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The role ofsignificant contact of those suffering from emotional disorders is important in terms of quality and quantity
of the contact they have especially in relation to relapse and outcordm: To study the relationship between expressed
emotion and the significat contacts of patients with schizophreniaMethodology. All eligible subjects meeting the
Structured Clinical Interview for DSM (SCID) diagnostic criteria of schizophrenia were serially recruited and evaluated
using a general sociodemographic questicaire and the Level of Expressed Emotion (LEE) s&dsults The majority of
the significant contacts were aged 20 years (SD=11.6), and were slightly more female, and mostly -fiesiree
relatives especially mothers. High expressed emotion was commoaerong the spousesOnly 16.0% of the contacts
were distressed using the GHQ scoré€Xnclusion Female significant contacts, especially mothers, play a pivotal role in
caring for the mentally ill and as such should be targeted for interventional suppenvices. Also, hours of contact seem
not to be a strong determinant of high expressed emotion in this environment, all deserving of further studies.
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INTRODUCTION

High expressed emotion (HEE) which has as its main attributes
hostility, criticism and emotional over-involvement has been
long associated with relapse among major psychiatric
disorders since the concept of expressed emotion (EE) was
introduced by Brown and colleagues (Brown et al 1962, 1972).
They had found that, among people living arrangements,
relapse rates after an episode of mental disorder, was 17%
among those living by themselves or with siblings, 32% among
those living with parents, and 50% (highest) among those living
with spouses (Brown et al 1958). A follow-up study found that
56% of patients experiencing HEE relapse, whereas only 21%
relapsed after experiencing low expressed emotion (Brown et
al 1962).

Despite seeming to fare better living alone other findings
have recognized that close contact with family members may
provide the social support needed to cope with certain
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difficulties, a lack of which may on its own predispose to
relapse (Okasha et al 1994). However most studies support
the hypothesis that HEE predicts relapse of schizophrenia
(Azhar & Varma 1996, Butzlaff and Bachmann et al 2002), and
the family interaction and attitude have been identified as
influential (Brewin 1991, Monking & Buchkremer 1995, Bullock
2002, Barrowclough et al 2003, Peterson & Docherty 2004,
Lopez 2004). Other determinants of relapse or illness course
include duration of untreated psychosis (DUP) (Carbone et al
1999, Hafner 2000, Norman et al 2005). As with many illness
conditions early intervention is critical (Birchwood 1998, Miller
& Mason 1999). Vaughn and Leff had concluded that more
than thirty-five hours of face-to-face contact was the crucial
cut-off point for higher relapse rates, and found that HEE
subjects who were not on medication were more likely to
relapse than those who were (Vaughn and Leff, 1976). The
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effect of the face-to-face contact may be influenced by the
quality of the relationship, as it has been reported that patients
who rated their parents high on protection or low on care were
found to have more difficulty with their iliness if there was too
much contact with the parents (Cutting and Docherty 2000).

Also, expressed emotion ratings must be interpreted
against the cultural background which may vary in how overt
expression of emotion is valued (Wig et al 1987, Heresco-Levy
et al, 1990). In Egypt, Kamal observed HEE present in 55% of
the families of patients with schizophrenia and reported that
Egyptian patients tolerated higher levels of criticism before
relapse than have been reported in Western studies (Kamal
1995). Similarly, Okasha, found that criticism is somewhat
acceptable in Egyptian culture and might well reflect an
element of care (Okasha et al 1994). It has also been
demonstrated that anger is more open and more immediately
expressed in Israel than in Western countries and a failure to
express anger is perceived as a weakness (Heresco-Levy et al,
1990).

The general well-being and health of the relatives is also an
important aspect which may affect the quality of relationship
with the patient. One study among relatives of patients with
schizophrenia in Japan using the Camberwell Family Interview
(CFI) and the Five-Minute Speech Sample (FMSS) observed
that the GHQ score was higher among those showing HEE
(Shimodera et al, 2000).

The aim of this work is to study the relationship between
expressed emotion and the characteristics of the patients’
significant contacts, especially with regards to the degree of
relationship, amount of contact and general well-being of the
significant contact.

MATERIALS AND METHODS

It was a cross-sectional study of serially recruited
schizophrenic outpatients attending the Lagos University
Teaching Hospital and the Psychiatric Hospital, Yaba, Lagos,
following ethical approval from the institutions. Confidentiality
was maintained and the study was non-invasive. Inclusion
criteria  were subjects who gave consent and had an
understanding of English language sufficient to respond to the
questionnaires, and were stable enough to follow the interview
and the administration of questionnaires.

The subjects were evaluated using a general socio-
demographic questionnaire and the client’s version of the Level
of Expressed Emotion (LEE), which has been shown to have
psychometric properties of internal consistency; reliability;
independence from sex, age, and amount of contacts; and
construct validity (Cole and Kazarian 1988). The instrument
has been validated locally and is therefore suitable for use in
this environment (Adeyemi et al 2004). The diagnosis of
schizophrenia was made using ICD-10 (WHO 1992) criteria
and this served as the first step in selecting subjects.

Descriptive statistics such as frequencies and means were
used for analysis. The Chi-square test was also used as the
main non-parametric test, Mann-Whitney U test was used
where appropriate. Frequency/distribution tables were also
used. These analyses of data obtained were done using the
statistical package for social sciences (SPSS) 10" version
(Levesque 2007).
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RESULTS

CHARACTERISTICS OF SIGNIFICANT
RELATIVES/CONTACTS SOCIO-DEMOGRAPHIC DATA

Age

The minimum age of the relatives was 20 years while the
maximum age was 80 years. The mean age of the relatives
was 46.5 years (SD=14.1), while the median was 46 years.
Majority of them were between 30 and 49 years of age [50%].
Those aged 50 years and above were mostly females.

Sex

There was a slight female preponderance [n=27, %=54].
Twenty-three [46%] were male.

Marital status

Twenty-six [52%)] of the relatives were married, thirteen [26%]
were single, eight [16%)] were widowed and three [6.0%] were
divorced or separated. The female relatives of the patients
were more likely to be married and widowed, compared to the
male significant relatives who were more often single and
divorced or separated. These differences were statistically
significant (p=0.006).

Employment Status

Most of the relatives/contacts were employed [62.0%], mostly
female, while most of the unemployed were male relatives.

EXPRESSED EMOTION AND ATTRIBUTES OF
SIGNIFICANT CONTACTS

Significant Relative or contact

The significant relative/contacts were most often first-degree
relatives [68.0%], (predominantly the mother [24.0%]), then
father and brother [14.0% each], and child and sister [8%
each]. This category is followed by the spouse [18.0%].
Second-degree relatives such as aunts, uncles, cousins, etc
were the significant contact in 12.0% of cases. Significant
others refer to in-laws, friends, etc.

RELATI VE' S GENERAL HEALTHCQREESTI

AND DURATION OF CONTACT
General Health Questionnaire (GHQ-30)

Eight [16.0%] of the relatives were found to be distressed (i.e.
were probable cases) with scores of 5 and above on the GHQ-
30 questionnaire. The mean score was 1.8 (SD 2.8).

Hours of contact

The patients estimate spending a minimum of 5 hours and a
maximum of 46 hours per week with their significant relative or
significant other. Majority [90.0%] of the patients spent less
than or equal to 35 hours a week with the significant contact,
meaning that only 10.0% had more than 35 hours contact with
their significant contact. See table 3.

All those relatives who spent more than 35 hours of weekly
face-to-face contact with the patient were found to be non-
probable cases (or in other words, not significantly distressed)
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Table 1: Relative’s Age and Marital Status Vs Sex
Sociodemographic variables MALE FEMALE TOTAL Test of
n % n % n % significance
AGE GROUPS
3 6.0 0 0.0 3 6.0
20-29years 5 10.0 10 20.0 15 30.0
30-39years 6 12.0 4 8.0 10 20.0 Mann-Whitney U
40-49years 4 8.0 7 14.0 11 22.0 test=290.5
50-59years 3 6.0 5 10.0 8 16.0 df=5, p>0.05
60-69years 2 4.0 1 2.0 3 6.0
=/>70years
Total 23 46.0 27 54.0 50 100.0
RELATI VE' S MARI TAL STAT
10 20.0 3 6.0 13 26.0
Single 10 20.0 16 32.0 26 52.0 Mann-Whitney U
Married 3 6.0 0 0.0 3 6.0 test=182.0
Divorced/separated 0 0.0 8 16.0 8 16.0 df=3, p=0.006*
Widowed
Total 23 46.0 27 54.0 50 100.0
RELATI VE' S EMPLOYMENT
Unemployed 10 20.0 9 18.0 19 38.0 X’ test=15.789
Employed 13 26.0 18 36.0 31 62.0 df=1, p>0.05
Total 23 46.0 27 54.0 50 100.0
%= percentage of all 50 subjects, *p is significant, df=degree of freedom, X*= Chi-square
Table 2: Significant Contacts
Significant contact Frequency Percentage
First-degree relative
Father 7 14.0
Mother 12 24.0
Child 4 8.0
Brother 7 14.0
Sister 4 8.0
34 68.0
Second-degree relative 6 12.0
Spouse 9 18.0
Significant others (e.g.Friend) 1 2.0
Total 50 100.0
Table 3: Relative’s GHQ Caseness Vs Contact Exposure
Hours of contact/week GHQ CASENESS Total
Non- probable cases (<5) Probable cases (=/>5)
n % n % n %
</=35 hrs contact/wk 37 74.0 8 16.0 45 90.0
> 35 hrs contact/wk 5 10.0 0 0.0 5 10.0
Total 42 84.0 8 16.0 50 100.0

%= percentage of all 50 subjects, *p is significant, df=degree of freedom
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Table 4: Significant Relative Vs Level Of Expressed Emotion

LOW EXPRESSED HIGH EXPRESSED Total Test of Significance
Significant EMOTION EMOTION
Contacts n % n n %
FIRST-DEGREE 19 38.0 15 30.0 34 680
RELATIVES Mann-Whitney U
test=283.5

SECOND-DEGREE 4 8.0 2 6 12.0 df=3

RELATIVES p>0.05

SPOUSE 3 6.0 6 12.0 9 18.0

SIGNIFICANT OTHERS | 1 2.0 0 1 2.0

TOTAL 27 54.0 23 46.0 50 100.0
%= percentage of all 50 subjects, *p is significant, df=degree of freedom, X*= Chi-square

Table 5: Expressed Emotion Vs Hours Of Weekly Contact
Weekly contact hours LOW EXPRESSED | HIGH EXPRESSED TOTAL TEST OF
EMOTION EMOTION SIGNIFICANCE
n % n %
n %

Hours of contact/week Mann-Whitney U=278.0
</= 35 hrs contact/wk 23 44.0 22 44.0 45 90.0 df=1, p>0.05

>35 hrs contact/wk 4 8.0 1 2.0 5 10.0

Total 27 54.0 23 46.0 50 100.0

%= percentage of all 50 subjects, *p is significant, df=degree of freedom, X*= Chi-square

based on their GHQ scores as shown in the table below. From
the same table it can be seen that all those who were probable
cases spent equal to or less than 35hours of face-to-face
contact with the patient.

Patient’
contacts

Of the significant contacts showing HEE, most were first
degree relatives [30.0%]. Six [12%] were spouses, while two
were second degree relatives. The difference was not
statistically significant. It is observed from the results in table 4
that HEE was twice as common among the spouses compared
to first-degree and second-degree relatives amongst whom low
expressed emotion was commoner.

Patient’'s Per csspdEmotionand Wdekiyp r e
Contact

Most of those reporting HEE spent equal to or less than 35
hours of face to face contact per week with their significant
contact, [n=22, %=44.0].

DISCUSSION
Majority of the significant contacts were between 30 and 49

years of age [50%], with a mean age of 46.5 years. Meaning
that they were mostly young adults in their productive age

s Per cept imotion and sighitiqgamte s s e

group. As such it is not surprising to find that majority of them
were employed. These features are probably what qualifies
them to be the significant contacts, especially in a society
where health care financing is mainly out-of-pocket.

There was a slight female preponderance [n=27, %=54],
whick is unsurprising as most often the mother was the
significant relative, a finding similar to previous studies
(Reicher et al 2003).

The finding that female significant relatives of the patients
were significantly more likely to be married and widowed,
compared to the male significant relatives who were more
often single and divorced or separated, suggests that perhaps
male relatives are unable to take up the responsibility of caring
for the patient if they are married, may be due to reluctance
from their spouses/partners whereas the female relatives are
still able to do so despite having spouses/partners. This may
imply that the woman has a greater say in who their immediate
family accepts to care for.

First degree relatives were the commonest significant
contact. This has been described as the usual pattern in
sociocentric societies where individuals are a vital part of the
kinship which takes precedence over the individual (Bhugra
and McKenzie 2003).

The finding that HEE was twice as common among the
spouses compared to first-degree and second-degree relatives
amongst whom low expressed emotion was commoner
suggests that perhaps that the spouses may be less tolerant
than the other categories of contacts, especially blood-linked
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relatives. This finding merits further exploration through larger
studies.

From the response to the general health questionnaire
(GHQ), 16.0% of the significant contacts felt distressed, or in
other words were probable cases. This is lower than what may
be expected going by the finding of Gureje and colleagues in
their study of the prevalence of specific psychiatric disorders in
an urban primary care setting in Nigeria where they found a
prevalence of 27.8% using the 12-item the general health
guestionnaire (Gureje et al 1992). The low level of probable
cases may imply that majority of the contacts were coping well
with the illness of the patient, and possibly, that well-adjusted
and healthy relatives/contacts were more capable and likely to
accept the responsibility to care.

A greater amount of contact hours does not seem to
increase expressed emotion perceptions in this study, as it was
found that most of those reporting HEE spent equal to or less
than 35 hours of face to face contact per week with their
significant contact, and that majority who spent more than 35
hours showed low expressed emotion. While it is appreciated
that Vaughn and Leff had reported that more than 35 hours of
contact weekly was the crucial cut-off point for higher relapse
rates among HEE families, (Vaughn and Leff, 1976), it is
possible that in this environment the quality of the contact may
impact more than the quantity of the contact. Studies have
shown that good quality psychosocial programmes can have a
positive impact (Albiston et al 1998), and also that positive
staff-patient relationship can influence patient's social
functioning (Berry et al 2011). The busy hustle and bustle
associated with life in a cosmopolitan city, such as the type
where the study was conducted, may not allow the relatives
the luxury of spending so much time with the patients, thereby
making the quality of care from carers even more important.

The conclusions from this study include a suggestion that
female significant contact, especially mothers, play a pivotal
role in caring for the mentally ill in a society where family
support remains important in healthcare despite westernization
in many facets of life, and as such should be targeted for
interventional support services. Also, hours of contact seem
not to be a strong determinant of HEE in this environment,
albeit a limitation of a relatively small sample size studied here.
The role of other factors also deserves further studies.
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