] . Responses to the question about belief 
were later coded into three categories: Medical. 
Psychosocial and Supernatural. A fourth group of Don't 
know (D.K ) also emerged. 'Medical ' category included 
attribution to drugs, physical injuries or illnesses, 
heredity or any form of transfer from mother to child, 
childbirth, worms, vcncral disease, febrile condition, etc. 
without implication of agreement with scientific 
assessment and findings. Psychosocial categories 
included thinking too much (i.e., preoccupation with life 
situations), marriage and love problems, job loss, and 
other stressful conditions, etc., without implication of 
supernatural intci lercnces. 

Supernatural categories included attribution to 
witchcraft, "poison" or " juju" (i.e., sorcery) curses and 
charms, dream encounter (e.g., dream food), the devil, 
"the wind", "Igbona" (literally means fever, but actually 
referring to a spirit), destiny, etc. 

Socio-demographic and clinical information 
were also obtained including age, sex, educational status, 
occupation, duration of illness and treatment, previous 
hospitalization, relative's relationship to patient, place of 
residence (rural/urban) and whether or not relative lives 
with the accompanied patient. The authors also examined 
the presence of similar illness in other relatives or close 
friends, in attempt to assess respondents' additional 
sources of information and experience about the illness. 
Assessment of patient's compliance with treatment was 
made by: (I) patient's attendance at the last four 
appointments, (2) last 24-hour recall of medication 
usage: the patient was first asked when he/she exhausted 
the last prescription, followed, if applicable by, "How did 
you take your tablets yesterday". Total agreement with 
the doctor's prescription was taken as good medication 
compliance. 

Acceptability index 
The authors viewed a belief as an accepted knowledge 
and is actually "the cognitive information an individual 
accepts about an object" [12]. When this concept is 
extrapolated to a group setting, the authors hypothesised 
that belief can be quantified by the proportion of 
individuals within the group that found the available 
information (knowledge) acccptable. The authors coined 
the term "acceptability index" which represents the 
extent to which the available information (knowledge) is 
accepted or believed within the group. It was derived by 
dividing the prevalence of the subjects belief by the 
prevalence of their knowledge about each causal factor, 
since these two variables are intricately linked in such a 
way that belief is assumed to be a subset of knowledge. 

Results 
A total ol 140 subjects consisting of 70 psychiatric 
patients and 70 i datives of psychiatric patients consented 
and were interviewed. 

Characterist ics of subjects 
The patients were significantly younger than the 
relatives, with mean (SD) age of 39.2 (9.5) years, 
respectively (U = 5.217, P = 0.02). There was no 
significant sex difference between the patients and the 
relatives with 52.9% and 65.7% males, respectively (X' 
= 2.40, P 0.12) There was no significant difference in 
the educational status of the patients and the relatives. 
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h ci 3o/o 0 f patients and 50% of relatives having only 
elementary or no education at all (X2 = 2.58; P = 0.46) 
Th rt> percent (30%) each of patients and the relatives 

tied the presence of similar illness in other member 
rCftheir family or a close friend Other characteristics of 
°h relatives are as follows: 85 7% reside in places that 
l i n be regarded as urban centres: 65.7% live with the 
Lnmoanied patient, and have the following relationship 
vv.th them: father (>8.5%), mother (20.1%), spouse 
15 7%), sibling (42.9%) and other relationship (2.9%). 

The mean (SD) duration of illness among the 
tient subgroup was 137.2 (89.8) months while that of 

patients whose relatives were interviewed was 98.0 
(74 2) months. Seventy percent (70%) of the psychiatric 
patients interviewed have had one or more previous 

Aetiological beliefs among patients and relatives 
In response to the question: "What do you think is the 
cause of your (your relative's) illness? " j 2 

(17.1%) patients and 12 (17.1%) relative gave •medical* 
causal explanations. Sixteen (22.9%) patients and 13 
(18.6%) relatives gave psychosocial causal explanations, 
while 27 (38.6%) patients and 38 (54.3%) relatives 
expressed superna tura l causal beliefs. Fifteen (21.4%) 
patients and 7 (10%) relatives were uncertain (D.K.) 
about what could have caused the illness. There was no 
significant difference between patients' and relatives' 
aetiological beliefs (X2 = 5.08, df = 3; /> = 0.16). 

Pa t i en t s 
( N - 7 0 ) 

R e l a t i v e s 
( N = 7 0 ) 

All S u b j e c t s 
( N - 140) 

S i g n i f i c a n c e 

Brain dysfunct ion 
Yes 
N o 

2 9 ( 4 1 4 % ) 
41 ( 5 8 6 % ) 

4 0 ( 5 7 . 1 % ) 
3 0 ( 4 2 9 % ) 

69 ( 4 9 3 % ) 
71 (51 7 % 0 

X* - 3 4 6 A* = 0 0 6 

Heredity 
Yes 
N o 

21 ( 3 0 0 % ) 
49 ( 7 0 % ) 

41 ( 5 8 6 % ) 
2 9 (41 4 % ) 

62 (44 3 % ) 
78 (55 7 % ) 

X1 - 11 58, P - 0 0 0 0 6 

Psychosocial stress 
Yes 
N o 

5 7 ( 8 1 4 % ) 
1 3 ( 1 8 6 % ) 

53 ( 7 5 7 % ) 
1 7 ( 2 4 3 % ) 

1 1 0 ( 7 8 6 % ) 
3 0 ( 2 1 4 % ) 

X1 - 0 6 8 . P - 0 . 4 1 

Supernatural 
Yes 
N o 

52 ( 7 4 3 % ) 
1 8 ( 2 5 7 % ) 

62 ( 8 8 6 % ) 
8 ( 1 1 4 % 0 

1 1 4 ( 8 1 4 % ) 
2 6 ( 1 8 6 % ) 

X2 - 4 7 2 . H - 0 0 2 9 

hospitalizations. For the patients who relatives were 
interviewed, 44.3% have had similar hospitalizations. 

Knowledge (awareness) of causal factors (Table 1) 
Twenty-nine (41.4%) patients and 40 (59.1%) relatives 
(X2 = 3.46, P = 0.06) were aware that the illness could 
be causcd by a dysfunction in the brain. The awareness 
of heredity as possible causal factor was found among 
21 (30.0%) patients and 41(58.6%) relatives (X2 = 11.58, 
P = 0.0006), while the awareness of the possible 
aetiological role of psychosocial stress was reported by 
57 (81.4%) patients and 53 (75.7%) relatives (X2 = 0.68, 
P - 0.41) Fifty-two (74.3%) patients and 62 (88.6%) 
relatives (X2 = 4.72, P = 0.029) reported that 
"supernatural factors" may have caused the illness. 

The "Acceptability indices" of information 
about each causal factor, calculated by dividing the 
prevalence of subjects' belief by the prevalence of their 
knowledge about each causal factor arc as follows: 

Medical / Biological factor 

(Brain dysfunct ion) = 0 . 3 5 

(Heredity) = 0 . 3 9 

Psychosocial factors = 0 . 2 6 

Supernatural factors = 0 . 5 7 

Effect of soclo-demographic and clinical factors on 
subjects beliefs ( fable 2) 
There was no association between subjects' causal belief 
and age (F = 1.42, P = 0.23) sex (X2 0.50, P = 0.92), 
level of education (X2 = 2.01, P = 0.57), or the presence 
of similar illness in other relatives (X2 = 2.21, P = 0.53). 

There was a higher prevalence of psychosocial, 
and supernatural causal beliefs, and lower D.K. 
(uncertainty responses) among patients with previous 
psychiatric hospitalization (X 9.15, P = 0.027). 
Similarly, among the relatives, psychosocial causal 
beliefs in comparison with other beliefs was associated 
with a longer duration of pat ient 's t reatment in the 
hospital (II = 8.29, df •= 3, P = 0.04). 

Relative's relationship to the patient was 
associated with their belief about the cause of the illness. 
There was a higher report of belief in supernatural factors 
(76.9%) and uncertainty (23.1%) among fathers, and 
psychosocial factors (36.7%) among siblings, compared 
with other».:1a!ions (X2 = 21.51, d f = 12, P = 0.043). 

No significant difference in belief was 
observed in relulion to whether or not the relative lived 
with the patients (X2 = 4.76, P = 0.19), and their place 
of residcncc, i.e., urban/rural (X = 6.75, P - 0.08). 
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T a b l e 2: Effect of Soc iodemographic and clinical factors on subjects belief. 

Mcdical Psychosocial Supernatural D.K. Statistic P value 
Age: (yrs) 
Patients) 

Mean (S.D.) 38.00(10.93) 39.37 (9.04) 38.00 (8.35) 42.33 (10.78) II O
 

y\
 3 II O
 

w
t 

1>
J 

Relatives: 
Mean (S.D.) 47.66 (8.85) 36.23 (10.02) 47.08 (16.62) 48.71 (19.05) P =2.03, P = 0.11 

Sex Patients 
Male (37) 8(21.6%) 10(27.0%) 12 (32.4%) 7(18.9%) X2 = 2.51, P = 0.47 
Female (33) 4(12.1%) 6(18.2%) 15(45.5%) 8 (24.2%) 

Relatives 
Male (46) 7(15 2%) 6(13 0%) 26 (56.5%) 7(15.2%) X2 = 6.27, P = 0.09 
Female (24) 5 (20 8%) 7 (29.2%) 12(50.0%) 0(0.0%) 

Education Patients 
< Pry. (38) 7(18.4%) 7(18.4%) 13 (34.2%) 11 (28.9%) X2 = 3.40, P = 0.33 
> Pry (32) 5(15.6%) 9(28 1%) 14 (43.8%) 4(12.5%) 

Relatives 
< Pry. (35) 
> Pry. (35) 5 (14.3%) 4 (114%) 22 (62.9%) 4(11.4%) X2 =3.35, P = 0.34. 

7 (20.0%) 9 (25.7%) 16(45.7%) 3 (8.6%) 

Illness in other relatives 
Patients 

Yes (21) 3 (14.3%) 5 (23.8%) 10(47.6%) 3 (14.3%) X 2 = 1.51, /> = 0.68 
No (49) 9(18.4%) 11 (22.4%) 17(34.7%) 12(24.5%) 

Relatives 
Yes 7 (33.3%) 3(14.3%) 9 (42.9%) 2 (9.5%) X2 = 5.61, P = 0.13 
No 5(10 2%) 10(20.4%) 29 (59.2%) 5 (10.2%) 

Previous Admission (Patient) 
Yes (49) 
No (21) 8(16.3%) 13(26.5%) 22 (44.9%) 6(12.2%) X2 = 9.15, P =0.027 

4(19.0%) 3 (14.3%) 5 (23.8%) 9 (42.9%) 
Duration of illness: 

9 (42.9%) 

Patient 
Mean (S.D.) 125.4 (59.7) 157.7 (104 4) 138.5(94.6) 122.5 (88.6) H = 1.01, P =0.79 

Relatives 
122.5 (88.6) 

Mean (S D ) 140 0(98.1) 119.5 (60 8) 78.5 (67.4) 92.1 (57.1) H 7.25, P = 0.06 

Duration of Treatment 
Patient 

Mean (S.D) 110 0(67.0) 127.0(79.3) 125.1 (92.6) 98.4 (80.8) H = 1.57, P =0.06 
Relatives: 

125.1 (92.6) 98.4 (80.8) H = 1.57, P =0.06 

Mean (S D ) 57 3 (65.9) 104 6(66.4) 51.5 (43.4) 75.7 (52.5) H = 8.29, P = 0.04. 
Residence (relative) 

75.7 (52.5) H = 8.29, P = 0.04. 

Urban (60) 12(20.0%) 13(21.7%) 30 (50.0%) 5 (8.3%) X2 = 6.75, P = 0.08 
Rural (10) 0 (0.0%) 0 (0.0%) 8 (80.0%) 2 (20.0%) 

Relationship to Patient 
2 (20.0%) 

Father (13) 0 (0%) 0 (0%) 10(76.9%) 3 (23.1%) X2 = 21.51, / '= 0.43 
Mother (14) 4 (28 6%) 1 (7.1%) 9 (64.3%) 0 (0%) 
Spouse (11) 3 (27.3%) 1 (9.1%) 6 (54.5%) 1 (9.1%) 
Sibling (30) 4(13.3%) 11 (36.7%) 12(40.0%) 3 (10.0%) 
Others (2) 1 (50.0%) 0 (0%) 1 (50 0%) 0 (0%) 

Effect of sociodemographic and clinical factors in 6.55 P = 0.0 H and those (patients) with a history of 
knowledge of causal factors (Tables 3a & 3b) similar illi ness in o t h e r r e l a t i ve s (X 2 = 4.43, P = 0.035). 

lirain dysfunction 
Among the patients, there was no significant relationship 
between knowledge of possible causal role of brain 
dysfunct ion and any of the sociodemographic and 
clinical variables. Whereas, among relatives, this 
knowledge was associated only with longer d u r a t i o n of 
p a t i e n t ' s illness (U = 3.93, P = 0.047). 

Heredity 
Knowledge about the possible causal role of heredity was 
significantly more prevalent among ma le patients (X 2 = 

Psychosocial stress 
The knowledge of poss ible causal role of psychosocial 
stress was only associated with u r b a n residence among 
relative ( X 2 = 10.52, P = 0 .0012) 

Supernatural factors 
The report o f possible causal role o f supernatural factors 
was associated with e d u c a t i o n below the secondary level 
among p a t i e n t s ( X 2 = 6.86, P = 0.008). 



Aetiology of mental illness in patients and relatives 

Table 3 a : Effect of sociodemographic and clinical factors in ' knowledge ' of causal factors among patients. 

39 

Brain Dysfunction 
Yes No 

Heredity 
Yes No 

Psychosocial stress 
Yes No 

Supernatural factors 
Yes No 

Age: (>TS) 
Mean (S.D.) 

Sex: Male 
Female 

Education 
Nil/Elementary 
Above Elementary 

Illness in other 
relatives Yes 

No 

Duration of illness 
(mths) 
Mean (S.D.) 

Duration of Attendance 
Mean (S.D.) 

Previous admission 
Yes 49 
No 21 

38.6(9.33) 39.7(9.65) 

(t = 0.23, P - 0.63) 

18(48.6%) 19(51.4%) 
11 (33.3%) 22 (66 .7%) 

(X2 = 1.69, P = 0.19) 

14(36 8%) 24(63.2%) 
15(46 9%) 17(53.1%) 

(X2 = 0.72, P = 0.39) 

9(42.9%) 12(57.1%) 
20 (40.8%) 29 (59.2%) 

(X2 = 0.03, P = 0.87) 

145.9(99.9) 131.1 (82.9) 

(U = 0.35. P = 0.55) 

123.1 (88 4) 113.1 (78.5) 
(U = 0.09, P = 0.76) 

20 (40.8%) 29 (59.2%) 
9(42.9%) 12(57.1%) 
(X2 = 0.03, P = 0.91) 

37.5 (9.03) 39.9 (9.65) 

(t = 0.93, P = 0.66) 

16(43.2%) 21(56.8%) 
5(15.2%) 28 (84.8%) 

38 4 (9.00) 43.0(10 90) 

(t = 2.57, P = 0.11) 

33(89.2) 4(10.8%) 
24 (72.7%) 9 (27.3%) 

(X2 = 6.55, P = 0.01) * (X2 = 3.13, P = 0.07) 

8(21.1%) 30(78.9%) 
13(40.6%) 19(59.4%) 

30(78.9%) 8(21.1%) 
27(84.4%) 5(15.6%) 

38.9(8.70) 40.2(11.62) 

(t = 0.25, P = 0.62) 

25 (67.6%) 12(32.4%) 
27(81.8%) 6(18.2%) 

(X 2 = 1.85. P = 0.17) 

33(86.8%) 5(13 2%) 
19(59.4%) 13(40.6%) 

(X2 = 3.17, P = 0.07) (X2 = 0.34 , P = 0.56 X2 = 6.86 , P = 0.008) 

10(47.6%) 11 (52.4%) 
11(22.4%) 38(77.6%) 

17(81.0%) 4(19.0%) 
40(81.6%) 9(18.4%) 

15(71.4%) 6(28.6%) 
37(75.5%) 12(24.5%) 

(X2 = 4.43, P = 0.035) (X2 = 0.00, P = 0.94) (X2 = 0.13, P = 0.72) 

135.8(69.0) 137.8 (98.1) 

(U = 0.19, P = 0.65) 

115.3 (72.3) 118.1 (86.9) 
(U = 0.03 P = 0.86) 

14(28.6%) 35(71.4%) 
7 (33.3%) 14 (66.7%) 
(X2 = 0.16, P = 0.69) 

141 4 (92 8) 118 7 (75 8) 135 0 (84.5) 143.6 
(106.3) 

(U = 0.43, P = 0 51) (U = 0.001, P = 0.97) 

120.6 (82.6) 102.6 (82.2) 113.5 (78.4) 127 8 (94.2) 
(U = 0.78, P = 0.38) U = 0.37, P = 0.54) 

41 (83.7%) 8(16.3%) 
16(76.2%) 5(23.8%) 
(X2 = 0.54, P = 0.46) 

36(73.5%) 13(26.5%) 
16(762%) 5(23.8%) 

(X2 = 0 06, P = 0.81) 

T a b l e 3 b : Effec t of Soc iodemographic and clinical factors on 'knowledge" of causal factors among relatives 

Brain Dysfunction 
Yes No 

Heredity 
Yes No 

Psychosocial stress 
Yes No 

Supernatural factors 
Yes No 

Age (yrs) 
Mean (S .D) 

Sex: Male 
Female 

Education: 
Nil/Elementary 

Above Elementary 

Illness in other relatives 
Yes 
No 

Duration of illness (mths) 
Mean (S.D.) 

Duration of Attendance 
Mean S.D. 

Place of Residence 
Urban 
Rural 

43.8(16.1) 47.3(13.72) 
(T = 0.88, P = 0.65) 
29(63.0%) 17(37.0%) 
11(45.8%) 13(54.2%) 
(X2 = 1.91, P =0.16) 

17(48.6%) 18(51.4%) 
23 (65.7%0 12(34.3%) 
(X2 = 2.10, P = 0.14) 

14 (66.7%) 7(33.3%) 
26(53.1%) 23(46.9%) 
(X2 = 1.11. /> = 0.29) 

109.5(70.7) 82.6(77.1) 
(U = 3.93, P 0.047) 

73.8(56.2) 52.7(54.1) 
(U = 2.94, P = 0.08) 

37(61.7%) 23(38.3%) 
3 (30%) 7 (70%) 
(X2 = 2.34, P = 0.08) 

47.6(15.92) 42.0(13.54) 
(t = 2.39, P = 0.122) 
28(60.9%) 18(39.1%) 
13(54.2%) II (45.8%) 
(X2 = 0.29, P = 0.59) 

19(54.3%) 16(45.7%) 
22(62.9%) 13(37.1%) 
(X2 = 0.53, P = 0.46) 

15(71.4%) 6(28.6%) 
26(53.1%) 23(46.9%) 
(X2 = 2.04, P = 0.15) 

106.4(82.7) 88.1 (59.5) 
(U = 0.58, P = 0.44) 

61.2(54.5) 69.8(58.4) 
(U = 0.42, P = 0.52) 

36 (60%) 24 (40%) 
5 (50%) 5 (50%) 
(X2 = 0.06, P = 0.73) 

43.9(14.06) 49.8(17.79) 
(t = 2.01, P =0.15) 
35(76.1%) 11 (23.9%) 
18(75.0%) 6.(25.0%) 
(X2 = 0.01,/> = 0.92) 

24(68.6%) 11 (31.4%) 
29(82 9%) 6(17.1%) 
(X2 = 1.94, P 0.16) 

17(81.0%) 4(19.0%) 
36(73.5%) 13(26.5%) 
(X2 = 0.45, P = 0.50) 

107.5(79.1) 68.4(46.8) 
(U = 3.05, P = 0.08) 

69.8(59.2) 49.0(41.3) 
(U = 0.84, P = 0.36) 

45.9(15.47) 40.5(11.93) 
(t = 0.91, P 0.65) 
40(87.0%) 6(13.0%) 
22(91.7%) 2(8.3%) 
(X2 = 0.35, P = 0.55) 

30(85.7%) 5(14.3%) 
32(91.4%) 3(8.6%) 
(X2 = 0.56, P = 0.45) 

18(85.7%) 3(14.3%) 
44(89.8%) 5(10.2%) 
(X2 = 0.24, P =0.62) 

94.6(75.5) 124.6(60.7) 
(U = 2.05, P = 0.15) 

61.5(53.9) 89.8(67.9) 
( U = 1.37, P = 0.24) 

50(83.3%) 10(16.7%) 52(86.7%) 8(13.3%) 
3(30%) 7(70.0%) 10(100%) 0(0.0%) 
( X 2 = 10.52, P = 0.0012) (X2 = 0.48, P = 0.59) 
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T a b i c 4: E f fec t of Bel ief and K n o w l e d g e about Aet iology of i l lness on Patients Trea tment Compl iance 

Clinic Attendance Statistics Medication Compliance Statistics 
Belief: Good Poor Good Poor 

Medical 9 (75%) 3 (25%) X2 = 0.38 12(100%) 0(0%) X2 = 4.65 
Psychosocial 11(68 8%) 5(31 2%) P = 0.94 11 (68 8%) 5 (31.3%) P = 0.03 J • 
Supernatural 18 (66.7%) 9 (33.3%) 19(70.4%) 8 (29.6%) 
D.K. 11 (73 3%) 4 (26.7%) 11 (73.3%) 4 (26.7%) 

Knowledge: 
Brain dysfunction Yes 22 (75.9%) 7(24.1%) X2 = 0.81 21 (72.4%) 8 (27.6%) X2 = 0.29 

No 27 (65.9%) 14(34.1%) P = 0.36 32 (78.0%) 9 (22.0%) P = 0.58 

Heredity Yes 15 (71.4%) 6 (28.6%) X2 0.03 19(90.5%) 2 (9.5%) X2 = 3.56 
No 34 (69 4%) 15 (30 6%) P = 0 86 34 (69.4%) 15 (30.6%) P = 0.06 

Psychosocial stress Yes 39(68 4%) 18(31 6%) X2 = 0 07 45 (78.9%) 12(21.1%) X2 = 0.93 
No 10(76.9%) 3(23 1%) P = 0.74 8(61.5%) 5 (38.5%) P = 0.28 

Supernatural: Yes 37(71 2%) 15 (28.8%) X2 = 0 13 39 (75%) 13 (25%) X2 = 001 
No 12(66.7%) 6 (33.3%) P = 0.72 14 (77.8%) 4 (22.2%) P = 1.0 

Causal belief/knowledge and compliance (Table 4) 
There was no s ignif icant relat ionship between patients 
awareness of causal factors and their treatment 
compl iance either in relation to keeping clinic 
appointments or taking their medicat ions. 

Similarly, there was no signif icant relat ionship 
between pat ients ' bel iefs about the cause of their illness, 
and the keeping of clinic appoin tment (X 2 = 0.38, df = 3, 
P = 0.94). However , there was greater medicat ion 
compl iance (i.e., total agreement between 24-hour recall 
o f medicat ion usage and pa t ien t ' s last prescript ion) 
among patients with medical causal beliefs, than patients 
with non-medical causal bel iefs (X 2 = 4.65, P = 0.031). 

Discuss ion 
The prevalence of aetiological bel iefs observed in this 
study shows some similari t ies with that o f Uechukwu 
[ I I ] , especially with regards to " M e d i c a l " aetiology 
belief and " D o n ' t K n o w " responses. However , the 
present study revealed a p redominance of "superna tura l" 
over "psychosoc ia l" causal beliefs, a reversal of 
I l echukwu 's f indings. T h e f inding of a predominant 
preternatural causal explanat ion is not unexpected in this 
communi ty , conf i rming earlier f indings of Prince [6], 
Odej ide and Ola tawura (7] and Akighir (8]. It is however 
surprising that the subjects failed to give up such cultural 
beliefs despite a prolonged exposure to or thodox 
psychiatric services. On ly about 2 out of every 10 
respondents acknowledged the re levance of psychosocial 
stress in the aet iology of their or their relat ives ' 
psychiatric disorders. This may be due to poor 
enlightenment and/or the presence of a defense 
mechanism against the acknowledgement of a personal 
weakness in the ego structure. T h e " a c c e p t a b i l i t y 
ind ices" suggest that patients and relatives embraced 
information about supernatural causat ions most readily, 
and that they found psychosocial explanat ions least 
acceptable, of all the proposi t ions to which they were 
exposed. There is an unexpected better acceptabil i ty o f 
"med ica l " than "psychosoc ia l" causal explanat ion. This 
is reassuring to mental health profess ionals in this 
cultural setting, and poses a chal lenge to make more 
medical information available. 

A previous hospitals admiss ion contr ibuted 
significantly to the pa t ien t ' s belief about the cause of the 
illness, thus result ing in a reduction in " D o n ' t k n o w " 

responses , increased psychosocia l belief and a surprising 
increase in supernatura l beliefs. These consequences in 
the absence of cor responding significant changes in 
knowledge level, suggest that no new information was 
passed on to the pat ients dur ing the admission, but rather 
such admiss ions appeared to have confirmed or 
re inforced previous ly known information. Such 
re in forcement o f supernatura l aetiological ideas can not 
be imagined to have been carried out by mental health 
care workers . There fo re , the effect of interaction among 
pat ients in the course of admission is a possible 
explanat ion for this bel ief alteration/formation during 
admiss ion. It is also poss ible that readmitted patients 
have been taken to tradit ional healers where supernatural 
bel iefs were fur ther re inforced. 

A m o n g relat ives, chronicity of illness appears 
to be associated with bel ief in medical and psychosocial 
causat ions . T h i s associat ion jus t fell short of significance 
at P = 0.06. Similar ly, longer duration of patient's 
t reatment w a s associa ted with psychosocial belief among 
relatives. These observa t ions suggest the effect of 
re la t ives ' interact ion with professional careers (e.g., 
doc tors and nurses) , because of a corresponding 
associa t ion be tween knowledge of causal role of brain 
dys func t ion and durat ion of illness ( P = 0.047). 

Rela t ionship to patient was also observed to be 
a s ignif icant de te rminant of relat ive 's belief about 
causa t ion , with fa thers preferr ing the supernatural 
causa t ion or r emain ing undecided , and siblings opting for 
"psychosoc i a l " causa t ive model . This is unlikely to be 
d u e to the e f fec t of age and education because neither 
was s ignif icant ly associated with belief. The difference 
in their bel ief may be related to factors in family 
dynamics . 

The s ignif icant ly higher awareness of heredity 
as a poss ib le cause a m o n g male patients may have 
cultural , sex-role implications. It is however noteworthy 
that the presence of o ther relatives or close friends with 
s imilar i l lness, w a s associated with a significantly higher 
a w a r e n e s s of the poss ible causal role of heredity among 
the patients, but not the relatives. This may be an 
example of knowledge by experience. The lack of similar 
associa t ion a m o n g relatives may therefore suggest the 
unreliabil i ty of re la t ives ' report of presence of similar 
i l lness in o ther m e m b e r s of the family. 
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Another interesting finding is the higher but 
insignificant perception among urban relatives of illness 
as originating from a biological brain dysfunction and the 
significant higher awareness of psychosocial stress as 
being ©ausative. These findings may reflect a factor of 
exposure to medically sound information, which is 
assumed to be poor among rural dwellers. 

Finally, it is interesting to note that treatment 
compliance was only significantly associated with causal 
belief and not knowledge, thus highlighting the volitional 
component of a belief. Medication compliance, when 
strictly measured, differentiated between patients who 
saw their illness as a "medical" problem and those who 
saw it as either a psychosocial or supernatural problem. 
This is in agreement with the finding of Foulks et al. (2J. 

Conclus ion 
This study confirmed the previous findings of 
widespread belief in supernatural causation of mental 
illness [6.7,8,9], even among long-term users of orthodox 
psychiatric services. It further highlights the difference 
between beliefs about the cause of the illness and mere 
awareness of possible aetiological factors among patients 
and relatives. Both belief and knowledge are probably 
linked by complex dynamic interplay between the subject 
and his environment. T h e findings of this study suggest 
that such environmental factors may include the 
influence of professional careers, other patients, and the 
family. The study also identified differential acceptability 
of causal information, with medical explanations 
appearing better acceptable to subjects than expected. 

Treatment compliance was not found to be 
associated with mere awareness of information about 
etiology, but with personal conviction about such 
information expressed as a belief. This is in agreement 
with the view of Seltzer et al. [5]. 

Clinical impl ica t ions 
The clinical implication of the Findings of this study is in 
the arena of mental health education programme 
development. The need for interactive group approach to 
health education as a tool for belief formation and 
alteration among patients, their relatives and members of 
the community is hereby advocated. The findings also 
have relevance in t reatment-compliance interventions. 

Limita t ions 
The method of assessment of causal beliefs in this study 
has obvious limitations with the possibility of eliciting 
delusional and or socially desirable responses from 
subjects. However, the assessed patients were insightful 
and in full remission. Furthermore, the wording of the 
questions was such that would minimise social 
desirability in terms of responses. I he method of 
assessment of medication compliance appears unusual, 
but found to be relevant in our setting where poor 
medication compliance commonly occurs at about the 

time of patient 's next appointment due to patients 
complaints of inability to afford the cost of the full 
prescription. This has been postulated to be more related 
to patients ' attitudes towards his treatment than finance, 
as confirmed by this study. 
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