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1
Introduction

Ethnic minorities form a considerable segment of populations in many Western
countries (United Nations, 2006; US Census Bureau, 2001). In the Dutch urban
areas, some 24 to 38 percent of the total population (CBS, 2009), and nearly half of
the youth population (CBS, 2006) are from a non-Western ethnic background.
While there has been an upward trend in the utilization of mental health care by
members of ethnic minority groups, they do not seem to equally profit from
conventional services as the majority population (Department of Health and
Human Services, 2001; Struijs & Wennink, 2000). In the context of psychotherapy
for instance, minority patients have been shown to have higher drop-out rates
(Organista, Munoz, & Gonzalez, 1994), and worse treatment outcome (B. S.
Brown, Joe, & Thompson, 1985; Zane, Enomoto, & Chun, 1994).
The relatively poor mental health care outcome among ethnic minorities
has often been ascribed to patients’ cultural background and “cultural differences”
with their therapists (Van Dijk, 1989). However, “culture”, and by extension the
notion of cultural differences, are too broad and vague concepts to constitute an
adequate unit of analysis (Kuper, 2000). Indeed, culture refers to many conceptual
entities, such as traditions, beliefs, norms and values, and it is often unclear which
specific differences between therapists and patients may be responsible for the
poor outcome. A specific cultural element, which is thought to be of direct
relevance for clinical outcome, is patients’ beliefs regarding the nature and
etiology of their illness (Kleinman, 1980). It has been suggested that discrepancies
between patients and therapist in illness beliefs and attributions may be one of the
reasons, underlying the poor intercultural therapy outcomes (Kleinman, 1980) (see
box 1).

Illness beliefs and explanatory models of illness
During the past decades, two theoretical models have been proposed, linking
patients’ illness beliefs to health behavior and treatment outcome.
The Explanatory Model Framework
The first model, the so-called Explanatory Model Framework (Kleinman, 1980,
1988), assumes that individuals (e.g., patients, their family or practitioners) tend to
construct explanatory models (EMs), when facing a specific episode of illness.
These models are informed by broader cultural beliefs about health and illness, and
are held by patients and practitioners in all cultures and societies. Theoretically,
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Box 1. Therapist-patient discrepancy in illness attributions (case descriptions)1
Case 1.
Mr. A is a 20-year-old refugee from Sierra Leone who has been living in the
Netherlands for the past three years. Since his arrival, Mr. A has been suffering
from depression and anxiety symptoms, as well as severe pain in his eyes and
forehead. When different medical tests did not point to an organic pathology, his
GP concluded that the pain in his eyes and head could have a psychological
origin. Mr. A did not agree with this explanation, since he does not “intend or
direct his mind to hurt his eyes”. He believes that his pain symptoms are either
caused by an unknown allergy or “invisible computer rays”, which may have
affected his eyes, when he was spending a lot of times in front of a computer
screen. Mr. A is frustrated that medical tests have “failed” to discover the true
nature of his symptoms, and accused his GP of being incompetent. He followed
the GP’s advice to consult a psychologist, but discontinued treatment after the
initial session.
Case 2.

Mrs. B is a 36-year-old married woman of Moroccan origin. One year ago, she
lost her father in a car accident. Since then, Mrs. B has been suffering from
depression and low self-esteem. In the past six months, she has increasingly felt
inadequate and anxious in social situations. On a number of occasions, she has
experienced sudden anxiety attacks, which forced her to minimize her social
contacts to a great extent. Mrs. B has been referred to a psychotherapist for the
treatment of her depression and anxiety symptoms. When the therapist asked
what could be causing her problems, she mentioned witchcraft as her main
explanation. Mrs. B and her husband have been happily married, and she suspects
that her jealous sister-in-law may have bewitched her. The therapist, in contrast,
believes that Mrs. B’s “panic symptoms” stem from her low self-esteem and
social anxiety. In his view, the witchcraft explanation forms a barrier to change,
which should be removed to engage the patient in psychotherapy. Hence, the
therapist attempted to challenge the validity of the witchcraft theory, using
cognitive restructuring. Although she did not discuss her reservations openly,
Mrs. B viewed the therapist’s attitude as dismissive, and had the impression that
he could not understand her situation adequately. Besides, she could not see how
her low self-esteem could account for sudden bodily changes, which were
accompanied by severe anxiety. On her initiative, the treatment was terminated
after four sessions.

1

Both cases are fictional, although each consists of elements, adapted from real cases.
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EMs may consist of different cognitive components, each pertaining to a different
aspect of illness, i.e., (1) etiology, (2) time and mode of onset, (3) pathophysiology
(physiological mechanisms underlying the illness), (4) course of illness (severity
and degree of chronicity), and (5) treatment. Although in practice often limited to
one or more tentative explanations, EMs are believed to serve a number of key
functions for patients and therapists alike. They project personal and social
meaning on the experience of illness, guide and evaluate treatment choices, and
provide an idiom through which the experience of illness is communicated to
others.
The Self-regulation Model
The second theoretical approach is the Self-regulation Model ( Leventhal,
Diefenbach, & Leventhal, 1992; Leventhal, Nerenz, & Steele, 1984). This model
assumes individuals to be rational actors, who purposefully select coping strategies
in order to improve their current health towards a desirable health state. When
confronted with a symptom or health threat, individuals develop cognitive
representations of illness. Similar to the EM Framework, these illness
representations are thought to consist of beliefs regarding five different domains of
illness: (1) antecedent causes, (2) identity (the disease label and its symptom
indicator), (3) physical, social, and economic consequences, (4) time-line (acute,
chronic or cyclic), and (5) potential for cure and/or control. Based on an initial
representation of illness, individuals apply and subsequently evaluate particular
coping or help-seeking strategies. If these strategies fail to generate the desired
outcome, the initial illness representations may be adjusted, leading in turn to new
coping strategies.
Despite the apparent value of the Self-Regulation Model, the present thesis is more
substantially based on Kleinman’s EM Framework. This has to do with the
relatively elaborated nature of Kleinman’s hypotheses, linking EMs to treatment
process and outcome. On the other hand, the Self-regulation Model, while
acknowledging the relevance of illness representations for treatment success, is
more explicitly focused on their association with coping strategies and health
outcome. The present thesis addresses two important issues, derived from the EM
Framework (see further), while focusing exclusively on a single component of
EMs, namely the ideas on illness etiology, i.e., illness attributions. On a theoretical
level, illness attributions are perhaps the most salient component of EMs. In fact,
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personal ideas on the course and severity of symptoms, as well as their
pathophysiology and adequate treatment may not be established without some
indication of antecedent causes. Indeed, a recent study found illness attributions to
be significantly associated with patients’ preferred coping/treatment, as well as
ideas on the course and severity of illness (C. Brown et al., 2007).

Aim and focus of this thesis
The two important issues, which are addressed in this thesis, pertain to the
assessment and clinical relevance of illness attributions. In this section, each
subject is briefly outlined, followed by an overview of empirical evidence, and a
description of the present work’s contribution to this literature.
Assessment of illness attributions
Although not presented as a formal hypothesis, Kleinman (1980) referred to the
problematic assessment of EMs, using face-to-face interviews. Specifically,
patients may have the occasional tendency to conceal their EMs in interactions
with clinicians, as their ideas may appear mistaken or primitive from a Western
medical perspective. However, the EM Framework does not further elaborate on
specific factors, which may be associated with misreports of EMs.
There is a keen lack of direct evidence concerning the misreports of illness
attributions in interview situations. Although the concealment and misreports of
beliefs is well documented in anthropological literature (Fabian, 1990; Pool, 1994),
not much is known regarding the factors, which may be associated with their
occurrence. In social psychological literature, misreports of beliefs and attitudes
have been found to be related to a number of factors, such as respondent’s
tendency towards social desirability (McCann & Hancock, 1983), high levels of
uncertainty towards one’s beliefs (Finkel, Guterbock, & Borg, 1991), poor rapport
with the interviewer (Cannell, Miller, & Oksenberg, 1981), and disparities between
the interviewer and the respondent in social demographic characteristics (e.g.,
ethnicity) (Davis, 1997). It seems plausible to assume that the same factors may
underlie the presumed misreport of illness attributions in interview situations.
Misreports of illness attributions may be reduced by employing indirect
measures, which have been widely used in the field of social psychology (Fazio,
Williams, & Powell, 2000; Greenwald, McGhee, & Schwartz, 1998; Nosek &
Banaji, 2001). Indirect measures are computer administered association tasks,

14

which in contrast to interviews, tend to assess a given belief or attitude,
independently of respondents’ self-report. For this reason such measures are
generally believed to be less sensitive to response manipulations.
This thesis aimed to identify factors, which may affect the self-reports of
illness attributions, using face-to-face interviews, and to introduce an alternative
(indirect) instrument, which is less sensitive to these factors. Based on previous
evidence in social psychological literature, it was examined whether ethnic
minority patients report different illness attributions to ethnically similar and
dissimilar interviewers, and whether this differential report is associated with
patients’ social desirability, degree of certainty towards their beliefs, and the
quality of rapport with the interviewer. Moreover, it was investigated whether an
indirect measure of illness attributions is less sensitive to ethnic (dis)similarity with
the interviewer than face-to-face interview.
Clinical relevance of illness attributions
a. Treatment-induced changes in illness attributions
The EM framework assumes patients’ EMs to be inherently dynamic. Often, they
are constructed based on specific information to cope with specific symptoms. As
the information evolves, for example through changes in symptom severity or
processing of new information from social network, EMs are prone to change
accordingly. This is particularly likely to occur in the context of treatment, in
which patients may be exposed to professional EMs of therapists. Kleinman (1980)
hypothesized that patients may subsequently reject, assimilate, or integrate the
professional EMs in their existing views, or even develop new EMs as a result. The
clinical communication is, however, effective to the extent that it reduces the initial
EM discrepancies between patients and their therapists.
Thus far, only a limited number of studies have focused on attributional
changes in the context of treatment. Among European patients with somatoform
disorders, physical attributions appear to decrease as a result of psychological
interventions (Avia et al., 1996; Sharpe et al., 1996). With regard to ethnic
minorities, however, the current evidence for the effect of treatment on illness
attributions is equivocal (Bäärnhielm, 2004; Bäärnhielm & Ekblad, 2000; Jacob,
Bhugra, & Mann, 2002). Furthermore, the hypothesis that therapist and patient
attributions become more similar in the course of treatment has not been rigorously
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examined, as none of the previous studies has included an explicit assessment of
therapist attributions.
The present thesis contributes to the literature by examining the effect of
psychotherapy on minority patients’ illness attribution. Moreover, by assessing
both patient and therapist attributions, it investigated whether therapist-patient
discrepancies in illness attribution will decrease in the course of treatment.
b. The impact of therapist-patient attributional discrepancy on treatment process
and outcome
Perhaps the most significant contribution of the EM framework pertains to its
hypothesis, linking illness attributions with treatment process and outcome.
Kleinman (1980) hypothesized that treatment effect will be greater, when patients
and therapists hold similar understandings of illness. When discrepancy occurs in
the way patients and therapists explain the symptoms, treatment strategies will
make no sense to patients, resulting in non-adherence, treatment disengagement,
and poor treatment outcome.
Research into the association between patients’ illness attributions,
treatment process and outcome has produced mixed findings. While a number of
studies seem to suggest that patient attributions, which are compatible with the
treatment rationale, may enhance the therapeutic bond (McCabe & Priebe, 2004),
treatment attendance (Foulks, Persons, & Merkel, 1986) and outcome (Chalder,
Godfrey, Ridsdale, King, & Wessely, 2003; Kennedy et al., 2006), others have
failed to do so (Deale, Chalder, & Wessely, 1998; Sullivan et al., 2003). The
current literature is problematic in two ways. First, the studies have exclusively
focused on illness attributions of patients, regardless of their (in)congruence with
therapists’ attributions, which may explain some of the inconsistencies in the
research findings. Second, there is virtually no evidence for the presumed clinical
relevance of illness attributions among ethnic minority patients.
The present thesis aimed to fill this gap by investigating the association
between therapist-patient discrepancies in illness attributions and psychotherapy
outcome among ethnic minorities. Furthermore, it was examined whether the
presumed negative effect of attributional discrepancy on outcome is due to poorer
process of treatment, as indicated by lower treatment attendance rates.
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Thesis outline
This thesis is divided into two sections, dealing respectively with the assessment
and clinical relevance of illness attributions among ethnic minority patients.
Chapter 2 examines whether Turkish and Moroccan patients in the Netherlands
report different illness attributions to ethnically similar and dissimilar interviewers,
and whether this differential report is associated with patients’ social desirability,
degree of certainty towards their beliefs, and the quality of rapport with the
interviewer.
Chapter 3 reports on two studies, in which an indirect measure of illness
attributions is introduced and compared with face-to-face interviews. In the first
study, the convergent and discriminant validity of this indirect measure was
assessed among Dutch university students. The second study examined whether the
indirect measure is less sensitive to ethnic (dis)similarity with the interviewer than
face-to-face interview among patients from Turkish and Moroccan origins.
The second section of this thesis is concerned with the clinical relevance of
illness attributions. This section opens with a comprehensive overview of evidence
on the clinical relevance of illness attributions in a broad sense of the term. Thus,
chapter 4 goes beyond the narrow focus of
the remaining of the thesis by
providing a systematic review of the literature on the presumed effect of illness
attributions on coping, help-seeking behavior, alliance, satisfaction, drop-out, as
well as treatment adherence and outcome.
Chapter 5 describes a study, which examined the effect of psychotherapy
on minority patients’ illness attributions. Also, the study assessed whether
therapist-patient discrepancies in illness attribution will decrease in the course of
treatment.
Chapter 6 reports on a study, which focused on the association between
therapist-patient discrepancies in illness attributions, treatment attendance and
outcome. Finally, in the closing chapter the findings are summarized and
discussed, alongside a number of implications for research and practice.
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Part I
Assessment of illness attributions

2
Assessment of lay attributions of mental
illness: effects of patient and interviewer
characteristics

_______________
Ghane, S., Kolk, A. M. M., & Emmelkamp, P. M. G. (2010). Assessment of explanatory models of illness: effects
of patient and interviewer characteristics. Social Psychiatry & Psychiatric Epidemiology, 45, 175-182

Abstract
Patients’ illness attributions refer to ideas on illness causation, and are associated
with treatment preference and outcome. Reliable and valid assessment of illness
attributions may be hindered by interviewer and respondent disparities on certain
demographic characteristics, such as ethnicity. The present study examined (a)
whether ethnic minority patients reported different attributions to ethnically similar
interviewers in comparison with those with a different ethnicity, and (b) whether
this effect was related to respondents’ social desirability, the perceived rapport
with the interviewer and level of uncertainty towards their attributions. Fifty-five
patients of Turkish and Moroccan origins with mood and anxiety disorders were
randomly assigned to ethnically similar or dissimilar interviewers. Illness
attributions were assessed, using a semi-structured interview, across 11 different
categories of causes. Participants who were interviewed by an ethnically similar
interviewer perceived interpersonal, victimization, and religious/mystical causes as
more important, whereas interviews by ethnically dissimilar interviewers generated
higher scores on medical causes. These effects were not mediated by the perceived
rapport with the interviewer, and social desirability had a modest impact on the
results. Higher uncertainty among participants towards medical and
religious/mystical causes seemed to be associated with greater adjustment in the
report of these attributions. The findings have significant implications for
interviewer selection in epidemiological research and clinical practice.
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Introduction
Patients’ illness attributions refer to ideas on illness causation, and are shown to be
associated with coping (Chesla, 1989; Rose, 1983), treatment preferences
(Saravanan et al., 2007), compliance (Foulks, Persons, & Merkel, 1986),
therapeutic relationship (McCabe & Priebe, 2004), and treatment satisfaction
(Callan & Littlewood, 1998). In light of the available evidence, fostering the
effectiveness of mental health care requires an understanding of patients’
perspective through methodologically rigorous assessments of their illness
attributions (Bhui & Bhugra, 2002). The present study aimed to investigate the
effect of patient and interviewer characteristics on the assessment of illness
attributions among Dutch mental health patients of Turkish and Moroccan origins.
A major obstacle in the assessment of illness attributions is respondents’
occasional tendency to conceal or misreport their beliefs in an interview situation.
Indeed, it has been suggested that lay persons may not volunteer their beliefs to
clinicians, as these ideas may seem mistaken or even primitive from a Western
medical point of view (Kleinman, 1980), or may simply adjust their accounts in
order to appear more intelligible (Van der Geest, 1991). Thus far, little is known
about the nature and magnitude of such misrepresentations, and specific factors,
contributing to their occurrence, remain yet to be discovered.
In the social psychological literature, misreports of beliefs and attitudes
have often been ascribed to self-presentation demand (Blair, 2002), the tendency of
respondents to present themselves in a socially desirable manner. Recently, an
alternative interpretation has been proposed, the so-called social tuning hypothesis
(Sinclair, Huntsinger, Skorinko, & Hardin, 2005). This hypothesis postulates that,
in an attempt to form or maintain a desirable bond, individuals may adjust their
beliefs and utterances in order to create a closer match with the presumed attitudes
and beliefs of the interviewer. Although such tunings of one’s accounts may often
be driven by strategic self-presentation motives, evidence suggests that these
adjustments could also, in part, be unintended (Lowery, Hardin, & Sinclair, 2001).
Literature proposes a number of factors, which are thought to impact the
adjustment and tuning of respondents’ accounts. Firstly, social tuning is more
pronounced among individuals with high tendency towards social desirable
responding (McCann & Hancock, 1983). Secondly, the quality of rapport between
the respondent and the interviewer is widely considered instrumental in reducing
the former’s self-presentation tendencies (Cannell, Miller, & Oksenberg, 1981).

27

Thirdly, adjustment of attitudes and belief utterances seem predominately to occur
on sensitive topics (e.g., racial prejudice) (Weeks & Moore, 1981). That is to say,
reports are more prone to adjustment, insofar as they are perceived to provoke
social rejection in the interview context. Fourthly, the adjustment of belief
utterances appears to be related to respondents’ level of uncertainty towards those
beliefs; tuning is stronger among those who experience greater uncertainty towards
their beliefs (Finkel, Guterbock, & Borg, 1991). Finally, adjustments of reports
may occur as a result of disparities between respondent and interviewer
characteristics in terms of age, gender, status, and ethnicity.
Focusing on the latter variable, one can expect ethnic minority patients to
produce different accounts with ethnically similar (ethnic match) and dissimilar
interviewers (ethnic mismatch). Such ethnic match effects have been widely
demonstrated in studies into racial and political attitudes (e.g., Anderson, Silver, &
Abramson, 1988; Davis, 1997), and only marginally tested in mental health
research. Thompson, Worthington, and Atkinson (1994) examined self-disclosure
of African-American students concerning campus life in a predominately “white”
university with African-American (match) and Caucasian (mismatch) counselors.
Participants with higher level of mistrust towards Caucasians provided a greater
number of disclosures with African-American counselors. Another study found
African-American respondents, who tested positive for cocaine use, to disclose
more drug use, when interviewed by an African-American interviewer than by a
Hispanic interviewer (Tassiopoulos et al., 2006). Other investigators demonstrated
that ethnic matching may also produce a reverse effect (Dotinga, Van den Eijnden,
Bosveld, & Garretsen, 2005). In their study, respondents of Turkish and Moroccan
origins in the Netherlands reported less alcohol use to ethnically similar
interviewers in comparison with native Dutch interviewers. The authors explained
this result by pointing to the Islam’s prohibition of alcohol consumption in Turkish
and Moroccan cultures.
The present study sought to investigate the illness attributions of Turkishand Moroccan-Dutch patients in the context of the ethnic (mis)match with the
interviewer. Past research among Turkish (Gilgen et al., 2005) and Moroccan (AlKrenawi, 2001) immigrants has pointed to a large degree of similarity in their
illness attributions, pertaining to a wide range of supernatural (magical),
interpersonal, psychological, and stress-related causal factors. Although the
existing literature does not provide any clear hypotheses, given the principles of
social tuning, one may expect a differential report of illness attributions in ethnic
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match and mismatch contexts. For instance, it seems plausible to assume that
magical attributions (e.g., witchcraft and evil eye) may especially be susceptible to
misreport to ethnically dissimilar interviewers, given their roots in cultural folk
beliefs, which may appear primitive to outsiders. Hence, patients’ tendency
towards social desirable responding and the perceived quality of rapport with the
interviewer may exert a greater influence on disclosure of this type of attributions.
In addition, illness beliefs in general (Van der Geest, 1991), and illness attributions
in particular (Williams & Healy, 2001), are often fluid, ambiguous, and uncertain
cognitions that tend to be represented differently in response to varying interview
contexts. In other words, due to the ambiguity of their illness attributions, patients
may report different, even contrasting accounts at different moments, or to
different people. Taken this premise in light of the available evidence on social
tuning, one may expect highly uncertain individuals to manifest greater adjustment
of their beliefs in response to interviewer characteristics, such as ethnicity.
A final factor of importance, which may affect the report of illness
attributions in (mis)match contexts, pertains to patients’ level of acculturation.
Acculturation, roughly defined as cultural adaptations as a result of prolonged
contact with the host society, presumably influences the types of illness
attributions that patients hold (Minas, Klimidis, & Tuncer, 2007), as well as the
personal salience of an ethnically similar interviewer for individual minority
patients. That is, an ethnic match situation may become less significant with
increasing levels of acculturation.
In summary, the present study examined whether patients of Turkish and
Moroccan origins reported different attributions in the match and in the mismatch
situations. It was hypothesized that, regardless of patients’ level of acculturation:
(a) they would perceive magical attributions as more important in the match than in
the mismatch condition; (b) the differences in reports of attributions in the match
and mismatch contexts would be larger for patients with high tendency towards
social desirability and (c) mediated by respondents’ perceived quality of rapport
with the interviewer; and finally (d) the (mis)match effect would be larger for
participants who experience greater uncertainty towards their attributions.
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Methods
Design
Participants were randomly assigned (stratified according to gender and diagnosis)
to one of two conditions: (1) match condition, in which participants were
interviewed by an interviewer from the same ethnic background and (2) mismatch
condition, in which a native Dutch interviewer conducted the interviews.
Additionally, participants and interviewers were matched on gender. The research
design and procedure were approved by our university ethical committee.
Participants
Participants were recruited among patients who were receiving treatment at two
psychiatric outpatient centers in the city of Rotterdam. Patients were included, if
they were 18 years or older, had at least one of their parents born in Turkey or
Morocco, and had a DSM-IV diagnosis of major depression, dysthymia, or any
anxiety disorder at intake. Exclusion criteria were having a presumed psychotic
disorder in active phase, or any severe cognitive disability, which would affect the
quality of communication during the interview. Proficiency in Dutch language was
not an inclusion criterion.
Interviewers
Interviews were conducted by 17 interviewers, of whom 10 had native Dutch
(mean age = 24, SD = 1.15), and 7 had Turkish or Moroccan (mean age = 25.28,
SD = 5.52) ethnicity. All interviewers in the match condition were graduate
students in clinical psychology, whereas three interviewers in the mismatch
condition were psychology students, and the remaining studied other disciplines
(e.g., social science, economy). A two-day extensive training was provided for all
interviewers, in which the research procedure, and especially the interview
protocol were discussed.
Instruments
Illness attributions were assessed, using the Explanatory Models Interview
Catalogue (EMIC) (Weiss, 1997). This instrument consists of a collection of
locally adapted semi-structured interviews for eliciting illness attributions among
specific cultural groups. The version, utilized in the present study, was partly based
on a previously developed Turkish version (Gilgen et al., 2005), which was further
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adjusted for use among Turkish and Moroccan patients. The adjustment consisted
of developing additional items, based on a review of the relevant literature and
consultation with cultural experts. The interview consists of an open query into the
perceived causes of patient’s condition, and a checklist of 46 causal factors that
were divided into 11 different categories of causes: ingestion of food or substances,
medical, interpersonal, stress, loss and grief, migration related factors,
victimization (e.g., physical or sexual abuse), magical (e.g., djinns, evil eye),
religious and mystical (e.g., divine punishment, fate), psychological (e.g.,
personality characteristics), and finally environmental causes (e.g., pollution). The
final section of the interview inquires about the most important cause, and the first
cause that patients considered when they became aware of their problems. Each
item was assigned a weighted numerical value, corresponding to the degree of
emphasis a respondent placed on that item as a perceived cause of his/her
symptoms. Perceived causes, which were spontaneously reported in response to the
open query, were assigned a score of 4. Items that were identified as causal factors
after probing (using the checklist), received a score of 3 or 2, depending on
whether they were emphasized or merely mentioned during the interview. An
additional score of 5 was assigned to the cause, which was perceived as the most
important, and an additional score of 1 to the cause, the respondent considered first
after becoming aware of the symptoms. Higher item scores reflected greater
perceived significance of the item as a causal factor. For each category of causes, a
score was generated by calculating mean values for the individual item scores in
that category.
Social desirability was measured with the short Dutch version (Vorst,
2002) of the Balanced Inventory of Desirable Responding (BIDR) (Paulhus, 1984).
This questionnaire consists of 24 items, and measures social desirability along the
two dimensions of impression management and self-deception. The reliability of
the Dutch version is acceptable (α = .79).
Quality of rapport was evaluated, using a short questionnaire, which was
developed for the purpose of this study. Participants were asked to rate, on a 5
point Likert scale (1 = completely disagree; 5 completely agree), whether they
agreed with three statements pertaining to their level of comfort during the
interview, and the tendency to disclose information. In this sample, a Chronbach’s
alpha of .64, and a mean inter-item correlation of .37 were found for this scale.
Uncertainty towards attributions was assessed with a rating scale, which
was integrated into the EMIC. On each item of the EMIC checklist, patients were
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asked to rate, on a 4 point Likert scale, how likely they found the item to be a
cause of their illness (0 = not at all; 4 = very much). Scores were reversed prior to
analysis, so that higher scores represented greater uncertainty.
Acculturation was measured, using the Dutch, Turkish and Moroccan
versions of the Lowlands Acculturation Scale (LAS) (Mooren, Knipscheer,
Kamperman, Kleber, & Komproe, 2001). This measure was constructed and
validated, based on research among the Turkish and Moroccan communities in the
Netherlands. The LAS consists of 27 items that form the following subscales:
social integration, traditions, norms and values, skills, and loss. Higher scores on
these subscales reflect a greater orientation towards the culture of origin.
Acceptable levels of reliability (Kamperman, Komproe, & De Jong, 2003) and
validity (Mooren et al., 2001) have been reported for the entire scale.
Manipulation check was performed by one item, added to the rapport
questionnaire, which informed whether patient and interviewer had the same or a
different ethnicity (yes/no).
Socio-demographic characteristics were assessed with a questionnaire
focusing on age, gender, ethnicity, education, and migration related factors, such as
participant’s age at migration and the length of residence in the Netherlands.
With the exception of the manipulation check and the socio-demographic
characteristics, analyses were performed using the mean scores for each
instrument. All measures, except the LAS, were translated into Turkish and Arabic,
using the translation-back translation procedure.
Procedure
All interviews were conducted at the institutes where the participants were
recruited. In order to isolate the interviewer effect, two different persons were
involved in the data collection procedure. The first person welcomed the patient,
and guided him or her to a room where the second person (the interviewer,
introducing himself or herself as a student/research assistant) explained the
procedure, acquired written informed consent, conducted the interview (EMIC), and
subsequently administered the BIDR and LAS in random order. The sociodemographic characteristics were assessed at the end of the session. Finally, the
interviewer left the room, and the first person returned to administer the rapport
questionnaire. In order to make the ethnicity of the interviewer more salient in the
match condition, the first person was always of native Dutch origin. For
participants, who were not fluent in Dutch, a professional interpreter was available
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to facilitate the communications during the interview.
Analyses
Preliminary analyses. Analyses of potential non-response bias and randomization
check were performed using Chi-square and T tests. Further, a MANOVA was
conducted to assess the effect of interpreter’s presence on the report of illness
attributions in the mismatch condition. Finally, an additional MANOVA was
performed to investigate possible differences in illness attributions of participants
from Turkish and Moroccan origins.
Main analyses. In order to examine the effect of ethnic (mis)match on the
report of illness attributions, data were initially analyzed by employing two
different approaches: (1) separate multi-level regression analyses for each category
of causes, which applied a correction for the nesting of multiple participants within
individual interviewers (individual interviewer effect), and (2) a conventional
MANCOVA, with acculturation scores as covariate, and scores on each of the 11
categories of causes as dependent variables. As both methods generated identical
outcomes, only the results of the conventional analysis are presented in the next
section. In case of significant differences, effect sizes were calculated using the
Cohen’s d. Interaction effects between social desirability and condition were tested
by simultaneous multiple regression analyses, using condition, social desirability,
their interaction term, and acculturation as predictors, and each category of causes
as the outcome variable. To assess whether the quality of rapport mediated the
effect of ethnic (mis)match on reports of illness attributions, a series of regression
analyses were conducted, using the following criteria, which were proposed by
Baron and Kenny (Baron & Kenny, 1986): (1) the independent variable (condition)
should predict the outcome variable (report of different types of illness
attributions), (2) the independent variable should have an effect on the proposed
mediator (perceived quality of rapport), and (3) the proposed mediator should
predict the outcome variable, when controlling for the effect of the independent
variable. Finally, interaction effects between uncertainty and condition were tested
by simultaneous multiple regression analyses with condition, uncertainty, their
interaction term, and acculturation as predictors, and each category of causes as the
outcome variable. Interaction effects were further analyzed by applying the
Johnson-Neyman technique (Huitema, 1980) in order to detect regions of
significance on the moderating variable. That is, the values of the moderator
(uncertainty) for which the scores in the outcome variable (categories of
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attributions) were significant between the match and mismatch groups.

Results
Participants
One hundred and twenty-one patients were approached for participation, of whom
66 refused (54.5%). Reasons provided for refusal were fatigue (34.8%) and no time
or opportunity (51.5%). Six patients (9.1%) did not disclose a reason, and in three
cases (4.5%) the reason for refusal was not recorded. No significant differences
were found between participants and refusers on age, gender, ethnicity and
diagnosis.
Three patients in the mismatch condition reported to have been
interviewed by an ethnically similar interviewer on the manipulation check. Their
data were excluded from further analysis, so that the final sample consisted of 52
patients. Another participant was excluded from the analysis of social desirability
scores, due to excessive number of missing values on the BIDR.
Among the participants in the mismatch condition, 12 (48%) were assisted
by an interpreter during the interviews. However, the overall effect of the
interpreter’s presence on the EMIC scores of respondents in the mismatch
condition was not significant. In addition, analyses found no difference in the
illness attributions of participants of Turkish and Moroccan origins.
Sample characteristics are shown in table 1. All participants were (firstgeneration) migrants, with both their parents born and raised in Turkey or
Morocco. No significant differences were observed between participants in both
conditions, except for the level of acculturation. Patients in the match condition
appeared to be less acculturated than those in the mismatch condition, t (50) =
2.03, p = .05.
Effect of ethnic (mis)match on the disclosure of illness attributions
An overall effect of ethnic (mis)match was found on the report of illness
attributions, F (11, 39) = 2.83, p < .01. Contrary to the first hypothesis, participants
in the match condition did not perceive magical causes as more important than
those in the mismatch condition. However, a number of significant differences
were found on other categories of attributions, regardless of participants’ level of
acculturation (table 2). Patients in the match condition scored higher on
interpersonal (d = .70), victimization (d = .90), and religious/mystical causes (d =
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Table 1. Sample characteristics for the match and mismatch conditions (N = 52)
Match (n = 27)
n
%

Condition
Mismatch (n = 25)
n
%

Gender
Male

10

37.0

11

44.0

Female

17

63.0

14

56.0

Turkish

15

55.6

14

56.0

Moroccan

12

44.4

11

44.0

M

SD

M

SD

Age

41.9

7.8

45.6

7.9

Years of education

6.5

3.5

6.8

6.3

Age at migration

17.3

8.1

19.9

8.5

Years in the Netherlands

24

8.6

25.1

7.7

Social desirability

3.27

.4

3.4

.4

Acculturation
* p = .05

4.3*

.7

3.9

.7

Ethnicity

.70). In contrast, participants in the mismatch condition had higher scores on
medical causes (d = .56).
No interaction effects were found between social desirability and condition
for any category of attributions. However, social desirability had an independent
effect on the report of interpersonal (β = -.31, p = .02), and victimization causes (β
= -.25, p = .05), with high levels of social desirability predicting less disclosure.
In order to examine whether the effect of ethnic (mis)match on the report
of medical, interpersonal, religious/mystical, and victimization related attributions
was mediated by the perceived rapport, a series of regression analyses were
conducted, corresponding to criteria 2 and 3 for mediation effects. The first
analysis revealed a significant relationship between ethnic (mis)match and the
quality of rapport, meeting criterion 2; participants in the match condition
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Table 2. Differences between the match and mismatch conditions on the EM category
scores (N = 52)
Match (n = 27)
M
SD

Condition
Mismatch (n = 25)
M
SD

F (1,49)

p

Ingestion

.54

.83

.41

.68

.48

.49

Medical

.74

.76

1.12

.59

4.71

.03

Interpersonal

2.12

1.65

1.14

1.08

6.10

.02

Stress

1.40

1.07

1.55

.76

.56

.46

Migration

1.42

1.23

.94

1.24

.66

.42

Loss

1.24

1.02

1.04

1.07

.71

.40

Victimization

.92

.97

.24

.45

12.00

< .01

Magical

.80

1.01

.80

.99

.33

.57

Religious/Mystical

1.91

.86

1.33

.79

4.96

.03

Psychological

1.49

.78

1.31

.81

1.23

.27

Environmental

.81

.86

.71

.77

.37

.54

perceived the rapport with the interviewer more positively than those in the
mismatch condition, β = -.43, p = .05. However, when controlling for the effect of
ethnic (mis)match (criterion 3), the quality of rapport did not predict the report of
any types of illness attributions. Hence, a mediating effect of rapport could not be
established for the (mis)match effect on any category of causes.
Effect of ethnic (mis)match and uncertainty on report of illness attributions
In line with the hypothesis, the examination of interaction effects between ethnic
(mis)match and level of uncertainty towards each category of causes revealed two
significant outcomes. First, a significant interaction effect was observed with
respect to the scores on medical causes (condition x uncertainty: β = .25, p = .03).
Applying the Johnson-Neyman technique, an upper region of significance was
found for all values of uncertainty above 1.58 (.58 SD above the mean). This
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finding indicates that as uncertainty scores exceeded 1.58, participants in the
mismatch condition scored significantly higher on medical causes than those in the
match condition (β = .23, p = .05).
Second, a reverse interaction

effect

emerged

on

scores

on

religious/mystical causes (condition x uncertainty: β = -.28, p = .03). An upper
region of significance was observed for all values of uncertainty above 2.33 (.08
SD above the mean), indicating that with uncertainty scores exceeding 2.33,
participants in the match condition scored significantly higher on
religious/mystical causes than their counterparts in the mismatch condition (β = .27, p = .05).

Discussion
The present study examined the effect of ethnic (mis)match between interviewer
and respondent on the report of attributions of mental illness. Contrary to the
hypothesis, however, participants in the match condition did not perceive magical
causes as more important than those in the mismatch condition. Patients scored
higher on interpersonal, victimization, and religious/mystical causes, when
interviewed by an ethnically similar interviewer, and scored higher on medical
causes, when interviewed by an ethnically dissimilar interviewer. The data
provided no evidence for the moderating role of social desirability; high levels of
social desirability appeared to be related to less disclosure of victimization and
interpersonal causes, regardless of the ethnicity of the interviewer. Contrary to the
hypothesis, the perceived quality of rapport did not seem to mediate the
(mis)match effect. Finally, as expected, patients who experienced greater
uncertainty towards their attributions scored higher on religious/mystical causes in
the match, and higher on medical causes in the mismatch condition.
The absence of a (mis)match effect on the report of magical attributions
was unexpected, and may have arisen from a number of factors. First, the
interviewer’s mere probing of specific checklist items of the magical category in
the mismatch condition, sometimes in respondent’s own native language to
enhance communication, may have demonstrated a certain level of familiarity or
recognition on the part of the interviewer, thus facilitating the report of this type of
attributions. Alternatively, one can argue that participants in the match condition
were equally reserved about disclosing magical attributions in a medical setting,
when facing a younger person who may not endorse traditional folk beliefs.
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However, the data provided evidence of (mis)match effect regarding a
number of other categories of causes. It is important to note that different
categories of attributions pertain to various aspects of individual’s life and
functioning, some of which may be more private or socially/culturally sensitive
than others. It seems, therefore, reasonable to assume that reports of different types
of attributions in (mis)match situations may not share the same underlying
mechanism. The differential reports of medical and religious/mystical attributions
in match and mismatch situations, may have resulted, more than any other category
of causes, from social tuning. More specifically, given the higher endorsement of
religious/mystical causes in the match situation, one may assume that patients felt
more pressured to acknowledge religious causes before a perceived fellow Muslim.
This result has significant implications for the interpretation of previous research
findings, which point to a relatively high prevalence of religious attributions
among Turkish (Minas et al., 2007) and other non-Western respondents (Bhui,
Bhugra, & Goldberg, 2002; Lloyd et al., 1998). As these studies have all employed
ethnically similar interviewers, high reports of religious attributions may not
necessarily reflect genuine beliefs of the respondents, but merely be an artifact of
the data collection method (i.e., ethnic matching). A similar process may underlie
the participants’ higher reports of medical attributions in the mismatch situation.
Patients may have tuned their accounts towards the perceived views of a native
Dutch interviewer in a medical setting. Interestingly, with respect to both medical
and religious/mystical causes, high uncertainty towards one’s own beliefs seemed
to magnify social tuning. This finding indicates that the adjustment of health
beliefs in the interview context (Van der Geest, 1991) may partly occur due to the
uncertain nature of these cognitions, which makes their report more susceptible to
the interviewer characteristics.
In contrast, interpersonal and victimization causes both pertain to private
aspects of patients’ lives, and are unlikely to result from social tuning tendencies.
One may assume that the differential report of these causes in the (mis)match
situations would be related to the perceived rapport during the interview. This
appeared, however, not to be the case. The higher disclosure rate of victimization
causes contradicts previous research findings. Dailey and Claus (2001) found no
effect of ethnic matching on the disclosure of physical and sexual abuse among
Caucasian and African-American respondents. Beside cultural and demographic
differences in the study samples, the combination of ethnic and gender matching in
the present study may have been crucial for the match effect to occur.
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Overall, the study failed to clarify the factors, contributing to the
(mis)match effects. Social desirability appeared to impact patients’ accounts only
with regard to interpersonal and victimization causes in both match and mismatch
situations. Perhaps, these types of illness attributions include such sensitive
information, that social desirability affects their disclosure by itself, independent of
the ethnicity of the interviewer. Furthermore, given the (mis)match effect was not
moderated by social desirability, one may hypothesize that certain belief
adjustments in (mis)match situations may have not been necessarily deliberate, but
in fact have occurred outside the patients’ conscious attempts to manipulate their
utterances. Indeed, social psychological literature seems to support this assertion,
indicating that belief and attitude adjustments in interpersonal interactions may be
unintended (Lowery et al., 2001), or occasionally even counter a socially desirable
self-presentation (Sinclair et al., 2005). Nonetheless, even in cases in which
adjustments are not deliberate, social desirability can be assumed to affect the
individual’s statements (McCann & Hancock, 1983), albeit perhaps not as
profoundly as the case with conscious manipulations.
The study found no relation between the perceived rapport and patients’
statements in (mis)match situations. Good rapport between interviewer and
respondents has been previously thought to foster disclosures (Dijkstra, 1987) by
countering social desirability tendencies, thus, making patients’ expressions less
threatening (Cannell et al., 1981). A number of additional factors may explain this
discrepancy. First, the quality of rapport was measured after the completion of the
interview, whereas illness attributions were assessed at the beginning of the
encounter, when a rapport may not have been fully established yet. It is, therefore,
not surprising that reports of illness attributions at one moment do not seem to be
associated with the evaluation of rapport at a later moment. A second factor
pertains to the theoretically complex relationship between rapport and disclosure.
Similar to the present findings, a number of studies have found rapport not to
predict response accuracy (Belli, Lepkowski, & Kabeto, 2001), or to mediate the
relationship between interviewer characteristics and patient’s disclosure rate
(Pollner, 1998). Such findings have led a number of authors (e.g., Dijkstra, 1987)
to propose a curvilinear relationship between rapport and disclosure, in which very
low and very high rapport may both inhibit disclosure. Indeed, the lack of evidence
for the mediating role of rapport in the present study may be due to respondents’
reluctance to disclose information, which would have undermined a positive
rapport with the interviewer, insofar as it has already been established.
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This study suffers from a number of limitations. First, the sample size was
not large. It is possible that social desirability and rapport would be more strongly
linked to disclosure, had a larger sample size been acquired. Second, participants in
this study were all immigrants. Data may not be generalizable to the secondgeneration of Turkish and Moroccan Dutch individuals, among whom the ethnic
(mis)match effect may be less pronounced.
In conclusion, the present study provided evidence for the effect of ethnic
(mis)match between interviewer and respondent on the report of illness attributions
among psychiatric patients of Turkish and Moroccan origins. Although the exact
mechanism underlying this effect remains largely unknown, the study has a number
of significant implications for clinical research and practice. First, researchers
should be aware of (mis)match effects in the study of illness attributions, and
possibly other constructs of interest. Ethnic matching of interviewers and
respondents may elicit more genuine accounts on some subjects (e.g., victimization
causes), while resulting in social tuning on others (e.g., religious/mystical causes).
Particularly, in cross-cultural comparisons, such tunings of beliefs and utterances
may generate false assumptions of cultural differences. Therefore, the possibility of
(mis)match effects should, ideally, be included in decisions regarding the research
procedure and interviewer selection. Second, mismatch effects are not merely a
source of non-random measurement error, but also reflect important dynamics in
intercultural clinical encounters. Attempts should be made to enhance disclosure in
the starting phase of these encounters in order to facilitate a more valid assessment
of the patient’s attributions and history. Further studies into the mechanisms of
(mis)match effects will be essential for this purpose.
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Abstract
Illness attributions refer to culturally shaped views on illness causation. Patients’
self-reports of their illness attributions are sensitive to distortions, particularly as a
result of social desirability, uncertainty towards one’s own beliefs and ethnic
disparities with the interviewer. In contrast, reaction time based indirect measures
are thought to be less sensitive to such factors. This chapter reports on two studies,
which applied direct (interview) and indirect (a reaction time based association
task) measures of illness attributions. Study 1 found evidence for the convergent
validity of the direct and indirect measures, indicating that the two measures were
essentially related. Furthermore, social desirability and uncertainty towards one’s
beliefs affected the association between the measures on two categories of
attributions. On interpersonal attributions, the direct and indirect measures
demonstrated greater correspondence among participants with lower tendency
towards social desirability. Further, the correspondence between the measures on
medical attributions was stronger among participants who experienced greater
certainty towards their attributions. Study 2 showed that, unlike the self-reports of
illness attributions, the outcomes of the indirect measure were less affected by
ethnic (mis)match with the interviewer. The nature of the indirect measure, and the
construct that it measures are discussed.
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Introduction
Lay attributions of illness are culturally shaped views on the etiology of symptoms
(Kleinman, 1980). Past research has found illness attributions to be associated with
a wide range of clinically relevant variables, such as coping (Chesla, 1989; Rose,
1983), help-seeking behavior (Saravanan et al., 2007), compliance (Foulks,
Persons, & Merkel, 1986), therapeutic relationship (McCabe & Priebe, 2004), and
treatment satisfaction (Callan & Littlewood, 1998). Given their impact on the
experience of illness and treatment response, a valid assessment of illness
attributions is essential for enhancing the effectiveness of psychological services
(Bhui & Bhugra, 2002). This is even more so, in case of ethnic minority patients,
as their treatment outcome has repeatedly been characterized as relatively poor,
compared to that of the majority population (Atdjian & Vega, 2005; Department of
Health and Human Services, 2001; Struijs & Wennink, 2000). The present article
reports on the application of various modes of assessment for the study of illness
attributions among multi-cultural groups of respondents.
A major problem, inherent to previous studies on illness attributions, is their
potentially unreliable method of direct or explicit assessment in an interview
context. Past research suggests that patients often lack firm and clear ideas
regarding their illness etiology (Williams & Healy, 2001). Beliefs may, therefore,
be spontaneously constructed in response to questions posed during the interview
(Van der Geest, 1991). Furthermore, in reaction to certain characteristics of the
interviewer (e.g., status, gender or ethnicity), individuals may conceal (Kleinman,
1980) or misreport (Van der Geest, 1991) their beliefs in the interview situation.
Self-report of beliefs and ethnic (mis)match with the interviewer
In the social psychological literature, misreports of beliefs and attitudes have been
explained by the so-called social tuning hypothesis (Sinclair, Huntsinger,
Skorinko, & Hardin, 2005). This hypothesis postulates that, in an attempt to form
or maintain a desirable bond, individuals may adjust their beliefs and utterances in
order to create a closer match with the presumed attitudes and beliefs of the
interviewer. Although such tunings of one’s accounts may often be driven by
strategic self-presentation motives, evidence suggests that these adjustments could
also, in part, be unintended (Lowery, Hardin, & Sinclair, 2001). Literature
proposes a number of factors, which are thought to impact the adjustment of
respondents’ accounts. Firstly, adjustment is more pronounced among individuals
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with high tendency towards social desirable responding (McCann & Hancock,
1983). Secondly, the adjustment of belief utterances appears to be stronger among
those who experience greater uncertainty towards their beliefs (Finkel, Guterbock,
& Borg, 1991). Finally, adjustments of reports may occur as a result of disparities
between respondent and interviewer characteristics in terms of age, gender, status,
and ethnicity.
Indeed, a recent study found Turkish and Moroccan immigrant patients in
the Netherlands to report different illness attributions to ethnically similar and
dissimilar interviewers (Ghane, Kolk, & Emmelkamp, 2010). Specifically, patients
said to perceive religious/mystical, interpersonal and victimization causes as more
important when interviewed by an ethnically similar interviewer (ethnic match),
and obtained higher scores on medical causes when facing an interviewer with a
different ethnicity (ethnic mismatch). Furthermore, the report of interpersonal and
victimization causes was associated with patients’ tendency towards social
desirability, with participants with high social desirability providing less
disclosure. Finally, with regard to medical and religious/mystical causes,
adjustments seemed to be stronger among patients who experienced greater
uncertainty towards these attributions. Self-report of illness attributions, thus,
appears to be highly dependent on personal (social desirability), context
(interviewer) and belief (uncertainty) characteristics.
Indirect measures and their correspondence with measures of self-report
Given the sensitivity of interview data to extraneous factors, the study of illness
attributions may benefit from indirect methods of assessment, which involve no
direct inquiry by the investigator. Examples of these methods include computeradministered reaction time based measures, such as the Implicit Association Test
(IAT; Greenwald, McGhee, & Schwartz, 1998), and the Go/No-Go Association
Task (GNAT; Nosek & Banaji, 2001). Generally, such measures aim to assess
certain attitudes (e.g., self-esteem) by measuring the reaction time that a person
requires to associate a set of (word) stimuli (e.g., positive and negative
characteristics) with one of two specific categories (e.g., ‘me’ and ‘not me’). For
example, in perhaps the most simple variant of indirect measures (Fazio, Williams,
& Powell, 2000), participants are presented with a set of words – which appear one
by one on a computer screen – and are instructed to categorize each word as
quickly as possible by pressing one of two specific response buttons (e.g., ‘me’ and
‘not me’). The rationale behind indirect measures is that individuals associate a
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pair of concepts (positive characteristics and ‘me’) easier and faster, when these
concepts are highly related to one another within their memory or associative
network. Previously, this principle has been successfully applied to the assessment
of various constructs, such as racial prejudice (Gawronski, 2002), and self-esteem
(Greenwald & Farnham, 2000). There is no study known to us that has applied
such methods in the assessment of illness attributions.
Though potentially sensitive to context characteristics and faking by
respondents (De Houwer, Beckers, & Moors, 2007; Fiedler & Bluemke, 2005),
indirect measures are generally believed to be less so in comparison with direct
measures (De Houwer, 2006). In other words, the characteristics of the person,
administering the measure (e.g., his/her ethnicity), may have a smaller impact on
the outcome of an indirect measure than on self-reports of beliefs and attitudes
during an interview.
If indirect measures are indeed less dependent on context variables, they are
unlikely to correspond strongly with self-report measures. Consistent with this
hypothesis, a study of various IATs, found an average correlation of r = .36 with
their corresponding direct measures (Nosek, 2005). However, the correlations
between direct and indirect measures varied largely depending on the topic under
study. For instance, the correlation was relatively weak for measures of racial
attitude (r = .16), and stronger for attitudes towards political issues (r = .70). Such
large variations indicate that different factors may determine the correspondence
between direct and indirect measures (Nosek, 2005). Previous studies have
discovered a number of such factors (Egloff & Schmukle, 2003; Hofmann,
Gawronski, Gschwendner, Le, & Schmitt, 2005; Nosek, 2005), two of which have
already been identified as factors affecting the self-reports of attitudes and beliefs
on direct measures (see earlier), and are particularly relevant for research on illness
attributions. First, the correspondence between direct and indirect measures may
vary as a function of respondents’ social desirability (Greenwald & Farnham,
2000). Specifically, measures are thought to be more congruent when social
desirability is low, and more divergent with increasing levels of social desirability,
presumably due to the greater vulnerability of direct measures to this factor.
Second, belief uncertainty has been shown to be another prime moderator of the
relation between direct and indirect measures. Evidence suggests that the
congruence between measures is greater for attitudes that are more stable, less
ambiguous, and less ambivalent (Nosek, 2005).
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This chapter presents two studies, which focused on the validation and
application of an indirect measure of illness attributions in both clinical and nonclinical samples. Our aim was to (a) assess the correspondence between direct and
indirect measures, along with the factors that affect their relationship, and (b)
investigate the sensitivity of these measures to context characteristics. Study 1
examined the construct and discriminant validity of a semi-structured interview
and an indirect association task in a Dutch student sample. Moreover, it examined
whether the correspondence between the measures varied as a function of
respondents’ social desirability tendencies and uncertainty towards their beliefs. In
study 2 both measures were used among a multi-ethnic sample of mental health
patients in order to test the hypothesis that the association task, in comparison with
the interview, is less sensitive to ethnic match and mismatch between the
respondent and the person administering the measures. Taken together, the studies
are of much relevance for the field of transcultural psychiatry. Should the indirect
measure demonstrate acceptable validity, while being less susceptible to context
characteristics, researchers and clinicians may consider its future application as a
complementary assessment tool, alongside conventional interviews.

Study 1
The first study aimed to shed light on the correspondence between a direct and an
indirect measure of illness attributions by (a) examining the convergent and
discriminant validity of the two measures, and (b) identifying the factors that affect
their correspondence. As for the factors, influencing the self-reports of attributions
on direct measures, previous findings (Ghane et al., 2010) indicated that social
desirability may impact the self-reports of interpersonal and victimization causes,
whereas belief uncertainty may affect the self-reports of medical and
religious/mystical attributions. Hence, one may expect social desirability to
similarly affect the correspondence between direct and indirect measures on
interpersonal and victimization related attributions, and belief uncertainty to
moderate their correspondence on medical and religious/mystical causes.
In the present study, illness attributions of a student sample were assessed,
using direct (a semi-structured interview) and indirect methods (an adapted version
of the latency measure developed by Fazio et al. [2000]). We expected that both
measures demonstrate adequate convergent (significant correlations between
corresponding categories of attributions) and discriminant validity (lack of
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association between non-corresponding categories). Furthermore, it was
hypothesized that, for interpersonal and victimization related attributions, the
correspondence between the direct and indirect measures is higher among
participants with low tendency towards social desirability, whereas higher
correspondence is to be expected on medical and religious/mystical causes among
those with less uncertainty towards their attributions. Social desirability and belief
uncertainty were not expected to moderate the association between the measures
on any other category of attributions.
Method
Participants
The sample consisted of 86 Dutch first year psychology students, of whom 63
(73.30%) were women and 23 (26.70%) were men, with a mean age of 22.50 years
(SD = 7.41). Participants took part in the study in return for course credits, and
were recruited using the following text: ‘you are requested to participate in this
study, if you have suffered from a relatively serious physical or mental problem
(more severe than a simple flu) in the past five years’. Participants’ illness
conditions belonged to one of three general categories: psychological problems
(e.g., depression, burn out, anxiety symptoms, phobias) (13.90%), infectious
diseases (e.g., Pfeiffer disease) (60.50%), and other physical conditions (e.g.,
asthma) (25.60%). The symptoms had appeared on average 1.60 years ago (SD =
1.66) with a mean duration of 2.27 years (SD = 4.90).
Instruments
Illness attributions were directly assessed, using the Explanatory Models Interview
Catalogue (EMIC) (Weiss, 1997). This instrument consists of a collection of
locally adapted semi-structured interviews for eliciting illness attributions among
specific cultural groups. The version, utilized in the present study, was based on a
previously developed Turkish and Moroccan version (Ghane et al., 2010), which
was further adjusted for use among the present sample. The adjustment involved
the omission of two categories of causes (i.e., magical and migration related
causes) that a pilot study found to be irrelevant for Dutch respondents.
The interview consists of an open query into perceived causes of
respondent’s condition, and a checklist of 41 causal factors that were divided into 9
different categories of causes: ingestion of food or substances, medical,
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interpersonal, stress, loss and grief, victimization (e.g., physical or sexual abuse),
religious and mystical (e.g., divine punishment, fate), psychological (e.g.,
personality characteristics), and finally environmental causes (e.g., pollution). The
final section of the interview inquires about the most important cause, and the first
cause that patients considered when they became aware of their problems. Each
item was assigned a weighted numerical value, corresponding to the degree of
emphasis a respondent placed on that item as a perceived cause of his/her
symptoms. Perceived causes, which were spontaneously reported in response to the
open query, were assigned a score of 4. Items that were identified as causal factors
after probing (using the checklist), received a score of 3 or 2, depending on
whether they were emphasized or merely mentioned during the interview. An
additional score of 5 was assigned to the cause, which was perceived as the most
important, and an additional score of 1 to the cause, the respondent considered first
after becoming aware of the symptoms. Higher item scores reflected greater
perceived significance of the item as a causal factor. For each category of causes, a
score was generated by calculating mean values for the individual item scores in
that category.
Illness attributions were indirectly assessed, using the Explanatory Models
Association Task (EMAT), a computer generated task that was especially designed
as a simple instrument to be used in both student (study 1) and multi-ethnic patient
samples (study 2). This measure was partly based on an existing latency measure
(Fazio et al., 2000), but differed with respect to the form (auditory rather than
visual) and content of the stimuli, as well as the provided response possibilities
(one rather than two response keys). The choice for auditory instead of visual text
stimuli was due to their better applicability among the participants in study 2, some
of whom were illiterate or had otherwise difficulty responding to visual text stimuli
in a timely fashion. Likewise, providing only one response option was thought to
make the categorization task easier for older individuals with little or no
experience with similar tasks or computers. Pilot testing of the EMAT suggested
that it was superior to an adjusted version of an alternative task (GNAT) in terms
of comprehensibility of its instructions as well as its higher correspondence with
interview data.
The EMAT consisted of a series of 60 spoken word stimuli, which were
randomly presented through a headphone. The stimuli belonged to one of three
categories: (1) causes: 30 of the 41 checklist items of the EMIC, which were
suitable for presentation in a reaction time measure, based on their lack of
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ambiguity (e.g., ‘family problems’, ‘genetics’, ‘unemployment’), (2) negative: 15
stimuli with negative valence, which were thought to represent the patients’
experience of their illness (e.g., ‘difficult’, ‘painful’), and (3) distractors: 15 stimuli
with positive or neutral valence (e.g., ‘happiness’, ‘average’), which were thought
to be unrelated to symptoms. Participants were instructed to respond as quickly as
possible to stimuli that they thought to be associated with their illness, and not to
do so, in case where other stimuli were presented. The response deadlines were
4000 milliseconds for the first two categories, and 2000 milliseconds for
distractors. A four second deadline is considerably longer that those used for most
other indirect measures, but was deemed necessary given (a) auditory stimuli may
require a longer reaction time than text and pictorial stimuli (Vande Kamp, 2002),
and (b) a shorter response deadline resulted in difficulties with correct and timely
response production in a pilot study among a multi-ethnic patient sample. The
response deadline for distractors was set considerably shorter, in order to increase
pressure on participants to respond as quickly as possible (Nosek & Banaji, 2001,
experiment 5). Only reaction times on stimuli belonging to the category ‘causes’
were used for analyses. All missing values (stimuli that were not responded to)
were replaced by the longest possible reaction time (i.e., 4000 milliseconds)
(Greenwald, Nosek, & Banaji, 2003). The task was preceded by an exercise block
of 16 word stimuli.
Baseline response latencies for EMAT stimuli were measured, given
potential problems with the use of the EMAT in a cross-sectional design. This has,
particularly, to do with the fact that the reaction time on a given stimulus not only
reflects the strength of the attitude that is being measured, but also depends on the
length and complexity of that particular word stimulus. Hence, the examination of
the correspondence between the interview and the association task requires a
correction index for the baseline response latencies, the time needed for the correct
perception and processing of each stimulus. These response latencies were
measured by the Auditory Recognition Task (ART), which was developed for the
purpose of this study. This task was almost identical to the EMAT, and differed
only on two counts. First, participants were instructed to categorize stimuli into
adjectives or nouns as quickly as possible. The instructions contained examples of
adjective and nouns to make the categorization easier. Second, there were two
response keys available, each corresponding to one of the target categories
(‘adjective’ and ‘noun’).
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Social desirability was measured with the Dutch adaptation (Vorst, 2002;
Yildirim, 2005) of the Balanced Inventory of Desirable Responding (BIDR)
(Paulhus, 1984). This questionnaire consists of 24 items (e.g., ‘I sometimes tell lies
if I have to’), and measures social desirability along two dimensions of impression
management and self-deception. The Dutch version has an acceptable level of
reliability (α = .79).
Uncertainty towards illness attributions was assessed with a rating scale,
which was integrated into the EMIC. On each item of the EMIC checklist, patients
were asked to rate, on a 4-point Likert scale, how likely they found the item to be a
cause of their illness (0 = not at all; 4 = very much). Scores were reversed, so that
higher scores represented greater uncertainty.
Sociodemographic characteristics were assessed with a questionnaire
focusing on age, gender, and education.
Procedure
Prior to administering the instruments, participants were primed with (≈ sensitized
to) their respective illness episodes, by asking them about the nature, onset, and
duration of their symptoms. EMIC and EMAT were, subsequently, completed in
random order. Participants were instructed to keep their particular illness episode
constantly in mind during the interview, and while completing the association task.
The session ended with the completion of the BIDR, the sociodemographic
questionnaire and the ART. All data were collected by trained undergraduate
students of native Dutch ethnicity.
Data reduction and analysis
In order to adjust the EMAT scores for the baseline reaction times on each
stimulus, the ART scores were first screened. Long reaction times, particularly
those exceeding the response latencies on the same stimuli in the EMAT were
subsequently removed. Mean values for baseline latencies were computed for each
stimulus, which was then subtracted from reaction times on the corresponding
EMAT stimulus for each individual subject. The resulting values were then
subjected to a reciprocal transformation [1/(latencies in seconds +1)] (Fazio et al.,
2000). The adjusted scores were, finally, used to compute mean values for separate
groups of stimuli, corresponding to the 9 EMIC categories. Given the skewness of
the data, Spearman’s rank order correlation coefficients were computed between
all categories of the EMIC and EMAT in order to assess the latter instrument’s
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convergent and discriminant validity in relation to the direct measure. Following a
similar analysis (French, Marteau, Senior, & Weinman, 2005), the convergent and
discriminant validities were evaluated, using the criteria for Multi-Trait MultiMethod (MTMM) analyses developed by Campbell and Fiske (1959). For the sake
of simplicity, these criteria are described in the result sections along with the
outcome of the MTMM analyses.
Further, to investigate whether the correspondence between the direct and
indirect measures was dependent on social desirability, EMIC and EMAT data
were transformed into z scores. Subsequently, a series of simultaneous multiple
regression analyses was conducted, using EMIC scores on each category as the
criterion, and the corresponding EMAT scores, social desirability and their
interaction term (EMAT x social desirability) as predictors. Interaction effects
were further analyzed by applying the Johnson-Neyman technique (Huitema,
1980) in order to detect regions of significance on the moderating variable. That is,
the values of the moderator (social desirability) for which the scores in the
outcome variable (EMIC) were significantly associated with the predictor
(EMAT). A similar set of analyses was conducted to determine whether the
association between the direct and indirect measures varied as a function of
subjects’ uncertainty towards their attributions. Given the directional nature of the
hypotheses, statistical power was increased by conducting one-tailed tests at α <
.05.
Results
Preliminary analyses
No effect of administration order was detected for the scores on the direct and
indirect measures. Regarding the swiftness of responses on the EMAT,
participants’ reaction times were generally below 1000 ms; the mean response
latency was 584 ms for ingestion, 743 ms for medical, 590 ms for interpersonal,
937 ms for stress, 628 ms for loss, 1139 ms for victimization, 896 ms for
religious/mystical, 719 ms for psychological, and 638 ms for environmental
causes. Victimization related attributions were endorsed by only one participant on
the EMIC and by five participants on the EMAT, causing regression estimates to
inflate considerably in the moderation analyses. Hence, the effect of social
desirability and attributional uncertainty on the correspondence between direct and
indirect measures could not be analyzed for this category of causes.

55

Convergent and discriminant validity
Table 1 displays correlation coefficients between the EMIC and EMAT categories
(MTMM matrix). The coefficients are divided into three subsections: a rectangle,
containing correlations between different categories of EMAT and EMIC (heterotrait hetero-method matrix), and an upper and a lower triangle, consisting of
correlations between different categories of the EMIC, respectively the EMAT
(hetero-trait mono-method matrices). The MTMM criteria were used to evaluate
the convergent (criterion 1) and discriminant validity (criteria 2 through 4) of the
two measures.
Criterion 1: The convergent validity of a given measure is supported by
evidence of large and significant correlation with another measure of the same
construct. This criterion is met for all categories of attributions, except for stress
related causes. As can be seen in the table 1 the bold values in the rectangle (the
validity coefficients), for the remaining categories, are all medium to high, and
significantly different that zero.
Criterion 2: the correlation between the two measures of the same
construct should be larger than the correlations between measures of that
construct using one method, and measures of another construct using another
method. That is, the bold values should each be larger than the correlation
coefficients in the same row of the rectangle. Also this criterion was satisfied.
Criterion 3: the correlation between the two measures of the same
construct, using different methods should be larger than the correlations between
measures of different constructs, using either one of the methods. In other words,
the bold values in the rectangle should be larger than correlation coefficients in the
upper and lower triangles. This is the case with respect to the interpersonal,
psychological, and environmental categories. The validity coefficients of the
remaining categories are smaller than the correlations of the psychological
category with interpersonal and stress related causes, as measured by the EMIC,
and with the interpersonal category as measured by the EMAT.
Criterion 4: the data should manifest the same pattern of intercorrelations
between different constructs, regardless of the method used. This standard is
partially met by the results. The psychological category is, in varying degrees,
correlated with the categories of interpersonal, stress, loss, and victimization
causes, independent of which instrument was used. In contrast, the pattern of
correlations between victimization and loss, stress and interpersonal causes, as well
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Table 1. Direct-indirect measures correlation (MTMM) matrix.
direct
Ing

Med

Inter

Stres

Loss

indirect
Vict

Myst

Psy

Env

Ing

Med

Inter

Stres

Loss

Vict

Myst

direct
indirect

Med

-.11

Inter

.18

-.15

Stres

.07

-.04

.25**

Loss

.07

-.10

.31**

.06

Vict

-.11

-.12

.11

.20

.35**

Myst

.00

.10

.02

-.13

.10

-.04

Psy

.16

-.05

.61**

.45**

.34**

.10

.02

Env

.05

-.24*

-.17

-.04

-.11

.01

.06

-.15

Ing

.36**

.07

.02

-.10

.03

-.11

.06

.09

.11

Med

-.05

.37**

-.03

-.11

-.06

-.08

.18

-.08

-.11

-.09

Inter

.11

.02

.68**

.04

.19

.06

.04

.44**

-.22*

-.01

.14

Stres

-.10

.14

-.13

.16

-.02

-.05

.11

.13

-.13

-.06

.09

.12

Loss

-.10

-.06

.24**

-.13

.44**

.26**

.13

.14

-.14

.04

.19

.37**

.03

Vict

.12

-.13

-.29**

.30**

.26**

.44**

.05

.24*

-.03

.15

-.18

.26*

.05

.03

Myst

-.02

-.22*

-.05

-.11

.16

.24*

.41**

.02

.07

.10

-.09

-.05

.11

.12

.27*

Psy

.10

-.11

.37**

.32**

.24**

.19

.00

.64**

-.10

-.09

.12

.45**

.13

.21

.28**

.03

Env

.09

-.04

-.09

.00

.11

.06

.03

-.06

.60**

.29**

-.02

-.13

-.15

-.02

.01

-.12

Note: Ing = ingestion; Med = medical; Inter = interpersonal; Vict = victimization; Myst = religious/mystical; Psy = psychological; Env = environmental
* p < .05
** p < .01

Psy

-.01

as correlations of environmental causes with both ingestion and medical causes are
not similar across different modes of measurement.
Effect of social desirability on the correspondence between direct and indirect
measures
Analyses of the interactions between social desirability and EMAT scores
produced one significant result. As expected, the EMAT scores of interpersonal
causes and their corresponding EMIC scores were significantly associated as a
function of the participants’ social desirability (EMAT x social desirability: β = .19, p = .03). Applying the Johnson-Neyman technique, a lower region of
significance was found for all values of social desirability below 3.34 (.92 SD
above the mean). This finding indicates that as social desirability scores drop
below the value of 3.34, the EMAT corresponded significantly with the EMIC (β =
.31, p = .05). However, the regression analysis also revealed a main effect of social
desirability (β = -.25, p < .01), and of association strength (EMAT scores: β = .54,
p < .01) on the self-report of interpersonal causes, meaning that both variables
predicted the report of interpersonal causes, also independently of one another.
As expected, social desirability did not appear to moderate the relationship
between the direct and indirect measure of ingestion (β = -.10, p = .36), medical (β
= .15, p = .14), stress (β = -.10, p = .34), loss (β = -.16, p = .07), religious/mystical
(β = -.02, p = .87), psychological (β = -.07, p = .44), and environmental causes (β
= .17, p = .07).
Effect of belief uncertainty on the correspondence between direct and indirect
measures
In line with the hypothesis, a significant interaction effect was found between the
EMAT and uncertainty scores on the reports of medical attributions during the
interview (β = -.20, p = .02). Follow-up analysis of this interaction detected a
lower region of significance for values of uncertainty below 2.41 (.46 SD above
the mean). This indicated that as uncertainty scores drop below 2.41, there was a
significant association between the direct and indirect measures (β = .20, p = .05).
The regression analysis also found a main effect of association strength (EMAT
scores) on the self-report of medical attributions (β = .31, p < .01), indicating an
overall positive association between the direct and indirect measures of medical
attributions. Uncertainty did not have a main effect on the self-reports of medical
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attributions.
Contrary to the hypothesis, no interaction effect was found between
EMAT scores and attributional uncertainty on self-reports of religious/mystical
cause (β = .07, p = .43). This finding indicates that the correspondence between the
direct and indirect measures was not higher among participants with greater
certainty towards their illness attributions.
As hypothesized, uncertainty scores did not moderate the association
between the measures on ingestion (β = -.05, p = .45), interpersonal (β = -.08, p =
.49), stress (β = -.03, p = .70), loss (β = .13, p = .49), psychological (β = .03, p =
.80), and environmental causes (β = .03, p = .73).
Discussion
This study aimed to investigate (a) the correspondence between a direct and an
indirect measure of illness attributions, in terms of their convergent and
discriminant validities, and (b) whether the association between the measures
varied depending on social desirability and belief uncertainty. The results provided
evidence for the convergent validity of all categories of the direct and indirect
measures, except for stress related causes. However, the discriminant validity of
the two measures was less straightforward. Also, given victimization causes were
endorsed by only a small number of participants, their correlations with other
categories of attributions should be interpreted with the utmost caution.
Findings seem to underscore the hypothesis that social desirability and
belief uncertainty moderate the relationship between the direct and indirect
measures of interpersonal and medical causes, respectively. The moderating effect
of social desirability on accounts of interpersonal causes during the interview may
be due to the private and sensitive nature of these attributions, which may
particularly affect their self-report among individuals with high levels of social
desirability. That is, with increasing levels of social desirability, participants seem
to have concealed interpersonal explanations (e.g., relationship and family
problems) during the interview, but have nonetheless responded affirmatively to
corresponding stimuli on the indirect measure. This interpretation is consistent
with recent findings (Ghane et al., 2010), indicating a negative association
between social desirability and self-report of interpersonal attributions among
Turkish and Moroccan patients. Also, the finding that the direct and indirect
measures of medical attributions seemed unrelated among subjects with high levels
of uncertainty supports the results of this previous study (Ghane et al., 2010). Here,
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the self-reports of medical attributions were found to be more prone to adjustment
among patients with high uncertainty towards their attributions. Given uncertainty
had no main effect on self-reports of medical attributions in the present study, it
appears that participants tended to report medical attributions, regardless of their
level of uncertainty. Perhaps, the probing of medical attributions in the context of
the interview has encouraged participants to report or recognize medical causes for
their predominantly physical symptoms, even in the face of uncertainty towards the
validity of their assumptions.
Contrary to the hypothesis, the current study failed to establish a
moderating effect of social desirability and attributional uncertainty on the
correspondence between direct and indirect measures of victimization and
religious/mystical causes, respectively. As for victimization causes, the analysis
could not be adequately performed, due to extremely low score variances on both
measures, which caused considerable inflations in regression estimates. Regarding
attributional uncertainty, the absence of a moderation effect on the correspondence
between direct and indirect measures of religious/mystical causes is inconsistent
with findings of the previous study among Turkish and Moroccan patients (Ghane
et al., 2010). In that study, self-reports of religious/mystical causes were prone to
adjustment as a function of ethnic (mis)match with the interviewer, particularly
among respondents with greater uncertainty towards their illness attributions. This
discrepancy in the research findings may indicate that belief uncertainty exerts a
greater influence on self-reports of religious causes among relatively more
religious minority patients, especially in the context of ethnic match or mismatch
with the interviewer. In contrast, uncertainty may be less relevant for self-reports
of religious/mystical causes among rather secular Dutch university students who
have been interviewed by a fellow Dutch interviewer.
A potential weakness of the present study is the use of the ART as a
measure of baseline response latencies. This instrument involves a grammatical
decision task, and is, therefore, not an ideal measure of the time the participants
require to correctly percept the stimuli. However, given the particular content and
format of the EMAT stimuli, the ART scores were believed to be the most reliable
index of baseline latencies. To be more specific, alternative tasks, such as
categorizing stimuli into living and non-living things, would have been an
adequate option, if the stimuli represented concrete objects (e.g., table), but was in
fact inappropriate in case of abstract stimuli (e.g., family problems), such as those
used in the present study. Similarly, categorizing stimuli into words and non-words
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was thought to be problematic for an auditory task, as responses could fluctuate as
a function of participants’ confidence in their vocabulary and correct perception of
the words.

Study 2
This study sought to examine the context-dependency of the EMAT as an indirect
measure of illness attributions. Both EMIC and EMAT were employed in an ethnic
(mis)match design among a sample of Turkish and Moroccan minority patients
with a diagnosis of depression and/or any anxiety disorder. It was hypothesized
that, overall, the EMAT scores are less likely to vary as a result of ethnic
(mis)match than the interview data.
More specifically, the study also investigated the effect of ethnic
(mis)match on EMIC and the EMAT scores on four categories of causes. Previous
evidence, using the EMIC, suggests that Turkish and Moroccan patients score
higher on interpersonal, religious/mystical and victimization causes when
interviewed by ethnically similar interviewers, and obtain higher scores on medical
causes with ethnically dissimilar interviewers (Ghane et al., 2010). In view of this
evidence, it was further expected that participants score higher on interpersonal,
religious/mystical, and victimization causes and lower on medical causes of the
EMIC in the match than the mismatch context, while no differences were expected
in corresponding EMAT scores.
Method
Design
Patients were randomly assigned (stratified according to gender and diagnosis) to
one of two conditions: (1) match condition, in which participants were interviewed
by an interviewer from the same, either Turkish or Moroccan, ethnic background,
and (2) mismatch condition, in which a native Dutch interviewer administered the
measures. The research design and procedure were approved by the Ethical Board
of our department.
Participants
Participants were recruited among patients who were receiving treatment at two
psychiatric outpatient centers in the city of Rotterdam. Patients were included, if
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they were 18 years or older, had both their parents born in Turkey or Morocco, and
had a DSM-IV diagnosis of major depression, dysthymia, or any anxiety disorder
at intake. Exclusion criteria were having a presumed psychotic disorder in active
phase, or any other severe cognitive disability, which would affect the quality of
communication during the interview. Proficiency in Dutch language was not an
inclusion criterion.
Instruments
Illness attributions were directly assessed with the EMIC (Weiss, 1997), and
indirectly with the EMAT (see study 1 for a detailed description). Two previously
omitted categories of causes, pertaining to magical (e.g., djinns, witchcraft) and
migration related factors (e.g., discrimination, homesickness) (Ghane et al., 2010),
were added to both instruments to enhance their cultural relevance. EMIC and
EMAT scores were transformed into z values, prior to analyses.
Manipulation check was performed by one item, which informed whether
patient and interviewer had the same or a different ethnicity (yes/no).
Sociodemographic characteristics were assessed with a questionnaire
focusing on age, gender, ethnicity, education, and the length of residence in the
Netherlands.
All measures, including the EMAT (stimuli), were translated into Turkish
and Arabic, using the translation-back translation procedure (Brislin, 1986). No
measurement of baseline response latencies was conducted, given our analyses
involved comparisons of the match and the mismatch conditions on the same
categories of stimuli.
Procedure
All interviews were conducted at the institutes where the participants were
recruited. The interviewer explained the procedure, acquired written informed
consent, and administered the EMIC and the EMAT in random order. The
sociodemographic questionnaire and the manipulation check were administered at
the end of the session. For participants, who were not fluent in Dutch, a professional
interpreter was available to facilitate the communications during the interview.
Data analyses
In order to examine the effect of ethnic (mis)match on the EMIC and EMAT
scores, a repeated measure MANOVA was performed, with illness attributions (11
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categories) and mode of assessment (direct versus indirect) as within subject
factors, and condition (match versus mismatch) as between subject factor. The
interaction (mode of assessment x condition) was further analyzed, using post-hoc
paired comparisons with Bonferroni adjustments. Finally, in order to assess the
relative insensitivity of the EMAT to ethnic (mis)match on medical, interpersonal,
religious/mystical and victimization causes, separate repeated measure ANOVA’s
were conducted for each of these four categories of attributions, focusing on the
interaction between mode of assessment (direct versus indirect) as within subject
factor, and condition (match versus mismatch) as between subject factor. All
directional hypotheses were tested one-tailed at α < .05.
Results
Participants
Seventy-nine patients were approached of whom 43 (54.43%) agreed to participate
in the study. Reasons provided for declining participation were fatigue or the
severity of symptoms (25%) and no time or opportunity (66.66%). In three cases
(8.33%) the reason for refusal was not disclosed. No significant differences were
found between participants and refusers on age, gender, ethnicity and diagnosis.
On the manipulation check, one subject in the mismatch condition reported
to have been interviewed by an ethnically similar interviewer. Her data were
excluded from further analysis, so that the final sample consisted of 42 patients.
None of the participants reported difficulties with the completion of the EMAT.
The mean latency of responses ranged from 664 to 1579 milliseconds. Table 2
summarizes the subject characteristics in the ethnic match and mismatch condition.
No significant differences were found between conditions on any of the
sociodemographic variables.
Order effect
An initial analysis found no significant effect for administration order of the EMIC
and EMAT.
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Table 2. Sample characteristics for the match and mismatch condition (N = 42)

Condition
Match (n = 22)
n
%

Mismatch (n = 20)
n
%

Men

10

45.50

11

55

Women

12

54.50

9

45

Turkish

16

72.70

14

70

Moroccan

6

27.30

6

30

M

SD

M

SD

Age

43.07

9.14

41.31

8.66

Years of education

8.57

4.32

8.46

5.25

Years in the Netherlands

24.64

11.10

26.77

9.06

Social desirability

3.40

0.17

3.39

0.36

Gender

Ethnicity

Effect of ethnic (mis)match on direct and indirect measures of illness attributions
As expected, a significant interaction effect was found between instrument and
condition, regardless of attribution type, F (1, 40) = 5.99, p = .01. Post-hoc paired
comparison indicated that the EMIC scores were generally higher in the match
than in the mismatch condition, (F [1, 40] = 6.77, p < .01), while no such
difference could be observed for the EMAT data (F [1, 40] = 0.63, p = .43). The
analysis did not reveal any main effects of condition, attribution type or mode of
assessment.
Furthermore, in accordance with the hypothesis, repeated measure
ANOVA’s revealed significant interaction effects between condition (match versus
mismatch) and mode of assessment (direct versus indirect) on three categories of
causes. The first interaction was found on interpersonal causes, F (1, 40) = 9.37, p
< .01. Post-hoc paired comparisons indicated that whereas participants scored
significantly higher on the direct measure in the match than in the mismatch
context [F (1, 40) = 12.62, p < .01], the results of the indirect measure did not vary
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Figure 1. z transformed scores of the EMAT and EMIC on interpersonal causes for the match and
mismatch conditions

across conditions [F (1, 40) = .45, p = .50]. This finding is illustrated in figure 1.
No main effects were found for condition and mode of assessment.
Second, the analyses detected a significant interaction effect on
religious/mystical causes, F (1, 40) = 3.69, p = .03. Using post-hoc paired
comparisons, it was found that while the EMAT scores of religious/mystical causes
were not significantly different in the match and mismatch conditions [F (1, 40) =
.66, p = .42], patients in the match condition obtained significantly higher scores
on the EMIC than those in the mismatch condition [F (1, 40) = 3.05, p = .04].
Again, the analysis did not detect main effects of condition or mode of assessment.
The third interaction was found on victimization causes, F (1, 40) = 3.55, p
= .03. However, post-hoc comparisons did not reveal a significant difference
between conditions on the direct [F (1, 40) = 1.94, p = .08], nor the indirect
measure [F (1, 40) = .57, p = .45]. Both main effects of condition and mode of
assessment were non-significant.
Contrary to the hypothesis, no interaction effect was detected between the
ethnic (mis)match and mode of assessment on medical causes [F (1, 40) = .03, p =
.43]. Similar to the previous analyses, no main effects were found for condition
and mode of assessment.
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Discussion
The study provided evidence for the relative context-independency of the
association measure in comparison with the interview. Indeed, whereas ethnic
(mis)match seemed to have influenced the self-reports of illness attributions
(especially on interpersonal and religious/mystical categories), the EMAT data
appeared to be insensitive to context variations.
Contrary to the hypothesis and previous findings (Ghane et al., 2010), no
difference was found in self-reports of medical and victimization causes between
the match and mismatch conditions. The absence of a match effect on the report of
victimization causes may be explained by the fact that, unlike the previous research
(Ghane et al., 2010), patients and interviewers were not matched on gender in the
present study. Although earlier research did not find an effect of gender matching
on the report of (sexual) abuse (Fry, Rozewicz, & Crisp, 1996), the combination of
ethnic and gender matching may be instrumental in encouraging the disclosure of
physical or sexual abuse. Indeed, exploring the data revealed that patients in the
match condition scored slightly higher on the victimization category of the EMIC
when interviewed by a same-sex interviewer than when they were not (data not
shown).
Furthermore, the self-reports of medical causes were not significantly
influenced by ethnic (mis)match. This finding may be best explained by a lack of
statistical power, resulting from the small sample size. However, the lack of
variance in the EMAT scores on medical causes in the match and mismatch
conditions was indeed predicted by the hypothesis and adds to evidence that the
EMAT is relatively insensitive to context manipulations.

General discussion
The present article is the first to introduce an indirect measure of illness
attributions, which was designed to avoid a number of problems with conventional
interviews. We reported on two studies, which aimed to establish the validity of the
indirect measure, and its relative lack of sensitivity to context characteristics. Study
1 indicated that the direct and indirect measures of illness attributions are
essentially related on all but one category of causes. Furthermore, social
desirability and belief uncertainty were found to influence the correspondence
between the direct and indirect measures on respectively the interpersonal and
medical causes. Study 2 found evidence for the hypothesis that indirect measures
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are relatively less sensitive to context manipulations than direct measures. More
precisely, whereas the interview results were highly sensitive to the ethnic
(mis)match between interviewer and respondent, the association task demonstrated
considerable stability across the match and mismatch contexts.
The EMAT, thus, appears to be a valid measure of illness attributions, the
outcome of which tends to be less affected by extraneous factors than that of the
interview. Despite providing a first important step to measure illness attributions
independently of patients’ self-reports, the studies raise a number of fundamental
issues with respect to the nature of the EMAT and the construct that it seems to
measure. These issues will be further elaborated below.
Nature of the EMAT
The study found the EMAT scores not to vary as a result of context manipulations.
This was subsequently taken as an indication that the EMAT is less contextdependent than the direct measure of illness attributions. This finding raises an
important question regarding the nature of the EMAT: why is the EMAT less
sensitive to context? In other words, which features of this instrument make it less
context-dependent?
In the literature, the term implicit measures has often been used to stress
the relative context-independency of some indirect measures. To say that a given
measure is implicit means that it meets one or more of the following of conditions:
(a) unawareness of the measurement purpose: subjects are not aware which
construct is measured by the task, (b) uncontrollability of the outcome: subjects
have no control over the measurement results, and (c) unawareness of the target
construct: participants have no conscious awareness of the attitude or cognition
that is measured (De Houwer, 2006). Although the presence of each condition
should ideally be supported by empirical evidence, based upon a preliminary
inspection, the EMAT may be said not to be (entirely) implicit. First, although
participants were not explicitly instructed to respond to stimuli representing illness
etiologies, it is reasonable to assume that at least some were aware that these
particular beliefs were measured. This possibility has also been demonstrated with
more established indirect measures, such as the IAT (Monteith, Voils, & AshburnNardo, 2001). Second, participants were likely to have a fair degree of control
over the measurement outcome. Obviously, subjects had the opportunity not to
respond to certain stimuli and to manipulate their scores as a result. However, this
becomes only problematic, if they also had the desire or motivation to do so (Fazio
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& Olson, 2003). Our findings indicate that such manipulations are unlikely to have
occurred, as otherwise the association task would, similarly to the interview,
display different outcomes in the match and mismatch contexts. Perhaps, particular
features of the EMAT, such as the fact that responses were stored in a computer
instead of registered by an interviewer, have created a sense of anonymity among
the participants, which have consequently countered their motivation to manipulate
the measurement outcome. The third condition, pertaining to unawareness of the
measured construct, has to do with more theoretical issues that will be further
discussed below.
Nature of the construct that EMAT measures
It has been previously argued that patients’ experience of illness may at times be
based on a set of cognitive structures or associations, which operate largely outside
their awareness (Young, 1981). In this view, patients develop certain associations
in their memory on the basis of past experiences and events that may shape their
illness experience and behavior. At times, these associations are not open to
introspection or consciously accessible, and individuals cannot represent them in a
verbal account. This may partly explain the observation that individuals’ behaviors
(e.g., help seeking) are sometimes at odds with the illness attributions they report
in an interview. Our results do not provide empirical evidence to firmly conclude
whether or not the EMAT measures implicit or unconscious associations.
However, based on the latency of responses acquired, one may infer that the
associations, which were estimated by the EMAT, were not implicit in nature.
Assuming that the EMAT paradigm is suitable to measure unconscious
associations, such associations can only be tapped into by allowing extremely short
response latencies, making it impossible for participants to engage in a conscious
analysis of individual stimuli. Given the length of the reaction times that were
acquired in this study (628 to 1579 milliseconds on average), patients do seem to
have had the opportunity to deliberately decide which stimuli to respond to. Hence,
it is plausible to assume that the associations that the EMAT measures can be
consciously accessed by patients.
Limitations and Future directions
The research findings need to be viewed in the context of a number of limitations.
First, study 2 was based on a relatively small sample, which reduce the
generalizability of the results. Second, the correlations between the direct and
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indirect measures in the student sample were used to establish the construct
validity of the EMAT in the patient sample. Ideally, the pattern of correlations
between EMIC and EMAT should have also been examined in a larger sample of
ethnic minority patients without the inclusion of an extraneous factor, such as
ethnic (mis)match. The Issue of construct equivalence is, however, not specific to
the present study and, in fact, applies to most cross-cultural studies, in which the
construct validity of translated/adapted instruments remains often undocumented.
Future endeavors may focus on the further validation of the EMAT by
examining its outcomes among groups, which are thought to hold different illness
attributions, such as different cultural groups, or high and low acculturated
individuals. Furthermore, it may be interesting to study the relative strength of
EMAT as opposed to the traditional interview in predicting attribution related
criteria, such as help-seeking behavior, treatment outcome and drop-out. Finally,
indirect assessment of illness attributions may also contribute to our understanding
of the stability of these cognitions over time. Illness attributions have been shown
to be dynamic entities, which constantly transform over time (Kleinman, 1980;
Williams & Healy, 2001). Applying the EMAT can contribute to understand
whether such changes are only the properties of the verbal report of illness
attributions, or are also manifested in their underlying associations. These efforts
can pave the way for the clinical application of this measure, which may provide
clinicians with a complementary tool to assess attributions that patients feel
reluctant to discuss during initial therapeutic contacts.
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Part II
Clinical relevance of illness attributions

4
Three decades of research into lay
explanations of mental illness:
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Abstract
Patients’ views on illness causation (illness attributions) are thought to be
inherently unstable cognitions that may affect health behaviors, treatment process,
and outcome. Attempts to test these assumptions have resulted in a large, but
hardly conclusive body of literature. The present paper provides a systematic,
interdisciplinary review of 69 empirical studies to examine the instability of illness
attributions, as well as their association with different clinically relevant variables,
including, coping, help seeking, adherence, therapeutic alliance, treatment
satisfaction, outcome and drop-out. Findings underscore the unstable nature of
patients’ attributions in and outside the treatment context. In general, illness
attributions seem to be associated with help-seeking and coping behaviors.
However, the evidence is rather equivocal with respect to the impact of illness
attributions on treatment process and outcome. The literature is also inconclusive
as for the mechanisms through which illness attributions may affect outcome.
Findings are discussed in the context of the existing theoretical models and new
directions are proposed for theory, research and practice.
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Introduction
In recent years, there has been a growing emphasis on patient perspective and
consumer satisfaction in mental health care. At the heart of this approach, lies the
assumption that patients’ views on their illness (illness beliefs), particularly their
views on illness causation (illness attributions), are of fundamental importance for
their treatment preference and outcome. Nevertheless, the body of empirical
evidence in support of this assumption is rarely documented in a systematic
fashion. Furthermore, although illness attributions have been the subject of studies
within different scientific disciplines, past endeavors have failed to generate an
interdisciplinary overview of the available evidence, based on a careful integration
of theoretical models and empirical findings. To this end, the present paper aims to
systematically review the evidence on the nature of illness attributions, and their
influence on illness behaviors and treatment outcome among patients with
psychiatric disorders.
In the past thirty years, two dominant theoretical models have emerged,
linking patients’ attributions to illness behavior and treatment outcome. The first
model, the Explanatory Model Framework (Kleinman, 1980, 1988), has been
widely applied in the fields of medical anthropology and transcultural psychiatry.
Kleinman proposed that individuals (e.g., patients, their family or practitioners)
tend to construct explanatory models (EMs), when facing a specific episode of
illness. These models are anchored in broader cultural beliefs about health and
illness, and are held by all patients and practitioners in all cultures and societies.
Structurally, EMs consist of different components/cognitions, each pertaining to a
different aspect of illness, i.e., (1) etiology (attributions), (2) time and mode of
onset, (3) pathophysiology (physiological mechanisms underlying the illness), (4)
course of illness (severity and degree of chronicity), and (5) treatment. In reality,
however, lay EMs often lack one or more of these components, and are
characterized by vagueness, multiplicity of meanings and diffuse boundaries
between beliefs and experiences (Kleinman, 1980). Past research supports this
observation by emphasizing the uncertain, at times even, inconsistent nature of
EMs, which patients often hold simultaneously (Williams & Healy, 2001).
Nonetheless, EMs are thought to serve a number of key functions for patients and
their families. They project personal and social meaning on the experience of
illness, guide and evaluate treatment choices, and provide an idiom through which
the experience of illness is communicated to others.
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A similar theoretical approach is evident in the Self-regulation Model
(Leventhal, Diefenbach, & Leventhal, 1992; Leventhal, Nerenz, & Steele, 1984),
which has been mostly dominant in the domain of health psychology. This model
seeks to understand how people adapt to their illness, which procedures they
follow to cope with their symptoms, and how they evaluate coping outcomes. The
central assumption of this model is that individuals are rational actors, whose
behaviors aim to improve their current health towards a desirable health state.
When confronted with a symptom or health threat, individuals construct cognitive
representations of illness. In line with the Explanatory Models Framework, these
illness representations consist of beliefs regarding five different domains of illness:
(1) antecedent causes (attributions), (2) identity (the disease label and its symptom
indicator), (3) physical, social, and economic consequences, (4) time-line (acute,
chronic or cyclic), and (5) potential for cure and/or control. Based on an initial
representation of illness, a coping or help-seeking strategy is applied, which will be
subsequently evaluated to assess whether it has generated the desirable outcome. If
need be, the outcome evaluation in then used to adjust the initial representations,
which in turn bring about new coping strategies.
Despite conceptual and terminological inconsistencies between the two
models, there is some degree of correspondence between their central assumptions.
For instance, both models ascribe a similar structure to illness beliefs, with illness
attributions as an overlapping and important component. Moreover, both models
either acknowledge, or explicitly postulate a number of hypotheses regarding the
nature of illness beliefs, including illness attributions, and their significance for
health behavior and treatment outcome. First, both models view illness attributions
as inherently unstable. Often, they are constructed in a specific context to cope
with specific symptoms. As the context changes, for example through changes in
symptom severity or processing of new information from social network or media,
illness attributions are prone to alter accordingly. This is particularly likely to
occur in the treatment context, where patients may be exposed to professional
attributions of practitioners. Kleinman (1980) hypothesized that patients may
subsequently reject, assimilate, or integrate the professional attributions in their
existing views, or even develop new attributions as a result.
The second common hypothesis pertains to a potential effect of illness
attributions on coping and help-seeking behavior. Postulating this effect implies
that illness attributions are capable of informing a specific choice of coping and
treatment, which corresponds with the nature of those attributions. Thus, a patient
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who attributes his or her symptoms to a physical condition should be more likely to
seek medical treatment than psychotherapy. Although the self-regulation model
assumes a rather direct causal link between attributions and help-seeking,
Kleinman (1980) argued that this relation can be affected by a host of demographic
factors, such as age, gender, social economical status, and available health care
options.
Third, illness attributions are assumed to affect treatment process and
outcome. Kleinman (1980) hypothesized that treatment effect will be greater, when
patients and practitioners hold similar attributions of illness. When discrepancies
arise between the dyads, treatment strategies will make no sense to patients,
resulting in non-adherence, dissatisfaction, drop-out or poor treatment outcome.
This possibility is also acknowledged by Leventhal and colleagues, although it
does not constitute a central element in their model. Elaborating Kleinman’s
hypothesis further, one may also assume that discrepancy between illness
attributions of patients and practitioners will similarly affect the working alliance.
Bordin (1979) conceptualized working alliance as a multi-dimensional construct,
consisting of congruence on goals and tasks of therapy, as well as the quality of the
bond between patient and practitioner. It seems plausible to assume that
congruence between illness beliefs of patients and practitioners is likely to have an
effect on all these components.
The present study aimed to test these three hypotheses by providing a
systematic review of the available empirical work in the field of mental health
care. Within the past three decades, the concept of illness attributions has been
widely investigated within different scientific disciplines. This has resulted in a
vast, but largely disintegrated body of literature, which is hardly conclusive. The
present review distinguishes itself from previous works by applying an
interdisciplinary focus (Lobban, Barrowclough, & Jones, 2003), and by explicitly
focusing on the relation between illness beliefs and clinically relevant variables,
such as treatment adherence and outcome (Prins, Verhaak, Bensing, & van der
Meer, 2008).

Method
Search strategy
A computer-assisted search of the databases PsychINFO, Academic Search
Premier, PubMed, ScienceDirect, Social Science Citation Index, and Sociological
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Abstracts was performed with the following search terms: ‘explanatory models’
AND ‘illness’, ‘illness beliefs’ AND ‘mental’, ‘health beliefs’ AND ‘mental’,
‘patient(s) attitude(s)’ AND ‘mental’, ‘illness perceptions’ AND ‘mental’, ‘illness
representations’ AND ‘mental’, ‘illness attributions’ AND ‘mental’, and ‘illness
cognitions’ AND ‘mental’. Searching was continued, using the ‘snowball method’;
the references of relevant articles were screened for potential hits.
Inclusion and exclusion criteria
Studies were eligible for inclusion, if they met the following criteria: (a) studies
should focus on the instability of illness attributions, or examine their association
with health behavior, treatment process or outcome among patients with a mental
illness (b) studies should report original empirical findings, and be published in a
peer-reviewed journal between 1980 and 2010, and (c) articles should be written in
English. Studies on medically unexplained symptoms were also included, given the
fact that these symptoms are often treated in mental health sector. In order to
ensure the interdisciplinary nature of the review both quantitative and qualitative
studies were selected.
Studies were excluded, if they: (a) focused on illness attributions of
patients with a medical condition, (b) solely described illness attributions of a
cohort, with no attention to additional variables, (c) focused on insight rather than
attributions (d) were case-studies, and (e) assessed illness attributions among
individuals, not suffering from an illness at the time of the study. The last criterion
was deemed important, as illness attributions of the general population may be
quite different from those held by patients (Godoy-Izquierdo, Lopez-Chicheri,
Lopez-Torrecillas, Mercedes, & Godoy, 2007; Holliday, Wall, Treasure, &
Weinman, 2005; Patel et al., 1997), and are clinically less relevant.
Study selection
The selection of eligible studies was conducted in two phases. In the initial phase,
all articles were screened, based on their title and abstract. Studies, which were
excluded at this stage, were focused on physical conditions, had used non-patients
as participants, were not published in a peer-reviewed journal, or were written in a
language other than English. In the second phase, the inclusion criteria were
applied to the entire text of the articles.
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Data extraction and analyses
Data were extracted from the selected studies with regard to country, sample
characteristics, diagnosis, research type and design, study purpose, measurements
and main findings. These data were subsequently summarized and tabulated. The
studies were then grouped according to themes, relevant for the purpose of the
review. The themes corresponded to the three hypotheses, described previously,
and included: stability of illness beliefs, coping, help seeking, treatment adherence,
therapeutic alliance, treatment satisfaction, outcome, and drop-out. Occasionally, a
reviewed study had focused on several themes. Hence, some studies have been
used on more than one occasion.

Results
Study selection and characteristics
The search strategy generated a list of 3697 articles. After eliminating duplicate
hits and screening of titles and abstracts, a total of 390 studies were selected for
further consideration. Upon screening the entire texts of these articles, 53 studies
were found eligible for inclusion. Applying the snowball method resulted in an
additional list of 16 articles. Thus, a total of 69 studies were included in the review.
The majority of studies were conducted in Europe (53.6%) and North
America (29.0%), while studies from Asia (8.7%), Africa (7.2%), and Oceania
(1.4%) were marginally represented. Twenty-one studies (30.4%) had incorporated
qualitative methods, and 48 were quantitative in nature, of which 29 (60.4%) were
cross-sectional, 13 (27.1%) were prospective and 6 (12.5%) were randomized
controlled trials. Participants were mainly diagnosed with mood (42.0%),
somatoform (24.6%), psychotic (14.5%), and anxiety disorders (11.6%). The
majority of the quantitative studies (84%) had employed an existing, validated
measure of illness attributions. In the remaining cases, a measure was especially
developed for the purpose of the study.
Below, the results of the review are presented for the themes,
corresponding to the hypotheses, including stability of illness attributions, coping,
help seeking, treatment adherence, therapeutic alliance, treatment satisfaction,
outcome, and drop-out.
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Stability of illness attributions
Fourteen studies had focused on changes in illness beliefs, of which four were
conducted among patients who received no formal treatment, and 10 among those
in treatment.
Stability of illness attributions outside the treatment context
Thus far, the stability of attributions outside the treatment context has only been
investigated among patients with depression. Using different instruments, two
questionnaire studies found that illness attributions were highly stable across
periods, ranging from two (Fortune, Barrowclough, & Lobban, 2004) to eight
weeks (Manber et al., 2003). In contrast, two qualitative studies found a
considerable degree of instability in illness attributions. Williams and Healy (2001)
interviewed patients twice within a two-week period, and found great
inconsistencies in their attributions, which even emerged in the same interview.
Similarly, in a retrospective study, patients reported to have frequently adjusted
their attributions in response to their mental health deterioration (Okello & Neema,
2007). The discrepancy between these research findings may be in part due to the
type of instruments that have been used in different studies. Specifically,
interviews may allow for a greater variation in responses, whereas questionnaires,
by virtue of their forced response options, may generate more stable results. This
assumption is in line with the observation that illness beliefs that are reported in
response to open ended questions show greater discrepancy over time than those
elicited through questions with fixed response options (McCabe & Priebe, 2004a).
Stability of illness attributions during treatment
Turning to belief instability in the context of treatment, the literature seems to be
more consistent. Eight studies found attributions to change during treatment. Van
Dulmen et al. (1995) found somatic attributions to decrease and psychological
attributions to increase following a series of consultations with GPs among patients
with medically unexplained symptoms. Similarly, a number of qualitative studies
suggested that patients’ attributions often come to resemble those of practitioners
(Bäärnhielm & Ekblad, 2000; Nolan & Badger, 2005; Schreiber & Hartrick, 2002),
and that patients engage in a process of re-evaluation of their original beliefs in
order to include (integrate) the beliefs of their therapists (Bäärnhielm, 2000). In
contrast, another study found that patients, who were categorized as having either
somatic or psychological attributions prior to treatment (somatizers vs.
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psychologizers), mostly remained so at one year follow-up (Garcia-Campayo,
Larrubia, Lobo, Perez-Echeverria, & Campos, 1997). However, the analysis was
potentially insensitive to belief change, due to its use of categorical data.
Attributions are less likely to change during treatment among older patients
(Garcia-Campayo et al., 1997), and more likely to do so when practitioners
correctly assess these beliefs during consultations (Van Dulmen et al., 1995)
A clinically relevant issue is whether treatment can induce change in
patient’s attributions of symptoms. Most studies, that have tackled this question,
revealed that illness attributions tend to change significantly more as a result of
psychological interventions than no treatment control or care as usual. For
instance, psycho-education has been shown to alter illness attributions in
hypochondriasis (Avia et al., 1996; McKeon & O'Loughlin, 1993), as does
cognitive behavioral therapy (CBT) in chronic fatigue syndrome (Sharpe et al.,
1996). In two studies, treatment did not seem to have an effect on attributions of
depression. However, one study involved only a minimal intervention (i.e.,
educational leaflets; Jacob, Bhugra, & Mann, 2002), and another was conducted
among older patients with relatively more firmly held beliefs (Edlund, Fortney,
Reaves, Pyne, & Mittal, 2008). It is not clear whether the nature of the diagnosis
affected the stability of attributions in the context of treatment; whether attributions
of patients with depression are more resistant to psychological interventions.
In sum, illness attributions appear to change both in and outside the
context of treatment. However, findings regarding belief change during treatment
are more robust.
Coping
Four studies had investigated the association between illness attributions and
coping behavior, all of which found specific relationships between the two
concepts. Belief in biological causes of somatoform symptoms was related to a
need for medical examination, bodily screening (Rief, Nanke, Emmerich, Bender,
& Zech, 2004), and seeking social support (Heijmans, 1998). Psychological
attribution, on the other hand, seemed to be more associated with venting of
emotions, behavioral disengagement, and alcohol use in case of somatoform
symptoms (Rutter & Rutter, 2002), and with venting of emotions and self-blame in
depression (Brown et al., 2007). Patients with external attributions of symptoms
tended to apply more emotional focused coping, such as restrain and positive
reinterpretation (Rutter & Rutter, 2002).
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Thus, the content of illness attributions appears to correspond with the
choice of coping behaviors. However, a major problem with the current literature
is the cross-sectional nature of the studies, which makes it impossible to infer
causal relations between attributions and coping behaviors. Moreover, comparisons
between research findings are complicated by the use of different coping
instruments across studies.
Help seeking
The review identified eight studies that focused on the relation between illness
attributions and treatment preference, and 23 studies, investigating the actual helpseeking behavior. Whereas the first group of studies found some degree of
correspondence between illness attributions and treatment preferences (Adewuya
et al., 2009; Bhui, Rudell, & Priebe, 2006; Givens, Houston, Van Voorhees, Ford,
& Cooper, 2007; Karasz, Sacajiu, & Garcia, 2003; Kokanovic, Dowrick, Butler,
Herrman, & Gunn, 2008; Lloyd et al., 1998; Navon & Ozer, 2003; Sayre, 2000),
attributions seem to have a more complex relationship with the actual help-seeking
behavior.
Fifteen studies found a relationship between specific types of causal
attributions and help seeking. For example, attribution of symptoms to physical
causes was associated with the intention to consult a GP (Burr & Chapman, 2004),
and the actual consumption of medical care (Edwards, Tinning, Brown, Boardman,
& Weinman, 2007; Johnson et al., 2000; Rief et al., 2004; White et al., 2002). On
the other hand, patients with psychological attributions were more likely to seek
psychological services (Gesler & Nahim, 1984; Karasz, 2008; Scheeres, Wensing,
Severens, Adang, & Bleijenberg, 2008; Vanheusden et al., 2009), while attributing
symptoms to external causes (e.g., poverty) was mostly associated with the refusal
of services (Anderson et al., 2006). Similarly, supernatural attributions were more
prevalent among those who consulted alternative or traditional healers (Chiu,
Ganesan, Clark, & Morrow, 2005; Patel, Gwanzura, Simunyu, Lloyd, & Mann,
1995; Razali, Khan, & Hasanah, 1996; Testerman, Morton, Mason, & Ronan,
2004; Weiss et al., 1986). However, six studies failed to establish a relationship
between illness attributions and help seeking. Yeung et al (2004), for example,
found that whereas social and stress related attributions were most prevalent in
their depressed participants (93%), only 3.5% had sought mental health care and
that the majority had consulted medical care, lay treatment or alternative healing.
Similar findings have been reported in a study of causal attributions among
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patients who consulted alternative and spiritual healers (Ravi Shankar, Saravanan,
& Jacob, 2006). Here, the majority of patients reported psychological explanations
for their symptoms, while spiritual attributions were markedly less prevalent.
However, psychological attributions were also most frequently reported by their
healers. Other studies have pointed to the pragmatic nature of help seeking (Dein
& Sembhi, 2001; Green, Bradby, Chan, & Lee, 2006; Leavey, Guvenir, HaaseCasanovas, & Dein, 2007; Pereira et al., 2007). Patients seemed to seek whatever
treatment was available and could help to reduce their symptoms. In two other
studies (Okello & Neema, 2007; Saravanan et al., 2007), attributions were
associated with help seeking in some, but not all cases. Remarkably, all studies that
failed to find an association were either conducted in developing countries, or
among immigrant populations in western countries (see above). This suggests that
specific cultural or economical factors may affect the relationship between
patients’ attributions and their final choice of treatment. The review identified a
number of such barriers to help seeking, including, language difficulties (Chiu et
al., 2005), costs and availability of preferred treatment (Chiu et al., 2005; Wong et
al., 2006), and the level of cultural stigma attached to specific treatment forms
(e.g., psychiatric treatments) (Okello & Neema, 2007).
In summary, illness attributions seem to be related to treatment preference
and help seeking. However, patients’ treatment choice may also be affected by a
host of cultural, economical and structural barriers. A word of caution is perhaps
relevant. All studies, presented in this section, were cross-sectional in nature.
Hence, it is premature to conclude that causal attributions determine the choice of
treatment. In fact, it seems equally plausible to assume that the choice of treatment,
and subsequent exposures to professional views may inform patients’ beliefs and
attributions.
Adherence
The literature seems to be inconsistent with respect to the importance of illness
attributions for treatment adherence. Results of six studies suggest that there is
indeed a relationship between attributions and adherence. Attribution of symptoms
to financial problems (Lynch, Kendrick, Moore, Johnston, & Smith, 2006),
interpersonal difficulties (Brown et al., 2001), and supernatural causes (Adewuya
et al., 2009; Razali et al., 1996) was associated with poor medication compliance.
On the other hand, patients who endorsed psychological (Spoont, Sayer, & Nelson,
2005) or a combination of psychological and medical causes (Foulks, Persons, &
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Merkel, 1986) had higher psychotherapy attendance rates. These results are in
contrast to those of four other studies, which found no relation between causal
attributions and (medication) compliance (Holzinger, Loffler, Muller, Priebe, &
Angermeyer, 2002; Hunot, Horne, Leese, & Churchill, 2007; McCabe & Priebe,
2004b; Ruscher, De Wit, & Mazmanian, 1997). Ironically, one study even found
that biological attributions were associated with the underuse of medication (i.e.,
number of missed doses) (Spoont et al., 2005). However, the study failed to apply
a correction for the confounding effect of older age and lower levels of education.
In short, there is some evidence that, at least in some cases, non-medical
illness attributions are related to poor medication compliance. However, the
literature is limited due to its extensive reliance on cross-sectional designs and
exclusive focus on compliance with medication. In fact, the review found only two
studies, which had operationalized adherence in terms of treatment attendance
(Foulks et al., 1986; Spoont et al., 2005). Therefore, caution is recommended when
generalizing these findings to the field of psychotherapy and other non-medical
interventions.
Therapeutic alliance
Only one study had investigated the relation between illness attributions and an
aspect of working alliance. In a multi-ethnic sample of patients with schizophrenia,
McCabe and Priebe (2004b) found that patients with biological explanations of
symptoms had significantly higher ratings of their therapeutic relationship than
those with social and non-specific attributions.
Satisfaction
There appears to be consistent evidence for the association between illness
attributions and treatment satisfaction. Biological explanations of schizophrenia, in
comparison with social and non-specific explanations, were associated with higher
treatment satisfaction (McCabe & Priebe, 2004b). Satisfaction is the only clinical
variable, for which the possible impact of belief congruence between therapists and
patients has been examined. The literature suggests that patients’ perception of
disagreement with therapists regarding the etiology is associated with lower
satisfaction in chronic fatigue syndrome (Gilje, Söderlund, & Malterud, 2008;
Peters, Stanley, Rose, & Salmon, 1998), and substance dependence (Karasz et al.,
2004). Also, patients with a higher observer rated agreement with their therapists
tended to be more satisfied with inpatient services (Callan & Littlewood, 1998).
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Outcome
Nine studies were identified, in which the association between illness attributions
and treatment outcome was examined. In six studies, this association was
confirmed. Baseline attributions of symptoms to physical causes were found to
predict poor outcome in CBT (Chalder, Godfrey, Ridsdale, King, & Wessely,
2003), but ironically also in pharmacotherapy (Sullivan et al., 2003), and combined
CBT and pharmacotherapy (Butler, Chalder, Ron, & Wessely, 1991; Wilson et al.,
1994). Also, worse treatment outcome has been reported for patients with baseline
external attributions (Kennedy et al., 2006), and for those who attribute their
symptoms to stable causes (Vielva & Iraurgi, 2001). In contrast, two studies found
no relation between attributions and outcome. In a comparison of CBT versus
relaxation training (Deale, Chalder, & Wessely, 1998), outcome was unrelated to
physical attributions at pre- and post-treatment measures. In another study,
providing patients with written information on the nature and etiology of
depression was associated with better outcome than a no-treatment control group,
without leading to observable changes in patients’ illness explanations (Jacob et
al., 2002). This study, however, did not examine the relation between attributions
and outcome directly.
In summary, physical or external attributions seem to predict worse
outcome, regardless of treatment type. However, this literature has been
exclusively concerned with either treatment of somatoform and medically
unexplained symptoms or pharmacotherapy in the case of depression. Thus, no
evidence is available regarding the impact of illness attributions on psychotherapy
outcome in common mental disorders. In addition, the reviewers could not identify
any study, which had examined the effect of patient and practitioner belief
congruence on treatment success.
Drop-out
Two studies have focused on illness attributions in relation to premature treatment
termination. Supernatural illness explanations were found to predict higher dropout rates (Razali et al., 1996), while patients who endorsed psychological or
medical attributions were more likely to terminate hospital treatment in a
compliant manner than those who endorsed other causal explanations (Foulks et
al., 1986).

89

Discussion and conclusion
The present study reviewed the empirical evidence for a number of hypotheses,
derived from the Explanatory Model Framework and the Self-Regulation Model.
As both models have predicted, illness attributions are generally unstable
cognitions, which are particularly prone to change in the context of treatment.
However, whereas illness attributions seem to be associated with coping and helpseeking behavior, evidence for their relationship with treatment process and
outcome is rather inconsistent.
While the majority of the studies have found a relationship between illness
attributions and help-seeking behavior, research among patients from non-western
ethnic backgrounds has produced mixed findings. The reviewed literature has
indicated a number of additional factors, which seem to affect the choice of
treatment among non-western populations, e.g., availability and affordability of
preferred services (Chiu et al., 2005; Wong et al., 2006), language barriers (Chiu et
al., 2005), and cultural stigma in the case of psychiatric treatments (Okello &
Neema, 2007). In addition, help seeking among non-western patients is often based
on a collective decision by significant others (Bhugra, Lippett, & Cole, 1999),
which may explain why patients’ own attributions are not always reflected in their
help-seeking behavior.
The review is inconclusive concerning the impact of illness attributions on
treatment process and outcome. First, no single study was identified, which
examined the effect of patient-practitioner congruence in attributions on treatment
compliance and outcome. Second, there is a high degree of inconsistency in
research findings. For example, in some cases, biological attributions seem to be
associated with better compliance and satisfaction with pharmacotherapy, and with
worse psychotherapy outcome among patients with medically unexplained
symptoms. These findings lend support to the hypothesis that congruence between
patients’ beliefs and treatment rationale can positively affect the process and
outcome of therapy. However, biological attributions have been shown to predict
worse outcome also in pharmacotherapy. This apparent inconsistency may be
explained by postulating a dual mechanism, which may underlie the effect of
illness attributions (figure 1). First, patients’ illness attributions can foster a better
treatment outcome to the extent they are congruent with the treatment rationale or
practitioner’s beliefs. Thus, higher congruence may lead to better compliance,
treatment participation and therapeutic relationship, which in turn produce better
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Figure 1. The dual mechanism for the effect of illness attributions on treatment outcome.

clinical outcome. Second, illness attributions may influence the perceived personal
control over the symptoms, coping and outcome, independently of the treatment
type and therapist’s beliefs. For instance, biological attributions are associated with
poor perceived control over the symptoms (Brown et al., 2007), which in turn may
lead to poor health outcome through encouraging a passive attitude towards illness
management and coping (Rutter & Rutter, 2002). The first and second mechanisms
correspond more strongly with respectively the Explanatory Model Framework and
the Self-Regulation Model. More research is needed to further validate these
assumptions and to identify conditions under which either one of the mechanisms
is more influential.
A number of limitations apply to this literature review, which may be
considered in designing future studies. First, the findings are partly based on crosssectional data, which makes it impossible to infer causal relationships between
illness attributions and other variables of interest. This is particularly the case with
the data on help seeking, and to a lesser degree with findings regarding coping and
adherence. Second, conclusions regarding treatment adherence are almost
exclusively derived from studies, focusing on medication compliance. Hence,
findings cannot be generalized to adherence with other treatment modalities. Third,
the studies have incorporated rather broad and diffuse categories of explanations,
such as physical or social attributions, which are too general to provide adequate
and specific data. For instance, family problems and perceived discrimination may
both be considered social attributions, while there are fundamental differences in
experiences and behaviors, which they initiate. Finally, with the exception of help-
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seeking behavior, the association between illness attributions and other clinical
variables have rarely been examined in the context of developing countries and
among ethnic minority patients in the west. More research is required to establish
the clinical relevance of illness attributions in culturally diverse populations,
especially with regard to the possible impact of these beliefs on treatment outcome.
In conclusion, the available data seem to support the hypotheses
concerning the association between illness attributions and health behaviors.
However, the evidence is inconsistent regarding the impact of attributions on
treatment process and outcome. The literature is also equivocal regarding the
mechanisms through which illness attributions may affect outcome, and whether
higher attributional congruence between patients and practitioners is linked to
greater treatment success. Nonetheless, the findings highlight the importance of
illness attributions in and outside the therapy context. Therefore, clinical practice
may benefit from structural assessments of these beliefs, so that treatment can be
tailored to unique views, needs and expectations of each individual patient.
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Abstract
Psychotherapy is thought to be most effective when therapists and patients come to
share common understandings of illness during the treatment process. This is
perhaps even more so in case of ethnic minority patients whose illness attributions
may markedly diverge from professional views. However, not much is known
regarding the impact of psychotherapy on patients’ illness attributions, and it
remains the question whether patient-therapist discrepancy in illness attributions
decreases during treatment. This study aimed to examine the effect of
psychotherapy on illness attributions of ethnic minority patients. In a randomized
controlled trial patients from Turkish and Moroccan origins (N = 125) were
randomly assigned to psychotherapy versus waiting-list control condition. Illness
attributions of patients in both conditions and those of therapists in the
psychotherapy condition were assessed at baseline and three months later. Results
indicated that psychotherapy induced change in some, but not all types of
attributions. Compared to the control group, psychotherapy was associated with a
greater reduction of religious/mystical and stress related attributions. Furthermore,
in the psychotherapy condition, patient-therapist discrepancy in illness attributions
decreased significantly from baseline to post-assessment, especially with regard to
environmental, religious/mystical and stress related attributions. In conclusion,
psychotherapy has an effect on illness attributions of ethnic minority patients,
although the mechanism for this effect is unclear. Implications of the findings for
research and practice are discussed.
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Introduction
Patients are constantly exposed to professional understandings of illness both
indirectly through different media, and directly through contact with health
professionals (Weiss, 1997). The interaction between lay and professional views
on illness has been considered a core component of health care (Kleinman, 1980).
However, the outcome and importance of this interaction is still poorly understood
in the context of psychotherapy. This applies particularly to psychotherapy among
ethnic minority patients, whose views on mental illness may diverge more
significantly from their therapists’, compared to western patients.
The Explanatory Model Framework (EMF) provides a useful theoretical
tool to study the mutual transmission of illness beliefs between patients and their
therapists. Kleinman (1980) defines explanatory models as culturally shaped,
interpretive notions about an episode of illness that are held by individual patients
and their practitioners. These models seek to answer questions regarding etiology,
course, severity, and appropriate treatment of symptoms. Among the different
components of explanatory models, views on illness causation (i.e., illness
attributions) are perhaps the most clinically relevant, affecting both the treatment
process (Foulks, Persons, & Merkel, 1986) and outcome (Chalder, Godfrey,
Ridsdale, King, & Wessely, 2003). In all psychotherapies, professional illness
attributions are transmitted to patients, explicitly through psycho-education, and/or
implicitly through provision of therapeutic strategies, which are based on specific
professional attributions. The EMF proposes that patients may subsequently reject,
assimilate, or integrate the professional attributions in their existing views, or even
develop new beliefs as a result. The clinical communication is effective to the
extent it can cause patients’ initial attributions to resemble those of their therapists
during the treatment (Kleinman, 1980). A number of studies seem to support this
assertion. For instance, both psycho-educational interventions (Avia et al., 1996)
and cognitive behavioral therapy (CBT) (Sharpe et al., 1996) have been shown to
reduce patients’ physical attributions in somatoform disorders in comparison with
a no-treatment control group. With regard to ethnic minorities, qualitative studies
seem to confirm that at least some patients engage in a re-evaluation of their
original attributions in order to include (integrate) the beliefs of their therapists
(Bäärnhielm, 2004; Bäärnhielm & Ekblad, 2000). However, a randomized
controlled trial failed to find an effect of a psycho-educational intervention on
attributions of depression among South Asian patients in the UK (Jacob, Bhugra,
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& Mann, 2002). All in all, the evidence for treatment-induced changes in illness
attributions among minority patients seems equivocal. Furthermore, the hypothesis
that therapist and patient attributions become more similar in the course of
treatment has not been rigorously examined, as none of the previous studies have
assessed therapist attributions directly.
In the present study, Turkish and Moroccan minority patients were
randomly assigned to psychotherapy or no-treatment control group. It was
hypothesized that treatment results in a greater change in illness attributions of
patients, compared to the control group, and that patient-therapist discrepancy in
attributions will decrease in the course of treatment.

Method
Design
The study incorporated an experimental design with pre- and post-assessments at
baseline and three months later. A period of three months was thought to be a
crucial phase, during which patients are sufficiently exposed to the professional
attributions of their illness. Participants were randomly assigned to one of two
conditions: (1) psychotherapy condition, in which participants received CBT,
interpersonal psychotherapy, supportive counseling, or eclectic psychotherapy and
(2) waiting-list control condition, in which no psychotherapy was provided. As
adequate testing of the second hypothesis required more participants in the
psychotherapy condition, a randomization ratio of 2:1 was applied.
Participants
Participants were recruited among patients who were (self)referred to two mental
health outpatient facilities in Amsterdam and Rotterdam. Patients were included, if
they were 18 years or older, had at least one of their parents born in Turkey or
Morocco, and had a DSM-IV-TR diagnosis of mood or anxiety disorders at intake.
Exclusion criteria were having a current psychotic disorder, or any severe
cognitive disability, which would affect the quality of assessments. Proficiency in
the Dutch language was not an inclusion criterion.
Instruments
Illness attributions of patients and therapists were assessed, using the Explanatory
Models Interview Catalogue (EMIC) (Weiss, 1997). This instrument consists of a
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collection of locally adapted semi-structured interviews for eliciting illness beliefs
among specific cultural groups. The version, utilized in the present study, was
based on a previously developed Turkish and Moroccan version (Ghane, Kolk, &
Emmelkamp, 2010). The interview consists of an open query into perceived causes
of patient’s condition, and a checklist of 41 causal factors that were divided into 11
different categories/types of causes: ingestion of food or substances, medical,
interpersonal, stress, loss and grief, migration, victimization (e.g., physical or
sexual abuse), supernatural (e.g., witchcraft, djinn), religious and mystical (e.g.,
divine punishment, fate), psychological (e.g., personality characteristics), and
finally environmental causes (e.g., infection, pollution). The final section of the
interview inquires about the most important cause, and the first cause that patients
considered when they became aware of their problems. Each item was assigned a
weighted numerical value, corresponding to the degree of emphasis a respondent
placed on that item as a perceived cause of his/her symptoms. Perceived causes,
which were spontaneously reported in response to the open query, were assigned a
score of 4. Items that were identified as causal factors after probing (using the
checklist), received a score of 3 or 2, depending on whether they were emphasized
or merely mentioned during the interview. An additional score of 5 was assigned to
the cause, which was perceived as the most important, and an additional score of 1
to the cause, the respondent considered first after becoming aware of the
symptoms. Higher item scores reflected greater perceived significance of the item
as a causal factor. For each category of causes, a score was generated by
calculating mean values for the individual item scores in that category.
Symptom severity was measured by the Dutch (De Beurs & Zitman, 2006),
Turkish and Arabic versions of the Brief Symptom Inventory (BSI) (Derogatis,
Melisaratos, & By, 1983), which is a reliable and valid, shortened form of the
revised Symptom Checklist-90 (SCL-90-R) (Derogatis, 1977). For the purpose of
this study, the BSI was adapted into Turkish and Arabic by selecting relevant items
of the Turkish (Dag, 1991) and Arabic (Abdallah, 1992) versions of SCL-90
according to the composition of items in the original BSI. The BSI consists of 53
items and measures psychopathology along nine different dimensions, i.e.,
somatization, obsessive-compulsion, interpersonal sensitivity, depression, anxiety,
hostility, phobic anxiety, paranoid ideation, and psychoticism. Mean scores were
generated for the entire scale (range 0-4), with higher scores reflecting more severe
psychopathology.
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Acculturation was measured, using the Dutch, Turkish and Moroccan
versions of the Lowlands Acculturation Scale (LAS) (Mooren, Knipscheer,
Kamperman, Kleber, & Komproe, 2001). This measure was constructed and
validated, based on research among the Turkish and Moroccan communities in the
Netherlands. The LAS consists of 27 items that form the following five subscales:
social integration, traditions, norms and values, skills, and loss. Acceptable levels
of reliability (Kamperman, Komproe, & De Jong, 2003) and validity (Mooren et
al., 2001) have been reported for the entire scale. Mean scores were calculated over
all items (range 0-6), with higher scores representing greater orientation toward the
culture of origin.
Social demographic characteristics were measured using a questionnaire,
focusing on age, gender, ethnicity, education, and migration-related factors, such
as age at migration, and the length of residence in the Netherlands. The instrument
was adapted to Turkish and Arabic, using the translation and back translation
procedure (Brislin, 1986).
Procedure
Patients who met the inclusion criteria were approached at intake by (bilingual)
research assistants. Random assignment followed immediately after patients agreed
to participate. Those, assigned to the waiting list control group, were assessed
within one or two weeks following intake, and again after three months, prior to
the start of their treatment. Patients in the psychotherapy condition were assessed
within one week before their first treatment session (typically 3 to 4 months post
randomization), and again after three months of psychotherapy.
At time 1, written informed consent was acquired from all patients, and the
EMIC, the BSI, the LAS, as well as the social demographic questionnaire were
administered. At time 2, the EMIC was administered again. Patients received 30
euros financial compensation, if they completed both assessments.
All interviews were conducted by trained graduate students or, in the case
where patients were not fluent in Dutch or English, by trained bilingual research
assistants. Past research has indicated that patients may report different illness
attributions to ethnically similar and dissimilar interviewers (Ghane et al., 2010).
To reduce this tendency, the following introduction was verbally presented prior to
each interview.
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“People explain their complaints in different ways. These explanations
may be different from those of doctors or family members. In this study
we are interested in your explanations of your complaints”.
Interviewers were encouraged to establish a good rapport with patients prior to the
interview, and to demonstrate a non-judgmental attitude, when inquiring about
patients’ attributions.
Therapists of patients in the psychotherapy condition were also assessed
with the EMIC within one week after the first treatment session, and again after
three months. The research design and procedure were approved by the ethical
board of the Department of Psychology.
Data reduction and analyses
Analyses of potential non-response bias and randomization check were performed
using Chi-square and T tests for demographic variables and symptom severity, and
using a MANOVA for baseline illness attributions. To examine whether
psychotherapy results in a greater change in patients’ illness attributions than no
treatment, a repeated measure MANOVA was conducted with time (1 and 2) and
attribution type (11 types of causes) as within-subjects factors, and condition
(psychotherapy versus waiting-list) as between-subject factor. Interaction effects
were further analyzed, using post-hoc paired comparisons with Bonferroni
adjustment.
To test the hypothesis that therapist-patient attributional discrepancy
decreases during treatment, first the discrepancy scores between each dyad were
estimated, by calculating the absolute differences between therapists’ and patients’
average scores for each type of causes (Kleinman, 1980). The discrepancy score on
a given category of causes represented the extent of disagreement between patient
and therapist on that type of attributions. Finally, a repeated measure MANOVA
was performed, with time (1 and 2) and discrepancy scores (11 types of causes) as
within-subjects factors. The interaction between these factors was analyzed, using
post-hoc paired comparisons with Bonferroni adjustment.
In both repeated measures analyses, the assumption of sphericity was
violated. Hence, the Huynh-Feldt correction to the degrees of freedom was
employed. Effect sizes (partial eta squared) were calculated for each analysis.
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Eligible for inclusion
n = 312

Approached
n = 244

Declined
n = 85

Randomized
n = 159

Waiting-list
n = 44

Treatment
n = 115

Could not be contacted (n = 4)
Withdrawn (n = 9)
Declined treatment (n = 16)

Could not be contacted (n = 2)
Withdrawn (n = 1)
Referred to another center (n = 2)

Completed T1
n = 39

Completed T1
n = 86

Could not be contacted (n = 8)
Withdrawn (n = 6)
Treatment drop-out (n = 5)
Early recovery (n = 1)

Could not be contacted (n = 3)
Withdrawn (n = 2)

Completed T2
n = 66

Completed T2
n = 34

Figure 1. Study profile and attrition rates
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Results
Participants
Figure 1 illustrates a flow diagram for patients in the trial. Of 244 patients who
were approached for participation, 85 (34.84%) declined. Reasons, provided for
refusal, were fatigue or severity of symptoms (37.65%), and no time and
opportunity (49.42%). In 11 (12.94%) cases, the reason for refusal was not
recorded. No differences were found between participants and refusers in age, sex,
ethnicity and diagnosis. Of 159 initial participants, 34 (21.38%) did not complete
the baseline measures. These patients did not differ significantly from completers
in age, sex, ethnicity and diagnosis.
Baseline sample characteristics are presented in table 1. A total of 25
patients were lost between time 1 and 2. Compared to this group, completers had a
younger age at migration (∆M= 4.19, t (103) = 2.22, p = .03), and a higher number
of years of education (∆M = 2.60, t (123) = -2.19, p = .03). No significant
differences were found on any other baseline measure. Conditions were
comparable on all demographic variables and baseline illness attributions in both
the baseline (N = 125) and the final (N = 100) samples. The final sample consisted
largely of (foreign born) immigrant patients; only 15% was born in the
Netherlands.
Treatments were provided by 23 therapists, of whom 15 (65.2%) were
female, with a mean age of 39.42 years (SD = 13.73). Further, the therapists
consisted of 12 (52.20%) psychologists, 5 (21.70%) psychiatric nurses, 4 (17.40%)
licensed psychotherapists, and 2 (8.70%) health care psychologist, with on average
13.39 years of experience in mental health care (SD = 13.04).
Effect of psychotherapy on illness attributions
Table 2 presents the EMIC data at time 1 and 2 for the final sample. The analysis
revealed a main effect of time (F [1, 98] = 8.88, p = .004, ηp2 = .08), indicating that
patients’ attributions changed significantly between time 1 and 2, regardless of
condition and attribution type. Further, a main effect of attribution type was found
(F [6.76, 662.93)]= 51.21, p < .001, ηp2 = .34), which indicated that, regardless of
time and condition, participants scored differently on different categories of
attributions. Also, the analysis revealed an interaction effect between condition and
attribution type (F [6.76, 662.93] = 2.21, p = .03, ηp2 = .02), suggesting that,
regardless of time, conditions differed significantly in EMIC scores on different
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Table 1. Sample characteristics at baseline by waiting-list and treatment conditions (N = 125)
Waiting-list
(n = 39)
n
%

Condition
Psychotherapy
(n = 86)
n
%

Gender
Men

18

46.20

26

30.20

Women

21

53.80

60

69.80

Turkish

25

64.10

51

59.30

Moroccan

14

35.90

35

40.70

Single

9

23.10

17

19.80

Married

19

48.70

41

47.70

Divorced

11

28.20

24

27.90

Widow/widower

0

0

4

4.7

Turkey/Morocco

34

87.20

74

86.00

Netherlands

5

12.80

12

14.00

M

SD

M

SD

Age

38.64

9.51

41.50

11.54

Age at migration

18.79

6.49

21.62

8.71

Years in the Netherlands

21.28

10.07

22.41

8.81

Years of education

10.67

4.61

9.00

5.65

Psychopathology (BSI)

2.14

.80

1.90

.77

Acculturation (LAS)

3.55

.69

3.67

.74

Ethnicity

Marital status

Country of birth

categories of causes. Contrary to the hypothesis, no interaction was found between
time and condition, F (1, 98) = .02, p = .89, ηp2 < .001. This finding indicates that,
regardless of attribution type, illness attributions in the treatment group did not
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Table 2. Illness attributions by category and condition (N = 100)
Condition
Waiting list
(n =34)
M

Time 1
SD

M

Psychotherapy
(n = 66)
Time 2
SD

M

Time 1
SD

M

Time 2
SD

Patient
attribution
Ingestion

.27

.46

.17

.23

.31

.53

.17

.31

Medical

1.12

.82

.93

.90

.72

.69

.66

.71

Interpersonal

2.10

1.80

2.12

1.72

2.60

1.48

2.90

1.66

Stress

1.60

1.07

1.92

1.22

1.53

1.23

1.29

1.07

Migration

1.17

1.26

.85

1.10

1.17

1.42

1.01

1.20

Loss

1.38

1.35

1.07

1.21

1.65

1.59

1.60

1.52

Victimization

.38

.93

.29

.76

.46

.76

.35

.69

Magical

.90

1.00

.67

.96

.77

.94

.76

1.06

Religious/Myst.

1.55

.88

1.62

1.11

1.61

1.04

1.39

.91

Psychological

2.05

1.04

1.84

1.06

2.31

.93

2.13

1.04

Environmental

.59

.72

.43

.63

.68

.76

.48

.69

Ingestion

-

-

-

-

.27

.41

.17

.30

Medical

-

-

-

-

.54

.54

.49

.55

Interpersonal

-

-

-

-

1.10

1.00

1.30

1.13

Stress

-

-

-

-

1.12

.94

.84

.84

Migration

-

-

-

-

1.16

1.13

.90

.98

Loss

-

-

-

-

1.22

1.20

1.14

1.29

Victimization

-

-

-

-

.39

.57

.35

.77

Magical

-

-

-

-

.77

.94

.75

1.00

Religious/Myst.

-

-

-

-

1.48

1.02

1.23

.88

Psychological

-

-

-

-

.83

.91

.95

.84

Environmental

-

-

-

-

.64

.76

.43

.66

Therapistpatient
discrepancy
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change significantly more that those in the waiting-list. However, the analysis
revealed a three-way interaction between time, condition, and attribution type, F
(7.59, 743.94) = 2.10, p = .04, ηp2 = .02. Post-hoc paired comparisons indicated
that, whereas the religious/mystical attributions (e.g., devine punishment, fate) did
not change significantly in the waiting-list group, the psychotherapy group showed
a significant decrease in these attributions, F (1, 98) = 4.58, p = .03, ηp2 = .04.
Moreover, further comparisons revealed that, while groups did not differ
significantly in baseline stress related attributions (e.g., overburden, financial
problems), compared to the waiting-list, patients in the psychotherapy group
scored significantly lower on stress related causes at time 2, F (1, 98) = 7.07, p =
.009, ηp2 = .07.
Change in therapist-patient discrepancy during treatment
As expected, the analysis found a main effect of time on therapist-patient
discrepancy scores of illness attributions, F (1, 65) = 4.61, p = .04, ηp2 = .07. Posthoc comparisons of mean scores at time 1 and 2 revealed that therapist-patient
discrepancy significantly decreased during psychotherapy. Further, a significant
interaction effect was detected between time and attribution type, F (6.57, 427.12)
= 2.25, p = .03, ηp2 = .03. Post-hoc comparisons found a significant decrease in
discrepancy scores on stress (F [1, 65] = 8.24, p = .006, ηp2 = .11),
religious/mystical (F [1, 65] = 5.80, p = .02, ηp2 = .08), and environmental causes
(e.g., infection, pollution) (F [1, 65] = 9.11, p = .004, ηp2 = .12).

Discussion and conclusion
This study aimed to examine the effect of psychotherapy on illness attributions of
ethnic minority patients. Contrary to the hypothesis, overall, psychotherapy did not
result in greater change in attributions than no-treatment control. However, as the
data indicated, psychotherapy was found to be associated with a greater decrease in
some categories of explanations, namely the religious/mystical and stress related
attributions. Furthermore, as expected, there was an overall reduction in therapistpatient belief discrepancy in the course of treatment, especially with regard to
environmental, religious/mystical and stress related attributions.
The findings seem to concur with those of previous quantitative (Avia et
al., 1996; Sharpe et al., 1996) and qualitative studies (Bäärnhielm, 2004;
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Bäärnhielm & Ekblad, 2000) among patients with psychosomatic symptoms,
which pointed to the variability of illness attributions in the context of treatment.
The present study was not designed to discover specific elements of
psychotherapy, which have accounted for the observed attributional change.
Obviously, psycho-education in the initial phase of treatment is the most explicit
medium through which therapists attempt to alter patients’ understandings of
illness. However, as Kleinman (1980) has noted, attributions may also change as a
result of the application of therapeutic techniques, which are based on certain
treatments rationales. Taking this argument further, one may assume that the
perceived efficacy of treatment strategies can also result in a re-evaluation of initial
illness attributions. In this light, there seem to be no straightforward explanation
for the decrease of religious/mystical and stress related attributions in the present
study. With regard to the latter category of attributions, two interrelated
mechanisms may be at play. First, psychotherapy may have resulted in a reduction
of perceived stressors, which in turn have made stress related attributions less
likely to be reported at post-assessment. Second, although the stress model offers
valid illness explanations in many psychotherapy traditions, psychotherapy is
mainly focused on the individual perception of and reactions to stressors. Thus, in
the course of psychotherapy, patients may learn to evaluate their own personal
contributions to their stressful situation, and to hold less externalizing attributions.
This process may also account for the reduction of religious/mystical attributions.
Although strongly embedded in cultural beliefs, religious and mystical attributions,
similar to stress related explanations, often locate the origins of symptoms beyond
personal power and responsibility. In addition, due to increased perceived control
over the symptoms, which may accompany psychotherapy (Rychtarik, Prue, Rapp,
& King, 1992), religious and mystical attributions (e.g., fate) may be regarded as
less likely alternatives at post-assessment. Finally, religious/mystical attributions
may represent patients’ attempts to cope with the unpredictable and distressing
nature of their illness. As symptoms subside in the course of treatment, this type of
attributions may become a less convenient coping strategy accordingly.
Contrary to past research (Sharpe et al., 1996), psychotherapy was not
associated with a greater reduction of medical attributions. Different study
populations and treatment strategies may have accounted for this discrepancy.
Sharpe et al. examined the effect of CBT on illness attributions of patients with
chronic fatigue syndrome. Thus, medical explanations are likely to have been a
more explicit target of treatment in their study than ours.
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Furthermore, the findings are counterintuitive regarding the stability of
psychological attributions. Given the dominance of psychological explanatory
models in psychotherapy, one may expect psychological attributions, as well as
therapist-patient congruence on these attributions to increase during treatment.
Thus, based on the present findings, one may conclude that the investigated
treatments have failed to foster a psychological understanding of symptoms among
our participants. However, given the relative prominence of psychological
explanations at baseline (table 2), any further enhancement may have been difficult
to achieve.
Finally, it was found that therapist-patient discrepancy in environmental
explanations declines during treatment. Further inspection of the data revealed that
this finding could entirely be explained by a reduction of patients’ environmental
attributions, as therapists endorsed these attributions only on a few occasions.
However, environmental attributions also decreased in the waiting-list condition
(table 2; analysis not presented), which suggests that specific, non-treatmentrelated factors may cause these attributions to decline over time. Perhaps, the
temporary nature of environmental causes (e.g., infection, weather) may be one
such factor, making environmental attributions decrease, as these causal agents
become less relevant, or perhaps even disappear in the course of time.
A number of limitations apply to the present study. First, the low response
rate, combined with the relative high rate of attrition may have jeopardized the
external validity of the results. Problematic recruitment of respondents from
Turkish and Moroccan descents has been well documented (Dotinga, van den
Eijnden, Bosveld, & Garretsen, 2004; Feskens, 2009; Kemper, 1998). Lack of trust
and a non-cooperative attitude, alongside health related obstacles (e.g., fatigue,
depressed mood) remained a threat to the integrity of the sample, even after
provision of financial compensation, adequate information and alternative options
(e.g., home interviews). On the other hand, the naturalistic nature of this field study
and the application of minimal exclusion criteria support the external validity of
the findings. Second, the study did not incorporate parallel assessments in the two
conditions. In fact, patients in the psychotherapy condition were assessed after a
few months of waiting, whereas control patients were immediately assessed
following randomization. Although groups did not differ in any of the measured
variables, there may have been differences in some unknown time-dependent
factors. However, conducting parallel assessments would require the treatment of
patients in the psychotherapy group to start earlier than organizationally feasible.
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In conclusion, the findings indicate that psychotherapy affects some but
not all categories of illness attributions, and that therapist-patient attributional
discrepancy decreases during treatment. Future endeavors should identify specific
categories of attributions, on which therapist-patient discrepancy is most strongly
associated with clinical outcome. Modified psycho-educational interventions needs
then to be developed to reduce discrepancy in those specific attributions.
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Abstract
Illness attributions are culturally shaped views on illness causation, which may
affect psychotherapy process and outcome. Poor quality of mental health care
among members of ethnic minorities is thought to result from disparities between
illness attributions of patients and therapists. The present study aimed to examine
whether (a) higher therapist-patient discrepancies in different types of illness
attributions are associated with poorer psychotherapy outcome, and (b) greater
discrepancy predicts worse outcome due to patients’ lower psychotherapy
attendance rates. A sample of 66 participants was recruited among patients from
Turkish or Moroccan origins who received outpatient treatment for mood and
anxiety disorders. Symptom severity, and illness attributions of patients and
therapists across different categories of causes were assessed at the beginning (time
1) and after three months of psychotherapy (time 2). Results indicated that higher
therapist-patient discrepancies in psychological attributions at time 1 and time 2
were both significantly associated with poorer outcome. Moreover, greater
discrepancy in psychological attributions at time 1 was a significant predictor of
lower psychotherapy attendance. However, attendance itself was not significantly
associated with outcome. In conclusion, discrepancies between patients and their
therapists in psychological attributions were associated with worse outcome,
although psychotherapy attendance did not seem to mediate this relationship. Early
assessment of patients’ illness attributions and strategies, aimed at enhancing
therapist-patient attributional congruence, are important steps in the provision of
adequate mental health care to ethnic minorities.
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Introduction
Poor quality of mental health care among members of ethnic minority groups has
been well documented (Atdjian & Vega, 2005; Department of Health and Human
Services, 2001; Struijs & Wennink, 2000). With regard to psychotherapy, the
effectiveness of evidence-based treatments has been equivocal (Hall, 2001), and
there is currently no treatment, which can be considered ‘empirically supported’
among minority populations (Whaley & Davis, 2007). It has been argued that poor
outcome may result from disparities in illness beliefs between therapist and ethnic
minority patients, and that incorporating patients’ beliefs in therapeutic strategies
will generate better outcome (Leventhal, Diefenbach, & Leventhal, 1992).
However, there is a keen lack of empirical attempts to support these assumptions.
A central component of illness beliefs are culturally shaped views on
illness causation (i.e., illness attributions). These ideas appear to be crucial in
determining the experience of illness (Kleinman, 1988), strategies to cope with
symptoms (Rutter & Rutter, 2002), and the choice of treatment among available
options (Scheeres, Wensing, Severens, Adang, & Bleijenberg, 2008). Within the
Explanatory Model Framework, Kleinman (1980) hypothesized that treatment
effect will be greater, when patients and practitioners hold similar attributions of
symptoms. When discrepancies arise between the dyads, treatment strategies will
make no sense to patients, resulting in non-adherence, disengagement, and poor
treatment outcome. Elaborating Kleinman’s hypothesis further, one may also
assume that treatment disengagement (e.g., non-attendance) constitutes a
mechanism through which discrepancy between attributions of patients and
therapists may affect outcome. That is, patients with higher levels of attributional
discrepancy with their therapists may attend less psychotherapy sessions, which
may in turn result in poorer outcome. Thus far, the evidence for the association
between treatment attendance and outcome has been equivocal (Reardon,
Cukrowicz, Reeves, & Joiner, 2002). However, a meta-analytic review of the
literature found a modest relationship between the number of sessions attended and
better psychotherapy outcome (Smith, Glass, & Miller, 1980). Furthermore, there
exists a plausible theoretical justification for the so-called “dose effect” in
psychotherapy (Howard, Kopta, Krause, & Orlinsky, 1986).
To date, there have been modest attempts to examine the possible impact
of illness attributions on treatment attendance and outcome. Foulks, Persons, and
Merkel (1986) found that psycho-medical illness attributions were associated with

121

a higher number of clinic visits in their predominantly Caucasian sample. In a
similar study, psychological attributions were associated with an increased
likelihood of psychotherapy participation in a sample of veterans with PTSD
(Spoont, Sayer, & Nelson, 2005). Focusing on outcome studies, baseline
attributions of medically unexplained symptoms to biological (Chalder, Godfrey,
Ridsdale, King, & Wessely, 2003) and external causes (Kennedy et al., 2006) were
found to predict poor outcome in cognitive behavioral therapy (CBT). These
findings suggest that attributions, which are incompatible with the treatment
rationale, may undermine treatment attendance and outcome. However, biological
attributions were found to predict poor outcome also in pharmacotherapy (Sullivan
et al., 2003), while another study failed to find a relation between biological
attributions and CBT outcome in chronic fatigue (Deale, Chalder, & Wessely,
1998). A major problem with the current literature is its exclusive focus on illness
attributions of patients, regardless of their (in)congruence with therapist beliefs,
which may explain some of the inconsistencies in the research findings.
Furthermore, results do not clarify the mechanism, through which illness
attributions may affect outcome. Finally, there is virtually no evidence for the
presumed clinical relevance of illness attributions among ethnic minority patients.
The present study aimed to contribute to the existing literature by
investigating the therapist-patient discrepancy in illness attributions in relation to
psychotherapy attendance and outcome. Patients’ and therapists’ attributions across
multiple categories of causes, as well as attendance rates and early outcome were
assessed among a sample of Turkish and Moroccan patients during the initial phase
of their psychotherapy. We examined whether (a) therapist-patient discrepancies
for different categories of attributions at baseline and after three months predicted
worse outcome, regardless of patients’ background characteristics (i.e., social
demographics and degree of acculturation), and (b) the association between
attributional discrepancy and outcome was mediated by lower treatment
attendance.

Method
Design
The study employed a single-group naturalistic cohort design with repeated
assessments at baseline and after three months of psychotherapy. A period of three
months was thought to be a crucial phase during the treatment in terms of symptom
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reduction, based on the evidence that the largest therapeutic gain is typically
achieved during the initial 10 sessions of psychotherapy (Smith et al., 1980).
Participants
The sample consisted of patients who had participated at the treatment arm of a
previous study (see chapter 5). Participants were recruited following their referral
to two mental health outpatient facilities in Amsterdam and Rotterdam, one of
which provided specialized treatment for depression. Patients were included, if
they were 18 years or older, had at least one of their parents born in Turkey or
Morocco, and had a DSM-IV-TR diagnosis of mood or anxiety disorders at intake.
Exclusion criteria were having a presumed psychotic disorder, or any severe
cognitive disability, which would affect the quality of assessments. Proficiency in
the Dutch language was not an inclusion criterion.
Instruments
Illness attributions of patients and therapists were assessed, using the Explanatory
Models Interview Catalogue (EMIC) (Weiss, 1997). This instrument consists of a
collection of locally adapted semi-structured interviews for eliciting illness beliefs
among specific cultural groups. The version, utilized in the present study, was
based on a previously developed Turkish and Moroccan version (Ghane, Kolk, &
Emmelkamp, 2010) (see chapter 2). The interview consists of an open query into
perceived causes of patient’s condition, and a checklist of 41 causal factors that
were divided into 11 different categories of causes: ingestion of food or substances,
medical, interpersonal, stress, loss and grief, migration, victimization (e.g.,
physical or sexual abuse), magical (e.g., witchcraft, djinn), religious/mystical (e.g.,
divine punishment, fate), psychological (e.g., personality characteristics), and
environmental causes (e.g., pollution). The final section of the interview inquires
about the most important cause, and the first cause that patients considered when
they became aware of their problems. Each item was assigned a weighted
numerical value, corresponding to the degree of emphasis a respondent placed on
that item as a perceived cause of his/her symptoms. Perceived causes, which were
spontaneously reported in response to the open query, were assigned a score of 4.
Items that were identified as causal factors after probing (using the checklist),
received a score of 3 or 2, depending on whether they were emphasized or merely
mentioned as a possibility during the interview. An additional score of 5 was
assigned to the cause, which was perceived as the most important, and a score of 1
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to the cause, the respondent considered first after becoming aware of the symptoms
(Weiss, 1997). Higher item scores reflected greater perceived significance of the
item as a causal factor. For each category of causes, a score was generated by
calculating mean values for the individual item scores in that category.
Attributional discrepancy was estimated for each dyad by computing the absolute
differences between therapists’ and patients’ average scores on each category of
causes (Kleinman, 1980). The discrepancy score on a given category of causes
represented the extent of disagreement between patient and therapist on that type
of attributions.
Outcome was measured by the Dutch (De Beurs & Zitman, 2006), Turkish
and Arabic versions of the Brief Symptom Inventory (BSI) (Derogatis,
Melisaratos, & By, 1983), which is a reliable and valid, shortened form of the
revised Symptom Checklist-90 (SCL-90-R) (Derogatis, 1977). For the purpose of
this study, the BSI was adapted into Turkish and Arabic by selecting relevant items
of the Turkish (Dag, 1991) and Arabic (Abdallah, 1992) versions of SCL-90
according to the composition of items in the original BSI. The BSI consists of 53
items and measures general psychopathology along nine different dimensions, i.e.,
somatization, obsessive-compulsion, interpersonal sensitivity, depression, anxiety,
hostility, phobic anxiety, paranoid ideation, and psychoticism. Mean scores were
generated for the entire scale, ranging from 0 to 4. Higher scores reflected more
severe psychopathology.
Attendance data were extracted from patients’ medical files. Attendance
rate was defined as the percentage of attended psychotherapy sessions, and was
calculated by dividing the number of sessions attended by the total number of
sessions planned. However, in some cases not all treatment sessions were planned
in advance. Rather, each appointment was planned at the end of the prior session.
Therefore, patients with low treatment participation could theoretically have rather
high attendance rates.
Acculturation was measured, using the Dutch, Turkish and Moroccan
versions of the Lowlands Acculturation Scale (LAS) (Mooren, Knipscheer,
Kamperman, Kleber, & Komproe, 2001). This measure was constructed and
validated, based on research among the Turkish and Moroccan communities in the
Netherlands. The LAS consists of 27 items that form the following subscales:
social integration, traditions, norms and values, skills, and loss. Acceptable levels
of reliability (Kamperman, Komproe, & De Jong, 2003) and validity (Mooren et
al., 2001) have been reported for the entire scale. Mean scores were calculated over
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all items (range: 0-6), with higher scores representing greater orientation toward
the culture of origin.
Social demographic characteristics were measured using a questionnaire,
focusing on age, gender, ethnicity, education, and migration-related factors, such
as age at migration, and the length of residence in the Netherlands. Items were
adapted into Turkish and Arabic, using the translation and back translation
procedure (Brislin, 1986).
Procedure
The inclusion criteria were applied to all new referrals to the outpatient facilities.
Patients who met the inclusion criteria were approached at intake. Baseline
assessment (time 1) was conducted within one week prior to the start of treatment,
and was repeated following a period of three months (time 2). At time 1, patients
provided written informed consent, and completed the EMIC, the BSI, the LAS,
and the social demographic questionnaire. At time 2, patients were re-examined,
using the EMIC and the BSI. All interviews were conducted by trained graduate
students or, in the case where patients were not fluent in Dutch or English, by
trained bilingual research assistants. In order to reduce patients’ potential tendency
to misreport their attributions during interviews (Ghane et al., 2010), the following
strategy was applied. First, patients were encouraged to provide their genuine
accounts, by stating the following prior to each interview:
“People explain their complaints in different ways. These explanations
may be different from those of doctors or family members. In this study
we are interested in your explanations of your complaints”.

Second, interviewers were instructed to establish a good rapport with patients, and
to demonstrate a non-judgmental attitude during each interview.
Parallel assessments were conducted with the therapists of participants.
Therapists completed the EMIC within one week following their first treatment
session with patients (time 1), and again after three months (time 2). The research
design and procedure were approved by the ethical board of the Department of
Psychology.

125

Data reduction and analyses
Preliminary analyses. Analyses of potential non-response bias were performed,
using Chi-square and T tests. Attrition bias was analyzed with Chi-square and T
tests for social demographic variables, and using MANOVA for baseline illness
attributions. To assess the overall treatment outcome, a repeated measures
ANOVA was performed with time (1 and 2) and BSI scores as within subject
factors. Finally, a multiple regression analysis was performed to examine the
association between therapist characteristics (i.e., sex, age, and experience) and
outcome.
Main analyses. To examine whether therapist-patient discrepancies in
illness attributions were associated with worse outcome, the following strategy was
followed. First, potential predictors of outcome were selected from therapistpatient discrepancy scores on different categories of attributions at time 1, social
demographic characteristics and acculturation. Partial correlations were calculated
between each variable and BSI scores at time 2, while controlling for the baseline
BSI scores. Variables with a high correlation with outcome (p < .10) were selected
for further analysis. In the second phase, a stepwise multiple regression analysis
was performed with BSI scores at time 2 as the outcome variable, and baseline BSI
and selected social demographic characteristics (step 1), as well as selected
baseline discrepancy scores (step 2) as predictors. A similar procedure was
followed to assess which discrepancy scores at time 2 predicted outcome.
To test the hypothesis that psychotherapy attendance mediated the relation
between attributional discrepancy and outcome, two different series of regression
analyses were performed to establish Baron and Kenny's (1986) following criteria
for mediation effects: (1) the independent variable (discrepancy scores) should
predict the outcome variable (treatment outcome) (see previous analysis), (2) the
independent variable should have an effect on the proposed mediator (attendance
rate), and (3) the proposed mediator should predict the outcome variable, when
controlling for the effect of the independent variable. Criterion 2 was examined,
using multiple regression analyses with discrepancy scores and selected social
demographic variables as predictors (see previous analysis), and attendance rate as
the outcome variable. In order to establish criterion 3, a separate multiple
regression analysis was conducted with selected social demographic variables,
discrepancy scores, the BSI scores at time 1, and attendance rate as predictors, and
the BSI scores at time 2 as the outcome variable.
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Results
Participants
A detailed description of the response rate and attrition has been provided in
chapter 5. Of 115 patients who were initially recruited and assigned to the
psychotherapy condition, 86 (74.78%) completed the baseline assessment. No
differences were found between completers and non-completers in age, gender,
ethnicity and diagnosis.

Table 1. Baseline sample characteristics (N = 86)
n

%

Men
Women

26
60

30.20
69.80

Turkish
Moroccan

51
35

59.30
40.70

Single
Married
Divorced
Widow/widower

17
41
24
4

19.80
47.70
27.90
4.7

Turkey/Morocco
Netherlands

74
12

86.00
14.00

Major depression
GAD
Dysthymia
Panic disorder
PTSD
Other

52
8
7
7
5
7

60.50
9.30
8.10
8.10
5.80
8.10

M

SD

41.50
21.62
22.41
9.00
1.90
3.67

11.54
8.71
8.81
5.65
.77
.74

Gender

Ethnicity

Marital status

Country of birth
Diagnosis

Age
Age at migration
Years in the Netherlands
Years of education
Psychopathology (BSI)
Acculturation (LAS)

GAD = generalized anxiety disorder; PTSD = Post-traumatic stress disorder; other mood
and anxiety disorders = obsessive-compulsive disorder, mood/anxiety disorder NOS
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Baseline sample characteristics are presented in table 1. Of 86 baseline
participants, sixty-six (76.74%) completed the final assessment. Completers did
not differ significantly from non-completers on any of the baseline measures. The
final sample (N = 66) had a mean attendance of 5.36 sessions (SD = 2.15), an
attendance ratio of 86%, and had missed on average 1.24 sessions (SD = 1.70). BSI
scores did not change significantly between time 1 and time 2, F (1, 65) = .36, p =
.55.
Treatments were provided by a total of 23 therapists, of whom 15 (65.2%)
were female, with a mean age of 39.42 years (SD = 13.73). Further, the therapists
consisted of 12 (52.20%) psychologists, 5 (21.70%) psychiatric nurses, 4 (17.40%)
licensed psychotherapists, and 2 (8.70%) health care psychologist, with on average
13.39 years of experience in mental health care (SD = 13.04). None of the therapist
characteristics was significantly associated with outcome.
The association between attributional discrepancy and outcome
Table 2 presents the main data at time 1 and 2 for the final sample. As for the
baseline data, five variables met the requirement for inclusion in the regression
analysis. Partial correlations revealed that BSI scores at time 2 were positively
associated with age, as well as with discrepancies in psychological and migration
related attributions, and negatively correlated with years of education and
discrepancies in magical and environmental attributions.
The outcome of the multiple regression analysis for baseline discrepancies
is presented in table 3. Discrepancy scores explained an additional 10% of variance
in BSI scores at time 2. Regardless of age and education, higher discrepancies in
both psychological and migration related causes were significantly associated with
poorer outcome, while higher discrepancy in environmental causes predicted better
outcome. Discrepancy in magical explanations was not associated with outcome.
To explore the possibility that the associations between discrepancies in
illness attributions and outcome may have entirely been accounted for by either
patient or therapist attributions, the following strategy was applied. First, partial
correlations were calculated between BSI scores at time 2 and baseline patients’
and therapists’ EMIC scores on psychological, environmental and migration
related attributions, while controlling for the baseline BSI scores. The analyses
indicated that higher patient scores on environmental attributions and higher
therapist scores on psychological and migration related causes were all
significantly correlated with outcome. Therefore, these variables were added to the
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Table 2. Illness attributions and symptom severity at time 1 and 2 for the final sample (N = 66)
M

Time 1
SD

M

Time 2
SD

Patient
attribution
Ingestion
Medical
Interpersonal
Stress
Migration
Loss
Victimization
Magical
Religious/Mystical
Psychological
Environmental

.31
.72
2.60
1.53
1.17
1.65
.46
.77
1.61
2.31
.68

.53
.69
1.48
1.23
1.42
1.59
.76
.94
1.04
.93
.76

.17
.66
2.90
1.29
1.01
1.60
.35
.76
1.39
2.13
.48

.31
.71
1.66
1.07
1.20
1.52
.69
1.06
.91
1.04
.69

Ingestion
Medical
Interpersonal
Stress
Migration
Loss
Victimization
Magical
Religious/Mystical
Psychological
Environmental

.27
.54
1.10
1.12
1.16
1.22
.39
.77
1.48
.83
.64

.41
.54
1.00
.94
1.13
1.20
.57
.94
1.02
.91
.76

.17
.49
1.30
.84
.90
1.14
.35
.75
1.23
.95
.43

.30
.55
1.13
.84
.98
1.29
.77
1.00
.88
.84
.66

1.96

.78

1.88

.97

Therapistpatient
discrepancy

Symptom
severity

original model in a new regression analysis. Discrepancy in environmental
attributions showed considerable collinearity with patient environmental
explanations, resulting in the exclusion of both variables from the model. In the
final model, only therapist-patient discrepancy in psychological attributions (β =
.15, p = .04), and therapist migration related attributions (β = .17, p = .03)
remained significantly associated with higher BSI scores at time 2. Thus, at
baseline, greater therapist-patient discrepancy in psychological attributions, and
higher therapist migration related attributions predicted poorer outcome after three
months.
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Table 3. Regression parameter estimates for predictors of post-assessment symptom severity (time 1)
B

SE

β

p

Baseline
BSI
Age
Education

.98

.09

.78

< .001

.01
-.02

.007
.01

.15
-.10

.06
.21

Baseline
BSI
Age
Education
Discrepancy

1.05

.08

.83

< .001

.008
-.02
.15
.16
-.06
-.35

.007
.01
.06
.07
.07
.09

.09
-.10
.18
.15
-.06
-.27

.21
.18
.01
.03
.39
.001

Model
1

Model
2

Migration attributions
Psychological attributions
Magical attributions
Environmental attributions

At time 2, after controlling for baseline BSI scores, only higher
discrepancies in psychological and migration related factors were significantly
correlated with BSI scores at time 2. However, to gain insight in the potential
contribution of discrepancy scores in magical and environmental attributions at
time 2, these variables were also included in the regression analysis.
The results of this regression analysis are provided in table 4. Therapistpatient attributional discrepancy at time 2 accounted for 6% of the variance in BSI
scores at time 2. Discrepancy in psychological attributions was the only significant
predictor of outcome after correcting for age and education. To exclude the
possibility that this finding could be fully explained by either patient or therapist
psychological attributions, correlation analyses were performed with patient and
therapist EMIC scores on psychological attributions and outcome. Therapist
psychological attributions was the only significant correlate of outcome, and was
therefore added to the original regression model. In the final model, however, only
higher therapist-patient discrepancy in psychological attributions remained
significantly associated with higher BSI scores at time 2 (β = .21, p = .007). This
finding indicates that greater therapist-patient discrepancy in psychological
attributions after three months of psychotherapy was related to worse outcome.
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Table 4. Regression parameter estimates for predictors of post-assessment symptom severity (time 2)
B

SE

β

p

Baseline
BSI
Age
Education

.98

.09

.78

<.001

.01
-.02

.007
.01

.15
-.10

.06
.21

Baseline
BSI
Age
Education
Discrepancy

1.00

.09

.80

<.001

.004
-.03
.10
.23
-.02
-.17

.007
.01
.07
.09
.07
.11

.05
-.18
.10
.20
-.02
-.11

.59
.03
.19
.01
.74
.13

Model
1

Model
2

Migration attributions
Psychological attributions
Magical attributions
Environmental attributions

Therapy attendance as the mediator of outcome
The second criterion for mediation effects was examined only for discrepancy
scores on psychological attributions at time 1 and 2. Regardless of age and
education, higher baseline discrepancy between patients and therapists in
psychological attributions was associated with lower attendance rates, β = -.25, p =
.02. Concerning the third criterion, however, attendance was not significantly
associated with BSI scores at time 2 (β = -.08, p = .40), when controlled for
background characteristics, baseline BSI scores and discrepancies in psychological
attributions.
At time 2, discrepancy in psychological attributions was not significantly
associated with attendance, after controlling for age and education (β = -.13, p =
.28). Thus, treatment attendance did not mediate the relation between attributional
discrepancy and outcome.

Discussion and conclusion
The present study is the first to examine the association between therapist-patient
discrepancy in illness attributions and psychotherapy outcome. The findings

131

indicated that greater discrepancies in psychological attributions at baseline and
after three months of psychotherapy were predictive of poorer outcome, regardless
of patients’ age and education. Although baseline discrepancy in psychological
explanations predicted lower attendance rate, treatment attendance did not mediate
the relationship between attributional discrepancy and outcome.
The results support the general assumption of the Explanatory Models
Framework, linking therapist-patient discrepancy in explanations of illness to
worse treatment outcome. However, the present findings suggest that discrepancy
is not equally relevant for outcome for all categories of attributions. In fact, the
study found evidence for the predictive value of attributional discrepancy only with
regard to a single category of explanations. The importance of patients’
psychological attributions for psychotherapy participation (Spoont et al., 2005) and
continuation (Foulks et al., 1986) has been previously established. In relation to
outcome, however, the present study did not find patients’ psychological
attributions to have any predictive value, whereas the discrepancy in psychological
explanations at baseline and after three months of treatment was significantly
associated with outcome. This finding suggests that the extent of congruence
between the patient and his/her therapist may be a better predictor of outcome than
patient’s attributions alone.
Furthermore, the study found greater discrepancy in psychological
attributions to predict lower attendance rate, which underscore the idea that
agreement on psychological causes of symptoms, and patients’ endorsement of the
psychotherapy rationale foster greater treatment compliance. However,
psychotherapy attendance was not associated with symptom reduction, and hence
does not constitute a mechanism through which discrepancy in psychological
attributions may have affected outcome. In general, empirical studies on the
association between psychotherapy attendance and outcome have produced mixed
findings. Whereas a number of studies have provided evidence for the
psychotherapy “dose effect” (Howard, Kopta, Krause, & Orlinsky, 1986) others
have failed to do so (Andrade, Lambert, & Bickman, 2000). Moreover, in a metaanalytic review, Smith et al. (1980) found only a modest association between the
number of sessions and symptom reduction, and in another study the number of
sessions attended per week was not significantly associated with improvement in
short-term treatments (< five months) (Reardon et al., 2002).
As for the mechanisms, which may explain the relation between
discrepancy in psychological attributions and outcome, one may consider a number
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of factors. For instance, patients’ illness attributions has been shown to be
associated with therapeutic relationship (McCabe & Priebe, 2004), and it is likely
that therapist-patient attributional discrepancy may similarly affect the therapeutic
bond and the working alliance, which are known as robust predictors of outcome
(Horvath & Symonds, 1991; Martin, Garske, & Davis, 2000). Also, better outcome
has been reported in relation to higher patient perceived treatment credibility
(Hardy, Barkham, Shapiro, & Reynolds, 1995) and in-session responsiveness
(Edelman & Chambless, 1993), as well as greater homework compliance (Addis &
Jacobson, 2000; Schmidt & Woolaway-Bickel, 2000), all of which are likely to
correlate negatively with therapist-patient attributional discrepancy.
The study provided additional findings, which require further elaboration.
First, patients’ reports of environmental attribution were positively associated with
symptom reduction. Correlational analyses at the item level revealed that outcome
was significantly related to endorsement of infection and (cold/rainy) climate as
causal agents (data not shown). It seems plausible that symptoms, which are
thought to be caused by these temporary factors (e.g., seasonal depression), may
diminish easier over time. This may explain why environmental attributions were
associated with better outcome in the present study. Similarly, discrepancies in
magical attributions were fully accounted for by patient’s scores, and although not
significant in the multivariate analysis, patients’ magical explanations were
positively correlated with symptom reduction. This finding is at odds with previous
studies in non-western countries, in which magical attributions were associated
with poor medication compliance (Adewuya et al., 2009; Razali, Khan, &
Hasanah, 1996) and higher drop-out rates (Razali et al., 1996). However, in the
present study, attributions of symptoms to magical causes were inversely related to
attendance rate (data not shown), making it unlikely that symptom improvement
has resulted from greater engagement with and benefit from psychotherapy.
Factors, which may explain this symptom reduction may be (a) parallel helpseeking from the traditional sector, (b) mobilization of family and significant
others, which may accompany magical attributions (Leavey, Guvenir, HaaseCasanovas, & Dein, 2007), and (c) reduced (self-)stigma, due to acquiring a sick
role (Parsons, 1951) as a “victim” of evil forces, as opposed to a “mentally ill”
patient. A final important finding concerns the lack of an association between
discrepancies in medical attributions and outcome. Previous evidence for the
clinical relevance of patients’ medical attributions has been equivocal (Chalder et
al., 2003; Deale et al., 1998; Sullivan et al., 2003). Perhaps, discrepancy in medical
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explanations poses a threat to psychotherapy outcome only when patients insist on
excluding other relevant causal possibilities, such as psychological factors. In the
present study, however, the participants held multiple attributions alongside
medical beliefs, some of which were not necessarily incongruent with
psychotherapy rationale (e.g., genetic factors).
The findings need to be viewed in the context of a number of
methodological issues. First, given the relatively low response and high attrition
rates, caution is warranted when generalizing the results to other samples. Second,
the study focused only on the initial phase of psychotherapy, in which no
statistically or clinically significant symptom reduction could be observed, most
likely due to an insufficient psychotherapy exposure (approximately 5 sessions).
Kraft, Puschner, and Kordy (2006) have demonstrated that in naturalistic settings
statistically significant symptom change emerges typically after a period of three
months. Thus, it is possible that discrepancy in non-psychological attributions may
also be clinically relevant, however only in relation to long-term outcome. Third,
the findings may not necessarily apply to other treatment modalities. For instance,
discrepancy in psychological attributions may be less relevant in pharmacotherapy.
Finally, despite the longitudinal nature of the study and applying corrections for a
number of spurious variables, strictly, no causal inferences can be drawn from the
present data.
Future studies may focus on the relation between attributional discrepancy
and long-term outcome. Furthermore, the mechanisms through which belief
congruence may affect outcome need to be more explicitly addressed in future
endeavors. Finally, explicit protocols may be developed and examined to enhance
attributional congruence between therapists and patients.
In conclusion, the present study found greater (baseline) therapist-patient
discrepancy in psychological attributions to predict lower psychotherapy
attendance, and worse early outcome. The findings have a number of important
implications for clinical practice. Therapists are advised to (routinely) elicit their
patients’ illness attributions in order to monitor attributional discrepancy,
especially in the early phase of treatment. It is also essential to initiate an explicit
“negotiation” regarding the etiology of symptoms, in order to establish an early
congruence in therapy.
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7
General Discussion

The main objective of the present thesis was to investigate a number of important
issues concerning the assessment and clinical relevance of illness attributions
among ethnic minority patients. This chapter provides a brief overview of the main
findings, describes strengths and limitation of the studies, and concludes with a
number of implications for research and practice.

Assessment of illness attributions
To date, issues with regard to the assessment of illness beliefs have been mainly
studied, using anthropological methods (e.g., Kleinman, 1980; Pool, 1994; Van der
Geest, 1991; Van Dongen & Fainzang, 2005). While anthropological studies are
suitable to explore a number of extraneous factors, which may distort self-reports
of illness beliefs during interviews, they are also problematic in two ways. First,
anthropological studies are not generally adequate for estimating the relative and
cumulative effect of different extraneous factors, nor do they establish causal
effects in the strict sense. Second, the main body of the literature on misreports of
illness beliefs is based on secondary and ad hoc findings, and there has been
virtually no systematic line of research, aimed at inducing formal theory. In the
first study of this thesis (chapter 2), insights from social psychology were used to
formulate a number of hypotheses regarding the impact of specific factors on selfreports of illness attributions. A quantitative, experimental method was chosen to
examine whether self-report of illness attributions was affected by patients’ ethnic
similarity or dissimilarity with interviewers, quality of rapport with the
interviewer, social desirability, and attributional uncertainty. Results indicated that
patients, indeed, reported different illness attributions to ethnically similar (ethnic
match) and dissimilar interviewers (ethnic mismatch). Furthermore, social
desirability seemed to affect patients’ self-reports of interpersonal and
victimization causes, whereas attributional uncertainty enhanced the (mis)match
effect on self-reports of medical and religious/mystical attributions.
Chapter 3 described two studies, in which an indirect measure of illness
attributions was introduced and evaluated. This measure was adapted from an
existing latency measure (Fazio, Williams, & Powell, 2000), and was designed to
be less sensitive to extraneous factors than conventional interviews. The first study
provided evidence for the convergent validity of the indirect measure among a
sample of Dutch university students. Moreover, social desirability and attributional
uncertainty seemed to affect the correspondence between direct and indirect
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measures on interpersonal and medical attributions, respectively. These results
were partly consistent with those of the previous study, in which social desirability
and attributional uncertainty seemed to affect self-reports of the same attributions.
This consistency in research findings suggests that these associations are not
specific to ethnic minority patients, and may also emerge among entirely different
populations (e.g., Western university students). In the second study, the indirect
measure appeared, as expected, less sensitive to ethnic (mis)match with the
interviewer. In contrast, self-reports of illness attributions on the direct measure
varied significantly, as a result of ethnic (mis)match with the interviewer, which
provided partial support for findings in chapter 2. Thus, the indirect measure
appears to be a valid measure of illness attributions, and is at the same time less
sensitive to extraneous factors than the direct measure. However, the indirect
measure has also a number of limitations. First, it is not clear which mechanisms
account for the relative insensitivity of this measure to extraneous factors. As
discussed in chapter 3, the indirect measure does not prevent strategic
manipulation of responses, nor is it likely to tap into unconscious associations. The
relative insensitivity of this measure can be best explained by a sense of anonymity
that it may create among respondents. This may be due to the fact that the process
of response generation does not require interpersonal interaction, and responses are
stored in a computer, rather than registered by an interviewer. The second
limitation of the indirect measure concerns its strong reliance on cognitive
capacities of respondents. Although the indirect measure was designed as a simple
measure as possible, respondents are still required to maintain high levels of
concentration for several minutes. This may lead to cognitive exhaustion and error,
especially among patients with anxiety and mood disorders whose concentration is
inherently affected. Finally, the indirect measure is reductionistic, in the sense that
it reduces complex thoughts to simple latency scores. Such scores do not reveal
why and how patients arrive at certain attributions, and what these attributions
mean to them. Therefore, the indirect measure should not be viewed as a
replacement for interviews, and especially not in clinical practice.

Illness attributions in the context of treatment
The second part of this thesis was concerned with treatment-induced changes in
illness attributions, and with potential effect of attributions on treatment process
and outcome. In chapter 4 the existing empirical evidence was systematically
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reviewed. In the most reviewed studies, patients’ attributions changed significantly
during (Nolan & Badger, 2005; Schreiber & Hartrick, 2002) and as a result of
treatment (Sharpe et al., 1996). However, these findings were almost entirely based
on Western populations, and may not necessarily apply to ethnic minority patients.
Further, based on an integration of theoretical models and empirical findings a dual
mechanism was proposed, which could explain the presumed effect of illness
attributions on treatment process and outcome. According to the first mechanism,
patients’ illness attributions affect coping behavior, which in turn determines the
quality of outcome. This mechanism had been previously studied in and outside the
context of treatment (Brown et al., 2007; Rutter & Rutter, 2002). The second
mechanism assumes patients’ attribution to affect outcome in interaction with
those of their therapists. In this view, discrepancy in illness attributions of patients
and therapists distorts the treatment process (e.g., attendance and working
alliance), which in turn leads to poor outcome. This mechanism had not been
evaluated in any of the previous studies.
Chapter 5 described a randomized controlled trial, in which the effect of
psychotherapy on minority patients’ illness attributions was examined. Findings
indicated that psychotherapy led to a reduction in a number of externalizing
attributions, and in therapist-patient discrepancies in those attributions. Turning to
treatment process and outcome (chapter 6), it was found that higher baseline
therapist-patient discrepancy in psychological attributions was associated with
poorer psychotherapy attendance, and worse outcome. However, low attendance
could not explain the association between discrepancy in psychological attributions
and outcome. These findings underscore the idea that agreement on psychological
causes of symptoms, and patients’ endorsement of the psychotherapy rationale
foster better treatment outcome. However, the precise mechanism for this effect
remains largely unknown, and may be found among a number of process variables,
such as working alliance, treatment credibility, patients’ responsiveness, and other
forms of compliance than treatment attendance.
Integrating the results of the two intervention studies, one may conclude
that psychotherapy do not reduce therapist-patient discrepancy in psychological
attributions, while this discrepancy is most strongly associated with outcome. This
may point to either ineffectiveness of psycho-educational elements in the studied
treatments, or to difficulties in enhancing psychological attributions among
patients who already endorse these attributions to a large extent. Furthermore, the
studies indicated that therapist-patient discrepancies in medical and magical
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attributions did not change in the course of psychotherapy, nor were they
associated with poorer outcome. These results are in sharp contrast with
stereotyped beliefs, which view minority patients’ medical and magical attributions
as obstacles to recovery. This apparent inconsistency may be explained by the
complex and ‘layered’ nature of illness attributions. Past studies (Kleinman, 1980;
Williams & Healy, 2001) have indicated that patients may hold different at times
even inconsistent attributions simultaneously. For instance, a patient who mainly
attributes his symptoms to evil spirits, may also recognize psychological factors,
which may have contributed to his illness. In such cases, patients are likely to
benefit from psychotherapy, despite their predominantly non-psychological
attributions. Perhaps, medical and magical attributions pose a threat to treatment
outcome, only when they exclude psychological attributions and interventions.

Strengths and limitations of the studies
The conclusions of the present thesis may be viewed in the context of a number of
strengths and limitations. First, the studies have a strong interdisciplinary
orientation. The fields of intercultural psychology and cultural psychiatry are
situated on the border between health and social sciences. For this reason, research
on culture and health should entail an interdisciplinary approach to theory
construction and research methodology (De Jong & Van Ommeren, 2002; Weiss,
1997). While the hypotheses in this thesis were mainly derived from medical
anthropology and cultural psychiatry literature, the studies have benefited from
methods and insight in different fields of social, clinical, experimental, and health
psychology. Second, the present thesis presented the first series of studies, in
which different factors, affecting self-reports of illness attributions were explicitly
examined, using an experimental design and instrument. Finally, this thesis is
unique in its attempt to investigate the association between attributional
discrepancy and outcome.
The main limitation of this thesis concerns the absence of the indirect
measure in the two intervention studies. Indeed, given the problems with the direct
measure in the first two studies, the validity of the assessments in the later studies
may be questioned. The omission of the indirect measure in the intervention
studies had to do with its exhausting nature, which was considered a threat to the
sample integrity halfway through the data collection. More specifically, a
considerable number of patients found the measure tiring and tedious, and some
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even explicitly refused to complete the task during the next assessment. However,
prior to start of the study, measures were taken to reduce bias in interviews, using
insights from the first two studies. As noted in chapters 5 and 6, patients were
encouraged to provide genuine accounts of their attributions, and interviewers were
trained to establish a good rapport with respondents prior to the interview, and to
demonstrate a non-judgmental attitude towards patients’ utterances. Furthermore,
the ethnicity of the interviewer at pre- and post-assessment did not vary within
participants. Thus, the observed attributional change cannot be explained by
possible (mis)match effects. It should also be noted that the inclusion of the
indirect measure could only assist the analyses regarding attributional changes.
Using the indirect measure to estimate attributional discrepancy would require
therapists to complete this measure as well, which would have affected the
swiftness of their responses, given the target stimuli lacked personal relevance for
them. A second limitation of the studies has to do with the external validity of the
findings. Relatively low response rates, high attrition, and medium to small sample
sizes may have posed a threat to the generalizability of the results. However,
except for one instance, participants were not different than refusers on any of the
known variables. Further, given the main data are exclusively based on research
among Turkish and Moroccan patients, caution is required when generalizing the
conclusion to other ethnic groups. Also, the majority of the participants were
foreign born immigrants. Findings need to be replicated among the so-called
second and third generations of immigrants who will be increasingly represented in
mental health care during the years to come.

Future directions
Future endeavors may focus on mechanisms of (mis)match effect on self-report of
illness attributions. Also, in future studies a shortened version of the indirect
measure may be developed and tested, which can serve as a viable addition to
interviews with greater utility for research and practice. In this respect, reducing
the number of distractor items is an adequate starting point.
In the present thesis, attributional discrepancy was examined in relation to
early outcome. Further studies are required to establish the association between
therapist-patient discrepancy and long-term outcome. Also, the mechanisms
through which attributional discrepancy may affect outcome need to be more
explicitly addressed. Findings need to be reproduced among other ethnic groups,
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including Western populations, and across different treatment modalities (e.g.,
pharmacotherapy and group therapy). Finally, explicit treatment protocols may be
developed and examined to reduce attributional discrepancy between therapists and
patients.

Clinical implications
The present thesis has a number of significant implications for clinical practice.
First, given the importance of attributional discrepancy for early outcome,
clinicians are encouraged to elicit patients’ attributions prior to the development of
a treatment plan. However, patients are most likely not to spontaneously volunteer
their attributions during their clinical encounters (Kleinman, 1980). Moreover,
social desirability, uncertainty towards one’s attributions and ethnic match or
mismatch with clinicians may impact the validity of patients’ accounts. Therefore,
a proactive, inviting and non-judgmental attitude on the part of the clinician is
essential to facilitate a genuine disclosure of illness attributions. Clinicians are
further advised to routinely assess their attributional discrepancy with patients, and
to initiate a process of negotiation on the origins of symptoms and the nature of
intervention to be carried out. In cases where discrepancies exist between the
dyads, it may often not be necessary for patients to completely revise their illness
attributions. In fact, such departures from previous beliefs may be an extremely
confusing experience (Bäärnhielm, 2004). The process of negotiation is perhaps
most successful when psychological attributions are integrated within the patients’
pre-existing beliefs. In doing so, the patients are likely to accept the treatment
rationale, without having their “system of meanings” challenged or devalued in the
context of treatment. Finally, a collaborating process can be initiated, in which
decisions are made regarding the tasks and goals of treatment, based on common
attributions of symptoms.
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Summary

Ethnic minority groups form a significantly growing segment of the population in
many Western countries. Treatment needs and expectations of these groups often
pose a challenge for the conventional mental health services. With regard to
psychotherapy for instance, research has found ethnic minority patients to have
higher drop-out rates and poorer outcome, compared to the majority population.
Such higher rates of treatment failure have often been ascribed to minority
patients’ cultural background and cultural differences with their therapists.
However, “culture” is too broad a notion to be adequately employed in
psychotherapy research. Hence, an analysis of individual cultural components may
prove more fruitful. A specific component, which is thought to be of direct
relevance for clinical outcome, is patients’ beliefs regarding the nature and
etiology of their illness (i.e., illness attributions).
Chapter 1 presents the theoretical foundation of this thesis. It is argued
that patients, their family and therapists construct culturally sanctioned illness
attributions, when encountering a specific episode of illness. Although such
attributions may not constitute firmly held beliefs, they are thought to be
instrumental in determining a compatible treatment choice, as well as the personal
and social meaning of illness. The present thesis addresses two important issues,
pertaining to the assessment and clinical relevance of illness attributions. First,
there are legitimate validity concerns with regard to the assessment of illness
attributions in face-to-face interviews. It has been previously suggested that (ethnic
minority) patients may alter or conceal their attributional accounts in interaction
with clinicians, as their illness attributions may appear mistaken from a psychiatric
point of view. In social psychological literature, such misreports of beliefs and
attitudes have been often ascribed to a number of specific factors, such as social
desirability, high level of uncertainty towards one’s beliefs, poor rapport with the
interviewer, and ethnic disparities between the interviewer and the respondent. The
extent to which these factors similarly account for misreports of illness attributions
remains largely unknown.
Furthermore, we shall argue that, given the problematic assessment of
illness attributions in interview settings, research may benefit from computeradministered, indirect association measures of beliefs. Such measures have been
widely used in the field of social psychology, given their ability to provide an
indication of certain beliefs, independent of respondents’ self-report.
The second issue of interest concerns the clinical relevance of illness
attributions. Patients’ attributions have been conceptualized as dynamic entities,
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which may be particularly prone to change in the context of treatment. When in
treatment, patients are directly or indirectly exposed to therapists’ views on illness
causation. As a result, patients may revise or reject their initial attributions, or even
develop new ones in the process. It is assumed that effective clinical
communication involves patients’ attributions coming to resemble those of their
therapists. Such attributional resemblance is also thought to foster a better
treatment process and outcome. Thus, in case where patients and therapist hold
divergent views on illness causation, treatment may make no sense to patients,
resulting in poor treatment engagement and outcome. Thus far, there has been no
empirical attempt to validate these assumptions.

Assessment of illness attributions
In the first part of this thesis, a number of hypotheses, derived from social
psychology, were tested in the context of patients’ accounts of their illness
attributions. Chapter 2 describes an experimental study, which examined (a)
whether ethnic minority patients reported different attributions to ethnically similar
interviewers in comparison with those with a different ethnicity, and (b) whether
this effect was related to respondents’ social desirability, the perceived rapport
with the interviewer and level of uncertainty towards their attributions. Participants
who were interviewed by an ethnically similar interviewer indicated interpersonal,
victimization, and religious/mystical causes as more important, whereas interviews
by ethnically dissimilar interviewers generated higher scores on medical causes. As
for medical and religious/mystical attributions, the effect of ethnic (dis)similarity
with the interviewer was profounder among patients with higher uncertainty
towards these causes. However, these effects were not mediated by the perceived
rapport with the interviewer, and social desirability had a modest impact on the
results.
Given self-reports of illness attribution appear to be sensitive to distortion,
a computer-administered, indirect association measure of attribution was
developed. Chapter 3 describes the properties of this measure, and reports on two
empirical studies, which investigated its validity. In the first study, evidence was
found for the convergent validity of the indirect measure in relation to the
interview, indicating that both measures are essentially related. Moreover, the
correspondence between the two measures was affected by social desirability and
uncertainty towards one’s beliefs on two categories of attributions. On
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interpersonal attributions, the direct and indirect measures demonstrated greater
correspondence among participants with lower tendency towards social
desirability. Further, the correspondence between the measures on medical
attributions was stronger among participants who experienced greater certainty
towards their attributions. In the second study ethnic minority patients were
randomly assigned to an ethnically similar or dissimilar interviewer. Results partly
replicated those presented in chapter 2. More importantly, it was found that,
unlike the self-reports of illness attributions, the outcomes of the indirect measure
were less affected by patients’ ethnic (dis)similarity with the interviewer.

Clinical relevance of illness attributions
The second part of this thesis is concerned with clinical relevance of illness
attributions. Chapter 4 goes beyond the narrow focus of the remaining of the
thesis by providing a systematic review of the literature on the stability of illness
attributions, and their presumed effect on coping, help-seeking behavior, alliance,
satisfaction, drop-out, as well as treatment adherence and outcome. Based on
review of 69 empirical studies, patients’ illness attributions were found to be fairly
unstable in and outside the treatment context. In general, illness attributions seem
to be associated with coping behaviors and help-seeking, although among nonWestern patients, structural (e.g., availability of treatment) and cultural (e.g.,
stigma) barriers may play a more significant role. With regard to the presumed
impact of illness attributions on treatment process and outcome, the available
findings are equivocal. The literature is also inconclusive as for the mechanisms
through which illness attributions may affect outcome. Chapter 4 proposes a dual
mechanism for the impact of attributions on outcome. First, patients’ attribution
may determine the outcome, through their impact on patients’ coping behavior.
Second, patients’ attribution may lead to better treatment engagement and
treatment alliance, to the extent these attributions are convergent with those of
clinicians. A good process of treatment will in turn result in positive outcome.
In order to partially test this hypothesis a randomized controlled trial was
conducted, the results of which are presented in chapters 5 and 6. Ethnic minority
patients were randomly assigned to psychotherapy versus waiting-list control
condition. Patients’ and therapists’ attributions were assessed at baseline and after
three months. Results indicated that psychotherapy induced change in some, but
not all types of attributions. Compared to the control group, psychotherapy was
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associated with a greater reduction of religious/mystical and stress related
attributions. In addition, in the psychotherapy condition, patient-therapist
discrepancy in illness attributions decreased significantly from baseline to postassessment, especially with regard to environmental, religious/mystical and stress
related attributions (chapter 5). Furthermore, higher therapist-patient discrepancies
in psychological attributions at baseline and post-assessment were both
significantly associated with poorer treatment outcome. Greater baseline
discrepancy in psychological attributions was further significantly associated with
less psychotherapy attendance. However, attendance itself was not related to
outcome (chapter 6).

Conclusion
Chapter 7 summarizes the conclusions of this thesis, discusses the strengths and
limitations of the studies, and sheds light on a number of implications for research
and practice. It is concluded that ethnic (dis)similarity with the interviewer affects
patients’ utterances regarding their illness attributions. This effect can be amplified
for some types of attributions, when patients experience greater uncertainty
towards their beliefs. The thesis shows that assessment of illness attributions can
benefit from indirect association measures, which doe not rely on respondents’
self-reports. In a series of studies, an indirect measure of illness attributions
appeared to have acceptable convergent validity, while being less sensitive to
ethnic (dis)similarity between the patient and the interviewer.
In the context of
psychotherapy, patients’ illness attributions do seem to transform as a result of
treatment exposure, showing more resemblance over time with those of therapists.
Findings suggest that a certain degree of similarity between patients’ and
therapists’ psychological attributions is important for psychotherapy attendance
and outcome. Contrary to common clinical judgments, therapist-patient
discrepancy on other types of attributions, such as magical or medical attributions,
is not associated with treatment attendance, nor with outcome.
A major strength of this thesis is the application of an interdisciplinary
approach to the study of illness attributions, integrating insights and methods from
clinical and social psychology, as well as the field of medical anthropology. The
main limitation of the thesis concerns the absence of the indirect measure in the
intervention study, due to its lengthy administration in combination with the large
amount of other data that were collected from each patient. Furthermore, due to the
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relatively low response rates, inclusion of predominately foreign-born immigrants,
and small to medium sample sizes, caution is recommended when generalizing the
findings to other populations.
Findings have a number of important implications for clinical practice.
Clinicians are recommended to elicit patients’ illness attributions prior to the
development of a treatment plan. A pro-active and non-judgmental attitude on the
part of the clinician is essential to foster a genuine disclosure of attributions.
Clinicians are further encouraged to routinely monitor their attributional
discrepancy with their patients, and to initiate a process of negotiation on the
origins of symptoms and the nature of the proposed intervention. This process is
more likely to be effective when psychological attributions are integrated within
the patients’ pre-existing beliefs. In doing so, the patients are likely to accept the
treatment rationale, without having their “system of meanings” challenged or
devalued in the context of treatment. The development and evaluation of specific
protocols, which may guide this negotiation process, need to be addressed in future
research endeavors.
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Samenvatting
(Summary in Dutch)

Etnische minderheden vormen een groeiend segment van de bevolking in veel
westerse landen. Zorgbehoeften en verwachtingen van deze groepen vormen vaak
een uitdaging voor het conventionele zorgaanbod. Zo wijst onderzoek op het
gebied van psychotherapie op een relatief hogere mate van drop-out en een
slechtere uitkomst bij etnische minderheden dan bij patiënten zonder een
minderheidsstatus. Etnische verschillen in werkzaamheid van psychotherapie
worden doorgaans toegeschreven aan de culturele achtergrond van etnische
minderheden en culturele verschillen met hun behandelaren. “Cultuur” is echter
een te breed concept om adequaat te kunnen worden gebruikt in psychotherapieonderzoek. Om deze reden kan een analyse van afzonderlijke culturele
subcomponenten meer kansen bieden om de predictoren van psychotherapieuitkomst bij minderheden beter te doorgronden. Een dergelijke component die
direct invloed zou kunnen hebben op behandeluitkomst is opvattingen van
patiënten aangaande de aard en de etiologie van hun klachten (i.e.,
ziekteverklaringen).
In hoofdstuk 1 wordt de theoretische basis van dit proefschrift
gepresenteerd. Daarbij wordt gesteld dat patiënten, hun familie en behandelaren
cultureel geaccepteerde ziekteverklaringen ontwikkelen, wanneer een specifieke
ziekte-episode zich voordoet. Alhoewel patiënten lang niet altijd zeker zijn over de
etiologie van hun klachten, zouden ziekteverklaringen medebepalend kunnen zijn
voor hun therapiekeuze, alsmede voor de sociale en persoonlijke betekenis die aan
ziekte wordt verleend. Dit proefschrift buigt zich over een tweetal belangrijke
aspecten met betrekking tot
de assessment en klinische relevantie van
ziekteverklaringen. Ten eerste bestaan er twijfels over de validiteit van face-to-face
interviews als meetinstrumenten voor ziekteverklaringen. Zo is eerder
gesuggereerd dat (allochtone) patiënten hun ziekteverklaringen kunnen aanpassen
of verhullen, aangezien hun ideeën vanuit een psychiatrisch perspectief als foutief
of primitief bestempeld kunnen worden. In de sociale psychologie worden
dergelijke misrepresentaties van beliefs en attitudes doorgaans toegeschreven aan
een aantal specifieke factoren, zoals sociale wenselijkheid, onzekerheid over eigen
cognities, slecht rapport met de interviewer en etnische verschillen tussen de
respondent en de interviewer. De mate waarin deze factoren tevens invloed kunnen
hebben op de zelfrapportage van ziekteverklaringen is thans grotendeels onbekend.
Verder wordt in dit proefschrift beargumenteerd dat onderzoek naar
ziekteverklaringen kan profiteren van indirecte associatiematen, gegeven de
problematische assessment van deze cognities door middel van face-to-face
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interviews. Dergelijke indirecte associatiematen zijn in sociaal psychologisch
onderzoek veelvuldig gebruikt dankzij hun pretentie om bepaalde beliefs te kunnen
meten onafhankelijk van de zelf-rapportage van respondenten.
Het tweede thema in dit proefschrift heeft betrekking op de klinische
relevantie van ziekteverklaringen. Verklaringen van patiënten worden
geconceptualiseerd als dynamische cognities die vooral in de behandelcontext
veranderingen kunnen ondergaan. Gedurende de behandeling worden patiënten
direct of indirect blootgesteld aan opvattingen van therapeuten over de aard en
oorzaken van de klachten. Als gevolg hiervan kunnen patiënten hun
oorspronkelijke verklaringen aanpassen of verwerpen, of zelfs nieuwe verklaringen
ontwikkelen. Het wordt verondersteld dat bij een effectieve klinische
communicatie de mate van overeenkomst tussen ziekteverklaringen van patiënten
en therapeuten in de loop van de tijd zal toenemen. Een dergelijke overeenkomst in
ziekteverklaringen zou tevens kunnen leiden tot een betere behandelproces en –
uitkomst. Met andere woorden, daar waar patiënten en hun therapeuten
verschillende ideeën hanteren over oorzaken van de klachten, kan de behandeling
nauwelijks aansluiten bij patiënten met als gevolg meer non-compliance en een
slechtere behandeluitkomst.

Assessment van ziekteverklaringen
In het eerste deel van dit proefschrift wordt een aantal hypothesen, afgeleid van de
sociale psychologie, getoetst in de context van de zelf-rapportage van
ziekteverklaringen. Hoofdstuk 2 beschrijft een experimenteel onderzoek waarin
wordt nagegaan (a) of allochtone patiënten andere ziekteverklaringen rapporteren
aan interviewers van dezelfde etnische achtergrond (etnische match) vergeleken
met autochtone interviewers (etnische mismatch), en (b) of dit effect geassocieerd
was met sociale wenselijkheid van patiënten, hun ervaren rapport met de
interviewer en de mate van onzekerheid omtrent hun eigen ziekteverklaringen.
Patiënten die waren geïnterviewd door een etnisch gematchte interviewer gaven
aan interpersoonlijke, religieus-mystieke en aan geweld gerelateerde oorzaken
belangrijker te vinden voor het ontstaan van hun klachten, terwijl patiënten is de
etnische mismatch groep hoger scoorden op medische verklaringen. Wat betreft
medische en religieus-mystieke verklaringen bleek het (mis)match effect groter te
zijn bij patiënten die meer onzekerheid rapporteerden over deze oorzaken. Dit
effect werd echter niet gemedieerd door het ervaren rapport met de interviewer en
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sociale wenselijkheid had slechts een beperkte relatie met zelfrapportage van
ziekteverklaringen.
Gegeven de zelfrapportage van ziekteverklaringen gevoelig lijkt voor
(strategische) aanpassingen werd in een vervolgonderzoek een indirecte associatie
maat ontwikkeld. In Hoofdstuk 3 worden de eigenschappen van dit instrument
beschreven en twee empirische studies gepresenteerd met betrekking tot de
validiteit daarvan. In de eerste studie werden aanwijzingen gevonden voor de
convergente validiteit van de indirecte maat in relatie tot het face-to-face interview.
Verder beïnvloedden sociale wenselijkheid en onzekerheid omtrent eigen
verklaringen de overeenkomst tussen de directe en de indirecte maat op twee
categorieën van oorzaken. Op interpersoonlijke verklaringen was de overeenkomst
tussen de maten groter bij deelnemers met minder neiging tot sociaal wenselijk
gedrag. Met betrekking tot medische oorzaken was de overeenkomst tussen de
maten groter bij respondenten die meer zekerheid rapporteerden over hun
verklaringen. In de tweede studie werden allochtone patiënten aselect toegewezen
aan een etnisch gematchte of niet-gematchte interviewer. Resultaten repliceerden
de in hoofdstuk 2 gepresenteerde gegevens gedeeltelijk. Verder werd gevonden
dat de uitkomsten van de indirecte maat, in tegenstelling tot zelf-rapportage van
patiënten, minder gevoelig waren voor etnische (mis)match met de interviewer.

Klinische relevantie van ziekteverklaringen
In het tweede deel van dit proefschrift staat de klinische relevantie van
ziekteverklaringen centraal. In hoofdstuk 4 wordt een systematische
literatuuroverzicht beschreven omtrent de stabiliteit van ziekteverklaringen en hun
veronderstelde invloed op coping, hulpzoekgedrag, therapeutische alliantie,
patiënttevredenheid, uitval, alsook behandeltrouw en -uitkomst. Op grond van een
review van 69 empirische studies blijken ziekteverklaringen significante
veranderingen te kunnen ondergaan zowel binnen als buiten de context van
therapie. Verder lijken deze cognities geassocieerd te zijn met coping en
hulpzoekgedrag, alhoewel bij niet-westerse patiënten structurele (e.g.,
beschikbaarheid van zorg) en culturele (e.g., stigma) barrières een belangrijkere rol
kunnen spelen. Met betrekking tot de veronderstelde invloed van
ziekteverklaringen op behandelproces en –uitkomst zijn de beschikbare
onderzoeksresultaten niet eenduidig te noemen. Evenmin bestaat er duidelijkheid
over de mechanismen waarmee ziekteverklaringen de behandeluitkomst kunnen
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beïnvloeden. In hoofdstuk 4 wordt een duaal mechanisme voorgesteld waarmee de
impact van ziekteverklaringen kan worden omschreven. Enerzijds kunnen
ziekteverklaringen van patiënten invloed hebben op uitkomst doordat ze het
copinggedrag in grote mate kunnen bepalen. Anderzijds kunnen ziekteverklaringen
van patiënten een betere behandelproces bewerkstelligen (e.g., betrokkenheid van
patiënten bij de behandeling en alliantie), naarmate deze verklaringen meer
overeenkomst vertonen met die van behandelaren. Een goed behandelproces zou
op zijn beurt tot een betere behandeluitkomst kunnen leiden.
Teneinde deze hypothese deels te toetsen werd een randomized controlled
trial uitgevoerd waarvan de bevindingen in hoofdstuk 5 en 6 zijn gepresenteerd.
Allochtone patiënten werden random toegewezen aan psychotherapie of een
wachtlijst controleconditie. Ziekteverklaringen van patiënten en eventueel van hun
therapeuten werden gemeten op baseline en na drie maanden. Resultaten wezen
erop dat psychotherapie tot veranderingen leidde in bepaalde, maar lang niet alle
typen ziekteverklaringen. Vergeleken met de controleconditie was psychotherapie
geassocieerd met een grotere reductie in religieus-mystieke en stress-gerelateerde
verklaringen. In de psychotherapieconditie nam de discrepantie tussen
ziekteverklaringen van patiënten en therapeuten significant af wat betreft de rol
van stress-, milieu- en religieus-mystieke oorzaken (hoofdstuk 5). Verder was een
hogere discrepantie tussen psychologische verklaringen van patiënten en hun
therapeuten op baseline en na drie maanden gerelateerd aan een slechtere
psychotherapieuitkomst. Hogere discrepantie in psychologische verklaringen op
baseline was eveneens geassocieerd met een lager aantal bijgewoonde
therapiesessies. Therapiedeelname zelf hield echter geen verband met
behandeluitkomst (hoofdstuk 6)

Conclusie
In hoofdstuk 7 worden de conclusies van dit proefschrift samengevat, de sterkte en
beperkingen van de studies besproken en een aantal implicaties voor het onderzoek
en de praktijk beschreven.
Geconcludeerd kan worden dat etnische (mis)match met de interviewer de
rapportage van ziekteverklaringen bij patiënten kan beïnvloeden. Dit effect kan
versterkt worden voor bepaalde typen verklaringen, ingeval patiënten meer
onzekerheid rapporteren over hun eigen attributies. Dit proefschrift toont verder
aan dat de assessment van ziekteverklaringen kan profiteren van indirecte
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associatie maten waarbij geen beroep wordt gedaan op zelfrapportage door
respondenten. In een reeks studies bleek een indirecte maat voor
ziekteverklaringen over acceptabele convergente validiteit te beschikken en
tegelijk minder gevoelig te zijn voor etnische (mis)match tussen de patiënt en de
interviewer. In de context van psychotherapie lijkt behandeling wel degelijk
invloed te hebben op ziekteverklaringen van patiënten, waarbij tevens de mate van
overeenkomst met verklaringen van de therapeut lijkt toe te nemen. Bevindingen
suggereren verder dat er een zekere mate van congruentie tussen psychologische
ziekteverklaringen van patiënten
en therapeuten belangrijk is voor
psychotherapiedeelname en -uitkomst. Tot slot lijkt, in tegenstelling tot gangbare
klinische opvattingen, de discrepantie tussen patiënten en therapeuten op andere
typen verklaringen, zoals magische of medische verklaringen, niet samen te
hangen met het welslagen van de behandeling.
Een sterk punt van dit proefschrift is de toepassing van een
interdisciplinaire benadering tot ziekteverklaringen waarbij inzichten en methoden
uit de klinische en sociale psychologie, alsmede de medische antropologie zijn
geïntegreerd. De belangrijkste beperking van dit proefschrift betreft de
afwezigheid van de indirecte maat in de interventiestudies, in verband met de
tijdrovende afname daarvan in combinatie met de grote hoeveelheid andere data
die per patiënt verzameld diende te worden. Verder is voorzichtigheid geboden bij
het generaliseren van de bevindingen naar andere populaties, gezien de relatief
lage respons rates, inclusie van met name eerste generatie migranten en de medium
grote steekproeven.
De bevindingen hebben desondanks een aantal belangrijke implicaties
voor de klinische praktijk. Hulpverleners worden aanbevolen om de
ziekteverklaringen van patiënten te onderzoeken, alvorens een behandelplan
ontwikkeld wordt. Een proactieve en niet-beoordelende houding bij de
hulpverleners is essentieel om een adequate ontsluiting van ziekteverklaringen te
bewerkstelligen. Verder is het raadzaam om de discrepantie tussen de eigen
verklaringen en die van patiënten regelmatig te monitoren en een
onderhandelingsproces te initiëren met patiënten over de oorsprong van de
klachten en de aard van de voorgestelde interventie. Dit proces zou het meest
effectief kunnen zijn, wanneer psychologische verklaringen van de klachten
geïntegreerd worden in de al bestaande opvattingen van patiënten. Op deze wijze
zouden patiënten eerder geneigd zijn om de behandelrationale te accepteren,
zonder dat hun “systeem van betekenissen” uitgedaagd en gedevalueerd wordt in
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de context van de behandeling. Het verdient aanbeveling om in toekomstig
onderzoek aandacht te besteden aan de ontwikkeling en evaluatie van specifieke
protocollen die het genoemde onderhandelingsproces kunnen begeleiden.
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