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ABSTRACT

Background Patients have a wide range of expla-

nations for their depression and it is not known

how these beliefs influence subsequent behaviour

and hence outcome.

Research question What are patients’ beliefs

about depression and do they relate to duration

of antidepressant treatment?

Design of study Cross-sectional questionnaire

survey

Setting A general practice in the South of England

Methods All patients prescribed antidepressant

medications over a 1-year period were asked to

complete a validated questionnaire on beliefs

about depression (PDIQ), a current depression and

anxiety score (HADS), a measure of compliance

with medication (MARS) and a demographic ques-

tionnaire. Results from the PDIQ were analysed by

exploratory factor analysis. Multiple regressions

were used to determine predictors of belief

andwhether belief predicted duration of medi-

cation.

Results Two-hundred and eight patients (33%)

consented to participate. Factor analysis produced

a coherent underlying belief structure, similar

to results obtained in the US and related to

Leventhal’s self-regulatory model of illness cog-

nitions. Antidepressant medication was taken for

longer by older participants and those with beliefs

that antidepressants help, medical illness causes

depression, and that depression is chronic. Anti-

depressant medication was taken for a shorter

time by those who were in a stable relationship,

or believed herbal remedies or ‘clarifying pri-

orities’ would help depression. Beliefs accounted

for up to 35% of the variability in duration of

medication.

Conclusions Beliefs do seem to be related to

duration of treatment in this cross-sectional study.

Longitudinal research is needed to establish cause

and effect.
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Introduction

In the UK at any one time approximately one in six

adults of working age are found to have a neurotic

disorder, mainly depression, or mixed anxiety and

depression (point prevalence 26/1000 and 88/1000,

respectively).1 Of those who attend their general

practitioner (GP) with this problem, only nine out

of every 100 will be referred to specialist services,

leaving the large majority to be cared for in primary

care. In 1999 mental health problems cost an estim-

ated £32 billion in England, including £12 billion

in lost employment and £8 billion in benefits.2

Approximately 91 million working days are lost

each year as a result of mental health problems,

mainly stress, anxiety and depression.3 The number

of antidepressant drugs prescribed between June

2000 and June 2005 rose by 36% to 7.3 million items

per quarter, and the cost increased by 20% to £91

million per quarter.4 Over and above this are con-

siderable personal and family costs.

When antidepressant medications are prescribed,

they are often taken for a few weeks or months only,

but the risk of relapse is reduced if they are con-

tinued for 4 to 6 months after recovery.5 In the

Hampshire Depression Project, despite guideline-

based education for GPs, only a quarter of patients

with probable major depression and 15% of those

with possible major depression were prescribed the

recommended doses for the recommended dur-

ation.6 In another study, over a 6-month follow-

up, 53% of patients had stopped medication and

24% had not told their GP (often because they felt

the reason would not be acceptable to the GP).7 One

study demonstrated that the overall health costs

increased for those who discontinued medication

within 60 days compared to those who had more

than 90 days of therapy.8 Mundt showed that for

those who continued with medication, 63% had

reduced their score on the Hamilton Depression

Rating Scale by 50% after 7 months.9

Several factors have been linked to lower adher-

ence, includingdislikeof tablets, lackof social support,

fear of stigma, adverse effects, inconvenience, finan-

cial cost, guilt, female gender, older and younger

age, high parity, low socio-economic group, sub-

stance abuse, divorced, minority groups and person-

ality,7,8,10 but there has been limited work on beliefs

about depression and adherence. Improving adher-

ence to medication might need patients to accept a

biomedical model of depression. However, there is

no clear evidence that this is a satisfactory model for

mild depression of the type commonly seen in

primary care. Recent research shows that patients

have a wider variety of models of depression and its

causes than professionals,11 but is this important in

the eventual outcome?

If beliefs can be measured in a reproducible way

using a quantitative format, relationships between

beliefs, adherence and outcome could be assessed.

For this particular study, the relationship between

beliefs and duration of prescribed medication (as a

proxy measure of adherence) was addressed. The

primary aim of the study was to quantify beliefs

about depression among patients in a UK primary

care sample and to determine whether there was a

significant relationship between beliefs and duration

of antidepressant treatment. Beliefs were elicited

using a questionnaire that had been shown to be

reliable and valid in secondary care in the US, but

had not previously been used in a UK primary care

population.12 The secondary aim was to determine

whether the UK patients had similar beliefs to US

patients with more severe depression.

Methods

The study was a cross-sectional postal questionnaire

survey of patients who had been prescribed anti-

depressant medication over a 1-year period.

Participants

Patients were recruited from one general practice in

the south of England (nine GPs and approximately

13 000 registered patients). All patients who had

beenprescribedantidepressantsduringthedesignated

year were eligible to participate, but the following

exclusions were applied: patients no longer regis-

tered at the practice, patients aged under 18 or over

79 years at the time of the study, patients who took

antidepressants for non-psychiatric reasons, patients

prescribed antidepressants for severe psychiatric ill-

ness such as psychotic depression and schizophrenia,

any who were terminally ill, those with learning

difficulties or other difficulties making it difficult to

read, understand and complete the questionnaires

themselves, and those whom the GP felt it would be

inappropriate to contact at the time for any other

reason. Data were also collected from the practice

computer on GP diagnosis, age and number of anti-

depressant prescriptions over the year.

Questionnaires

The participants were sent four self-completion

questionnaires, an explanatory letter inviting them
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to take part in the study, and a consent form to

confirm their agreement to participate. All com-

pleted questionnaires were identified by code only.

The following questionnaires were used:

. The Hospital Anxiety and Depression Scale (HADS):

a validated scale to assess the likelihood of cur-

rent depression and/or anxiety13

. The Perception of Depression Questionnaire (PDIQ):

the US questionnaire recording a patient’s per-

ception of their depression. The questionnaire

comprises three subsections: ‘what contributed

to your depression?’, ‘what helped relieve your

depression?’ and ‘what does depression mean to

you?’. Overall participants have to rate 63 state-

ments on a four-point scale12

. a bespoke questionnaire asking about participants’

demographics, social situation (partner, children,

work) and a self-report on how long they had

taken their antidepressant medication
. The Medication Adherence Report Scale (MARS): a

validated five-item questionnaire for measuring

medication adherence.14 The five questions ask

how medications are taken and are scored on a

five-point scale. Scores are summed and the me-

dian score is used to define adherence/non-ad-

herence with medication.

Copies of the questionnaires used are available from

the authors.

Statistical analysis

The results were analysed using the statistical pack-

age SPSS version 12.15 The results from the PDIQ

were analysed by principal components analysis to

determine if the 63 original statements could be

reduced to a smaller number of factors that explained

the beliefs of the participants. Exploratory analysis

was performed, followed by orthogonal varimax

rotation. Factors with eigenvalues >1 were retained,

and statements with a minimal loading on a factor

of greater than 0.4 were considered related to that

factor. Factors were named by the lead author, after

discussion with other authors, in an attempt to

capture as simply as possible the statements related

to that factor.

Stepwise multiple linear regression was used to

determine predictive variables from the demographic

and HADS data for each of the derived belief factors.

Addition and removal from the model was set using

the significance of the F tests, P leq 0.05 for entry and

P > 0.051 for removal.

Predictive variables for three adherence/duration

measures – MARS score, number of prescriptions and

self-reported duration – were also determined by

multiple regression. A logarithmic transformation

was used on number of prescriptions, which then

underwent stepwise linear regression as above.

MARS data were initially categorised into ‘adherent’

or ‘non-adherent’ using the median value as a cut-

off,14 and self-reported duration was categorised

into 6 months or more, or less than 6 months. The

resultant variables were analysed by binary logistic

regression using the forward stepwise likelihood

ratio option in SPSS with P values for entry and

removal set as above. The initial model included

belief variables as potential predictors of adherence/

duration, and the subsequent model included belief

variables, demographic variables and HADS scores.

Results

A total of 628 questionnaires were mailed to poten-

tial participants, of whom 208 (33%) agreed to

participate by returning completed forms and con-

sent forms. Responders were aged between 18 and 79

years, and were slightly older than non-responders

(mean age 49.2 vs. 45.8 years, respectively, P = 0.004).

Seventy-fivepercentof responderswere female,which

corresponded to the proportion overall (76%). Com-

puter records showed responders had been issued

with between 1 and 13 prescriptions for anti-

depressants during the study year, on average more

than non-responders (mean 4.65 and 3.96, respect-

ively, P = 0.004). Depression was the most common

diagnosis recorded for both groups (63% of re-

sponders, 65% of non-responders), although re-

sponders were more likely than non-responders to

have a dual diagnosis of depression and anxiety

(16.6% and 9%, respectively).

Beliefs about depression

Factor analysis of the complete data set from the

PDIQ resulted in 18 factors describing 67.7% of

variance. The factors were named by the first author

(after discussion), in an attempt to summarise the

individual statements included in the factor, and are

described in Table 1. The first four factors appear to

represent: belief about control of the illness (self-

efficacy/controllability), internal causes of depression,

chronic timeline and belief in alternative cures. Fac-

tors 5–13 each contribute between 2.7% and 3.6%

to the total variance explained, and collectively

describe external causes of depression such as prob-

lems with relationships, lack of exercise, grief and

employment difficulties. Factors 14–18 account for

between 2.1% and 2.6% of variance each, and describe

interventions or strategies for dealing with depression
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Table 1 UK factors (% variance accounted for) and individual statement loadings

Factor (% variance) Statement

Loading

1: Self-efficacy, controllability (10%) Changing how I think of myselfa 0.78

Understanding myself bettera 0.77

Changing some of my behavioursa 0.68

Having an explanation for my depressiona 0.63

Clarifying my priorities in lifea 0.63

Improving health or dieta 0.61

Learning to cope with stressa 0.59

I have an opportunity to strengthen my character 0.55

Developing close relationshipsa 0.52

Increasing activitiesa 0.51

Having a confidant/talking to othersa 0.50

Improving sleep 0.48

Increasing/improving relationships with othersa 0.48

Letting time heala 0.43

Relaxation/meditation techniques 0.41

2: Flawed/negative, intrinsic causes (9%) Personal flawsb 0.76

Being too pessimistic or self-critical 0.70

Low self-esteemb 0.69

Lack of control over my life 0.69

Never learning from my mistakes 0.63

Mistakes of the pastb 0.58

My tendency to look at life negatively 0.58

I need to make changes in my life 0.51

Trying to hard to do the right thing 0.51

I am overwhelmed 0.45

Not enough support or understanding from friends 0.45

I’m a hopeless caseb 0.43

3: Hopeless, chronic timeline (4.9%) This is just the way I amb 0.81

I will always be depressedb 0.77

Even if I get better, chances are I’ll be depressed againb 0.72

I’m a hopeless caseb 0.47

My tendency to look at life negatively 0.40

4: Holistic, alternative cures (4%) Taking herbal remediesc 0.81

Taking homeopathic/naturopathic remediesc 0.77

Self help books/tapes/workshops 0.50

Support groups 0.45

Relaxation/meditation techniquesc 0.45

Massage 0.41

5–12: Extrinsic factors

5: Relationships (3.6%) Family situationd 0.77

Problems with partner (or not having one)d 0.62

Increasing/improving relationships with others 0.54

Lack of social support/close friendsd 0.48

6: Work (3.5%) Making professional changes 0.76

Job situationd 0.73

Stressd 0.44
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such as psychotherapy, time, medication and acupunc-

ture. Only one of the original 63 statements did not

load on to at least one of these 18 factors: ‘I do not

understand why I am/was depressed’.

Beliefs and current depression

Two-thirds of all participants had scores on the

HADS anxiety subscale (HAD-A) suggesting possible

anxiety; 24% had borderline scores (HAD-A, 8–10)

and 42% probable significant anxiety (HAD-A, 11+).

Current anxiety predicted a belief in intrinsic causes

of depression, a chronic timeline, belief that lack of

activity and financial problems were causes of de-

pression and that solving these would help, and a

belief that time would heal. Thirty-two percent of

participants had positive depression scores (HAD-D

subscale): 20% possible major depression (HAD-D,

8–10) and 12% probable major depression (HAD-D,

11+). Current depression was a predictor of beliefs

that medical illness and sleep problems were causal and

that improving sleep would help. Those who were

not currently depressed were more likely to believe

that depression was controllable.

Beliefs and other variables

Younger patients had stronger belief in the control-

lability of their illness, whereas older patients were

more likely to believe in alternative therapies or letting

Table 1 continued

7: Activity (3.4%) Not enough physical exercise 0.74

Exercising more frequently would help 0.59

Antidepressant medications –0.46

Energetic imbalance 0.42

Increasing activities 0.40

8: Money (3.3%) Improving my financesd 0.76

Financial problemsd 0.66

9: Trauma/grief (3.0%) A traumatic or painful eventd 0.77

Personal loss/griefd 0.72

Letting time heal 0.41

10: Sleep (2.9%) Poor sleep 0.72

Improving sleep 0.51

11: Spiritual (2.9%) Spiritual or religious needs not metd 0.80

Using my religious beliefs or spirituality would help 0.74

12: Medical illness (2.8%) I will be vulnerable to illnessd 0.74

Medical illness 0.65

13: chemical/genetic (2.7%) Chemical imbalance or other biological factors 0.79

Genetic factors (inherited) 0.66

14: Counselling (2.6%) Getting psychotherapy/counselling 0.65

It’s just a phase I’m going through –0.59

15: Time to heal (2.4%) My depression will get better with time 0.63

Not enough support or understanding from friends 0.43

16: Antidepressant treatment (2.3%) Trying to snap out of it by myself 0.74

Antidepressant medications –0.38

17: Challenge (2.3%) I have a new challenge 0.75

18: Acupuncture (2.2%) Acupuncture will help 0.78

a Statements also loading on US factor ‘self-efficacy (controllability)’.
b Statements also loading on US factor ‘hopeless/flawed (timeline)’.
c Statements also loading on US factor ‘holistic’.
d Statements also loading on US factor ‘externalizing (external causes)’.
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time heal. Participants who were separated or

divorced were more likely to believe relationship

problems or financial problems were a cause, while

those who were married believed that counselling

would help. Those with young children more often

blamed sleep problems, while those with no children

tended to blame trauma/grief. Work was believed to

be the cause for those in employment and those

with higher-level qualifications, who were also more

like to endorse antidepressant therapy. Those in oc-

cupations classed as unskilled were more likely to

believe that relationship problems caused depression,

while those in more professional occupations were

more likely to blame trauma or grief.

Predictive variables for each belief factor and the

amount of variability accounted for within each

factor are shown in Table 2.

Adherence/duration of medication

Results suggested that most responders were adher-

ent to antidepressants and had been using anti-

depressants for a relatively long period. Using the

median value of the MARS scale to determine ad-

herence categorised 58% of responders as ‘adherent’

(score of 24/25 or 25/25). A further 12% scored 23/25

putting them in the ‘non-adherent’ category. The

MARS score was correlated with the number of

prescriptions (r = 0.219, P < 0.01), with the more

adherent having a higher number of prescriptions.

Three-quarters (75%) of responders reported they

had taken their antidepressant medication for

longer than 6 months. Analysis of the computer

records showed that 61.6% of responders had

received more than four antidepressant prescrip-

tions during the year being studied. These two

measures of duration were moderately correlated

(r = 0.467, P < 0.001).

Table 2 Association of UK beliefs with other variables

Belief factors Predictive variables % of variability

accounted for (r2)

Self-efficacy, controllability Depression (–ve); age (younger) 14.0

Flawed/negative, intrinsic causes Anxiety 11.0

Hopeless, chronic timeline Anxiety 4.2

Holistic, alternative cures Age (older) 4.8

Relationship problems, extrinsic causes Marital state (divorced/separated);

occupational group

5.7

Work, extrinsic causes Employment (employed); qualifications

(higher)

14.2

Increased activity Anxiety 5.3

Financial, extrinsic causes Anxiety; marital status (divorced/separated) 6.7

Trauma/grief, extrinsic causes Occupational group; gender (female);

children

11.6

Sleep Depression; children 5.3

Spiritual/religious beliefs None n/a

Medical illness Depression 6.2

Chemical/genetic None n/a

Counselling Marital state (married) 2.4

Time to heal Anxiety 2.8

Snap out of it Qualifications 3.6

Challenge Age 3.8

Acupuncture None n/a
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Beliefs and adherence

Regression of adherence/duration variables on be-

lief factors revealed that a significant proportion of

the predictive ‘belief factors’ contained a statement

on antidepressant use. Analysis was therefore re-

peated using original data rather than ‘belief factors’.

This significantly improved the predictive power of

the model and is reported in Table 3.

Self-reported antidepressant duration was predicted

by beliefs but not by demographic variables or current

HADS score. Respondents who believed that anti-

depressants helped were more likely to have taken

tablets for more than 6 months. Those who believed

that ‘clarifying priorities’ was helpful were more

likely to have taken tablets for a shorter time.

The number of prescriptions was predicted by

beliefs and demographic variables but not by current

depression or anxiety. Again belief in the helpful-

ness of antidepressants predicted a higher number

of prescriptions, along with a belief that depression

was a chronic illness or was caused by a medical illness.

Older participants and those who were divorced or

separated were also more likely to have a higher

number of prescriptions. Fewer prescriptions were

written for those who thought herbal remedies

would help, or believed that depression would get

better with time or that financial problems had

caused their depression.

Only a small amount of the variance in the MARS

score was predicted by beliefs or by other variables.

As these relationships were only just statistically

significant (P = 0.048 and P = 0.028), and due to

the high number of variables in the model, this may

represent a type 1 error and should therefore be

interpreted with caution.

Table 3 Beliefs and adherence

Measure of adherence/

duration

Predictive beliefs r2 beliefs,

% (n)

All predictive variables r2 all

variables

% (n)

Number of prescriptions More prescriptions:

. ‘antidepressant

medications’ – help

. ‘medical illness’ – cause

. ‘personal loss/grief ’ –

cause

28.9 (197) More prescriptions:

. ‘antidepressant

medications’ – help

. ‘I will always be

depressed’

. age (older)

. marital status (divorced/

separated)

. occupation (unskilled)

40.8 (175)

Fewer prescriptions:

. ‘developing close

relationships’ – help

. ‘my depression will get

better with time’

. ‘taking herbal remedies’ –

help

. ‘financial problems’ –

cause

Fewer prescriptions:

. ‘taking herbal remedies’ –

help

. ‘my depression will get

better with time’

. ‘financial problems’

. cause

Self-reported duration of

medication

Longer duration:

. ‘antidepressant

medications’ – help

35.4 (189) Longer duration:

. ‘antidepressant

medications’ – help

39.5 (167)

Shorter duration:

. ‘clarifying my priorities

in life’ – help

Shorter duration:

. ‘clarifying my priorities

in life’ – help

MARS score Less adherent:

. ‘genetic factors’ – cause

2.8(187) Less adherent:

. employed

3.9 (164)
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Discussion

Main findings

A coherent belief structure was derived from the

PDIQ questionnaire in a UK primary care sample,

and this showed similarities to the structure pre-

viously demonstrated in the US. Beliefs along with

some demographic variables were predictive of dur-

ation of antidepressant use.

Strengths and limitations of the study

The 33% response rate was low, although with a

sample of 208 there were numerically more re-

sponses than in most previous quantitative studies

of belief about depression.12,16–19 Also, in factor

analysis the clarity of the factor structure is more

important in determining the accuracy of the sol-

ution than sample size itself, so the overall number

of responders was not a barrier to analysis of the

beliefs data.20,21 However, the results from this

sample cannot be extrapolated to the whole target

population as the responders were slightly older and

had more prescriptions than non-responders. Also

they were from only one practice population. We

therefore cannot speculate on the views of non-

responders or other primary care populations.

Responders tended to have been taking anti-

depressants for more than 6 months, but still had

relatively high anxiety and depression scores. This

suggests that the responders may represent a more

chronic cohort of patients. A previous study in the

same region of the country, assessing all attenders in

general practice, gave a prevalence of borderline or

probable depression as 20%,22 as opposed to 32% in

this study. The scores for anxiety in this study were

even higher, with 42% of participants having prob-

able anxiety, compared to 34% of all attenders in

general practice previously.22 All the participants

had been started on antidepressant treatment at

least 6 months previously, and should therefore have

received an adequate length of treatment. However,

previous studies have also reported persistence of

symptoms despite treatment. Ackermann reported

that of those with milder forms of depression, 8%

had persistent depression at one year, 10–18% had

developed major depression and a further 20% had

moderate to severe social difficulty even if they were

no longer classified as depressed.23

Three different measures were used to record

responders’ use of medication, as measurements

can vary according to the type of measure used.24

In addition, multiple measures reduce the chance of

making erroneous conclusions from results that are

biased. Both measures of treatment duration have

some shortcomings. Self-report of treatment dur-

ation will be influenced by patient recall and poss-

ibly a desire to over-report duration to ‘please the

researcher’. The second measure, a simple count of

the number of prescriptions in the index year, takes

no account of prescribing in the year before or after

the study. Both measures of duration however were

moderately correlated suggesting they were meas-

uring the same construct. The MARS scale did not

correlate with the duration measures, suggesting it

was measuring a different concept. It was not

associated with beliefs; however, as it had not pre-

viously been used to examine adherence to anti-

depressant medication, it could not be determined

whether this was due to the fact that there was no

relationship or due to the validity of the measure-

ment tool in this situation.

As this was a cross-sectional study, we cannot

determine whether these beliefs existed at the start

of the illness or developed later. However cross-

sectional studies are a practical way of identifying

relationships that warrant further investigation,

with longitudinal research to establish cause and

effect.

Beliefs about depression

Using the same original beliefs questionnaire, simi-

larities can be seen in the factors derived from a UK

primary care population compared to a US popu-

lation with major depressive disorder.12 However,

the US data resulted in only four factors explaining

51% of the variance: self-efficacy (UK factor 1),

hopeless/flawed/ timeline (UK factors 2 and 3),

holistic (UK factor 4) and externalising (UK factors

5–13). This discrepancy could be partly due to

methodological differences; in the US, factors onto

which fewer than six statements loaded at 0.3 or

more were excluded, but these were retained in the

UK study to represent more thoroughly the data

collected. Using exactly the same methodology in

the UK would have resulted in six factors explaining

36% of the variance and excluded factor 5 and

factors 8–18. The alterations in methodology there-

fore do not fully explain the differences in the

results. It is not known whether either of these

solutions would fit the beliefs of other populations.

The strongest factor in both studies was ‘self-effi-

cacy, controllability’ onto which similar statements

were loaded, suggesting that this an important type

of belief held by patients. The only other quantitat-

ive studies that have looked at different populations

were also carried out in the US and UK;19,25 however,

a pre-existing factor structure was used to analyse

the UK data, so any underlying difference in belief
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structure was not identified. Qualitative studies do

suggest there are cultural differences between models

of depression,26,27 but it is not known at what level

this is apparent, and possibly a larger cultural differ-

ence than that between the US and UK would be

needed to show differences in beliefs.

Psychological theory postulates that an underly-

ing belief system exists, onto which different cul-

tures overlay their particular beliefs. Leventhal’s

self-regulatory model of illness cognitions suggests

there are five underlying cognitive dimensions,

which are used internally to understand illness.28

These are identity (symptoms), cause, consequences,

timeline, and cure/control. The present results can

partially be explained by this model. In the overall

analysis, cause (intrinsic and extrinsic – factors 2 and

5–13), consequences (hopelessness versus challenge –

factors 3 and17), timeline (factor 3) and cure/con-

trol (self-efficacy, alternative therapy, counselling, and

antidepressant medication – factors 1, 4, 14 and 16) are

significant factors. However, even though there

were questions on symptoms (energetic imbalance,

sleep, low mood) these were not grouped into one

factor by these respondents. The Illness Perception

Questionnaire (IPQ) was specifically designed to assess

illness beliefs using Leventhal’s model,29 and

although a modified version has been used in de-

pression, the studies have not been large enough to

allow for confirmatory or exploratory factor analysis

of the modified questionnaire.16,18

Other quantitative work has used different theor-

etical concepts which are often reflected in the

results.25,30 Beliefs about cause of symptoms are

universally covered in previous studies of depres-

sion, but not so Leventhal’s other dimensions. It is

important to ask whether fundamental beliefs are

apparent regardless of the questionnaire. In the

few studies that are large enough for factor analy-

sis to be performed, common themes include,

‘autonomous/autonomy/self-efficacy’; ‘externalisa-

tion/interpersonal/ extrinsic/intrinsic’ and ‘holistic

beliefs/beliefs in antidepressants’.7,12,25 However,

even though the terminology appears similar it

could only be ascertained that the meanings were

the same if the results were analysed together.

Beliefs and adherence to medication

In the current study, 29% of the variation in the

number of prescriptions and 35% of the variation in

self-reported duration of antidepressants could be

explained by beliefs. Belief in the helpfulness of

antidepressant medications was a predictor of both

measures even when demographic variables were

taken into account. Other variables which predicted

increased duration of medication were the belief

that depression was a chronic illness, increasing age,

and being divorced or separated. Al-Saffar found

good adherence in those who stated they intended

to follow medical advice, had a stronger belief that

depression was a medical problem, and had less

concern that medication was addictive.31 Kessing

found that younger patients had more positive

beliefs about antidepressant medications but this

was not related to adherence.30

Shorter duration of medication was predicted by

a belief in herbal remedies, a belief that changes

needed to be made or priorities clarified, and being

married/living with partner. This contradicts pre-

vious studies: Manber found that those who were

less adherent had a lower score for self-efficacy (i.e.

perceived depression as less controllable),12 and

Brown found that those who had poorer adherence

to medication were more likely to attribute their

depression to interpersonal difficulties.16 Sullivan

found that no beliefs predicted adherence to medi-

cation over 8 weeks, but a lower belief in a biological

model of depression, along with a greater self-rated

health, predicted response to paroxetine.30 In another

study Hegel found that beliefs did not predict re-

sponse to problem-solving treatment of depression

in primary care.31

So current research does not give a consistent

picture of the relevance of beliefs to adherence and

outcome of depression, but to date relatively few

studies have been reported in this area. The data

from this study are unlikely to have resulted in a

perfect model. They can be collapsed into factors

that have some relation to the factors in the US data,

and Leventhal’s model and these factors do predict

some measures of adherence, but analysis without

the factor analysis improves the ‘predictive power’

of the model. However, there is enough information

to suggest that beliefs in depression could have an

important influence on adherence to medication,

and therefore influence outcome. As the disease

burden of depression increases further work in this

area is definitely warranted .

Conclusions

A coherent underlying belief structure was derived

from the original questionnaire showing similarities

to the factor structure found in a previous study in

the US and related to Leventhal’s illness belief

model.28 ‘Causes’ of depression were divided into

internal and external. ‘Control’ was by self (self-

efficacy) or therapy (alternative, antidepressant med-

ication or counselling). The length of time the

illness was likely to last, ‘timeline’, was assessed by
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respondents and ‘consequences’ were classified as

either hopeless or (for a few) a challenge.

Beliefs were a predictor of duration of medication,

along with demographic variables. A predictive model

including both beliefs and demographic data ac-

counted for up to 40% of the variation in anti-

depressant duration, while beliefs alone accounted

for 35%. These results suggest that further longitudi-

nal work in this area could be important to help

determine how treatment should be targeted or may

lead to the development of interventions to chal-

lenge existing beliefs in order to improve medi-

cation adherence.
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