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ABSTRACT

THE ROLES OF PERCEIVED EXPRESSED EMOTION OF THE
SCHIZOPHRENIC PATIENTS AND THE EXPRESSED EMOTION OF THEIR
CAREGIVERS ON SYMPTOM SEVERITY AND QUALITY OF LIFE

Bastug, Giilbahar
Ph.D., Department of Psychology

Supervisor: Prof. Dr. A. Nuray Karanci

January 2008, 236 pages

This study aimed to examine relative effect of perceived expressed emotion of
schizophrenic patients and their caregivers’ expressed emotion on the symptom
severity and quality of life at the framework of Vulnerability-Stress Model. Before
the main study, for evaluating the psychometric properties of the Perceived
Expressed Emotion Scale (PEES) a pilot study was conducted with the seventy five
patients. Results of the pilot study provided support for the reliability and validity of
PEES that had two factors, namely, criticism/hostility and emotional over-
involvement. The main study was conducted at two stages. At time one assessment,
one hundred and sixteen patients were administered PEES, Positive and Negative
Symptom Scale for schizophrenia (PANSS), WHO’s Quality of Life Scale
(WHOQOL-BREF), and open ended questions to explore the views about their

illness. Their caregivers were administered Expressed Emotion Scale (EES). After

iv



six month follow up, time two assessment was conducted 103 patients remained on
the study using PANSS and WHOQOL-BREF. In order to test the main hypothesis
of the study a series of repeated ANOVA analyses were conducted. The results
revealed that patients’ perceived expressed emotion was a more robust component on
quality of life and symptom severity than caregivers’ expressed emotion. It was
found that patients’ perceived criticism/hostility was a toxic element on positive and
negative symptoms, and total scores of PANSS, whereas patients’ perceived
emotional over-involvement had a protector effect on social and environmental
domain of standardized culture of WHOQOL-BREF. It was seen that symptom
severity evaluated using PANSS improved from time one assessment to time two
assessment. After discussing the findings in the framework of the literature, the
limitations and the clinical implications of the results and directions for future studies

were suggested.

Keywords: Perceived expressed emotion, Perceived criticism/hostility, Perceived

emotional over-involvement, Schizophrenia, Quality of life, Relapse.



0z

SIZOFREN HASTALARIN ALGILADIKLARI DUYGU DISAVURUMU VE
AILELERININ DUYGU DISAVURUMUNUN SEMPTOMLARIN CIDDIYETI

VE YASAM KALITESI UZERINDEKI ROLLERI

Bastug, Giilbahar
Doktora, Psikoloji Boliimii

Tez Yoneticisi: Prof. Dr. A. Nuray Karanci

Ocak 2008, 236 sayfa

Bu calismada sizofren hastalarin ailelerindeki temel bakim veren kisinin duygu
disavurumu ile hastalarin algiladiklart duygu disavurumunun, semptomlarin ciddiyeti
ve yasam kalitesi lizerindeki goreceli etkileri Stres-Yatkinlik Modeli ¢ercevesinde
aragtirilmigtir. Ana ¢aliymadan o6nce, Algilanan Duygu Disavurumu Olgegi'nin
(PEES) psikometrik 6zelliklerini degerlendirmek amaciyla 75 hastanin katildigi bir
pilot calisma yapilmistir. Bu ¢alismanin sonucuna gore, gecerlilik ve giivenirligi olan
Algilanan Duygu Disavurumu Olgegi bu hasta popiilasyonu ile kullanilabilir,

elestirel/ diismanca olus ve duygusal asirt i¢ ice gecme seklinde iki faktorii vardir.
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Ana calisma iki asamada gerceklestirilmistir. [lk asamaya 116 hasta ve temel bakim
veren yakini alinmis, hastalara PEES, Sizofren Hastalar icin Pozitif ve Negatif
Semptom Olcegi (PANSS) ve Diinya Saghik Orgiitii'niin Yasam Kalitesi Olcegi
(WHOQOL-BREF) ve yakinlarina Duygu Disavurum Olcegi (EES) uygulanmus,
hastalarin hastaliklarina iliskin goriislerini almak amaciyla agik uglu sorular
sorulmustur. Calismanin ikinci asamasinda, alti aylik izleme doneminden sonra
caligmada kalan 103 hastaya yeniden PANSS ve WHOQOL-BREF verilmistir.
Aragtirmanin temel hipotezlerini test etmek icin repeated Anova analizleri
kullanilmistir. Bulgular hastalarin semptom diizeyi ve yasam kalitesi {izerinde
hastalarin algiladiklar1 duygu disavurumunun ailenin duygu disavurumuna gore daha
etkili bir degisken oldugunu gostermistir. PANSS’1n pozitif, negatif semptomlar ve
toplam puanlarinda, hastalarin algiladiklar elestirel/diismanca olusun zarar verici,
WHOQOL-BREF’in sosyal ve Tiirk kiiltiiriine standardize olmus cevre alanlarinda
hastalarin algiladiklar1 duygusal asir1 i¢ ice gegme tutumunun koruyucu etkisi oldugu
bulunmustur. Ayrica hastalarin gecen alti aylik siire icinde semptom diizeylerinde
belirgin bir iyilesme oldugu goriilmiistiir. Arastirmanin bulgular1 literatiir
dogrultusunda tartisildiktan sonra, aragtirmanin sinirliliklari, klinik dogurgular1 ve

ilerideki ¢alismalar icin Oneriler ele alinmstir.

Anahtar kelimeler: Algilanan duygu disavurumu, Algilanan elestirel/diismanca
tutum, Algilanan duygusal asirt i¢ ice gecme faktorii, Sizofreni, Yasam kalitesi,

Depresme.
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CHAPTER1

INTRODUCTION

Schizophrenia, which affects approximately 1 % of the population, is a
chronic mental disease. Schizophrenia is a clinical syndrome, with a greatly
disruptive psychopathology, involving thoughts, emotions and behavior. Due to the
heterogeneity of symptomatic and prognostic presentations of schizophrenia, no
single etiological factor is considered causative (Lang, Puls, Muller, Strutz-Seebohm,
& Gallinat, 2007). According to the vulnerability-stress model, a person who
develops schizophrenia has a specific biological vulnerability, or diathesis, that is
triggered by stress and leads to schizophrenic symptoms. Within the vulnerability—
stress model of schizophrenia, a variety of biological, psychological and
psychosocial factors work together and determine the course and outcome of
schizophrenia. The concept of expressed emotion (EE) refers to the affective
attitudes and behaviors (criticism, hostility, and emotional over-involvement [EOI])
of a relative towards a psychiatric patient (Barrowclough & Hooley, 2003). There is
considerable evidence from research studies conducted in a variety of countries
supporting the relationship between expressed emotion and relapse process for
schizophrenia (Martins, Lemos, & Bebbington, 1992; Jenkins & Karno, 1992;
Kuipers, 1992; Hooley, 2007).

The main aim of the current study is to examine the relative roles of
expressed emotion of relatives and perceived expressed emotion (PEE) of the
patients on the quality of life (QOL) and well-being of the patients with

schizophrenia. The study uses expressed emotion as a stress factor. The first, part of

1



the introduction provides a general overview of schizophrenia. Section two will deal
with the vulnerability—stress model, as the main theoretical basis for this study.
Section three will focus on the EE concept, which includes the discussion of the
relationship of the EE construct with psychiatric and medical illness, especially for
schizophrenia. Additionally, perceived expressed emotion concept is discussed in
this part. Quality of life and symptom severity are taken as outcome measures in the
current study. The final section of the introduction will present the aims and the

hypotheses of the study.

1.1.Schizophrenia

Schizophrenia is one of the most severe mental illnesses. Schizophrenia poses
great difficulties for the patients and their families. Individuals with schizophrenia
become isolated, social contexts are broken and the families are distressed under the
burden of caring for a loved one with mental disease.

Historically, it was known that schizophrenia had existed as long as human
kind. Before the Graeco-Roman period, mental illnesses were varieties of physical
illnesses. During the Graeco-Roman period, it was accepted that the gods were
responsible for the illness, concerning the four elements of nature. In the fifteenth
century Europe, persons who had hallucinations were apt to be persecuted as witches
and accused of possession by demons or Devil (Stone, 2006). At the end of the
nineteenth century, Emil Kraepelin identified the cognitive impairment of
schizophrenia, calling the disorder dementia praecox. The term ‘schizophrenia’ was
first proposed by Bleuler in 1908. Bleuler also identified primary symptoms of

schizophrenia which are the affective disturbances, autism, ambivalence, and
2



associational disturbances as the four A’s. Schneider also identified the ‘first-rank
symptoms and contributed to the classification of schizophrenia (Gelder, Lépez-Ibor,
& Andreasen, 2000; Stone, 2006). Finally, in the current edition of the DSM-IV, the
main criteria of schizophrenia are delusions, hallucinations and disorganized speech.
After the brief summary of history of schizophrenia, the following sections
include clinical diagnosis, epidemiology, etiology, positive and negative symptoms

and treatment of schizophrenia.

1.1.1 Clinical Diagnosis

In schizophrenia, illness may start in various ways. On insidious onset,
patient starts demonstrating social inhibition, talking to self, decreased self care, and
sometimes somatic complaints and obsessive compulsive symptoms. On the other
hand on acute exacerbation hearing voices and aggressive behavior due to paranoia
may occur (Schultz, North, & Shields, 2007).

The Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition
(DSM-IV) (APA, 1994) gives the following three diagnostic areas for schizophrenia:
(a) characteristic symptoms (b) social or occupational dysfunction and (c) duration.
A diagnosis of schizophrenia can be made after ruling out schizoaffective or mood
disorder, a substance, general medical condition, and a pervasive developmental
disorder. For a diagnosis, during a 1-month period at least two of the following
symptoms should be present: (a) delusions, (b) hallucinations, (c) disorganized
speech, (d) grossly disorganized or catatonic behavior, or () negative symptoms like

flat affect, lack of thought and speech fluency or apathy. Other diagnostic criteria are



social and occupational dysfunction for a duration of at least six months. The
diagnostic criteria for schizophrenia according to DSM-IV are given below:

A. Characteristic symptoms: Two (or more) of the following,
each present for a significant portion of time during a 1-month
period (or less if successfully treated):

1. delusions

hallucinations

disorganized speech (frequent derailment or incoherence)
grossly disorganized or catatonic behavior

negative symptoms (affective flattening, alogia or avolition)
Note Only one criterion A symptom is required if delusions are
bizarre or hallucinations consist of a voice keeping up a running
commentary on the person’s behavior or thoughts, or two or more
voices conversing with each other.

B. Social/occupational dysfunction: For a significant portion of
the time since the onset of the disturbance, one or more major
areas of functioning, such as work, interpersonal relations, or self-
care, are markedly below the level achieved prior to the onset (or
when the onset is in childhood or adolescence, failure to achieve
expected level of interpersonal, academic or occupational
achievement).

C. Duration: Continuous signs of the disturbance persist for at
least 6 months. This 6 —month period must include at least 1
month of symptoms (or less if successfully treated) that meet
criterion A (active-phase symptoms) and may include periods of
prodromal or residual symptoms. During these prodromal or
residual periods, the signs of the disturbance may be manifested by
only negative symptoms or two or more symptoms listed in
criterion A present in an attenuated form (eg. Odd beliefs, unusual
perceptual experiences).

D. Schizoaffective @ and mood disorder exclusion:
Schizoaffective disorder and mood disorder with psychotic
features have been ruled out because either: 1) no major
depressive, manic, or mixed episodes have occurred concurrently
with the active-phase symptoms; or 2) if mood episodes have
occurred during active phase symptoms, their total duration has
been brief relative to the duration of the active and residual
periods.

E. Substance /general medical condition exclusion: The
disturbance is not due to the direct physiological effects of a
substance (a drug of abuse, a medication) or a general medical
condition.

F. Relationship to a pervasive developmental disorder: If there
is a history of autistic disorder or another pervasive developmental
disorder, the additional diagnosis of schizophrenia is made only if
prominent delusions or hallucinations are also present for at least a
month (or less if successfully treated) (APA, 1994).

DR W
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Differential diagnosis has been considered of great importance in
schizophrenia diagnosis. In making the differential diagnosis of schizophrenia, the
following psychiatric disorders must be excluded: brief psychotic disorder;
schizophreniform disorder; schizoaffective disorder; delusional disorder; mood
disorders, such as bipolar disorder, with psychotic features; substance-induced
psychotic disorder; personality disorder and psychotic disorder caused by a medical
condition.

The differential diagnosis for schizophrenia requires obtaining a detailed
longitudinal history. The clinician gathers information from the patient as well as
from sources like the family, previous clinicians, medical records, friends, and the
school system. The differential diagnosis includes mental status examination,
physical and neurological examinations, and laboratory tests like blood chemistries
and a complete blood count to exclude other medical causes of psychosis. Magnetic
resonance imaging (MRI) or positron emission tomography (PET) helps making the
diagnosis of schizophrenia (Maguire, 2002).

The clinical features of schizophrenia involve a varied range of disturbances
of general appearance, motivational, speech, behavioral, affective, perceptual and
thought processes. It is an illness in which episodes of florid disturbance are usually
set against a background of constant disability. The level of chronic disability ranges
from a mild decrease in the ability to cope with stress, to an intense difficulty in
initiating and organizing activity that can render patients unable to care for
themselves.

Patients with schizophrenia tend to neglect their personal appearance and

hygiene. Schizophrenia patients are characterized by social withdrawal. They cannot



develop a qualitative emotional attachment with other people. Consequently, the
communication disorder tends to create a lack of empathy toward the patients, so the
patients are isolated from the family and the social network. Another characteristic is
the loss of ego boundaries. The patients cannot comprehend where the patients begin
and end and where the outside world begins and ends (Cancro & Lehmann, 2000).
Another dramatic clinical phenomenon is disruptions of motivation and will.
Voluntary activity of daily living can be weakened. The patient might lie in bed or sit
in a chair for hours (Gelder, Lopez-Ibor, & Andreasen, 2000).

The speech of schizophrenic patients is often difficult to understand because
of derailment, tangentiality, incoherence, loss of goal, circumstantiality, and
neologisms. Loosening of associations (derailment) is the loss of the logical
connections between associations. Clang association, verbigeration, mutism,
echolalia are another speech disorders which are seen in schizophrenia.

The patients often behave in an unpredictable and inappropriate manner, and
are poorly organized. Many patients exhibit mannerism, echopraxia, negativism and
stereotypic behavior. However, stuporous state, catalepsy or flexibility is rare at the
present day (Cancro & Lehmann, 2000). During the acute phase, excitation,
irritability, agitation, motor over activity, sleeplessness is common (Gelder, Lépez-
Ibor, & Andreasen, 2000).

Lack of insight is another characteristic of the illness. It contributes to
unwillingness to accept treatment. Blunted affect and inappropriate affect which are
disorders of emotion are the most persistent characteristics (Gelder, Lopez-Ibor, &
Andreasen, 2000).

Hallucinations are perceptions that occur without sensory stimuli.

Hallucinations are experienced as being personal, thereby other people can not
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perceive the same voice or image. Auditory hallucinations are the most prevalent in
schizophrenia. Hearing voices speaking in the third person is the most common. The
content is sometimes ordinary and sometimes there is an implied criticism. Second-
person auditory hallucinations are often derogatory. Voices might issue commands
that patient obeys. In some instances, the patient participates in a dialogue with the
voices. In schizophrenia, visual hallucinations are less common than auditory
hallucinations. Somatic hallucinations are also relatively common and often are
associated with a delusional misinterpretation (Kaplan & Sadock, 2003).

In addition to hallucinations, a wide range of cognitive deficits occur in
schizophrenia. In the acute phase, attentional impairment is common and is
associated with psychomotor excitation. Difficulty in abstract-symbolic thinking and
concrete thinking can be measured through proverb interpretation and similarities
(Hughes, Kumari, Soni, Das, Binneman, Drozd, O'Neil, Mathew, & Sharma, 2003).

Delusions that are most typical thought disorder of schizophrenia have an
unknowable character rarely seen in other disorders. Delusions are defined as false
beliefs about which a person is firmly convinced and is inflexible to outside reality.
Delusions must be distinguished from cultural or religious beliefs. In schizophrenia,
delusions often emerge to reflect disintegration in the experience of reality. The
content of the delusional belief often contains contradictions. There is a lack of
logical consistency between the components of the belief, or between the belief and
common understanding of what is possible. The relationship between the delusion
and action is unpredictable. In many instances, the delusions of schizophrenia appear
to arise from an altered experience of self or of external reality (Gelder, Lopez-Ibor,

& Andreasen, 2000; Kaplan & Sadock, 2003).



Although the delusions most characteristic of schizophrenia have an
incongruous quality, it is not uncommon for schizophrenic patients to have coherent
delusions that are internally consistent and produce predictable behavioral responses
(Gelder, Loépez-Ibor, & Andreasen, 2000). In particular, coherent persecutory
delusions are common, ideas of reference and delusions are also prevalent. Other
types of delusions are grandiose, being controlled, sin or guilt, religious, somatic
delusions, thought insertion, thought withdrawal and broadcasting.

Tardive dyskinesia is a movement disorder that occurs due to the side effect
of neuroleptic usage. The abnormal movements include the face, the mouth and lips,
chewing and eye-blinking. The incidence of tardive dyskinesia is approximately 5 %
per year for patients receiving first-generation agents, namely typical antipsychotics.
Tardive dyskinesia is believed to arise from long-term blockade of dopamine
receptors in the nigrostriatal pathway, leading to an up regulation of receptors and a
relative dopamine excess.

Relapse may be part of the natural course of schizophrenia. It can result from
a lack of insight, such as denial of illness or poor compliance with treatment. Relapse
can have psychosocial origins, such as lack of family support or inability to cope
with the complex mental health system. Pharmacologically, relapse may be related to
dopamine-binding affinity (Maguire, 2002).

There are several comorbid conditions that tend to be prevalent in patients
with schizophrenia. Substance abuse is quite common among people with
schizophrenia. More than 75% are addicted to nicotine, 30-50% to alcohol, 15-25%
to cannabis and 5-10% to cocaine or amphetamines (Maguire, 2002). Many patients
with schizophrenia have impairments in cognition, especially impairments in

attention, it is suggested that these substances may improve attention, and the
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patients with schizophrenia may use these substances for self-medication. The
lifetime risk of major depressive disorder is approximately 60 % in patient with
schizophrenia. The risk of suicide in patients with schizophrenia is 10-25 % and an
average of 15 % of all patients will complete suicide. Suicidal behavior in depressed
patients with schizophrenia can be impulsive and unpredictable. These patients often
choose very violent means (Liddle, 2000).

Some clinical features and diagnosis have been discussed in this section.
Since positive and negative symptoms are given an important place in the diagnosis

and research studies, they are presented separately in the following section.

1.1.2 Positive and Negative Symptoms

McGlashan and Fenton (1992) stated that a distinction between positive and
negative symptoms of schizophrenia was made in the 19" century as Jackson used
the terms negative and positive symptoms to describe insanity. Bleuler also had a
similar negative-positive dichotomy in mind. According to him, negative term
involved loss of function (of attention, volition, affective responsiveness and
association) and was always present, whereas positive term involved an abnormality
of function (hallucinations, delusions and catatonia) and was present only during
severe relapse. In 1980, Crow proposed two syndromes and psychopathologic
processes in schizophrenia. He came up with a classification of schizophrenia
patients as type I and type II on the basis of the presence or absence of positive (or
productive) and negative (or deficit) symptoms (Kay, 1990). Type I patients tend to
have mainly positive symptoms, normal brain structures on computerized

tomography (CT) scans, good premorbid functioning, acute onset and relatively good
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response to treatment. Type II patients tend to have mainly negative symptoms,
structural brain abnormalities on CT scans, poor premorbid functioning, insidious
onset and poor response to treatment (Kay, 1990; McGlashan & Fenton, 1992;
Kaplan & Sadock, 2003).

Many systems have been proposed to define positive and negative symptoms.
In these many systems positive symptoms were identified as hallucinations and
delusions, whereas negative symptoms were identified as flat affect and poverty of
speech. The effect of the antipsychotics on the positive and negative symptoms will
be discussed in the section of treatment. Several scales have been developed in order
to measure these symptoms. Among these scales Positive and Negative Symptom
Scale (PANSS) that was developed by Kay, Fiszbein, and Opler in 1987 has been
used most frequently (McGlashan & Fenton, 1992). Following the information on
positive and negative symptoms, in the next section, literature review on

epidemiology of schizophrenia will be given.

1.1.3 Epidemiology

Generally, point prevalence rate of schizophrenia was found to range between
1 to17 per 1000 of population. The lifetime prevalence of schizophrenia is about 1 %
and its prevalence is equal in men and women. Incidence of schizophrenia, meaning
the rate of increase in new cases at a specific time, changes from 10 to 54 in 100000.

Schizophrenia presents and unfolds differently in men and women. The
earlier age of onset of schizophrenia in males compared to females by 3-5 years is a
robust finding across many studies. The peak age of onset is usually 15-25 years for

men and 25-35 years for women. Males have an early large peak of onset in their late
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teens and early twenties, followed by a gradual decline. In contrast, females have
several peaks of onset, in their twenties, in late middle age and over the age of 65
(Leung & Chue, 2000).

It was found that never being married was a common feature, as well as
increasing rates of divorce or separation. The illness increases the possibility of
divorce and decreases the possibility of marriage. Cetingok, Chu, and Park (1990)
compared Turkish and American samples and found that for both samples male
schizophrenic patients were more commonly single than females. Within the Turkish
sample, separated, divorced or widowed Turkish male schizophrenics were found to
have the most disoriented and most intense stupor behavior.

Among lower socioeconomic status persons, the prevalence and number of
new diagnosed cases is higher than those of higher socioeconomic status. The
difference may be interpreted by two explanations similar to the case of marital
status. First explanation is that socioenvironmental factors are known to be the cause
of schizophrenia in low socioeconomic status. People may experience more life
event stressors, increased environmental and occupational risks, may have
insufficient social support, and may be exposed to more infectious agents. This
explanation is called the social causation theory. A second explanation is that people
drift down to low socioeconomic status because of schizophrenia, and this
explanation is known as the social drift theory (Kaplan and Sadock, 2003).

Immigrant groups were found to have higher prevalence and incidence of
schizophrenia, possibly because of greater stress. The incidence of schizophrenia has
been associated with race and ethnicity. The incidence of schizophrenia in urban
areas has been found to be higher than in rural areas, because of the chaotic living

conditions. Schizophrenia is more prevalent among persons of lower socioeconomic
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status (Kaplan and Sadock, 2003; Chien, Chou, Lin, Bih, Chou, & Chang, 2004).
Prevalence of schizophrenia is given as 0.5 % in high socioeconomic status, and 2.5
% in low socioeconomic status. There are insufficient amount of epidemiological
studies in Turkey, however, Dogan, Akyiiz, Kaya, Onder, and Ozkiirk¢iigil (1996)
conducted a study in Sivas and reported that the life time prevalence of schizophrenia
was in accordance with the results of the literature. Together with epidemiology of
schizophrenia, its’ etiology has also been important research area. Details on the

etiology of schizophrenia will be presented in the next section.

1.1.4 Etiology

Etiology of schizophrenia has been subject to research for centuries.
However, the exact etiology of schizophrenia still remains unknown. Schizophrenia
is an illness that seems to be caused by biopsychosocial factors rather than on a
single etiological base. Regarding this information, this section will include genetic,
biological, environmental, and psychological causal factors within the etiology of
schizophrenia.

Family, twin and adoption studies have indicated higher concordance rates for
schizophrenia within families, which implied genetic factors. In contrast to the 1 %
incidence of schizophrenia in the general population, the incidence of schizophrenia
is about 2 % in third degree relatives, as first cousins of an individual with
schizophrenia; 2-6 % in second degree relatives as nieces/nephews; and 6-17 % in
first degree relatives, such as parents, siblings or children (Lewis & Lieberman,
2000). The morbid risk in first-degree relatives was 5.6 % in the parents of

schizophrenics, 12.8 % in the children of one schizophrenic parent, and 46.3 % in the
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children of two schizophrenic parents (Bromet & Fennig, 1999). Twin studies
supported the relationship between genes and schizophrenia. They demonstrated a
50% concordance rate in monozygotic twins, whether they are raised together or
apart. Among dizygotic twins, the concordance rate is about 15% (Bromet &
Fennig, 1999; Lewis & Lieberman, 2000).

Etiology of schizophrenia also has a biological basis. Gene and protein
changes related to signal transmissions including biochemical pathways of normal
mental functioning are suggested. In dysfunctions regarding signal intake, there are
dopamine, serotonin, glutamate, GABA and acetylcholine neurotransmitter levels or
density of receptors and changes in the number of receptors. Additionally in
dysfunctions related to signal transmission molecular changes and intracellular
phospholipids metabolism dysfunctions are in consideration. The dopamine
hypothesis suggests that schizophrenia is associated with an increased dopamine
level in the brain. All FDA-approved antipsychotic agents block dopamine type 2
(D») receptors. Cocaine and amphetamine, which are dopaminergic compounds, can
lead to psychosis (Lang, Puls, Muller, Strutz-Seebohm, & Gallinat, 2007).

According to another hypothesis, lysergic acid diethylamide (LSD) can cause
or increase hallucinations through its effects on the serotonin system. New focus on
the mechanisms by which antipsychotic agents work shows that increased activity of
dopamine in the brain explains only the positive symptoms of schizophrenia, while
increased serotonin activity explains some of the negative systems. It has been
suggested that impairment in the N-methyl-D-aspartate (NMDA) or glutamate
system explains more of the problems in cognition, delusions and negative symptoms
associated with schizophrenia (Maguire, 2002). Adrenergic alfa-2 receptor and alfa-7

nicotinic receptor are discussed as novel approaches for schizophrenia biology. Other
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possible biological causal factors are considered as being related to prolactine,
prostaglandin, and growth hormone.

Abnormalities in the brain structure are also suggested as causal factors in
schizophrenia. From a neurological viewpoint, ventricular enlargement is seen in
schizophrenia. It was also shown anatomically that prefrontal cortex and medial
temporal lobe are affected in schizophrenia (DeLisi, Szulc, Bertisch, Majcher, &
Brown, 2006).

Environmental factors are another component of etiology of schizophrenia.
Some researchers believe that although genetic and biological causal factors best
establish a person’s risk for schizophrenia, place and season of birth may also be
important (Rhoades, 2000). Environmental factors including exposure to infectious,
autoimmune, toxic or traumatic insults and stress during gestation or childhood may
play a role. Studies in both the northern and southern hemispheres have found that
persons with schizophrenia show a modest excess of births in the winter and spring
months (Lewis & Lieberman, 2000). Schizophrenia may have viral influences as
well. A mother’s exposure to a virus may affect fetal development. This theory
would help explain why some children of the same family have schizophrenia and
others do not. Individuals with schizophrenia also tend to come from lower
socioeconomic status and to be more numerous in urban and selected immigrant
populations. Although equal numbers of males and females are affected, some data
suggest that males may have more severe symptoms of the disorder, including an
earlier age of onset, more marked neuropathological abnormalities, poorer response
to treatment, and less favorable outcome (Lewis & Lieberman, 2000). Thus,
schizophrenia appears to be associated with environmental and developmental

vulnerability factors.
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According to the psychodynamic approaches to schizophrenia, Freud
proposed that the conflict in schizophrenia was related to drives from the id although
it seemed to be coming from the outer world. Patients with schizophrenia who have
difficulty coping with these drives and processing them together with the reality
finally give up on the outer reality and regress to a more primitive psychosexual
developmental period, primary narcissism where there is no outer reality.
Characteristic of this period is libidinal energy being completely toward the person.
As the withdrawal of this libidinal energy is from these objects, they become vague
and their boundaries start diminishing. Hence the patient becomes incapable of
drawing the boundaries between self and the real objects (Kaplan and Sadock, 2003).

As to the ego psychology theorists, the basic problem in schizophrenia is
related to “faulty ego boundaries”. Since there is no psychological commitment made
for ego boundaries, there is no line between what is inside and what is outside
(Kaplan and Sadock, 2003). On the other hand Sullivan reported that schizophrenia
resulted from early interpersonal difficulties. Mothers of schizophrenics generally
are anxious people, cause an anxious self and prevent the baby from meeting his
needs. Persons can not cope with the tensions caused by the sexual needs in
adulthood and their self worth start being distorted. Hence anxiety comes back.
Schizophrenia is called a reconstruction process to “being an individual again” by
avoiding feelings of panic as “it’s the end of the world” (Kaplan and Sadock, 2003).

From the above brief discussion it can be seen that the etiology of
schizophrenia is explained by quite different paradigms by various perspectives.
Vulnerability-stress paradigm is a broader one postulating that the genetic and
biological factors are considered inborn vulnerability factors, whereas the

psychological factors and familial relationship are considered as stress factors.
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Theoretical framework of the current study will be given in the following section

according to the vulnerability—stress model.

1.1.5 Vulnerability-Stress Model

Vulnerability—stress model of schizophrenia was developed by Zubin &
Spring, in 1977. They offered a model which attempted to accommodate different
etiological explanations of schizophrenia. The vulnerability model proposes that
individual inherits a degree of vulnerability that under suitable circumstances will
express itself in an episode of schizophrenic illness.

Zubin and Spring (1977) distinguish between vulnerability to schizophrenia
and episodes of schizophrenic disorder. Two major components of vulnerability are
defined as the inborn and the acquired. Inborn vulnerability includes the genes,
internal environment, and neurophysiology of the organism. The acquired component
of vulnerability includes the influence of traumas, specific diseases, perinatal
complications, family experiences, adolescent peer interactions and other life events.
Regardingly, the preservation of health requires the maintenance of equilibrium
against stressors continually originating from the chemical, physical, infectious,
psychosocial and social environment. When this equilibrium is disturbed, a disorder
arises.

There is considerable evidence that life event stressors can play a major role
in the development of physical and mental disorders. A life event stressor is an
incident such as loss, promotion, marriage or divorce that challenges adjustment. As
long as the stress stays below the threshold of vulnerability, the individual responds

to the stressor in a flexible homeostatic way and remains within the limits of

16



normality. However, when the stress exceeds threshold, the person is likely to
develop a psychopathological episode (Zubin & Spring, 1977).

The theory was improved by Nuechterlein and Dawson (1984). They
suggested a psychobiological formulation of schizophrenia and its course. According
to the theory, a range of biological, psychological and psychosocial factors interact
and determine the course and outcome of schizophrenia. The primary components of
this interactive model focus on four categories namely as permanent vulnerability
characteristics, external environmental stimuli, temporary intermediate states and
outcome behaviors. Permanent vulnerability characteristics interact with stressful
external environmental stimuli to produce temporary intermediate states. Stressors
that influence the course of schizophrenia are family climate, social class and culture,
social networks, and life events. Poverty, unemployment, ignorance, social isolation,
poor nutrition and health care are also strong stressors and cause dysfunction in
vulnerable persons. Stressful life events are seen together with schizophrenia
however, they are not an obligation for the occurrence of schizophrenia. The
temporary intermediate states and their outcome behaviors tend to increase the level
and frequency of environmental stressors. The feedback circle leads to a more
intense temporary intermediate state. This vicious cycle go on as presented in
Figurel.

As depicted in the figure, vulnerability factors, stressors, and protectors play a
role on the formulation of the course and outcome of schizophrenia. Personal
vulnerability factors are dopaminergic dysfunctions, reduced available processing
capacity, autonomic hyperreactivity to adversive stimuli, and schizotypal personality
characteristics which are interacting mutually. Personal protectors include coping

and self-efficacy, and antipsychotic medication. There is a mutual interaction
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between personal vulnerability factors and personal protectors. Additionally,

environmental potentiators and stressors are critical or emotionally over involved

family climate, over-stimulating social environment, and stressful life events. The

construct of expressed emotion is important for the system at this point.

Environmental protectors include family problem solving skills and supportive

psychosocial interventions. The interplay between environmental potentiators -

stressors and environmental protectors appears to be mutual. Following all these

factors’ interaction, intermediate states are included in the system. Intermediate

states are processing capacity overload, tonic autonomic hyperarousal and deficient

processing of social stimuli. This interaction causes prodromal symptoms. At the end

of the prodromal symptoms, schizophrenic psychotic symptoms increase,
occupational and social dysfunctioning occurs.
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Source: Tarrier, N., 1996

Figure 1 Vulnerability-stress model of schizophrenia
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1.1.6 Treatment

Treatment of schizophrenia needs to adopt a multidimensional approach that
needs to be tailored for each patient and is based on a biopsychosocial model.
Additionally the treatment process itself differs for the acute, stabilization and
maintenance phases. The primary biological intervention consists of
pharmacotherapy. Antipsychotic drugs can be classified as typical and atypical
antipsychotic drugs.

Typical (classical or conventional) antipsychotics’ (haloperidol, fluphenazine,
chlorpromazine and thioridazine, etc) therapeutic action on positive symptoms such
as hallucinations and delusional thinking result from blockage of hyperactive
Dopamine 2 (D,) receptors on mesolimbic dopamine (DA) pathway. Unfortunately
these antipsychotics are not selective on mesolimbic D, receptors. They block not
only mesolimbic D, receptors, but also mesocortical, nigrostrital and
tuberoinfundibular D, receptors as well. The blockage of nigrostriatal receptors result
in acute and delayed neurological side effects, such as parkinsonism, akathisia and
tardive dyskinesia. Anticholinergic agents are used to overcome these neurological
side effects of typical antipsychotics. The most feared and fatal complication of
antipsychotics use is the neuroleptic malign syndrome which is a result of
hypersensitivity of receptors. Neuroleptic malignant syndrome is characterized by
muscle rigidity, fever, delirium, mutism and elevated blood pressure. Other side
effect, hyperprolactinemia, occurs because of D, blockage in tuberoinfundibular
pathway and results in galactorrhea, and sexual side effects. DA hypoactivity in
mesocortical pathway causes dysfunction of executive processes, affective blunting,

and avolition which are classified in negative symptoms and cognitive side effects.
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D, receptor blockage by classical antipsychotics in this pathway increases the
negative symptoms. Also anticholinergics increase the cognitive side effects (Kandel,
2000; Stahl, 2000).

Typical antipsychotics’ lack of effect on negative symptoms and their other
neurological side effects led the researchers to search for novel antipsychotics. These
novel antipsychotics are called atypical antipsychotics. These antipsychotics can be
classified as partial serotonin (5-HT,) — dopamine (D;) antagonists. Pioneer of these
antipsychotics is clozapine. The followers are risperidone, olanzapine, quetiapine,
ziprasidone, and aripiprazole. These agents primarily block D, and 5-HT, receptors.
Besides their blocking effect of D, on mesolimbic pathway, blockage of 5-HT,
effects dopaminergic system differently in four pathways. These drugs increase DA
release in mesocortical and nigrostriatal pathways, resulting in improvement in
negative symptoms and lesser observable neurologic side effects (Abi-Dargham &
Laruelle, 2005). Similar effects in tuberoinfundibular pathway causes decreased
prolactine secretion, lesser galactorrhea and lesser sexual side effects than typical
antipsychotics use. Metabolic effects of antipsychotics and their other consequences
(hypertension, etc) are seen in both groups of antipsychotics. However atypical
antipsychotics are more pronounced responsible for metabolic effects than typical
ones. These are as follows: metabolic syndrome [weight gain (Allison, Mentore,
Heo, Chandler, Cappelleri, Infante, & Weiden, 1999), hypertension, and
hyperlipidemia (Olfson, Marcus, Corey-Lisle, Tuomari, Hines, & L'Italien, 2006)]
and diabetes (Lean & Pajonk, 2003). Also atypical antipsychotics are more

responsible for arrhythmias (Kandel, 2000; Stahl, 2000).
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The use of antipsychotics in schizophrenia is considered as a long term
therapy. However, each patient’ treatment must be tailored individually regarding the
nature of illness and patients’ biopsychosocial features.

Lithium, anticonvulsants, antidepressants, benzodiazepines etc. are also used
as adjunctive medications in treatment of schizophrenia. Electroconvulsive therapy
still has an important role in treating patients especially with the catatonic type of
schizophrenia and patients with an affective component for whom medications have
failed.

The development of neuroleptic medication in 1950s is accepted as a major
advance in the management of schizophrenia. Therapeutic use of antipsychotics
alleviated most of the problem symptoms, moreover the prophylactic use of
neuroleptics increased the possibility of community residence and decreased the
demand for hospitalization. Some of the patients fail to comply with their medication
and of those use, 30 to 50 per cent will relapse in the short term. In other words, the
trend to deinstitutionalize schizophrenic patients since 1960s has been complicated
by a pattern of frequent relapse and readmission. Clinical and theoretical interest
focused on the family climate, the main caregiver and the support system of patients,
since more than half of discharged patients were returned to their families, (Lebell,
Marder, Mintz, Mintz, Tompson, Wirshing, Johnston-Cronk, and McKenzie, 1993;
Tarrier, 1996). These developments lead to the establishment and use of
psychological treatment, especially the research on expressed emotion, together with
biological treatment.

Patients with schizophrenia receive various psychotherapeutic approaches and
rehabilitation. Effective psychosocial treatments should not only reduce overt

psychotic symptoms or hospitalization, but also improve the cognitive and social

21



abilities, quality of life, employment and other domains. It includes cognitive-
behavioral therapy and social skills training, family-oriented therapies, group therapy
and individual supportive therapy.

In the psychological treatment of schizophrenic symptoms, both behavioral
modifications and empowerment are provided by social skills training, life skills
training and family management. By these approaches a change in patients’ and
their relatives’ behavior is aimed. In the treatment of hallucinations and delusions
operant methods are used. Other than above mentioned methods, token economy,
systematic desensitization, and aversion therapy are considered as behavioral
treatment elements. Empowering approaches are counter-stimulation or distraction,
earplug therapy and focusing and self-monitoring methods. Belief modification is a
form of cognitive- behavioral treatment which is started with weakly held beliefs and
then is proceeded through the beliefs that are held strongly. The therapist avoids
direct confrontation and not requires the patient to give up the beliefs. Then the
therapist discusses the alternative approaches. The patient is supported to voice their

own arguments against their beliefs (Slade & Haddock, 1996).

1.2 Expressed Emotion

The construct of expressed emotion (EE) refers to the affective attitudes and
behaviors (criticism, hostility, and emotional over-involvement [EOI]) of a relative
towards a psychiatric patient (Barrowclough & Hooley, 2003). Kazarian (1992) on
the other hand defined EE, in the families with mentally ill patient, as emotional
attitudes and behavior of the other members towards the mentally ill member.

Expressed emotion is depicted as a toxic element or potentiator of relapse in patients
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with schizophrenia. This section includes discussions of the relationships of EE with
psychiatric and medical illness. Also, perceived expressed emotion (PEE) by the

patient and its correlates are discussed.

1.2.1 Expressed Emotion and Schizophrenia

Vulnerability-stress model as an integrative approach between biological,
psychological and social factors considers environmental stress processes. Expressed
emotion is a family environment characteristic that has been found to create stress for
schizophrenic patients. This important stress factor is the focus of the current study.

The development of neuroleptic drugs in the 1950s created a major advance
in the management of schizophrenia, because the use of medication decreased the
positive symptoms of the disease. Moreover, the prophylactic use of neuroleptics
enhanced the possibility of community residence and decreased the demand for
hospitalization. The trend to deinstitutionalize schizophrenic patients since the 1960s
has resulted in frequent relapses and readmissions. Since more than half of
discharged patients return to live with their families, clinical and theoretical interest
focused on the family climate, the main relative and support system of patients
(Lebell, Marder, Mintz, Mintz, Tompson, Wirshing, Johnston-Cronk, & McKenzie,
1993; Tarrier, 1996). In England Brown, Carstairs and Topping (1958) found that the
patients discharged to live in pension or at home with siblings survived better
psychiatrically over the course of the following year than those who lived in large
hostels or returned to the parental home. Brown, Birley and Wing (1972) found that
patients whose families had high criticism, hostility and emotional over-involvement

tended to relapse more than the patients whose families did not have these
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components of expressed emotion. This led to the investigation of factors at home
that may relate to relapse and subsequently the concept of expressed emotion was
proposed by Vaughn and Leff (1976a).

Expressed emotion is a measure of a relative’s attitude, behavior and emotion
towards a patient member. It was defined as a measure of the amount to which an
individual family member talks about another family member in a critical or hostile
style or in a way that indicates marked emotional over-involvement (Barrowclough
& Hooley, 2003).

Camberwell Family Interview (CFI), which has been the most frequently used
device to assess expressed emotion, was developed by Brown and Rutter (Brown &
Rutter, 1986). The original form of the device was a three-hour semi-structured
family interview. Later, Vaughn and Leff (1976b) revised the interview into a shorter
form that took aboutl.5 to 2 hours to administer. It is concerned with obtaining
information about events and activities, attitudes and emotions in the home climate
and the onset and development of the patient’s illness. It is always audiotaped for
later coding. It is administered by well trained clinicians, empathically and
supportively. The ratings of relatives’ interview data are based on five scales.
Criticism is the total of critical comments made about the patient, such statements
being judged as critical on the basis of both the content and the voice tone. While
Criticism is situation specific, Hostility, the second scale, is defined as a more
generalized negative feeling and a statement of general criticism of the patient
himself/herself rather than his/her specific actions. Emotional over-involvement
reflects an exaggerated emotional response, marked concern reflected in unusually
self-sacrificing behaviors or clearly overprotective behaviors. Warmth and Positive

Remarks are defined by content, for statements that contain praise and approval
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without ambiguity. EE ratings are based mainly on criticism/hostility and emotional
over-involvement, because warmth and positive remarks were noted not to contribute
to the predictive power of EE on relapse (Barrowclough & Tarrier, 1984; Hooley,
1985). Relatives scoring above cut off points on one or more of three scales (i.e.
criticism, hostility and EOI) as high EE (Barrowclough & Hooley, 2003).

The time—consuming administration and coding of CFI limits the widespread
utilization of this instrument to assess EE. Therefore, several attempts have been
made to develop alternative methods of assessment. Van Humbeeck, Van
Audenhove, De Hert, Pieters, and Storms (2002) reviewed the scales used in the
studies of EE. The CFI, the Five Minute Speech Sample (FMSS), and the
Questionnaire Assessment of Expressed Emotion (QAEE) are the only instruments
that have a clear cut-off score to classify a relative as high or low EE. The
instruments with the best predictive power are the CFI, the Perceived Criticism Scale
(PCS) and Level of Expressed Emotion (LEE). The predictive validity of other
instruments (FMSS, Patient Rejection Scale [PRS]) is poorer than the ones listed
above. The most predictive for the relapse scales turn out to be criticism and
hostility, the EOI scale being less sensitive for relapse. There is a strong overlap
between the PCS and the CFL.

Perceived Criticism Scale and the Level of Expressed Emotion are two other
scales to measure patients’ perceived expressed emotion. PCS was developed to
assess the amount of perceived criticism of depressive patients’ spouses (Hooley and
Teasdale, 1989). LEE used to measure the perceived EE from the patient’s viewpoint
is a self-report questionnaire (Cole and Kazarian, 1988).

Several studies indicated that EE construct was a good predictor of relapse in

patients with schizophrenia (Vaughn, Snyder, Jones, Freeman, & Fallon, 1984;
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Hogarty, Anderson, Reiss, Kornblith, Greenwald, Javna, & Madonia, 1986; Barrelet,
Ferrero, Szigethy, Giddey, & Pellizer, 1990; Vaughan, Doyle, McConaghi,
Blaszcynski, Fox, & Tarrier, 1992; Linszen, Dingemans, Nugter, Van der Does,
Scholte, & Lenior, 1997; King & Dixon, 1999; Marom, Munitz, Jones, Weizman, &
Hermesh, 2002; Yang, Phillips, Licht, & Hooley, 2004; Kopelowicz, Lépez, Zarate,
O'Brien, Gordon, Chang, & Gonzalez-Smith, 2006; Hooley, 2007). In a meta-
analysis that included 27 articles in which EE was assessed using the CFI, Butzlaff
and Hooley (1998) confirmed that EE was a reliable predictor of relapse for 9 to 12
months on patients with schizophrenia.

Many independent studies in different cultures established that high EE was
associated with a higher rate of relapse in patients with schizophrenia (Martins,
Lemos, & Bebbington, 1992; Jenkins & Karno, 1992; Kuipers, 1992). However, a
few studies have failed to replicate these findings (Hogarty, Anderson, Reiss,
Kornblith, Greenwald, Javna, & Madonia, 1986; Parker & Johnson, 1987; Barrelet,
Ferrero, Szigethy, Giddey, & Pellizer, 1990). These studies failed to find a strong EE
effect on relapse. Researchers aiming the test the EE construct’s validity in different
cultures found that, in Western countries the rates of high EE families was high;
however in developing countries this rate was reported as being lower (Wig, Menon,
Bedi, Ghosh, Kuipers, Leff, Korten, Day, Sartorius, Ernberg, & Jablensky, 1987;
Kavanagh, 1992).

Studies indicated the predictive power of EE on acute exacerbation. However,
drawing an absolute cause-effect relationship or considering EE construct and
problematic families as synonymous would be underestimating expressed emotion.
High EE families differ by their problems, ways of coping with the problems, and the

style of family interaction. Thus they form a heterogeneous group. On the other
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hand low EE families should not be accepted as effectively coping with their
problems, creating a stress free climate and decreasing the risk of relapse, and
facilitating rehabilitation. In low EE families, during the period of exacerbation, high
EE may develop. Additionally, sometimes the familial burn out may cause the
existing criticism/hostility and/or emotional over-involvement attitudes to disappear.

The fact that EE and relapse are associated does not mean that EE causes
relapse. Therefore, expansive studies have been conducted to explore the factors
associated with expressed emotion. The factors that correlated with expressed
emotion included coping strategies of caregivers (Hall & Docherty, 2000); sensitivity
of caregivers towards patients with schizophrenia (Shimodera, Inoue, Tanaka, &
Mino, 1998); caregivers’ perception of the patient’s social functioning (Scazufca &
Kuipers, 1996); and the personality characteristics of caregivers (Hooley & Hiller,
2000).

In Turkey there are only a limited number of studies investigating expressed
emotion in families of schizophrenic patients (Berksun, 1992; Cansever, 1994;
Ozden, 1995; Karanci & Inandilar, 2002). Cansever (1994) conducted a study with
33 schizophrenics using Level of Expressed Emotion Scale (Cole & Kazarian, 1988,
LEE) in order to investigate the relapse rate in a 9-month period. In the study
Cansever only rated the patients but the caregivers. He concluded that high familial
EE as rated by the patient increased the relapse rate in schizophrenia and that there
was a significant relationship between relapse rate and over intrusiveness and
emotional response. Ozden (1995) conducted an 18 month follow up with chronic
schizophrenia patients. On the first interview LEE, Beck Depression Inventory
(BDI), Brief Psychiatric Rating Scale (BPRS), and Global Assessment of

Functioning Scale (GAFS) were administered to patients and Expressed Emotion
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Scale (Berksun, 1992, EES) was administered to relatives. Patients were assessed on
the 6th, 12th, and 18th month following first interview. According to the results of
this study, caregivers perceived themselves as low critical/hostile and high
emotionally overinvolved. These results were found to be parallel with patients'
perceptions of their caregivers. The families of patients who relapsed in the first 6
month follow up were found to be significantly higher EE levels. Especially,
predictivity of Criticism/Hostility (C/H) component correlated with later relapse.
However expressed emotion components were not differentiated in terms of relapse
prediction and the effects of these components on symptom severity and quality of
life were not investigated. This bring along the major difference between Ozden's
study and the current research. Karanci and Inandilar (2002) examined the predictive
power of patients and caregivers traits and caregivers’ perceptions of related
variables by using EES. Their results indicated that while caregivers’ perceptions of
coping with symptom behaviors decreased C/H, their perceptions of higher
frequency of symptom behaviors increased C/H. Although EE is a construct that was
developed for schizophrenia, it is also used in research with other psychiatric

illnesses.

1.2.2 Expressed Emotion and Psychiatric Illness

Expressed emotion and its impact on the prognosis of illness has recently
been studied in various different psychiatric illnesses. In one study examining
whether parental EE ratings, based on the Camberwell Family Interview were
predictive of the course of illness in a sample of Dutch families with an adolescent

eating disorder patient, the levels of EE were taken at first assessment and at the
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termination of treatment (van Furth, van Strien, Martina, van Son, Hendrickx, & van
Engeland, 1996). The study involved 49 adolescent eating disorder patients and their
parents subjected to assessments at intake (T1), at the termination of treatment (T?2),
and at a one year follow-up (T3). The levels of parental EE at first assessment were
low and during the treatment period the levels decreased further. The mothers'
criticism ratings at T2 and T3 were the best predictor of outcome when compared to
other possible predictors. Rodriguez Santos and Vaz Leal (2005) aimed to examine
the levels of EE in both parents of patients with eating disorders using the CFI in
Spain. There were no significant differences found between mothers and fathers in
global scores, but mothers were found to have higher emotional over involvement
with the patient than the fathers. In their sample the percentage of families that had
high EE was lower than the families with a member with schizophrenia.

In the literature little is known about the relationship between EE and relapse
in alcoholism. The association between the spouse's EE and the alcoholic patient's
relapse rate within 12 months after the couple began an outpatient behavioral marital
therapy (BMT) program for alcoholism was examined by O'Farrell, Hooley, Fals-
Stewart, and Cutter (1998) with 86 alcoholic patients. When compared with the
patients with low EE spouses, alcoholic patients with high EE spouses were more
likely to relapse, they had a shorter time to relapse, and drank on a greater percentage
of days within the 12 months after starting BMT. EE was found to be associated with
relapse after patients' age, education, and alcohol problem severity were controlled.
The greater use of Antabuse and more sessions of BMT were found to be associated
with reduced relapse for alcoholic patients with high EE spouses.

The relationship between EE and Alzheimer disease was investigated in

several studies (Tarrier, Barrowclough, Ward, Donaldson, Burns, & Gregg, 2002;
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Cooney, Howard, & Lawlor, 2006). It was found that high EE caregivers made more
attributions personal to the patient for negative events. Consequently, it was
suggested that effective intervention strategies should attend to manage high levels of
expressed emotion in dementia patients.

In spite of the strong biological foundations of attention deficit hyperactivity
disorder (ADHD), family factors remain to be an important influence on the course
of the disorder. Little is known about how familial variables relate to the disorder in
girls with ADHD. For this purpose, the relationship between parental EE, as
measured by FMSS, and ADHD was investigated as well as comorbid disruptive
behavior disorders in a sample of 131 girls aged 6-12 years. It was reported that high
parental EE was associated with both ADHD and aggression (Peris & Hinshaw,
2003). In a study from Turkey (Uslu, Kapci, & Erden, 2006), a psycho-education
group program was conducted on expressed emotion, family functioning, and child
behavior for parents of children with learning disorders and compared to a regular
treatment group. A semi structured interview for parental EE, self-reports of family
functioning, and child behavior was done at baseline and following an 8-session
psycho-education group program. Parents who attended the program differed
significantly from control group on measures of criticism, warmth, and positive
remarks, and overall EE. It was concluded that a psycho education group program
could be effective in helping parents establish a more positive emotional climate in
their relationships with their children.

Within psychiatric illnesses, affective disorders have been subject to research
on expressed emotion nearly as much as schizophrenia. Miklowitz & Johnson (2006)
reviewed research that has been conducted on the diagnosis, course, etiology, and

pharmacological and psychosocial treatment of bipolar disorder. They stated that
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psychosocial stressors, life events, and familial expressed emotion significantly
influence the course of the illness in addition to genetic and neurobiological factors
for bipolar disorder.

The construct of EE indexed by FMSS was examined in spouses or children
of 54 elderly patients with major depressive disorder when they were hospitalized
and one year after they were discharged as follow up. EE was not found to be
significantly related to relapse in the total sample of elderly patients. However, there
was an interaction between EE and the type of relationship to the patient (i.e., spouse
or adult child) on the follow-up outcomes. Among the children who cared for the
elderly patients, having high EE predicted higher relapse rate, and lower recovery
from depression than among children who had low EE. On the other hand among the
spouses of the elderly patients high EE and low relapse rate were correlated with
sustained recovery (Hinrichsen & Pollack, 1997).

Tarrier, Sommerfield, and Pilgrim (1999) investigated the effect of EE
regarding the treatment outcome in chronic post-traumatic stress disorder (PTSD)
through a prospective design. The relatives of 31 PTSD patients participating in a
treatment trial that requires comparing imaginal exposure with cognitive therapy
were interviewed and rated on EE prior to treatment allocation. The effect of EE on
post-treatment clinical outcomes was assessed. It was reported that a higher level of
criticism and hostility predicted less change at posttest after treatment with imaginal
exposure.

So, the previous studies show that expressed emotion is a measure that has
been used to assess the quality of the relationship between patient and their key
relative in various disorders. It has been shown to be strongly predictive of clinical

outcome in a range of psychiatric and medical disorders. Although EE is a construct
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that was developed for schizophrenia; it has also been examined for various medical

illnesses.

1.2.3 Expressed Emotion and Medical Illness

Expressed emotion has also been recently been studied in some medical
conditions, as a factor that may play a role in the course or outcome of the illness. In
a study, researchers hypothesized that high EE in partners of diabetes patients would
be associated with poorer glucose control, management of and adaptation to diabetes
(Wearden, Tarrier, & Davies, 2000). For this reason, sixty adults Type 1 diabetes out
patients were interviewed to assess self-management practices and their partners
were interviewed separately by a modified Camberwell Family Interview. 17% of
partners were classified as high EE. While there was no association between EE
measures and glucose control, patients with high-EE partners had significantly lower
self-management scores, more negative appraisal of diabetes, and higher depression
scores than those with low-EE partners.

Maternal EE has also been found to be related to metabolic control in
childhood diabetes (Liakopoulou, Alifieraki, Katideniou, Peppa, Maniati, Tzikas,
Hibbs, & Dacou-Voutetakis, 2001). Liakopoulou et al. (2001) conducted a study to
examine whether maternal expressed emotion, in the form of critical comments (CC),
hostility and EOI was related to metabolic control, and to determine if CC and EOI
were separately related to poor metabolic control, and finally to ascertain whether
high EE was related to psychopathology in these children. The Present Episode
version of the Schedule for Affective Disorders and Schizophrenia for School-Age

Children (Kiddie-SADS-P/K-SADS-P) interview was administered to 55 children
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and adolescents with diabetes and the parental EE instrument, Five Minute Speech
Sample was administered to 55 mothers of diabetic children. The same
measurements were taken from 54 healthy controls and their mothers. It was reported
that high EE was exhibited by 70.9% of the diabetes group mothers in contrast to
only 29.6% of the control group mothers. High maternal EE was found not to be
related to the psychopathology of children with diabetes. High maternal EE and in
particular EOI component were related to poor metabolic control of the diabetic
children.

Another study examined the relationship between maternal expressed
emotion and family relationships of children with epilepsy and its association with
high risk for psychiatric disorder (Hodes, Garralda, Rose, & Schwartz, 1999). EE
was assessed using the Camberwell Family Interview carried out with the mothers of
22 schoolchildren out patient with chronic epilepsy and 16 of their healthy siblings,
who served as controls. It was found that mothers showed significantly more
emotional over involvement and a trend for more hostility towards their children
with epilepsy than towards sibling controls. For the children with epilepsy, maternal
emotional over involvement was not associated with child behavioral deviance
whereas high levels of criticism and hostility did show associations with child
behavioral deviance, and the strongest links were between maternal criticism and
maternal rated antisocial and overactive behavior in the child.

Expressed emotion was found to have a similar effect on
Parkinsonism, colitis ulcerate, and kidney failure like the effect it has on
schizophrenia (Lefley, 1992). To this point, studies of expressed emotion on

psychiatric illness especially schizophrenia and medical illness have been briefly
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reviewed. In the following section, information on perceived expressed emotion

which is also examined in the current study will be presented.

1.3 Perceived Expressed Emotion

In this section, studies related to perceived expressed emotion which is the
main focus of the current study, will be presented. Families’ effect on the course of
schizophrenia has been commonly accepted. However, it is also important to
understand how patients perceive EE characteristic and the effects of their
perceptions on the course of illness. How the patients view and evaluate the EE of
the family can be described as perceived EE which is a relatively new concept in
research studies.

In a number of studies, patients with high EE relatives have been found to
have higher rates of relapse (Vaughn, Snyder, Jones, Freeman & Fallon, 1984;
Hooley, 2007). Measures of EE have traditionally been made by evaluating the
criticism and emotional over-involvement components in the CFI or in FMSS. While
trained raters assessing the interview with the relative may evaluate him or her as
critical or emotionally over-involved, it is not obvious whether the patients’
perception of the relative is parallel with the EE assessed from the expressions of the
relative.

Although the research on the relationship of EE to relapse started in 1950’s,
the role of the patients’ perceptions of the relationships with their relatives has not
been considered until Hooley and Teasdale’s study with depressed women. The
researchers stated that “it is surprising that no study to date has sought to obtain data

directly from patients themselves concerning their perceptions of criticism from
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family members” (Hooley and Teasdale, 1989). Perceived criticism was assessed by
patients’ evaluations of the levels of criticism they perceived from their spouses as
rated on a 10-point scale (Hooley & Teasdale, 1989). Their results showed that EE,
marital distress and patients’ perceived criticism were all significantly associated
with the depressed patients’ 9-month relapse rates. In the analysis using logistic
regression, the variable most strongly associated with relapse was found to be
patients’ perceptions of spouses’ criticism. Depressed patients who rated their
spouses as highly critical of them were significantly more likely to relapse during
follow-up than were patients who perceived less criticism. Hooley and Teasdale
(1989) argued that an objective rater’s report of relative’s criticism was less
important than the patient’s perception of that criticism because criticism perceived
by the patient is likely to be the proximal cause of any effects of EE on the patient.
Thompson, Goldstein, Lebell, Mintz, Marder, and Mintz (1995) used a
detailed interview to assess patients’ perceptions of their caregivers’ emotional
attitudes towards them (criticism, emotional over-involvement and nagging) and
assessed caregivers’ emotions by FMSS. They found that patients whose caregivers
demonstrated higher rates of criticism reported significantly more critical behavior.
Thus, there was a concordance between the views of the patients and caregivers.
Scazufca and Kuipers (2001) examined the reliability of perceived criticism
and whether patients’ judgment about caregivers’ criticism agreed with an
independent assessment of caregivers’ criticism towards patients at hospitalization
and 9 months after discharge from the hospital. It was found that perceived criticism
had been reliable and was associated with measures from CFI. However, relapse was

not assessed in this study.
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In a recent study (Bachmann, Bottmer, Jacob, & Schroder, 2006), with a
German sample, the expression and perception of EE in schizophrenic patients and
their relatives were compared. While EE in relatives of chronic schizophrenic
patients was assessed using an extended version of the FMSS, patients rated their
relatives with the Perceived Criticism Scale (PCS), the Family Emotional
Involvement and Criticism Scale (FEICS), and a German questionnaire on family
atmosphere (FEF). It was found that patients' ratings of the whole family on the
FEICS and FEF criticism subscales were related to their relatives' EE status. Using a
sample of 42 patients with schizophrenia and their relatives (Weisman, Rosales,
Kymalainen, & Armesto, 2006), the concordance between the numbers of criticisms
of relatives during the CFI and patients' perceptions of how critical they perceived
their relative was examined. White and Latino family members who expressed more
criticism were indeed perceived as more critical by patients. However, among blacks,
no significant association between relatives' expressed criticism and patients'
perceived criticism was found (Weisman, Rosales, Kymalainen & Armesto, 2006).
These studies show that perceived expressed emotion is a valid and reliable measure.
However, studies on the relative power of perceived expressed emotion by patients
and expressed emotion by relatives is lacking.

The results of the Hooley and Teasdale (1989)’s study from depressive
patients could not be generalized readily to schizophrenia. For this purpose, Scott,
Fagin, and Winter (1993) conducted a series of studies examining schizophrenic
patients’ perceptions of their family members’ attitudes by using Family
Interpersonal Perception Test. Patients who expected their parents to view them
negatively were significantly more likely to relapse than those who expected their

parents to view them positively. The patient’s viewpoint was shown to be the best
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predictor of the relapse. Only among those patients who relapsed, a significant
correlation between the parents’ view of the patient and patients’ expectation was
found.

A number of investigations have focused on the relationship between clinical
course in schizophrenia and patients’ perceptions of the family environment, using
some measurement devices, such as Family Environment Scale (FES) or Parental
Bonding Instrument (PBI) which have been indirect. Administering instruments to
patients, namely Dyadic Adjustment Scale and PBI; Patient Rejection Scale (PRS) to
relatives, Lebell, Marder, Mintz, Mintz, Tompson, Wirshing, Johnston-Cronk, and
McKenzie (1993) interviewed chronic schizophrenic male out patients and their
relatives separately to assess their perceptions of their relationships. Patients’ ratings
of their attitudes toward their relatives and their perceptions of their relatives’
attitudes towards them were significantly related to outcome during the one-year
follow-up. Patients with positive perceptions of their relatives had a significantly
lower rate of psychotic exacerbation at follow-up. When the severity of psychotic
symptom was statistically controlled, the patients’ own ratings of their attitudes and
feelings towards their key relatives and their perceptions of these relatives’ attitudes
towards them appeared as a significant predictor of outcome. In another study
(Baker, Kazarian, Helmes, Ruckman, & Tower, 1987), forty-nine schizophrenic
inpatients who were about to be discharged from the hospital completed the
Influential Relationship Questionnaire which measures patients’ perceptions of three
typical attitudes, namely care, overprotection and criticism by two influential people
in their lives (Baker, Kazarian, Helmes, Ruckman, & Tower, 1987). At the 9-month

follow-up, it was found that readmitted patients rated the second-most influential
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person higher on the Overprotection and Criticism scales and lower on the Care scale
than did nonreadmitted patients.

Using Parental Bonding Instrument (PBI), Warner and Atkinson (1988) found
that patients who perceived their parents positively tended to experience a milder
course of schizophrenia if they were in high contact with them, and a more severe
course if they were not. The reverse was true for patients who perceived their parents
negatively. It was suggested that patients' perceptions of parental attitudes would
influence the course of schizophrenia by creating ongoing stress.

Perceived expressed emotion construct was studied within some other
psychiatric illnesses other than schizophrenia. Researchers have disagreed about
whether perceived criticism (PC) contributed to poor treatment outcomes and
reflected the severity of the patient's disturbance. In a study with obsessive-
compulsive and agoraphobic outpatients, the researchers predicted that higher
perceived criticism, hostility, and EOI would be associated with poorer treatment
outcome defined as terminating treatment while still highly symptomatic or as poor
response to treatment for those who completed at least 10 sessions of behavior
therapy (Chambless & Stekete, 1999). PC was found to be unrelated to coexisting
symptom severity. Furthermore, pretreatment PC significantly predicted post
treatment symptom severity over and above the effect of pretreatment symptom
severity; whereas pretreatment symptom severity failed to significantly predict post
treatment PC. Thus, these results were supporting the hypothesis that PC predicted
how patients' respond to treatment. The results also showed that PC was not related
to patient's symptom severity (Renshaw, Chambless, & Steketee, 2003).

The relationship between the level of Perceived Expressed Emotion (PEE) of

the siblings and parents of patients hospitalized with anorexia nervosa and its effect
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on weight gain and psychological functioning was examined (Moulds, Touyz,
Schotte, Beumont, Griffiths, Russell, & Charles, 2000). The Level of Expressed
Emotion (LEE) Scale was administered to the patients with anorexia nervosa who
completed the LEE three times so as to identify their perceptions of their relationship
with their closest age sibling, mother, and father. The results suggested that PEE was
not predictive of body mass index (BMI) change and improvement in psychological
functioning after 6 weeks of hospitalization (Moulds, Touyz, Schotte, Beumont,
Griffiths, Russell, & Charles, 2000).

In order to examine whether perceived family criticism was independently
associated with depression, and moderated the association between depression and
functional disability, Seaburn, Lyness, Eberly, and King (2005) recruited 379 adults
65 years of age or older from primary-care practices. The results showed that
perceived family criticism was independently associated with depression diagnosis
and depressive symptoms, whereas perceived family criticism did not moderate the
association between depressive symptoms and functional status in the overall study
group. Another study (Miklowitz, Wisniewski, Miyahara, Otto, & Sachs, 2005)
examined a self-report measure of expressed emotion as a predictor of the one year
course of bipolar affective disorder. 360 patients filled out the four-item Perceived
Criticism Scale concerning one or more relatives or close friends. Patients' ratings of
the severity of criticisms from relatives did not predict patients' mood disorder
symptoms at follow-up. However, patients who were more distressed by their
relatives' criticism had more severe depressive and manic symptoms and
proportionately fewer days of well being during the study year than patients who

were less distressed by criticism.
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In thirty two Egyptian depressed patients, Okasha, El Akabawi, Snyder,
Wilson, Youssef, and El Dawla (1994) aimed to determine the value of families'
expressed emotion and patients' perception of family criticism in predicting relapse.
They also evaluated transcultural differences. An Arabic version of the CFI was
administered to key relatives of the patients that were followed up for 9 months in
order to assess relapse and compliance with treatment. The relation of family
criticism to relapse was found to be statistically significant, but no association
between perceived criticism and relapse was detected.

Regarding the literature in this section, it can be stated that perceived
expressed emotion is a relatively new concept in research studies. Little is known
about the concept and still no accepted consensus has been formed. Although some
studies support the effect of perceived expressed emotion on prognosis, other studies
fail to note a relationship. Like in other psychiatric disorders, literature lacks studies
on the relationship among perceived expressed emotion, quality of life, and relapse
regarding schizophrenia. Findings related to quality of life and impact of EE will be

presented in the following section.

1.4. Quality of Life

The quality of life (QOL) of patients with schizophrenia presents an extension
of different outcome criteria for treatment. For a long time, the reduction of positive
symptoms alone was the most important outcome parameter, but the development of
atypical antipsychotic drugs in the early 1990s resulted in the adoption of more wide-

ranging measures of therapeutic outcome. In the present study, it will also be used as
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an outcome criterion. In this section the definition of QOL will be given, followed by
studies on its validity.

The construct of QOL has been increasingly included in studies exploring
course and treatment of chronic somatic or psychiatric illnesses. Patient satisfaction
appears to be strongly related to their willingness to be engaged in psychosocial and
pharmacological treatment, and therefore to the symptomatic and functional outcome
(Karow, Moritz, Lambert, Schoder, & Krausz, 2005).

World Health Organization (WHO) defines Quality of Life as an individual's
perception of their position in life in the context of the culture and value systems in
which they live and in relation to their goals, expectations, standards and concerns. It
is a broad ranging concept affected in a complex way by the person's physical health,
psychological state, personal beliefs, social relationships and their relationship to
salient features of their environment (cited in Fidaner, Elbi, Fidaner, Yal¢in Eser,
Eser, & Goker, 1999). Within the concept of QOL, physical and mental health, level
of independency, social relationships, environmental effect, and personal beliefs are
subjectively evaluated by the patients. The importance of developing appropriate
instruments emphasized the recognition of the importance of evaluating the QOL of
patients with schizophrenia. There are a number of scales for measuring quality of
life. The available and most frequently used QOL instruments that have been
validated for schizophrenic populations are the World Health Organization Quality
of Life Assessment (WHOQOL) and the 36-Item Short-Form Health Survey (SF-36)
(Bobes, Garcia-Portilla, Saiz, Bascaran, & Bousoiio, 2005).

In the recent literature (Prince, 2007; Hewith, 2007) two types of QOL are
under consideration. These are subjectively rated QOL, usually defined as life

satisfaction and objectively rated QOL, usually defined as participation in activities
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and relationships. What is new in the definition in the subjective QOL is the
emphasis on the scale being patients’ self report. The scale used in the current study
also assesses subjective QOL.

A difference between objectively and subjectively rated QOL was identified
(Fitzgerald, de Castella, Filia, Collins, Brewer, Williams, Davey, and Kulkarni,
2003). Subjectively rated QOL was shown to be associated with depressive
symptoms, whereas, objectively rated QOL was shown to be associated with
negative symptoms. Similarly, Narvaez, Twamley, McKibbin, Heaton, and Patterson
(2007) tested whether better subjective QOL would be associated with less severe
negative and depressive symptoms, better objective QOL, and greater everyday
functioning capacity. They also hypothesized that better objective QOL would be
associated with less severe negative and depressive symptoms, better cognitive
performance, and greater functional capacity. The researchers found that more severe
depressive symptoms and better neuropsychological functioning were independent
predictors of lower subjective QOL and that more severe negative symptoms
predicted lower objective QOL.

The quality of life is a measure that is used in considering the outcome of
illness and evaluation of different treatment modalities in schizophrenia. Therefore, a
number of studies have been conducted examing the QOL as an outcome criterion.
Xiang, Weng, Leung, Tang, and Ungvari (2007) aimed to explore the relationships
between sociodemographic and clinical factors and QOL in a cohort of 200 Chinese
schizophrenia outpatients. It was aimed to evaluate the relationships of
sociodemographic, clinical characteristics including psychotic and depressive
symptoms, extrapyramidal symptoms (EPS), and QOL. The scores for the physical,

psychological, and social QOL domains in the patient group were found to be
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significantly lower than controls. The presence of positive, negative, depressive,
anxiety and EPS symptoms was all significantly and negatively correlated with QOL.
Chinese outpatients with schizophrenia had poorer QOL than the general population.

Another study (Ritsner, Modai, Endicott, Rivkin, Nechamkin, Barak, Goldin,
and Ponizovsky, 2000) about variations in QOL domains and related
psychopathological and psychosocial factors in patients with schizophrenia,
schizoaffective disorder, and mood disorders was conducted. It was hypothesized
that QOL would have a more significant relationship with psychosocial factors than
with illness-associated factors. The results showed that in all QOL domains, patients
were less satisfied than nonpatient controls. The researchers concluded that
psychosocial factors affect subjectively rated QOL of hospitalized patients with
severe mental disorders rather than psychopathological symptoms.

Research conducted on the family’s contribution to the QOL of persons who
have serious mental illness has a major focus on negative family interactions
associated with poorer outcomes. However, many families play a supportive role and
little is known about the expression of warmth and positive remarks on QOL, namely
prosocial family processes. Greenberg, Knudsen, and Aschbrenner (2006) aimed to
study prosocial family processes that potentially improve, rather than detract from
the life satisfaction of adults with schizophrenia and their aging mothers. It was
found that the adults with schizophrenia demonstrated higher levels of life
satisfaction when their mothers expressed greater amount of warmth and praise, and
when their mothers reported the quality of their relationship as being close and
mutually supportive.

In order to understand the relationship between the subjectively rated QOL

and psychopathology using Positive and Negative Symptom Scale (PANSS),
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researchers assessed schizophrenia patients at hospitalization, discharge and follow-
up periods. The results showed that anxiety was the most important symptom and
depression was the most important syndrome associated with different domains of
QOL during and after hospitalization. Also cognitive and negative symptoms were
associated with different QOL domains, but positive symptom clusters showed no
substantial association with QOL (Karow, Moritz, Lambert, Schoder, & Krausz,
2005).

In Turkey, several studies were conducted on QOL. Orsel, Akdemir, and Dag
(2004) aimed to conduct the reliability and sensitivity study of the WHOQOL- 100 in
patients with schizophrenia. Stepwise regression analysis was conducted to examine
the predictive influences of psychopathology measures on QOL domains. The results
showed that WHOQOL-100 was a reliable and valid measurement for patients with
schizophrenia. The physical, psychological, social and independence domains had
discriminant validity, differentiating ill and control subjects. Another finding
revealed that symptom severity, especially the severity of negative symptoms and in
some cases positive symptoms were related to subjective QOL scores. Yildiz,
Veznedaroglu, Eryavuz, and Kayahan (2004), using PANSS, Quality of Life Scale
(QLS), Social Functioning Scale (SFS) and Global Assessment of Functioning
(GAF), assessed the impact of psychosocial skills training program as an integrative
approach on social functioning and QOL of patients with schizophrenia, in
comparison to standard care. There was a significant improvement in the total
PANSS, QLS, SES and GAF scores, whereas no significant change for those on
standard cares. The study underlined the social functioning and QOL profits of the
psychosocial skills training program in schizophrenia. Another study (Akvardar,

Akdede, Ozerdem, Eser, Topkaya, & Alptekin, 2006) aimed to identify how
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psychiatric patients characterize the quality of their lives compared to others with
diabetes (a chronic physical illness) and healthy individuals. WHOQOL was used to
measure the QOL. For the physical domain of QOL, patients with alcohol
dependence, bipolar disorder, and schizophrenia scored lower than healthy subjects.
For the psychological domain, patients with schizophrenia had lower scores
compared to patients with bipolar disorder, patients with diabetes, and healthy
subjects. In the social relationship domain, patients with schizophrenia and alcohol
dependence scored lower compared to healthy subjects. Patients with schizophrenia
were worse than bipolar patients and diabetics with respect to social relationships.

As discussed in previous parts of the introduction, the expressed emotion of
caregivers has been found to be related with exacerbation of the symptoms, and
consequently relapse (Butzlaff, & Hooley, 1998; King & Dixon, 1999). However,
there are few studies on the combined effects of caregivers’ expressed emotion and
exacerbation of schizophrenic symptoms on the QOL of patients. Mubarak and
Barber (2003) examined the association between QOL of patients, EE of their
relatives and psychiatric symptom severity. Their findings indicated that patients
with severe psychiatric symptoms living with caregivers with high EE had lower
QOL than the patients with mild psychiatric symptoms living with caregivers with
low EE.

So, in this thesis the impact of expressed emotion, both as expressed by
caregiver and as perceived by the patient on the QOL of schizophrenic patients will

also be examined.
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1.5 Aims of the Study

Although schizophrenia is a chronic psychiatric illness, which is being treated
by recently found more potent medications, there has not been sufficient success in
relapse prevention. Despite the important developments on the medication, there are
problems adjusting the treatment process. Even under regular medication, relapse
may occur. Prevention of relapse still has clinical importance. Recently, general
views regarding the weakness of treatment if the family is excluded have been
presented. However, issues on handling the family within treatment still remain to be
explored. Vulnerability-stress model could be one way of including the family via
EE in the course and relapse of schizophrenia.

Vulnerability-stress model offers a theoretical guide for understanding the
etiology and maintenance of schizophrenia. As presented in the introduction, the
impact of families’ expressed emotion on relapse of patients with schizophrenia has
been shown in previous research. However, up to our knowledge, the effect of
schizophrenic patient’s perceived expressed emotion on relapse has not been studied.
Families’ expressed emotion from the patients’ viewpoint is a novel subject of
research. Although, some researchers found that perceived criticism is related to
relapse in depressive patients, there is no conclusive evidence for schizophrenic
patients.

The aim of the present study is to investigate the effect of both EE of
caregivers and perceived EE of the patient on the QOL and positive and negative
symptoms of schizophrenic patients in Turkey.

Within this general aim, first, the study aims to develop the Perceived

Expressed Emotion Scale (PEES) that will be rated by the patients to reflect their
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perceptions of caregiver expressed emotion. PEES is expected to be a valid and
reliable measure of patients’ perceived expressed emotion. Secondly, the study also
aims to compare the relative power of C/H and EOI of EE of caregivers and
perceived EE of patients on symptom severity and QOL.

The following hypotheses will be tested within the framework of the present
study:
1. Perceived Expressed Emotion Scale will have a structure similar to the Expressed

Emotion Scale.

2. Perceived criticism/hostility and emotional over-involvement will be
correlated with Problem Solving, Communication, Roles, Affective Responsiveness,
Affective Involvement, Behavior Control, and General Functions of Family

Assessment Device (FAD).

3 Perceived expressed emotion by patients will have more relative effects than
expressed emotion of caregivers on the symptoms of positive and negative, general
psychopathology and total scores of PANSS and physical, psychological, social

domains, and environmental domain of standardized to culture of WHOQOL-BREF.

4 Expressed emotion of caregivers is expected to have high positive and negative

symptoms, general psychopathology and total scores of PANSS.

5 Expressed emotion of caregivers is expected to have high scores on physical,
psychological, social domains, and environmental domain of standardized to culture

of WHOQOL-BREF.
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6. Patients with high perceived criticism/hostility will have higher positive and
negative symptoms of PANSS as compared to patients with low perceived

criticism/hostility.

7. Patients with high perceived emotional over-involvement will have higher positive
and negative symptoms of PANSS as compared to patients with low perceived

emotional over-involvement.

8. Patients with high perceived criticism/hostility will have higher scores on general
psychopathology of PANSS as compared to patients with low perceived

criticism/hostility.

9. Patients with high perceived emotional over-involvement will have higher scores
on general psychopathology of PANSS as compared to patients with low perceived

emotional over-involvement.

10. Patients with high perceived criticism/hostility will have higher total

scores of PANSS as compared to patients with low perceived criticism/hostility.

11. Patients with high perceived emotional over-involvement will have higher

total scores of PANSS as compared to patients with low perceived emotional

over-involvement.
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12. Patients with high perceived criticism/hostility will have higher scores on
physical domain of quality of life as compared to patients with low perceived

criticism/hostility.

13. Patients with high perceived emotional over-involvement will have higher scores
on physical domain of quality of life as compared to patients with low perceived

emotional over-involvement.

14. Patients with high perceived criticism/hostility will have higher scores on
psychological domain of quality of life as compared to patients with low perceived

criticism/hostility.

15. Patients with high perceived emotional over-involvement will have higher scores
on psychological domain of quality of life as compared to patients with low

perceived emotional over-involvement.

16. Patients with high perceived criticism/hostility will have higher scores on social
domain of quality of life as compared to patients with low perceived

criticism/hostility.

17. Patients with high perceived emotional over-involvement will have higher scores
on social domain of quality of life as compared to patients with low perceived

emotional over-involvement.

18. Patients with high perceived criticism/hostility will have higher scores on
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environmental domain of standardized to culture of quality of life as

compared to patients with low perceived criticism/hostility.

19. Patients with high perceived emotional over-involvement will have higher scores

on environmental domain of standardized to culture of quality of life as

compared to patients with low perceived emotional over-involvement.
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CHAPTER 11

PILOT STUDY

2.1 Introduction

In this section, the pilot study for the reliability and validity study of the
Perceived Expressed Emotion Scale (PEES) developed for the current study will be
presented. Expressed Emotion Scale of Berksun (EES) (1992), which was originally
developed for the caregivers’ of the patients, was changed to assess patient’s
perceived expressed emotion level. As discussed in Chapter I, expressed emotion
(EE) turns out to be an important construct in schizophrenia treatment research.
Patients’ perceptions of their families’ EE and its relationship with the course of
illness is not a well known subject. In general, families’ EE is considered to be a
strong predictor of patients’ symptom severity and quality of life (QOL). In the
present study, the role of patients’ perceptions of families’ EE will also be examined.
For this reason, it was aimed to develop PEES which has not been subject to
previous research in Turkey. Additionally, for evaluating the validity of the PEES,

Family Assessment Device (FAD) was used.
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2.2 Method

2.2.1 Subjects

The sample was comprised of 75 schizophrenic patients, 28 females (37 %)
and 47 males (63 %) from Ankara Numune Education and Research Hospital,
Psychiatry Service. The patients ranged in age from 19 to 54 with a mean of 32. 93
(sd = 8.68). The patients with a DSM-IV diagnosis of schizophrenia, who applied to
the hospital for follow-up purposes, who were not in the acute episode and who had
no mental retardation were selected. The sociodemographic and illness related

characteristics of the sample are given in Table 1.

Table 1 Sociodemographic and Illness Related Characteristics of the Sample

Variable Percentage (n) Mean (Sd) Range
Age 32.93 (8.68) 19-54
Gender

Female 37.3 (28)
Male 62.7 (47)
Years of education 10.24 (3.21) 5-17
Marital status
Single 60.0 (45)
Married 33.3 (25)

Divorced 534
Widowed 1.3(1)
For those who are not single,

having a child
No 65.3 (49)
Yes 34.77(26)
Number of children

1 9.3(7)
2 16.0 (12)
3 534)
4 4.0 (3)

Current employment
No 85.3 (64)
Yes 14.7 (11)

Social security status
Social Insurance Inst. 33.3(25)
Insurance Inst. for state workers 17.3 (13)
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Table 1 (continued)

Insurance Inst. for trades
green card
none
Monthly household income
(YTL)
Number of rooms in the house

2
3
4
5
6
Having a private room in the
house
Yes
No
Persons with whom the patient
lives
Both parents
Spouse & children
With one parent
Sibling
Duration of illness (years)
Age of illness onset
Age of diagnosis
Duration of treatment (year)
Number of previous
hospitalizations
no
1
2
3
4
5
6
8
Medication use during the last
three months
Yes
No
Caregiver’s relation to the
patient
Mother
Spouse
Father
Sibling
Children

14.7 (11)
21.3 (16)
12.0 (9)

10.7 (8)

34.7 (26)

48.0 (36)
2.7(2)
4.0 (3)

80.0 (60)
20.0 (15)

48.0 (36)

33.3(25)

14.7 (11)
4.0 (3)

18.7 (14)

38.7 (29)

24.0 (18)
9.3 (7)
4.0 (3)
1.3 (1)
1.3 (1)
1.3 (1)

82.7 (62)
16.0 (12)

49.3 (37)
30.7 (23)
9.3 (7)
8.6 (6)
7(2)

1.059,66 (919,59)

8.59 (5.97)
24.35 (8.03)
26.66 (8.19)
6.14 (5.29)
1.58 (1.44)

150-5.000

0.5-27
12-48
15-49
0-27
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2.2.2 Instruments

The research instruments used in data collection of the pilot study consisted
of three parts. The first part included questions related to sociodemographic
characteristics of the patients: age, gender, educational level, marital status, number
of children, current employment status, social security status, monthly household
income, number of rooms in the house, having a private room in the house, persons
with whom the patient lives. Questions related to the illness history of the patient
were also included: duration of illness, age of illness onset, age of diagnosis, duration
of treatment (year), number of previous hospitalizations and medication use during
the last three months before the admission to the study (See Appendix A for
Informed Consent and Sociodemographic and Illness Characteristics Information
Form).

The second part of the research instrument contained the PEES, whereas the

third part was the FAD. These scales are described in the following section.

2.2.2.1 Perceived Expressed Emotion Scale (PEES)

The Expressed Emotion Scale (EES) (Berksun, 1992) was developed in order
to measure the level of expressed emotion of the main members of the family. This
scale is administered to relatives of schizophrenic patients. It is a self report
instrument, consisting of two factors, which are Criticism/Hostility (C/H) and
Emotional Overinvolvement (EOI). The scale has 41 items. The format of the
response scale is “Yes” or “No”. Cronbach alpha reliability coefficient was shown to

be 0.84. Internal consistency of the scale was tested through Kuder Richardson-20,
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since the scale was rated on a True — False basis, and reliability coefficient was
found to be .89 (Berksun, 1992).

The results of different studies (Cansever, 1994; Karanci & Inandilar, 2002;
Ozden, 1995) revealed that the psychometric properties of the EES are satisfactory
for the Turkish population.

Unlike the original form, for the present study, items of the EES were
transformed to reflect how patients perceive their relatives’ emotional expressions
into other-oriented version (‘He/she’ language) and adapted for schizophrenic
patients to evaluate their perceptions of relatives’ expressed emotion. The
transformation was done with the permission of the author of EES. The sentences,
like “I don’t believe that s/he is ill” in EE scale was transformed into other oriented
form, like “S/He doesn’t believe that I’'m ill”. This scale also has 41 items. The
format of the response scale, as in the original, is “true” or “false” (true= 2, false=1).

In order to explore whether the PEES is comprehensible and appropriate for
the study, initially 5 schizophrenic patients were administered the PEES. It was seen
that in item 28 (“‘S/he thinks that we are alike”) there was a problem. The patients
understood this as being alike in physical characteristics or/ as physical similarity.
Subsequently, item 28 was modified as “S/He thinks that we are alike as character
and habit.”

Additionally, the patients were also required to rate whether they felt
distressed by each item and how much they were distressed. The format of the
response on distress was “The statement doesn’t distress me” and “The statement
distresses me”. If they expressed distress, they rated their level of their distress (little,

medium and a lot) (See Appendix B for Perceived Expressed Emotion Scale-PEES).
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2.2.2.2 Family Assessment Device (FAD)

The Family Assessment Device (FAD), which was developed by Brown
University and Buttler Hospital in the USA in the context of Family Research
Programme, contains 60 items determining how the family functions in different
domains. The FAD was formed through the clinical use of formerly constructed
McMaster Model of Family Functioning. The scale was devised to discriminate
“healthy” and “unhealthy” structural and organizational characteristics of family and
interaction between family members. The FAD uses a 4-point Likert type scale,
ranging from totally disagree (4) to totally agree (1). There are items in the scale
indicating healthy and unhealthy functions. In some items, the phrase “totally agree”
indicates healthy family functioning, whereas in some others the phrase “totally
disagree” may also indicate healthy family functioning. Items reflecting unhealthy
functioning are treated as reverse items and the points on these items are subtracted
from 5. By this way it was made sure that the phrase “totally disagree” indicated
unhealthy functioning whereas “totally agree” indicated healthy functioning. Thus,
higher scores indicate unhealthy functioning.

The scale consists of seven subscales, measuring problem areas in family
functioning (Epstein, Boldwing, & Bishop, 1983).

1. Problem Solving is defined as problem solving skills of the family that are

necessary for the family to be able to function effectively. This subscale has 6

items (Items 2, 12, 24, 38, 50, 60)

2. Communication measured with 9 items, is defined as information flow

among family members (Items 3, 14, 18, 22, 29, 35, 43, 52, and 59).
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3. Roles are behavioral patterns that help family meet all kind of their needs.
There are 11 items (4, 8, 10, 15, 23, 30, 34, 40, 45, 53, and 58) in this
subscale.

4. Affective Responsiveness, assessed with 6 items, is family members’ reacting
most appropriately towards all kinds of stimuli (9, 19, 28, 39, 49, and 57).

5. Affective Involvement consists of interest, love, and caring that members
show to each other. It has 7 items (5, 13, 25, 33, 37, 42, and 54).

6. Behavior Control which has 9 items is a familial style for setting standards
and providing discipline (7, 17, 20, 27, 32, 44, 47, 48, and 55).

7. General Functions aim to assess comprehensive information related to the six
subscales defined above and has 12 items (1, 6, 11, 16, 21, 26, 31, 36, 41, 46,
51, and 56).

Reverse items are listed as 1, 4, 5, 7, 8,9, 11, 13, 14, 15, 17, 19, 21, 22, 23,
25,27,28, 31, 33,34, 35,37, 39,41, 42, 44, 45, 47, 48, 51, 52, 53, 54, and 58.

Reliability and validity of the original FAD was found to be high in studies
conducted in the US (Epstein, Baldwin & Bishop, 1983; Miller, Epstein, Bishop, &
Keitner, 1985). The original FAD was translated into Turkish and the reliability and
validity studies were conducted by Bulut (1990). Cronbach alpha value for each
subscale of Bulut’s study will be given with the values of the present study in Table
3 (see, p.63). Bulut stated that the study on reliability and validity of FAD showed
satisfactory psychometric properties (See Appendix C for Family Assessment
Device-FAD). Soykan (2000) investigated the effects of communication skills
training focused family psychoeducational group approach on family functioning in

the families of schizophrenic patients, using FAD.
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2.2.3 Procedure

The patients with a DSM-IV diagnosis of schizophrenia, who applied to the
hospital for follow-up purposes, were recruited for the current study. Recruiting
source for finding patients was outpatient clinic of the hospital. Patients coming to
the hospital for their routine control examination were referred to the researcher by
the psychiatrists. Psychiatrists informed the researcher whether the patients’
symptoms were active and whether they could be included in the study. The patients
with comorbidities who had mental retardation or schizoaffective disorder and acute
episode were excluded from the research by the psychiatrist. The instruments
described above were administered to the patients together as a set by the
investigator in the Ankara Numune Education and Research Hospital, 1st Psychiatry
Service. Patients were given the scales individually by the researcher and their
relatives were not in the administration room. Participation was on a voluntary basis
and almost all of those who were contacted agreed to participate. Then, the
investigator introduced herself as a psychology graduate student and a clinical
psychologist working as a member of the clinic team. The patients were informed
about the aim and the procedure of the study and informed consent was obtained
from the patients. The first page of the set included a general introduction, aim of the
study, and the work telephone and address of the investigator and informed consent.
The second page consisted of questions concerning the sociodemographic and illness
related characteristics of the patients. After gathering the information on the first two
forms, PEES and FAD were administered to the patient. Patients were asked to
answer PEES considering who their primary caregiver was. For identifying the

primary caregiver, patients were asked who were most frequently in face to face
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contact with them, and who was the member taking care of the patient. The
investigator gave the necessary instructions for each scale and then read the items
and recorded the responses herself. The administration of the questionnaires took
approximately half an hour. The pilot study was conducted between August and

October, 2005.

2.2.4 Statistical Analysis

The data were analyzed using the appropriate programs of the SPSS for
Windows (Green, Salkind, & Akey, 1997). First of all, descriptives statistics on
sociodemographic and illness related characteristics of the patients were obtained.
Then, the factor structure of PEES was examined by the factor analyses programme
and reliability analyses were conducted for the factors of PEES and its validity was
examined by calculating correlations with FAD.

Prior to analyses, all variables were examined through SPSS 10, programme
for accuracy of data entry, missing values and multivariate outliers. Since the
investigator asked to the patients all questiones there were only one missing value on
the scales. No cases were identified through Mahalanobis distance as multivariate

outliers. No patient was excluded from further analyses.

2.3 Results

2.3.1 Factor Analysis of Perceived Expressed Emotion Scale (PEES)

The initial factor analysis of the responses to the Perceived Expressed

Emotion Scale (PEES), employing principal components, varimax rotation, with the
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eigenvalue of 1.00 as the criterion yielded twelve factors, explaining 72.61 per cent
of total variation. After examining the scree plot, further analysis with restrictions on
the number of factors, revealed that a two factors solution explaining 36.1 per cent of
the variance produced the clearest solution. Items with factor loadings greater than
.35 were included in the factors. One item with .08 was excluded from further
analysis (item 36). The two factors were labeled as criticism/hostility and emotional
overinvolvement. The first factor, Criticism/Hostility (C/H) consisted of 21 items
with factor loadings ranging between .35 and .77. The second factor Emotional
Overinvolvement (EOI) had 19 items with factor loadings ranging between .41 and
71.Table 2 presents the two factors, their items, factor loadings and the cronbach’s

alpha reliability coefficients. Cronbach’s alpha reliability of the whole scale was .88.

Table 2 Factor Structure of Perceived Expressed Emotion Scale (PEES)

Factor and items FactorI  Factor II

Factor I: Criticism/Hostility (variance explained 20.10%)
(Cronbach’s alpha .90)

17. S/He thinks that I interfere with her/his life. a7 -.17
24. Sometimes, s/he wishes that s/he can get rid of me. 74 =27
34. S/He thinks that I give her/him a lot of trouble. 71 .08
13. S/He hurts and offends me. .69 .04
1. S/He thinks that I do certain things on purpose and this
. .69 .08
makes her/him angry.
33. S/He wants to keep away from me. .69 .07
11. S/He no longer cares for me and stays away from me. .68 .00
35. S/He thinks that without me, everything would be fine. .63 -.10
20. S/He doesn’t like the way I dress up and s/he tells this 61 12
to me. ) '
32. S/He frequently criticizes me and wants me to correct
59 -.05
myself.
40. S/He thinks that I exaggerate my illness. .56 .03
10. S/He can not get along with me. .56 -.29
6. My existence makes him/her crazy. S5 .05
19. S/He doesn’t like anything I do. S3 -.18
18. Due to my illness s/he feels that the whole world
. S1 45
collapsed on her/him.
5. S/He tries to learn everything, even private matters 50 34

about me.
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Table 2 (continued)

21. S/He wants me to behave in ways s/he expects me to

47 .08
behave.
25. S/He keeps away from me when I am uneasy and
42 .29
unhappy.
29. S/He wants me to correct my mistakes. 38 22
26. S/He often warns met o do what I do in an orderly and 37 09
systematic manner. ) '
2. S/He doesn’t believe that I'm ill. 35 -.03
Factor II: Emotional Overinvolvement
(variance explained 15.98%) (Cronbach’s alpha .87)
23. S/He attends to everything about me. 22 71
15. S/He cherishes me. .01 .69
39. S/He tries talking with me when I'm uneasy and 14 67
unhappy. ' )
22. S/He worries even for a slightest thing that may 7 66
happen to me. ' )
12. S/He is the one in our family who takes care of
everything about me. 12 .60
38. When I get angry s/he tries to soothe me, s/he doen’t 16 59
stay away from me. ' )
30. S/He thinks that we get on well. -.16 59
27. My hospitalization makes her/him desperate and s/he
.30 57
cannot part from me.
14. S/He listens to all my ideas. -41 S7
Factor and items Factor I  Factor 11
41. S/He gives me emotional support when I feel down. =22 S7
8. S/He likes and admires some aspects of me. -.20 S3
16. When we are together s/he only shows attention to me
. 22 S1
and nothing else.
7. S/He keeps on thinking about what s/he did wrong. 40 48
31. Her/his mind is always full of me, s/he can not think
. 38 A48
of anything else.
4. For her/him, my wishes are more important than the
SO -.20 47
rest of the families’.
3. S/He enjoys talking with me. -.20 47
37. It gives her/him pleasure to attend to everything about 00 47
me.
9. S/He frequently gives me advice. 31 44
28. S/He thinks that we are alike as character and habit. .10 41
Item Excluded
36. S/He thinks that when s/he faces a difficulty s/he can 08 03

cope with it.
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Subsequently, two mean scores for the factors were obtained, by summing up
the responses to the items that belonged to the factors and dividing them by the
number of items. The mean scores for the responses to the two scales of the PEES,
namely Criticism/Hostility (M =1.40, SD = .27) and Emotional Overinvolvement (M

=1.60, SD =.26) were calculated.

2.3.2 Family Assessment Device (FAD)

Since Family Assessment Device (FAD) was used as a validity check for
PEES, first the internal consistency of its factors was examined. The reliability
analysis of FAD was conducted with seven factors according to the original form. In
the present study, the Cronbach’s alpha for Problem Solving scale was found to be
47 with 6 items. After examining the results for alpha values when certain items are
deleted, Item 2 was excluded, and the reliability value increased to .76. Similarly the
Cronbach’s alpha for Roles scale was found to be .63. When item 10 was excluded,
the Cronbach’s alpha was found to be .67 in the Roles scale. Finally, on the
Behavioral Control scale, Cronbach’s alpha increased to .64 from .56, excluding the
item 32. The Cronbach’s alpha for Communication scale was found to be .64 with 9
items. For Affective Responsiveness scale, the Cronbach’s alpha was found to be .74
with 6 items and for Affective Involvement scale, it was found to be .68 without any
item exclusion. Finally, Cronbach’s alpha for General Functions scale was found to
be .87 with 12 items. These results were similar to Bulut’s study (1990). Table 3

gives the reliability coefficients of the subscales of FAD.
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Table 3 Cronbach’s alpha of the subscales of FAD

Subscales of the FAD Cronbach’s alpha
The study Bulut (1990)
(N=175) (N=51)

Problem Solving .76 .80
Communication .64 1
Roles .67 42
Affective Responsiveness 74 .59
Affective Involvement .68 .38
Behaviour Control .64 52
General Functions .87 .86

As seen in Table 3, in the present study Cronbach alpha results for Roles,
Affective Responsiveness, Affective Involvement and Behaviour Control scales were
found to be higher than Bulut’s results. The mean scores for the responses to the
seven scales of the FAD, namely Problem Solving (M =2.19, SD = .83),
Communication (M = 2.08, SD =.59), Roles (M_= 2.14, SD =.59), Affective
Responsiveness (M = 2.22, SD =.77), Affective Involvement (M = 2.12, SD =.65),
Behavior Control (M = 2.02, SD =.60) and General Functions (M = 2.08, SD =.74)

were calculated.

2.3.3 Correlations Among the Variables in the Study

In order to examine the relationship between the scales of PEES and FAD, an
initial correlation analysis was conducted. The intercorrelations among the subscales

of FAD and C/H and EOI subscales of PEES are given in Table 4.
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Table 4. Pearson Correlations Among the Subscales of PEES and FAD

Scales 1 2 3 4 5 6 7 8
1.C/H

2.EOI 17

3.PS 17 - 44k

4.C 41 wE -.14 A48H*

SR 617+ .02 17 STH*

6.AR 42%% -.04 A%k 54k S5k

7.A1 S8H 27 -.11 J32#k - 69%H 35k

8.BC A46H* -.03 25k A5k 73wk Bk 5T

9.GF 627 -.20 O1HF 66%F 62%F  50%E - 4Hk STE

** p<0.01, * p<0.05

Note C/H=Criticism/Hostility; EOI=Emotional Over-Involvement; PS= Problem
Solving; C=Communication; R=Roles; AR=Affective Responsiveness; Al=Affective
Involvement; BC=Behavior Control; GF=General Functions.

As can be seen from Table 4, the correlation analysis showed that C/H was
positively related to all subscales of FAD, except for Problem Solving which is in
line with the expectations and lends support to the validity of the C/H scale of PEES.
On the other hand, EOI was negatively related to Problem Solving (r = -.44, p< .05)
and positively related to Affective Involvement (r =.27, p< .01) and not significantly
related to other subscales of FAD.

As indicated in section 2.2.2.1, several questions that were not included in the
original scale were added, next to the items of PEES in order to examine the level of
distress caused by the main family members’ expressed emotion on the patients. The
patients were required to rate whether they felt distressed by each item and how
much they were distressed. The format of the response on distress was “What is

expressed in this statement doesn’t distress me” and “What is expressed in this
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statement distresses me”. If they expressed distress, they rated their level of their
distress (little, medium and a lot).

For each item, distress scores were calculated by multiplying item score and
distress degree on the statement. Subsequently, distress score for each factor was
obtained.

The mean scores for the distress level to the two subscales of the PEES,
namely distress on Criticism/Hostility (M_=1.13, SD = 1.40) and distress on
Emotional Overinvolvement (M = .73, SD =.91) were calculated. Table 5 presents

the intercorrelation among the two factors of the PEES and their distress level.

Table 5. Intercorrelation among the two factors of the PEES and the distress level

Scales Mean 1 2 3 4
1.C/H 1.40 17 85k 64
2.EOI 1.60 _02 _01
3.distress score of 1.13 85%*
C/H

4.distress score of .73

EOI

#% p<0.01, * p<0.05

As can be seen from Table 5, criticism/hostility was significantly related to
distress level on C/H (r=.85, p<.01) and distress level on EOI (r=.64, p<.01). Distress

level on EOI was positively correlated to distress level on C/H (r=.85, p<.01).

2.4 Discussion

The aim of the pilot study was to evaluate the psychometric properties of the

Perceived Expressed Emotion Scale (PEES). The PEES was subjected to factor
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analysis and two factors emerged. Coefficient alphas were computed for the factors
of PEES. The results of the factor analysis for the PEES showed that it had two
factors which were similar to the results obtained from the Expressed Emotion Scale
(Berksun, 1992; Karanci & Inandilar, 2002).

Correlations between FAD and PEES subscales indicate that patients’
perceived C/H was significantly correlated with all subscales of FAD. As perceived
C/H increased, patients perceived that the communication within the family was
insufficient, that the members could not directly express themselves, and that there
were problems regarding roles within the family. Role confusions while meeting the
financial, housing, clothing and nutritional needs of schizophrenic patients increase
together with perceived C/H. Similarly schizophrenic patients thought that there
were functional problems in the family on expressing positive and negative
emotions. The higher the patients’ perceived C/H, the higher was the dysfunction on
affective responsiveness. Dysfunction on Affective Involvement means that family
members care for each other either more or less than needed. As perceived C/H
increased, schizophrenic patient thought that family members were little or over
involved with them. Behavioral control is the family members’ way of setting the
standards and discipline. As the perceived C/H increased, the patient tended to
perceive the control behaviors of family members as rigid, flexible, and irregular.
Patients’ negative perceptions of their family functioning were related to higher
scores in their perceived C/H.

Although, perceived C/H had high correlations with most subscales of FAD,
perceived EOI was only found to be correlated with problem solving and affective
involvement. Perceived EOI was positively correlated with Affective Involvement

and negatively correlated with Problem Solving. The finding could be interpreted as
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the patients perceive the problem solving skills of the family as effective, when they
perceive higher EOI. The patients thought they received extreme care, interest, and
love as they perceived higher EOI. Thus, EOI seems to be a less toxic element of
perceived EE than C/H. This finding in line with previous studies on EE, showing
that C/H is a more negative element than EOI (Moline, Singh, Morris, & Meltzer,
1985; Parker, Johnston, & Hayward, 1988; Barrelet, Ferrero, Szigethy, Giddey, &
Pellizer, 1990; Karanci & Inandilar, 2002). Thus, overall the results of the pilot study
showed that the perceptions of the patients on the emotional attitudes can be grouped
into C/H and EOI as have been noted for caregivers’ perceptions.

As expected, the correlations of the factors of FAD with the factors of PEES
provided support for the concurrent validity of the PEES scales. Thus, it was thought

that PEES was reliable and valid scale that can be used in the main study.
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CHAPTER 111

MAIN STUDY

3.1 Introduction

The main study was conducted in order to examine the relative effects of
caregivers’ expressed emotion (EE) and patients’ perceived expressed emotion on
symptom levels and quality of life (QOL) of schizophrenic patients. Assessments
were taken twice at time 1 and time 2 with a six months interval. This section
includes details on time 1 and time 2 studies, and the finally high and low EE and

perceived EE on symptoms and QOL.

3.2. Method

3.2.1 Participants

The sample of the study was 116 schizophrenic patients, 46 females (39.7 %)
and 70 males (60.3 %) from Ankara Numune Education and Research Hospital,
Psychiatry Service. The patients ranged in age from 20 to 60 with a mean of 34.33
(SD = 8.63). The patients with a DSM-IV diagnosis of schizophrenia who were not
in their acute episode and who had no mental retardation were included.

In order to test the relative effects of perceived EE and expressed emotion of

caregivers on the schizophrenic patients’ symptom severity and QOL, time 2
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assessments were carried out after a six months interval following time 1 assessment.
One hundred and sixteen patients who participated in the first measurement were
called to participate for the second measurement of the study. Thirteen of them
dropped out for several reasons (refusing to participate for the reasons of finding a
job, feeling better, etc.; marriage in another country; changing of the contact
information). In order to see whether 13 drop out patients had a common
characteristic for age, monthly income and education, t-test was conducted. No
differences were found between subjects who completed the time one assessments
and subjects who were lost to follow-up (time two) regarding age t (24,114)=1.52,
p>.05, monthly income t(16,111)=1.26, p>.05, and education t (17,114) =.34, p>.05.
For gender and marital status, pearson chi-square test was conducted and no
differences were found between subjects, respectively t (1,116)= 0.009, p= > .05;
t(3,116) = 4.48, p>.05. In order to see whether 13 drop out patients had a common
characteristic for number of children, number of hospitalization and duration of
illness, Mann-Whitney-U test was conducted. There were no significant differences
found, respectively U= 510.50, p=.11; U=482.0, p=.09; U= 555.5, p= .32. Fisher's
Exact test was conducted to investigate whether 13 drop-out patients differed
significantly from the patients remained at the research due to current employment
and it was found significant difference, p=.026. All drop out patients were current
unemployment.

Totally 103 patients participated in the time 2 phase of the study. 41 of them
were female (39.8 %) and 62 of them were male (60.2 %). The age range of the
patients was between 20 and 60. 5 of the patients were hospitalized after the first
study. The sociodemographic and illness related characteristics of the 103 patients

that remained for phase 2 and their caregivers are given in Tables 6 and 7.
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Table 6 Sociodemographic and Illness Related Characteristics of the Patients

Variable Percentage (n) Mean (Sd) Range
Age 34.76 (8.92) 20-60
Gender
Female 39.8 (41)
Male 60.2 (62)
Years of education 8.98(3.77) 0-19
Marital status
Single 42.9 (44)
Married 41.7 (43)
Divorced 13.6 (14)
Widowed 1.9 (2)
Having a child
No 58.3 (60)
Yes 41.7 (43)
Number of children
1 17.5 (18)
2 13.6 (14)
3 6.8 (7)
4 2.9 (3)
5 1.0 (1)
Current employment
No 73.8 (76)
Yes 26.2 (27)
Social security status
Social Insurance Inst. 34.0 (35)
Green card 31.1 (32)
Insurance Inst. for state 16.5 (17)
workers
Insurance Inst. for trades 15.5(16)
other 1.0 (1)
none 1.9 (2)
Monthly household 931.90(601.96) 140-3500
income (YTL)
Number of family 3.97 (1.40) 2-7
members
Number of rooms in the
house
2 2.9 (3)
3 35.9 (37)
4 56.3 (58)
5 3914)
6 1.0 (1)
Having a private room in
the house
Yes 70.9 (73)
No 29.1 (30)
Duration of illness (years) 9.13(8.30) 1-35
Age of illness onset 25.64 (7.05) 13-47
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Table 6 (continued)

Age of diagnosis
Duration of treatment
(month)
Number of previous
hospitalizations
No
1
2
3
4
5
6
8
10

Medication use during the
last three months
Yes
No
Hospitalization within the
last 6-month
No
Yes

29.27 (10.39) 13-55
90.30 (99.78) 1-420

19.4 (20)
36.9 (38)
19.4 (20)
11.7 (12)
5.8 (6)
3.9 (4)
1.0 (1)
1.0 (1)
1.0 (1)

87 (84.5)
14 (13.69

95.1 (98)
4.9 (5)

Table 7 Sociodemographic and Illness Related Characteristics of the Caregivers

Variable Percentage (n) Mean (Sd) Range
Age 46.44(13.69) 19-80
Gender
Female 71.8 (74)
Male 28.2 (29)
Years of education 5.22(3.98) 0-18
Marital status
Married 77.7 (80)
Widowed 12.6 (13)
Single 4.9 (5)
Divorced 49 (5)
Current employment
No 77.7 (80)
Yes 22.3(23)

Relationship to the Patient
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Table 7 (continued)

Mother 38.8 (40)
Spouse* 35.9 (37)
Father 13.6 (14)

Sibling 5.8 (6)
Child 394)
Other Relatives 1.9 (2)
Duration of face-to-face 8.51(4.63) 1-17

contact (hour/day)

* From among the spouse, 67.5 % (N=25) were wives and 32.5 % (N=12) were
husbands.

3.2.2. Instruments

3.2.2.1 The Instruments Administered to the Patients

A Demographic Information Form, two self-report questionnaires, namely,
Perceived Expressed Emotion Scale (PEES), Quality of Life Scale (WHOQOL-
BREF), open-ended questions on perceptions about illness form, and Positive and
Negative Symptom Scale (PANSS) which was applied by the investigator to evaluate

positive and negative symptoms of patients were administered.

3.2.2.1.1 Sociodemographic and Illness Related Information Form

First, written informed consent from both patients and their caregivers was
taken. Different from the informed consent used in the pilot study, patients and their
caregivers were informed that they would be invited to participate again six months

later for further assessment (i.e time 2).
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Sociodemographic and Illness Related Information Form was only used at
time 1 measurements of the main study. The form was excluded from Time 2
assessment because the same patients were contacted at time 2. The details on
background characteristics of the respondents collected through a questionnaire to
gather information on socio-demographic characteristics such as age, gender,
education level, marital status, number of children, current employment status, social
security status, monthly household income, number of family members and rooms in
the house, and having a private room in the house. The questionnaire also contained
questions on medical history and illness related variables of patients. The illness
related variables were duration of illness, age of illness onset and diagnosis, duration
of treatment, number of previous hospitalizations, medication use during the last
three months, and hospitalization within six months (See Appendix D for Informed

Consent and Sociodemographic and Illness Characteristics Information Form).

3.2.2.1.2 Perceived Expressed Emotion Scale (PEES)

For the present study, the items of the EES were modified from the original
form. The sentences were transformed into other-oriented version (‘He/she’
language) and adapted for schizophrenic patients to evaluate their perceptions of
relatives’ expressed emotion. The sentences, such as “I don’t believe that he/she is
ilI” was reversed into other oriented form, like “He/she doesn’t believe that I'm ill”
This scale has 40 items, rather than 41 items as in the Expressed Emotion Scale. In
the pilot study, item 36 was excluded because of problems in reliability (see Table 2,
p. 60). The format of the response scale is “True” or “False” (true= 1, false= 0). (See

Appendix E for Perceived Expressed Emotion Scale-PEES),
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3.2.2.1.3 The Quality of Life Scale (WHOQOL-BREF)

The WHOQOL-BREF was used to collect information related to the quality
of life of the patients. The WHOQOL-BREF was developed by the World Health
Organization. The WHOQOL-BREF instrument which is comprised of 26 items,
measures the following broad domains: physical health, psychological health, social
relationships, and environment. This version is available in approximately 19
different languages. The WHOQOL-BREF is a shorter version of the original
instrument (WHOQOL-100) that may be more convenient for use in large research
studies or clinical trials.

The adaptation study of WHOQOL-BREF to Turkish samples was completed
by Fidaner, Elbi, Fidaner, Yal¢in Eser, Eser, and Goker (1999). The findings showed
that WHOQOL-BREF can be used instead of WHOQOL-100 as a reliable and valid
scale. The Turkish version of the scale has 27 items and 4 subscales which are
related to physical health, psychological health, social relationship and
environmental factors. It was found that WHOQOL-BREF’s item scores were
significantly correlated with the domain mean scores of the items according to
Pearson correlations. Correlation coefficients ranged between .49 and .78. Construct,
concurrent, and discriminant validity studies were shown to be satisfactory. Internal
consistency of the domains and items of WHOQOL-BREF and test retest reliability
were found to be high. Additionally studies conducted by using WHOQOL-100
indicated that WHOQOL-BREF could be used as an alternative to WHOQOL-100
(Fidaner, Elbi, Fidaner, Yal¢in Eser, Eser, & Goker 1999) (see Appendix F for The

Quality of Life Scale-WHOQOL-BREF).

74



3.2.2. 1. 4 Positive and Negative Symptom Scale (PANSS)

The Positive and Negative Syndrome Scale (PANSS) was developed by Kay,
Fiszbein and Opler (1987). It is a 30-item scale with 16 general psychopathology
symptom items, 7 positive-symptom items, and 7 negative-symptom items. PANSS is
a scale that can be administered only by psychologists or psychiatrists trained on the
application of the scale. Each item is scored on a seven-point scale (1= absent, 2=
minimal, 3= mild, 4= moderate, 5S=moderate/severe, 6=severe, 7= extreme), resulting
in possible scores ranging between 30 to 210. The positive- and negative-symptom
scores are often reported separately, with a possible range of 7 to 49 and general
psychopathology subscale is scored with a possible range of 16 to 112. The positive
symptom includes delusions, conceptual disorganization, hallucinatory behavior,
excitement, grandiosity, suspiciousness/persecution, and hostility. The items of
negative symptom are blunted affect, emotional withdrawal, passive/apathetic and
social withdrawal, difficulty in abstract thinking, lack of spontaneity and flow of
conversation, and stereotyped thinking. General psychopathology items are somatic
concern, anxiety, guilt feelings, tension, mannerisms and posturing, depression,
motor retardation, uncooperativeness, unusual thought content, disorientation, poor
attention, lack of judgment and insight, disturbance of volition, poor impulse control,
preoccupation, and active social avoidance.

Kostakoglu, Batur, Tiryaki, and Gogiis (1999) conducted the studies of
reliability and validity with Turkish samples, and obtained satisfactory psychometric
properties. Internal consistency values for subscales of positive and negative
syndrome, and general psychopathology score were .75, .77, and .71 respectively.

According to construct validity analysis, when general psychopathology was

75



controlled, partial correlation coefficients between positive and negative syndrome
was found to be negative (r=-.41, p< .001). The finding pointed out that two
subscales measure different symptom clusters. Inter-rater reliability coefficients for
positive and negative syndrome and general psychopathology, and total scale were
found to be .97, .96, .91, and .96 respectively.

Kostakoglu, Batur, Tiryaki, and Gogiis (1999) conducted a study with 100
schizophrenic patients. They found the mean scores for positive and negative

syndrome and general psychopathology of PANSS as 16.00, 18.64, and 31.52
respectively.

PANSS is known to be a semi structural scale. It should be tested whether
there are biases due to administrator skills. In order to see inter-rater reliability of the
applications of PANSS, the scale was administered to three patients by the researcher
herself. Three administrations were observed by an experienced psychiatrist.
Followingly each application was rated independently by the researcher and the
qualified physician on two different evaluation forms. Two different ratings were
analyzed by Cohen’s cappa (Cohen, 1960). The results showed that Cohen’s kappa
was .75 which was significant (p <.001) (see Appendix G for Structured Clinical

Interview for Positive and Negative Symptom Scale [PANSS]).

3.2.2.1.5 Open-ended Questions

In order to examine the thoughts of schizophrenic patients related to their
disease, the following open-ended questions were included:
1. “What are the things that distress you about your illness? Which one do you think

is the most important one among these distressing aspects?”
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2. “Do you think that there are some aspects related to your illness that are getting

better? If yes, what are these?”

3. “Do you think that there are some aspects related to your illness that are getting

worse? If yes, what are these?”

4. “Who is/are supporting you most with your illness? How do they support you?”

5. “What are the difficulties that you have experienced in the last six months? How

did you cope with these?” (see Appendix H for Open-ended Questions).

3.2.2.2 The instruments administered to the caregivers

3.2.2.2.1 Sociodemographic Information Form

The details on background characteristics of the caregivers were collected
with a questionnaire aimed to gather information on socio-demographic
characteristics, such as age, gender, education level, marital status, and current
employment status. Information on caregivers’ relationship to the patient was
gathered by the form. Additionally daily duration for face to face contact with the
patient was also asked (See Appendix I for Sociodemographic Characteristics

Information Form).

3.2.2.2.2 Expressed Emotion Scale (EES)

The EES (Berksun, 1992) was developed in order to measure the level of
expressed emotion in the family environment. This scale is administered to relatives

of schizophrenic patients. It is a self report instrument, consisting of two factors,
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which are Criticism/Hostility and Emotional Over-Involvement. This scale has 41
items. The format of the response scale is “True” or “False” (true= 1, false= 0).
Reliability studies pointed that the scale has an internal reliability coefficient of .89.

The results of different studies (Cansever, 1994; Karanci & Inandilar, 2002; Ozden,
1995) revealed that the psychometric properties of the EES are satisfactory for the

Turkish population (See Appendix J for Expressed Emotion Scale [EES]).

3.2.3 Procedure

The participants of the study were recruited among registered inpatient and
outpatient population of Ankara Numune Education and Research Hospital, 1st — 2nd
Psychiatry Services. Previously hospitalized patients were identified according to
their hospital records and diagnosis. Patients with comorbidities, mental retardation
or schizoaffective patients were excluded from the research. Patients were reached
through their phone numbers, obtained from their hospital records. The researcher
introduced herself to the relative who answered the phone and informed them on the
reason for calling. Information regarding the general state of the patient, adjustment
to the treatment, and the family member taking most of the care of the patient were
gathered over the phone. The primary caregivers were described as the family
members who have the most face to face contact with the patient and who take most
of the caregiving burden. Schizophrenic patients were asked to identify the one
person whom they spent a good deal of time and was the most influential in their
lives. Then appointments suitable for the family, patient and the researcher were
made. Another recruiting source for finding patients was the outpatient clinic of the

hospital. Patients coming to the hospital for their routine control examination were
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referred to the researcher by the psychiatrists. The psychiatrists informed the
researcher about the patients’ symptom status (ie. not being acute phase, not having
mental retardation, not having comorbidity and not being schizoaffective disorder)
and whether they could be included in the study. Suitable patients from the outpatient
clinic of the hospital were also given appointments with their caregiver.

Patients and their caregivers were first welcomed in the administration room.
Participation was on a voluntary basis and almost all of those who were contacted
agreed to participate. Then, the investigator introduced herself as a psychology
graduate student and a clinical psychologist working as a member of the clinic team.
The patients were informed about the aim and the procedure of the study and
informed consent was obtained from patients. The first page of the set included a
general introduction, aim of the study, and the work telephone and address of the
investigator and informed consent. The second page consisted of questions
concerning the sociodemographic and illness related characteristics of the patients
and caregivers. After gathering the information on the first two forms, PEES, the
open ended questions, WHOQOL-BREF, and PANSS were administered to the
patient in a face to face format. PANNS was administered as a semistructured
interview. The investigator gave the necessary instructions for each scale and then
read the items and recorded the responses herself. Following administration, patients
were let out and the caregivers awaiting outside were taken into the administration
room. Here, caregivers were given the information on EES and the scale was
administered to the caregivers by the researcher. The administration of the
questionnaires to the patients and the caregivers took approximately one and half
hour. After time 1 administration was completed, patients and caregivers were given

appointments for time 2 assessment in six months time. Caregivers and patients were
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advised to use their medication regularly during the six months interval and come to
the hospital for their follow up examination.

The sample size of the study was finalized as 116 patients who have the
diagnosis of schizophrenia according to DSM-IV. The sample was controlled by
having no acute episode and mental retardation. The time 1 assessment was
conducted between March and June, 2006.

After the time 1 assessment, all of the 116 patients were scheduled to
participate in the time 2 assessment of the study, to take place in six-month time.
After the six months period, they were called and reminded of the second interview
date. They were subsequently seen one by one according to the first interview list.
Time 2 assessment was only administered to the patient. The instruments consisted
of Positive and Negative Symptom Scale (PANSS) and The Quality of Life Scale
(WHOQOL-BREF). The whole package was administered by the researcher herself.
The interview took about 45 minutes-1 hour. The Time 2 assessment was conducted

between September-December, 2006.

3.2.4 Statistical Analysis

Statistical analysis was performed with statistical package for the social
sciences (SPSS) (Green, Salkind & Akey, 1997). After conducting Factor Analyses
with the measures of PEES and EES, to test the similarity of the factors of PEES and
EES, target rotation was carried out. Then, a correlation matrix was created in order
to see the correlations between the variables of the present study. Following the
correlation analyses, eighteen separate repeated measures ANOVA analyses were

conducted. Criticism (C/H) and emotional over-involvement (EOI) scores of the
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patients and caregivers were used as independent variables, PANSS subscales (for
four factors) and WHOQOL-BREEF (for four factors) for time 1 and time 2 were used
as dependent variables. Finally, the coefficient of inter-rater agreement was
calculated using Cohen (1960) method for analyzing the responses to open-ended
questions and PANSS.

Prior to analyses, all variables were examined through SPSS 10 programme
for accuracy of data entry, missing values and multivariate outliers. Since all
questions were asked to the patients by the researcher there were no missing values.
No cases were identified through Mahalanobis distance as multivariate outliers. Only
one patient had a diagnosis of schizoaffective disorder and was excluded from

further analyses, leaving 116 patients.
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CHAPTER IV

RESULTS

4.1 Overview

The results will be presented in separate sections. Firstly, the results of factor
analysis for Perceived Expressed Emotion Scale (PEES) and Expressed Emotion
Scale (EES) will be presented. Secondly, means, standard deviations and correlations
of all the measures used in the study will be given. Then effects of expressed
emotion (EE) and perceived EE on psychopathology and quality of life (QOL) will
be presented. Finally, patients’ views on their illness on the basis of qualitative

analysis of replies to open-ended questions will be given.

4.2 Expressed Emotion Scale (EES)

Expressed Emotion Scale (EES) was administered to the caregivers of
schizophrenic patients at Time 1. The initial factor analysis of the responses to the
EES employing principal components, varimax rotation, with the eigenvalue of 1.00
as the criterion yielded twelve factors, explaining 64.93 per cent of the total
variation. After examining the scree plot, further analysis with restrictions on the
number of factors, revealed that the two factors solution, explaining 27.62 per cent of
the variance produced the clearest solution. Items with factor loadings greater than

.28 were included in the factors. Four items were excluded from further analysis
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(item 2, 14, 40 and 41). The two factors were labeled as criticism/hostility (C/H) and
emotional over-involvement (EOI) as similar to previous studies and theoretical
basis. The first factor, C/H consisted of 21 items with factor loadings ranging
between .31 and .79. The second factor EOI had 16 items with factor loadings
ranging between .31 and .69. Table 8 presents the two factors, their items, factor
loadings and the Cronbach alpha reliability coefficients. Cronbach’s alpha reliability

of the whole scale was .78.

Table 8 Factor Structure of Expressed Emotion Scale (EES)

Factor and items Factor I Factor II

Factor I: Criticism/Hostility (variance explained 17.34)
(Cronbach’s alpha .87)

17. S/He interferes with my life. 79 13
33. I want to keep away from him/her. 72 -.04
24. Sometimes, I wish that I can get rid of him/her. .09 .10

10. We can not get along with him/her. .64 .09

6. His/her existence makes me crazy. .63 .04
35. Without him/her, everything would be fine. .62 .30
34. S/He gives me a lot of trouble. 59 33
30. We get on well. -.58 15
37. It gives me pleasure to attend to everything about him/her. -57 22
19. I do not like anything s/he does. .56 .19
39. I try talking with him/her when s/he is uneasy and -.55 31
unhappy.

38. When s/he gets angry, I try to soothe him/her, I don’t stay -47 .29
away from him/her.

8. 1like and I admire some aspects of him/her. -47 .06
25. I keep away from him/her when s/he is uneasy and 42 13
unhappy.

13. S/He hurts and offends me. 41 34
11. I no longer care for him/her and stay away from him/her. 40 .06
28. We are alike as character and habit. -39 .30
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Table 8 (continued)

1. I think that s/he does certain things on purpose and this 37 18
makes me angry.

3. I enjoy talking with him/her. -37 15
20. I do not like the way S/he dresses up and I tell this to 33 21
him/her.

36. When I face a difficulty I can cope with it. -31 -.05
Factor II: Emotional Over-involvement

(variance explained 10.28 %) (Cronbach’s alpha .78)

22. I worry even for a slightest thing that may happen to -.14 .69
him/her.

31. My mind is always full of him7her, I can not think of 18 .61
anything else.

9. I frequently give him/her advice. -.08 .56
15. I cherish him/her. -21 S5
23. I attend to everything about him/her. .04 54
S.Itry to learn everything, even private matters about .08 S1
him/her.

26. I often warm him/her to do what s/he does in an orderly 29 47
and systematic manner.

32. I frequently criticize him/her and want him/her to correct .33 46
himself/herself.

16. When we are together I only show attention to him/her and .06 46
nothing else.

21. I want him/her to behave in ways I expect him/her to .35 43
behave.

18. Due to his/her illness I feel that the whole world collapsed 27 41
on me.

4. For me, his/her wishes are more important than the rest of -.30 39
the families’.

27. His/her hospitalization makes me desperate and I cannot -.07 39
part from him/her.

29. I want him/her to correct his/her mistakes. 21 32

7.1 keep on thinking about what we did wrong. 25 32
12. I am the one in our family who takes care of everything 11 31

about him/her.
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Table 8 (continued)

Item excluded

2. Idon’t believe that s/he is ill. .16 .03
14. 1 listen to all his/her ideas. -24 22
40. I think that s/he exaggerates his/her illness. -.01 18
41. I give him/her emotional support when s/he feels down. -.00 A5

Subsequently, items (item number of 3, 8, 28, 30, 36, 37, 38, 39) that had
negative factor loadings were recoded, so that 0=True and 1=False. Then, the mean
scores of C/H and EOI were obtained, simply by summing up the responses to the
items that belonged to the factors and dividing them by the number of items. The

mean for C/H was .31 (SD = .22) and the mean for EOI was .77 (SD = .20).

4.3 Perceived Expressed Emotion Scale (PEES)

Initial factor analysis of the responses to the Perceived Expressed Emotion
Scale (PEES), employing principal components, varimax rotation, with the
eigenvalue of 1.00 as the criterion yielded twelve factors, explaining 64.79 per cent
of the total variation. After examining the scree plot, further analysis with restrictions
on the number of factors, revealed that two factors solution, explaining 27.67 per
cent of the variance, produced the clearest solution. Items with factor loadings
greater than .28 were included in the factors. Item 2, 40 and 41 were excluded from
further analysis. Although the factor loadings for item 40 and 41 were higher than
.28, these items were excluded from the scale in order to maintain structural
similarity of EES. The two factors were labeled as C/H and EOI as appropriate for

the theoretical basis. The first factor, C/H consisted of 20 items with factor loadings
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ranging between .28 and .67. The second factor, EOI had 17 items with factor

loadings ranging between .30 and .66.

Table 9 Factor Structure of Perceived Expressed Emotion Scale (PEES)

Factor and items Factor 1 Factor II

Factor I: Criticism/Hostility (variance explained 16.01)
(Cronbach’s alpha .83)

24. Sometimes, s/he wishes that s/he can get rid of me. .67 -.13
34. S/He thinks that I give her/him a lot of trouble. .62 -17
33. S/He wants to keep away from me. .56 -.25
32. S/He frequently criticizes me and wants me to correct

myself. 55 22
10. S/He can not get along with me. 54 =22
35. S/He thinks that without me, everything would be fine. S3 -.02
13. S/He hurts and offends me. S3 .02
6. My existence makes him/her crazy. 52 -.30
19. S/He doesn’t like anything I do. S1 -13
18. Due to my illness s/he feels that the whole world 49 »
collapsed on her/him.

1. S/He thinks that I do certain things on purpose and this 49 D
makes her/him angry.

7. S/He keeps on thinking about what s/he did wrong. 48 13
21. S/He wants me to behave in ways s/he expects me to . 0
behave.

11. S/He no longer cares for me and stays away from me. 46 -.01
20. S/He doesn’t like the way I dress up and s/he tells this to

e 45 -.03
29. S/He wants me to correct my mistakes. 43 .26
17. S/He thinks that I interfere with her/him life. 40 -21
26. S/He often warns me to do what I do in an orderly and

systematic manner. » 4
6. S/He tries to learn everything, even private matters about

me. 37 24
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Table 9 (continued)

25. S/He keeps away from me when I am uneasy and

unhappy. 28 -.04
Factor II: Emotional Over-involvement

(variance explained 11.66 %)

(Cronbach’s alpha .81)

15. S/He cherishes me. - 12 .66
14. S/He listens to all my ideas. -20 .65
37. Tt gives her/him pleasure to attend to everything about

e - 12 .64
30. S/He thinks that we get on well. -31 .60
38. When I get angry s/he tries to soothe me, s/he doesn’t stay

away from me. 0 >
39. S/He tries talking with me when I’'m uneasy and unhappy. -.33 S3
16. When we are together s/he only shows attention to me

and nothing else. o1 2
22. S/He worries even for a slightest thing that may happen to

e 13 48
3. S/He enjoys talking with me. -20 48
12. S/He is the one in our family who takes care of everything 20 45
about me.

23. S/He attends to everything about me. 21 44
27. My hospitalization makes her/him desperate and s/he

cannot part from me. 0 43
28. S/He thinks that we are alike as character and habit. -.05 41
31. Her/his mind is always full of me, s/he can not think of 2 37
anything else.

8. S/He likes and admires some aspects of me. -29 37
4. For her/him, my wishes are more important than the rest of

the families’. - o
9. S/He frequently gives me advice. .23 30
Item Excluded

2. S/He doesn’t believe that I'm ill. A1 .07
41. S/He gives me emotional support when I feel down. -12 .68
40. S/He thinks that I exaggerate my illness. 40 -.07
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Table 9 presents the two factors, their items, factor loadings and the
Cronbach’s alpha reliability coefficients. Cronbach’s alpha reliability of the whole
scale was .78.

The mean scores of C/H and EOI were obtained, simply by summing up the
responses to the items that belonged to the factors and dividing them by the number
of items. The mean for C/H was .40 (SD = .22) and the mean for EOI was .67 (SD =
.23).

In order to test the similarity of the factor structures obtained from the scales
from the patients and their caregivers, target rotations of the PEES and EES factor
matrices were carried out. Proportionality (Tucker’s phi) coefficients were calculated
to assess the similarity of the PEES and EES factor matrices. Proportionality
coefficient values above .90 indicate sufficient similarity between the factors (van de
Vijver and Leung, 1997). The values for Tucker’s phi were .92 for the PEES and .92
for the EES. Hence, the factor structures found among PEES and EES were virtually

identical and they allowed the comparisons of the scores in further analysis.

4.4 Means, Standard Deviations and Ranges of the Variables Used in the Study

Central tendency and dispersion scores of the variables used in the study were

calculated with the aim of presenting general information about the measures of the

study. Table 10 presents means, standard deviations and ranges of all the variables

used in the study.
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Table 10 Means, standard deviations and ranges of all the measures used in the

study
Variables Mean SD Range
PEES
C/H .39 21 .00-.90
EOI .66 22 .00-1.00
EES
C/H .26 22 .00-.83
EOI 75 .20 .15-1.00
PANSS (time 1)
Positive 15.04 5.20 7-28
Negative 14.47 5.24 7-37
General Psychopathology 28.01 6.29 16-52
Total 57.52 13.08 32-109
WHOQOL-BREF (time
1)
Physical health 13.39 3.22 6-20
Psychological health 12.99 3.17 5-19
Social relations 11.96 4.05 4-20
Cultural standardized 8-18
Environmental B >
PANSS (time 2)
Positive 14,07 5,46 7-30
Negative 13,80 4,55 7-30
General Psychopathology 25,30 5,55 16-41
Total 52,97 11,91 32-81
WHOQOL-BREF (time
2)
Physical health 14,02 2,92 6-19
Psychological health 13,54 2,71 7-19
Social relations 12,52 3,77 4-20
Cultural standardized 8-18
Environmental 1383 201

Note. PEES = Perceived Expressed Emotion Scale ; C/H= Criticism /Hostility Subscale;
EOI= Emotional Over-Involvement Subscale; EES= Expressed Emotion Scale; PANSS=
Positive and Negative Symptom Scale; WHOQOL-BREF= Quality of Life-Bref
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In order to examine differences between patient and caregiver and factors of
EE (C/H and EOI) and interactional effect of being patient or caregiver between
factors of EE, Repeated Two Way Anova was conducted. The results indicated that,
the main effect of factors of EE was found. The perceived EOI of patients and
caregivers’ EOI (M=.70, SD=.01) were significantly higher than the perceived C/H
of patients and caregivers’ C/H [M=.32, SD=.02, F(1,102)=320.46, p< .001]. A
significant differences was not found between the being of patient or caregiver
[F(1,102)= 1.46, p>.05]. The results indicated that, an interactional effect of being
patient or caregiver between factors of EE was found [F(1,102) = 32.47, p< .001].

In order to understand the difference between groups, tukey test was
conducted as post hoc analysis. It was observed that caregivers’ EOI (M=.75,
SD=.20) had significantly higher than perceived EOI of patients (M=.66, SD=.22).
Perceived C/H of patients (M= .39, SD=.21) had significantly higher than caregivers’
C/H (M=.26, SD=.22). Similarly, perceived EOI had significantly higher than the
perceived C/H. Also, caregivers’ EOI had significantly higher than the caregivers’
C/H. Table 11 presents the means and standard errors of C/H and EOI of PEES and

EES.

Table 11 Means and standard errors of C/H and EOI of PEES and EES

Perceived expressed Expressed emotion
emotion
Criticism/hostility 39 (.21) a .26 (.22) b
Emotional over-involvement .66 (.22) c .75 (.20) d
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4.5 Correlations Among the Variables of the Study

Table 12 presents the Pearson correlation coefficient among the variables
used in the study. As can be seen from Table 12, C/H of PEES was positively and
significantly related to positive, negative, and total scores of PANSS at time one,
positive and total scores of PANSS at time two, C/H, and EOI of EES. However,
C/H of PEES was negatively significantly related to physical health, psychological
health, social relations, and environmental domain standardized to culture of
WHOQOL-BREEF at time one. EOI of PEES was positively and significantly related
to environmental domain standardized to culture of WHOQOL-BREF at time one,
social relations, and environmental domain standardized to culture of WHOQOL-
BREEF at time two. However, EOI of PEES was negatively and significantly related
to number of hospitalization, age of caregiver, positive and total scores of PANSS at
time one.

As can be depicted from Table 12, C/H of EES was positively and
significantly related to scores of positive and negative, general psychopathology, and
total scores of PANSS at time one, but negatively and significantly related to only
social relations domain of WHOQOL-BREF at time one. EOI of EES was positively
and significantly related to scores of positive of PANSS at time one and C/H of EES.
However, EOI of EES was negatively and significantly related to age of the patient,

education of the patient and the caregiver.
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4.6 Effects of Expressed Emotion and Perceived Expressed Emotion on

Psychopathology as Measured with PANSS

In order to examine the effect of EE of the caregivers and perceived EE of the
patients taken at time one on PANSS scores at time one and time two repeated
ANOVA was conducted. For this analysis, the scores of C/H and EOI of EE and
perceived EE were used to group patients and caregivers as high and low using the

median split.

4.6.1 Repeated Anova Analysis of High and Low C/H Expressed Emotion and
Perceived Expressed Emotion Groups on the Scores of PANSS Positive at Time 1

and Time 2.

In order to examine possible main effects of the scores C/H of caregivers and
perceived C/H of patients and interactional effect of the scores of C/H of caregivers
and perceived C/H of patients on the positive scores of PANSS at time one and time
two, a 2x2x2 Mixed Design ANOVA with repeated measures on the last factor was
conducted. The results indicated that, the main effect of time on positive scores of
PANSS was significant [F (1, 99) = 6.12, p< .05]. The positive scores of PANSS at
time one (M= 15.40) was higher than the scores at time two (M= 14.28). The main
effect of perceived C/H of patients was found [F (1, 99) =7.77, p< .01]. The high
perceived C/H group had significantly higher scores on PANSS positive symptoms
(M=16.13) than the low perceived C/H group (M=13.55). The main effect of C/H of
the caregivers was not significant [F (1, 99) = 3.29, p>.05]. There was no significant

interactional effect for the scores of C/H of caregivers and perceived C/H of patients
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on the positive scores of PANSS at the time one and time two [F (1, 99) = .35,
p>.05]. Table 13 presents the results of repeated Anova analysis of high and low C/H
EE and perceived EE groups on the scores of PANSS positive at time one and time

two.

Table 13 Repeated Anova Analysis of high and low C/H EE and PEE groups on the

scores of PANSS positive at time 1 and time 2

SS df MS F

EES-C/H 141.53 (1,99) 141.53 3.29
PEES-C/H 334.28 (1,99) 334.28 7.7
PEES-C/H*EES-C/H 15.01 (1,99) 15.01 .35
Error 4258.27 99 43.01

Time 63.62 (1,99) 63.62 6.12*
Time*EES-C/H 7.82 (1,99) 7.82 15
Time*PEES-C/H 45 (1,99) 45 .04
Time*EES-C/H*PEES-C/H 93 (1,99) 93 .09
Error 1029.18 99 10.40

* p< .05, ** p<.01

4.6.2 Repeated Anova Analysis of High and Low EOI Expressed Emotion and
Perceived Expressed Emotion Groups on the Scores of PANSS Positive at Time 1

and Time 2

In order to examine the possible main effects of the scores of EOI of
caregivers and perceived EOI of patients and interactional effect of the scores of EOI
of caregivers and perceived EOI of patients on the positive scores of PANSS at time
one and time two, a 2x2x2 Mixed Design ANOVA with repeated measures on the

last factor was conducted. The main effect of time on positive scores of PANSS was
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significant [F (1, 99) = 5.71, p< .05]. The positive scores of PANSS at time one (M=
14.96) was higher than the scores at time two (M= 13.88). The main effect of
perceived EOI of patients was also significant. [F (1, 99) = 6.97, p< .01]. The low
perceived EOI patients (M=15.64) had significantly higher scores than the high
perceived EOI patients (M=13.20) on PANSS positive scores. The main effect of
EOI of the caregivers was not found [F (1, 99) = 2.81, p>.05]. There was no
significant interaction effect for the scores of EOI of caregivers and perceived EOI of
patients on the positive scores of PANSS at the time one and time two [F (1, 99) =
1.80, p>.05]. Table 14 shows the results of repeated Anova analysis of high and low
EOI expressed emotion and perceived expressed emotion groups on the scores of

PANSS positive at time one and time two.

Table 14 Repeated Anova Analysis of high and low EOI EE and PEE groups on the

scores of PANSS positive at time I and time 2

SS Df MS F
EES-EOI 120.54 (1,99) 120.54 2.81
PEES-EOI 299.02 (1,99) 299.02 6.97+*
PEES-EOI*EES-EOI 77.36 (1,99) 77.36 1.80
Error 4245.57 99 42.89
Time 58.39 (1,99) 58.39 5.71*
Time*EES-EOI 20.41 (1,99) 20.41 1.99
Time*PEES-EOI 1.46 (1,99) 1.46 14
Time*EES-EOI*PEES-EOI 6.28 (1,99) 6.28 .61
Error 1013.03 99 10.23

* p< .05, ** p<.01
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4.6.3 Repeated Anova Analysis of High and Low C/H Expressed Emotion and
Perceived Expressed Emotion Groups on the Scores of PANSS Negative at Time 1

and Time 2

In order to examine possible main effects of the scores of C/H of caregivers
and perceived C/H of patients and interactional effect of the scores of C/H of
caregivers and perceived C/H of patients on the negative scores of PANSS at the
time one and time two, a 2x2x2 Mixed Design ANOVA with repeated measures on
the last factor was conducted. The main effect of time on negative scores of PANSS
was not significant [F (1, 99) =1.89, p>.05]. The results indicated that the main
effect of perceived C/H of patients was significant [F (1, 99) = 7.30, p< .01]. The
high C/H group patients were significantly higher (M=15.33) than the patients in the
low C/H group (M=13.16) on PANSS negative scores. The main effect of C/H of
caregivers was not found [F (1, 99) = 1.85, p>.05]. There was no significant
interaction effect for the scores of C/H of caregivers and perceived C/H of patients
on the negative scores of PANSS at the time one and time two [F (1,99) = 1.44,
p>.05]. Table 15 gives the results of repeated Anova analysis of high and low C/H
expressed emotion and perceived expressed emotion groups on the scores of PANSS

negative at time one and time two.

Table 15 Repeated Anova Analysis of high and low C/H EE and PEE groups on the

scores of PANSS negative at time 1 and time 2

SS Df MS F
EES-C/H 60.01 (1,99) 60.01 1.85
PEES-C/H 237.49 (1,99) 237.49 7.30%*
PEES-C/H*EES-C/H 46.94 (1,99) 46.94 1.44
Error 3219.66 99 32.52
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Table 15 (continued)

Time 20.47 (1,99) 20.47 1.89
Time*EES-C/H 7.18 (1,99) 7.18 66
Time*PEES-C/H 2.39 (1,99) 2.39 22
Time*EES-C/H*PEES-C/H .09 (1,99) .09 01
Error 1075.42 99 10.86

% p< 01

4.6.4 Repeated Anova Analysis of High and Low EOI Expressed Emotion
and Perceived Expressed Emotion Groups on the Scores of PANSS Negative at Time

1 and Time 2

In order to examine possible main effects of the scores of EOI of caregivers
and perceived EOI of patients and interactional effect of the scores of EOI of
caregivers and perceived EOI of patients on the negative scores of PANSS at the
time one and time two, a 2x2x2 Mixed Design ANOVA with repeated measures on
the last factor was conducted. The results did not give significant main effects of the
scores of negative scores of PANSS at time one and time two [F (1, 99) = 1.28,
p>.05]. The main effects of EOI of caregivers [F (1, 99) = .19, p>.05] and perceived
EOI of patients were not significant [F (1,99) = 3.14, p>.05]. The interactional effect
for EOI of caregivers and perceived EOI of patients on negative scores of PANSS at
the time one and time two was not found [F (1,99) = .98, p>.05]. Table 16 presents
the results of repeated Anova analysis of high and low EOI expressed emotion and
perceived expressed emotion groups on the scores of PANSS negative at time one

and time two.
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Table 16 Repeated Anova Analysis of high and low EOI EE and PEE groups on the

scores of PANSS negative at time I and time 2

SS Df MS F

EES-EOI 6.53 (1,99) 6.53 19
PEES-EOI 107.55 (1,99) 107.55 3.14
PEES-EOI*EES-EOI 33.66 (1,99) 33.66 98
Error 3386.98 99 34.21

Time 13.56 (1,99) 13.56 1.28
Time*EES-EOI 3.06 (1,99) 3.06 29
Time*PEES-EOI 17.26 (1,99) 17.26 1.63
Time*EES-EOI*PEES-EOI 13.56 (1,99) 13.56 1.28
Error 1051.26 99 10.62

4.6.5 Repeated Anova Analysis of High and Low C/H Expressed Emotion and
Perceived Expressed Emotion Groups on the Scores of PANSS General

Psychopathology at Time 1 and Time 2

In order to examine possible main effects of the scores of C/H of caregivers
and perceived C/H of patients and interactional effect of the scores of C/H of
caregivers and perceived C/H of patients on the general psychopathology scores of
PANSS at the time one and time two, a 2x2x2 Mixed Design ANOV A with repeated
measures on the last factor was conducted. The results revealed a main effect of time
on general psychopathology scores of PANSS [F (1,99)=17.54, p< .001]. The general
psychopathology scores of PANSS at time one was higher (M=28.04) than the scores
at time two (M=25.44). The main effect of C/H of caregivers [F (1,99) = 2.93, p>.05]
and perceived C/H of patients [F (1,99) = 2.86, p>.05] were not significant. There
was no significant interaction effect for the scores of C/H of caregivers and perceived

C/H of patients on the general psychopathology scores of PANSS at the time one
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and time two [F (1,99) = 3.14, p>.05]. Table 17 shows the results of repeated Anova
analysis of high and low C/H expressed emotion and perceived expressed emotion

groups on the scores of PANSS general psychopathology at time one and time two.

Table 17 Repeated Anova Analysis of high and low C/H EE and PEE groups on the
scores of PANSS general psychopathology at time 1 and time 2

SS Df MS F
EES-C/H 148.23 (1,99) 148.23 2.93
PEES-C/H 144.80 (1,99) 144.80 2.86
PEES-C/H*EES-C/H 159.12 (1,99) 159.12 3.14
Error 5014.68 99 50.65

Time 341.14 (1,99) 341.14 17,545
Time*EES-C/H 5.60 (1,99) 5.60 29
Time*PEES-C/H 06 (1,99) 06 .00
Time*EES-C/H*PEES-C/H 02 (1,99) 02 .00
Error 1925.85 99 19.45

#% pe 001

4.6.6 Repeated Anova Analysis of High and Low EOI Expressed Emotion and
Perceived Expressed Emotion Groups on the Scores of PANSS General

Psychopathology at Time 1 and Time 2

In order to examine possible main effects of the scores of EOI of caregivers
and perceived EOI of patients and interactional effect of the scores of EOI of
caregivers and perceived EOI of patients on the general psychopathology scores of
PANSS at the time one and time two, a 2x2x2 Mixed Design ANOVA with repeated
measures on the last factor was conducted. The result revealed that the main effect of

time on general psychopathology was significant [F (1,99)=17.04, p< .001]. The
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general psychopathology scores of PANSS at time one (M=27.66) was higher than
the scores at time two (M=25.11). The main effect of perceived EOI of patients was
significant [F (1,99)=6.04, p< .05]. The low perceived EOI group (M=27.61) had
significantly higher scores on PANSS general psychopathology than the high EOI
group (M=25.16) on PANSS general psychopathology scores. The main effect of
EOI of caregivers was not found [F (1,99) = 1.26, p>.05]. There was no significant
interaction effect for the scores of EOI of caregivers and perceived EOI of patients
on the general psychopathology scores of PANSS at the time one and time two [F
(1,99) = 2.41, p>.05]. Table 18 presents the results of repeated Anova analysis of
high and low EOI expressed emotion and perceived expressed emotion groups on the

scores of PANSS general psychopathology at time one and time two.

Table 18 Repeated Anova Analysis of high and low EOI EE and PEE groups on the
scores of PANSS general psychopathology at time 1 and time 2

SS Df MS F
EES-EOI 62.50 (1,99) 62.50 1.26
PEES-EOI 299.16 (1,99) 299.16 6.04*
PEES-EOT*EES-EOI 119.16 (1,99) 119.16 2.41
Error 4900.47 99 49.50
Time 324.67 (1,99) 324.67 17.04%%5%
Time*EES-EOI 36.75 (1,99) 36.75 1.93
Time*PEES-EOI 3.20 (1,99) 3.20 17
Time*EES-EOI*PEES-EOI 1.09 (1,99) 1.09 06
Error 1886.79 99 19.06

* p< .05, *** p< .001

101



4.6.7 Repeated Anova Analysis of High and Low C/H Expressed Emotion and
Perceived Expressed Emotion Groups on the Scores of PANSS Total at Time 1 and

Time 2

In order to examine possible main effects of the scores of C/H of caregivers
and perceived C/H of patients and interactional effect of the scores of C/H of
caregivers and perceived C/H of patients on the total scores of PANSS at the time
one and time two, a 2x2x2 Mixed Design ANOVA with repeated measures on the
last factor was conducted. The results indicated that the main effect of time on total
scores of PANSS was significant [F (1,99)=13.92, p< .001]. The total scores of
PANSS at time one (M=58.00) was higher than the scores at time two (M=53.40).
The main effect of perceived C/H of patients was found [F (1,99) =8.78, p< .01]. The
high perceived C/H group had significantly higher (M=58.80) scores on PANSS total
than the low perceived C/H group (M=52.60). The main effect of C/H of caregivers
was significant [F(1,99)=4.11, p< .05]. The caregivers with the high scores of C/H
had patients with significantly higher PANSS total scores (M=57.82) than the
caregivers with low scores of C/H (M=53.58). There was no significant interaction
effect for the scores of C/H of caregivers and perceived C/H of patients on the total
scores of PANSS at the time one and time two [F (1,99) = .88, p>.05]. Table 19
gives the results of repeated Anova analysis of high and low C/H expressed emotion
and perceived expressed emotion groups on the scores of PANSS negative at time

one and time two.
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Table 19 Repeated Anova Analysis of high and low C/H EE and PEE groups on the
scores of PANSS total at time 1 and time 2

SS Df MS F
EES-C/H 907.77 (1,99) 907.77 4.11%
PEES-C/H 1939.32 (1,99) 1939.32 8..78%%
PEES-C/H*EES-C/H 193.24 (1,99) 193.24 88
Error 21867.10 99 220.88

Time 1066.71 (1,99) 1066.71 13.923%%%
Time*EES-C/H 90.85 (1,99) 90.85 1.19
Time*PEES-C/H 17.13 (1,99) 17.13 22
Time*EES-C/H*PEES-C/H .09 (1,99) 09 00
Error 7586.53 99 76.63

*p < .05, ¥* p< .01, #¥* p< 001

4.6.8 Repeated Anova Analysis of High and Low EOI Expressed Emotion and
Perceived Expressed Emotion Groups on the Scores of PANSS Total at Time 1 and

Time 2

In order to examine possible main effects of the scores of EOI of caregivers
and perceived EOI of patients and interactional effect of the scores of EOI of
caregivers and perceived EOI of patients on the total scores of PANSS at the time
one and time two, a 2x2x2 Mixed Design ANOVA with repeated measures on the
last factor was conducted. The results indicated that the main effect of time on total
scores of PANSS was significant [F (1,99)=12.42, p< .001]. The total scores of
PANSS at time one (M=56.83) was higher than the scores at time two (M=52.52).
The main effect of perceived EOI of patients was found [F(1,99)=8.76, p< .01]. The
low perceived EOI group had significantly higher scores on PANSS total (M=57.77)

than the high perceived EOI group (M=51.59). The main effect of EOI of caregivers
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was not significant [F (1,99) = 1.88, p>.05]. There was no significant interactional
effect for the scores of EOI of caregivers and perceived EOI of patients on the
PANSS total scores at the time one and time two [F (1,99) = 2.71, p>.05]. Table 20
presents the results of repeated Anova analysis of high and low C/H expressed
emotion and perceived expressed emotion groups on the scores of PANSS negative

at time one and time two.

Table 20 Repeated Anova Analysis of high and low EOI EE and PEE groups on the
scores of PANSS total at time 1 and time 2

SS Df MS F
EES-EOI 410.45 (1,99) 410.45 1.88
PEES-EOI 1916.54  (1,99)  1916.54 8.76%*
PEES-EOT*EES-EOI 592.04 (1,99) 592.04 271
Error 21653.39 99 218.72

Time 931.59 (1,99) 931.59 12,42
Time*EES-EOI 182.46 (1,99) 182.46 2.43
Time*PEES-EOI 69.39 (1,99) 69.39 93
Time*EES-EOI*PEES-EOI 15.70 (1,99) 15.70 21
Error 7424.87 99 75.00

% p< 01, #* p< 001

4.7 Effects of Expressed Emotion and Perceived Expressed Emotion on the Domains

of Quality of Life as Measured with WHOQOL-BREF

In order to examine the effect of expressed emotion of the caregivers and
perceived expressed emotion of the patients taken at time one on WHOQOL-BREF

scores at time one and time two repeated ANOV A was conducted. For this analysis,

104



the scores C/H and EOI of expressed emotion and perceived expressed emotion were

used to group caregivers and patients as high and low using the median split.

4.7.1 Repeated Anova Analysis of High and Low C/H Expressed Emotion and
Perceived Expressed Emotion Groups on the Scores of Physical Health Domain of

WHOQOL-BREF at Time 1 and Time 2

In order to examine possible main effects of being high and low in C/H for
caregivers and for patients and to examine the interactional effects on the physical
health domain of WHOQOL-BREF at the time one and time two, a 2x2x2 Mixed
Design ANOVA with repeated measures on the last factor was conducted. The
results indicated that the main effect of time on physical health domain scores of
WHOQOL-BREF was significant [F (1, 99) = 4.17, p< .05]. The physical health
domain scores of WHOQOL-BREF at time two was higher (M=14.03) than the
scores at time one (M=13.38). The main effect of perceived C/H of patients
[F(1,99)=1.35, p>.05] and main effect of C/H of caregivers [F(1,99)=.23, p>.05]
were not significant. There was no significant interactional effect for the scores of
C/H of caregivers and perceived C/H of patients on the physical health domain of
WHOQOL-BREF at the time one and time two [F (1,99) = .12, p>.05]. Table 21
gives the results of repeated Anova analysis of high and low C/H expressed emotion
and perceived expressed emotion groups on the scores of physical health domain of

WHOQOL-BREF at time one and time two.
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Table 21 Repeated Anova Analysis of high and low C/H EE and PEE groups on the
scores of WHOQOL-BREF physical health domain at time 1 and time 2

SS Df MS F
EES-C/H 3.30 (1,99) 3.30 23
PEES-C/H 19.62 (1,99) 19.62 1.35
PEES-C/H*EES-C/H 1.77 (1,99) 1.77 121
Error 1443.79 99 14.58
Time 21.58 (1,99) 21.58 4.17%
Time*EES-C/H 5.87 (1,99) 5.87 1.14
Time*PEES-C/H 1.66 (1,99) 1.66 32
Time*EES-C/H*PEES-C/H 2.56 (1,99) 2.56 50
Error 511,84 99 5,17

*p<.05

4.7.2 Repeated Anova Analysis of High and Low EOI Expressed Emotion and
Perceived Expressed Emotion Groups on the Scores of Physical Health Domain of

WHOQOL-BREF at Time 1 and Time 2

In order to examine possible main effects of the scores of EOI of caregivers
and perceived EOI of patients and interactional effect of the scores of EOI of
caregivers and perceived EOI of patients on the physical health domain of
WHOQOL-BREF at the time one and time two, a 2x2x2 Mixed Design ANOVA
with repeated measures on the last factor was conducted. The results indicated that
main effect of time on scores of physical health domain of WHOQOL-BREF
[F(1,99) = 2.88, p>.05] and the interactional effect of the scores of EOI of caregivers
and perceived EOI of patients on physical health domain of WHOQOL-BREF at
time one and time two were not significant [F(1,99) = 2.29, p>.05]. The main effect

of perceived EOI of patients [F(1,99) = 2.18, p>.05] and main effect of EOI of
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caregivers [F(1,99) = 1.32, p>.05] were not significant. Table 22 shows the results
of repeated Anova analysis of high and low EOI expressed emotion and perceived
expressed emotion groups on the scores of physical health domain of WHOQOL-

BREEF at time one and time two.

Table 22 Repeated Anova Analysis of high and low EOI EE and PEE groups on the
scores of WHOQOL-BREF physical health domain at time 1 and time 2

SS Df MS F

EES-EOI 18.42 (1,99) 18.42 1.32
PEES-EOI 30.32 (1,99) 30.32 2.18
PEES-EOI*EES-EOI 31.91 (1,99) 31.91 2.92
Error 1378,12 99 13,92

Time 14.46 (1,99) 14.46 2.88
Time*EES-EOI 2.84 (1,99) 2.84 57
Time*PEES-EOI 2.62 (1,99) 2.62 52
Time*EES-EOI*PEES-EOI 17.84 (1,99) 17.84 3.55
Error 497,67 99 5,03

4.7.3 Repeated Anova Analysis of High and Low C/H Expressed Emotion and
Perceived Expressed Emotion Groups on the Scores of Psychological Health Domain

of WHOQOL-BREEF at Time 1 and Time 2

In order to examine possible main effects of the scores of C/H of caregivers
and perceived C/H of patients and interactional effect of the scores of C/H of
caregivers and perceived C/H of patients on the psychological health domain of
WHOQOL-BREEF at time one and time two, a 2x2x2 Mixed Design ANOVA with
repeated measures on the last factor was conducted. The results indicated that no

main effect of time on scores of psychological health domain of WHOQOL-BREF
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[F(1,99) =2.28, p>.05] and the interactional effect of the scores of C/H of caregivers
and perceived C/H of patients on psychological health domain of WHOQOL-BREF
at time one and time two was not found [F(1,99)= .84, p>.05]. The main effect of
perceived C/H of patients [F (1,99)=2.85, p>.05] and main effect of C/H of
caregivers [F (1,99)= .57, p>.05] were not significant. Table 23 gives the results of
repeated Anova analysis of high and low C/H expressed emotion and perceived
expressed emotion groups on the scores of psychological health domain of

WHOQOL-BREEF at time one and time two.

Table 23 Repeated Anova Analysis of high and low C/H EE and PEE groups on the
scores of WHOQOL-BREF psychological health domain at time 1 and time 2

SS Df MS F
EES-C/H 7.92 (1,99) 7.92 574
PEES-C/H 39.29 (1,99) 39.29 2.85
PEES-C/H*EES-C/H 11.58 (1,99) 11.58 839
Error 1365.98 99 13.80

Time 7.80 (1,99) 7.80 2.28
Time*EES-C/H 1.30 (1,99) 1.30 38
Time*PEES-C/H 8.05 (1,99) 8.05 2.35
Time*EES-C/H*PEES-C/H 06 (1,99) 06 02
Error 338.69 99 3.42

4.7.4 Repeated Anova Analysis of High and Low EOI Expressed Emotion and
Perceived Expressed Emotion Groups on the Scores of Psychological Health Domain

of WHOQOL-BREEF at Time 1 and Time 2

In order to examine possible main effects of the scores of EOI of caregivers

and perceived EOI of patients and interactional effect of the scores of EOI of
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caregivers and perceived EOI of patients on the psychological health domain of
WHOQOL-BREEF at time one and time two, a 2x2x2 Mixed Design ANOVA with
repeated measures on the last factor was conducted. There was no significant main
effect of time on scores of psychological health domain of WHOQOL-BREF
[F(1,99) = 2.40, p>.05], EOI of caregivers [F(1,99)=.13, p>.05] and perceived EOI of
patients [F(1,99)=1.80, p>.05]. The results indicated that there was a significant
interaction effect of EOI of caregivers and perceived EOI of patients on the
psychological health domain of WHOQOL-BREEF at the time one and time two [F
(1,99) = 7.69, p< .01]. Table 24 gives the results of repeated Anova analysis of high
and low EOI expressed emotion and perceived expressed emotion groups on the
scores of psychological health domain of WHOQOL-BREF at time one and time

two.

Table 24 Repeated Anova Analysis of high and low EOI EE and PEE groups on the
scores of WHOQOL-BREF psychological health domain at time 1 and time 2

SS Df MS F
EES-EOI 1.65 (1,99) 1.65 127
PEES-EOI 23.54 (1,99) 23.54 1.80
PEES-EOI*EES-EOI 100.43 (1,99) 100.43 7.69%
Error 1293.25 99 13.06

Time 8.01 (1,99) 8.01 2.40
Time*EES-EOI 4.53 (1,99) 4.53 1.36
Time*PEES-EOI 3.81 (1,99) 3.81 1.14
Time*EES-EOI*PEES-EOI 7.07 (1,99) 7.07 2.12
Error 330.64 99 3.34

** p< .01

Tukey test was conducted as post hoc analysis to understand the difference
between groups. The results of post hoc analysis are presented in Figure 2.
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Figure 2 Interaction between the factors of emotional over-involvement of
caregivers and perceived emotional over-involvement of patients on the

psychological health domain of QOL at the first and last measurement

For the low EOI caregivers, low perceived EOI patients had significantly
higher scores than the high perceived EOI patients in terms of psychological health
domain of WHOQOL-BREF. For the high EOI caregivers, high perceived EOI
patients had significantly higher scores than the low perceived EOI patients in terms
of psychological health domain of WHOQOL-BREF. Furthermore, for low perceived
EOI patients, low EOI caregivers had significantly higher scores than the high EOI
caregivers in terms of psychological health domain of WHOQOL-BREF. Also, for
high perceived EOI patients, the high EOI caregivers had significantly higher scores
than the low EOI caregivers in terms of psychological health domain of WHOQOL-
BREF. Table 25 shows the mean scores of psychological health domain for high and
low groups of caregivers and patients. Mean scores of each group was significantly
different from each other. As can be seen the highest scores were for the high

perceived EOI patient and high expressed EOI caregiver group.
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Table 25 Means and standard errors of PEES EOI and EES EOI on the
psychological health domain of WHOQOL-BREF

EESEOI EESEOI
high low
PEESEOI
high 14.40 (.57) 13.17 (.52)
a b
PEESEOI
low 12.30 (.47) 13.90 (.48)
c d

4.7.5 Repeated Anova Analysis of High and Low C/H Expressed Emotion and
Perceived Expressed Emotion Groups on the Scores of Social Relations Domain of

WHOQOL-BREF at Time 1 and Time 2

In order to examine possible main effects of the scores of C/H of caregivers
and perceived C/H of patients and interactional effect of the scores of C/H of
caregivers and perceived C/H of patients on the social relations domain of
WHOQOL-BREEF at time one and time two, a 2x2x2 Mixed Design ANOVA with
repeated measures on the last factor was conducted. The results indicated that main
effect of time on scores of social relations domain of WHOQOL-BREF [F(1,99) =
2.00, p>.05] and the interactional effect of the scores of C/H of caregivers and
perceived C/H of patients on social relations domain of WHOQOL-BREF at time
one and time two were not significant [F(1,99) = .72, p>.05] The main effect of

perceived C/H of patients [F(1,99) = .81, p>.05] and main effect of C/H of caregivers
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[F(1,99) = .33, p>.05] were also not significant. Table 26 gives the results of
repeated Anova analysis of high and low C/H expressed emotion and perceived
expressed emotion groups on the scores of social relations domain of WHOQOL-

BREEF at time one and time two.

Table 26 Repeated Anova Analysis of high and low C/H EE and PEE groups on the

scores of WHOQOL-BREF social relations domain at time 1 and time 2

SS df MS F
EES-C/H 7.67 (1,99) 7.67 329
PEES-C/H 18.76 (1,99) 18.76 805
PEES-C/H*EES-C/H 16.78 (1,99) 16.78 720
Error 2306.46 99 23.30
Time 15.55 (1,99) 15.55 2.00
Time*EES-C/H 14.82 (1,99) 14.82 1.91
Time*PEES-C/H 2.96 (1,99) 2.96 38
Time*EES-C/H*PEES-C/H 93 (1,99) 93 12
Error 767.82 99 7.76

4.7.6 Repeated Anova Analysis of High and Low EOI Expressed Emotion and
Perceived Expressed Emotion Groups on the Scores of Social Relations Domain of

WHOQOL-BREF at Time 1 and Time 2

In order to examine possible main effects of the scores of EOI of caregivers
and perceived EOI of patients and interactional effect of the scores of EOI of
caregivers and perceived EOI of patients on the social relations domain of
WHOQOL-BREEF at time one and time two, a 2x2x2 Mixed Design ANOVA with
repeated measures on the last factor was conducted. The main effect of time on social

relations domain of WHOQOL-BREF was not significant [F(1,99)=1.63, p>.05]. The
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main effect of perceived EOI of patients was significant [F(1,99)=11.53, p<.001].
The high perceived EOI patient group had significantly higher scores on the social
relations domain of WHOQOL-BREF (M=13.54) than the low perceived EOI patient
group (M=11.35). The main effect of EOI of caregivers was not significant
[F(1,99)=1.29, p>.05]. There was no significant interactional effect for the scores of
EOI caregivers and perceived EOI of patients on the social relations domain of
WHOQOL-BREEF at the time one and time two [F (1,99) = .17, p>.05]. Table 27
presents the results of repeated Anova analysis of high and low EOI expressed
emotion and perceived expressed emotion groups on the scores of social relations

domain of WHOQOL-BREEF at time one and time two.

Table 27 Repeated Anova Analysis of high and low EOI EE and PEE groups on the
scores of WHOQOL-BREF social relations domain at time 1 and time 2

SS df MS F
EES-EOI 26.94 (1,99) 26.94 1.29
PEES-EOI 240.14 (1,99) 240.14 11.53%%%
PEES-EOI*EES-EOI 3.44 (1,99) 3.44 165
Error 2062.63 99 20.84

Time 12.67 (1,99) 12.67 1.63
Time*EES-EOI 8.60 (1,99) 8.60 111
Time*PEES-EOI 2.12 (1,99) 2.12 29
Time*EES-EOI*PEES-EOI 5.35 (1,99) 5.35 69
Error 767.48 99 7.75

#k% pe 001
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4.7.7 Repeated Anova Analysis of High and Low C/H Expressed Emotion and
Perceived Expressed Emotion Groups on the Scores of Environmental Domain

Standardized to Culture of WHOQOL-BREF at Time 1 and Time 2

In order to examine possible main effects of the scores of C/H of caregivers
and perceived C/H of patients and interactional effect of the scores of C/H of
caregivers and perceived C/H of patients on the environmental domain standardized
to culture of WHOQOL-BREF at time one and time two, a 2x2x2 Mixed Design
ANOVA with repeated measures on the last factor. The results indicated that the
main effect of time on environmental domain of standardized to culture scores of
WHOQOL-BREEF at time one and time two was significant [F (1, 99)=8.83, p< .01].
The environmental domain of standardized to culture scores of WHOQOL-BREF
measurement at time two was higher (M=13.83) than the scores at time one
(M=13.13). The main effect of perceived C/H of patient [F(1,99)=.97, p> .05] and
the main effect of C/H of caregivers were not significant [F(1,99)=.08, p> .05]. The
interactional effect for C/H of caregivers and perceived C/H of patients on the
environmental domain of standardized to culture of WHOQOL-BREEF at the time one
and time two [F (1,99) = .66, p> .05] was not significant. Table 28 gives the results
of repeated Anova analysis of high and low C/H expressed emotion and perceived
expressed emotion groups on the scores of environmental domain standardized to

culture of WHOQOL-BREEF at time one and time two.
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Table 28 Repeated Anova Analysis of high and low C/H EE and PEE groups on the

scores of WHOQOL-BREF environmental domain standardized to culture at time 1

and time 2

SS df MS F
EES-C/H .54 (1,99) .54 .08
PEES-C/H 6.66 (1,99) 6.66 .97
PEES-C/H*EES-C/H 4.57 (1,99) 4.57 .66
Error 682.49 99 6.894
Time 24.63 (1,99) 24.63 8.83**
Time*EES-C/H .16 (1,99) .16 .06
Time*PEES-C/H 6.41 (1,99) 6.41 2.30
Time*EES-C/H*PEES-C/H 1.30 (1,99) 1.30 A7
Error 275.99 99 2.79
** p<.01

4.7.8 Repeated Anova Analysis of High and Low EOI Expressed Emotion
and Perceived Expressed Emotion Groups on the Scores of Environmental Domain

Standardized to Culture of WHOQOL-BREF at Time 1 and Time 2

In order to examine possible main effects of the scores of EOI of caregivers
and perceived EOI of patients and interactional effect of the scores of EOI of
caregivers and perceived EOI of patients on the environmental domain of
standardized to culture of WHOQOL-BREF at time one and time two, a 2x2x2
Mixed Design ANOVA with repeated measures on the last factor was conducted.
The results revealed a significant main effect of time on environmental domain
standardized to culture of scores of WHOQOL-BREF was found [F (1,99)=6.92, p<
.01]. The environmental domain standardized to culture of scores of WHOQOL-

BREEF at time two (M=13.92) was higher than the scores at time one (M=13.29). The
115



main effect of perceived emotional over-involvement of patients was significant [F
(1,99)=15.66, p<.001]. The high perceived EOI group had significantly higher scores
on environmental domain of standardized to culture of WHOQOL-BREF (M=14.28)
than the low perceived EOI group (M=12.93). A significant main effect was not
found for EOI of caregivers [F (1,99)=1.63, p> .05]. The interactional effect for EOI
of caregivers and perceived EOI of patients on the environmental domain of
standardized to culture of WHOQOL-BREF at the time one and time two [F (1,99) =
243, p> .05] was not significant. Table 29 gives the results of repeated Anova
analysis of high and low EOI expressed emotion and perceived expressed emotion
groups on the scores of environmental domain standardized to culture of WHOQOL-

BREEF at time one and time two.

Table 29 Repeated Anova Analysis of high and low EOI EE and PEE groups on the

scores of WHOQOL-BREF environmental domain standardized to culture at time 1

and time 2

SS df MS F
EES- EOI 9.45 (1,99) 9.45 1.63
PEES- EOI 90.77 (1,99) 90.77 15.66%**
PEES- EOI *EES- EOI 14.08 (1,99) 14.08 243
Error 573.67 99 5.80
Time 19.75 (1,99) 19.75 6.92%%*
Time*EES-EOI 33 (1,99) 33 12
Time*PEES-EOI .87 (1,99) .87 31
Time*EES-EOI*PEES-EOI 81 (1,99) 81 28
Error 282.52 99 2.854

% p< 01, *%p <.001

Sixteen repeated ANOVA analyses are summarized in Table 30. As can be

seen the table, the main effects of perceived C/H of patients on the symptoms of
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positive and negative and total scores of PANSS were found. The main effect of C/H
of caregivers’ expressed emotion on the total scores of PANSS was significant only.
The main effects of perceived EOI of patients on the symptoms of positive, general
psychopathology, and total scores of PANSS and social relations domain and
environmental domain of standardized to culture of WHOQOL-BREF were
significant. There was a significant interaction effect of EOI of caregivers and
perceived EOI of patients on the psychological health domain of WHOQOL-BREF

at the time one and time two assessments.

Table 30 Summary of All Anova Analyses

Time Main Main Inter effect Main Main Inter
Dependent main effect of effect of EEC/H&PEE-  effectEE- effectof  effect
variables effect EE-C/H PEE-C/H C/H High/low  EOI PEE-EOI EEEOI&
(timel-  High/low High/low  groups High/low High/low PEE-EOI
time2)  groups groups groups groups High/low
groups
PANSS positive + - High > - - Low > -
Low High
PANSS negative - - High > - - - -
Low
PANSS  general + - - - - Low > -
psychopathology High
PANSS total + High > High > - - Low > -
Low Low High
QOL physcial + - - - - - -
QOL - - - - - - +
psychological
QOL social - - - - - High > -
Low
QOL + - - - - High > -
environmental Low

+ Significant effect

- Non significant effect
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4.8. Qualitative Analysis of Replies to Open —Ended Questions

4.8.1 Patients’ views on their illness

In order to examine the perspectives of the schizophrenic patients on their
illness, four groups of open-ended questions were asked in time one of the main
study. The first group of questions were ‘What are the things that distress you about
your illness?; Which one do you think is the most important one among these
distressing aspects?’. The second group of questions were ‘Do you think that there
are some aspects related to your illness that are getting better?; If yes, what are
these?; Do you think that there are some aspects related to your illness that are
getting worse?; If yes, what are these?’. The third group of questions were ‘Who
is/are supporting you most with your illness?; How do they support you?’ and the
last group of questions were ‘What are the difficulties that you experienced for the
last six months?; How did you cope with these?’. For each question, after inspecting
the replies, several reply categories were formed by the researcher. These categories
were each given a general label and examples were provided for explanation. In
order to evaluate the replies to these open-ended questions, firstly, two raters, one of
them is a professor in the psychology department (she is also supervisor of this
thesis) and the other is the researcher coded all the reports independently. In the
categorization process, if one patient mentioned more than one category of thoughts
in his/her answers, the responses were included in all relevant thought categories.
Thus, one patient could obtain more than one rating. Then, the coefficients of inter-
rater agreement, coefficient kappa, were calculated. The Cohen’s kappa was found to

be .68 (p< .001) and .66 (p< .001) for the first questions; .70 (p< .001) and .92 (p<
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.001) for the second questions; .86 (p< .001) and .71 (p< .001) for the third questions
and .85 (p< .001) and .66 (p< .001) for the last one, respectively (Cohen, 1960).

The first group of questions were “What are the things that distress you about
your illness?; Which one do you think is the most important one among these
distressing aspects?”’. The question “What are the things that distress you about your
illness? was categorized into nine concepts: Side effect of drugs, distress about using
the drug; Stigmatization, Rejection by the family and society; Social dysfunction and
lack of a social position; Physical symptoms of illness; Psychological symptoms of
the illness; Communication problems; Self-blaming for being burden to family;
Financial problems and I don’t know/ No opinion. The replies to the question
“Which one do you think is the most important one among these distressing
aspects?” were coded according to same categories (See Appendix K Categories of
Pointing of Open-ended Questions and Examples of Answers). Table 31 presents
responses to “What are the things that distress you about your illness” and “which is
the most distressing”.

As can be seen from table 31, psychological symptoms, stigmatization, social
dysfunction, and physical symptoms were the most frequently given distressing
aspects of the illness. For the most important, psychological symptoms, physical

symptoms and social dysfunction were given by the patients.
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Table 31 Responses to “what are the things that distress you about your illness” and

“which is the most distressing”

Categories Distressing Most distressing
aspects Percentage
Percentage (n=59)

(n=106)

Psychological symptoms of the illness 41.5 (44) 25.4 (15)

Stigmatization; rejection by the family and 26.4 (28) 11.9 (7)

society

Social dysfunction and lack of a social position 25527 15.3(9)

Physical symptoms of illness 25527 23.7 (14)

Side effect of drugs, distress about using the 13.2 (14) 5.1(3)

drug

Financial problems 12.3 (13) 34 (2)

I don’t know/ No opinion 104 (11) 1.7 (1)

Communication problems 7.5 (8) 5.13)

Self-blaming for being burden to family 6.6 (7) 8.5 85)

The second group of questions were “Do you think that there are some
aspects related to your illness that are getting better?; If yes, what are these?; Do you
think that there are some aspects related to your illness that are getting worse?; If
yes, what are these?”. The replies for the “getting better” were categorized into eight
concepts. The categories were Improvement in communicating/relating to others;
Psychological well-being; Improvement in physical symptoms; Positive attitude to
the future; Increase in social functioning; Decrease in drug dosage; Acceptance of
the illness; No opinion. The replies for the ‘“getting worse” were categorized into
eight concepts. The categories were Lack of socialization and social role, social
dysfunction; Increase in psychological symptoms; Increase in physical symptoms;

Negative attitude to future; Increase in the feelings of burden to the family; Side
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effects of drugs; Communication problems; No opinion. Table 32 shows the
percentages of replies to the question “Do you think that there are some aspects
related to your illness that are getting better? If yes, what are these? Do you think
that there are some aspects related to your illness that are getting worse? If yes, what

are these?”

Table 32 Thoughts related to getting better and getting worse

Categories Percentage (n=109)
Getting better
Psychological well-being 60.6 (66)
Increase in social functioning 16.5 (18)
Improvement in communication/relating 15.6 (17)
to others
Improvement in physical symptoms 13.8 (15)
No opinion 10.1 (11)
Decrease in drug dosage 4.6 (5)
Acceptance the illness 2.8(3)
Positive attitude to the future 0.9 (1)
Getting worse Percentage (n=106)
No opinion 76.4 (81)
Increase in psychological symptoms 8.5(09)
Lack of socialization and social role, 5.7 (6)

social dysfunction

Increase in physical symptoms 5.7 (6)
Side effect of drugs 2.8(3)
Negative attitude to future 1.9 (2)
Increase in the feeling of burden to family 0.9 (1)
Communication problems 09 (1)

As can be seen from Table 32, psychological well-being, increase in social

functioning, improvement in communicating/relating to others and improvement in
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physical symptoms were the most frequently given aspects related to the illness that

were getting better. Almost all the patients replied to the question of “aspects getting

worse” as “no opinion”. Patients responded Increase in psychological symptoms as

most important following “no opinion” item.

Table 33 Percentages of for “who gives support for illness” and “how they support”

Categories

Percentage(n=116)

Who gives support

Mother
Whole family
Spouse
Sibling
Father
Other relatives such as aunt, uncle
Physician & psychologist
Child
Nobody
Friends
Neighbor
Himself/herself
How they support
Moral support
Drug control & providing treatment
Financial support
Take to the hospital & physician
Sharing housework
Doing everything

No opinion

38.8 (45)
29.3 (34)
28.4 (33)
24.1 (28)
15.5 (18)
9.5 (11)
8.6 (10)
6.9 (8)
6.0 (7)
4.3
1.7 (2)
1.7 (2)
Percentage(n=111)
73.0 (81)
26.1 (29)
10.8 (12)
9.0 (10)
8.1(9)
2.7(3)
1.8 (2)
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The third group of questions were “Who is/are supporting you most with your
illness?; How do they support you?”. The replies to the third group of questions,
that’s “Who is/are giving you the most support about your illness?’ were categorized
into Mother; Father; Sibling; Spouse, Child, Other relatives such as aunt, uncle,
Friends, Physician & psychologist; Neighbor, Himself/herself; Nobody and the
Whole family. The other part of the question were classified as Moral support; Drug
control & providing treatment; Take to the hospital & physician; Financial support;
Sharing housework; Doing everything and No opinion. Table 33 presents replies to
the question on source and type of support.

As can be seen from Table 33, the most frequently given source of support
were the close family member. Moral support is the most pronounced type of support
mentioned.

The last group of questions were “What are the difficulties that you have
experienced in the last six months?; How did you cope with these?”. Replies that
were related to the difficulties experienced for the last six months were categorized
into Communication gap, conflict with other people; Unemployment & financial
problems; Difficulties on the hospital; Illness itself, physical & psychological
symptoms; Academic failure; Dysfunctions in daily routine, Medication & side
effect; Lack of social support and No opinion. Reports of coping were classified as
Positive thinking & suggestion; Problem solving techniques; Use social support;
Medical care; Be patient & accept; Use Religion/faith and Could not cope. Table 34
presents thoughts in each category of the difficulties that were experienced for the
last six months and how the patient coped with each.

As can be seen from Table 34, a substantial number of the patients did not

share information about the difficulties experienced in the last six months (i.e. no
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opinion). Among the patients who shared information on difficulties experienced in
the last six months, answers were mainly unemployment and financial problems,
illness itself and physical and psychological symptoms. Patients also reported on
how they coped with these difficulties. Most patients reported not being able to cope,
however other answers included social support, problem solving techniques, and

medical care to help them cope.

Table 34 Views on the difficulties experienced in the last six months and how they

coped with them

Categories Percentage (n=106)
Unemployment & financial problems 28.3 (30)
Illness itself, physical & psychological symptoms 18.9 (20)
Dysfunctions in daily routine 7.5 (8)
Lack of social support 5.7 (6)
Medication & side effect 2.8 (3)
Communication gap, conflict with other people 2.8 (3)
Difficulties on the hospital 1.9 (2)
Academic failure 1.9 (2)
No opinion 36.8 (39)
How they coped Percentage (n=59)
Could not cope 30.5 (18)
Use social support 16.9 (10)
Problem solving techniques 153 (9)
Medical care 13.6 (8)
Be patient & accept 11.9(7)
Positive thinking & suggestion 10.2 (6)
Use religion/ faith 5.1(3)
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CHAPTER V

DISCUSSION

5.1 Overview

Schizophrenia is an illness that has a deteriorative effect on patients and their
families. Recently family has been an important part of schizophrenia treatment. The
existing relationship between relapse and familial attitude has lead to the
development of the expressed emotion phenomenon. Expressed emotion was
conceptualized as a construct reflecting the relative’s attitude, behavior and emotion
towards a patient member. The main aim of the current study was to investigate the
roles of expressed emotion of the caregivers and the perception of this, which is
perceived expressed emotion of the schizophrenic patients on symptom severity and
quality of life. The aim was actualized by using the vulnerability-stress model as a
guiding framework. In order to investigate the main research interest of the present
study, first of all Perceived Expressed Emotion Scale (PEES) was developed and by
conducting a pilot study reliability / validity of PEES was tested. In this section first
of all reliability / validity results for PEES will be discussed. Secondly, the results in
regards to the dependent variables, namely symptom severity (subscales of PANSS)
and quality of life will be discussed. Thirdly, the results of the patients’ views on
their illness which was investigated by using open-ended questions will be discussed.
Then, the limitations of the study, clinical implications, and suggestions for future

investigations will be presented.
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5.2. Pilot study

The pilot study was conducted to evaluate the psychometric properties of the
PEES. The PEES was subjected to factor analysis and two factors emerged. The
results of the factor analysis for the PEES showed that it had two factors which were
similar to the results obtained from the Expressed Emotion Scale (Berksun, 1992;
Karanci & Inandilar, 2002), which supported the construct validity of the perceived
expressed emotion concept.

Correlations between Family Assessment Device (FAD) and PEES subscales
indicated that patients’ perceived criticism/hostility (C/H) was significantly
correlated with all subscales of FAD, namely Communication, Roles, Affective
Responsiveness, Affective Involvement, Behavioral control and General Functions.
Dysfunction in all these areas were found to be related to high perceived C/H. This
finding is in line with previous studies on expressed emotion, showing that
criticism/hostility is a more toxic element (Moline, Singh, Morris, & Meltzer, 1985;
Parker, Johnston, & Hayward, 1988; Barrelet, Ferrero, Szigethy, Giddey, & Pellizer,
1990; Karanci & Inandilar, 2002). Although, perceived C/H had high correlations
with all subscales of FAD, perceived emotional over-involvement (EOI) was only
found to be correlated with problem solving and affective involvement. Patients
tended to perceive the problem solving skills of the family as problematic with
increased rates of perceived EOIL. On the other hand, as perceived EOI increased,
patients tended to perceive family’s affective over-involvement as more functional.
Thus, EOI seems to be a less toxic element of perceived expressed emotion. Overall

the results of the pilot study showed that the perceptions of the patients on the
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emotional attitudes can be grouped into C/H and EOI as have been noted for
caregivers’ perceptions.

Additionally, in the pilot study, a rating scale was added to the perceived
expressed emotion scale to examine the level of distress caused by the main family
members’ expressed emotion. The patients were required to rate whether they felt
distressed by each item and if so, how much they were distressed. The results of the
pilot study showed that perceived C/H was significantly related to distress caused by
the C/H items. In a consistent way, Cutting, Aakre, and Docherty (2006) showed that
patients reported experiencing more distress when interacting with high EE
caregivers than low EE ones.

As expected, the correlations of the factors of FAD with the factors of PEES
provided support for the concurrent validity of the PEES scales. Thus, it was thought

that PEES was reliable and valid scale that can be used in the main study.

5.3 Main study

In order to meet the main aim of the study, the relative powers of caregivers’
expressed emotion and the perceived expressed emotion in determining the symptom
levels and quality of life were examined. According to the results of the main study,
perceived expressed emotion appeared as a more robust factor than expressed
emotion for symptom severity and quality of life. In many studies in the literature,
generally the predictive power of family’s expressed emotion on relapse was
examined (Barrelet, 1990; Butzlaff, & Hooley, 1998).

According to the findings regarding the comparisons of EES with PEES,

caregivers reported themselves as lower on criticism/hostility and higher on
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emotional over-involvement as compared to the patients (see Table 11, p:90) . These
results were found to be consistent with the study of Ozden (1995). Ozden explained
that his results could be the fact that criticism/hostility of Turkish families was low.
Another explanation for their results could be that due to the families’ defensive
attitude toward the idea of being evaluated, they reported low criticism/hostility.
Caregivers might have reported that they have low C/H and high EOI, due to social
desirability.

In the current study, expressed emotion of caregivers was found to have only
a significant effect on the total scores of PANSS in terms of symptom severity. This
effect is related to the criticism/hostility of caregivers’ expressed emotion.

The role of emotional over-involvement on relapse is not widely stressed in
the literature. Emotional over-involvement of caregivers’ expressed emotion was
shown to be a more sensitive predictor of relapse only by Gutierrez in 1988 (cited in
Kavanagh, 1992). In other studies, it is taken as a less robust predictor. For example,
when Anglo-American and British families were compared, Anglo-American
families were found to have high EE and the British families were found to be less
hostile and critical. Both cultures were found to have low and equal EOI (Vaughn,
Snyder, Jones, Freeman, & Fallon, 1984). Similarly, preceding EOI, hostility was
found to be the strongest contributor of high EE in Iran (Mottaghipour, Pourmand,
Maleki, & Davidian, 2001). However, emotional over-involvement is still being used
as a master of expressed emotion in the literature together with criticism/hostility.

Cross cultural studies found that expressed emotion was high in western
cultures, whereas it was low in rural and eastern countries. Although Turkey has

several features similar to western countries it is considered as an eastern country.
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Thus, while interpreting the results of the current study, it would be appropriate to
make comparisons with eastern countries.

Examining EE in the families of schizophrenic patients in both urban and
rural populations in India, Wig, Menon, Bedi, Ghosh, Kuipers, Leff, Korten, Day,
Sartorius, Ernberg, and Jablensky (1987) found that high EE was very rare, and that
the finding was related to low critical comments and being less over-involved. These
findings were consistent with the results of the current study. Wig et al. also
compared their findings with the western populations. In contrast to studies of British
populations where warmth and criticism were seldom coupled, family members in
the Indian study frequently expressed criticism and warmth simultaneously.

El Islam (1979) conducted a study in Qatar. In his study it was found that in
eastern cultures, especially within extended families, supporting the individuals with
mental illness and decreasing their expectations is a common situation. Similarly in
Turkey, families continue to support patients who burden the family due to the
deteriorative effects of the illness and who have been unemployed for a long time
(Ozden, 1995).

Okasha, El Akabawi, Snyder, Wilson, Youssef, and El Dawla (1994)
discussed Egyptian families’ expressed emotion on patients with depression and
bipolar disorder. Egyptian families believed that the care for a sick family member
was their obligation and considered to be the right behavior for essential caregivers.
High expressed emotion could be viewed as a kind of social trait in many Egyptian
families. Criticism might also be taken as a sign of care and interest in any Egyptian
enmeshed family. Extended families in an Arab culture were more tolerant to
eccentric behavior than nucleus families. Reactions like these by the extended family

not only would produce a less stressful environment for the patient, but would draw a
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model for low expressed emotion behavior of members of a nucleus family (Okasha,
El Akabawi, Snyder, Wilson, Youssef, & El Dawla, 1994).

In addition to the findings regarding eastern cultures, there are similar
findings from several western cultures. Lopez, Nelson Hipke, Polo, Jenkins, Karno,
Vaughn, and Snyder (2004) indicated that family warmth was a significant protective
factor for Mexican Americans. However, for Anglo Americans, family criticism was
a significant risk factor. Their findings suggested that the sociocultural context
shaped the pathways by which family processes were related to the course of illness.
Moreover, the findings on warmth suggested that it contributes to preventing relapse.

Turkey is a country that comprises both eastern and western features within
its Mediterranean make up. In a study conducted in Italy, Cazzula, Bressi, Bertrando,
Clerici, & Maffei (1989) found that, when the scale cut off was lowered, participant
mothers were emotionally overinvolved and self sacrificing (cited in Martins, de
Lemos, and Bebbington, 1992). Within the current study, the relationship between
types of relationship of caregivers’ and factors of expressed emotion was not
investigated. However, the majority of the caregivers were mothers of the patients.
According to the results of the Open-ended questions, patients reported that the main
source of moral support was their mothers.

Martins, et al. (1992) hypothesized that in Brazilian society, patient relatives
mostly had low EE. Cases of high EE were explained by having high EOI. Similar to
the present study, Martins’ participants were mostly mothers and they markedly had
overprotective attitude and self sacrificing attitude.

According to the results of the present study, emotional over-involvement of
caregivers did not have a significant effect on symptom severity that was measured

by PANSS. Similarly, Bentsen, Boye, Munkvold, Notland, Lersbryggen, Oskarsson,
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Ulstein, Uren, Bjérge, Berg-Larsen, Lingjerde, & Malt (1996) could not find a
significant relationship between EOI and symptoms assessed by a researcher.
Additionally, EOI was discussed to be defective for patients due to its reinforcing
effects on dependency and depression. Karanci and Inandilar (2002) found that
caregivers’ EOI was higher than their C/H in the Turkish culture, and this present
study was a replication of this finding.

Until this point the relationship between the components of expressed
emotion and relapse has been discussed. Another outcome variable concerned by
this present study was quality of life. Quality of life and expressed emotion have
been subject to few studies. Mubarak & Barber (2003) found that severe
schizophrenic symptoms and high emotional over-involvement of caregivers were
associated with low quality of life. However, according to the results of the present
study, emotional over-involvement of caregivers was not found to be significantly
effective on any domain of quality of life. Only a significant interactional effect of
emotional over-involvement of caregivers and perceived emotional over-involvement
of patients was found on the psychological health domain of quality of life. Mubarak
and Barber (2003) suggested that emotional over-involvement of caregivers could
lead to adverse outcomes on patients’ quality of life. Mubarak and Barber discussed
the possibility that low quality of life of severely ill patients increased caregivers’
emotional over-involvement and this let to compensate their situations.

Greenberg, Knudsen, & Aschbrenner (2006) had results similar to the present
study. They found that increasing quality of life was associated with social support
for the severely ill patients. According to their results, adult schizophrenic patients
reported high quality of life when their mothers expressed high warmth. When

parents provide children with a supportive and praising environment, children tend to
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perceive themselves in a positive manner. As discussed by Greenberg, Knudsen, &
Aschbrenner (2006), warmth and praise coming from a parent could be important for
the mentally ill because these people often face discrimination and stigmatization
within daily life. Results of the present study also showed that patients with high
perceived over-involvement had significantly higher scores on social, psychological
health domains and environmental domain of culture standardized quality of life than
patients with low perceived over-involvement.

Since EE is a reciprocal interaction, patients’ perceptions of their families’
attitudes are important as well as families’ attitudes. Until recently, the importance of
patients’ perceptions of their families’ attitudes were not given necessary importance.
However, although not many, there are some studies in the literature considering the
importance of perceived expressed emotion (Baker, Kazarian, Helmes, Ruckman, &
Tower, 1987; Lebell, Marder, Mintz, Mintz, Tompson, Wirshing, Johnston-Cronk, &
McKenzie, 1993). Thompson, Goldstein, Lebell, Mintz, Marder, and Mintz (1995)
found that overall patients’ perceptions and caregivers’ attitudes nearly almost
overlapped. They found that patients with high EE caregivers classified according to
caregiver ratings, perceived them as highly critical. Patients’ perceptions of critical
behavior rather than the EE ratings were associated with high risk of relapse. Warner
and Atkinson (1988) found that patients who perceived their families as less caring
or more over-involved had a more severe course of illness than patients who
perceived their families as more caring and less over-involved. Scott, Fagin, and
Winter (1993) found that the best predictor of relapse was the patients’ expectations
of how their families perceived them. Lebell, et al. (1993) found that the patients’
perceptions of their relatives’ attitudes towards themselves were highly correlated

with the relatives’ self-reported attitudes. Considerable concurrent validity of the
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patients’ perceptions as measured by directly asking patients to rate their perceptions
of their relatives’ attitudes towards them was found. In their study, only the patients’
perceptions predicted outcome. Patients with positive perceptions of their caregivers’
attitudes had significantly lower rate of relapse at one year follow-up. According to
the results of the current study, perceived expressed emotion was shown to be a more
robust construct than the expressed emotion reported by the caregiver.

Rosenfarb Bellack, Aziz, Kratz, and Sayers (2004) stated that discordance
between caregivers’ EE and patients’ perception of EE was the result of cultural
differences in the interpretation of criticism. It was suggested that African American
patients evaluated critical attitudes to be a reflection of caring and involvement.

There are several studies in the literature indicating that perceived
criticism/hostility is a toxic element. Thompson et al. (1995) found that EOI of PEE
did not predict outcome, however criticism of PEE predicted high risk of psychotic
exacerbation within a year. In the same study it was demonstrated that a large
number of patients who perceived high criticism/hostility in their families relapsed.
Hooley and Teasdale (1989) showed that perceived C/H predicted relapse in one year
follow up. On the other hand Okasha, El Akabawi, Snyder, Wilson, Youssef, & El
Dawla (1994) could not find a significant relationship between perceived C/H and
relapse.

Bachmann, Bottmer, Jacob, & Schroder (2006) found that perceived C/H was
a beneficial tool for predicting relapse and that high C/H was more associates with
relapse than EOI for schizophrenia.

According to the results of the current study, it was found that
criticism/hostility of PEE 1is a toxic element. Patients who perceived high

criticism/hostility, scored higher on positive / negative symptoms and total PANSS
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than patients who perceived low criticism/hostility. If patients perceive high
criticism/hostility in the family climate, they are likely to experience more severe
positive symptoms such as delusions, hallucinatory behavior, grandiosity,
suspiciousness/persecution, and hostility. Additionally increase in negative symptom
such as blunted affect, emotional withdrawal and total scores were seen together with
high perceived criticism/hostility.

In the present study perceived emotional over-involvement is a protective
element, in fact opposite effects as compared to criticism/hostility. Patients who
perceived low emotional over-involvement had high scores on positive symptoms,
general psychopathology, and total scores of PANSS. Hence it could be concluded
that low perceived emotional over-involvement has a toxic effect on symptom
severity. On the other hand, in terms of social relations domain and environmental
domain standardized to culture of WHOQOL-BREEF, patients who perceived high
emotional over-involvement scored higher than patients who perceived low
emotional over-involvement. Within these areas, patients’ subjective evaluation of
quality of life was positive. Meaning, perceived emotional over-involvement is
protective when it is high.

Perceived emotional over-involvement was shown to be a protector in several
studies. Lebell et al. (1993) found that more frequent contact with key relatives who
were perceived by the patients as benign could be protective for the vulnerable
schizophrenic patient. Supportive family milieu protects the patients from symptom
exacerbation.

To identify the specific nature of the relationships between EE indices and
relapse, Breitborde, Lépez, Wickens, Jenkins, and Karno (2007) conducted a study.

Their results indicated that the relationship between the EOI and relapse was
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curvilinear and that high levels of EOI exerted a toxic effect on the course of illness
whereas medium levels of EOI were protective. The results of the present study
showed that low perceived EOI was related to higher PANSS subscale scores. This
finding pointed out to the protective effect of EOI. Furthermore, high perceived EOI
was associated with high scores on quality of life domains, also supporting the
protective power of perceived EOL

One of the most important findings of this study is that, for the high EOI
caregivers, high perceived EOI patients had significantly higher scores than the low
perceived EOI patients in terms of psychological health domain of WHOQOL-
BREF. Also, for high perceived EOI patients, the high EOI caregivers had
significantly higher scores than the low EOI caregivers in terms of psychological
health domain of WHOQOL-BREF. The highest scores on psychological health
domain of quality of life were for the high perceived EOI patient and high expressed
EOI caregiver group. Cases where the caregiver reported highest over-involvement
and patient reported highest perceived over-involvement were shown to be the best
combination for the psychological health domain of quality of life. The worst
combination for quality of life was observed when the patients had high perceived
over-involvement and the caregivers had low over-involvement.

One other result that needs to be discussed is that, symptom severity on time
two assessments was lower than time one assessment. Positive symptoms, general
psychopathology, and total scores of PANSS were higher on time one assessment
than time two assessment. This progress in symptom severity was unexpected and
could be explained by regular medication and controls during the interval.
Additionally interviews with the patients could have let the patient feel care and

support and lower the symptom severity. Due to limited access to health care system
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in Turkey, being invited to take part in a study and having the opportunity to visit the
psychiatry department might have helped the patients. They may have had the chance
to visit the psychiatrist and have their medication controlled which might have
facilitated their well being inadvertently.

Mottaghipour, et al. (2001) conducted a study in Iran and found that majority
of the patients who live in a high EE environment relapsed. They discussed the
reason for this with the number of patients who had not recovered or dropped out. In
order to continue their study, several attempt ions to contact with the patients failed
for insufficient information on patients. Due to community mental health service
defects and high burden within family, most of the patients could not be contacted
for follow up. However, in the current study the number of drop outs were minimal
and it was found that patients were found to be better than they were at time one
according to time two assessment.

Overall, as a result of these discussions it could be stated that perceived
criticism/hostility of patients was a more robust factor than criticism/hostility of
caregivers on positive and negative symptoms of PANSS. Only on total scores of
PANSS, both perceived criticism/hostility of patients and criticism/hostility of
caregivers had been found to have a main effect. Perceived emotional over-
involvement of patients was more robust factor than emotional over-involvement of
caregivers all subscales of PANSS, except for negative symptoms. Perceived
criticism/hostility of patients and criticism/hostility of caregivers had been found to
have no main effect on all domains of WHOQOL-BREF. Perceived emotional over-
involvement of patients was a more robust component than emotional over-
involvement of caregivers on social relations domain and environmental domain of

standardized to culture of WHOQOL-BREF. Emotional over-involvement of

136



caregivers had no main effect on any domain of WHOQOL-BREF. On psychological
health domain of WHOQOL-BREF, there was a significant interaction effect of
emotional over-involvement of caregivers and perceived emotional over-involvement
of patients. Cases where the caregiver reported highest emotional over-involvement
and patient reported highest perceived emotional over-involvement were shown to be

the best combination for the psychological health domain of quality of life.

5.4 Patients’ views on their illness

Answers to the open-ended questions were examined in order to understand
how schizophrenic patients view their illnesses, difficulties, and support sources.
Responses to the question “‘What are the things that distress you about your illness?’
showed that psychological symptoms of illness, stigmatization, rejection and refusal
by the family and society, and social dysfunction and lack of social position were the
most frequently given distress sources. Among the psychological symptoms of
illness, hallucinations, sleep disorder, fear, anhedonia, irritability were included.
Thus, suffering from the symptoms of the disorder seems to be the category on which
most consensus was present. It may be beneficial if the patients are informed that the
psychological symptoms of the illness can be relieved by tailoring the
pharmacotherapy they receive. Patients in drug control often experience problems
due to dysfunctional health policies in Turkey. Recent changes in the social security
system have been problematic for the patients. Drug prescriptions of the physicians
can be turned down by the pharmacies due to diagnostic and medical inconsistencies.
This leads to financial difficulties in obtaining drugs and hence difficulties arise

about using them consistently for treatment. Atypical antipsychotics are expensive
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drugs. However, when the social security system difficulties are handled, patients are
able to receive and use these drugs without financial difficulties with the drug reports
from their physicians. Hence, it is important to provide user friendly policies in order
to resolve the difficulties experienced by the patients.

Additionally, in the outpatient clinics patients’ follow up processes are not
carried out by the same physician. This brings the need for the patient and their
families to adopt a new physician each time they go to a clinic. Due to insufficient
physical conditions in the hospital, duration of the interview with the patients have to
be kept shorter than normal. This brings along the difficulties in following patients’
negative symptoms and general functioning. Lack of cooperation with social workers
and the lack of adequate numbers of social workers also cause difficulties in
monitoring patients’ daily activities and general functioning. Patients should be
informed through psycho-education that following symptom relief, communication
and social functioning would be increased. Thus it is necessary to emphasize psycho-
education together with pharmacotherapy. In a study carried out in Turkey (Sagduyu,
Aker, Ozmen, Ogel, & Tamar, 2001) it was found that the need for setting a social
distance between self and the schizophrenic patient due to expected aggression from
the patient was lower in Turkey than it was in western countries. This finding may be
interpreted by a possible traditional tolerance toward the mentally ill in Turkish
culture. Despite this finding, Tuna (1999) reported a rejecting attitude of the society
towards psychotic patients. The patients in the present study gave stigmatization
(refusal by the family and society) as a second most frequent complaint. Thus, it
seems that psycho-education and other methods of combating negative attitudes are
needed to change attitudes towards schizophrenia in both relatives and in the society.

Even though the society believes that the patients are not stigmatized (Sagduyu,
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Aker, Ozmen, Ogel, & Tamar, 2001) patients’ perceptions of stigmatization from the
society can clearly be seen in the present research. When additional perceived C/H
from the families’ leads to distress, it can be stated that life could become more
stressful for the patient.

Patients responded to the question ‘Which one do you think is the most
important one among these distressing aspects?’” as psychological symptoms of
illness. Again, this shows that a better patient monitoring system and follow-up
sessions for drug compliance and effects are needed in Turkey.

The replies to the question “Do you think that there are some aspects related
to your illness that are getting better?” psychological well-being, increase in social
functioning, improvement in communication/relating to others, improvement in
physical symptoms were given. In general the patient group seemed to have an
optimistic perspective on the course of their illness. Regarding the choice of answers
it can be stated that patients replies to this question were in line with their answers to
“What are the things that distress you about your illness?” Thus, psychological
symptoms, social functioning and physical symptoms seem to be of major concern
for the patients.

Patients having replied ‘no opinion’ to ‘Do you think that there are some
things getting worse about your illness?” might be explained as patients being
optimistic and not perceiving negative effects. Additionally for these patients being
in continual treatment and expecting improvement, they might be feeling better in
terms of symptom relief and not attending to negative aspects of their condition.

Patients depicted “mother, whole family, spouse etc” as the support sources.
In our main study primary caregivers were shown to be mothers and spouses. This

was similar to several other studies showing mothers as the main caregivers and
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supporters (Ohaeri, 2001; Jenkins & Schumacher, 1999). It seems that although
mothers are given more frequently as the support provider, still fathers and the whole
family are also perceived as supporters. This may reflect the close family ties in
Turkish culture (Kagit¢ibasi, 1979).

Taking care of a mentally ill relative can be an important burden and may
cause burn out for that caregiver. For this reason in full treatment sharing
responsibility and burden equally among family members should be emphasized
within psycho-education programs. Additionally, in cases where mothers and/or
fathers are the mentally ill, children experience hardship. Here comes the need for a
relative to undertake the role and responsibility of a parent for the child. Regardingly,
it would be beneficial that the extended family should be included in the
rehabilitation process and psycho-education should also be given to these members
(Caton, Cournos, Felix, & Wyatt, 1998).

Moral support, helping with drug control and providing treatment were the
most frequently stated answers for ‘How do they support you?” This shows that
moral support is important for the patients. Moral support category included giving
love, interest, and understanding, talking, building morale, and being on one’s side.
When compared to the western cultures, with the presence of extended family within
the traditional family structure in Turkey, our patients report having satisfactory
familial support. However, after a while, it could be expected for the family to
experience burn out and give up on their patient, which may decrease their moral
support. This may result in negative outcomes as mourning both for the mentally ill
and their family. Here, it would be better to emphasize the fact that responsibility and
burden should also be shared by social institutions and rehabilitation centers. This is

likely to reduce the burden of caregivers.
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Most frequent answers to “What are the difficulties that you have experienced
in the last six months? How did you cope with these?” were no opinion,
unemployment and financial problems, and the illness itself, physical and
psychological symptoms. Like in western cultures, our health policy should consider
the contribution of schizophrenic patients to productive processes. Institutions should
support the recruitment of mentally ill people in order to get them active in the
economy just like the disabled.

Ohaeri (2001) stated that social marks of poor disease outcome, like patient’s
unemployment, were related to significantly higher caregiver financial distress.
Similarly in our country, as a way of reducing caregiver burden, manufacturers and
government should find ways of reducing the enormous cost of the new generation
“atypical” antipsychotic drugs, so that with their higher potency and better side effect
profile, they can be made available for early effective intervention, so as to reduce
the high proportion of subjects with persistent chronic psychotic symptoms. This can
enable patients to have paid employment which may reduce their burden.
Additionally, in the study conducted in Nigeria (Ohaeri, 2001), families of psychotic
patients were proactive in obtaining help from the wide network of relatives, in an
attempt to cope with the problem. Instead of giving up and abandoning the patient in
frustration, they sought assistance from the extended family and various members
responded to their call, hence, the patient’s perception of social support was
increased. Patients in our sample also reported having received social support. Rose
(1996) noted that family members may respond by increasing their efforts to find
support for themselves and appropriate treatment for the patient. In our study
statements of medication control and provision is related to this discussion. For

developing countries, where there seems to be little hope for immediate
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developments in national social welfare programs, the researchers and policy makers
should focus on articulating measures that can strengthen extended family relations,
as a way of providing social support and reducing caregiver burden.

Although our patients had difficulties mostly due to unemployment and
financial problems, their major distress was shown to be psychological symptoms of
illness. In a country with severe economic hardship, even where the caregivers seem
to be tolerant, the care giving role nevertheless diminishes family efficiency, in
social performance, because of the disruption of routines of economically active
members and the psychic distress of living with the patient’s psychotic symptoms.

It is important for our individual and social well being that patients with
schizophrenia are employed in jobs suitable for their profession or skills.
Regardingly, it is necessary to adopt treatment strategies to provide relief from
psychological symptoms of illness, to ease the loneliness resulting from
stigmatization and withdrawal from the society, and to help regain skills lost due to
unemployment and disturbed communication. Thus, rehabilitation services and
psychosocial approaches should be considered as an important part of schizophrenia
treatment and management. Additionally it would be beneficial to establish and
spread day hospitals in our country. These day hospitals would provide the patients
with a work like environment where they can take responsibility, run small
businesses, be involved in activities as making the budget and running banking
errands, receiving several classes and educational programs. Relapse prevention
procedures that include improving environmental conditions, social support, problem

solving skills and coping strategies could be included within these adjustments.
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5.5 Hypotheses of the Study

The main aim of the present study was to examine the relative power of the
caregivers’ expressed emotion and perceptions of expressed emotion by the patients
on the quality of life and symptom severity of schizophrenic patients.

Specifically, the present study examined the following hypotheses and it was
found that:

Hypothesis 1: Perceived Expressed Emotion Scale will have a structure
similar to the expressed emotion scale was supported, because the results of the
factor analysis for the PEES showed that it had two factors which were similar to the
results obtained from the Expressed Emotion Scale. Additionally, in order to test the
similarity of two scales, target rotations were conducted and it was found that the
factor structures found among PEES and EES were virtually identical.

Hypothesis 2: Perceived criticism/hostility and emotional over-involvement
will be correlated with Problem Solving, Communication, Roles, Affective
Responsiveness, Affective Involvement, Behaviour Control, and General Functions
of Family Assessment Device (FAD) was partially supported. For perceived
criticism/hostility, this hypothesis was supported, because patients’ perceived C/H
was positively and significantly correlated with all subscales of FAD. For perceived
emotional over-involvement, this hypothesis was partially supported, because
perceived EOI was only found to be correlated with problem solving and affective
involvement. Perceived EOI was negatively and significantly correlated with
problem solving and but positively with affective involvement. Thus, the results
showed that perceived C/H has more connections with problematic family

characteristics.
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Hypothesis 3 Perceived expressed emotion by patients will have more effects
than expressed emotion of caregivers on the symptoms of positive and negative,
general psychopathology and total scores of PANSS and physical health,
psychological health, social relations domains, and environmental domain of
standardized to culture of WHOQOL-BREF was partially supported. The main
effects of criticism/hostility and/or emotional over-involvement of perceived
expressed emotion were significant on positive and negative symptoms, general
psychopathology and total scores of PANSS and social relations domain and
environmental domain of standardized to culture of WHOQOL-BREF. Only, the
main effect of criticism/hostility of caregivers’ expressed emotion was significant for
the total scores of PANSS. Thus, the perceptions of EE dimensions by the patients
seemed to be a more robust factor influencing well being and quality of life.

Hypothesis 4 Expressed emotion of caregivers will have higher positive and
negative symptoms, general psychopathology and total scores of PANSS was
partially supported. The main effect of criticism/hostility of caregivers’ expressed
emotion was not significant on positive and negative symptoms, general
psychopathology of PANSS, except for total scores of PANSS. The main effect of
emotional over-involvement of caregivers’ expressed emotion was not significant on
positive and negative symptoms, general psychopathology, and total scores of
PANSS.

Hypothesis 5 Expressed emotion of caregivers will have higher physical
health, psychological health, social relations domains, and environmental domain of
standardized to culture of WHOQOL-BREF was not supported. The main effects of

criticism/hostility and emotional over-involvement of caregivers’ expressed emotion
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were not significant physical health, psychological health, social relations domains,
and environmental domain of standardized to culture of WHOQOL-BREF.

Hypothesis 6: Patients with high perceived criticism/hostility will have higher
positive and negative symptoms of PANSS as compared to patients with low
perceived criticism/hostility was supported. Patients with high perceived
criticism/hostility had higher positive and negative symptoms of PANSS as
compared to patients with low perceived criticism/hostility.

Hypothesis 7: Patients with high perceived emotional over-involvement will
have higher positive and negative symptoms of PANSS as compared to patients with
low perceived emotional over-involvement was not supported and in fact showed a
reverse effect. For positive symptoms of PANSS, patients with low perceived EOI
had significantly higher scores than the patients with high perceived EOI. Thus,
perceiving emotional over-involvement seemed to be a favorable aspect. This finding
was also supported by the answers to the open-ended questions. Patients reported that
“moral support” is an important type of support they received from caregivers. Thus,
it seems that in the Turkish culture perceiving the care, love, interest, and control
from relatives is not toxic, as have been found in western cultures. For negative
symptoms of PANSS, the main effects of perceived emotional over-involvement of
patients were not significant.

Hypothesis 8: Patients with high perceived criticism/hostility will have higher
scores on general psychopathology of PANSS as compared to patients with low
perceived criticism/hostility was not supported. Because the main effect of perceived
criticism/hostility of patients was not significant on general psychopathology of

PANSS.
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Hypothesis 9: Patients with high perceived emotional over-involvement will
have higher scores on general psychopathology of PANSS as compared to patients
with low perceived emotional over-involvement was not supported and showed a
reverse trend. The patients with low perceived emotional over-involvement had
significantly higher scores on PANSS general psychopathology than the patients
with high emotional over-involvement. The discussion for hypothesis 2.2 above also
holds for this hypothesis.

Hypothesis 10: Patients with high perceived criticism/hostility will have
higher total scores of PANSS as compared to patients with low perceived
criticism/hostility was supported. The patients with high perceived criticism/hostility
had significantly higher scores on PANSS total than the patients with low perceived
criticism/hostility.

Hypothesis 11: Patients with high perceived emotional over-involvement will
have higher total scores of PANSS as compared to patients with low perceived
emotional over-involvement was not supported. Again, the patients with low
perceived emotional over-involvement had significantly higher scores on PANSS
total than the patients with high perceived emotional over-involvement.

Hypothesis 12: Patients with high perceived criticism/hostility will have
higher scores on physical health domain of quality of life as compared to patients
with low perceived criticism/hostility was not supported. Because the main effect of
perceived criticism/hostility of patients was not significant.

Hypothesis 13: Patients with high perceived emotional over-involvement will
have higher scores on physical health domain of quality of life as compared to

patients with low perceived emotional over-involvement was not supported. Because
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the main effect of perceived emotional over-involvement of patients was not
significant.

Hypothesis 14: Patients with high perceived criticism/hostility will have
higher scores on psychological health domain of quality of life as compared to
patients with low perceived criticism/hostility was not supported. Because the main
effect of perceived criticism/hostility of patients was not significant.

Hypothesis 15: Patients with high perceived emotional over-involvement will
have higher scores on psychological health domain of quality of life as compared to
patients with low perceived emotional over-involvement was not supported. Because
the main effect of perceived emotional over-involvement of patients was not
significant.

Hypothesis 16: Patients with high perceived criticism/hostility will have
higher scores on social relations domain of quality of life as compared to patients
with low perceived criticism/hostility was not supported. Because the main effect of
perceived criticism/hostility of patients was not significant.

Hypothesis 17: Patients with high perceived emotional over-involvement will
have higher scores on social relations domain of quality of life as compared to
patients with low perceived emotional over-involvement was supported. The high
perceived EOI patient group had significantly higher scores on the social relations
domain of WHOQOL-BREEF than the low perceived EOI patient group.

Hypothesis 18: Patients with high perceived criticism/hostility will have
higher scores on environmental domain of standardized to culture of quality of life as
compared to patients with low perceived criticism/hostility was not supported.
Because the main effect of perceived criticism/hostility of patients was not

significant.
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Hypothesis 19: Patients with high perceived emotional over-involvement will
have higher scores on environmental domain of standardized to culture of quality of
life as compared to patients with low perceived emotional over-involvement was
supported. The patients with high perceived emotional over-involvement had
significantly higher scores on environmental domain of standardized to culture of

WHOQOL-BREEF than the patients with low perceived emotional over-involvement.

5.6 Limitations of the study

There are some limitations of the present study that needs to be addressed.
Firstly, a six month interval was given between time one and time two assessments in
order to examine relapse. Generally schizophrenia research investigate relapse within
a nine to twelve month interval and in patients who are hospitalized (Butzlaff and
Hooley, 1998). However, due to limitations in time in the present study, the time
interval to examine relapse was set to six months. Furthermore, patients at time one
were chosen from among out-patients rather than in-patients.

Another limitation of the study is the fact that only one caregiver was
interviewed per family. Not all relatives who were centrally involved with the
patients were included. There are studies that criticize including only one family
member within research (Falloon, 1988; Kavanagh, 1992; Montero, Gomez, Ruiz,
Rihe, & Adam, 1992). According to the critics, although conducting research with
only one family member is practical, these researches do not fully reflect the family
climate. However, within several studies in the literature (Scazufca, & Kuipers,

1996; Bachmann, Bottmer, Jacob, & Schroder, 2006) only one family member was
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assessed as caregivers. For practical reasons, only one family member, denoted as the
main caregivers, was assessed in the present study.

Another limitation of the current study is that, like various studies, quality of
life (QOL) assessment was based on self report. QOL is a construct that can be rated
both as subjectively and objectively. Within the current study QOL could have been
objectively rated by the researcher as well as the patient.

Finally, selection of the patients from the hospital (Ankara Numune
Education and Research Hospital) which services to population from middle and low
socioeconomic status, led to problems of the representativeness of the sample for
other schizophrenic patients. The majority of the present sample had low and middle
incomes and educational level. Additionally the majority of the sample consisted of
patients who were currently unemployment. The present sample was composed of
schizophrenic patients not showing great variation in regards to income, education
level and current employment status. The selection of patients’ from only one
hospital brings about generalizibility problems of the present findings to
schizophrenic patients from other socioeconomic groups. However, the present study
should also be considered for its large sample size. Despite the above limitations the
present study was conducted with 103 patients. Regarding many studies in the
literature (Bentsen, Boye, Munkvold, Notland, Lersbryggen, Oskarsson, Ulstein,
Uren, Bjorge, Berg-Larsen, Lingjerde, & Malt, 1996; Cutting, Aakre, and Docherty,
2006), the current study is reliable in terms of generalization issues due to its large

sample.
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5.7 Clinical Implications of the Study and Directions for Future Research

The current study is a comprehensive investigation conducted to examine
both expressed emotion of caregivers and the perceived expressed emotion of
patients in a sample of Turkish schizophrenic patients. Thus, it can provide
guidelines for support services for schizophrenic patients. In order to identify the
appropriate choices of treatment for the chronically ill schizophrenic patients, it is
important to evaluate the effects of family’s expressed emotion and perceived
expressed emotion by the patient on symptom severity and quality of life. Results of
the current study provided important information on the role of perceived expressed
emotion on the quality of life and well-being of schizophrenic patients. The present
study investigated the protective and toxic factors for a schizophrenic patient within
the Vulnerability- Stress Model. The results showed a good application of this model
to a chronic disease as schizophrenia in Turkey. Scales and the model used in the
present study could be used with other psychotic disorders, depression, and eating
disorders that are sensitive to different needs and perspectives. However necessary
revisions should be made for different groups of disorders.

Several scales were used in order to measure expressed emotion and
perceived expressed emotion in the literature. Camberwell Family Interview (CFI) is
a widely used measure for investigating expressed emotion; however it requires a
special training and is time consuming to administer and to score. Instead of CFI,
Expressed emotion scale (EES) that was developed by Berksun (1992) was used.
This scale was reported as specific to the Turkish culture. Perceived expressed

emotion scale (PEES) was adopted from the EES for the current study. Adoption of a
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new perceived expressed emotion scale would provide utilizations and comparisons
among different patient groups for future research.

As a clinical implication, information regarding relapse and quality of life
would be beneficial for developing treatment strategies for schizophrenic patients.
QOL measures with WHOQOL -BREF, was an important dependent variable for
schizophrenic patients and should be considered together with other clinical outcome
measures following patients up. Additionally, subjectively rated scales are useful
measures for determining effectiveness and needs of treatment at psychiatry clinics.

The findings of the current study may be utilized by clinicians (psychologists
or psychiatrists) in their supportive work both with patients and their families. They
need to be aware of the possibility of perceived expressed emotion and its
implications. Results of the present study showed that perceived criticism/hostility
was especially a risk factor for positive and negative symptoms and total scores of
PANSS. There are an increasing number of research studies showing the toxic effects
of Perceived C/H for various illnesses. The results of the current study are
supportive of these findings. Perceived C/H can easily be measured by Perceived
Expressed Emotion Scale which is a reliable and valid scale. The existing C/H in the
family and that is perceived by the patient can be decreased via family
psychoeducation programs. Importantly according to these findings, family should
not be addressed as the only source for influencing the patients’ prognosis. Here, the
emphasis should be on shaping the effect of family on progress of the illness and
symptom exacerbation from toxic to protective. Further research should consider the
need for investigating the patterns contributing to high perceived C/H level. Another

consideration for future research could be identifying the messages and behaviors
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which the patient perceives as high C/H and modifying them through cognitive,
restructuring techniques.

Results of the present study indicated that perceived emotional over-
involvement was a protective factor on the positive symptoms, general
psychopathology, and total scores of PANSS and psychological health, social
relations, and environmental domain of standardized to culture of WHOQOL -
BREF. Although rarely discussed in the literature, this finding could be considered as
an important and specific factor for the Turkish culture. In cases where families were
over involved and patients perceived this over involvement as it existed, EOI was
shown to have protective features. Thus, EOI should specifically be handled during
family interventions. Further research should consider the need for investigating the
patterns contributing to high perceived EOI level as well as Perceived C/H. Another
consideration for future research could be identifying and reinforcing the messages
and behaviors which the patient perceives as high EOI.

As discussed in the limitations section, selection of the patients from only one
hospital, patients coming from only low and middle incomes and educational level,
and current unemployment, as they reported in the open ended questions section, led
to problems of generalizibility of the results. For this reason conducting research
with patients from high socio-economic status in future research might result in
different findings.

Open ended questions in the present study provided qualitative information
about patients’ viewpoints on their illness, social support, and daily difficulties. This
information consisted of useful data for clinical applications, treatment, and general
health policy. Psychological symptoms, stigmatization, social dysfunction, and

physical symptoms were the most frequently given distressing aspects of the illness.
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Any psychoeducation program for the patients and families should include
information on psychological and physical symptoms of schizophrenia. By this way
distress experienced by the patients could be decreased. The most supportive
member of the family was shown to be the mothers in the present study. This finding
supported the fact that mothers were the most common primary caregiver in the
literature. Familial intervention should include information about equal distribution
of burden among family members rather that one member carrying it. The answers
given to the question “How do they support you?” were mainly as “moral support”.
This finding indicates the importance of providing psychological support for
schizophrenic patients.

The application of a psychoeducation program, including all the variables of
the present study using a longitudinal design can be valuable in future research.
Perceived Expressed Emotion Scale is a valid and reliable scale that can be used in
further studies. Additionally, the results of the current study implicate the importance
of psychological support programs for schizophrenic patients. The study suggests
that treatment aimed at lowering patients’ perceived criticism/hostility and increasing
patients’ perceived emotional over-involvement could help to facilitate the well-
being and quality of life of schizophrenic patients. Existing cognitive therapy
modalities could be used to focus on schizophrenic patients’ possible biases in

magnify the critical attitudes and in minimizing over-involvement.
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APPENDICES

APPENDIX A
BILGILENDIRILMIiS ONAY FORMU

Psikiyatrik hastaliginiz nedeni ile bagvurdugunuz Ankara Numune Egitim ve
Aragtirma Hastanesi 1. Psikiyatri Klinigi’nde tarafimdan yapilacak bir ¢alismaya
davet edilmektesiniz.

Bu ¢alismanin amaci sizofreni hastalarinin ve ailelerinin duygu disavurum diizeyleri
arasindaki iliskiyi ve bu iligskinin hastalik belirtileri iizerine etkisini incelemektir. Bu
sirada hastalik belirtilerinin ~ degerlendirilmesi amaciyla size bazi testler
uygulanacaktir.

Bu arastirmaya goniillii olarak katiliyorsunuz. Katilmayi tercih ederseniz, fikrinizi
degistirdiginizde arastirmadan ayrilabilirsiniz. Bu durumda hastaliginizin gerektirdigi
tibbi bakim size hi¢bir aksama olmadan verilecektir. Bu arastirmada kimliginiz gizli
tutulacaktir. Aragtirma bulgular1 yayinlansa da kimlik bilgileriniz gizli tutulacaktir.
Ancak yasal gereklerin yerine getirilebilmesi i¢in, kimliginizi iceren kayitlara etik
kurul iiyeleri tarafindan bakilabilir. Bu belgeyi imzalayarak buna izin vermektesiniz.
Calisma hakkinda daha fazla bilgi almaniz miimkiindiir. Bunun i¢in Uzman Klinik
Psikolog Giilbahar Bastug ile dogrudan goriisebilir ya da (0312) 310 30 30/5115
no’lu telefondan ulasabilirsiniz.
Giilbahar Bastug
Uzman Klinik Psikolog

Prof. Dr. A. Nuray Karanci
ODTU Psikoloji Boliimii

1. Yukaridaki caligsma ile ilgili olarak, bilgilendirme formunu okudum ve
aklima takilan sorulari sorabildim.

2. Bu arastirmaya katilmanin goniilliilik esasina gore oldugunu anladim.
Istedigim taktirde, herhangi bir neden gostermeksizin ve sonraki tibbi
bakimimin aksamayacagini bilerek bu calismadan c¢ekilme karar
verebilirim.

3. Bana ait kayitlarin saglik otoritelerince incelenebilecegini anladim ve
bu kisilere izin veriyorum.

4. Yukarida belirtilen caligmaya katilmay1 kabul ediyorum.

Goniillii (hastanin) adi soyadi Tarih Imza
........................................ [ooiid.oe...
Goniillii (hasta yakinin) ad1 soyadi Tarih Imza
........................................ [ooiido....




KIMLIK BILGILERI VE DEMOGRAFIK OZELLIKLER

HASTANIN

Ad1 Soyadz:

Cinsiyeti: Kadin ( ) Erkek ( )

Dogum Yeri: Dogum Tarihi: / /

Yast:

Medeni Durumu: Bekar () Evli () Dul ( ) Bosanmis ()
Cocugu var m1? Var () Yok ()

Varsa, sayisi

Ev Adresi:

Telefon Numarasi:

Ailenin Yaklasik Geliri: '
(Bu konuda bilgi verip vermemekte serbest oldugu hastaya bildirilir. Istenen bilgi,
sadece hastanin degil, yasadig1 eve giren toplam gelirdir.)

e Egitim Durumu:
En son mezun oldugu okul: Okuma yazma bilmiyor (
Okuma yazma biliyor (
[lkokul mezunu (
Ortaokul mezunu (
Lise mezunu (
Universite mezunu (
Yiiksek lisans/Doktora (

N N N N N N N

e Is Durumu:
Su anda calistyor mu? Evet () Hayir ()

Calistyorsa ne is yapryor?

Calismiyorsa, isten ayrilma nedeni nedir?

Ne kadar siiredir calismiyor?
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Sosyal Giivencesi var m1?  Var () Yok ()

Varsa, Sosyal Giivenlik Kurumu hangisidir?
SSK ( ) Emekli Sandig1 ( ) Bag-Kur ( ) Yesil Kart ( )

e Ev Ortami:
Yasadig1 ev kag odal1?

Evde kendisine ait odas1 var m1? Var ( ) Yok ()

Kimlerle birlikte yasiyor?

e Hastalik Bilgisi:

[k kez kag yasindayken hasta oldugu

Ne kadar zamandir hasta?

Kag¢ yasindayken hastalik tanisi aldigi?

Kac¢ yasindayken ilk tedaviye baslandig1?

Bu hastalik nedeniyle toplam kag yildir tedavi oldugu?
Hastaneye yatis1 var m1? Var () Yok ()

Hastaneye yatis1 varsa, ka¢ kez yattig1?

Son ii¢ aydir diizenli kullandig1 ila¢ var m1? Var () Yok ()

flacin adu:

Aileniz icinde, gerektiginde sizinle en ¢ok ilgilenen, bakiminizi iistlenen kisi kimdir?
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APPENDIX B

PEES

Aciklama: Asagida ailenizin i¢inde sizinle en ¢ok ilgilenen kisiyle olan iligkilerinizi
anlamaya yonelik bazi ifadeler bulunmaktadir. Her bir ciimleyi dikkatle okuyup bu
climlenin sizin i¢in dogru olup olmadigim isaretleyiniz. Daha sonra bunun sizi
rahatsiz edip etmedigini belirtiniz. Eger rahatsiz ediyorsa ne kadar ettigini gostermek
icin o ifadenin yanindaki parantezi isaretleyiniz.

1. Benim baz1 seyleri kasten yaptigimi diisiiniiyor ve 6fkeleniyor. (D)  (Y)

Bu beni rahatsiz etmiyor.![ | Bu beni rahatsiz ediyor. ||
Ediyorsa, ne kadar?
Az() Orta() Cok()

2. Benim hasta olduguma inanmiyor. (D)  (Y)

Bu beni rahatsiz etmiyor.![ | Bu beni rahatsiz ediyor. ||
Ediyorsa, ne kadar?
Az() Orta() Cok()

3. Benimle sohbet etmekten hoslaniyor. (D) Y)

Bu beni rahatsiz etmiyor.[ | Bu beni rahatsiz ediyor. [
Ediyorsa, ne kadar?
Az() Orta() Cok()

4. Onun i¢in benim isteklerim diger aile iiyelerininkinden daha énemlidir. (D)  (Y)

Bu beni rahatsiz etmiyor.![ | Bu beni rahatsiz ediyor. ||
Ediyorsa, ne kadar?
Az() Orta() Cok()

5. Benimle ilgili her seyi, bana 6zel konulari bile 6grenmeye calisiyor. (D) YY)

Bu beni rahatsiz etmiyor.! ! Bu beni rahatsiz ediyor. |
Ediyorsa, ne kadar?
Az() Orta() Cok()

6. Benim varligim onu deli ediyor. (D) (Y)

Bu beni rahatsiz etmiyor.! ! Bu beni rahatsiz ediyor. |
Ediyorsa, ne kadar?
Az() Orta() Cok()
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7. Ne hata yaptik da, o boyle oldu diye diisiiniip diisiiniip yaniyor. (D)  (Y)

Bu beni rahatsiz etmiyor.| !

Bu beni rahatsiz ediyor. |
Ediyorsa, ne kadar?
Az() Orta() Cok()

8. Benim bazi yonlerimi begeniyor ve takdir ediyor. (D) (Y)

Bu beni rahatsiz etmiyor.! !

9. Bana sik sik ogiit veriyor. (D)

Bu beni rahatsiz etmiyor.! !

10. Benimle uyusamiyor. (D)

Bu beni rahatsiz etmiyor.![ |

Bu beni rahatsiz ediyor. |
Ediyorsa, ne kadar?
Az() Orta() Cok()

Bu beni rahatsiz ediyor. |
Ediyorsa, ne kadar?
Az() Orta() Cok()

Bu beni rahatsiz ediyor. ||
Ediyorsa, ne kadar?
Az() Orta() Cok()

11. Ne halin varsa gor diye beni birakti artik. (D) (Y)

Bu beni rahatsiz etmiyor. |

Bu beni rahatsiz ediyor. |
Ediyorsa, ne kadar?
Az() Orta() Cok()

12. Aile i¢inde benim her seyimle o ilgileniyor. (D) Y)

Bu beni rahatsiz etmiyor.![ |

13. Bana kiriliyor, giiceniyor. (D)

Bu beni rahatsiz etmiyor. [

Bu beni rahatsiz ediyor. [
Ediyorsa, ne kadar?
Az() Orta() Cok()

Bu beni rahatsiz ediyor. ||
Ediyorsa, ne kadar?
Az() Orta() Cok()

14. Benim fikirlerimi sonuna kadar dinler. (D) Y)

Bu beni rahatsiz etmiyor.![ |

Bu beni rahatsiz ediyor. [
Ediyorsa, ne kadar?
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Az () Orta( ) Cok()
15. Benim iistiime titrer. (D) (Y)
Bu beni rahatsiz etmiyor.![ | Bu beni rahatsiz ediyor. ||
Ediyorsa, ne kadar?
Az() Orta() Cok()
16. Benimleyken bagska seyle ilgilenemiyor, ilgisi hep benimle oluyor. (D)
Bu beni rahatsiz etmiyor.![ Bu beni rahatsiz ediyor. ||
Ediyorsa, ne kadar?
Az () Orta( ) Cok()
17. Onun hayatin1 yasamasina engel oldugumu diisiiniiyor. (D)  (Y)
Bu beni rahatsiz etmiyor.![ Bu beni rahatsiz ediyor. ||
Ediyorsa, ne kadar?
Az () Orta( ) Cok()
18. Ben hasta oldum diye diinya basina yikilmis gibi geliyor. (D) (Y)
Bu beni rahatsiz etmiyor.![ | Bu beni rahatsiz ediyor. ||
Ediyorsa, ne kadar?
Az() Orta() Cok()
19. Benim yaptigim isleri begenmiyor. (D) (Y)
Bu beni rahatsiz etmiyor. | Bu beni rahatsiz ediyor. |
Ediyorsa, ne kadar?
Az() Orta() Cok()
20. Benim giyim kusamimi begenmiyor ve bunu bana soyliiyor. (D) (Y)
Bu beni rahatsiz etmiyor.| ! Bu beni rahatsiz ediyor. |
Ediyorsa, ne kadar?
Az() Orta() Cok()
21. Benden onun bekledigi gibi davranmamu istiyor. (D) (Y)
Bu beni rahatsiz etmiyor.| ! Bu beni rahatsiz ediyor. |
Ediyorsa, ne kadar?
Az() Orta() Cok()
22. Bana en ufak bir sey olacak diye endiseleniyor. (D)  (Y)

Bu beni rahatsiz etmiyor.| ! Bu beni rahatsiz ediyor. |
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Ediyorsa, ne kadar?
Az() Orta() Cok()

23. Benim her seyim ile o ilgileniyor. (D) (Y)
Bu beni rahatsiz etmiyor. | Bu beni rahatsiz ediyor. |
Ediyorsa, ne kadar?
Az() Orta() Cok()
24. Benden “‘ah bir kurtulsam” diye diisiindiigii oluyor. (D) (Y)
Bu beni rahatsiz etmiyor. | Bu beni rahatsiz ediyor. |
Ediyorsa, ne kadar?
Az() Orta() Cok()
25. Huzursuz ve keyifsiz oldugumda anliyor ve benden uzak duruyor. (D)
Bu beni rahatsiz etmiyor. | Bu beni rahatsiz ediyor. |
Ediyorsa, ne kadar?
Az() Orta() Cok()
26. Kendi islerimi siral1 ve diizenli yapmam icin beni sik sik ikaz ediyor. (D)
Bu beni rahatsiz etmiyor.| ! Bu beni rahatsiz ediyor. |
Ediyorsa, ne kadar?
Az() Orta() Cok()
27. Hastaneye yatmam onu perisan ediyor, benden ayrilamiyor. (D) (Y)
Bu beni rahatsiz etmiyor. [ Bu beni rahatsiz ediyor. ||
Ediyorsa, ne kadar?
Az() Orta() Cok()
28. Huyumuz suyumuzla birbirimize benzedigimizi diisiiniiyor. (D) (Y)
Bu beni rahatsiz etmiyor.![ Bu beni rahatsiz ediyor. [
Ediyorsa, ne kadar?
Az () Orta( ) Cok()
29. Benim yanliglarimi diizeltmemi istiyor. (D) Y)
Bu beni rahatsiz etmiyor. [ Bu beni rahatsiz ediyor. [
Ediyorsa, ne kadar?

Az () Orta( ) Cok()

30. Benimle iyi anlastiginm diisiiniiyor. (D) (Y)
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31.

32.

33.

34.

35.

36.

37.

38.

Bu beni rahatsiz etmiyor.![ | Bu beni rahatsiz ediyor. [
Ediyorsa, ne kadar?
Az() Orta() Cok()

Akl fikri hep bende, bagka higbir sey diisiinemiyor. (D) (Y)
Bu beni rahatsiz etmiyor. [ Bu beni rahatsiz ediyor. ||
Ediyorsa, ne kadar?
Az() Orta() Cok()
Kendimi diizeltmem i¢in beni sik sik elestiriyor. (D)  (Y)
Bu beni rahatsiz etmiyor.| ! Bu beni rahatsiz ediyor. |

Ediyorsa, ne kadar?
Az() Orta() Cok()

Benden uzak kalmak istiyor. (D) (Y)
Bu beni rahatsiz etmiyor.! ! Bu beni rahatsiz ediyor. |
Ediyorsa, ne kadar?
Az() Orta() Cok()
Basina bir siirii dert actigimi diisiiniiyor. (D)  (Y)

Bu beni rahatsiz etmiyor.| ! Bu beni rahatsiz ediyor. |
Ediyorsa, ne kadar?
Az() Orta() Cok()

Ben olmasam biitiin islerin yoluna girecegini diisiiniiyor. (D) (Y)
Bu beni rahatsiz etmiyor. [ Bu beni rahatsiz ediyor. [
Ediyorsa, ne kadar?
Az () Orta( ) Cok()
Bir zorlukla karsilagirsa basa cikabilecegini diisiiniiyor. (D)  (Y)
Bu beni rahatsiz etmiyor.| ! Bu beni rahatsiz ediyor. |
Ediyorsa, ne kadar?
Az() Orta() Cok()
Benim her seyim ile ilgilenmek ona zevk veriyor. (D) (Y)
Bu beni rahatsiz etmiyor.| ! Bu beni rahatsiz ediyor. |
Ediyorsa, ne kadar?

Az() Orta() Cok()

Ofkelendigimde benden uzak durmaz, beni yatistirmaya calisir. (D) (Y)
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Bu beni rahatsiz etmiyor.| ! Bu beni rahatsiz ediyor. |
Ediyorsa, ne kadar?
Az() Orta() Cok()

39. Huzursuz ve keyifsiz oldugumda benimle sohbet etmeye calisir. (D) (Y)
Bu beni rahatsiz etmiyor.| ! Bu beni rahatsiz ediyor. |
Ediyorsa, ne kadar?
Az() Orta() Cok()
40. Benim hastaligimi abarttigimi diisiiniiyor. (D) (Y)
Bu beni rahatsiz etmiyor. | Bu beni rahatsiz ediyor. |
Ediyorsa, ne kadar?
Az() Orta() Cok()
41. Benim moralim bozuk oldugunda genellikle o destek oluyor. (D) (Y)
Bu beni rahatsiz etmiyor. | Bu beni rahatsiz ediyor. |

Ediyorsa, ne kadar?
Az() Orta() Cok()
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APPENDIX C
AILE DEGERLENDIRME OLCEGI

Litfen agagidaki her cimleyi dikkatle okuyup, sizin ailenize ne kadar uyduguna karar veriniz. Her ciimle i¢gin size
uyan segenege (X) isareti koyunuz. Her ciimle i¢in uzun uzun diisiinmeyiniz. Onemli olan sizin ailenizi nasil
gordugiiniizdiir. Miimkiin oldugu kadar ¢cabuk ve samimi cevaplar veriniz. Kararsizliga diiserseniz akliniza ilk
gelen dogrultusunda hareket ediniz. Liitfen her ciimleyi cevapladiginizdan emin olunuz.

Aynen Biiytik Biraz Hic
katiliyorum | olgiide katiliyorum | katilmiyorum
katiliyorum

1. Ailece ev disinda program yapmada gii¢liik
cekeriz, ¢iinkii aramizda fikir birligi
saglayamayiz.

2. Giinliikk hayatimizdaki problemlerin hemen
hepsini aile icinde hallederiz.

3. Evde biri iizgiinse, diger aile tiyeleri bunun
nedenini bilir.

4. Bizim evde, kisiler verilen her gorevi diizenli
bir sekilde yerine getirmezler.

5. Evde birinin bas1 derde girdiginde, digerleri de
bunu kendilerine fazlasiyla dert ederler.

6. Bir sikint1 ve tiziintii ile karsilastigimizda,
birbirimize destek oluruz.

7. Ailemizde acil bir durum olsa, sasip kaliriz.

8. Bazen evde ihtiyacimiz olan seylerin bittiginin
farkina varmayiz.

9. Birbirimize kars1 olan sevgi, sefkat gibi
duygularimiz1 a¢iga vurmaktan kaciniriz.

10 Gerektiginde aile iiyelerine gorevlerini
hatirlatir, kendilerine diisen igi yapmalarini
saglariz.

11 Evde dertlerimizi, tiziintiilerimizi birbirimize
sOylemeyiz.

12 Sorunlarimizin ¢oziimiinde genellikle ailece
aldigimiz kararlar1 uygulanz.

13 Bizim evdekiler, ancak onlarin hosuna giden
bir seyler soylediginizde sizi dinlerler.

14 Bizim evde bir kisinin sdylediklerinden ne
hissettigini anlamak pek kolay degildir.

15 Ailemizde esit bir gorev dagilimi yoktur.

16 Ailemiz iiyeleri birbirlerine hoggoriilii
davranirlar.

17 Evde herkes bagina buyruktur.

18 Bizim evde herkes, soylemek istediklerini iistii
kapal1 degil de dogrudan birbirlerinin yiiziine
sOyler.

19 Ailede bazilarimiz, duygularimizi belli
etmeyiz.

20 Acil bir durumda ne yapacagimizi biliriz.

21 Ailecek korkularimizi ve endiselerimizi
birbirimizle tartismaktan kaginiriz.

22 Sevgi, sefkat gibi olumlu duygularimiz1
birbirimize belli etmekte giicliik ¢ekeriz.

23 Gelirimiz (iicret, maas) ihtiyaclarimizi
kargilamaya yetmiyor.

24 Ailemiz, bir problemi ¢dzdiikten sonra, bu
¢Oziimiin ige yarayip yaramadigini tartisir.

25 Bizim ailede herkes kendini diisiiniir.

26 Duygularimizi birbirimize agik¢a
soyleyebiliriz.

27 Evimizde banyo ve tuvalet bir tiirlil temiz
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durmaz.

28

Aile iginde birbirimize sevgimizi gostermeyiz.

29

Evde herkes her istedigini birbirinin yiiziine
sOyleyebilir.

30

Ailemizde, her birimizin belirli gorev ve
sorumluluklar1 vardir.

31

Aile i¢inde genellikle birbirimizle pek iyi
gecinmeyiz.

32

Ailemizde sert-kotii davraniglar ancak belli
durumlarda kendini gosterir.

33

Ancak hepimizi ilgilendiren bir durum oldugu
zaman birbirimizin igine karigiriz.

34

Aile iginde birbirimizle ilgilenmeye pek
zaman bulamiyoruz.

35

Evde genellikle soylediklerimizle soylemek
istediklerimiz birbirinden farklidir.

36

Aile iginde birbirimize hoggoriilii davraniriz.

37

Evde birbirimize, ancak sonunda kisisel yarar
saglayacaksak ilgi gOsteririz.

38

Ailemizde bir dert varsa, kendi i¢imizde
hallederiz.

39

Ailemizde sevgi, sefkat gibi giizel duygular
ikinci plandadir.

40

Ev islerinin kimler tarafindan yapilacagini hep
birlikte konusarak kararlastiririz.

41

Ailemizde herhangi bir seye karar vermek her
zaman sorun olur.

42

Bizim evdekiler sadece bir ¢ikarlart oldugu
zaman birbirlerine ilgi gosterirler.

13

Evde birbirimize kars1 agik sozliiylizdiir.

44

Ailemizde hicbir kural yoktur.

45

Evde birinden bir sey yapmasi istendiginde
mutlaka takip edilmesi ve kendisine
hatirlatilmasi gerekir.

46

Aile iginde herhangi bir problemin nasil
¢oziilecegi hakkinda kolayca karar verebiliriz.

47

Evde kurallara uyulmadig1 zaman ne olacagini
bilmeyiz.

48

Bizim evde akliniza gelen her sey olabilir.

49

Sevgi, sefkat gibi olumlu duygularimizi
birbirimize ifade edebiliriz.

50

Ailede her tiirlii problemin tistesinden
gelebiliriz.

51

Evde birbirimizle pek iyi ge¢inemeyiz.

52

Sinirlenince birbirimize kiiseriz.

53

Ailede bize verilen gorevler pek hosumuza
gitmez ¢iinkii genellikle umdugumuz gorevler
verilmez.

54

Kotii niyetle olmasa da evde birbirimizin
hayatina ¢ok karisiyoruz.

55

Ailemizde kisiler herhangi bir tehlike
karsisinda (yangin, kaza gibi) ne yapacaklarini
bilirler, ciinkii boyle durumlarda ne yapilacagi
aramizda konusulmus ve belirlenmistir.

56

Aile i¢inde birbirimize giiveniriz.

57

Aglamak istedigimizde birbirimizden
¢ekinmeden rahatca aglayabiliriz.

58

Isimize (okulumuza) yetismekte giicliik
cekiyoruz.

59

Aile i¢inde birisi, hoslanmadigimiz bir sey
yaptiginda, ona bunu acikca soyleriz.

60

Problemlerimizi ¢6zmek i¢in ailecek cesitli
yollar bulmaya ¢alisiriz.
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APPENDIX D

BILGILENDIRILMIiS ONAY FORMU

Psikiyatrik hastaliginiz nedeni ile bagvurdugunuz Ankara Numune Egitim ve
Aragtirma Hastanesi 1. Psikiyatri Klinigi’nde tarafimdan yapilacak bir ¢alismaya
davet edilmektesiniz. Bu arastirma sirasinda toplam iki kez klinigimizi ziyaret
etmeniz  istenmektedir. Her ziyaretiniz sirasinda  hastalik  belirtilerinin
degerlendirilmesi amaciyla size bazi testler uygulanacaktir.

Bu ¢alismanin amaci sizofreni hastalarinin ve ailelerinin duygu disavurum diizeyleri
arasindaki iligkiyi ve bu iligkinin hastalik belirtileri iizerine etkisini incelemektir.

Bu arastirmaya goniillii olarak katiliyorsunuz. Katilmayi tercih ederseniz, fikrinizi
degistirdiginizde arastirmadan ayrilabilirsiniz. Bu durumda hastaliginizin gerektirdigi
tibbi bakim size hi¢bir aksama olmadan verilecektir. Bu arastirmada kimliginiz gizli
tutulacaktir. Arastirma bulgular1 yayinlansa da kimlik bilgileriniz gizli tutulacaktir.
Ancak yasal gereklerin yerine getirilebilmesi i¢in, kimliginizi iceren kayitlara etik
kurul iiyeleri tarafindan bakilabilir. Bu belgeyi imzalayarak buna izin vermektesiniz.
Calisma hakkinda daha fazla bilgi almaniz miimkiindiir. Bunun i¢in Uzman Klinik
Psikolog Giilbahar Bastug ile dogrudan goriisebilir ya da (0312) 310 30 30/5115
no’lu telefondan ulasabilirsiniz.

Giilbahar Bastug
Uzman Klinik Psikolog
Prof. Dr. A. Nuray Karanci

ODTU Psikoloji Boliimii

1. Yukaridaki ¢alisma ile ilgili olarak, bilgilendirme formunu okudum ve
aklima takilan sorular1 sorabildim.

2. Bu arastirmaya katilmanin goniilliilik esasina gore oldugunu anladim.
Istedigim taktirde, herhangi bir neden gostermeksizin ve sonraki tibbi
bakimimin aksamayacagini bilerek bu calismadan c¢ekilme karar
verebilirim.

3. Bana ait kayitlarin saglik otoritelerince incelenebilecegini anladim ve
bu kisilere izin veriyorum.

4. Yukarida belirtilen caligmaya katilmay1 kabul ediyorum.

Goniillii (hastanin) adi soyadi Tarih Imza
........................................ [ooid.oe...
Goniillii (hasta yakinin) ad1 soyadi Tarih Imza
........................................ [ooiid.oe...




KIMLIK BILGILERI VE DEMOGRAFIK OZELLIKLER

HASTANIN

Ad1 Soyadt:

Cinsiyeti: Kadin ( ) Erkek ( )

Dogum Yeri: Dogum Tarihi: / /

Yast:

Medeni Durumu: Bekar () Evli( ) Dul ( ) Bosanmis ()
Cocugu var mi1? Var () Yok ()

Varsa, sayisi

Ev Adresi:

Telefon Numarast:

Ailenin Yaklasik Geliri:
(Bu konuda bilgi verip vermemekte serbest oldugu hastaya bildirilir. istenen bilgi,
sadece hastanin degil, yasadig1 eve giren toplam gelirdir.)

e Egitim Durumu:
En son mezun oldugu okul: Okuma yazma bilmiyor (
Okuma yazma biliyor (
[lkokul mezunu (
Ortaokul mezunu (
Lise mezunu (
Universite mezunu (
Yiiksek lisans/Doktora (

P N S N S N g

e Is Durumu:
Su anda ¢alisityor mu? Evet () Hayir ()

Calisiyorsa ne is yapiyor?

Calismiyorsa, isten ayrilma nedeni nedir?

Ne kadar siiredir ¢alismiyor?
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Sosyal Giivencesi var m1?  Var ( ) Yok ()

Varsa, Sosyal Giivenlik Kurumu hangisidir?
SSK () Emekli Sandig1 ( ) Bag-Kur ( ) Yesil Kart ( )

e Ev Ortami:
Yasadig1 ev kag odal1?

Evde kendisine ait odas1 var m1? Var ( ) Yok ()

Kimlerle birlikte yasiyor?

e Hastalik Bilgisi:

[k kez kag yasindayken hasta oldugu

Ne kadar zamandir hasta?

Kac¢ yasindayken hastalik tanisi aldigi?

Kac yasindayken ilk tedaviye baslandig1?

Bu hastalik nedeniyle toplam kag yildir tedavi oldugu?

Hastaneye yatis1 var m1? Var () Yok ()

Hastaneye yatis1 varsa, ka¢ kez yattig1?

Son ii¢ aydir diizenli kullandig1 ila¢ var m1? Var () Yok ()

Ilacin adr:

Aileniz icinde, gerektiginde sizinle en ¢ok ilgilenen, bakiminizi iistlenen kisi kimdir?
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APPENDIX E
PEES

Aciklama: Asagida ailenizin i¢inde sizinle en cok ilgilenen kisiyle olan iliskilerinizi
anlamaya yonelik bazi ifadeler bulunmaktadir. Her bir ciimleyi dikkatle okuyup bu
climlenin sizin i¢in dogru olup olmadigini isaretleyiniz.
1. Benim baz1 seyleri kasten yaptigimi diisiiniiyor ve 6tkeleniyor. (D) (Y)
2. Benim hasta olduguma inanmiyor. (D) (Y)
3. Benimle sohbet etmekten hoslamiyor. (D) (Y)
4. Onun i¢in benim isteklerim diger aile iiyelerininkinden daha 6nemlidir. (D) (Y)
5. Benimle ilgili her seyi, bana 6zel konular1 bile 6grenmeye c¢alisiyor. (D) (Y)
6. Benim varligim onu deli ediyor. (D) (Y)
7. Ne hata yaptik da, o boyle oldu diye diisiiniip diisiiniip yaniyor. (D) (Y)
8. Benim bazi yonlerimi begeniyor ve takdir ediyor. (D) (Y)
9. Bana sik sik 6giit veriyor. (D) (Y)
10. Benimle uyusamiyor. (D) (Y)
11. Ne halin varsa gor diye beni birakti artik. (D) (Y)
12. Aile i¢inde benim her seyimle o ilgileniyor. (D) (Y)
13. Bana kiriliyor, giiceniyor. (D) (Y)
14. Benim fikirlerimi sonuna kadar dinler. (D) (Y)
15. Benim iistiime titrer. (D) (Y)
16. Benimleyken bagska seyle ilgilenemiyor, ilgisi hep benimle oluyor. (D) (Y)
17. Onun hayatin1 yasamasina engel oldugumu diisiiniiyor. (D) (Y)
18. Ben hasta oldum diye diinya basina yikilmis gibi geliyor. (D) (Y)
19. Benim yaptigim isleri begenmiyor. (D) (Y)

20. Benim giyim kusamimi begenmiyor ve bunu bana soyliiyor. (D) (Y)
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21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

Benden onun bekledigi gibi davranmamu istiyor. (D) (Y)

Bana en ufak bir sey olacak diye endiseleniyor. (D) (Y)

Benim her seyim ile o ilgileniyor. (D) (Y)

Benden “ah bir kurtulsam” diye diisiindiigii oluyor. (D) (Y)

Huzursuz ve keyifsiz oldugumda anliyor ve benden uzak duruyor. (D) (Y)
Kendi islerimi sirali ve diizenli yapmam i¢in beni sik sik ikaz ediyor. (D) (Y)
Hastaneye yatmam onu perisan ediyor, benden ayrilamiyor. (D) (Y)
Huyumuz suyumuzla birbirimize benzedigimizi diisiiniiyor. (D) (Y)
Benim yanliglarimi diizeltmemi istiyor. (D) (Y)

Benimle iyi anlastigin1 diisiiniiyor. (D) (Y)

Akl fikri hep bende, baska hicbir sey diisiinemiyor. (D) (Y)

Kendimi diizeltmem i¢in beni sik sik elestiriyor. (D) (Y)

Benden uzak kalmak istiyor. (D) (Y)

Basina bir siirii dert actigimi diisiiniiyor. (D) (Y)

Ben olmasam biitiin islerin yoluna girecegini diisiiniiyor. (D) (Y)

Benim her seyim ile ilgilenmek ona zevk veriyor. (D) (Y)
Ofkelendigimde benden uzak durmaz, beni yatistirmaya calisir. (D) (Y)
Huzursuz ve keyifsiz oldugumda benimle sohbet etmeye calisir. (D) (Y)
Benim hastaligimi abarttigimi diisiiniiyor. (D) (Y)

Benim moralim bozuk oldugunda genellikle o destek oluyor. (D) (Y)
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APPENDIX F
YASAM KALITESI OLCEGI (WHOQOL-BREF)

Yonerge

Bu anket sizin yagsaminizin kalitesi, sagliginiz ve yasaminizin oteki yonleri hakkinda
neler diisiindiigiiniizii sorgulamaktadir. Liitfen biitiin sorular1 cevaplaymmz. Eger
bir soruya hangi cevabi vereceginizden emin olamazsaniz, liitfen size en uygun
goriinen cevabi seciniz. Genellikle ilk verdiginiz cevap en uygunu olacaktir.

Liitfen kurallariniz1, beklentilerinizi, hosunuza giden ve sizin icin onemli olan seyleri
stirekli olarak g6z Oniine aliniz. Yasaminizin son iki haftasim dikkate almanizi
istiyoruz.

Liitfen her soruyu okuyunuz, duygularimizi degerlendiriniz ve her bir sorunun
Olceginde size en uygun olan yanitin rakamin yuvarlaga aliniz.

1. Yasam kalitenizi nasil buluyorsunuz?

Cok kotii Biraz kotii Ne iyi, ne kotii  Oldukga iyi Cok iyi
1 2 3 4 5

2. Sagliginmizdan ne kadar hosnutsunuz?

Hi¢ hosnut Cok az Ne hosnut, Epeyce Cok
degil hosnut ne degil hosnut hosnut
1 2 3 4 5

Asagidaki sorular son iki hafta icinde kimi seyleri ne kadar yasadiginizi
sorusturmaktadir.

3.  Agnlarimizin  yapmaniz  gerekenleri ne kadar engelledigini
diistiniiyorsunuz?

Hig Cok az Orta derecede Cokca Asir1 derecede
1 2 3 4 5

4. Giinliik ugraslariniz: yiirtitebilmek icin herhangi bir tibbi tedaviye ne kadar
ihtiya¢ duyuyorsunuz?

Hig Cok az Orta derecede Cokca Asir1 derecede
1 2 3 4 5

5. Yasamaktan ne kadar keyif alirsiniz?

Hig Cok az Orta derecede Cokca Asirt derecede
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1 2 3 4 5
6. Yasaminizi ne Olciide anlamli buluyorsunuz?
Hig Cok az Orta derecede Cokca Asir1 derecede
1 2 3 4 5
7. Dikkatinizi toplamada ne kadar basarilisiniz?

Hig Cok az Orta derecede Cokca Asir1 derecede
1 2 3 4 5

8. Giinliik yagsaminizda kendinizi ne kadar giivende hissediyorsunuz?

Hig Cok az Orta derecede Cokca Asirt derecede
1 2 3 4 5

9. Fiziksel ¢evreniz ne dl¢iide sagliklidir?

Hig Cok az Orta derecede Cokca Asir1 derecede
1 2 3 4 5

Asagidaki sorular son iki haftada kimi seyleri ne dl¢iide tam olarak yasadiginizi ya
da yapabildiginizi sorusturmaktadir.

10. Giinliik yasamu siirdiirmek icin yeterli giiciiniiz, kuvvetiniz var mi1?

Hig Cok az Orta derecede Cokca Tamamen
1 2 3 4 5

11. Bedensel goriiniisiiniizii kabullenir misiniz?

Hicg Cok az Orta derecede Cokca Tamamen
1 2 3 4 5

12. Thtiyaclarimzi karsilamaya yeterli paraniz var mi1?

Hicg Cok az Orta derecede Cokca Tamamen
1 2 3 4 5

13. Giinliik yasaminizda size gerekli bilgi ve haberlere ne oOlciide
ulasabiliyorsunuz?

Hicg Cok az Orta derecede Cokca Tamamen
1 2 3 4 5

14. Bos zamanlar1 degerlendirme ugraslari i¢in ne ol¢iide firsatiniz olur?
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Hig Cok az Orta derecede Cokca Tamamen
1 2 3 4 5

Asagidaki sorularda, son iki hafta boyunca yasaminizin ¢esitli yonlerini ne ol¢iide iyi
ya da doyurucu buldugunuzu belirtmeniz istenmektedir.

15. Bedensel hareketlilik (etrafta dolasabilme, bir yerlere gidebilme)
beceriniz nasildir?

Cok kotii Biraz kotii Ne iyi, ne kotii ~ Oldukea 1yi Cok 1yi
1 2 3 4 5

16. Uykunuzdan ne kadar hosnutsunuz?

Hig¢ hosnut Cok az Ne hosnut, Epeyce Cok
degil hosnut ne degil hosnut hosnut
1 2 3 4 5

17. Giinliik ugraglariniz1 yiiriitebilme becerinizden ne kadar hosnutsunuz?

Hig¢ hosnut Cok az Ne hosnut, Epeyce Cok
degil hosnut ne degil hosnut hosnut
1 2 3 4 5

18. Is gérme kapasitenizden ne kadar hosnutsunuz?

Hig¢ hosnut Cok az Ne hosnut, Epeyce Cok
degil hosnut ne degil hosnut hosnut
1 2 3 4 5

19. Kendinizden ne kadar hosnutsunuz?

Hig¢ hosnut Cok az Ne hosnut, Epeyce Cok
degil hosnut ne degil hosnut hosnut
1 2 3 4 5

20. Aileniz disindaki kisilerle iligkilerinizden ne derece hosnutsunuz?

Hig¢ hosnut Cok az Ne hosnut, Epeyce Cok
degil hosnut ne degil hosnut hosnut
1 2 3 4 5

21. Cinsel yagsaminizdan ne kadar hosnutsunuz?

Hig¢ hosnut Cok az Ne hosnut, Epeyce Cok
degil hosnut ne degil hosnut hosnut
1 2 3 4 5
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22. Arkadaslarimizin desteginden ne kadar hosnutsunuz?

Hig¢ hosnut Cok az Ne hosnut, Epeyce Cok
degil hosnut ne degil hosnut hosnut
1 2 3 4 5

23. Yasadiginiz evin kosullarindan ne kadar hogsnutsunuz?

Hig¢ hosnut Cok az Ne hosnut, Epeyce Cok
degil hosnut ne degil hosnut hosnut
1 2 3 4 5

24. Saglik hizmetlerine ulasma kosullarinizdan ne kadar hognutsunuz?

Hi¢ hosnut Cok az Ne hosnut, Epeyce Cok
degil hosnut ne degil hosnut hosnut
1 2 3 4 5

25. Ulasim olanaklarinizdan ne kadar hosnutsunuz?

Hig¢ hosnut Cok az Ne hosnut, Epeyce Cok
degil hosnut ne degil hosnut hosnut
1 2 3 4 5

Asagidaki soru son iki hafta icinde bazi seyleri ne sikhikla hissettiginiz ya da
yasadiginiza iliskindir.

26. Ne siklikta hiiziin, timitsizlik, bunalti, ¢cokkiinliik gibi olumsuz duygulara
kapilirsiniz?

Hig¢bir zaman Nadiren Ara sira Cogunlukla Her zaman
1 2 3 4 5

27. Yasaminizda size yakin kisilerle (es, is arkadasi, akraba) iliskilerinizde
bask1 ve kontrolle ilgili zorluklariniz ne 6l¢iidedir?

Hig Cok az Orta derecede Cokca Asir1 derecede
1 2 3 4 5
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APPENDIX G

Pozitif ve Negatif Sendrom Olcedi icin Yapilandirimus Klinik Goriisme

SCI-PANSS

L.A. Opler, M.D., Ph.D., S.R. Kay, Ph.D., J.P. Lindenmayer, M.D., & A. Fiszbein,

M.D.

Hasta ad1 veya Kimlik
Numarast:
Goriismeci: Tarih: / /

-

“Konusmanin Kendiliginden ve Akici Olmasinin Kaybi” (N6), “iliski Kurmada
Giicliik” (N3] ve “Dilsiince Dagimkhai” (P2 ile ilgili veriler

Merhaba, ben ......ccvvueeeeennn. . Onitimiizdeki 30-40 dakikayi sizinle ve sizin burada
bulunma sebeplerinizle ilgili konusarak gecirecegiz. Belki bana biraz kendiniz ve
gecmisiniz ile ilgili bazi bilgiler vererek baslayabilirsiniz?

(Goriismeciye not : Asagida siralanan ozgiil sorulara gecmeden dnce iyi bir iligki

kurabilmek icin hastaya en az 5 dakikalik yonlendirici olmadiginiz bir konusma
siiresi taniyin)

“Bunalt” (G2) ile ilgili veriler

1. "Gegen haftadan beri kendinizi kaygili veya gergin hissettiniz mi?

EGER EVET ise, 3. soruya gecin . EGER HAYIR ise, devam edin.

2. Genel olarak sakin ve rahat oldugunuzu sdyleyebilir misiniz?

EGER EVET ise, 8. soruya gecin . EGER HAYIR ise, devam edin.

3. Gergin ( endiseli, huzursuz, rahatsiz) hissetmenize neden olan nedir?
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4.  Tam olarak ne kadar gergin (kaygili vs.) hissetmektesiniz?

5. Zaman zaman titrediginizi ya da kalbinizin hizli attigin1 hissettiginiz oluyor
mu?

6. Panige kapildiginiz oluyor mu?

7.  Uykunuz, istahiniz ya da etkinliklere katiliminiz etkileniyor mu?

-

“Sannilar (Genel)” (P1) ve “Olagandisi Diisiince icerigi”(69) ile ilgili veriler

8.  Sizin i¢in isler yolunda gidiyor mu?

9. Son zamanlarda sizi rahatsiz eden herhangi bir sey oldu mu?

10. Yasam ve yasamin amaci ile ilgili bazi1 diisiincelerinizden bahseder misiniz?

11.  Ozel bir yasam goriisiiniiz var mu? ( 6zel kurallar, dgretiler veya dini goriisler)?

12. Bazilar1 Seytana inandiklarindan bahsederler; siz ne diisiiniiyorsunuz?

EGER HAYIR ise (yani seytana inanmiyor), 14. soruya gecin.
EGER EVET ise (yani inamyorsa), devam edin.

13. Bana bunu biraz daha anlatabilir misiniz?

14. Diger insanlarin akillarini okuyabiliyor musunuz?

EGER HAYIR ise, 16. soruya gecin.
EGER EVET ise, devam edin.
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15. Nasil oluyor bu?

16. Diger insanlar sizin akliniz1 okuyabiliyor mu?

EGER HAYIR ise, 19. soruya devam edin.
EGER EVET ise, devam edin.

17. Bunu nasil yapabilirler?

18. Birisinin aklinizdan gecenleri okumak istemesi i¢in herhangi bir sebep var m1?

19. Diisiincelerinizin kontrolii kimin elinde?

“Siiphecilik/Kotillilk Gorme” (P6) ve “Diirtii Kontrolsiizliigii” (G14] ile ilgili
veriler

20. Bu giinlerde vaktinizi nasil geciriyorsunuz?

21. Yalniz olmay1 tercih ediyor musunuz?

22. Bagkalanyla etkinliklere katiliyor musunuz?

EGER EVET ise, 25. soruya gecin . EGER HAYIR ise, devam edin.

23. Neden? ... Insanlardan korkuyor ya da onlardan hoslanmiyor musunuz?

EGER HAYIR ise, 26. soruya gecin. EGER EVET ise, devam edin.

24. Aciklayabilir misiniz?

26. soruya gecin.
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25.

Bundan bahsedebilir misiniz?

26.

Cok arkadasiniz var m1?

27.

EGER EVET ise, 30. soruya gecin . EGER HAYIR ise, devam edin.

Peki birkag tane?

28.

EGER EVET ise, 29. soruya gecin . EGER HAYIR ise, devam edin.

Hi¢ mi? Neden?

29.

32. soruya gecin.

Neden sadece birkag tane arkadasiniz var?

30.

Yakin arkadasiniz var mi?

EGER EVET ise, 32. soruya gecin . EGER HAYIR ise, devam edin.

31. Neden yok?
32. Cogu insana giivenebileceginizi hissediyor musunuz?
EGER EVET ise, 34. soruya gecin . EGER HAYIR ise, devam edin.
33. Neden giivenmiyorsunuz?
34. Ogzellikle giivenmediginiz insanlar var m1?

EGER 34. soru HAYIR ve 32. soru EVET ise, 41. soruya gecin.

EGER 34. soru HAYIR ve 32. soru HAYIR ise, 36. soruya gecin.
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35.

EGER 34. soru EVET ise devam edin.

Kim bunlar?

36.

Insanlara (veya belirtilen kiginin adin1 s6yleyin) neden giivenmiyorsunuz?

EGER "BIiLMiYORUM'" VEYA " SOYLEMEK iSTEMiYORUM"

diyorsa

37.

devam edin. Aksi takdirde 41. soruya gecin.

Giivenmemek i¢in iyi bir sebebiniz var m1?

38.

....... ‘nun size yaptigi bir sey var m1?

39.

Belki ......... size simdi bir sey yapabilir mi?

40.

EGER HAYIR ise, 41. soruya devam edin. EGER EVET ise, devam edin.

Bana aciklayabilir misiniz?

41.

Baskalariyla 1yi geg¢inir misiniz?

42.

EGER EVET ise, 43. soruya gecin . EGER HAYIR ise, devam edin.

Sorun nedir?

43.
44.

Cabuk ofkelenir misiniz?

Kavgalara karistiginiz olur mu?

EGER HAYIR ise, 48. soruya gecin. EGER EVET ise, devam edin.
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45.

Bu kavgalar nasil baglar?

46.

Bana bu kavgalardan bahsedin.

47.

Bu ne siklikla olur?

48.

Bazen kontroliiniizii kaybeder misiniz?

49.

EGER HAYIR ise, 50. soruya gecin. EGER EVET ise, devam edin.

Kontroliiniizii kaybettiginizde ne oluyor?

50.

Insanlarin ¢ogunu seviyor musunuz?

EGER EVET ise, 52. soruya gecin . EGER HAYIR ise, devam edin.

51. Neden sevmiyorsunuz?
52. Acaba sizi sevmeyen bazi kisiler var midir?
EGER HAYIR ise, 54. soruya gecin. EGER EVET ise, devam edin.
53. Hangi nedenle?
54. Bagkalar1 hakkinizda arkanizdan konusuyor mu?
EGER HAYIR ise, 57. soruya gecin. EGER EVET ise, devam edin.
55. Sizin hakkinizda ne diyorlar?
56. Neden?
57.

Birileri sizinle ilgili casusluk yapiyor ya da size komplo kuruyor olabilir mi?
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58. Kendinizi bazen tehlikede hissediyor musunuz?

EGER HAYIR ise, 64. soruya gecin. EGER EVET ise, devam edin.

59. Hayatinizin tehlikede oldugunu soyler miydiniz?

60. Birisi size zarar vermeyi hatta belki de sizi 6ldiirmeyi diisiiniiyor olabilir mi?

61. Polisten yardim istediniz mi?

62. Bazen meseleleri kendi baginiza halletmeye calisir ya da size zarar verme

ihtimali olanlara kars1 harekete gecer misiniz?

EGER HAYIR ise, 64. soruya gecin. EGER EVET ise, devam edin.

63. Neler yaptiniz?

“Uarsamilaria llgili Davramislar” (P3) ve iliskili sanrilar ile ilgili veriler

64. Arasira garip ve olagandis1 yasantilar yasadiginiz oluyor mu?

65. Bazen insanlar bana kafalarinin i¢inde bagkalarinin duyamadig sesler veya

konusmalar duyduklarini soylerler. Siz boyle bir sey yasadiniz mi1?

EGER EVET ise, 68. soruya gecin . EGER HAYIR ise, devam edin.

66. Bazen radyodan veya televizyondan size 6zel mesajlar aldiginiz olur mu?

EGER EVET ise, 68. soruya gecin . EGER HAYIR ise, devam edin.

67. Tanr veya Seytandan?

EGER HAYIR ise, 83. soruya gecin. EGER EVET ise, devam edin.
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68.

Neler duyuyorsunuz?

69.

Duydugunuz bu sesler benim sesim kadar net ve yiiksek mi?

70.
71.

oluyor?

72.
73.

Bu konusmalari, sesleri, mesajlari vs. ne siklikla duyuyorsunuz?

Bu durum giiniin belli bir zamaninda mi, yoksa siirekli mi

EGER YANLIZCA SESLER DUYULUYORSA, 80. soruya gecin.
EGER KONUSMALAR DUYULUYORSA, devam edin.

Bunlarin kimin sesi oldugunu taniyabiliyor musunuz?

Sesler ne diyor?

74.

Sesler iyi mi, kotii mii?

75.

Hos mu, degil mi?

76.

Sesler, diisiinmenize ya da eylemlerinize engel oluyor mu?

T7.

Bazen size emirler veya komutlar veriyorlar mi?

78.

EGER HAYIR ise, 80. soruya gecin. EGER EVET ise, devam edin.

Ornegin?

79.

Bu emirlere (komutlara) genellikle uyuyor musunuz?

80.

Bu konusmalardan (veya seslerden) ne anlam cikariyorsunuz; bunlar gercekten

nereden geliyorlar?

192



81. Bu yasantilar1 neden yasiyorsunuz?

82. Bu yasantilar normal mi?

83. Siradan seyler bazen goziiniize garip veya degismis goriiniiyor mu?

84. Bazen bagkalarinin goremedigi "goriintiiler" veya seyler gordiigiiniiz oluyor
mu?

EGER HAYIR ise, 88. soruya gecin. EGER EVET ise, devam edin.

85. Ornegin?

86. Bu goriintiiler size ¢ok gercek veya canli gibi geliyor mu?

87. Bu yasantilar ne siklikla basiniza geliyor?

88. Olagandis1 veya baskalarinin almadigi kokular aldiginiz oluyor mu?

EGER HAYIR ise, 90. soruya gecin. EGER EVET ise, devam edin.

89. Liitfen aciklar misiniz?

90. Viicudunuzdan garip veya alisiilmamis duyumlar geliyor mu?

EGER HAYIR ise, 92. soruya gecin. EGER EVET ise, devam edin.

91. Biraz bundan bahseder misiniz?
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92.

“Bedensel Kaygi“(G1) ile ilgili veriler

Sagliginizin durumuyla ilgili nasil hissetmektesiniz?

93.

EGER 'iYI' DEGILSE, 94. soruya gecin. EGER "IYI" ise devam edin.

Sagliginizin miitkemmel oldugunu diisiiniiyor musunuz?

94.

EGER EVET ise, 95. soruya gecin . EGER HAYIR ise, devam edin.

Sizi rahatsiz eden nedir?

95.

Herhangi bir tibbi rahatsizlik veya hastaliginiz var m1?

96.

Viicudunuzun herhangi bir bolgesi size rahatsizlik veriyor mu?

917.

EGER EVET ise, 98. soruya gecin . EGER HAYIR ise, devam edin.

Basiniz nasil? Kalbiniz? Mideniz? Viicudunuzun geri kalan1?

98.

99.

Aciklayabilir misiniz?

Basiiz veya viicudunuzun sekli veya boyutu degisti mi?

EGER HAYIR ise, 102. soruya devam edin. EGER EVET ise, devam edin.

100. Liitfen aciklayin.

101. Bu degisikliklere yol acan nedir?
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102.

Gectigimiz hafta icinde duygudurumunuz nasildi:cogunlukla iyi, ¢ogunlukla

koti? __

103.

104.

EGER "COGUNLUKLA KOTU," ise 104. soruya gecin. EGER "
COGUNLUKLA iYi," ise devam edin.

Gectigimiz hafta i¢inde {izgiin veya mutsuz hissettiginiz zamanlar oldu mu?

EGER HAYIR ise, 114. soruya gecin. EGER EVET ise, devam edin.

Sizi iizen belli bir sey var m1?

105.

Ne siklikla iizgiin hissediyorsunuz?

106.

Ne kadar {izgiin hissediyorsunuz?

107.

Son zamanlarda agladiginiz oluyor mu?

108.

Duygudurumunuz herhangi bir sekilde uykunuzu etkiledi mi?

109.

Istahiniz1 etkiledi mi?

110.

Duygudurumunuz nedeniyle etkinliklere katiliminiz azaldi m1?

111.

Kendinize zarar vermekle ilgili herhangi bir diisiinceniz oldu mu?

EGER HAYIR ise, 114. soruya gecin. EGER EVET ise, devam edin.
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112. Hayatiniz1 sonlandirmakla ilgili herhangi bir diisiinceniz?

EGER HAYIR ise, 114. soruya gecin. EGER EVET ise, devam edin.

113. Hig intihar girisiminiz oldu mu?

“Sucluluk Duygulan”(G3) ve “Biiyiikliik Diisiincesi”(P5) ile ilgili veriler

114. Kendinizi ortalama birisiyle karsilastirdiginizda nasil nitelersiniz: daha iyi,

belki

daha kotii, yaklasik ayn1?

EGER " DAHA IYI," ise," 117. soruya gegin.
EGER "HEMEN HEMEN AYNIL," ise 118. soruya gecin.
Eger ' DAHA KOTU," ise devam edin.

115. Ne bakimlardan daha kotii?

116. Tam olarak kendinizle ilgili nasil hissediyorsunuz?

120. soruya gecin.

117. Ne bakimlardan daha 1yi?

120. soruya gecin.

118. Bazi bakimlardan 6zel misiniz?

EGER HAYIR ise, 120. soruya gecin. EGER EVET ise, devam edin.

119. Ne bakimlardan?

120. Bahsedilmis 6zellikleriniz oldugunu diisiiniir miisiiniiz?
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121. Cogu kisinin sahip olmadigi beceri veya yetenekleriniz var m1?

EGER HAYIR ise, 123. soruya gecin. EGER EVET ise, devam edin.

122. Liitfen agiklayin.

123. Baz1 6zel giigleriniz var mi1?

EGER HAYIR ise, 126. soruya gecin. EGER EVET ise, devam edin.

124. Nedir bunlar?

125. Bu giicler nereden geliyor?

126. Altinci hissiniz var m1 veya baskalarinin diisiincelerini okuyabiliyor musunuz?

127. Cok varlikli misiniz?

EGER HAYIR ise, 129. soruya gecin. EGER EVET ise, devam edin.
128. Liitfen

aciklaym.

129. Cok akilli biri oldugunuz diisiiniilebilir mi?

EGER HAYIR ise, 131. soruya gecin. EGER EVET ise, devam edin.

130. Neden boyle derdiniz?

131. Kendinizi {inlii olarak tanimlar miydiniz?
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132.

"Bazi kisiler sizi TV, radyo veya gazeteden taniyabilir mi?

133.

EGER HAYIR ise, 134. soruya gecin. EGER EVET ise, devam edin.

Bana bunu anlatabilir misiniz?

134.

Dindar bir insan misiniz?

135.

EGER HAYIR ise, 140. soruya gecin. EGER EVET ise, devam edin.

Tanrtya yakin misimz?

136.

137.

EGER HAYIR ise, 140. soruya devam edin. EGER EVET ise, devam edin.
Tanr tarafindan size 6zel bir rol veya amag verildi mi?

Tanrinin el¢ilerinden veya meleklerinden biri olabilir misiniz?

138.

EGER HAYIR ise, 139. soruya gecin. EGER EVET ise, devam edin.

Tanrinin elgisi (melegi) olarak ne tiir 6zel giicleriniz var?

139.

Kendinizi Tann olarak gordiigiiniiz olur mu?

140.

Yasamda herhangi 6zel bir goreviniz var m1?

141.

EGER HAYIR ise, 143. soruya gecin. EGER EVET ise, devam edin.

Bu 6zel goreviniz nedir?

142.

Bu 6zel gorevi size kim verdi?
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143. Kendinizi kotii veya suclu hissettiginiz yanlis bir sey yaptiginiz oldu mu?

EGER HAYIR ise, 149. soruya gecin. EGER EVET ise, devam edin.

144. Bu sizi simdi ne kadar rahatsiz ediyor?

145. Bunun i¢in cezalandirilmayi hak ettiginizi diisiiniiyor musunuz?

EGER HAYIR ise, 149. soruya gecin. EGER EVET ise, devam edin.
146. Ne tiir bir cezalandirmay1 hak ediyorsunuz?

147. Zaman zaman kendinizi

cezalandirmayi diisiindiiniiz mii?

EGER HAYIR ise, 149. soruya gecin. EGER EVET ise, devam edin.

148. Bu kendini cezalandirma diisiinceleri dogrultusunda davrandiniz mi1?

“Yonelim Bozuklugu” (G10] ile ilgili veriler

149. Bana bu giiniin tarihini s6yleyebilir misiniz (yani giin, ay ve yil)?

EGER EVET ise, 151. soruya gecin . EGER HAYIR ise, devam edin.

150. Bana bugiiniin haftanin hangi giinii oldugunu sdyleyebilir misiniz?

151. Simdi bulundugunuz yerin ismini sdyler misiniz?

EGER " HASTANEYE YATMAMISSA," 154. soruya gecin. EGER "

HASTANEYE YATMISSA," devam edin.
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152.

Hangi servistesiniz?

153.

Su anda bulundugunuz yerin adresi nedir?

154.

EGER "SOYLEYEBILIYORSA," 155. soruya gecin. EGER
"SOYLEYEMIYORSA,'" devam edin.

Bana ev adresinizi soyleyebilir misiniz?

155.

EGER " HASTANEYE YATMAMISSA," 156. soruya gecin. EGER "
HASTANEYE YATMISSA," devam edin.

Birinin size telefonla ulagsmasi gerekse hangi numaray1 aramal1?

156.

Eger birisi size evden ulagsmak istese hangi numaray1 aramal1?

157.

Sizi tedavi eden doktorun adi nedir?

158.

159.
160.
161.

EGER " HASTANEYE YATMAMISSA," 159. soruya gecin. EGER "
HASTANEYE YATMISSA," devam edin.

Servis ekibinde bagka kimlerin oldugunu ve ne yaptiklarini sdyler misiniz?

Su andaki cumhurbaskaninin kim oldugunu biliyor musunuz?

Bagbakanimiz kimdir (vali vs.)?

Bu sehrin (il¢enin vs) belediye baskan1 kimdir?
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Kullanlan Benzerlikleri Daire icine Ahn

Kullanilan Atasézlerini Daire icine Alin

“Soyut Diigiinme Giiclilgil” (N9 ile ilgili veriler

Simdi size kelime ciftleri soyleyecegim ve bana bunlarin en 6nemli benzerliklerini soylemenizi isteyecegim.
Baslayalim, 6rnegin “elma” ve “muz”. Bu ikisinin ne tiir bir benzerligi -ortak yonii var? CEVAP ‘HER TKiSi
DE MEYVEDIR’ SEKLINDE iSE, SOYLE SOYLEYIN: Giizel. Simdi ya...? (Ek A’da Benzerlikler
listesinin farkli zorluk derecelerinden ii¢c baska madde segin.)

EGER VERILEN CEVAP SOMUT, TEGETSEL, VEYA GARIP iSE (ORNEGIN ‘HER iKiSiNiN DE
KABUGU VAR’, "iKiSi DE YENIR", "iKiSi DE KUCUKTUR", VEYA "MAYMUNLAR ONLARI
SEVER"), 0 ZAMAN SOYLE SOYLEYIN: PEKI ama her ikisi de meyve. Simdi, ya .... ve ....: Bunlar nasil
benzer? (Ek A'daki Benzerlikler listesinden farkli zorluk diizeylerinde ii¢ degisik madde secin.)

EK A

Soyut Diisiinme Giicliigiiniin degerlendirilmesinde kullanilabilecek Benzerlik maddeleri

1.Bir top ve portakal ne yonden benzesirler?
2.Elma ve muz?

3.Kursunkalem ve tilkenmezkalem?

4 Kurus ve lira?

5.Masa ve sandalye?
6.Kaplan ve fil?
7.Sapka ve gomlek?
8.0tobiis ve tren?

9.Kol ve bacak?
10.Giil ve lale?
11.Amca ve kuzen?
12.Ay ve giines?

13.Resim ve siir?
14.Tepe ve vadi?
15.Hava ve su?
16.Baris ve refah?

Ek A ile Ilgili Not: Benzerlikler genellikle
degisik zorluk derecelerinden orneklenen
dort madde ile aragtirilir (yani tiim grubun
her bir ¢eyreginden segilen birer 6rnek ile).
PANSS izlem i¢in uzunlamasina
kullanildiginda, tekrarlamalar1 en aza
indirebilme amaciyla, birbirini izleyen
goriismelerde sistemli olarak farkli zorluk
diizeylerinden degisik secenekler
yapilmalidir.

Benzerlikler yamitlariyla ilgili notlar:

Biiyiik olasilikla "Ayagin1 yorganina gore uzat." deyimini duymussunuzdur. Bu ne
anlama gelir? Cok eski bir deyis vardir: "Sakla samani gelir zamani." Bu
atasoziiniin esas anlami1 nedir? (Ek B'deki Atasizleri listesinden farkly zorlu diizeylerinde iki diger

atasozii segin.)

EK B

Soyut Diisiinme Giicliigii degerlendirmesinde kullamlabilecek ATASOZU YORUMLANMASI

Su deyis ne anlama gelir?
1."Goriinen koy kilavuz istemez."
2."Ayagini yorganina gore uzat."
3."Bir elin nesi var iki elin sesi var."
4."Giilii seven dikenine katlanir."

5."Sakla saman1 gelir zamani".
6."Damlaya damlaya gol olur."
7."Isleyen demir 1s1ldar."

8."Dereyi gormeden pagay1 stvama.”

9."Koyun can derdinde, kasap mal derdinde."

10."Komsunun tavugu komsuya kaz goriiniir."

11."Her koyun kendi bacagindan asilir."
12."Dogru soyleyeni dokuz kdyden kovarlar.”

maddeleri

Ek B iizerine not: Atasozii yorumlanmasi
genellikle degisik zorluk derecelerinden
orneklenen dort maddeyle arastirilir
(yani tiim grubun her bir ceyreginden
secilen birer ornek ile). PANSS izlem
icin uzunlamasina kullanildiginda,
tekrarlamalar1 en aza indirebilme
amactyla, birbirini izleyen goriismelerde
sistemli olarak farkli zorluk
diizeylerinden degisik secenekler
yapilmalidir.



13."Vakit nakittir."

14."Yuvarlanan tag yosun tutmaz."

15." Armut dibine diiser."

16."igneyi kendine, ¢uvaldiz1 baskasina batir.

= myy

“Yargilama ve icgorii Eksiklidi” (G12) ile ilgili veriler

162. Ne kadar siiredir hastanedesiniz (poliklinik vs...)?

163. Neden hastaneye (poliklinige vs...) geldiniz?

164. Hastanede yatmanizi (poliklinige gelmenizi vs...) gerektiren bir durum var
miydi? __
EGER EVET ise,167. soruya gecin . EGER HAYIR ise, devam edin.

165. Tedavi gerektirecek bir sorununuz var miydi?

EGER HAYIR ise, 169. soruya gecin. EGER EVET ise, devam edin.

166. Psikiyatrik ya da ruhsal bir sorununuz oldugunu sdyler miydiniz?

EGER HAYIR ise, 169. soruya gecin. EGER EVET ise, devam edin.

167. Neden? ... psikiyatrik ya da ruhsal bir sorununuz oldugunu séylerdiniz?

EGER HAYIR ise, 169. soruya gecin. EGER EVET ise, devam edin.

168. Bu sorununuz ve iceriginden bana bahsedebilir misiniz?

169. Size gore, ila¢ almaya ihtiyaciniz var m1?

EGER EVET ise 171. soruya gecin.
EGER HAYIR ise ve de ilac tedavisi almiyorsa, 172. soruya gecin.
EGER HAYIR ve de ilac tedavisi aliyorsa, devam edin.

170. O zaman neden ila¢ aliyorsunuz?

172. soruya gecin.

202



171. Neden? Ilag size herhangi bir sekilde yardimci oluyor mu?

172. Su anda herhangi bir psikiyatrik ya da ruhsal sorununuz var m1?

EGER EVET ise, 174. soruya gecin . EGER HAYIR ise, devam edin.

173. Hangi nedenle hastanedesiniz (polikliniktesiniz vs...)?

175. soruya gecin.
174. Liitfen aciklayin.

175. Bu sorunlar tam anlamiyla ne kadar ciddi?

EGER " HASTANEYE YATMAMISSA," 178. soruya gecin.
EGER " HASTANEYE YATMISSA," devam edin.

176. Hastaneden taburcu olmaya hazir misiniz?

177. Taburcu olduktan sonra sorunlariiz i¢in ila¢ almaya devam edeceginizi

diistiniiyor musunuz?

178. Gelecek i¢in planlariniz nelerdir?

179. Daha uzun vadeli hedefleriniz nelerdir?

Peki, simdilik size soracaklarim bu kadar. Bana sormak isteyebileceginiz herhangi
bir soru var mi1? Isbirliginiz icin tesekkiir ederim.

Telif haklar1 © 1992, 1999, Multi-Health Systems Inc. Tiim haklar1 saklidir.
A.B.D'de....,P.K. Box 950, North Tonawanda, NY 14120-0950, 1-800-456-3003.
Kanada'da..., 3770 Victoria Park Ave., Toronto, ON M2H 3M6, 1-800-268-6011. Bolgesel
ve Uluslar arasi:+1-416-492-2627. Faks: +1-416-492-3343 veya 1-888-540-4484.
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APPENDIX H
ACIK UCLU SORULAR
A.Hastaliginiz konusunda sizi rahatsiz eden seyler nelerdir?
1.
2.

3.

Sizce, bunlarin i¢inde en 6nemlisi hangisidir?

B.Sizce hastaliginizla ilgili iyiye giden seyler var midir? Varsa bunlar
nelerdir?

Sizce hastaligimizla ilgili kétiiye giden seyler var midir? Varsa
bunlar nelerdir?

C. Hastaliginizla ilgili en ¢ok destegi kimden/kimlerden aliyorsunuz?

Neler yaparak size destek oluyorlar?

D. Hayatinizda son alt1 aydir karsilastigimiz gii¢liikler nelerdir?

Bunlarla nasil basa ¢iktiniz?
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APPENDIX 1

HASTA YAKINININ KIMLIK BILGILERI VE DEMOGRAFIK OZELLIKLERI

e Yakinlik Derecesi:

Esi ()
Annesi ()
Babasi ()
Kardesi ()
Cocugu ()
Arkadasi ()
Cinsiyeti: Kadin ( ) Erkek ( )
Yast:
e Medeni Durumu: Bekar ( ) Evli( ) Dul ( ) Bosanmis ()

e Egitim Durumu:
En son mezun oldugu okul: Okuma yazma bilmiyor (
Okuma yazma biliyor (
[lkokul mezunu (
Ortaokul mezunu (
Lise mezunu (
Universite mezunu (
Yiiksek lisans/Doktora (
e Su anda calisiyor mu? Evet () Hayir ()

— N N N N N N

Calisiyorsa ne is yapiyor?

e Hasta ile iliskisi
Giinde kag saat birlikte/yiiz yiize olabiliyorlar?
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APPENDIX J

EES
ACIKLAMA: Asagida hastanizla aramzdaki iligkinin bazi yonlerini tanimlayan
ciimleler vardir. Liitfen hastamzi1 diislinerek cilimleleri okuyun ve tanimlanan
durumlar size uygunsa dogruyu (D), uygun degilse yanlist (Y) isaretleyin. Bunu

yaparken son bir yiliniz1 diisiiniin.

1.0nun baz1 seyleri kasten yaptigini diisiiniiyor ve 6ftkeleniyorum. (D) (Y)
2.0nun hasta olduguna inanmiyorum. (D) (Y)

3.0Onunla sohbet etmekten hoslaniyorum. (D) (Y)

4.Benim icin onun istekleri, diger aile iiyelerininkilerden daha 6nemlidir. (D) (Y)
5.0nunla ilgili herseyi, kendine 6zel konular1 bile 6grenmeye calisiyorum.(D) (Y)
6.0nun varligi beni deli ediyor. (D) (Y)

7.Diistiniip diisliniip yaniyorum ne hata yaptik diye. (D) (Y)

8.0nun baz1 yonlerini begeniyor ve takdir ediyorum. (D) (Y)

9.0na sik sik 6giit veriyorum. (D) (Y)

10.0Onunla uyusamiyoruz. (D) (Y)

11. Biraktim artik ne hali varsa gorsiin. (D) (Y)

12.Aile i¢inde onun her seyiyle ben ilgileniyorum. (D) (Y)

13.0na kirihiyor, giiceniyorum. (D) (Y)

14.0Onun fikirlerini sonuna kadar dinlerim. (D) (Y)

15.0nun iistiine titrerim. (D) (Y)

16.0Onunlayken baska seyle ilgilenemiyorum, ilgim hep onunla oluyor. (D) (Y)
17.0 benim hayatimi1 yasamama engel oluyor. (D) (Y)

18.0 hasta oldu diye diinya basima yikilmis gibi geliyor. (D) (Y)
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19.0nun yaptig1 isleri begenmiyorum. (D) (Y)

20.0Onun giyim kusamini begenmiyorum ve bunu ona sdyliiyorum. (D) (Y)
21.0ndan benim bekledigim gibi davranmasini istiyorum. (D) (Y)

22.0na en ufak bir sey olacak diye endiseleniyorum.

23.0nun her seyi ile ben ilgileniyorum. (D) (Y)

24.“Ondan ah bir kurtulsam” diye diisiindiigiim oluyor. (D) (Y)
25.Huzursuz ve keyifsiz oldugunda anliyor ve ondan uzak duruyorum. (D) (Y)
26.Kendi islerini siral1 ve diizenli yapmasi icin onu sik sik ikaz ediyorum. (D) (Y)
27.Hastaneye yatmasi beni perisan ediyor, ondan ayrilamiyorum. (D) (Y)
28.Huyumuz suyumuzla birbirimize benziyoruz. (D) (Y)

29.0nun yanliglarini diizeltmesini istiyorum. (D) (Y)

30.0Onunla iyi anlastyoruz. (D) (Y)

31.Aklim fikrim hep onda, bagka hicbir sey diistinemiyorum. (D) (Y)
32.Kendini diizeltmesi i¢in onu sik sik elestiriyorum. (D) (Y)

33.0ndan uzak kalmak istiyorum. (D) (Y)

34.Basima bir siirii dert aciyor. (D) (Y)

35.0 olmasa biitiin isler yoluna girecek. (D) (Y)

36.Bir zorlukla karsilagirsam basa ¢ikabiliyorum. (D) (Y)

37.0nun her seyi ile ilgilenmek bana zevk veriyor. (D) (Y)
38.0fkelendiginde ondan uzak durmam, onu yatistirmaya calisirim. (D) (Y)
39.Huzursuz ve keyifsiz oldugunda onunla sohbet etmeye calisirim. (D) (Y)
40.0nun hastaligin1 abarttigini diisiiniiyorum. (D) (Y)

41.0nun morali bozuk oldugunda genellikle ben destek oluyorum. (D) (Y)
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APPENDIX K

ACIK UCLU SORULAR ICIN PUANLAMA KATEGORILERI VE

ORNEK IFADELER

A. Hastaliginiz konusunda sizi rahatsiz eden seyler nelerdir?

1y

2)

3)

4)

5)

6)

llac yan etkisi; ilac kullanmaktan rahatsiz olma: “llac alinca mutsuz
oluyorum, yan etkileri olduguna inantyorum.”, “hapa alisamadim, agzimda
kotii tadi oluyor.”

Toplumun hastaliga bakis acisi( Stigmatization); Toplum ve aile tarafindan
dislanmis olma; Hasta roliinii kabullenmeme, hasta rolii verilmesi,
karigilmasi, bireyselligin kaybi: “deli diyorlar, psikologla goriistiigiim ic¢in
bagska gozle bakiyorlar.” “Herkes i¢in gbzden ¢ikarilmis gibiyim.”

Sosyal islev kaybi ve sosyal rol kaybi, ge¢cmisin olumsuz algilanmasi;
gecmise gore kotii kiyaslama. “Hicbir yere yalniz gidemiyorum.”,”Evde
benim soziim ge¢cmiyor.”, “Hayatimdan ¢alinan zaman.”

Hastaligin fiziksel belirtileri: “Halsizlik”, “Titreme”, “Bas donmesi”
Hastaligin psikolojik belirtileri, olumsuz duygular, sinirlilik, gelecek kaygisi:
“Tekrar telepatik goriisme baslar, konusurum diye korkuyorum.”, “lyice
diizelecegime inanmiyorum.”, “bazen kendime giivenimi kaybediyorum”.
fletisim problemleri ve iliski sorunlar: “iliski kuracak, muhabbet edecek
insanlart bulamiyorum.”, “Arkadaslarla dialog iyi, ama kalp kirmaktan

cekiniyorum, yanlis bir sey yapmaktan korkuyorum.”

208



7) Aileye yiikk olmaktan kaynakli sucgluluk duygusu ve aile iiyelerinin

etkilenmesi: “Cocuguma mutluluk veremiyorum.”, “Siirekli hastaneye gelip

giderken hanim da arkamdan geliyor, onun gelmesini istemiyorum, zoruma

gidiyor, ona eziyet ediyormusum gibi.”

8) Maddi problemler: “ge¢im sikintisi, paranin olmamasi”

9) Bilmiyorum/ yok

B. Sizce hastaligimmizla ilgili iyiye giden seyler var midir? Varsa bunlar

nelerdir?

1y

2)

3)

4)

5)

6)

7)

8)

Iletisimin diizelmesi ve artmasi; aile destegi: “Ailem daha ilgileniyor.”,
“Artik insanlarla konusabiliyorum” , “Cocuklarla iletisim kurabilmem.”
Psikolojik olarak kendini iyi hissetme ( Psychological well-being),
psikolojik  belirtilerde  diizelme: “Kendimi iyi hissediyorum.”,
“Diislinceler daha olumlu, daha giizel seyler olacagina inantyorum.”
Fiziksel belirtilerde diizelme: “Basim agrimiyor.”, “Uyusukluk gecti”,
“Uykumu uyuyabiliyorum.”

Gelecege olumlu bakma: “Daha iyi olacagim.”

Sosyal islevsellikte artis.“Islerimi yapabiliyorum.”, “Hayata adapte
olabiliyorum.”

Ila¢ ve dozunda azalma: “Ilaclarin etkisiyle hastaligim geciyor.”

Hastaligi kabullenme.”Hastaligimi sdylemekten ¢ekinmiyorum, artik
normal bir hastalik gibi geliyor. Hastaligi paylasmak konusuna &nem

veriyorum.”, “Hastaligimi kabulleniyorum.”

Yok
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Sizce hastaligmmizla ilgili kotiiye giden seyler var nm? Varsa bunlar

nelerdir?

1y

2)

3)

4)

5)

6)
7)

8)

Sosyal yasanti kaybi, sosyal rol kaybi, Sosyal islevsellikte bozulma.
“Hayattan koptum. Sosyal yasantim yok.”, “Evde benim soziim ge¢miyor,
iliski kuracak insanlari bulamiyorum.”, “Toparlanip da hayata adapte
olamiyorum.”

Psikolojik belirtilerde artis:’Daha karamsarim. Daha az konusup ¢ok fazla
giilmek istemiyorum.”

Fiziksel belirtilerde artis:”Kafamdaki kaynama, kulagimda ¢inlama.”,
“Titreme.”

Gelecege olumsuz bakis: “Iyi olamayacagim diye sorun yaratiyorum.”
Aileye yiik olma duygusunda artis. “Bakan yok. Benim derdim ablami
yiyip bitiriyor.”

Ilac yan etkisi. “Ilaglar kilo aldiriyor.”

[letisim bozuklugu:”iliski kuracak insan bulamiyorum.”

Yok

C. Hastaligimizla ilgili en ¢ok destegi kimden /kimlerden aliyorsunuz?

1y
2)
3)
4)
5)
6)

7)

Annesi

Babasi

Kardesi

Esi

Cocuklari

Esinin ailesi, akrabalar, yenge, hala, eniste

Arkadaslari
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8) Doktorlar, psikologlar
9) Komsusu

10) Kendi kendine

11) Hi¢ kimse

12) Ailesi

Neler yaparak size destek oluyorlar?

1) Ilgi, sevgi ve anlayis gostererek, aciyarak, konusarak, moral vererek, yaninda
olarak; manevi destek: “’Kafana takma, her sey diizelecek, yoluna girecek’
diyor.” ,”’Hep yamimda oldular, hastaligim gecsin diye destek verdiler.”,
“Anlayisl davrandilar.”

2) Ilac kontrolii ve tedavi yaparak: “Hapin1 zamaninda i¢, diyorlar”, “igne, ilag
aliyorlar.”, “Oglum isten gelince hapimi verir, esim de yutmadi diye verir.”

3) Hastaneye, doktora gotiirerek: “Hastaneye gotiiriiyorlar.”

4) Maddi destekte bulunarak.: “Para veriyor.”, “Hapimi aliyor, iistiimii, basimi1
aliyor.”, “Hastalifimin tedavisini ve evin ihtiyaclarimi karsiliyor.”

5) Giinliik isleri paylasarak ve yardim ederek, sosyalligi artirarak: “Beni aktif bir
hayata gecirmeye calisiyor.”, “Giinliik isler, yemek, camasirda yardim
ediyor.”

6) Her seyi yaparak.“Her isime destek oluyor.”

7) Yok

D. Hayatinizda son alt1 aydir karsilastiginiz giicliikler nelerdir?

1) Iletisim kuramama; insanlarla catisma, baskalarin1 hastalik konusunda ikna
etmek: “Isim geregi birebir halkla iliskilerim iyi degil. Iletisim
kuramiyorum.”, “Askerde komutanlar hasta olduguma inanmadilar.”

2) Issizlik ve maddi sorunlar: “Is bulamamak™, “Parasal giicliikler”
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3)

4)

5)
6)

7)

8)

9)

Hastanede karsilasilan giicliikler: “Hastane kapilarinda beklemek™

Hastaligin fiziksel ve psikolojik belirtileri, hastaligin kendisi: ‘“‘sadece
hastaligim, onun disinda giicliik olmadi”, “Konusamamak, agzimdan baska
kelimeler ¢ikiyor.”, “Kendi kendime konusmalarim gii¢liik yaratiyor, Olmasa
keske.”

Akademik basarisizlik: “Okulda basarisizlik™

Islev kaybu; giinliik isleri yapmada sorunlar: “Ev isleri, dagimklik.”

llac kullanma ve yan etkileri: “Ilac sebebiyle gece uykusuzluk, giindiiz
uyuma hissi.”, “Ilaclarin bana yaptig1 yan etki, yordunluk, uyusuk kalma.
Clopixol’iin dolii yok etme yan etkisi var.”

Sosyal destek kaybi; aile baskisi; bir yakinin 6liimii ya da evlenmesi yoluyla
kayb1: “Babam ¢ok dayak atiyor.”, “Abimin evlenmesi.”, “Esimin yanimda

2

olmamas1.”, “Issizlikten dolayr c¢alismam icin ailemin baskis1.”, “Babami
kaybettik.”

Yok

Bunlarla nasil basa ¢iktiniz?

1y

2)

3)

Olumlu diisiinme ve kendi kendini telkin. “Daha olumlu diisiinerek.”,
“Kendimi birakmadim, diisiindiigiim seylerin sacma olduguna kendimi
inandirdim.”, “Kendi kendimi teselli ediyorum.”

Problem c¢cozme yontemi kullanma; miicadele etme; tartisma: “Akil yoluyla
tizerine giderek.”, “Kendimi koy vermedim.”, “Ayn1 hatay1 tekrar
yapmamak.”

Sosyal destek kaynaklarim1 kullanma. ‘“Ailemden destek aldim.”,
“Bagkalariyla gezerek.”, “Babamlar yardim etti, yardim kuruluslarindan

yardim aldim.”, “Konusarak.”
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4)

5)

6)

7)

Tibbi yardim ve buna uyum: “Tedavi gorerek.”, “Ilacla gecti.”, “Doktorlar ve
ila¢ sayesinde, kurtulmak i¢in miicadele ettim.”

Sabretme ve kabullenme:”Sabrettim.”, “Kabullendim.”

Dine siginma:’Dua ettim.”, “Allah’a bagvurdum, Kur’an okudum, huzur
istedim.”.

Problemi yok sayma veya ondan kacma; bir sey yapmama; basa ¢ikamama:

“Unutmaya calistim.”

213



APPENDICES L

TURKISH SUMMARY

Sizofreni, hasta ve ailelerini biiyiikk Olgiide etkileyen kronik ruhsal bir
hastaliktir. Sizofreninin tarihi insanlik tarihi kadar eskidir. Antik ¢aglarda tanrilarin
hastaliktan sorumlu oldugu diisiiniiliirken, 15. yy da Avrupa’da bu hastalar seytana
karigsmis ya da cadi olarak kabul edilip yakilmiglardir. Sizofreni terimi ilk kez
1908’de Bleuler tarafindan ortaya atilmistir. Bleuler affektif bozukluk, otizm,
ambivalans ve asosiasyon bozuklugunu sizofrenin dort A belirtisi olarak
tanimlamistir. DSM-IV’e gore sizofreni Olgiitleri soyledir: (a) delirler, (b) varsanilar,
(c) dezorganize konusma, (d) dezorganize ya da katatonik davranis (e) negatif
belirtilerden en az ikisinin 1 ay boyunca bulunmas: gerekir. Ayrica en az alt1 aydir
sosyal ve mesleki islev bozuklugu olmasi da diger bir oOlgiittiir. Kisa psikotik
bozukluk, sizoaffektif bozukluk, deliizyonel bozukluk, duygulanim bozuklugu,
madde kotiiye kullanmmina bagl psikotik bozukluk gibi hastaliklardan sizofreninin
ayiricr tamisinin yapilmasi gerekir. Ayirict tani yaparken ayrintili dykii alinmasi,
mental durum muayenesi, cesitli fiziksel, norolojik ve kimyasal arastirmalarin
yapilmasi yararh olur.

Sizofreninin  klinik 6zellikleri genel goriiniim, konusma, davranis,
motivasyon, duygulanim, algi ve diisiince alanlarindaki bozukluklar1 icermektedir.
Sizofreninin en belirgin belirtilerinden olan varsanilar 6zellikle isitsel olarak ortaya
cikmaktadir. Hatali inanig olarak bilinen deliizyonlar ise kotiilik gorme, biiyiikliik,

disiincelerin  calindigi, yayilldigi vb. seklindedir. Tardif diskinezi noroleptik
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kullanimina bagli olarak ortaya cikan yan etkilerden biri olup hareket bozuklugu
seklinde goriiliir.

Son yillarda sizofrenide negatif ve pozitif belirti ayrimi arastirmalarda en sik
kullamlan degiskenlerdendir. Ilk kez McGlashan ve Fenton (1992) tarafindan bu
ayrim yapilmistir. Varsanilar ve delirler pozitif belirtileri olustururken, kiint affekt ve
konusmada fakirlik negatif belirtileri ifade etmektedir.

Sizofreniye en sik eslik eden psikiyatrik bozukluklar madde kotiiye
kullanimlar1 ve depresyondur.

Sizofreni toplumda %1 oraninda ve kadin ve erkeklerde esit oranlarda
goriilen bir hastaliktir. Diisiik sosyoekonomik kosullardan gelen insanlarda daha
yiiksek kosullardan gelenlere gore prevalansi daha yiiksektir.

Etiyolojisi hala tam olarak bilinmeyen sizofrenide biyopsikososyal faktorlerin
bir arada rol oynadig1 diisiiniilmektedir. Stres-yatkinlik modeli Zubin ve Spring
tarafindan 1977°de ileri siiriilmiis, daha sonra Nuechterlein ve Dawson tarafindan
gelistirilmis etiyolojiye yonelik bir modeldir. Bu modele gore biyolojik, psikolojik ve
psikososyal faktorler sizofreninin olusumu ve ilerlemesinde rol oynamaktadir.
Biyolojik ya da genetik yatkinlikla gelen kisi, ¢evresel, ailesel, yasam olaylar1 gibi
cesitli stresorlerin isin icine karigsmasiyla sizofreni gelistirmeye baslar.

Sizofreninin tedavisi de, tipki etiyolojisi gibi, ¢oklu faktoriin benimsenmesini
gerektirmektedir. En temel tedavi olan ila¢ tedavisinde birinci basamakta tipik ve
atipik antipsikotikler, daha sonra antikonviilsanlar, benzodiazepinler, antidepresanlar
gibi cesitli ila¢g gruplar kullanilmaktadir. Elektrokonvulsif terapi tedaviye direngli
vakalarda, agir depresif durumun eslik ettigi ya da katatonik belirtilerin oldugu
durumlarda uygulanmaktadir. Psikososyal tedaviler bilissel davranis¢i terapi, grup

terapi, sosyal beceri egitimi gibi tedavi se¢eneklerinden olugsmaktadir.
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Bu calismanin ilgi odagini olusturan duygu disavurumu psikiyatrik bir
hastaya karsi ailesinin ya da ailesindeki bir iiyenin duygusal tutum ve davranislarini
ifade etmektedir. 1950’li yillarda sizofreni tedavisinde, noroleptiklerin
kesfedilmesiyle birlikte, onemli gelismeler olmaya baslamis, pozitif belirtilerin
azalmaya baglamasiyla hastalar uzun yillardir kaldiklar1 depo hastanelerden tekrar
toplumda yasamaya donmiislerdir. Ancak kisa siire sonra hastaligin yeniden
alevlenip hastalarin hastanelere yatmaya bagladigi goriilmiistiir. Bunun iizerine
arastirmacilar hastalarin evlerinde, ailelerinde ne oldugu sorusunu sormaya
baglamiglar ve Vaughn ve Leff (1976a) duygu disavurumu kavramini ortaya
atmiglardir. Duygu disavurumu elestirel ve diismanca olus ve duygusal asir i¢ ice
gecme seklinde iki faktorden olusmaktadir. Duygu disavurumunu 6lgmek amaciyla
ilk olarak Camberwell Aile Goriismesi gelistirilmis, ancak uygulanmasi ve
puanlanmasi olduk¢a zaman alan ve ©zel egitim gerektiren bu Olgcek yerine daha
sonra kendi kendine doldurulan oOlcekler gelistirilmistir. Yapilan calismalar
sonucunda aileler yiiksek ve diisiik duygu disavurumu olan aileler olarak ayrilmiglar
ve sizofrenide depresmenin (rolaps) daha c¢ok yiiksek duygu disavurumu olan
ailelerde yasayan hastalarda goriildiigii bulunmustur. Ayrica duygu disavurumu ile
iliskili olan faktorler de arastirilmis, bakim veren Kisilerin 6zellikleri, bakim veren
kisilerin duyarlilign ve bas etme stratejileri gibi cesitli faktorlerin etkili oldugu
goriilmiistiir. Yapilmus ¢esitli calismalar duygu disavurumunun sizofrenili hastalarda
depresmenin iyi bir yordayicist oldugunu gostermistir (Vaughn, Snyder, Jones,
Freeman ve Fallon, 1984; Hogarty, Anderson, Reiss, Kornblith, Greenwald, Javna ve
Madonia, 1986; Barrelet, Ferrero, Szigethy, Giddey ve Pellizer, 1990; Vaughan,
Doyle, McConaghi, Blaszcynski, Fox ve Tarrier, 1992; Linszen, Dingemans, Nugter,

Van der Does, Scholte ve Lenior, 1997; King ve Dixon, 1999; Marom, Munitz,
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Jones, Weizman ve Hermesh, 2002; Yang, Phillips, Licht ve Hooley, 2004;
Kopelowicz, Lépez, Zarate, O'Brien, Gordon, Chang ve Gonzalez-Smith, 2006;
Hooley, 2007). Ulkemizde bu konuda yapilmis sinirli sayida calisma vardir
(Berksun, 1992; Cansever, 1994; Ozden, 1995; Karanci ve Inandilar, 2002).

Sizofreniden bagka alkolizm, yeme bozukluklari, duygulanim bozukluklari,
hiperaktivite bozuklugu, Alzheimer, travma sonrasi stres bozuklugu gibi cesitli
psikiyatrik hastaliklarla duygu disavurumunun iligkisi incelenmistir. Ayrica diyabet,
epilepsi, parkinsonizm, kolit iilseroz ve bobrek yetmezligi olan hastalarda duygu
disavurumu ile yapilmis ¢alismalar vardir.

Ailelerin duygu disavurumunun sizofreni iizerindeki etkisi yaygin bi¢imde
kabul edilmektedir. Ancak, hastalarin, ailelerinin duygu disavurumunu nasil
algiladiklar1 ve bu algilamanin hastaligin gidisi iizerindeki etkisi tam olarak
bilinmemektedir. Hastalarin, ailenin duygu disavurumunu nasil algilayip
degerlendirdikleri kavrami algilanan duygu disavurumu olarak tanimlanabilir.
Algilanan duygu disavurumu bu alanda nispeten yeni bir kavramdir. Bu konudaki ilk
calismayr Hooley ve Teasdale (1989) depresif hastalarla yapmislar ve hastalarin
algiladiklar1 elestirel/diismanca olusun 9 aylik depresme oranlariyla anlamli olarak
birlikte oldugu anlasilmustir. Arastirmacilar hastalarin algiladiklar
elestirel/diismanca olusun ailenin elestiriciliginden daha O©nemli oldugunu
gostermiglerdir. Depresif hastalarla yapilan bu calismanin sonuglar1 sizofreniye
genellenemeyecegi i¢cin, bu hasta grubuyla c¢alismalar yapilmasina ihtiyag
duyulmustur. Scott, Fagin ve Winter (1993) yaptiklari bir dizi ¢alisma ile hastalarin
bakis acisin1 depresmenin en iyi yordayicisi oldugunu bulmuslardir.

Algilanan duygu disavurumu sizofreni disinda obsesif-kompulsif bozukluk

yeme bozuklugu, depresyon gibi ¢esitli hastaliklarda da arastirilmistir.
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Bu calismada ikinci sonu¢ degiskeni olan yasam kalitesi, Diinya Saglik
Orgiitii tarafindan “kisinin kendi durumunu kiiltiirii ve degerler sistemi icinde
algilayis bicimi” olarak tanimlanmistir. Yasam kalitesi kavrami i¢inde fiziksel saglik,
psikolojik saglik, sosyal iliskiler ve cevre etkenleri Oznellik temelinde yer alir.
Sizofrenide sonug¢ degiskeni olarak yasam kalitesini inceleyen cesitli ¢alismalar
yapilmistir (Xiang, Weng, Leung, Tang ve Ungvari, 2007; Ritsner, Modai, Endicott,
Rivkin, Nechamkin, Barak, Goldin ve Ponizovsky, 2000). Sizofrenide algilanan
duygu disavurumu, yasam kalitesi ve depresme arasindaki iliskiyi inceleyen
arastirma sayisi oldukga azdir.

Sizofreni diizenli ila¢ tedavisine ragmen, depresmelerin goriildiigii, bu
nedenle depresmeyi onlemenin 6nemli oldugu bir ruhsal hastaliktir. Ailelerin tedavi
disinda birakildigi yontemlerin basaris1 diisilk olmakla birlikte, ailelerin nasil ele
alinacag tam olarak bilinememektedir. Hastanin bakis agisindan ailelerin duygu
disavurumu aragtirma alaninda yeni bir konudur. Bu arastirmanin amaci, ailelerin
duygu disavurumunu hastalarin algilamalarini yansitacak bir olcek olan Algilanan
Duygu Disavurumu Olcegi’'ni gelistirmektir. Arastirmanin genel amaci ise sizofren
hastalarin, ailelerinin duygu disavurumu ile hastalarin algiladiklart duygu
disavurumunun yasam kalitesi ve belirti diizeyi iizerindeki rollerini incelemektir. Bu
amaclara ulagsmak icin on dokuz arastirma hipotezi olusturulmustur. Bunlardan
bazilar soyledir:

Algilanan Duygu Disavurumu Olcegi, Duygu Disavurumu Olcegi ile benzer
bir yapiya sahip olacaktir.

Algilanan elestirel/diismanca olus ve duygusal asirt i¢ ice gecme Aile

Degerlendirme Olgegi’nin problem ¢ozme, iletisim, roller, duygusal tepkisellik,
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duygusal i¢ ice gecme, davranigsal kontrol ve genel islevsellik alt alanlariyla iligkili
olacaktir.

Hastalarin algiladiklart duygu disavurumu, yakinlarin duygu disavurumuna
gore, yasam kalitesinin fiziksel saglik, psikolojik saglik sosyal iligkiler ve cevre alt
alanlarinda ve PANSS’1n pozitif ve negatif belirtiler, genel psikopatoloji ve toplam
puanlar1 iizerinde daha gii¢lii bir etkiye sahip olacaktir.

Temel bakim veren kisilerin duygu disavurumunun PANSS’in pozitif ve
negatif belirtiler, genel psikopatoloji ve toplam puanlarindan daha yiiksek puan
almalar1 beklenecektir.

Temel bakim veren kisilerin duygu disavurumunun yasam kalitesinin fiziksel
saglik, psikolojik saglik sosyal iligkiler ve cevre alt alanlarindan daha yiiksek puan
almalar1 beklenecektir.

Yiiksek algilanan elestirel/diismanca tutumu olan hastalar, diisiik algilanan
elestirel/diigmanca tutumu olan hastalara gore, PANSS pozitif, negatif belirtilerde
daha yiiksek puana sahip olacaktir.

Yiiksek algilanan duygusal asir1 i¢ ice gecme tutumu olan hastalar, diisiik
duygusal asir1 i¢ ice ge¢me tutumu olan hastalara gore, PANSS pozitif, negatif
belirtilerde daha yiiksek puana sahip olacaktir.

Yiiksek algilanan elestirel/diismanca tutumu olan hastalar, diisiik algilanan
elestirel/diigmanca tutumu olan hastalara gére, PANSS genel psikopatoloji tizerinde
daha yiiksek puana sahip olacaktir.

Yiiksek algilanan duygusal asir1 i¢ ice gecme tutumu olan hastalar, diisiik
duygusal asir1 i¢ ice gecme tutumu olan hastalara gore, PANSS genel psikopatoloji

tizerinde daha yiiksek puana sahip olacaktir.
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Yiiksek algilanan elestirel/diismanca tutumu olan hastalar, diisiik algilanan
elestirel/diismanca tutumu olan hastalara gére, PANSS toplam puan iizerinde daha
yiiksek puana sahip olacaktir.

Yiiksek algilanan duygusal asir1 i¢ ice gecme tutumu olan hastalar, diisiik
duygusal asir1 i¢ ice ge¢me tutumu olan hastalara gore, PANSS toplam puan iizerinde
daha yiiksek puana sahip olacaktir.

Yiiksek algilanan elestirel/diigmanca olus tutumu olan hastalar, diisiik
elestirel/diismanca tutumu olan hastalara gore, yasam kalitesinin fiziksel saglik,
psikolojik saglik, sosyal iligkiler ve ¢evre alanindan daha yiiksek puan alacaktir.

Yiiksek algilanan duygusal asir1 i¢ ice gecme tutumu olan hastalar, diisiik
duygusal asir1 i¢ ice gegme tutumu olan hastalara gore, yasam kalitesinin fiziksel
saglik, psikolojik saglik, sosyal iliskiler ve c¢evre alanindan daha yiiksek puan
alacaktir.

Bu amagla ilk olarak Algilanan Duygu Disavurumu Olgegi’nin gelistirilmesi
icin bir pilot ¢alismasi yapilmustir. Pilot ¢calismanin 6rneklemi 28 kadin ve 47 erkek
olmak iizere toplam 75 sizofren hastadan olusmustur. Yaslar1 19 ile 54 arasinda
degisen bu hastalar DSM —IV’e gore tam1 konmus akut alevlenme icinde olmayan ve
zihinsel geriligi olmayanlardan secilmistir. Hastalara sosyodemografik verileri
toplamak iizere olusturulmus bir form, Algilanan Duygu Disavurumu Olgegi, Aile
Degerlendirme Olcegi uygulanmistir. Algilanan Duygu Disavurumu  Olcegi,
hastanin ailedeki duygu disavurumunu nasil algiladigini anlamak amaciyla
Berksun’un (1992) Duygu Disavurumu Olgeginin “o” formuna doniistiiriilmesiyle
elde edilmistir. Duygu Disavurumu Olcegi aile icindeki duygu disavurum diizeyini
Olcmek iizere gelistirilmis, 41 maddeden ve 2 faktorden (elestirel/diigmanca olus,

duygusal asir i¢ ice gecme) olugsmaktadir.
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Algilanan Duygu Disavurumu Olceginin maddelerinin anlasilabilir olup
olmadigin1 anlamak amaciyla pilot ¢alismadan 6nce 5 hastaya olgek uygulanmustir.
Madde 28 (“Birbirimize benzedigimizi diisiiniir”) fiziksel benzerlik olarak
algilandigr i¢in “Huyumuzla suyumuzla birbirimize benzedigimizi diisiiniir.” olarak
degistirilmistir. Ayrica hastalardan her maddeden rahatsizlik duyup duymadiklar1 ve
duyuyorlarsa ne kadar rahatsiz olduklarini ifade etmeleri istendi.

Aile Degerlendirme Olcegi Epstein ve ark. (1983) tarafindan gelistirilmis,
farkli alanlarda ailelerin islevselliginin nasil oldugunu anlamak amaciyla 60
maddeden olusturulmustur. Aile i¢indeki saglikli ve sagliksiz islevselligi ayirt etmek
icin olusturulan bu oOlcekte yiiksek puanlar sagliksiz islevselligi gostermektedir.
Problem cozme, iletisim, roller, duygusal tepkisellik, duygusal i¢ ice gecme,
davranigsal kontrol ve genel islevler olarak yedi alt alandan olugsmaktadir.

Pilot calisma 2005 yil1 agustos ve ekim aylar1 arasinda yapilmistir. Olagan
kontrolleri i¢in poliklinige bagvuran hastalar, belirtilerinin aktif olup olmadigi
hakkinda bilgi verilerek, psikiyatrist tarafindan arastirmaciya yonlendirilmistir.
Arastirmaci kendisini tamitip caligma hakkinda bilgi verdikten sonra onay formunu
imzalatmistir. Sosyodemografik bilgi toplama formu doldurulduktan sonra.
Algilanan Duygu Disavurumu Olcegi ve Aile Degerlendirme Olgegi hastalara
uygulanmustir. Algilanan Duygu Disavurumu Olcegini doldururken hastalardan
temel bakim veren aile iiyesini diisiinerek yanmitlamalar istenmistir. Bunun icin evde
en cok kiminle yiiz yiize temasta olduklar1 ve ailedeki hangi iiyenin bakimlarim
tistlendikleri sorulmustur. Uygulamalar yaklasik yarim saat stirmiistiir.

Yapilan faktor analizi sonucuna gére madde 36 nin faktor yiikii .35 ten diisiik

oldugu icin daha sonraki analizlerden c¢ikarilmistir. 21 maddeden olusan
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elestirel/diismanca olus ve 19 maddeden olusan duygusal asir1 i¢ ice gecme seklinde
iki faktor belirlenmistir.

Aile Degerlendirme Olceginin Cronbach alpha sonuclar1  Bulut’un
calismasiyla (1990) benzer bulunmustur. Algilanan Duygu Disavurumu Olgegi ve
Aile Degerlendirme Olcegi arasindaki iliskiyi incelemek icin Pearson Korelasyon
analizi yapilmistir. Analiz sonuclarina gore elestirel/diismanca olus, Aile
Degerlendirme Olceginin problem ¢6zme disindaki tiim alt 6lgekleri ile pozitif olarak
iliskiliydi. Hastanin algiladig1 elestirel/diismanca olus arttikca tiim bu alt 6lgeklerde
aile islevselligi hasta tarafindan sagliksiz olarak algilanmaktaydi. Ote yandan
duygusal asir1 i¢ ice gecme problem cozme ile negatif, duygusal i¢ ice gecme ile
pozitif olarak iligkili bulunmustur. Hastalarin algiladiklar1 duygusal i¢ ice gec¢me
arttikca ailedeki problem ¢ozme becerilerini hastanin saglikli olarak algiladigi, diger
yandan hastanin ailede duygusal i¢ ice ge¢mede asir1 bigimde sagliksiz islevsellik
algiladig1 saptanmistir. Bu sonuglara gore elestirel/diismanca olus, duygusal asiri i¢
ice gecmeye gore daha zararl bir unsurdur.

Algilanan Duygu Disavurumu Olgegine eklenen rahatsizlik boyutu ile ilgili
yapilan caligmada hastalarin algiladiklar1 elestirel/diismanca olus ile bu boyuttaki
rahatsizlik  diizeyi arasinda yiiksek korelasyon saptanmistir. Bu bulgu
elestirel/diismanca olusun daha olumsuz bir unsur oldugu seklindeki literatiir
bilgisiyle tutarhdir.

Tiim bu sonuclara gére, Algilanan Duygu Disavurumu Olcegi ana calismada
kullanilabilecek gegerli ve giivenilir bir 6l¢ek olarak bulunmustur.

Sizofren hastalarinin yasam kalitesi ve belirti diizeyleri iizerinde yakinlarin
duygu disavurumu ve hastalarin algiladiklart duygu disavurumunun goreceli

etkilerini incelemek i¢in ana ¢alisma yapilmistir. Bu amacla alti ay ara ile iki kez
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Olctim yapilmustir. Birinci 6l¢iim 2006 yilinin mart ve haziran aylar1 arasinda
yapilmigtir. 46’s1 kadin 70’1 erkek 116 sizofren hasta ve yakini arasgtirmanin
orneklemini olusturmustur. Birinci Ol¢iimde hastalar Ankara Numune Egitim ve
Aragtirma Hastanesi psikiyatri kliniklerine ayaktan ya da yatan hasta grubundan
secilmistir. Yatan hasta dosyalarindan kayitlarina ulasilan hastalar telefonla baglanti
kurularak arastirmaya davet edilmistir. Arastirmaci kendisini tanittiktan ve arama
amacin anlattiktan sonra temel bakim veren kisinin kim oldugunu tespit etmek icin
sorular sorulmustur. Hasta ve temel bakim veren kisi i¢in uygun zamana randevu
verilmistir. Diger hasta toplama kaynagi ise ayaktan hasta grubu olmustur. Rutin
kontrollerini yaptirmak i¢in hastaneye bagvuran hastalar gorevli psikiyatrist
tarafindan arastirmaciya yonlendirilmistir. Hasta ve yakinmi goriisme odasina
alindiktan sonra arastirmact kendisini tanitmis, calismanin amaci ve prosediir
hakkinda bilgi verildikten sonra onay imzasi alinmistir. Birinci Ol¢iimde hastalara
sosyodemografik bilgi formu, Algilanan Duygu Disavurumu Olcegi, Pozitif ve
Negatif Semptom Olcegi (PANSS), Yasam Kalitesi Olgegi (WHOQOL-BREF) ve
acik uglu soru formu, temel bakim veren kisiye ise Duygu Disavurumu Olgegi
uygulanmistir. Sosyodemografik bilgi formu doldurulduktan sonra, yakini disari
cikartilmig, Algilanan Duygu Disavurumu Olgegi, PANSS, WHOQOL-BREF ve
acik uclu soru formu arastirmaci tarafindan birebir uygulanmistir. Hastanin isi
bittikten sonra odaya temel bakim veren yakim1i alinmis ve ona da Duygu
Disavurumu Olgegi birebir uygulanmustir. Uygulamalar yaklasik 1,5 saat siirmiistiir.
Yasam Kalitesi Olcegi (WHOQOL-BREF) Diinya Saglik Orgiitii tarafindan
gelistirilmis, 26 maddeden ve fiziksel saglik, psikolojik saglik, sosyal iligkiler ve
cevre alt alanlarindan olusan bir 6lgektir. Tiirkceye adaptasyon ¢alismasi Fidaner ve

ark. (1999) tarafindan yapilmistir. PANSS ise Kay ve ark. (1987) tarafindan
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gelistirilmis, 16’s1 genel psikopatoloji, 7’si pozitif belirti, 7°si negatif belirti olmak
izere toplam 30 maddeden olusan bir dlgektir. Kostakoglu ve ark. (1999) tarafindan
Tirk orneklemle gecerlik ve giivenirlik calismast yapilmistir. PANSS yan
yapilandirilmig bir 6lcek oldugu icin uygulayicidan kaynakli yanliligin diglanmasi
gerekmektedir. Bu nedenle uygulayicilar arasi giivenirligi test etmek i¢in, olgek {ii¢
hastaya uygulanmis, bu uygulamalar sirasinda deneyimli bir psikiyatrist tarafindan
bu uygulamalar gozlenmis ve arastirmaci ve psikiyatrist birbirlerinden bagimsiz
olarak uygulamalar1 degerlendirmislerdir. Bu degerlendirmeler Cohen’in kappa
analizi ile test edilmis ve anlamli sonu¢ bulunmustur. Bu demektir ki 6l¢egin
uygulayicilar arasi giivenirligi yiiksek bulunmustur.

Birinci Olglim sirasinda hastalarin  hastaliklarina iliskin ~ diisiincelerini
arastirmak amaciyla agsagidaki acik uclu sorular sorulmustur:

A.Hastaliginiz konusunda sizi rahatsiz eden seyler nelerdir? Sizce, bunlarin i¢inde en
onemlisi hangisidir?

B.Sizce hastaliginizla ilgili iyiye giden seyler var mudir? Varsa bunlar nelerdir?
Sizce hastaliginizla ilgili koétiiye giden seyler var mudir? Varsa bunlar nelerdir?
C. Hastaliginizla ilgili en ¢ok destegi kimden/kimlerden aliyorsunuz? Neler yaparak
size destek oluyorlar?

D. Hayatinizda son alt1 aydir karsilastigimiz giicliikler nelerdir? Bunlarla nasil basa
ciktiniz?

Birinci Ol¢iim tamamlandiktan sonra her hastaya alti ay sonrasina randevu
verilmis ve bu siire i¢inde rutin kontrollerine gelmeleri hatirlatilmistir. Her hastaya
randevu giiniinden 6nce hatirlatmak amaciyla telefon edilmistir. ikinci 6lciim igin
cagrilan 116 hastadan 13’1 cesitli nedenlerle ikinci degerlendirmeye katilmamustir.

Bu 13 hastanin c¢esitli degiskenler acisindan ortak bir 6zelligi olup olmadigim
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anlamak icin t-test yapilmistir. Bu hastalarin tiimiiniin issiz olmak disinda baska bir
ortak ozellikleri olmadig1 goriilmiistiir. ikinci 6l¢iim 2006 yilimin Eyliil ve Aralik
aylar1 arasinda yapilmistir. Ikinci 6lciime katilan 103 hastamin 41°i kadin 62’si
erkekti. Hastalarin yalnizca 5’inin ilk degerlendirmeden sonra hastaneye yatirildigi
anlagilmistir. ikinci ol¢iimde ise yalmizca hastalara Pozitif ve Negatif Semptom
Olcegi (PANSS) ve Yasam Kalitesi Olcegi (WHOQOL-BREF) uygulanmistir.
Birinci Ol¢timdeki prosediiriin aynisi ikinci 6l¢iimde de izlenmistir.

Verilerin istatistik analizi SPSS (Green, Salkind ve Akey, 1997) paket
programi ile yapilmistir. Algilanan Duygu Disavurumu Olcegi ve Duygu Disavurum
Olgegi’nin faktor analizleri yapilmis ve her iki 6lcegin de elestirel diismanca olus ve
duygusal asir1 i¢ ice gegme olmak iizere iki faktorii oldugu bulunmustur. Ayrica her
iki 0lcegin Cronbach alfa giivenirlik katsayilar1 yiiksek ¢cikmistir. Bu iki Olgekten
elde dilen faktor yapilarinin birbirine benzer olup olmadigin1 anlamak igin target
rotasyon analizi yapilmistir. Elde edilen katsayilar bu iki ol¢ekten elde edilen
faktorlerin  6zdes oldugunu ve daha sonra yapilacak karsilastirmalarda
kullanilabilecegini gostermistir. Calismada kullanilan tiim degiskenlere ait ortalama,
standart sapma ve ranjlar hesaplanmistir. Hasta ve yakini arasindaki ve faktorler
(elestirel/diismanca olus ve duygusal asir1 i¢ ice gecme) arasindaki farklari ve
etkilesimsel (interactional effect) etkiyi arastirmak ic¢in tekrarl iki yonlii (repeated
two way) Anova yapilmistir. Duygu disavurumu faktorleri arasinda hasta ya da
yakim1 olma acisindan etkilesimsel etki bulunmustur. Gruplar arasindaki farkin
nereden kaynaklandigimi anlamak igin, tukey test yapilmis ve yakinlarin duygusal
asir1 i¢ ice gecmesinin hastalarin algiladigir duygusal asirt i¢ ice gegmeden, hastalarin
algiladig elestirel/diismanca olusun yakinlarin elestirel/diismanca olusundan anlamli

olarak daha yiiksek oldugu bulunmustur. Ayrica hastalarin algiladig1 duygusal asiri i¢
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ice gecme hastalarin algiladigi elestirel/diismanca olustan, yakinlarin duygusal asiri
ic ice ge¢mesi yine yakinlarin elestirel/diismanca olusundan daha yiiksek olarak
bulunmustur.

Arastirmada  kullanilan  degiskenler arasindaki Pearson korelasyon
katsayilarina bakilmig ve hastanin algiladigi elestirel/diismanca olus birinci
Olctimdeki PANSS pozitif, negatif belirtiler ve toplam puanlariyla, ikinci 6l¢iimdeki
PANSS pozitif belirtiler ve toplam puanlariyla, temel bakim veren kisilerin duygusal
asirt i¢ ice gecmesi ve elestirel/diismanca olusuyla pozitif yonde anlamli olarak
iliskili bulunmustur. Ancak hastalarin algiladiklar1 elestirel/diismanca olus, birinci
olciimdeki WHOQOL-BREF’in fiziksel saglik, psikolojik saglik, sosyal iligkiler ve
cevre alt alanlaryla negatif yonde anlamli olarak iliskili bulunmustur. Hastalarin
algiladiklar1 duygusal asir1 i¢c ice gecme birinci Ol¢iimdeki WHOQOL-BREF’in
cevre alamyla, ikinci oOl¢iimdeki WHOQOL-BREF’in sosyal iliskiler ve cevre
alaniyla pozitif yonde iliskili olarak bulunmustur. Ote yandan, temel bakim veren
kisilerin elestirel/diigmanca olusu birinci Ol¢iimdeki PANSS’in pozitif, negatif
belirtiler, genel psikopatoloji ve toplam puanlariyla pozitif yonde anlamli, yine
birinci ol¢iimdeki WHOQOL-BREF’in sosyal iligkiler alamyla negatif yonde ve
anlaml olarak iligkili bulunmustur. Temel bakim veren kisilerin duygusal asiri i¢ ice
gecme tutumu, birinci Ol¢glimdeki PANSS pozitif belirtiler puaniyla ve yakinlarin
elestirel/diismanca olusuyla pozitif olarak anlamli olmustur.

Birinci ve ikinci Ol¢iimlerdeki PANSS ve WHOQOL- BREF’in alt 6lcekleri
tizerinde temel bakim veren kisilerin duygu disavurumu ve hastalarin algiladigi
duygu disavurumunun goreceli etkilerini arastirmak icin tekrarli Anova analizi
yapildi. Bu analiz i¢in, duygu disavurumu ve algilanan duygu disavurumunun

elestirel/diismanca olus ve duygusal asir1 i¢ ice gegme puanlari, median split yontemi
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ile, hasta ve bakim veren Kkisileri yiiksek ve diisiik olarak gruplandirmada
kullanilmistir. Bu gruplandirmadan sonra, birinci ve ikinci olgiimlerdeki PANSS
pozitif, negatif belirtileri, genel psikopatoloji ve toplam puanlar1 {izerinde temel
bakim veren kisilerin elestirel/diismanca olus ve hastalarin  algiladig
elestirel/diismanca olusun temel ve etkilesimsel etkilerini aragtirmak icin dort adet
son faktorde tekrarli 2x2x2 Karisik Desen Anova analizi yapildi. Birinci ve ikinci
Olctimlerdeki PANSS pozitif, negatif belirtileri, genel psikopatoloji ve toplam
puanlar1 {izerinde temel bakim veren kisilerin duygusal asir1 i¢ ice ge¢cme ve
hastalarin algiladigr duygusal asir1 i¢ ice gecmenin temel ve etkilesimsel etkilerini
arastirmak i¢in dort adet son faktorde tekrarli 2x2x2 Karisik Desen Anova analizi
yapildi. Birinci ve ikinci Olctimlerdeki WHOQOL-BREF’in fiziksel saglik,
psikolojik saglik, sosyal iligkiler ve cevre puanlar1 iizerinde temel bakim veren
kisilerin elestirel/diismanca olus ve hastalarin algiladigi elestirel/diismanca olusun
temel ve etkilesimsel etkilerini arastirmak i¢in dort adet son faktorde tekrarli 2x2x2
Karisik Desen Anova analizi yapildi. Birinci ve ikinci 6lgiimlerdeki WHOQOL-
BREF’in fiziksel saglik, psikolojik saglik, sosyal iliskiler ve ¢evre puanlari tizerinde
temel bakim veren kisilerin duygusal asir1 i¢c ice ge¢me ve hastalarin algiladigi
duygusal asir1 i¢ ice gecmenin temel ve etkilesimsel etkilerini arastirmak igin dort
adet son faktorde tekrarli 2x2x2 Karisik Desen Anova analizi yapildi. Yapilan on alti
adet Anova analizi Ozetlenecek olursa, PANSS’1in pozitif ve negatif belirtileri ve
toplam puani iizerinde hastalarin algiladig elestirel/diismanca olusun temel etkisi
saptanmistir. Temel bakim verenlerin elestirel/diismanca olusunun temel etkisi
yalmizca PANSS toplam puani iizerinde anlamli olmustur. Hastalarin algiladig
duygusal asin1 i¢ ice gecmenin temel etkisi PANSS’in pozitif belirtileri, genel

psikopatoloji ve genel toplam puanlari tizerinde, WHOQOL-BREF’in sosyal iliskiler
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ve cevre alanlar iizerinde anlamli bulunmustur. Birinci ve ikinci ol¢timlerdeki
WHOQOL-BREF’in psikolojik saglik alani iizerinde temel bakim veren kisilerin
duygusal asir i¢ ice gecme ve hastalarin algiladigi duygusal asir i¢ ice ge¢gmenin
anlaml etkilesimsel etkisi bulunmustur.

Sizofren hastalarin hastaliklar1 hakkindaki goriislerini incelemek amaciyla
sorulan acik uclu sorulara verilen yanitlar, arastirmaci tarafindan cesitli kategorilere
ayrilmistir. Bu kategorilere genel bir ad verilmistir. Daha sonra acik uclu sorulara
verilen yanitlar1 degerlendirmek i¢in ilk olarak birbirinden bagimsiz bir sekilde
arastirmact ve tez danigmani tarafindan tiim yanitlar kodlanmistir. Uygulayicilar
arast giivenirlik katsayisi, yani kappa katsayist hesaplanmistir. “Hastaliginiz
konusunda sizi rahatsiz eden seyler nelerdir? Sizce, bunlarin i¢inde en Onemlisi
hangisidir?” sorusuna verilen yanitlar ila¢ yan etkisi, etiketleme, hastaligin psikolojik
belirtileri, hastaligin fiziksel belirtileri, sosyal islev bozuklugu, iletisim bozuklugu,
aileye yiik olmaktan dolay1 kendini suclama, maddi problemler ve “bir fikrim yok”
olarak kategorilere ayrilmistir. Bu soruya en ¢ok verilen yanitlar, psikolojik belirtiler,
etiketleme, sosyal islev bozuklugu ve fiziksel belirtiler olmustur.

“Sizce hastaliginizla ilgili iyiye giden seyler var midir? Varsa bunlar
nelerdir?” sorusuna verilen yanitlar iletisimde diizelme, kendini iyi hissetme, fiziksel
belirtilerde diizelme, gelecege olumlu bakis, sosyal islevsellikte artis, ilag dozunda
azalma, hastalig1 kabul ve “bir fikrim yok™ olarak kategorilere ayrilmistir. Kendini
1yl hissetme, sosyal islevsellikte artig, iletisimde diizelme ve fiziksel belirtilerde
diizelme en sik verilen yanitlar olmustur. “Sizce hastaliginizla ilgili kotiiye giden
seyler var midir? Varsa bunlar nelerdir?” sorusuna verilen yanitlar sosyallesme
eksikligi ve sosyal islev kaybi, psikolojik belirtilerde artis, fiziksel belirtilerde artis,

gelecege olumsuz bakis, aileye yiik olma duygusunda artis, ila¢ yan etkileri, iletisim

228



problemleri ve “bir fikrim yok™ olarak gruplandirilmistir. Hastalarin neredeyse tiimii
bu soruya “bir fikrim yok” seklinde yanit vermislerdir. Bu yanittan sonra en sik
verilen yanit psikolojik belirtilerde artis olmustur.

“Hastaliginizla ilgili en ¢ok destegi kimden/kimlerden aliyorsunuz?” sorusuna
verilen yanitlar anne; baba; kardes; es; cocuk; teyze, amca gibi diger akrabalar;
arkadaslar; doktor ve psikologlar; komsu; kendisi; tiim aile ve hi¢ kimse olarak
kategorize edilmistir. Anneler, yakin aile iiyeleri en sik destek veren kisiler olarak
bildirilmistir. “Neler yaparak size destek oluyorlar?” sorusuna hastalarin verdikleri
yanitlar moral destek, ila¢ kontrolii ve tedavi saglama, hastaneye ve doktora gotiirme,
maddi yardim, ev islerini paylasma, her seyi yapma ve “bir fikrim yok™ olarak
gruplandirilmistir. En sik verilen destek tiirii moral destek olmustur.

“Hayatinizda son alt1 aydir karsilastiginiz giicliikler nelerdir?” sorusuna
iletisim problemi, issizlik ve maddi problemler, hastanede karsilasilan giicliikler,
hastaligin kendisi, hastaligin psikolojik ve fiziksel belirtileri, akademik basarisizlik,
giinliik isleri yapamama, ila¢ tedavisi ve yan etkileri, sosyal destek eksikligi ve “bir
fikrim yok” seklinde kategorize edilen yanitlar verilmistir. Hastalarin biiyiik kismi
son alti ay i¢inde hicbir problemle karsilasmadiklarini bildirmisler, geri kalanin
biiylik kismui issizlik ve maddi problemler ile hastaligin kendisini gii¢liik olarak
gostermislerdir. “Bunlarla nasil basa c¢iktiniz?” sorusuna verilen yanitlar olumlu
diistinme, problem ¢ozme teknikleri, sosyal destegi kullanma, tibbi tedavi, sabirli
olup kabullenme, dine siginma ve bas edememe olarak siniflandirilmigtir. Hastalarin
cogunlugu bu giicliiklerle bas edemediklerini belirtirken digerleri sosyal destek,
problem cozme teknikleri ve tibbi tedavi ile bu sorunlarla basa c¢iktiklarini

belirtmislerdir.

229



Bu arastirmadan elde edilen verilerin sonuglar1 yukarida belirtildikten sonra,
bundan sonraki kisimda bu bulgular literatiir 15181nda tartisilacaktir. Algilanan Duygu
Disavurum Olgegi’nin  gelistirilmesi amaciyla gerceklestirilen pilot c¢alisma
sonucunda elestirel/diismanca olus ve duygusal asir1 i¢ ice gegme olmak iizere iki
faktor belirlenmistir. Bu sonug orijinal 6lcek olan Duygu Disavurum Olgegi ile
benzerlik gostermektedir. Algilanan Duygu Disavurum Olgegi ile  Aile
Degerlendirme Olcegi’nin alt olcekleri arasindaki korelasyon, hastalarin algilanan
elestirel/diismanca olusunun Aile Degerlendirme Olgegi’'nin tiim alt olcekleri ile
anlaml bicimde pozitif yonde iliskili oldugunu gostermistir. Bu alanlardaki islev
bozuklugundaki artis algilanan elestirel/diismanca olustaki artigla iliskili
bulunmustur. Bu bulgu elestirel/diismanca olusun daha toksik bir unsur oldugunu
gostermekte olup literatiirdeki diger ¢alismalarla uyumludur. Ote yandan hastalarin
algiladiklar1 duygusal asir1 i¢ ice gecme, Aile Degerlendirme Olgegi’nin problem
cozme alt 6lgegi ile negatif, duygusal i¢ ice gecme alt dlgegi ile pozitif yonde iliskili
bulunmustur. Hastalarin algiladiklar1 duygusal asir1 i¢ ice gecme arttik¢a aile i¢indeki
problem c¢6zme becerilerini saglikli olarak algiladiklar1 goriilmiistiir. Ancak
hastalarin algiladiklar1 duygusal asir1 i¢ ice gecme arttikca aile icindeki duygusal ic
ice gecme tutumunu gerefinden asir1 olarak algiladiklar1 bulunmustur. Boylece
hastalarin algiladiklart duygusal asir1 i¢ ice ge¢me elestirel/diismanca olusa gore
daha az zararl bir unsur olarak goriilmiistiir.

Ayrica pilot calismada 6lgege eklenen rahatsizlik boyutunu anlamaya yonelik
degerlendirme sorular1 incelendiginde, algilanan elestirel/diismanca olusun en ¢ok
rahatsizlik duyulan boyut oldugu ortaya c¢ikmistir. Bu bulgu, yaptiklar calismada,
diisiik duygu disavurumu olanlara gore, yiiksek duygu disavurumu olan yakinlarla

iligki icinde olundugunda hastalarin daha fazla stres yasadiklarim1 gosteren Cutting,
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Aakre ve Docherty (2006)’nin bulgulariyla uyumlu olmustur. Pilot calismanin
sonuglarina gore Algilanan Duygu Disavurum Olcegi’nin gecerli ve giivenilir bir
Olcek oldugu tespit edilmistir.

Ana calismanin amaglarin1 gerceklestirmek icin, belirti diizeyi ve yasam
kalitesi iizerinde temel bakim veren kisilerin duygu disavurumu ve hastalarin
algiladiklar1 duygu disavurumunun goreceli etkileri incelenmistir. Bu bulgulara gore,
belirti diizeyi ve yasam kalitesi ag¢isindan hastalarin algilanan duygu disavurumunun,
temel bakim verenlerin duygu disavurumuna gore daha gii¢li bir faktér oldugu
goriilmiistiir. Algilanan Duygu Disavurum Olgegi ile Duygu Disavurum Olgegi’nin
karsilastirilmasi ile elde edilen bulgulara gore, hastalarla kiyaslandiginda temel
bakim verenler kendilerini daha diisiik elestirel/diismanca tutum ve daha yiiksek
duygusal asir1 i¢ ice gecme tutumu icinde olarak bildirmislerdir. Bu sonuclar
Tiirkiye’de Ozden (1995) tarafindan yapilan ¢alisma bulgulariyla tutarhidir.

Bu calismada bakim verenlerin duygu disavurumu yalnizca PANSS toplam
puanlar1 iizerinde anlamli etkiye sahip olarak bulunmustur. Oysa literatiirde sizofren
hastalarin hastaliginin depresmesi ve belirtilerin diizeyi {izerinde en ¢ok etkiye sahip
faktor elestirel/diigmanca olustur. Bakim veren kisilerin duygusal asir1 i¢ ice gecme
faktoriinin PANSS’1n ve WHOQOL-BREF’in herhangi bir alt olgegi iizerinde
anlaml bir etkiye sahip olmadig1 saptanmistir.

Depresme lizerinde duygusal asirt i¢ ice gec¢menin rolil literatiirde c¢ok
tartistlmis bir konu degildir. Yalnizca Gutierrez (1988) yaptigr calismada bu
bulgudan s6z etmistir. Diger calismalarda duygusal asir1 i¢ ice gecme daha az giiclii
bir faktor olarak ortaya ¢cikmaktadir. Tiirkiye her ne kadar batili 6zellikleri barindirsa
da dogulu bir iilke olmasi nedeniyle, bu calismanin bulgular tartisilirken dogu

tilkelerinden yapilmis caligmalarla kiyaslanmasi uygun olacaktir. Hindistan’daki
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ailelerde yiiksek duygu disavurumu daha az goriilmekte olup bu bulgu ailelerin daha
az elestirel/diismanca ve daha az duygusal asir1 i¢ ice gecme tutumu gosteriyor
olmalariyla baglantili bulunmustur (Wig, Menon, Bedi, Ghosh, Kuipers, Leff,
Korten, Day, Sartorius, Ernberg ve Jablensky, 1987). Katar ve Misir’da yapilmis
calismalarda (El Islam, 1979; Okasha, El Akabawi, Snyder, Wilson, Youssef ve El
Dawla, 1994) genis aile sistemi icinde hastalarin zaten korunup kollandiklar1 ve
aileye diisen yiikiin daha fazla oldugu bildirilmistir.

Duygu disavurumu hasta ile bakim veren kisi arasindaki karsilikli bir
etkilesimi gerektirdigi icin, ailelerin tutumlar1 kadar, hastalarin bunu nasil algiladigi
da onemli olmaktadir. Son yillara kadar, bu konuda yapilmis caligmalarin sayisi
oldukca azdir. Scott, Fagin ve Winter (1993) depresmenin en iyi yordayicisinin
ailelerinin onlar1 nasil algiladigi hakkindaki hastalarin beklentileri oldugunu
gostermislerdir. Lebell ve ark. (1993) yaptiklar1 calismada yalnizca hastalarin
algilamalarinin sonucu yordadigini bulmuslardir. Thompson ve ark (1995) algilanan
duygusal asir i¢ ice ge¢menin psikotik alevlenmeyi yordamadigini, ama algilanan
elestiriciligin sonucu yordadigini bildirmislerdir.

Bu calismanin sonuglarina gore, algilanan duygu disavurumunun
elestirel/diismanca olus faktorii zararlidir. Algilanan elestirel/diismanca olus faktorii
yiiksek olan hastalar, diisiik olanlara gore, PANSS pozitif, negatif belirtiler ve toplam
puan iizerinde daha yiiksek puan almislardir. Ote yandan, elestirel/diismanca olus
faktoriiyle karsilastirildiginda, duygusal asir1 i¢ ice gegme faktorii daha koruyucu bir
faktor olmustur. Algilanan duygusal asiri i¢ ice gecme faktorii diisiik olan hastalar
PANSS’1in pozitif belirtileri, genel psikopatoloji ve toplam puan iizerinde yiiksek
puan almislardir. Bu durumda algilanan duygu disavurumun diisiik olmasi belirti

diizeyinde zararli etkiye sahip olarak bulunmustur. Ancak, WHOQOL-BREF’in
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sosyal iligkiler ve ¢cevre alt alanlarinda, algilanan duygusal asir1 i¢ ice gecme faktorii
yiiksek olan hastalar diisiik olanlara gore daha yiiksek puan almislardir. Bu alanlarda
algilanan duygu disavurumu yiiksek oldugunda koruyucu bir faktor olarak islev
gormektedir.

Bu calismanin en onemli bulgularindan birisi de, WHOQOL-BREF’in
psikolojik saglik alaninda duygusal asir1 i¢ ice gecmesi yiiksek olan temel bakim
veren kisiler i¢in algilanan asir1 i¢ ice gecmesi yiiksek olan hastalar diisiik olan
hastalara gore anlamli olarak daha yiiksek puan elde etmislerdir. Bu demek oluyor ki
yasam kalitesinin psikolojik saglik alaninda en iyi birliktelik yakinlarin yiiksek asiri
i¢ ice gecme bildirdikleri ve hastalarin da asir1 i¢ ice ge¢cmeyi yiiksek algiladiklar
durumda olmustur. En kotii birliktelik ise hastalar yiliksek asir1 i¢ ice gecme
algiladiklarin1 bildirirken yakinlarinin bunu diisiik olarak bildirdikleri durumda
goriilmiistiir.

Bu calismada tartisilmasi gereken baska bir sonug ise birinci ol¢iim ile ikinci
Olctim arasinda belirti diizeyinin diismiis olmasidir. PANSS 1n pozitif belirtiler, genel
psikopatoloji ve toplam puanlari, birinci 6l¢iimde, ikinci 6lgiime gore daha yiiksek
olmustur. Belirti siddetindeki bu iyilesme beklenmeyen bir durum olup gecen siire
icinde hastalarin siirekli ila¢ kullanmasi ile a¢iklanabilir. Ayrica bu arastirma yoluyla
hastalarla diizenli goriisme yapilmasi hastalarda kendileriyle ilgilenildigi ve destek
olundugu duygusunu olusturup belirtilerin azalmasina yol agcmis olabilir.

Bu calismanin tartisma kisminda, hastalarin hastaliklarina iliskin goriislerini
anlamak i¢in sorulan agik uc¢lu sorular da ayrica ele alinmgtir.

Bu calismanin ana amacim1 gerceklestirmek icin cesitli hipotezler
olusturulmustur. Elde edilen verilerin analizi sonucunda bu hipotezlerin bazilari

desteklenirken, bazilar1 desteklenmemis, bazilar1 da kismen desteklenmistir. En
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onemli hipotez olan “Hastalarin algiladigi duygu disavurumu, yakinlarin duygu
disavurumuna gore yasam kalitesi ve belirti diizeyi alt 6lgekleri {izerinde daha fazla
etkiye sahip olacaktir” hipotezi kismen karsilanmustir.

Bu calismanin bazi simirliliklart vardir. ilk olarak depresmeyi arastirmak
amaciyla birinci ve ikinci 6l¢iim arasinda alt1 aylik zaman araligi konmus olmasi bir
sinirliliktir.  Literatiirde genel olarak dokuz ila on iki aylik zaman araligi
konmaktadir. Ancak bu ¢alismada alt1 aylik zaman arali§i konmasi pratik nedenlerle
gerekliydi. Calismanin bagka bir sinirlig1 ise, literatiirde tiim aile iiyeleriyle arastirma
yapilirken, burada sadece hastayla en ¢ok ilgilenen aile iiyesi arastirma kapsamina
alinmistir. Bu arastirmanin bagka bir simirlilifi yasam kalitesi degerlendirmesinin
oznel (kendi kendini degerlendirme) bir temele dayanmis olmasidir.

Son olarak hastalarin seciminin tek bir hastaneden yapilmis olmasi
orneklemin temsil yetenegiyle ilgili smmirliga yol ag¢mus olabilir. Calisma
ornekleminin biiyiilk cogunlugu diisiik ve orta sosyoekonomik diizeyden gelen
hastalardan olusmustur. Bu durum bulgularin degerlenmesiyle ilgili sorun
olustururken 6te yandan 6rneklemin biiyiiliigii bu sorunu biraz hafifletiyor olabilir.

Bu calisma Tiirk sizofren hastalardan olusan bir 6rneklemde temel bakim
veren Kkisilerin duygu disavurumu ile hastalarin algiladiklar1 duygu disavurumu
incelemek i¢in gerceklestirilmis kapsamli bir arastirmadir. BOylece bu calisma
sizofren hastalara hizmet vermede rehberlik yapabilir. Sizofren hastalara uygun
tedavi seceneklerini belirlemede ailenin ve hastanin algiladigi duygu disavurumunun
etkilerini degerlendirmek Onemlidir. Bu calismada kullanilan dl¢ekler ve modeller
diger psikotik bozukluklar ve psikiyatrik hastaliklarla da kullanilabilir. Ancak farkli
hastalik gruplart icin gerekli diizenlemelerin yapilmasi gerekebilir. Duygu

disavurumu arastirmalarinda en sik kullanilan 0©lcek olan Camberwell Aile
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Goriigsmesi 6zel bir egitim gerektiren ve ¢ok zaman alici bir yontemdir. Onun yerine
Berksun’un Duygu Disavurum Olgegi bu calismada kullamlmistir. Ve ondan
tiiretilmis olan Algilanan Duygu Disavurum Olcegi ilerideki ¢alismalarda farkli hasta
gruplariyla kullanilabilecek yararli bir 6lgek olmustur.

Bu calismanin bulgular1 hastalar ve ailelerle calisan klinisyenlere 1s1k
tutabilir. Aile psikoegitim programlar1 yoluyla, hastalarin algiladiklar1 ve ailede var
olan elestirel/diismanca olus azaltilabilir. lerideki calismalar igin baska bir arastirma
konusu hastalarin hangi mesajlar1 ve davraniglar1 yiliksek elestirel/diismanca olus
olarak algiladiklarin1 belirleyerek bunlar1 biligsel yeniden yapilandirma teknikleriyle
diizeltme olabilir. Aynmi sekilde hastalarin hangi mesaj ve davraniglan yiiksek
duygusal asir1 i¢ ice gecme olarak algiladiklarimi belirleyip bunlar1 pekistirme de
bagka bir arastirma konusunu olusturabilir. A¢ik uglu sorulardan saglanan bilgiler de
klinik uygulamalar, tedavi ve genel saglik politikasi i¢in yararli verilerden
olusmustur. Bu hastalar ve ailelerini iceren herhangi bir psikoegitim programi
sizofreninin fiziksel ve psikolojik bilgileri hakkinda bilgi i¢ermelidir. Bu yolla
hastalarin yasadiklar1 stres azaltilabilir. Ayrica bu ¢alismada ailedeki en destekleyici
liye, hastalar tarafindan anneleri olarak gosterilmistir. Aile miidahaleleri yoluyla
yiikiin tek bir iyedense tiim aile iiyeleri arasinda esit bicimde dagitilmasi gerektigi
anlatilabilir. Hastalar a¢ik uclu sorularda en onemli destegin moral destek oldugunu
belirtmislerdir. Bu bulgu sizofren hastalar i¢in psikolojik destek saglamanin 6nemini
gostermektedir. Sonug¢ olarak bu calisma hastalarin algiladiklar elestirel/diismanca
olusu azaltmay1 ve duygusal i¢ ice gegmeyi arttirmayi amaglayan tedavinin hastalarin
yasam kalitelerini ve iyilik hislerini arttiracag fikrini ileri siirmektedir. Biligsel terapi
yoluyla hastalarin elestirel tutumlar1 abartmalar1 ve asir1 i¢ ice ge¢menin Onemini

azaltma seklinde hastalarda var olan yanl diisiinceye odaklanilabilir.
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