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INTRODUCTION

Expressed emotion is currently among the most thoroughly invesiti-
gated psychosocial vesearch constructs in psychiatry (143,

Developed some three decades ago by George Brown and his col-

-

r
fi

leagues in England, the term "supressed emohbion” refers

yf particular emotions, attitudes, and behaviours
supressed by rvelatives about a family member diagnosed with
zomphrenia. The specific factors that mabke up the construct of

eupressed emotion are criticism, hostility, and emotional overin-

volvement. Several natuwalistic shudiss have demonstratec  the
asscciation of  these factors with clinical valap (3-8, Fa-
Fimnts Living in home envivronments characitsrized by high levels
of sxpressed smobtion  arsz significantly mors likely to supeviences

& clinical relapse than are patisnis residing in househnolds with
els of expressed emotion. This finding has nobt suwrprising-
ly resulted in a great deal of clinical interest in a construct

originally developed for purposes of basic research (7-12).

n a series of studies of the influence of family life on the
course of an established schizophrenic illness, it has been shown

that the level of smoftion expressed by relatives within a few

weeks after a schizophrenic patient is admitted to haospital is
strongly associated  with symptomatic relapse during the nine

months following discharge (13, 3. The Camberwell Family Inter-—

view Schedule, which shortens the interview to less than halft of

the mredictive value of the

1]

its original langih without affechin
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expressed emotion scales, has besn used succossfo

cation and extension of the 1972 study carried oput hv  2rIWwn,

Birley & Wing (3).

Much  work has besen dong by Brown and his collesgues <ol
possible factors precipitating schizophrenic velapse. carticul

y the role of relationships in the home. An exploratory stusy at

Y
discharged long-stay male patients suggested that it might nat
always be desirable for schizophrenic patisnts to ratura o he
closse smobional tiss often existing with parents and wivas (1%

15, Inm & second study () acutelvy 1ll schizophrenic male 347

tiznits and their relatives werz seen individually just befora

the nome

matient’'s discharge from hospital, and again tocgether in
within two wseks of discharge. Patisents vretuwrning to “high =2mo”
tional involvamsnt’ homes, as judoed by the relative’ s behavidur
when interviewsd with the patient. weres significantly more likaly

to relapse with florid schizophrenic symptoms during the ona vear

follow—up period. This remained true even when the severilty of

.

digsturbance at time of discharge was allowed for. The distinction

between ‘high emotional involvement’' and ‘low emotional involve-

ment’ romes was derived from simple ratings of the emotional

relationship betwsen patient and relative, made on fouwrpoints

scales according to fairly commonsense signs: the content of

speesch, the tone of voice, gestures. Two impovtant assumptions
were being made. First, that the relative’'s account was & fair
description of relationships in the home, and could be relied on

sven though his actual day—to-day behaviour toward the patient

K [ S, omoam = o4 [ o . T, o b e e o U U R S T - - -y ‘ o
was not being observed. Sscondly. that the attlbade shown 2y ke



relative over patisnt during the interview was reoressntati of
an enduring relationship over time. Despite the simplicity of the
measures used, the finding of an association between living in a
‘high emotional involvement’' home and relapse of schizophrenia

appeared to justify these assumpiions.

b
L3

&5 this stage in the research many gquestions remained unanswsred.

These centersd on the natuwres of & rather nebulouws concspth, " oem—
otional  involvement’' . and the dirsction of cause and effect
hetween +the relative’ s 2moitional inveolvement and  thse patient's

illness behaviows . Furthermores, thers were guestions about  the

Fimnt and relatives, and the occurvencs of critical life sventis.

Therzfore a furithsr study was designed. The main research instru-—

ment for this particular study was the Camberwell Family Inter-

view scheduls.

A detailed description of the schedule and its development may be

found @lsewher2 (14, 17). Briefly, it is concerned with two kinds

of information: the one to do with events and activities, the

other with attitudes and feelings. It aims to obtain an account

of ccircumstances in the home in the three months preceding the

patient’'s admission, particularly details of the onset and devel-

opment of the present illness episode and its impact on various

aspects of family 1ife, such as the participation of family

Fha frsquency  of  irvitability  and

memnier s in



guarrelliing, and the amount of contact betwsen the patient and
the rest of the family. At the same time the relative’'s behaviour
in the interview situation is being observed and notice taken of

the feeling he expresses about family members, especially about

the patient and his actions over recent months. Farticular empha-
- >
sis is placed upon vocal aspects of speech in the measuwement of

1.

feeling: tone, pitch, rate and the intensity of emction with
which a commant is made. Self-reporits of emotion and the sponta-
negus expression of feseling dwing the interview ars both notsd,
although the emphasis is on the latter. All interviews are tape-—

later analysis.

i1

recorded for

The initial develcopment of the instrument was based on ilot
P pLiOT

rorviews with 80 familiss with children, in which ons parsnt

was psychiatric patient. Later a study of the vreliability and
validity of the measurss used was carvied out wusing 30 additional
families. Three different interviews were given. Fatient and
spouse were each seen alonge for several hours'by separate  inter-—
and given slightly diferent versions of what is now called
fhe main family interview. Then both were seen together in a
mief "joint’ interview in which general guestions wer2 asked

about contacts with medical ang social services in order to get

couple talking.

The actual scales of emotion are of two types: ratings on ob-

' -~

sarved emotions, such as warmth, hostility and amotional over-

ve of
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critiomal
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the measuremnent

the

rating.

ntar -

ramarks the informant makes about & particular  pErson

interview. For definitions and axamples of each kind

the reader is referred to Brown et al. (Z). It should

emphasized, however, that much attention was paid to issues of

4

he

and wvalidity in the development of these scales.

to develop a familys interview which would be relativelvy

the methodological and conceptual weaknesses which have

agaarch instruments and have besn

family +

investigators (18, 19). In one of

O
o
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azssess smobticonal vrelatid

pilot work that high

rater reliability {(average

=

= 0,.8%) can he achie: in

i3 counts of Doy id-

of emotion and emotive remarks,

ing certain orecavtions are taken.
The study by Brown =t al (I3) featuwred a prospective follow-up
design., 0 that measuwrement of past behaviow-, present emotional

the main
concept
tion’ wa
emotional
comments

composite

amount of

agimiss ion

fl

Result

and future relapse could be made independently.

study, using the Family Interview Schedule, replicated
finding of the earlier work and also clarified the
af ‘emoticnal involvement’'. An index of ‘expressed emo-
s devised which included three mezasurable components:
over—involvement, hostility, and the number of critical
made by the key relative about the patient. Using this
the

index, a significant association was found betwean

expressed smotion shown by relatives at the time of key

3 : y [R— Fd —
and symptomatic relapse dwing the nine months Tollow
e cmmults fid suggest that patisnts living  with



relatives who expressed high emotion at the time of kev admission
were less likely to relapse if they received vregular phenothia-
zine medication or managed to avoid close contact with the fami-
ly. But the index of expressed emoticn remained the best single
predictor of symptomatic relapse. The interview with the relative

-

ane ., rather than with the patisnt or with both Jjointly, pro-—

P
|

duced the significant finding, making it the definite interview

for any replication study.

A1lthough shown to be a reliable and valid instrument, 1in  its

arigirnal form  the interview sometimes toolk as long as  fouwr  or

five Rhowurs to administer. This couwld be a tawing sxcercise  Jor

both interviewer and informant, and usually two separate visits
were reguired in order to completz the scheduls. Every conceiva-

was covered. Since the Tactors mosth
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ble aspect
closely associated with symptomatic relapse were not known at the
time of the 1972 study, it seemed desirable then to elicit as

much information as possible about potentially relevant areas.

rr

Alsio, i zeamed likely that it might be necessary to gusstion

. Lo - - - - £ - - A
someone for quite & while., perhaps several hours, before irapport

the person would be willing to ive an haonest

[x]}

was such that
account of his feelings. This was a most important point, since a
primary purpose of the aaheduie, as designed by Brown & Rutter,
was fo provide material from which ratings of emotional respdnae
could be made. But if these same ratings could be made on the
hasis of a shorter interview, this would of course be preferable.

. — ! e - 3 —
Some people would be spared an exhausting ordesal and later inves

-




ors interesited in the technigue for ressarch purposes wouid

"ll

tiga

not be deterrsd by its sheer length.

In ths 1?72 study, the single most important measure contributing

to the overall index of a relative’'s expressed amotion proved to

o J =y de —
he the number of critical rdmarks made about the patient by the

ralative whnen interviewed alone. Hostility and emotional over-

~
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involvemenit also conbtributed to the overall indsax, but hostility

ted to criticism, while marked emotion-—
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al over—involvement was found only in parents and not in spouses.

By itself contributed only a small number of cases to the high
supressed =motion subgroup. As the numbsr of coritical comments

was the crucial measures in predicting svomptomatic relapse, it
seemed  desirable to listen to tape-vecorded intzrviews from  the

&l study in order to determine the point in time when, and

[}

-z e
P

the area of inguiry in which, oritical comments occurvred. If n

main criticism cococurved in the =sarly stages of the interview or

ITI

during some other specific stag a Jjudiciously abbreviated

interview might well be justified.

In rcasems where all critical remarks had been recorded by ths

interviewer on the rating summary, it was necessary only to
listen to each tape and to note at which points individual criti-
risms occurred and which topics were being covered at the time.

Fiftesn interviews were listened to in this way, with eqgual
representation of high, medium and low coriticism interviews.

Individual time graphs wavre then plotted.




The results were remparkably consistent. The three ssctions of the
iﬁtarviEN which deal with psychiatiric history, irvitability and
guarrelling, and clinical symptoms in the three-month pre-
admission period accounted for &7 per cent of all critical re-
marks over 13 interviews. It is difficult to know whather topic
or primacy of guestioning was responsible for this finding, since

these same three sechtions were also the first thrae areas covered

in aimost every interview. Fuwrthermore, in the first part of the
interview the interviewser would sometimes allow the re2lative  to
talk freely about the patient until it seemed possible to begin

ouestioning in a more systematic way. He might follow up individ-
nal areass of guesstioning earlier than usual if brouwghit up sponta-
neously by the relative. In any event, the majority of cocritical

comments were groduced within the first hour., and  there was

virtually ne relationship between total number of critical com—

ments and length of interview (r = 0.08). CGCriticism occurred
particularly during detailed guestioning about the development of

the illness and the patient’'s present clinical condition. What

was surprising was that once certain aresas were covered, later

sections (with the exception of Household Tasks/Money Matters

and, in the case of parental households only, Relationships)

produced very little criticism relative to the total amount.

Kinship, for sxample - a lengthy section about which guesticning

often continued for as long as an hour - accounted for only 0.5

ner cent of all critical comments. This is not to say that pa-

tients were never criticized for their performance as husbands or

wivess; they fregquently were. The point ig that if such oriticism



v
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t spontansously early  on =

P

acocurved  at all, it was brought ou
interview, and not duwring the direct guestioning about the mari-

tal relationship.

Thesz results supported the use of a shortened interview inm which

the areas most likely to produce any criticism were given priovi-

3

ty in the sequence of of quesstioning. In practice, only minimal
reordering was reguired. The houszhold tasks/money matters and
relationship sections now Tollow the psychiawic historv,. irritas—
bility/guarrelling and clinical symptoms sections. A few addi-

tional sections have been retained in order t

i

& other rE—-

8]
fx]
e

n

i
i

auiresd rvratings such as amount of face—ito-face contact and drug-
taking. Once these sections are covered, however, guestioning

na o tweo

N}

sases. The oresent abbreviated vesrsion takes from

U

[t

m

hours to administer. The form amd content of the guestions  in

-

earh section and the relevant rating scales are unchanged.
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PURPOSE OF STUDY

1) Toc establish the relationship of Expressed Emotion (EE)

with +he relapse rate in cases of schizophrenia in

Felantan.

2) Te find the extent of high EE in families of
schizophrenia in Eelantan.

3 To find the extent of low BEE in families of schizophrenia
in #elantan.
in addition the situdy is also designsd to:i-

i) suggest. modes of intervention programme to reduce vrelapse
rates of schizophrenia.

) aid a better understanding of the typs of EE

pravalent among family members of high relapse rate

schizophrenia in Eelantan.

iR
|
|
|



item that did not tally with that of the research assistant  then
the ressarchers wouwld make the home visit to clarifvy the item on
the CFI until a1l the items marked by the ressearchers and the
research assistant were identical. The following criterias were
used for the interviews:-—
i)Y main Tamily interview must be carried out
at home
iid if marvied, the spouse will alwavs be seen,
pntherwize both parentis
iiiy  family members will be ssen alone
ivy duration of interview should not be mors
than 1 hour
W) the svents gueried are those three months
prior to admission
1) the smphasls a8 On a) events
b) feelings sxoressed
duwring interview towards
patient
The ratings that were made werei-
iy MNumber of criterial comments. One comment is
counted as one unit.
ii) Hostility whether present or absent only.
This is an indication of rejection of the
patient.
iii) Dissatisfaction. This uses a 4 point scale.
iv) Warmth. This has a & point scale
v) Emotional involvement. This is mainly in the
cass nf parents. If could also be rated in

P
l




is present.
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The criteria of relapse used were:-—

i) change from normal/non-schizophrania to
schizophirenic state

ii? marked exercebation'cf resistent schizophrenia
symptoms

The compliance is takesn into account.

E scores were then calculated

m

The results were tabulated and the

and sach item of the EE were also calculated using the EDINFO-Z

R




RESULTS

The following resulis were obtained

Table 1 - Nagging the patient

e fm—m e e S e e fmm e \
I 5 : FREQ H FERCENMT : CUm. :
f o e — e e § o e e e } o s e e e e e e !
! H H i H
T | 43 H =51.8% ' S51.8% !
P not sure | 14 i 16.94% H 6E8.7H !
i oyes i 26 i 31.3% i 100 .0% H
H i H { H
e e e e e e He et Tt /
t Total H 853 H 1Q0.0% !

N, e s e e o e e e e f o e i e f e o et e e e e e e 4

The results indicate that

4% (51.6%) of the ftamily members do not nag the patient
while 26 (31.3%) nag the patient

Table 2 - Giving love to patient

fm——— e [ o o e — Jm—————— e e e f——m————— e AN
fONB : FRER i FERCENT i Cum, i
} e e e b o e e e — | e e ;
: ; f 3 :
I no H 352 g L2 .7% ' L2 .7% !
i not sure | S i &.0% : &8 .7% !
' oves ! P& H 31.3% { 100 .0% :
! ! H ; i
e fm e e b e e e 7
i Total ' 83 ' 100.0% :

| e e e i e e e [ v e e i o e e [ o e e e e e e 7

The results indicate that

3

and affection to the patient

while 26
patient

(31.3%) do

give much love and affection

(62 .7%) of the family members do not give much love

the
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S ———————— [m——————————— o ——————— e e e /= — -\
! NZ H FREQ i FERCENT h CcuM. !
i no i 59 ; 71.14% H 71.1% :
I not sure | 10 1 12.0% H 83.14% i
i oves i 14 | 16.9% ; 100 .0% H
H ! I : !
! Total : az : 100 .0% : '
\ __________ / ————————————— J o —— e e e 'l

The results indicate bthat

O (71.1%) of family members do not oppose too much whatever  the

patient savs

while 14 {146.9%) do cppossd too much whatever the patient says

fmm———————— [ J o e e e e J e e e e e e \
i N4 g FREQ H FPERCENT ‘ CLM. !
e | e e e e DT 1 e e e e ‘
H H i i H
i no i 13 : 15.7% ; 15 .7% !
! not suwre | b ‘ 7 2% i 22 .9% !
! oves 1 b4 H 77 1% : 100, 0% :
: —————————— : —————————————— : —————————————————— : ______________ /
! Total i 83 : 100.0% !

Y o e o e e e e e J——————— [ o e o e ’/

The resuli indicate that

173 (15.7%) of the family members do not worry too much about the
patient and his illness

while &4 (77.1%) do worry too much about Lthe patient
and his illnass

A ——— —
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Table 5

S —— R
PONS - FREQ

e bt e e
H 1

13 i

i o | 52

! not sura 14

ioves i 17

] ]

1 3

b e e e e ves corve srven oo T — e et s s ammn e e e i 60 . st St
s ]

i Total : 83

\ ............ / _____________
The rmsult indicatse that
=2 (62.7%) of

viour was bevond their to

while 17 (20.9%) do feel
their holerance

Table & - Overlooking pat

<
H
o H 54
not sure | 5
ves : 24
1]
1
: __________ : ______________
i Total i 3

The result indicate that

=4 (65.1%) of the family
habhits
(28 .92%) do over

while 24

- Patient’'s behaviow bevond tolerance

S e e e f e e e e \
! FERCENT : CcumMm. H
P e e e | e H
i i !
i b2 .7% | 62 . 7% H
H 16 .94 : 77 .5% ]
H 20.9% H 100.0% i
RS ; H
§ e e e i | e e e A
H 100.0% !

/ _________________ /"

the family members do not feel

lerance

the patisnt’'s

beha-—

the patisnt’'s behaviow was bevond

ient’'s habits

o o . e oot s S o S By bt oot S ook St Sl et

LS. 1%
28.92%

1l
! s e ot et e tone e st St v i amng e e e oo St

members do not over

look

20

look

the

patient’'s



Table 7 - Frezzuring patient to change behavicur

f————————— S o e e e e J e e e e F e et B \
1 N7 ! FREQ : FERCENT | CUM. :
i no [ 651 H 75 .5% ! T3.5% ;
! not sure 4 : 4L 8% : 78.3% H
! oves : 18 . 21.7% : 100 ..0% }
l R | e e e e e e fm— e e | ——————————— /
i Total H 83 H LoO 0% !
N e e e o S S —— /

The result indicate Lthat

of the family members do not pressurize the patient to
behaviour

ﬂ G~
':1
N
T G
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=
il

&H1
=ha

!.D

while 18 (21.7%) do pressurize the patient to changes his  beha-

i 7

YA R=11t

Table 8 - Incocperating patient in family entertainment

F e e v et e e e e e o e e e e e — e J e ————— e \
i NS : FREG | FERCENT ! UM, :
S ittt Rt Y )
H b ! ! !
i no i aR i 38.6% : 328 .6% H
! not sure i3 i 15.7% ! 5S4 2% '
i yes : 28 : 45 .8% : 100 .0Y% 1
1 e o e et e | SRR } i e o o o o e e N /
i Total i 83 i 100.0% !

\m—m [ e [ e e e e /

The result indicate that

(=28.6%) of the family members do not freguently, incorporats

32
family entertainment

the patient in
while 28 (45.8%) do frequently, incorporate the patient in family
enter tainmant




fm e —————— [m————————————— e /
tON? i FREDQ H FERCENT !
e | e e !
1 1] 1 ]
14 1 i !
i no i 33 H 39.8% H
P not sure | 10 : 12.0% :
Poves : 39 : 47 .0% 1
] ' 1 - ]
1 i t H
b e e et tttae e s or0mm oo B ore et oee o e s come coove oo oo en S e b e e et e e s s o G050 oS SO0 047 RS S0mst e oo e ]
| Bt ] i 1
i Total H 83 : 100.0Y% H
N e e e e e [ ———————— Jmm e ———— e e /

The resalt indicate that

33 (239.8%) of the familvy members do not find
ied them

T
|..|
fi
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viour dissal

while 239 {47 .0%) do find the patient’'s be
them

Table 10 -~ Giving required assistance to p

,/—----—--»---..—-—----- f o i e o e e ,/ ———————————————————— /
PONLO ! FREQ : FERCENT H
e e} e e e e e e e !
i : H !
i no ! i H 53 .0% !
' mot sure | 7 H 8.4% H
I ves H 32 H 28 .6% !
H ) ] ] )
L} i ] 1
o e e ] e e e e e e e e e e e }
i Total : i) H 100,09 !
N, e e st e s e e o o i e o e Jm——— e e e e e s

The result indicate that

Gt (52.0%) of the family members do not giv

4

assistance to the patient

while 32 (238.6%) do give movre than require

patient

______________ \\
Cum. b
______________ :
!

41.0% :

33 .0% i
100.,.0% :

3

the patisnt’'s beha-

haviowr dissatistied

———————————————— \\.
Cur. H
—————————————— '
i

53 .0% :

bI 4% i
100.0% i

]

i
—————————————— /'

2 more than recquired

the
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Table i1 - Oriticizing =
B [ e f e e e F e \
PONLd ! FRED i FERCENT ! Chm . :
fm——————— it fmm e e e e :
! ' ' : :
{1 ono ! S50 ! 60 .2% H L0 . 2% i
i ot sure | 2 ! ?.h% i &2 .F% H
i oves ! 25 : 30.1% ! 100 .,0% ;
| ! ! - ! !
i i < ' 13 i
(o jm————— e fm—————— —— § e et e 7
i Total H 83 H 100.0% !
|\ /i e e e s
f
Tha result indicate that
LS00 (s0.2%) of  the family membsrs do not oriticize oDatisnt’
behav iowr
jwhile 2% (30.1%) do criticize paetient’'s behaviour
i
‘Table 12 -~ Attention on petient’'s activilties
E
' 1 e e e s e s e e s ot f e e e 7 e s s e o e e o e e s e s o e e e e e s e st e e e e s
N2 H FREQ H FERCENT i oumM., !
e ———— jm—m e e e e § e e e ;
: : i ! !
{ no i 59 H b6 .3% ! 56 .3% :
i not suire | 3 i 2.6% ' &7 .9% !
PoyEs ' 29 i 30.1% i 100 .,0% !
: ! i ' !
§ e s e o o e o e o e R T —— /
¢ Tatal i a3 i 100.0% !
B, e e e e e [ o e e e /e e o o e et e e e 7
The result indicate that
55 (66.3%) of the family members do not pay very little attention
pn the patient’'s activities
while 25 (30.1%) do pay very little attention on the patient’'s
activities




I et L o e e e e e e [ e e e e e e e \
T N13 ! FREQ H FERCENT J CuM . i
e e e } o e e e e e e P e e | e e e e !

1 i 1 )

! : ! ' H
| i no H 45 ! v 54.2% : 54 .2% !
; f not sure | 1? ! 19.3% ! 73 .5% !
o ves ' 22 : 26 .5% H 100 .0Y !

) 1 3 ]

P i i H H
f e e e § ot e e e e | ————— e I L . /
i Total : 83 i 1QC 0% !
| o e e e o o e [ e e e e o v e e e et e e e e !

The result indicats that

45 (S34.2%) of the family members do not remain angry because of
Nis behaviour

f 22 {(24.9%) do remain angry because of his behaviour

. Table 14 - Relationship with patient

J = [ e Jmm e Y — \
H M14 i FRED H FERCENT H Cur ., !
' no l 3 i 3.6% ! 3.6% '
! not sure | 1 H 1.2% ' 4 .8% H
L yes : 79 i ?5.2% | 190 .0% :
! Total : 82 : 100 .0% : '
N Jommm J e /

The result indicate that

3 (3.6%) of the family members do not say the relationship be-
tween the patient and themselves were generally Triendly

while 79 (95.72%) do say the relationship between the patient and

-
themse lves were generally firisndly

Fad 2}




Table 1% -~ Imposing ideas on patient

e e Jmm e o e \
IONLE ! FREQ : FERCENT ! Cui. H
et e et e e e o e s e e | s s et e e e e m 1
: ! ! ! ;
P no g 70 i B84 .3% : 34 .3% :
! not sure | 3 H . & .8% ! 89 .2% H
! yes : 9 H 10.8% d 100 .0% '
i H d H :
} e e } e i e e e e e e /
! Total H 3 H 100 .0% '

3 e e o o e e e e o e e e e e e e e et et e e e /

The result indicate that

70 (84.3%) of the Tamily members do not try to impose their
ideas on the patient

while 2 (10.8%) do try to imposs thegir ideas on the patient

fm————————— /s tro s e e s e e s o e e o e e e e e e e e e e e e e e e \
{ ON1s H FREG ! FERCENT ! oM., !
H H i : !
I no i - H - H - !
! not sure | 7 i 8.4% ! 2 .4% ;
! ves H 76 H F1.6% H 100.0% !
] 1 : . : :
e | o e e e e e e — T —— /
{ Total ' 32 { 100 0% H

R [ e o o e e e o e e e e /

The result indicate that

no family have problem of to tolerating the patient even when the
patient does not listen to them

while 76 (91.6%) of them can tolerate the patient




Table 17 -

4 e e e ——
Vet adanteasben ST T T T I T T T e e
N7 ! FREG"

i —————— o e
1 1

i i

I T | &3

i not sure | 7

i ves i 13

! ;

T e e e oo sooan e soume e sovee soms e s o
i i

i Total H 3

\ ___________ ’_/ _____________
The result indicate that
63 (75.9%) of the family
for the patient

~

while 132

Table 18 -~ Spending time with patient

/ —————————— ,~" ————————————— ,/ ————————————————— '/ ______________ \
PONLG i FREG H FERCENT ! CUM . :
o A I |
HE 1 o : a3 : 39 .8% ! 29 .8Y ;
i not suwre | 8 i ?.6% i 49 . 4% '
1oves | 42 i S0O.6% H 100 ,0% !
i Total i 83 H 100 .0% !

N e [ e f o e /

The result indicate that

35 (39.8%) of the family members do not often spend their
with the patient

while 42 (50.4%) do often spend their time with the patient

(1

£

Sympathy for patient
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do give very much svympathy for
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Table 19

noa

2 (H2.7%)

while 25
davy

Table 20

i no

1
H
i yes
[}
t

The result

o e vt dme e oot e

s o v e arme S ey g moe

(30142

..

indizate that

of the family members do not
attention to the patisnts day to day behaviour

- fe s

Disturbance

indicate that

29 (47.0%) of the family
by patients behaviour

vhile G358

¢ Lour

(45 .8%) do get

by patient’'s behaviour

members do not get very

e et ot o e ot s (e e v e . et Goee St ot Saitn

e e eaos et e ks Gurss T Foman S o S e it S e e

o [ o e e i e e S - — —_—
1 FREQ { FERCENT
i se : 62 .7%
‘ 5 i 7.2%
! 25 : 30.1%
S O O
] 83 H 100 .0%

47 0%
7 .2%
45 .8%

try

. s s et . s ot 4400k At htte e e

69 .94%
100.,0%

to avoid

47 0%
o4 .2%
100 .0%

Avoiding attention to patient’'s day to day behaviour

paying

do try to avoid paying attention to the patients
to day ba2haviowr

litxle disturbed

veiry little disturbed by patients

beha-



Table 21

Showing closeness with patient during conversaticn

fm— e [———m S e R e D B \
PoN21 ! FREQ : FERCENT ! CUM. .
| ———— e e S :
H ! i ! H
i no ! 59 i 71.1% H 71.1% H
i nat sure & : 7.2% : 78 .2% !
ioves H 18 i 21.7% H 100.,0% !
| e e e et f—— e 7
i Total ' 83 ! 100.0% ;
o o e e f o ————— e — Y /
The result indicate that
59 (71.1%) of the Tamily members do not show very littles close-
ness with the patient during their conversation
while 18 (21.7%) do show very little closeness with the patient
during their conversation
Table 22 -~ Delay in fulfilling patisnt’'s wishes
[ o e e e i e f o i e e e e e [ e s et e et e “\
P N2Z2 i FREQ H FPERCENT H CumM. !
e | m— it e '
' i } i :
i na H 42 : S0 .6% H S50.48% !
I not sure | 14 ‘ 16.9% i 7.5% i
' ovas ! 27 i 32.59% H LO0D 0% !
o ; ! : :
b e e e e | e e i T —— /
! Total : 53 ; 100.0% :
\ o [ [ e e e /

The result

4P

indicate that

ing patients wishes

while 27

(

I
=)

5% ) do seldom delay in fulfilling patients wishes

(50.6%) of the family members do not seldom delay in  fulfill-



Table 232 - PFunishing patient to stop bad b=haviour

N — S —— T — S \
EON23 H FREQ H FERCENT ! Cum. H
! no ! 77 H ?2.8% i 22 .8% :
ionot sure | 1 ‘ 1.2% i Q4 0% i

{i yes : 5 i v LH.0Y% i 100.0% '
 ——— S — N — N y
i Total i az H 100.0% i

[ — S — R /

i . . .
‘The result indicate that

7?7 (92.8%) of the family members do not punish the patisnt +to

A

stop his bad behaviours

‘while 5 (&.0%) do punish the patient to stop his bad behaviours

Table 24 — Feeling tortwous an separaation from patient

/ ““““““““““ ./ ————————————— / ————————————————— / —————————————— \
P Ne4 ! FREQ ' FERCENT i Cum. '
i no i g ' ?.6% i F.46% :
i not sure 2 ‘ 2.a% ' 12.0% :
I yes : 73 : g8.0% ! 100 .,0% y
it | |- - ——— /
i Total ‘ 83 : 100.0% !

\ = J————— [ /

The result indicate that

8 (9.6%) of the family members do not feel torturous on separa-
tion from the patient

while 72 (88.,0%) do feel torturocus on separation from the patient



Table 25 -~ Giving time
S — e
! NS i FREQ
f—————————— e
b ]

H 1

i no : 3

{ not sure 3

L oves H Gb

1 b

1 t

b e e e e e e e ovv00 s taom 1 e veome covme oo e s et oot e St Sy i S
T 1

! Total H 3

B e o e e o o e e e et
The result indicaite that
36 (41.0%) of the fami
patisnt during conversati

while 46
convarsation

(55 .4%) do not give

to patient during conversation
U S — S, \
t FERCENT ' cumM., i
: ! H
H 41 .0% i 41 .0% i
H 3.8% : Gé4 6% :
i 95 .4% g 100.0% H
| e | e e /
1 100 .0% H
S — /

ly members do give little time to the
on

little

time to the

patient during

Table 26 =~ Mixing freely with patient during conversation
f [ /et e et et /e e e \
I N2é ! FREUQ i FERCENT ' CUM . '
; } i ! |
L no : 10 : 12.0% ! 12.0% :
! fiot sure | 2 g 3.6% ' 15.74% '
HEY i 70 { 84.3% H 100 . 0% '
: Yes ' : | |
S S S ;
; Total i g3 i 100.0% '

\" __________ / _______________ / __________________ /

The result indicate that

10 (12.0%) of the family members do not often mix freely with the

patient during conversati

while 70
tion

on

(84 .2%) do mix freely with the patient during

conveyrsa-—



Table 27 - Looking down uapon patisnt

/ - S / / —_— .
L ONR7 '\ FREQ : FERCENT ! CUM. :
(R —_—— [

X T ) { T
H t

i no | b5 i 78.3% i 78 .3% !
' not sure ! 1 H 1.8% H 79 .5% :
i yes : 17 i T 20.3% i 100.0% !
{ : H !
Jm § o i o e e e e e P e e e /
i Total ! 83 : 100 .04 :

ot e s e [ e e e e e [ e /

The result indicate that
&5 (7B.3%)Y of the Tamily members do not look down upon  the pa-—
rient as compared to others
while 17 (2Z0.S%) do look down upon the patient as compared to
others
Table 28 - Interrupting patient for wrong behaviour
[ e o o e e [ ——————— e e e i o —————— e \
i N28g ; FRER | FERCENT ' CumM. !
| e ————— e | m——— e | o e e e e e e e — e e e !
i ' i H :
| no { 3 i Lo b% : 44 &% H
i not sure | 12 i 14.9% H 59 .0% '
Loyes i 34 i 41 .0% ' 100 .0% '
i : { i ]
[ b e o e e i o § e e e i e e e e /
i Total ; B3 g 100.0% !
N e o e [ e i e e /e e e e /
The result indicate that
= (G4 .6%) of the family members do not seldom interrup patient
even if he is doing something wrong
patient sven 17{ he is doing

while 3& (41.0%) do seldom interirup

somathing wrong




Tahle 89 - Tolerance to
S /o o e o e e e e
i N2eY : FRER

b o e rore comve ettt 14 s et e oone D et coaoe o e e et st e et sam o
i 1

] i

] ]

oo ; &3

Ponot surs o 1

L VES : 10

] ]

i 1

b et vores oo e o o e oo s b e e e e co0os e o S S ot v e e
i v

i Total H 3

\ ___________ /w_ ____________
Thie result indicats thatl

HE IR U I TR % 0% S S U I M G B N e B

H3 (7E.P%) of the family members do have le
fient’'s swvmpltoms

while 10 (12.0%) do not have less tolerance
Table 20 - Sacrifice for patient’'s btrzatment
7 s ot some somem e s snses So00n o F et 0t ot e e e b e e it o i e '/_...‘—._.. ————————————— /
! i

PONZ0 ' FREQ : FERCENT !
R b vt e e e 1 o o et it !
: H : :
i no i 7 i 10.83% !
onod surs 3 t 1.2% !
D oves ' 73 i 88.0% H
P ! : :
:_wmww_—w_—§w~—_u~—w—~——w{—"— —————————————— H
i Total : 3 H 100.0% '

T

The result indicate tha

(10.8%)
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H TS5 .7%
: 11.0%
: T oi2.0%
13
i
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treatment

patient’'s svmptoms

J e e ;
| FERCENT !
1 cente oome s coone e et s e st e o 4 e s oo s e
i
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to

773 (88.0%: are prepared to sacrifice everything they
L

ga-

=vmp tomns

sacrifice

have
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S — S . S \
| NZ2HOSTILI | Freg i Fercent H Cum. i
} o e e j————————————— b - - | ——————— H
! 0.0 ' 21 i 37 .3% ! 37 .3% H
) ! t ] 1
H ] i 1 ]
! 1.0 ! 10 : 12.0% H a9 .4 H
! : ! ! 1
! 2.0 H 17 LOT20.9% : A7 .F% H
) 1 ¥ % 1
H i i ' i
: 3.0 i 3 ! & .O% ! 75 .9% !
] 1 1 1 t
H H [ i :
H 4.0 ; 14 ! 16.9% g Q2.8% ]
H H : ! H
i ¥
: 5.0 t i H 1.28% i QL LO% :
: H H ! !
' & .0 } 1 H 1.2% i Q5 .2% !
i i ] 1 1
i i 1] t H
! 7L i 1 H 1.2% ; Ed =T A i
! H i : H
: a0 ! 32 : Z.6% : 100 0% :
e e e e e % e e N e N\ e
! Total 23 100.0% !
%, o e o et tots o e stnt v 000 e e Sven S S e 47 o S et S T SO 2700 S0 S i it 4o s e ot e e e e 2t et e e et oo e s i o et Z

o—a | Sy § BYE

Sum = 157 .00

— 4 I "}

Mean = 1.8%

S+andard deviation = 2 .07

total Mostility score is O in 21 (37.3%) of the families and
mean score of all patients is 1.89 with a standard deviation
2.07. Only 3 (3.6%) of the families score 8 on hostility,
in indicating that the majority of the families have positive
tion towards the patisnt.
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Table 32 (a) — Positive dissatisfaction

'1' ____________ '/—....—.—....-——--—————-— l/—-.—«-— ————————— £ e e e v “
¢ FOSITIVE : Frag i Fercent i Cum. H
Y e ——— st st o0 v o e e e e e o i Sonts e e v O U, e e e e coaee cehee et o t
i 1 1 1 I
i G g a8 P 4ae 3% i 46 3% H
1 ] [} t 1
i i 1 i 1
: 1 ' S : b.1% : S2.4% i
i t 1 i &
i 1 t t 1
{ 2 H 39 P47 .6% T100.0% :
] ] i i ]
i 1 i t H
b e e o s s s e R e ke \, o e e e et e e H
i Tota! - a2 100 .0% !

. .-
o - s ot et e $0098 oo s e Shem o0t e cEodn (90 sl rome D420 wow s HeF? e ST oS St $HSm St Sad 2908 S e VY Sowem Vo et oo $0400 bt S0000

Sum = g82.00
Mman = 1.01

|

27

'

Standard deviation =

The total positive dissatistaction score is O in 38  (46.3%)
families and 29 (47.46%) aof them score €. The mean is 1.01 and the
standard deviation is 0.97. This indicates that there is an equal
proportion of families with both positive and negative emotion

towards the patient.
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Table 33 (b} - Negative dissatisfaction

fmm e fmm e f e o e \

i NEGATIVE i Freqg ! Percent i Cum. :

e it Lt e ——————— —— e e | ———— H

H Q.0 : 16 : 19.3% : 19 .3% :

1 ) 1 i 1

' i i { 1

: 1.0 ! ? V10.8Y% ! 201U H

] ¢ [} [} i

t 1 i i

; 2.0 ! 19 T e22.9% : 533 .0% i

] 1 ] 1 1

] ] o ] 1 1]

H 3.0 : 10 12.0% ' &3 . 1Y% !

1 ] ] ) 1

i H 1 ) i

i 4.0 1 14 t1e 3% ! 84 ,3% :

1 ¥ 1 1 ]

i i H H H

! 5. H éa H T.2% : Pl .h% H

] ¥ ) ¥ L

i 1 1 i H

! b H b i 7.2 H 8 .8% H

] 1 ] 1 1

i i 1 i . i

; 8.0 i 1 : 1.2% PLO0 0% i

: ____________ ‘-.‘ _____________ Yl e et s oo e o et e e e \._............-......-___.._. ;

: Total 83 100 0% !

\-. _____________________________________________________________ ,;'

Suun = 215 .00

Mean = 2.59

Standard deviation = 1.73

The *total negative dissatisfaction score is O in 15 (19 .3%)
families and 1 (1.2%) scored 8. Those with score of O toa 3 are
65.1% of the group. The mean score is 2.59 with a standard devia—
tion of 1.92. This again indicate that the majority of the fami-
lies have positive emotion towards the patient.
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§ e o e e e et s o f o ———— e e St e 7 ———f e ——

i NEGWARMTH : Freq i PFercent ! Cum. :

R e e jm————————— e B !

! Q t 10 P 12.0% ! 12.0% :

] 1 1 1 t

H 1 i ] ]

: 1 H ] ’ i 3.6% ! 19.7% !

) 1 | 1 |

L 4 ] i i

' z ' 70 {B4 . 3H {10004 !

) 1 ] (] 1

$ ] i ] 1

b e o e e e N, o e o e o e N e | e e e H

H Total 3 100 .0% !

"-.... ———————————————————————————————————————————————————————————— ‘,f
Sum = 143.00

Mean = 1.72

Standard deviation O.&7

The +total score for warmth is 2 in 70 (B4.3% of the fami
Aanly 10 (12%) of the families have score aof Q. Tha msan
and the standard deviation Q.487. This means that 84 .3%
families have positive emotion towards the patient.

ies and
5 72
of the
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" Table 25 (a) - Fositive s=motional overinvolwvem

e e e e e [ o e e e — fm———————— [ m—————————— \
i NITSEMOTION ¢ Freqg i Percent H Cum. :
HE e et L e — et | m e ——————— !
b H i H !
} 5.0 H 2 i 2..4% i 2.49% :
1 ] 1 1 [}
! i t 1 <
H 6.0 : 3 { 3.b% i &H.0% :
] 1 t - ] [}
t 1 ] i {
! 8.0 ! & H 4 .8% ¢ 10 .8% ‘
1 ] ] ] 1
1 1 t i 1
H 9.0 H 2 i 2..4% H 13.3% }
1 ] 1 ] 1
] ] 1 i ]
{ 10.0 i 10 : 12.0% H 20 .3% H
1 3 1 ] %
1 t H t 1
| 11.0 1 ) i 7.2% ; 22 .9% H
1 1 1 ! 1
1 H i i {
: 12.0 H 13 H 15.7% 1 48.2% H
1 ) ) 1 1
i 1 i H H
H 13.0 : 10 : 12.0% 1 40 .2% }
1 1 t 1 t
i t ¢ 1 H
! 14,0 H 3 i H.O% ! 72 .3% H
3 1} i 1
t i 3 i
! 146 .0 : 11 H 12.2% ! 85 .394% :
! : : : !
! 17 .0 ; = H & .04 : 21 .&6% ;
[l ] 1 1 s
H t i 1 t
! 18.0 i 4 : 4 .8% : Qb ..4% H
] ! t 1 [
1 ! t i N
'19.0 { H g 2% ' 7 &% i
! ] 1 1 t
t i ¢ [} H
lR0.0 | 2 ' 2.4% b100.0% '
' \ ! 1 '
H H i t '
R N\ e e e e N o e e e N e e e e H
i Tota 33 100 .0% !
G e e e e e e e o e e o o e e £ i i e o e e e ot e e 7
Sum =  1047.00
Mean = 12.86
. : — bgm ]
Standard deviation = o AT

There is no O score in this category (positive Emotional Over
involvement). The lowest score is 3 and the highest score is 18.

Most of the families has & score of 12 and 13 (27.7%). The mean

is a high 12.86 with a standard deviation of 3.44. This strongly
indicate a strong positive emotion among the family members.
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Table 3% (b)) - HNegative overinvolvement
Jmm e [ e [ Jmm e \
{ EOINEGATIV | Freg i Percent : Cum. ]
§ e v e e e e e e e e § T e e S im e e e — : ———————————— : ——————————— }
! G0 ! i i 1.2% H 1.2% H
] 1 t 1 t
i t i t H
! 1.0 : 2 : 2.4% ! 3.4% !
1 1 H t 1
¢ ] i 4 ' ]
! 2.0 ! 10 P 12.0% H 15.7% !
t 1 1 1 1
H t i ! t
: 2.0 1 & ! 4 . 8% ] 20 .5% :
t 1 ! 1 1
4 i 1 b I
: G 0 ! 14 P 1&.9% t 27 .3% H
[} 1 ) ! ]
i ] i 1 1
H S.0 ! 8 ¢ ?.6% : 47 0% i
1 1] 1 [} 1
P t 1 H H
! 5.0 i 2a i 26.5% H 73 .9% {
| ] ] ] [}
1 : : H H
! L0 H ' H & .O% ! 73 .5% '
: : ! : )
! 8.0 ! & ! 7 .24 ! B8&.7% !
’ ! : : '.
H ?.0 | 3 i I A ! O, 4 !
' ' ' ' '
P t i 1 H
! 10,0 : =2 H 2 L% : 72 .8% :
! H i H H
A A H 2 : 2.49% H 5.2Y% !
' H H ! '
' !
Fo12.0 : a i 3.6% ‘ 78 .84 :
' ' H | !
! 1.0 H 1 H 1 .24 P10 .0y !
e e % ot e v e e N e e e e N e e e !
H Total 83 100 .0Y% '
e et e e e e e e e e e e /
Sum = 444,00
—— = =
Mean = 5.9%
Standard deviation = 2 .80

The majority of the families have a score of &6 (24.S%) and 72.5%
of them have scoves between 0 to & in the negative over involve-
ment score. The mean is 5.5%2 with a standard deviation of 2.8.
This means that most families have positive although a substan-—
tial number have negative over involvement with the patients.




S [ e e o o e e e e T . \
¢t FINAIL. SCORE! Freg ‘i Percent H Cum. !
| e e jm— e e P e e e e e H
i Negative ! 21 t 25.3% ! 25.3% !
1 ] ] 1

1 t 1 ] :
! Positive H &0 i 72 .3% ! @7 .6Y% t
! H H ! H
i Zero : 2 Poe 2.4Y% H 100 .0% \
} e e e e e e et N\ e e e e \ e e H
! Total 33 100.0% !
”\ ———————————————————————————————————————————————————— 4/

This table clearly indicates that the majority of the families
(72.3%4) have positive emoticns while only 21 (23.3%) of them have
negative emotions, only 2 families were eguivocal with their
2motions .

Table 27 - EE Rating

[ o e e e e e [ e f o e e — [ e \
! RATINGE ! Freq it Fercent : Cum. !
: ! H H !
i Low H 2 ; 2.4% H =EEVA !
! Low neg ' 18 P21.7% H 24 1% H
i H ! i !
! Low pos i 41 V49 .4% ‘ 73.5% H
! Mod neg : 3 : 23.6% } T7.1% '
H H H H !
i Mod pos i 1% P 22.9% P100.0Y% !
| N e N N e e e :
! Total 83 100.0% !

/7

This table again indicates that most of the families have posi-
rive emotion although the majority (42.4%) have a low positive

smotion.
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SUMMARY OF RESULTS

oy

a l

~—

In summary the following

1/ the critical comments score

2/ the total hostility score

37  the negative dissatifaction

4/ the total score for warmth

S/ the positive over involvemsnt scors

&7 the negative over involvement score

indicate positive emotions among the

families

{a

Only the positive dissatisfaction score

indicates equivocal emotions but not negative

emotions.

=2 .3% of the families have positive smotions

49 .4% have low positive emotions, and 22.9%

have moderate positive smotions only 25.3% have

negative emotions.



DISCUSSION

The most salient finding to emerge from this study is the almost

abgence of high negative levels of household EE in schizophrenics

3

relapse. At one level at least, failure to support the oft re-

f,

o

ported association between high negative EE and relapse place

this study at odds with much of the recent literatuwre. Indeed,

zgan their paper by reminding readers that only

-~
-
¥
b
-
~—r

- . N -
2ff ot al

t
one study., that of Fottgen et al (21), had so far falled to

T the rvecent literatuwre

support the association. DQur review ol
follows, and it leads us to Teel lzss confident about the
EE/relapse association, and hence the predictive value of EE  for

thar some cther authors:; especially

the course of schizophrenia,

if it is considered in isolation from othar potentially important
factors, such as neuroleptic compliance, duration and severity of

illness (&2

~—

a

The consensus emerging from studies up to and  including the

Californian replication study by Vaughn ef al (7)), pointed
cowrse of

étrongly rowards the importance of EE in shaping the
schizophrenic illness. Yet Vaughn et al's (7)) study, which has

assumed major significance in the literature (see for example,
Koenigsberg & Handley (232)) as the definitive international
: = a %

replication of ear lier predominantly British studies, merits

critical comment on two important grounds. First, the repor ted
FE /relapse asspociation was sex specific and did net hold for
i/ Lot st =3

[
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g’*.'-'-:a'xalt::;w_s,I for whom the F-month relapse rates were 14% and 17% for
i

thigh and low EE subljects respectively. The authaors acknowledged
that it was male subjects who were responsible for the signifi-—

“cant EE/relapse association, but argued that this in turn could

}be attributed to stiuctural differences in households with male
‘and female relapsing patients. Secondly, their criteria for
defining relapse, nevertheless ignored the 374 (11/30) of nenre-—

lapsers who reguired rehospitalization, albeit Ffor conditions

other than positive symptom schizophirenia.

'Since then, several studies (8, 24, 23, 26, 27, 28, 29, 30) have
"all puwrported to provide support for the association betwesen EE
cand  realapse. Converssly, other studies (21, 22, 31) offer evi-

the asspciation. Hogarty 2t al (32 and

i
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McCreadie & Fhillips (233 also veport findings which are diffi-

"rult to reconcile with the zarlier EE/relapss data.

Twrning first to the affirmative reports, Moline et a1l (25

reported a significant association between household EE  and
relapse in 24 mainly young schizophrenics. However, this was only

achieved by raising the cut-off point for critical comments from

4+ to 9+, Moreover, the authors themselves drew attention +tao

problems associated with data collection at follow-up, some of

which was obtained by telephone interview.

Karno et al’'s (8) study of Mexican—Americans offers good support

for the Ee/relapse hypothesis, although the authors express

~oncern at the sxtent to which their study is directlv comparable

[



with the Anglo-American studies, given the very different family
structures that prevail in the two cultures. The main difference
between Farno et al's (8) study and the others is that his sub-
jects were not first or early admission schizophrenics. Indesd,
their mean durstion of illness wmas 4-~-3 vears.

Leff et al’'s (26) Chandigarh study is weakened by the relative
absence of high BEE (232% comparad with over S0%  in  the Anglo-
Americen studies), and a very low rate of relapse; 14% or 18%
depending on the diagnostic criteria applied. Given these diffi-
ciultiss, it is noteworthy that of the three contributing EE

only hostility was significantly linked with relapse over

fi

HO& LS

i

2|

12 months. A& similar pictwres is reported at 24 months (27).

The relapse data in Tarrier et al’'s (283) study has to be gleanad
from an examination of sub-groups of the parent study, which was
prima-ily concerned with different intervention procedures.
Although the ?-month follow-up data appear to support an associa-—

tion between EE and relapse, the 24-month follow-up of the same

nding; with neither of the

b

cohort (28) fails to replicate this f
high EE groups (behaviowral intervention or control) showing

significantly higher relapse rates than the low EE groups.

Barrelet et al (30) have recently reported a significant rela-
tionship bhetween EE and relapse rates for their cohort of 36

first admission schizophrenics, although when their analysis is

~ogtricted to patisntz who live with thsir fTamilies during follow




CHamburg

Cdirection to

L has

up (M=3C), the association fails toc reach significance. If the
thiee EE components are considered individually, only CC discrim-—
inates significantly between relapsers and non-r2lapsers, and
Sarrelet et al. admit that defining EE by the classic criteria
introduces ‘neoise’. Cwigusly though, hostility, which was ie-—

corded in 3 out of 36 households. is noit included in Barvelet et

al’'s (30) designation of EE index.

Moving now to those studies which, by ans large, have failed to
support the EE/relapse association, KHottgen 2t al’'s (21 report
been roundly criticized on methodologi&él grounds (34). The
group found a (non-significant) trend in the opposite

that predicted by the EE/relapse model, but the

?ﬂgaign doficienciss make interprstation problematical. MacMillan

st al's (PR) studvy generated apparently supportive findings (of

higher rate of relapse among high EE subliscits) that were con-

founded by length of illness prior to index admission, and

drug/placebo administration. Taking these factors into account,

the authors argued that the EE/relapse assoclation diminished to

the point of non-significance. This study has begen extensively

reviewed elsewhere (25, 33?.

Farker et al’'s (31) Australian study of EE and relapse merits

careful consideration. In an exhaustive series of reanalvses of

their data on different sub-sets of the initial sample, the group

failed to provide any substantial support in favow of the origi-

nal hvpothesis. In a detailed and provocative discussion of their

inegative) findings, FParker et al {321) speculate aboult the extent




tn which EE may comprise a reactive component in addition to a
constitutional one. It is interesting to note that in her recent
review Vaughn (33) also alludes to state and trait elements of

EE. This is an issue that clearly merits further investigation.

D resolved. Such i

-

The purpose of the preceding discussion is te illustrate that the

relationship between family EE and relapse has yet to be fTully

[H]

the nature of this type of research that fault
can  wusually be found with some aspects of design, procedurs, or
method. This is appafent in the studies rgviewed here, and an
several occasions, the authors themselvés nave been the first to
point  out weaknesses. Our cencern is that in  light of these
operational difficulies, there is a need to be doubly cautions in

interpreting results. In this respect, Farker =t al’'s (31) dis~

cussion bears further consideration: as the authors put it, thay

could have chosen to focus on their findings in respect of the
OFI hostility rating, which alone among the three EE scales lent

some weight towards the EE/relapse hypothesis. However, even this

e k= - e -
week effect only emerged if & nigher than usual criterion for

hostility was used, and the authors therefore wissly chose not to

pay it undue attention. We share Farker et al's (31) concern that

many EE research studies have proceeded with an apparent commit—

ment more to confirmation than falsifiabilityvy; an approach that

i = i a readiness to criticize i
has sometbime been coupled with a raad 5 studies

in which results fail to support, or even go against the hypothe-—

reluctance to consider alternative interpretations of

sis, and a

affirmative findinds.

aé




Arnother issue raised by the foregoing discussion is  that of
irection of causality. The view that relapse is {at least in

part) - a consaquence ot freguent cocntact with high EE velatives

15

is not shared universally even by those research groups who have
published positive findings. The alternative interpretations that

high EE is a reaction in some key relatives to living in close

comtact with a psychiatrically disordered individual, has also
been mooted: Brown et al (26) noted that in about one-third of

4 - g &g — o o PR X 11 .
relatives, level o1 criticism dropped appraciably following a

marked improvement in the discharged patient’'s condition. Yet for

. i . i . . (e . _
nothers the first of the intervention studies (Z7) firmly estab

ched direction of causality. Hirsch (38) for example, wrote

subhstantiated the casual effects of relatives’

sevpressed emotion on the relapsing schizophrenic. Nuechterlein =t

(25) similarly interpreted their data as supporting a direc-

3
L

Y

tional causative vole of EE on relapse.

; : s - indicates that ositi i
Qur research findings clearly P ive emotions

e very high among the family members of schizophrenic patients
a1

ho have relapsed This means that high negative expressed =2mo-
who ha 2 -

+icns which have been linked to frequency of relapse in schizo—
ol
. : =tarn studies reviewed above is not seen in
-en i tients in western
phrenic pat
tients. What could possibly account for this very dramatic
our patle . _
. i +1i motions, the patients are relaps-
. . ~ - 1te D‘f pOEltl\’e [ ]
findings? In Sp2
hat then is the factor in EE that contributes to relapse
ings wratc
. Crius emotions, then should  the relatives be
. . . = mositive emo .
and if it 13 pf

L2 ———
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Pthe rcause of these.

to have negative emotions? This is of couwrse vidiculous
heen said to ingrease relapse. Is it that Eelantan

ffected by EE scovres in terms af vre-

u

<3

patients are not reglly

lapse. If this is so, then there is no need to prepare a treat-

to reduce EE among family members, as it is

-

the majority of the families have low positive EE. What then is

The most likely cause to our minds is cul-

fure. The culture of Malaysians and specifically Helantansse are
1 pifferent from  those of the west and this certainly

ke

pom e = T
LA L LY

erent approach to patients .and EE as perceived

-+

results in a dif

. e - M o - - + 3 emem b Q - = — 1" v . - —
By the west may be different in ouwr patients. Ferhaps the compo

D

—— 1 . e e altered fTor Eelantan patients and
nents of EE itself needs *o be &ltie P
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Oth theoretical accounts are also necessary. Relatives’' ve-
f er =

i . - illness include a complex of fea-—

o ily member’'s ili
sponses to & Tamilly
) ] . -arc+ with one another. An  abbreviated
. ly interact Wil <

tures that dynamical

ese fa - e
outline of some of these factars &

cultural interpretations of the nature of the problem.
i) u
etations of the problem are their views of its

Relatives ' interp’

nd couwrse lariness caused by illicit drug
a

(2ug oy
nature, CaWse

1d improve if the patient exercised willpower). These
use that wou ‘ | "
mediate relatives’' emotional responses to the

ney . The wWOrkS of Edgerton (41) and Kleinman (42)
47w b

interpretations

problem (39,
il Classics on this topic.
o b r-\lDL]J_C\.?.... o
e as an‘th OP--' =)
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| . . .
2) Cultural meanings of kin relations. Relatives’' re-

’

zsponses to an ill family member are formulated in the context of

culturally prescribed definitions of family life that suggest

tes

among  kin.

Ul

appropriate patterns for interpersornal relation

have sometimes been characterized on a continuum

b

an individualistic orientation and a family orientation

i
)

4

! . )

| Family relations
i

|

| between

]

: ) Identification of cultural rule violations. Culturss

i

define what counts as behavior deserving of legitimaie criticism.

Identification of cultural rule violations (e.g.., Tailure to be

independent? varies in relaticn to the values, norms, and expec-—

Fations in particular settings and in accord with culturally

itimately exempt individuals fram

ined sitatuses that may legi

=t
H

Wl

criticism (44).

) Vocabularies of emotion. Cultures differentially con-

ol b0 4 4

.‘ i - i - | " . .
struct a universe of disCOUWrSE on emotion, or ethos, within which

the relatives’ responses to illness are articulated. Emotions

=

that are culturally salient (e.g., sadness as opposed to anger)
provide models that may shape how individuals might or should

. s . LE . 4b) .
fesl in a given situation (45, )

o T TR, N R s - RS S

i =) Relatives’ personality traits or predispositions.

: ~d

; : 1 be explored, variations in indi-
Lubject has yeat to f 4

A1l though the S

. . 1ity or temperament are common partial explanations

vidual persona

might display varying degrees of expressed

: -mlatives
for  why relatiy

i

45



emotion. (47) Responses indicative of high levels of EE mav also

be  partially explained by some degree of shared (and  possibly
_ rives and patients
genetic) vulnerability to pathology for rela

alike (48). Variations in relatives’ attributional styvles have

also been explored (49).

Degrees and kinds of patients’ psychopathology. It is
hypothesized that variatiors in degrees of patients’

pevchopathology @mighnt account Jor differences in relatives’

expressad emotion. This assumption undoubtedly holds mevrit  in

(e.g., extremely bizarre schizophrenic behavior);

howaver, empirical examination has repeatedly demonstrated a

nonsignificant relationship between severity of patients’ symp-

nd relatives’ expressed 2motion.

G

toms

73 Family interaction dynamics. Typical family patterns of
identification, communication, and separation can also be expect-

ed to shape relatives’ emotional responses to an  i11 family

member . Displacement of hostility, ridicule, protection, and

devotion, for erample, may vary in accord with individual family
dynamics. In a&addition, the socialization of particular family

dynamics may be cultuwrally mediated. In a study of schizophrenia
in rural IDreland, Scheper-Hughes (50) found that the voungest
sons were often expected to preserve the family's identity and
longevity. Failure to do so typically generated critical and

hostile reactions.




83 Attempts to socially control a deviant relative. Eux—
pressed emotion can be considered a behavioral intervention
strategy of families that is designed to restrict the objection-

AY

able activities and actions of a deviant family membsr (S1).

23 Availability and gquality of social supports. The compo-
sitional features of househeolds, including size and kin type, may
infiuence a relative’' s supressed emotion. For sexample, expressed
smotion may be higher among parents than spouses (8). In  an

Sustralian study (210, sxpressed emotion mdre successfully pre-

-

dicted relapse in single-parent households than in  ftwo-parent

homes . Social supports, like life events, migh mediate the impact

pxpressed emotion (S22,

100 Historical and political economic factors. It has been
ﬁsuggested that explanations for differences in sxpressed emotion
profiles may change over time (52). Changing social and sconamic
conditions may influence the emoticnal climate of a society in
general, with repercussions for how families veflect societal
attitudes towards individuals identified as deviant (33). There
is also evidence for differences in expressed emotion in relation

o social class (Sg)u

Cultural Interpretations of the Froblem.

Cultural conceptions of mental disorder - indigenous natiaons of

- o : — ] T e - - -
rhe nature, cause, and course of illness have long been a focus



gavereE Cases ki

‘possible cultural

to be out of

a1 though

tuiral

s a

of anthropological investigation (39, 40, 41, 42). To what =xtent
do cultural conceptions of the illness mediate expressed emotion
in families? Can such conceptions create a culturally legitimate
status that inhibits high levels of criticism? Is the cultural
iocus of the problem deemed t? be a personality problem, an ill-

tit .- xternal i
entity or an external malevolent agency? Several authors

ness
(24, 49) have identified this issue as important to the formation

of expressed amotion attitudes. The identification of this facter

specifically cultwal issue in psychiatric research has besen

slow in coming, however. ;
In studies of Mexican—descent relatives (39, 40}, the concept of

Aervins served as a cultinral label for schizophrenic illness. The

rerm nervios is in broad cultural use for a wide range of svery-—

day distress (e.g., schizophvrenia, depression?!. This inclusive

use of the term serves to destigmatize such conditions. Since

severe cases of nervios are not considered blameworthy or under

an individual’'s control, the person who suffers its effects 1is
-

 deserving of sympathy. support, and special treatment. Moreover

nervios are potentially curable. It is interest—
ing to note that Mexican—descent relatives do not adopt another
1abel for craziness, loco. As a loco. the

individual woLtld be much more severely stigmatized and considered

control with little chance for recovery.

such conceptions may be important, other'forms of cul-
knowledge may also mediate attitudes towards the 1illness.

aven Anglo-Americans who believe the praoblem to be a

=

[

For 2xXamp




lipsychiatric condition called schizophrenia may nonetheless simul-
||taneously believe that their relative is lazy (a cultuwrally based

;personality attribution), and this might inhibit any possible

llrecovery. That family views often combine broader culturzl knowl-

lmdge with more specific medical esplanations points to the fTact

that these interpretations are” complex and sometimes resilient in

the face of attempts to modify them throudh psychaeducational

orograms offered by psychiatric professionals or advocacy groups.

IS trroff (55) has noted that schizophrenia is typically conceived

laf as an "I am" dissase as opposed to an "I have" illness. The

+ that Mexican-descent relatives conceive of schizophrenia as

1fac

hervios a legitimate illiness that is outside the realm of per-—
* . :‘ -

may have a more salutary impact on personal iden—

rhat mediates the cowrse and outcome of illness (34).
i Cultural Meanings of kin Relations

Cultural meanings of family relations may differ along a continu-

'&m hetween & family orientation and an individualistic orienta-—

fion. In cultures at one end of the continuum individuals may see

themse lves primarily as member of a larger kin-based social unit,

behaving in wWays that appear to maximize the family welfare

relative to that of the individual. In cultwres at the other end,
incividuals may consider family bonds secondary to the pursuit of
:thpir own personal goals and actions. Shwedar and Bourne (56)

differences 1in terms o©of socioccentric as

_CDnceptualized such
!
;DppDSPd to egocentric definitions of the person. The sense of

=1F in relation to others is important in family settings in




outlining cultural preferences for affective and symbolic dis-
tancing. Although these formulations must be considered as ideal
types, they nonetheless are important to determining different
degrees of identificatieon, involvement and obligation that could

in turn affect responses to a relative’'s illness.

<t

.

Th a study of schizophrenia in Ireland, Scheper Hughes (50) found

that patients were often harshly rejected and extruded from

family s2ttings. Detracism by the family served to delimit the

soundar ies between self ancd others by :Dnde@ning what was consid-

ared unacceptably deviant. The criticism and rejection also

n

corved to  preserve the family identity as morally upstanding.

u

ang lo-—-Amer Lcan relatives may more sharply delimit boundaries

e tween the novmal angd the sick familvy members. For example, somne

Ang lo-American relatives said that they nad no personal experi-

ence or knowledge of their relative’s problem and therefore could

not "relate to" or identify with the relative (Z4):r Behaviorally,

this sometimes means that relatives feel guite uncomfortable

: E o T4 T 1y o o~ - .
spending much time together. Symbolically, the problem rzlative

comes to be identified as urnknown, foreign, and ‘“other". This

contrasts sharply with the family processes of identification

among Mewican—descent relatives. Defining the problem as nervios,

a comman condition that in its milder forms afflicts nearly

everyone, provides them a way of identifying with and minimizing

the problem by claiming that the i1l relative is "just like me,

only more so (L0 ).



Identification of Cultural Rule Violations

The behavior of individuals with schizophrenic illness can vio-—
late a host of cultwal norms and proscriptions. This is  perhaps
why in some societies, such as those of the Javansse of the
Fintupi aborigines of Australi, the same term is used for the
mentally ill and for young children, indicating that such persons

z

are nat . fully sccialized (43, 4é&). Edg

il

riton (443 has observed

that although societies may allow for accephtable diversity in

|lsoms  human conduct, one knows "when the limits of acceptable
|

l'variation have besn exceeded because the result is ‘trouble’ in

'

‘the form of complaints, disputes, accusations, recriminations,

| =
'

i

[

and  the like". Critical comments may be viewsd in this way - as

"1
in

ople with

iti

eomplaint abeout the perceived violation of rules that p

schizophrenic illaness may engage in with disquieting regularity.
| . - .
‘Shweder (57 underscored Freud’s identification of ‘criticism
i

(and related activities such as accusing and accounting) as the

|
o~

primary activity associlated with rules”. The criticism component
Il

‘of the euxpressed emoltion research - which empirically makes up
‘the lion‘s share of the construct - is valid for cross-cultural

research if it is grounded in a ageneralizable definition of

‘criticism as a negative response to cultwral rule violations.

A limitation of previous analyses of critical comments is that

reseparchers have considered that only two cading categories -

symptom behaviors and enduring personality traits - can adeguate-
iv  inform a gualitative understanding of the natuwre of critical




remarks. Thiszs analysis differs markedly from that develocpment for

Mewican—descent and &nglo—-American relatives, in which several

additional coding categories became essential, and praovides an
example of the limitations of expressed emotion research in the
absence of concern for indigenous perspectives (54). It is also

reflective of North American ethnopsychology since in the British

and Anglo—American analysis (I2), relatives’ preoccupation with

tpersonality reflects the broaderculitural and ethnopsychological

concern about the importance of individual character traits. This
i
t

analysis is not useful in the case of the Mexican-descent (and we

| . . Cas o .
mould suspect Indian) relatives, where criticism of relatives on

the grounds of personality defects is likely to be a less fre-

muent coccurrence.
|

This point serves to underscore how, in the absence of cross-

cultural comparative analysis, science risks reification of our
own cultural categories (S8). In analyzing the content of criti~

cal comments, do we code the data from the respective of the
frelativas who are motivated to make the critical comments or from

the perspective of the analyst who codes it”7 The anthvopolegical
|

{concern for the importance of perspective (the emic or indige-

nous categorization of meanings versus the etic or outside ana-

A
\

E
of critical comments. This has yet to receive adequate attention,

‘iyst's view) is crucial to the identification and interpretation

but we suggest that analysis of critical comments as complaints

about cultural vule violations may provide a more productive

i
HE

Hasis for crogss—culiural comparative analyses (4).




Vocabularies of Emotion

éltthéh mental disorder within the family may universally engen-—
der 'painful feelings among close. kin, substantial differences
@xist with respect to the natwre, intensity, and meaning of these
affects. Relatives necessarily draw upon implicit cultural knowl-—
edge of which affects should be expressed and under which condi-
tions they should be inhibited (3%). Sanctions for and against
the esxpression of certain emotions (such as anger manifest in
criticism and hostility) exist as part of Eﬁe culituwre s vocabu-
lary of amotion (46). Whereas some socleties (such as  those of
Tahitianse or Inuwit Eskimos) nearly alwavs censure the expression
of  anger, others, such as that of the Faluli of MNew Guinea, may
reguire  such  expressions in particular settings (60). Cross-
cultwral variations in the vocabulary of emotion must play a part
in the observed variations in expressed emotion orofiles, as

recorded for the British, Anglo-American, and Indian studies.
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csocial

lways similar to

CONCLUSION
Attempts to conceptualize EE have this far been largely re-—

stricted to a relatively micreoanalytic view af the characteris—

=

tics of patients and relatives on their interacticnal qualities.

These conceptualization are based on personality, attributional,

-

psychopathology, OF gocial control factors. We feel that these

orovide only partial understandings of EE and are primarily

veeful For intracultural analyses differentiating low and high

FE. We believe the general cross cultural wbkility of

-h

profiles 0

o
T

the component element of the E index should be considered in

any other research construct.

Substantial variations in EE profiles in different culturss and
among differsnt social classes is evidence against assumption of
a universally shared, psychobiologically given human response to
schizophrenic iliness. Instead, variation in EE profiles is more

properly understood within the context of psychocultural and

variation in relatives’' respanses to a family member who

suffers from schizophrenia.

‘we argue that the nature of pxpressed 2motion (in the form of

verbal criticism and emotional overinvolvement) is Clearly

-

grounded in cultural conventions, that is, it is culture specif-

ic. EE consists of two principal facters. Critical comments and

'emotional over involvement. Without a doubt, the natwe and

meaning of criticism and emotional averinvolvement are culturally

specific.

£
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Ouwr ‘study indicates that positive emotions including for critical

comments and emotional overinvolvement were high inspite of

lliving with difficult schizophrenia patients. As such this is

!

cultuwre specific. This is noi seen in other cultures especially
those in the west and the utilization of EE as proposed in the

west cannot be applied to our patients in order to reduce re-

{
|
lapse. another mode of trezatment that is culture specific needs

to be worked out and that requirss another full scale research.

-

)




RECOMMENDAT IONS

pressed emotion, understood in cross cultural perspective, can
contribute toward a reflective understanding based less on an
assumptiop of autonomows sentiments and actions and more on a
constellation of shared features.

1t is recommended that psychiatrists in Malaysia be well versed

with the culture of the patients as it has a very positive

bearing on the expressed emotions of patients relatives especial-
ly in Helantan so that they can formulate their psychosocial

troztment more appropriately.



- ACKNOWLEDGEMENTS

We would like to thank -

a)

Frof. Mohd Roslani b. Abd. Majid
The Dean of Medical School, USM

for his suppori and encouragement.

Dr Suarn Singh
The psychiatrist of kKota Bharu Beneral Hospital

allowing us te interview their patients.

The Research and Development Committee of USM

for granting wus permission and the fund to carvy

out this project.




REFERENCES

) Wanter J. Eupressed emotion in families. Hosp Commun ity
1374-380 .

@ Euipers L. Resgarch in expressed emotion. Soc Psychialtiry.
1987 :2R:12146-220 .

23 Erown GW. The discovery of supressed smotion: induction or
dedur tion? in Expressed Emotfion in Families. Edited by Leff J,

Yaughn C. New York, Guilford Fress. 19835.

) Jenkins JH. The 199f Stirling Award essay: anthropology,

suressed smotion, and schi ophrenia. Ethos. 1991:19:387-431.

R Brown B, Birley L, Wing JH. Influence of family life on

Eihe course of schizophrenia disorders: a replicaetion. Br J  Fsy-
) w oy 2 Py WA R |4

Chl.{:‘\'!:l_",’n 1772 1212841 258 .

. ff J. The influence of family
on tha course of p%yc - r
d

111nmqaa

Treeman WE.  Falleoon IR,
4 rmm1icatiaﬁ in Lalifor-—

) warno M, Jenkins JH, de la Selva A, Santana F, Telles C,
Lopez B, Mintz Jr Expressed emotion and schizophrenic outocome
AMOTY Mewican—aGmer ican families. J Nerv Ment Dis 12787:175:143~
Rl

Falloon IRH, Bovd Jh, Mo 5111 OW. Family Dare of schizo-

p iy

AFmET LE . O “-"nlmm_-o ving Approsch to the Treatmsnt of  Mental
1 h =
4

iness. New York, Suilfor

SEey L eflev H. Training professiocnals o worlk with familiss of
1L } =
chronic patisnts. Community Ment Health J. 1988:24:338-337.

1) Leff J. Family factors in schizophrenia. Fsychaitr Annals
1B 17 S4R-547 .
1E Mintz L, Liberman R, Miklowitz DJ, Mintz J. Euxpressed
amotion: a call for parinership among rela*lvesp patients and
wrofessionals. Schizophr Bull. 17987: 13:227-235.

13) Erown GW, Monck EM, Carstairs GM , Wing J. Influence of
family life on the ruu.se of schizophrenic illness. Br J Frev Soc
19:‘- 1 J’bd:izj:ﬁs ‘:8 o

oyt



Liy} Brown GW, Carstairs GM, Taopping ad jug b
ment of chvonic mental patisnts. Lancet .

15) Brown SW. Experiences of discharged chwvonic schizophrenic
mental hospital patients in vavrious iypes of living group. ™Mill-

1
Banik mem. Fund 8. 1FE9:37:105-1321.

Brown OW, Futter M. The measurement of family activities

143
and relationships: a methodologocial study. Huam. Relat.
19b6219:241 268, .

., Brown BW. The reliability and validity of meas-
iife and vrelationships in families con ]
t. Social Fsycohiatry. 1966:1:38-55.

2 Faunce EE. an evaluative review of  fTamily
S Family Frocess [I. o
155 Mirsch SR, Leff J. fbnormalities in Parents ot Sohizo-
mhrenics.  Mauds ey Fonograph No 22 London:  Oxford  University
CEress 1973
2000 Leff JF, Berkowitz, Shavit
oL, oA trial of Family therapy Voaa v
mia. British Journal of Fsychiatry
=3 Kottgen ©, Eonnichsen I, Mollenhawer H, Juwith B, Families
mich expreszad zmotions  and relassss  in young  schizophranic
Da%l@ﬁtb" results of the Hamburg-Camberwell family interview
study Il. Internaticnal Jowrnal of Family FPsyohilstry . 1984:5:71-
32 .
=2) MacMillian JF. Geld A, Crow 7J, Johnson &L, Johnstone EC.
Expressed emotion and velapse. British Jouwrnal of Pgychiatry.
1986:148:1358-143.
230 Koenigsberg HW, Handley R. Expressed emotlion: from predic-

tive 1na ¥ Lo ©

linical construct. American Jowrnal of Fsychiatry,
1984:14381361-1373

(_J

2407 Moline RA, Singh S, Morris A, Meltzer H. Family expressed
emotion  and relapse in schizephrenia in 24 uwrban  American  Fa-—
rients. American Journal of FPsychiatry.198%5:142:1078-1081,

251 Nuechterlein EH, Snvder kS, Dawson ME, Rappe 3, Gitlin M,
Fogelson MD. Expressed emotiorn, fixked dose Fluphenazine decanocate
ent onselt schizophvrenia. Fsvcocho-

c
335-637.

maintenance, and relapse in re
pharmacology Bulletin.1986:22:6

280 Letf JF, Wing NN, Ghosh A, Bedi H, Mencon D, HKuipers L,
¥orten A, Ernberg G, Day R, Sarforius N, Jablensky A. Eupressed
mmt~u and schizophrenia in Morih India IID. Influsnce of rela-

)

rives eBupressed emction on the course of schizophrenia in Chandi-
sk Journal of FPevochiatrv.1987:131 1165175,

el

oy

e




271 Letf JF, Wing NN, Bedi H, "encn D, Fuipers L, Horten '@,
Ernberg G, Day R, Sartorius 1, Jablensky A. Relatives’ eupressed
emotion and the course of schizophrenia in Chandigarh: a two—year
follow-up of a first contact sample. BEritish Jowrnal of Fsychia-
ey L1 PF0 1561301 T
28 Tarri@r f, Barrowclough O, vaughn CE, Hamrah JS, Forceddu
¥, Watts S, Freeman H. The wﬂmmun“hx management of schizophrenia.
British deinal of Fsychiatry.1988: 1532:532-542.
29 Tarrier M, Barvo owe lough C, Vaughn CE, Bamvrah J5, Foceddu
K, Watts S, F:pgm Ty m. menunltv management of schizophrenia: a
two  year tollow-uwp. itish Journal of Fsychiatry.1989:134:4683—
&H28 .
30 Harreleb L. FE Srigethy L, Siddey O, Fellizzer @&,
- AU : admission chizophrenia. British
Fupressed enobion ngJan, iZophrenia ritish
! e by s 3 SO -
Journal of Fsycohlas G R -
\ 5, Johnsten Hayward L: 3 tcllgxpreggnd T
y 5(1“:udhrwn’" ralapse. Archives of General
- - Hoiss 1 o b :
22, Lgmarty B, Anderson o, nelee tq“~~'u!ﬁbllrh 5
— L THESD T ha 0D, Madonia Mg and the EFICE Schiz Cohcen i
Sresnwald DR, Javna =ue F 4o woe lal Skills ke
O S -q“—auu"w»*uﬁ. WO kAL wmw Loiz L:aﬁﬂlnﬁ
Fesmarch Growsz. C&mLey REY - + o F bevoar by gn o b x %
- renancse - heno hher &0Y in rhe aftiercars reatment of
Aan ma intenants = R - T ~olled =t e lanse
One yaar affects 07 & gDn.(Dllad «tuiJ On TELADES
: i Archizves ot Genevral

™ -
SN L0

it
Echiwonht@nla
ol
y 523 -642 .

ey w‘-.:x—n:"d
FPovrhiatry . 17863 143
o —(-h »».DD"‘“ = ‘_\1
on predict re-
7—

f‘ L.

3 Frilips F. The Nithsdal
33 - O @ad e . .

oy nes ’XB e relabives high ﬁxmiﬂ%sed emo i
Vi ° ;. 1988132147

SUTYEY
r Eritish Jmuznal of Fsychiatry

laps=a?

cE. Cof qmant on mapter T iva. Intreatment it schizo-
4} }dd;hglly‘ﬁsgebbmwn and Inte\ventlan (ed. Goldstein ®MJ,
phrenia aim P by FT7
Hand 1, Hahlweg F).PP- 1786175

FE wﬁprcggea emotion in family relationships.

_— . 1 - “ e o7 - _ . o4 e .
iy viugngd Feychology and Fsychiatry.1987:13:157-1463.
Jowrnal 4 :

GW RBirley JL.T, Wing Ji. Influence aof family life
=6) Broar f srhizophranic disorders: a replication. British
on the course 0T =% T omo.121 124 1-258.

A

Jouwrnal of Fsvy« fia ¥ | |
ipers Lo nerkovits R, Eperlein-Fries R, Stur-
Ned ntervention in the families

Lef? I ial of social 1

st
1ed tri : .
gepn D. A rontgﬂ;nlc patients. British Journal es
z T
of chizaP PR
PSVchiatry jogerlalilsd |
| SR me"hmzo: ial fac tors 1in the cause and praven-—
tian o f @

EAYAN



Journal 1983 12841 150014601 .

370 Jenkins JH. Ceonceptions of Schizophrenia as a problem of

neErves: & 2 rcross-culiural comparison of Mexican—-fAmericans and

Anglo-Amar icans. Soc Sci Med.l1988:26:1233-1244.

40 Jernkins JH. Ethnepsychiatric interpretations of schizo-

phrenic illness: the problem of nervios within Mexican—-American

families. Cul® Med Fsychiatry. 1988:12:301-32%.

41) Edger ton RE. Conceptions of psychosis in four East &frican

Sorieties. Am Anthropologist. 1766:468:408-4235.

4e i ileinman A. Fatients and Healers in the Context oFf Cul-

furer  An  Exploration on the EBorderland  Between Anthropology,

Medicine and PFPsychiatry. Berkeley, University of California

Fress ., 17B0.

433 Murillo M. ThE Moy loan—Amar ican  family, iy Dhicanos:

Social and w~\rna-aa1 al FPerspectives. Edited by Hernandez C&,

Hauno M3 . Wagner M. St Louls, Moshy CV. 1978

i) Fdgerton RE ations and Social Order . Barbkelev,

\ l .: . 4 DF-\::' &0

University of Cali 1985,

45 Myvers F. BEmotlions and the s2lf: a theory of parsonhood and

mntivammi el g BURSTTI =i bl aborigines. Ethos 1979722450270,

440 Geerlbtz H. The vorabulary of smotion: & study of Javaness
i N \ ia by 3 QE0 a0 . 0E . 0

socialiration procEs5ES5. Fogychiatry. 199%9: =i

473 Kuipers . Expressed emchticn: & review. B J Saoc 1in

Fsyohai. 1979 :18: 237243 .

48 ) Goldstein MJ ., Talovic SA, Nueschterliein HH. Family interac—

Fions ve individual psychopa atholso cgy. Schizophr Res. 1991 :4 303~

304,

493 Hooley J. The naturs and origins of sipressed emotion, in
. o 5 =v s The s =
unders tanding Ma jor Mental Disords T e Qon \dbur1gﬁ of Family
Interaction FResearch. Edited by Hahlweg I, Goldstein MJ. New

Yoar k. Family Frocess Sregs. 1987
=500 Scheper-Hughes M Saints, Scholars and Schizophrenics:
Mental Illness in Rural Ireland. Berkeley, University of Califor-
nia Fress. 19579 .
1) Bresnley J: Bocial control and expressed emotion. J  Nerv
Ment Dis 1985:174:124-30.
e haff n C {eds): Expressed Emction in Families. New
VF e ron §e i 14 4 7..(3.1:' .
[ R DU IR A PR S = 2O
530 War e e Recovery  From  SochizophreniazFsyohiatry  and
Folitical Sconomy. Londan, Poutledge & Hegan Paul. 1985,

e — . e




1= /. T P T o eee e -

T4 . .gnkl s JH, hg:ncﬂﬂ de la Selva A, Bantana F: Expressed
emotion in cross-cultural context:familial responses to schizo—
phrenic illness among he"LLan wme1ACans, in Treatment of Schirzg-

phrenia. Edited by Goldstein M, Hand I, Hahlweg K. New VYork,

Springer-Verlag. 17864.

identity, and subjective experience of

539 Estroff SE: S&l1f,

schizophrania: in  search of the subjiect. Schizophr Bull.

1989:15:189-186.

G56) Shweder R, Bowne E: Does the concept of the person wvary

cross cultu a11V“ in Culture Theory:Essays on Mind, Self and

Emotion. Edlted by Shweder R, iz Vine R. New York, Cambridge

University Fress. 1784.

373 Chwader RO Rethinking culture and mcrrerg_1+u theory,
zzis and typology to hermenewtics and dynamics.

J;xt TIls from gen
Ethos. 1980:3:60-%4.

A3

Feychiatry., New York, Free Fress.

3: Rethinking F

b 28

=80 ¥ leinman
1985,

523 Shweder B8, Le Yine RA (sds): Dl iwre  Theory
TS Ry S1= o b R R Y e S
Mind Self and Emotion. Cambridge, Cambirioge Universi
i . &

1984,

ibssavs  on
ty Fress.

an  Eskimo Family.

in Ahger: Foir b

Tw !\i ) ',"

b3 Briggs Jo : ‘ - Lia
Cambi idge, Mass. rvard University Fress.

—— ————— —



AFPENDI X

Appendiyx 1

13 Adakah anda memarahi atau o .
e ! = a3 mengl:,; itik pnesa kit setia s L
dan masa? , Siap walktu

-

Adakah anda memberi tumpuan kasih dan savang vang ber lebi-

22
fan kepada pessakit?

31} Adalkah anda banghkang (jawab-mulut) pssalit secara berlsbi-
han’
&2 cah anda rasa tersangat vungsing/risew terhadap pesakit

dan penvakitnya™?

ahlaku/perangal pesakit dilusr toleransi anda?

5 Adakah tingk
i} Adakah anda tidak menitikberatkan sangat terhadap tingkah-
fidak baik atau Inar biasa 1tu?
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bl

. i
71 Adakal anda memberi tekanan kepada pesakit supaya mengubah

tingkah-lakunya®

pesakit didalam hibuwran be—

32 adakah anda selalu 3 =
i
!

?) Adakah anda selalu tidak puas hati dengaﬁ perangai/tingkah—
laku pesakit? :

10 Adakah anda menolong pesalkit berlebihan daripada sepatut-
nya’t ;
Adakah anda selalu meneguwr /menghkritik tingkahlaku  (peran-

i1 _
gai) sipesakit?

18) Adakah anda memberi perhatian yang sedikit kepada apa-apa

vang tibuat oleh pesalk it
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i anda eelalu sahalz rass marah terhadap perangai  dan

da mempunyal perhubungan yvang vapat/baik¥  dengan

-

i) Adakah anda suka memaksa pecakit supava menerims segals

1
buah fikiran/perndapst

iu bertoleransi dengan nesakit walaupun dia

1&3 Adakah andz sela e
tidal dengar cakap anda”
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17 Adabkah  anda memLunyssl secibklit 2angat perasaan simpatit,
terhadap
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anig menegur pesakit walaupun ias mem—

27 Adakah anda mempunyal kwrang torelansi  terhadap gejala-

gejala pesakit?

a sahajia vang ada demi untuk

30 Adakah &
merawat pesakit?
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