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ABSTRACT

This study examines the concept of Expressed Emotion (EE) and tests
the utility of an attributional model in understanding why individual
relatives differ in their responses and attitudes to schizophrenia
sufferers, and how causal beliefs of family members might mediate
relapse in patients. The model proposes that relatives look for causes
to explain the patient's symptoms and other negative events
associated with the illness; that illness variables and the perceptions
of the relatives about the iliness will influence the amount of causal
search and the type of attributions which the relatives make; and that

certain kinds of attributions may be predictive of patient relapse.

The spontaneous attributions of relatives about negative events
associated with the patient and the illness were assessed from
audiotaped Camberwell Family Interviews using a modified form of
the Leeds Attributional Coding System after developments to the
method of extracting attributional statements. 60 relatives were

included in the study.

The results of the study supported the attributional model: high EE
relatives made more attributions about illness than did low EE; and
within the high EE group there were differences in the sort of beliefs
that the relatives held. The attributions of relatives with marked EOI
were similar to the low EE group with problems attributed to factors
more external to and uncontrollable by the patient. On the other hand,
relatives with high criticism gave more causes internal to the patient

whilst the hostile relatives also tended to perceive the causes to be



controllable by and personal to the schizophrenia sufferer. lliness
chronicity and severity was associated with more causal search, but
the relatives' subjective experience of the problems was a better

predictor of the direction of their beliefs.

The study found that attribution variables were better predictors of
patient relapse at nine months follow up than were EE measures.
Finally, although relatives made very few attributions which invoked
their own causal role in illness events, it was found that such beliefs
were reliable predictors of emotional problems in the relatives

themselves.
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1 INTRODUCTION TO THE STUDY

This study is concerned with understanding the psychological factors
which contribute to relatives' response to schizophrenic illness.
Specifically, it focuses on relatives' Expressed Emotion and looks at
the utility of an attributional model in understanding why some
relatives respond with criticism or hostility or emotional
overinvolvement to a person suffering from schizophrenia. The study

also looks at factors influencing relatives' personal distress.

Expressed Emotion (EE) in relatives has been demonstrated to be a
powerful predictor of schizoprenic relapse in patients residing with
families: a patient who has had one episode of schizophrenia is more
likely to have a subsequent episode if living with a relative assessed
to be high EE. There has been over 30 years of research in the field of
EE, with a proliferation of papers in the last decade, but many aspects
of the EE concept and its mechanism in relapse are poorly understood.
This introduction to the study will look briefly at the concept and
measurement of EE, and attempt to summarise what is known about
its nature. The case for it being best viewed as an index of coping
responses to the illness events will be argued; and the theoretical and

empirical rationale for the role of causal beliefs in determining such.
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coping behaviours will be discussed. An attributional model for the
development of EE will be put forward, leading to specific hypotheses
which the study will attempt to test.

1.1 THE CONCEPT OF EE AND RELAPSE IN SCHIZOPHRENIA

The concept of EE originated from the work of George Brown and his
colleagues in London in the 50's (Brown, Carstairs and Topping, 1958)
and the finding that patients discharged after more than 2 years in
psychiatric hospital did better, in terms of reduced risk of hospital
readmission, when they stayed with siblings or in lodgings than if
they lived with parents, wives or in large hostels. A second study
(Brown, Monck, Carstairs and Wing, 1962) assessed "emotional
involvement” in the homes to which patients were discharged and
found readmission rates to be much higher for patients returning to
"high emotional involvement homes". Further studies were not
conducted until refinements had been made to the assessment of
relatives' "emotion" in the form of the Camberwell Family Interview
(CFl) and the Expressed Emotion (EE) scales (Brown and Rutter, 1966;
Rutter and Brown, 1966); and the Present State Examination (PSE)
(Wing, Cooper and Sartorius, 1974) was available for standardised
assessment and diagnosis of schizophrenia in the patient. These
assessments were used in the 1972 prospective study (Brown, Birley

and Wing, 1972) which found a significant association between
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relatives' EE and patient relapse in the 9 month follow up period.
Three scales of EE were found to be associated with relapse rates:
critical comments, hostility and emotional overinvolvement. When
these components were combined into a single index of EE and
relatives classed as either high or low EE, this gave the best

prediction of relapse.

A further study (Vaughn and Leff, 1976a) replicated the 1972 work,
using an abreviated version of the CFl, with the same results. Two
factors were found to modify the relationship between EE and relapse:
adherence to maintenance medication and lower contact with the
relative appeared to reduce the chance of relapse in patients living
with a high EE relative. Since the 1976 research, 9 further studies
around the world have looked at the association between EE and
relapse in schizophrenic patients discharged from hospital to live

with relatives. The outcome of these, in terms of relapse and EE, have
been summarised (Tarrier and Barrowclough, 1990). Across all the
studies conducted, 613 patients were followed up during the post
discharge period of 9 or 12 months; of these 52.3% were living in high
EE households. Fifty-three percent of patients living with a high EE
relative relapsed compared with 23% of patients living with a low EE

relative. Two studies (MacMillan, Gold, Crow, Johnson and
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Johnstone1986; and Dulz and Hand, 1986) have argued against the
association, but there remains strong and consistent evidence that EE

is related to relapse in schizophrenia.

1.2 THE MEASUREMENT OF EE

EE is measured from an audiotaped semi-structured interview (the
Camberwell Family Interview (CFl)) conducted with relatives residing
with the patient (Vaughn and Leff,1976b). Its association with
relapse has been established when the interview is conducted at the
time of the patient's hospitalisation for a schizophrenic episode. The
abreviated form of the interview takes about one and a half hours to
administer. The relative is questioned about the history of the
problem as perceived by the relative, about events associated with
the recent iliness episode, the occurence of irritability or arguments
in the household, the paﬁent’s behaviour and symptoms in the three
months prior to hospitalisation, and the impact of the illness on
themselves and family members. Five EE scales can be scored from
the audiotaped interview: critical comments (a frequency count);
hostility (a 4 point scale); emotional overinvolvement (EOI) (a 6 point
scale); warmth (a 6 point scale); and positive remarks (a frequency
count). The scores from the first three scales are used to categorise

the relative as high or low EE and are briefly described below:
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critical comments are statements of dislike, disapproval or
resentment of patient behaviour and can be rated on content (e.g. "She
never cleans her room, and that really annoys me") and/or tone of
voice (e.g."She never cleans her room, although she's got all day to do
it"). Criticism assessed from voice tone takes into account vocal

styles of criticism for individual relatives.

hostility is rated for remarks indicating a more generalised

negative feeling about the patient him/herself, as opposed to

criticism of specific behaviours. Frequent criticisms by themselves

are not sufficient for a hostility rating. A score of 1 on the hostility
scale is given for generalisation of criticism (e.g. "He never does
anything in the house. That's typical of him, he's a really selfish and
lazy person"); and a score of 2 for a rejecting remark (e.g. "Sometimes
I wish I'd never see him again, then we'd all be a lot happier"). A score
of 3 is given when there is evidence of both generalisation and
rejection.

emotional overinvolvement (EOI) is scored on the 6 point scale

for aspects of: exaggerated emotional response to the illness (e.g.
dramatisation in recall of events "It was the worst few days of my

life. It was me that needed to go to hospital by the time we got him
admitted ! "); observed or reported emotional upset (e.g. crying during

interview, reports of lack of sleep through worry); markedly



overprotective behaviour (e.g. monitoring and supervising the person);
or self sacrifice (e.g. giving up social life or job to spend more time
with the patient, suffering financial hardship to give them money,

even when its squandered).

If the relative scores 6 or more critical comments, or 1 to 3 on

hostilty, or 3 to 5 on EOI, then the relative is categorised as high EE.
Relatives can be high EE on more than one scale; critical comments
and ratings of hostility are significantly correlated and hostility is
rarely present in the absencle of high criticism; and criticism is
usually the more common dimension to score above high EE threshold
(Vaughn et al, 1984). A score below all of the thresholds is classed as
low EE. The measure of EE can be assessed reliably by raters who

receive approximately one month of training (Hooley, 1985).

1.3 HOW DOQES EE EFFECT PATIENTS ?

Very little is known about how this measure of verbal report and tone
of voice is translated into a mechanism which increases patients'
chances of relapse in the short term. The assumption is that the
measure reflects some continuing adverse features in the home
environment. The stress-diathesis concept of Zubin and Spring (1977)

is used to explain the link between high EE and relapse, and the
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general hypothesis is that high EE is indicative of psychosocial
stress: as such it is capable of triggering a schizophrenic illness in
vulnerable individuals ( Leff and Vaughn, 1985 ). On the other hand, it
is suggested that low EE may not only indicate the absence of such
stress in the home environment, but the active facilitation of stress
reduction (Leff and Vaughn, 1985; Vaughn, 1986).

There are three areas of research used to support the general model of
the adverse affects of high EE relatives on schizophrenic patients:
psychophysiological studies of patients' arousal in the presence of
relatives; intervention studies designed to reduce relapse by
improving relatives' coping strategies; and studies of interactions
between patients and relatives. These will be summarised briefly
below:

Psychophysiological studies: The rationale for these studies came
from the ideas of George Brown that under or over stimulating
environments would result in increased levels of arousal; living with

a high EE relative would be over-stimulating resulting in increased
arousal levels which would then lead to the recurrence of positive
schizophrenic symptoms (Tarrier,1989). Comparing patients who are
tested in the presence of their high or low EE relative, it has been
found that patients with high EE relatives have a higher frequency of

skin conductance responses (Sturgeon, Turpin,Kuipers, Berkowitz and



Leff,1984), a higher level of skin conductance level (Tarrier,
Barrowclough, Porceddu and Watts, 1988a), or they show less
adaptation (less decrease in arousal) after the relative enters the
room ( Tarrier, Vaughn, Lader and Leff, 1979; Tarrier et al,1988a). The
electrodermal differences were not maintained at later testing, nor

do the data suggest a decrease in arousal to be associated with a
change in relatives from high to low EE status (Tarrier, 1989). ltis
argued that the stress of the initial testing provides a more sensitive
context for the measurement of arousal to high EE relatives, and that
changes in tonic arousal may be very slow to change, even when the
stress of high EE has been reduced. The studies provide some support
for high EE being a stressor and operating on patients' arousal levels,
but don't attempt to examine the nature of the stressful stimulus.
Intervention studies: Several intervention studies with relatives

of schizophrenic patients have now been published: theoretically, it
has been argued that if the EE status of relatives is lowered through
intervention and there is an associated reduction in the patients
relapse rates, then the evidence for a causal relationship of EE in
relapse is strengthened. A number of studies have provided this
evidence: Leff, Kuipers, Berkowitz, Eberlein-Fries and Sturgeon
(1982); Hogarty, Anderson, Reiss, Kornblith, Greenwold, Javna, and

Madonia (1986) and Tarrier et al (1988b ) all demonstrated a



reduction in EE following interventions and its association with
reduced relapse in patients; whereas one unsuccessful intervention
(Kottgen, Sonnichsen, Mollenhauser and Jurth, 1984) showed no EE
reduction. Although the nature of the interventions differs in the
studies, a common goal is to reduce stress and improve coping
stategies in relatives. Thus it may be argued that stress and poor or
ineffective coping skills characterise high EE relatives and these
difficulties mediate relapse. However, in a review of EE research,
Kuipers and Bebbington (1988) point out that when interventions
include working with patients, reductions in EE may be secondary to
patient improvement rather than due to primary and beneficial
changes in the behaviour of the relatives.

Interaction between patients and relatives: Given the evidence
for a causal relationship between EE and relapse and that this results
from increased arousal, studi’es have attempted to investigate how
this stress translates into interactions between relatives and
patients. Vaughn and Leff (1981) suggested that 4 response styles
could be identified from the CFls of relatives classed as high EE in the
1976 study. These were: intrusiveness; dramatic response to the
patient's illness; less likely to believe that the patient is ill; less
tolerant and exerting pressure for the patient to behave normally.

There are no published observations of relative - patient interactions



in naturalistic (home) environments, but laboratory studies do

suggest that there are measureable differences in communication
patterns when high and low EE relatives are compared. Using the
measure of affective style (Doane, West, Goldstein, Rodnick and
Jones, 1981), it has been found that relatives who are high EE on the
critical comments scale make more critical comments toward the
patient during interaction tasks (Valone, Norton, Goldstein and Doane,
1983; Hooley and Halweg, 1983; Miklowitz, Goldstein, Falloon and
Doane, 1984; Strachan, Leff, Goldstein, Doane and Burtt, 1986;
Hahlweg, Feinstein, Muller and Dose, 1989) and those who are high on
EOI make more neutral intrusive statements (Miklowitz et al., 1984).
Kuipers, Sturgeon, Berkowitz and Leff (1983) found that high EE
relatives spent more time talking to and less time looking at the

patient than did low EE relatives.

The three lines of investigation briefly described above: arousal in
patients and EE, interventions to reduce EE, and behavioural correlates
of EE have all contributed evidence for the validity of the EE measure.
Thus high EE relatives have been shown to contribute to patients high
arousal, to be critical or intrusive when interacting with patients,

and to be amenable to change (improved coping responses) resulting in

better outcome for patients. The evidence that low EE actively



25

reduces stress in patient environments is weaker. Essentially support
for this hypothesis is limited to the extensive but purely descriptive
accounts of Vaughn and Leff ( eg. Vaughn and Leff, 1981; Leff and
Vaughn, 1985; Vaughn, 1986), and some evidence from the laboratory
studies on relative-patient interactions. Halweg et al., 1989 found

that low EE relatives emitted more statements that were positive for
problem solving and accepting of the patient, and that their non verbal
behaviour was more positive to the patient. It is important to note

that it is the absence of high EE responses rather than the presence of
a positive low EE response which measures low EE. Thus it could be
argued that low EE relatives may be characterised as being less
reactive to the illness and showing little change in their behaviour to
the patient from the pre-iliness pattern. What is it that causes some
relatives to change or to display high EE attitudes and behaviours? Is
the measure independent of patient variables? The review will now
focus on what is known about patient and relative variables in

relation to EE in order to address these and related questions.

1.4 EE AND PATIENT OR ILLNE HARACTERISTI
The question of whether aspects of the patient's condition and
behaviour cause or mediate relatives' EE has received some attention

and discussion. It has been addressed by looking at measures such as



behavioural disturbance, severity of symptoms, and illness chronicity

in relation to the EE index, as well as the stability of the index over
time. Additionally, recent studies have looked at the patient's role in
interaction sequences with relatives.

Severity of symptoms: Measures of the severity of the patient's
symptoms have been assessed from psychiatric assessment scales or
diagnostic interviews. The general finding has been a lack of
association between symptom severity and relatives' EE or patient
relapse (Brown et al., 1972; Vaughn and Leff,1976; Miklowitz,
Goldstein and Fallon, 1983; Vaughn, Snyder, Jones, Freeman and
Fallon, 1984; Anderson, 1986; Nuechterlein, Snyder, Dawson, Rappe,
Gitlin and Fogelson, 1986; Goldstein, Miklowitz, Strachan, Doane,
Nuechterlein and Feingold, 1989). However, one study which examined
the relationship of both negative and positive symptoms to EE found
higher ratings for both groups of symptoms in patients of high EE
families (Glynn, Randolph, Paz, Leong, Shaner and Strachan, 1988). The
authors argue that previous studies which report negative

associations between EE and psychopathology looked at overall
pathology using using composite scores from rating scales rather than
subtypes of symptoms as in their study. Duration of iliness episode is
unrelated to EE (Brown et al., 1972; Mintz, Nuechterlein, Goldstein,

Mintz and Snyder, 1989).



Behavioural disturbance: Behavioural disturbance is measured
largely from relatives' reports. Brown et al., 1972 found that work
impairment and behavioural disturbance prior to hospitél admission
was closely related to EE (correlations of .73 and .82) and to relapse.
Although they established with the data that these patient
characteristics were insufficient to cause relapse, their findings did
suggest a relationship between EE and patient disturbance: 75% of the
study cases fell into the high EE/disturbed or low EE/ not disturbed
categories. This relationship was not found in a study of young first
episode patients where disturbed behaviour was not related to

critical comments in relatives( MacMillan et al, 1986), but
measurement differences (what constitutes disturbed behaviour)
could account for the different findings in the studies.

Stability of EE: It has been demonstrated that a substantial
proportion (25 to 50 %) of high EE relatives change to low EE without
intervention when followed up for periods of 6 months to a year
(Brown et al.,1972; Dulz and Hand, 1986; Hogarty et al., 1986; Tarrier
et al., 1988b). Few relatives (.17 to . 5%) change from low to high
status in these studies over this time period. The strongest evidence
for the patient's behaviour being a determinant of EE comes from
studies where improvement in the patient's condition at follow up has

been associated with most reduction in critical comments (Brown et
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al.,1972; MacMillan et al.,1986). Brown and colleagues were led to
conclude from their findings that patient behaviour was one of the
strongest determinants of EE.

Chronicity of illness: Length of time since iliness onset (Brown et
al., 1972) and history of hospitalisation (Miklowitz et al., 1983) did
not relate to EE. However Birchwood and Smith (1987) point out that
there is evidence from Brown's study that low EE is more common in
relatives of those experiencing first rather than subsequent episodes
of schizophrenia, and this finding was confirmed in the intervention
study by Tarrier and colleagues (unpublished data). These findings
might be explained by patients of low EE relatives having a reduced
chance of subsequent relapse, but an alternative hypothesis is that
high EE behaviours develop with illness chronicity (Birchwood and
Smith, 1987). In the study of EE in relatives of young, first episode
patients MacMillan et al. (1986) found very few relatives with marked
overinvolvement.

Patient-relative interaction studies: Hahlweg et al (1989) used
sequential analysis of family discussions to examine both patient and
relative behaviours. They found that high EE families built up patterns
of negative escalation and that the patient contributed to the
development and sustainment of such escalation just as much as the

relative.
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Much evidence has been put forward in the literature to establish that
EE is a measure independent of patient characteristics, and thus its
association with relapse is not an artifact of illness severity.

However, there is some evidence that patient or illness variables

may be important factors in relatives' responses: patient behaviour
may contribute to relative behaviour in interaction studies, some
aspects of high EE are responsive to symptoms and covary with active
symptomatology, and high EE may develop with iliness chronicity. In
developing the case for high EE being a response to the illness, it is
important to differentiate between the 'objective’ measures of

sypmtom severity assessed by independent medical personnel, and the
'subjective’ reports of disturbance obtained from relatives' reports.

The former have been used most frequently in the research and have
shown no association with EE. The latter have suggested some
relationship, but may be contaminated by relatives' attitudes and thus
in part reflect the EE measure itself. However, it may be misleading

to dismiss these relative reports on the grounds of biased perception
of sypmtomatology. Psychiatric measurement of symptomatology is
limited in its assessment and takes into account a small sample of
observed patient behaviour and what the patient is prepared to report

verbally. Falloon (1988) points out that because the florid symptoms



of schizophrenia are essentially cognitive phenomena and are not
linked in a highly specific way to overt behavioural disturbance it is
unsurprising that they are not linked closely to response patterns in
relatives. It could also be argued that relatives see a greater range of
patient behaviours over a longer time period and there is some
evidence that institutional and domestic views of patient disturbance
may differ (Hewitt, 1983). The evidence for the role of patient
behaviour in EE needs to be viewed with caution, but we might
conclude that a high EE response seems to be associated with
relatives' perceptio'n of greater behavioural disturbance and that the
reduction of EE with patient improvement argues for some validity of
their observations. There is some evidence from a study by Mintz,
Nuechterlein, Goldstein, Mintz and Snyder (1989) that high EE
relatives' perceptions of symptomatology may be more valid than
those of low EE relatives. In a study of first onset schizophrenics it
was found that the estimates of duration of illness prior to
hospitalisation made by low EE relatives diverged sharply from 'best
estimates' derived by the researchers from a number of sources,
whereas those made by high EE parents agreed with the 'best
estimates'. This finding raises the possibility that low EE relatives
underestimate the patient's symptoms or behaviours ‘and is consistent

with the suggestion raised earlier: that low EE relatives are less



reactive to the illness and consequently show less behaviour change.

1.5 EE AND RELATIVE CHARACTERISTICS

Most of the research on relative characteristics and EE has sought to
validate the measure by assessing factors closely associated with the
measure itself: thus from the interaction studies we know that
relatives who express critical comments in the CFl are critical in
interactions; relatives high on EQI are more intrusive. Very little is
known about what causes criticism or overinvolvement to occur in
some relatives and not others. However, EE's lack of relationship to
assessed symptom severity and the assumption that it has an enduring
influence in the patient's environment has led to the idea that it
represents a trait-like characteristic to react in particular ways.
Vaughn (1986) suggests that EE, when measured at the time of
hospital admission, represents a potential to respond in a
characteristic manner particularly at the time of crisis for the

family. She argues that this does not preclude fluctuations in EE
levels over time: when their emotional response is in "direct reaction
to the patient when ill", then good patient recovery will be followed

by a lowering of the relative's EE, particularly the number of critical
comments. This idea fits the data on patient improvement and

criticism reduction in the 1972 study. She suggests that the
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pre-illness relationship between patient and relative will affect the
criticism scores, in that those with a good pre iliness relationship
will tend to criticise symptom behaviours, whereas others will focus
on criticism of behaviours predating the illness. This hypothesis
would seem to make good sense, but has not been investigated
empirically and does not account for overinvolved behaviours.

One aspect of relationship quality, the warmth of the relative to the
patient, is measured in the EE scales (although it is not used in the
high/low index) but has received little attention in research. Brown et
al. (1972) reported that warmth was negatively correlated with
criticism and hostilty and positively associated with EQIl but was not
a necessary condition of EOI: only half those rated as markedly warm
also showed overinvolvement. Tarrier et al (1988b) found no
significant differences in warmth ratings between high and low EE

relatives.

1.6 CONCLUSIONS FROM RESEARCH CONCERNING THE NATURE OF EE
From the review of the literature on the nature of EE in the three
preceding sections, some general themes may be summarised:

1. There is evidence that high EE relatives may contribute to

increased patient arousal, be critical or intrusive in their

interactions with patients, and have poor or ineffective ways of
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dealing with problems which are amenable to change.

2. Although EE may contribute to patient relapse independently of
patient characteristics, patient or iliness variables may be important

in the development of EE; and higher criticism may reflect poor
pre-illness relationship.

3. High EE in relatives has been viewed as a trait-like response to
crisis, but there is little theory or research to help understand why
some relatives are high EE and some low. In descriptive accounts of
EE, low EE relatives are characterised by their responsiveness to
patient needs, their empathy and understanding of the problems and
their effective strategies for dealing with difficulties in supportive

but non intrusive ways (eg. Vaughn, 1986). It has been suggested here
that low EE relatives may be less responsive to the illness,
underestimate changes or problems in the patient behaviour and show
little change in their own interactions or attitudes to the patient

from the pre-illness relationship. Conversely, high EE relatives
perceive more problems and show changed responses in an attempt to
cope with the difficulties, albeit these changed responses have
negative consequences for the patient suffering from schizophrenia.
This idea, that high EE represents functional value to the relative in
the face of severely distressing life events, will be developed in the

next section.
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1.7 EE AS A COPING AND CONTROLLING RESPONSE

Irrespective of whether EE is viewed as a state or a trait, high EE is
most usefully conceptualised as a response to the schizophrenic
illness. It has been argued here that this response represents a change
in the relatives' behaviour in order to cope with the negative
consequences of the illness. Koenigsberg and Handley (1986) have
suggested the two important dimensions of EE, emotional
overinvolvement and criticism, might be inherently different, and that
EE is a binary rather than unitary construct. Criticism and
overinvolvement may be distinct types of attitudes and behaviours,

but they can be unified as indices of coping responses: on the one hand
an attempt to change the patient through negative feedback (criticism
with the implication that the patient could do better) and on the

other to limit the patient's behaviour by doing things for them and
intervening (intrusion and self sacrifice with the implication that the
patient can do better with the relative's assistance). Hooley (1985)

and Greenley (1986) have independently suggested that high EE
attitudes may be conceptualised as reflecting attempts to control
events through restoring or changing the patient's behaviour, and this
theory usefully summarises the two EE dimensions and suggests a

common effect. Moreover, it leads these researchers to suggest
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testable hypotheses which may contribute to the understanding of the
psychological processes involved in EE:

1. Hooley suggests that measures of locus of control might reveal
differences between high and low EE relatives; and patient behaviours
perceived as being amenable to external sources of influence would
more likely be targets for relatives' attempts to control, and thus be
more often associated with criticism.

Direct tests of these hypotheses have not yet been reported. However
Hooley, Richters, Weintraub and Neale(1987) argued that the negative
symptoms of schizophrenia would attract more internal to and
controllable by attributions from their relatives, since these

symptoms involve deficits in behaviours that the patient was
previously able to perform. They tested this suggestion by comparing
the symptomatology of mentally ill patients in distressed and non
distressed marriages and found that the spouses of mentally ill
patients reported significantly higher levels of marital satisfaction
when there was a predominantly positive symptom profile ( that is,
symptoms such as delusions and hallucinations). The authors
acknowledge the many shortcomings in the design of this study in
testing their hypotheses; for example, they did not measure perceived
controllability of symptoms. However, the study does represent an

attempt to introduce the idea that causal beliefs influence relatives'.
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response to mental iliness.

2. Greenley suggests: a. The more anxious and fearful the relatives in
response to the illness, the more likely they are to attempt to control
(change) the patient's behaviour. High EE will be seen in more fearful ,
anxious families. b. Relatives who view the patient as ill will be less
likely to see the patient behaviours as under voluntary control, and

less likely to cope by using social control.

Greenley analysed previously unpublished data from the Brown et al.,
1972 study to test his hypotheses. His findings supported his theory:
high EE was associated with more fearful and anxious families; and
when the patient was not seen to be mentally ill, anxious and fearful
families were more likely to be high EE. Greenley's work has
methodological limitations but is important in suggesting that two
factors might influence the development of high EE. Firstly that
distress in relatives themselves is likely to initiate coping
behaviours; and secondly that high EE, as an attempt to cope with
problems by exerting control, results from the combination of
distress in relatives and a lack of illness attributions about patient

behaviour.



1.8 D ATTRIBUTIONS OF RELATIVE

1.81 The attributions of relatives

Vaughn and Leff have frequently discussed characteristics
distinguishing high and low EE relatives in terms of their attitude
towards the legitimacy of the illness, and the relatives' expectations
about the patients' functioning (Vaughn and Leff, 1981; Leff and
Vaughn, 1985; Vaughn, 1986). From the 1976 study they report finding
that relatives who were rated as high EE tended to view bizarre and
difficult behaviour in patients as being deliberate or at least
controllable, while in contrast low EE relatives believed that such
behaviours were a legitimate part of the illness. No quantitative data
have been used to support this distinction, but the ideas and results
from the work of Hooley (1985) and Greenley (1986) described above
indicate that an attributional model of EE whereby causal beliefs
about the nature of the patient's problems or about specific types of
problems influence coping responses or mediate attempts to control
the iliness might provide a theoretical framework for investigating
these ideas.

Brewin (1988) discusses the role of cognitive influences on social
exchanges and suggests the utility of attribution theory in
understanding the development and modification of EE. Unlike Hooley

and Greenley whose study perspective was the nature of control in EE,
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Brewin's theoretical starting point is the attributional analysis of
emotions by Weiner (1985a) whereby causal beliefs about negative
outcomes for other people are considered to be instrumental in
producing specific emotional states. Weiner proposes that anger
towards another person is experienced when a negative outcome is
attributed to a cause controllable by that person; pity arises when -
th?éz;uses are perceived as external and uncbntrollable by them; and
guilt when the causes are seen to be internal and controllable by
oneself (the observer). By reléting and equating these responses to
aspects of EE, Brewin, MacCarthy, Duda and Vaughn, (1988) suggest
that different patterns of emotional response may lead to on the one
hand criticism and hostility (arising from anger), and on the other

hand emotional overinvolvement (from the underlying emotions of
guilt and pity). In an unpublished study (Brewin et al, 1988) which
used the analysis of attributions about the iliness, symptoms and
behaviours of the patient spontaneously mentioned by the relatives in
the Camberwell Family Interview, some correlational support for
these hypotheses was found. Hostile relatives made more internal and
personal to the patient attributions, while overinvolved relatives
emphasised universal and uncontrollable causes. The authors point out
the limitations of the study, including the small number of relatives

who had low criticism scores, the extensive overlap of criticism and
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overinvolvement within relatives, and the absence of low EE relatives.
Thus it was not possible to compare high EE responseé with low EE.
However the study was important in demonstrating that relatives
spontaneously verbalised attributions about illness events, and in
showing that there was an association between causal beliefs and EE

in the predicted directions.

1.81Attribution theory and its relevance to EE

Greenley, Hooley and most particularly Brewin are the only workers
to have looked at the role of causal beliefs in relatives' response to
mental illness. However the study of attributions has a vast
literature. In a review of attributions in marriage, Berley and
Jacobson (1984 ) describe the field of attribution research as
"diffuse, wide ranging, and... characterised by an abundance of
reviews, reformulations and additions". Brewin and colleagues have
provided some evidence that the attributions of critical and
overinvolved relatives may differ. The aim here is to select and |
summarise aspects of attribution work which may be relevant to
understanding the factors influencing the causal beliefs in relatives'

response to schizophrenic iliness.

1. The functional role of causal beliefs: A central assumption of .



attribution theorists is that individuals use causal explanations to
understand, control, and master their environment (Forsterling, 1988).
In this way, attributions are seen as functional and as mediating
controlling or coping responses. One deduction from this theory is
that they will covary with different types of reactions to stressful or
negative events. In the case of schizophrenic illness, relatives'
different responses to the iliness events may be influenced in part by
their explanations of the changed behaviours in the patient. A second
deduction is that, regardless of whether the reactions are judged to
be ineffective or poor coping responses, they may be viewed as
functional and to result at least partly from a causal search as to the
nature of the problems.

2. Negative events and spontaneous causal search: Attribution
research has attempted to specify when people make attributions for
events (Weiner, 1985b). One major determinant of the onset of
spontaneous causal search is the occurrence of a negative event (Wong
and Weiner, 1981).

Since the events pertaining to schizophrenic iliness in a family
member will be universally seen to be negative, one would predict
that all relatives in close contact with the patients will engage in
causal search. There may also be a relationship between how negative

the events are perceived to be, and the amount of causal searching



done by relatives. In the case of attributions about one's own illness,
then the more severe the illness, the greater the number of
attributions for its origin are given (Turnquist, Harvey and Andersen,
1989).
3. Outcome - dependent affective states: Theorists have
maintained that beliefs are sufficient antecedents of feeling states
(e.g. Weiner (1985a) in the area of achievement, and Abramson,
Seligman and Teas%dale (1978) as regards helplessness). However this
does not exclude affective states being the direct result of negative
“outcomes. For example, Weiner (1985a) cites quality of life research
findings where unhappiness, satisfaction and frustration were related
to objective measures of life outcomes, and were independent of
attributions.
High levels of distress have been reported in relatives of
schizophrenic patients (Creer and Wing, 1974; Gibbons, Horn, Powell
and Gibbons,1984; MacCreadie and Robinson, 1987; Bland, 1989) and
these studies report on the severity and extent of family problems
associated with the illness. Although negative symptoms may be the
most common problem for relatives (Runions and Prudo, 1983),
Gibbons et al, 1984 found that behaviours causing families the most
distress were those directed at the relatives (for example, violence)

or the product of active psychosis (for example, odd ideas). Bland .



(1989) reports finding that a higher level of disturbed behaviour (as
reported by the carer) was associated with a higher level of personal
distress in the relatives. The case for distress in relatives being

closely associated with and reactive to the illness events and
behaviours per se, rather than being mediated by causal beliefs can be
argued. Moreover an association would be expected between the
subjective severity of illness events and consequences, and levels of
distress in relatives.

4, Attribution - dependent affective states: Given high levels

of outcome - dependent distress in some relatives, what kinds of
attributions would increase or reduce this negative affect? Brewin et

al (1988) drew attention to Weiner's attributional analysis of

emotions in understanding the dimensions of EE. As discussed earlier,
~ Brewin proposed that the attribution dependent affective states of
anger, pity and guilt could underly the measures of criticism, hostilty

( anger) and emotional overinvolvement (pity, guilt). A deduction from
this would be that those relatives who attribute the patient

responsible for the negative outcomes would reduce their personal
distress, whilst those who believed the events to be external and
uncontrollable would be more upset, and those who blamed themselves
would experience the most distress.

5. Attributions in interpersonal relationships: In the area of



attributions and interpersonal relationships, studies of cognitions in
marriage are of relevance. There is considerable evidence that the
attributions of maritally distressed and non distressed couples
concerning their partner's behaviours differ, and it is hypothesised

that such attributions mediate interactional patterns ( Fincham and
O'Leary, 1983; Thompson and Kelly, 1981; Jacobson McDonald, Follette
and Berley, 1985; Fincham and Bradbury, 1989). For example, Fincham,
Beach and Nelson (1987) looked at the attributions of couples with
and without reported marital problems using questionnaires. They
found that marital problems were associated with attributions of
responsibility for negative partner behaviour and that spouses in
distressed marriages viewed the causes of such behaviour as more
intentional. Although causality between beliefs and marital
interactions has not been established , the studies lend support to the
influence of attributions on interpersonal responses, and as such have
importance to understanding the role of cognitions in mediating the
behaviour of the relatives of schizophrenic patients. Moreover they
suggest that the quality of the relationship may have an effect on the
types of explanations used for negative behaviour. Where the
relative's relationship with the patient is close and caring, one would
expect attributions to be more 'benign’.

6. Situational determinants of causal attributions: In



reviewing the attributional theory of depression, Alloy, Abramson,
Metalsky and Hartlage (1988) discuss the influences on the ways
people explain given situations. There is evidence that causal
attributions for events are , in part, a function of the situational
information they confront: "informational cues present in a particular
situation constrain the attribution process by making some
attributions for particular life events more plausible than others, and
some not plausible at all" (p.9). Focus of attention and saliency of
potential causes may be important here, as well as the phenomenom
of "observer bias", the latter being the consistent finding that people
tend to make more internal attributions to events which happen to

others (for example, Jones and Nisbet, 1972)

A number of "situational determinants" may be important to
attributions about schizophrenic illness:

1. The pattern of symptomatology in terms of negative and positve
symptoms. As suggested by Hooley (1985) the perception of a
predominance of negative symptoms may influence attributions to be
more internal, controllable and stable in the patient.

2.Chronicity of iliness. As time goes on and symptoms recur and
secondary handicaps develop, the relative may begin to see the

symptomatology as stable and part of the person themselves and .



question how much control over behaviour the patient has,
particularly since attributions about others are biased in the
direction of internality.

3. Severity of symptoms. Although objective assessment of symptom
severity may not concur with relatives' assessments, in the case of
unremitting active psychosis relatives may again begin to see the
problems as internal to the patient and possibly controllable by them
and as stable.

4. Where relatives perceive illness to be a salient factor in the
changed behaviour and negative outcome, then attributions will be
more external and uncontrollable to the patient in accordahce with

the writing of Vaughn (1986) and the work of Greenley (1986).

1.83 Attributions and patient relapse

High EE in relatives is a reliable predictor of schizophrenic relapse
and it has been argued in the literature that the measure is indicative
of stress in the patient's home environment. This review has noted
that empirical studies have shown that high EE relatives are the
stimuli for an increased arousal response in patients; and also that
high EE relatives tend to be more critical or intrusive when
interacting with patients. If, as this introductory chapter has argued,

attributions mediate relatives' behaviours in interaction with
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patients in the home, then it would follow that attributions should
also be predictive of relapse. Moreover, examining the nature of
relatives' attributions in relation to patient relapse may help to
pinpoint the nature of the stimuli (in terms of relatives' behaviours)
which have the most adverse effects on the course of the
schizophrenic iliness ( in terms of an increased chance of relapse).
1.8% An attributional model of EE

Drawing together considerations about the nature of EE, studies and
thinking on the role of attributions in relatives' response to
schizophrenia (particularly Brewin et al's 1988 study), and the wider
literature on causal beliefs, an attributional model for EE is proposed.
1. Relatives of schizophrenic patients will look for causes to explain
the patient's changed behaviour and the negative outcomes associated
with the change.

2. Although having a serious mental iliness in the family will be seen
universally to be a negative event, the consequences for some
relatives will be perceived as much more strongly negative than for
others. Thus some relatives will be more personally distressed in
response to the illness, and will do more causal searching to make
sense of events and find ways of con'grolling or limiting the bad
outcomes. These relatives will score above the high EE threshold.

3. The result of the causal searching will be evidenced in changes:in















































































































































































































































































































































































































































































































































































































































































































































































































