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The Hamburg Schizophrenia and CFI Project

The Hamburg Schizophrenia and CFI Pro-
ject evolved from an attempt by various aca-
demic and nonacademic members of the
Psychiatric University Clinic to develop
more reliable and effective means for pre-
dictive assessment and treatment of young-
er, mainly first- or second-breakdown schi-
zophrenic patients at high risk for a chronic
course of illness. We decided to work with
younger schizophrenics as there had been
much less systematic treatment research
performed with them than the more chronic
conditions.

The development of our research design
(Hand and Kottgen; details in Hand and
Gross, 1980) was strongly influenced by the
following sources:

1. The results published concerning ex-
perience with the Camberwell Family
Interview (CFI) (extensive literature re-
views by Hooley, Chap. 2, and Vaughn,
Chap. 8, this volume) and direct support
from C. Vaughn and K. Snyder regard-
ing the training of raters

2. The frank and stimulating presentations
and discussions of the schizophrenia re-
search groups participating in the 1979
conference of the Society for Psycho-
therapy Research in Oxford, England

3. The results of the three major long-term
studies in German-speaking countries
(Bleuler, 1972; Ciompi and Miiller,
1976; Huber et al., 1979) on the course
of schizophrenia over decades

4. The continuous flow of information
from the ongoing research work of R.
Liberman and his colleagues in Camaril-
lo and Los Angeles.

Within the context of our study, we con-
ducted the first and so far only attempt at

replication of the Anglo-American CFI stu-
dies in a German-speaking culture. At the
same time, with our diagnostic and treat-
ment interventions, we wanted to investi-
gate what the “meaning” of the published
results and of our own CFI results could be
for a conceptualization of the findings that
until then had been purely empirical. Much
dispute had occured and still seems to be
going on about whether or not the CFI liter-
ature implicitly “blames” the relatives for
the patients’ relapse and illness. Research-
ers investigating expressed emotion (EE)
felt themselves misunderstood by these cri-
tics. Yet, they themselves had not made
clear whether high EE-related behaviors of
relatives were supposed to “cause” relapse
of psychosis or vice versa. Does the assump-
tion of a behavioral feedback loop really
answer this question?

We shall first summarize the main aims of
this project and some general data on out-
come before turning to our detailed ana-
lyses of relapse and the variables that pos-
sibly contribute to relapse.

Replication of Previous CFI Results and
Direct Evaluation of the CFI

The main intentions of the following inves-
tigations were to replicate previous CFI re-
sults and to directly evaluate the CFI.

Replication of previous CFI results con-
sisted of:

* This project was supported by the Deutsche
Forschungsgemeinschaft, Sonderforschungsbe-
reich 115, Project B 23, University of Hamburg
(main study) and by the Charles Hosie Founda-
tion, Hamburg (pilot study).
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— Identification of the proportions of high
EE relatives in younger schizophrenic
patients in a German-speaking culture.

— Comparison of relapse rates in patients
from high EE and low EE families.

- Comparison of relapse rates in patients
from high EE families who either did or
did not receive regular medication and
who did or did not participate in group
therapy. :

Direct evaluation of the CFI consisted of:

— Assessment of the stability of initially
high and initially low EE ratings over
time (no such investigation had been
published at the start of this project). If
high EE ratings (in relatives) at the time
of the patient’s discharge do predict re-
lapse (in patients) 9 months later, one
ought to expect some kind of causal in-
teraction and, hence, stability of high
EE ratings over this period of time.

— Comparison of global EE ratings over
time with ratings on the EE subscales of
emotional overinvolvement (EOI), criti-
cism, and hostility. All published studies
attribute a high EE “total” score to a rel-
ative as soon as she or he has reached
high ratings on at least one of the EE
subscales. Yet, there is no published evi-
dence that these subscales are directly
related to a basic, unifying concept. If
ratings over time on these subscales
were not correlated or went into oppo-
site directions, this would not necessarily
question the clinical usefullness of the
EE total score as a “melting pot” for dif-
ferent relapse-related variables but it
would certainly question its “meaning”
as a construct.

— Comparison of reepeated assessments
over time of EE ratings and nuclear
symptoms (according to the Present
State Examination, PSE). Only such an
analysis of correlations over time can
produce empirical evidence for a con-
ceptualization of the CFI that may stop
the arguments about the “meaning” of
CFI results obtained in the “classic” way
(EE at discharge, relapse at the 9-
months follow-up).

— Comparison of EE ratings and self-rat-
ings of multiple neurotic symptomatolo-
gy and neurotic traits over time in (a) the
relatives (e.g., are obsessional relatives

more critical than nonobsessional?) and
in (b) the patients (do specific neurotic
symptoms or traits in patients specifical-
ly correlate with high scores in EE scales
of their relatives?).

Indirect Evaluation of the CFI:
Group Therapy for Patients and Relatives
Separately

According to the CF1 literature in the late
1970s, “immunization by neuroleptic medi-
cation” (of the patient) and reduction of
face-to-face contact between the patient
and high EE family members (less than
35 h/week seemed to be powerful means of
protecting vulnerable patients from re-
lapse-inducing, high EE-related behaviors
of their relatives. (It ought to be remem-
bered here that this causal attribution was
implicit in most of the studies available untit
the late 1970s.) These interventions seemed
easy to administer and were the most fre-
quently applied.

Surprisingly, most of the CFI-related tre-
atment studies in those years employed
long-term neuroleptic medication and only
short-term psychosocial treatment (often
only on an inpatient basis). Assuming that
family and social learning factors have a
major impact on the course of schizophre-
nia, one would rather have expected the re-
verse proportion of both treatment ingre-
dients — medication for patients as intermit-
tent crisis intervention and psychosocial
treatment as the long-term stabilizer.

As far as the psychosocial treatments
themselves are concerned, they did not
seem to systematically use interventions
derived from information gathered with the
CFIL.

In recent years, there has been a major
change in the content of CFI-related treat-
ment programs. A variety of approaches to
directly affect negative family interactions
are now being investigated: (a) social skills
training groups for patients (Liberman,
Wallace, Vaughn, and Snyder, 1980; Wal-
lace, Vaughn, and Snyder, 1982), (b) “psy-
choeducational” groups for relatives, in
combination with family sessions (Ander-
son, Hogarty, and Reiss, 1980), (c) rela-
tives’ groups, with a main focus on CFI-
derived themes to achieve reduction of high
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EE-related attitudes and behaviors (Berko-
witz, Kuipers, Eberlein-Vries, and Leff,
1981), (d) mixed relatives’ groups with high
and low EE members in an attempt to em-
ploy low EE relatives as co-therapists in
teaching skills for coping with schizophre-
nia to family members with high EE ratings
(Leff, Kuipers, and Berkowitz, 1979), and
(e) treatment of the single family unit in its
natural environment emphasizing CFI-re-
lated themes (Falloon, Boyd, and McGill,
1984).

In our design, we (Hand and Kéttgen, in
Hand and Gross, 1980) decided to try yet
another approach, indirect family therapy:
The families were treated in separate
groups for patients and their relatives with
the same therapists treating those groups
into which the members of each single
family had been separated. In half of these
families, the patients received “high-inten-
sity” (HI) treatment weekly group sessions)
and their relatives a corresponding “low-
intensity” (LI) treatment (monthly group
sessions); in the other half, the reverse ap-
plication of group treatments was made.
Treatment was entirely on on outpatient
basis and was meant to go on for 2 years.
CFl-derived information provided the main
themes, both in the patient’s and relatives’
groups.

It was hoped that a comparison of the
outcome in the patient-centered group
therapy would allow evaluation of the fol-
lowing questions within one single study:
Can high EE ratings be directly affected by
intensive group treatment of relatives, and
how does this affect patients?

Can patients and their course of illness be
directly changed by intensive treatment,
and how does this affect high EE ratings in
their relatives? '

Are separate group treatments for patients
and their relatives a helpful and economical
means of treating families with problematic
or traumatic interactions?

The main treatment aims originally were
to (a) reduce (interactional) vulnerability in
the patient, (b) reduce harmful (interac-
tional) events in daily life, in particular from
high EE-related attitudes and behaviors in
relatives, (¢) reduce patients’ behaviors that
might cause or maintain high EE behaviors
in their relatives, (d) increase coping and

other skills in patients and relatives, and (e)
offer training in recognizing the occurrence
of schizophrenic symptoms such as an ex-
pression of the illness, an attempted coping
response for more severe (e.g., social) de-
ficits, and an “interactional maneuver.”

Additionally, basic information about
the illness of schizophrenia was given. In
contrast to the “psychoeducational” ap-
proach, the delivery of “knowledge” to pa-
tients and relatives was tried in a much less
directive manner, spaced over much longer
periods of time, with smaller amounts of in-
formation to be digested in a given session,
and with more room for the patients to in-
fluence the structure and content of the
treatment session.

The treatment plan is described in some
detail by Kottgen, Sonnichsen, Mollen-
hauer, and Jurth (1984). This final strategy
was developed on an eclectic-psychodynam-
ic basis derived from the cooperation and
close mutual supervision of the therapist
dyads (for each treatment group) composed
of therapists from the project and from the
hospital. It was not possible to develop the
originally intended, structured behavioral
therapy program. It was also not possible to
continue the project for the originally plan-
ned 6-years period.

General Design and Overall Outcomes

One-hundred and twenty patients were re-
ferred from two hospitals based on admis-
sion interviews as part of the project. Crite-
ria for inclusion were: nuclear symptoms
(PSE) exhibited during the month before
admission; age, 18—30 years; total length of
previous inpatient treatments no longer
than 1 year; maximum number of previous
hospital admissions, 3; key relative willing
to participate in assessments and, if offered,
treatment. The results of the application of
these selection criteria are shown in Fig-
ure 1. Only 13% of the originally referred
sample eventually received treatment.
Originally, 52 patients and their 79 rela-
tives were included in the project (further
reduction of participants, cf. p. 64). An at-
tempt was made to secure complex assess-
ments of patients and relatives: with self-ra-
ting scales on psychotic and multiple neurot-
ic symptomatology, personality, social
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1. Admission interviews 120
Excluded
:
for “other reasons”
Excluded
2.PSE -
PSE
3. CFI 52
4. Design 29 23
(49 rel) (30rel.)
EE + EE -
Treatment Control
groups groups
15 EE + 14 22
1EE -
(16 fam.; 29 rel.) (21 rel.) (29 rel)
EE + EE -
Patient Relatives
groups groups
4 4
(n=16) (n=26)

Fig. 1. Selection of patients and relatives.
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skills and deficits, and socioeconomic de-
velopment. Structured interviews were
done with the PSE, CFI, and a relapse que-
stionnaire. Except for the PSE and CFI, an
attempt was made to perform most assess-
ments with both the patients and relatives.
Assessment intervals, except for relapse
(first follow-up after 9 months), were plan-
ned as usual: during admission and 6, 18,
and 30 months after discharge. The CFI was
assessed with the abbreviated version by
Vaughn and Leff. A family was rated as
high EE when at least one relative scored 4
or 5 on EOI and made six or more critical
remarks. One project rater (C. Kottgen)
received CFI training with C. Vaughn and
K. Snyder. She then trained two other rat-
ers in the project. For 12 families, interrater
reliability between her and one of the ad-
ditionally trained raters was reported to be
high (r = 0.95).

Of the 16 patients who received treat-
ment, only 3 were female. Of the 26 rela-
tives, 14 were mothers, 10 fathers, and 2
siblings. All relatives of high EE families
were offered participation in the treatment
program (if they were low EE themselves,
they are called low EE co-relatives in the
subsequent analyses). Allocation to high-
or low-intensity treatment groups was
mainly influenced by the sequence in which
patients were referred to the project. Be-
cause of the loss of families due to the vari-
ous selection steps, it often took months
from identification of the first “suitable” pa-

Experimental Results

We shall start our analyses of predictor vari-
ables for the course of schizophrenia (re-
lapse) with the family variables from the
CFI, to be followed by the patient variable
“nuclear symptoms” (NS) and the treat-
ment variables “medication” and “group
treatments.” Finally, results from a combi-
nation of two to five variables for predic-
tions of relapse will be presented.

Family Variables

Before investigating the CFI variables in
detail, we will first present results with the
“classic” CFI analysis: assessment of re-

tient and relative to the last to form a group.

The patients had a mean age of 23
(18—30), their relatives of 53 years. Two-
thirds of the relatives interviewed were
mothers, and two-thirds of the parents were
still married.

The results for patients and relatives with
most of these assessment instruments are
reported in detail by Kottgen et al. (1984) as
well as a direct comparison with the previ-
ous studies in London (Vaughn and Leff,
1976) and Los Angeles (Vaughn et al.,
1984). As differences may be important for
a discussion of our results, some are sum-
marized here (LO = London; LA = Los
Angeles; HH = Hamburg):

Percentage of families where both parents
were interviewed:

LO 27; LA 52; HH 38

Percentage of parents in total sample:

LO 46; LA 94; HH 85

Percentage of high EE families:

LLO57; LA 67, HH 56

Percentage of male patients:

LO 41; LA 77; HH 65

Percentage of first admissions:

LO 57; LA 17; HH 69 (first and second ad-
missions together: 92!) Percentage of re-
lapse in EE+: EE— families:

LO 48:6; LA 56:17; HH 41:57!

The EE and relapse results in our own study
here differ slightly as we — unlike Kottgen
et al., but similar to the L.A. study — did
not include the patients with “persisting
symptoms” in all the analyses.

lapses at the 9-month follow-up and their
correlation with single EE ratings at the
time of the patients’ discharge. This will be
folowed by a series of analyses with repeat-
ed assessments of EE variables (at dis-
charge and the 6-month follow-up, CFI-
FU), eventually again related to relapse
rates (at the 9-month follow-up, REL-FU).

“Classic” EE Assessment and Relapse

Relapse Rates at the 9-Month Follow-up:
Control and Treatment Groups Combined

The course of illness in our patient sample is
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summarized in Table 1. We formed then
three categories of “no relapse,” “relapse,”
and “special course” As the operationaliza-
tion of relapse in the literature on schizo-
phrenia is still a largely unresolved prob-
lem, we decided to use criteria similar to
those described by Vaughn et al. (1982).
The six criteria which constitute the three
main courses of illness in Table 1 are:

la: No psychotic symptomatology since
discharge from the hospital; 1b: psychotic
symptomatology without deterioration in
the quality of daily life, maximum duration
of 1 week, with or without hospital admis-
sion; lc: intermittent, short-term psychotic
symptomatology without deterioration of
the quality of daily life.

2a: Psychotic symptomatology without
nuclear symptoms, for longer than 1 week,
without hospital admission;

2b: nuclear symptoms in addition to 2a.

3a: Readmission to the hospital for more
than 1 week, but no nuclear symptoms; 3b:
3a with nuclear symptoms.

4. Persisting symptoms with deteriora-
tion of the everyday quality of life.

5: Hospitalization for more than 50% of
the follow-up time.

6: Suicide.

Relapse was defined with regard to its in-
dividual as well as social relevance. Hospi-
tal readmission of less than 1 week is inter-
preted as one means of preventing relapse
in a short-term psychotic crisis. Likewise,
intermittent short-term psychotic sympto-

matology was not defined as relapse when
the private and (or) professional life of the
patient was not affected by the sympto-
matology.

Table 1 does not include the data of four
patients (which are included in the publica-
tion by Koéttgen et al., 1984), as these pa-
tients had moved away and information had
come only from their relatives. The remain-
ing 48 patients include those 5 from cate-
gories 5 and 6 (“special course”) who will be
excluded from all those subsequent analy-
ses that rely on follow-up data (resulting in
a n of 43). Category 5 was reached by three
an n of 43). Category 5 was reached by three
female patients who had not been discharg-
ed from the hospital during the REL-FU.
The two patients in category 6 had commit-
ted suicide while on the waiting list for their
assigned project group.

The overall outcome of approximately
50% relapse in young schizophrenics during
the first 9 months after discharge is in ac-
cordance with previous reports in the litera-
ture.

EE at Discharge and Relapse at the
9-Month Follow-up

Of all our patients from the relapse cate-
gories 1—5 (n = 46; cf. Table 1), 25 (54%)
had relapses. The relapses occured in 14 of
the 29 (48%) patients with high EE rela-
tives, but — contrary to all previous publica-
tions — evenin 11 of the 17 (65%) from low
EE families.

Table 1. Relapse rates at the 9-month follow-up: control and treatment groups combined.

Relapse
category n Yo n %
la 16 33 21 43 Norelapse
1b,c 5 10
2a,b 3 6
3a,b 13 27 22 46 Relapse
4 6 13
> 3 6 5 10 Special course
6 2 4
48 48
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Course of EE Ratings over Time

In all subsequent analyses and figures with
EE results, we shall first report the “total”
EE score (EE), followed by the results on
the subscales of emotional overinvolve-
ment (EOI) and criticism (CRIT). The sub-
scale of hostility is not included as relatives
never reached the cutoff point for a high
score. Simultaneously high ratings on EOI
and CRIT at the first assessment were only
observed in 4 of 63 relatives; one remained
high at FU only in CRIT, two scored low on
both scales, and the fourth did not partici-
pate in the FU.

Course of EE Ratings over Time
Treatment and Control Groups Combined

The results on all scales together are shown
in Table 2: 63 relatives of 46 patients partici-
pated in admission interviews as well as in
CFI-FU. Of these 63, 46 relatives came from
high EE families. These 46 included 13 low
EE co-relatives from families with at least
one high EE relative. Therefore, the EE+
ratings in Table 2 are from a total of 33 rela-
tives (46 minus 13), whereas the EE+ ra-
tings are from 30 relatives (17 from the low
EE control group and 13 from low EE co-
relatives of high EE families). This differen-
tiation cannot be made in both subscales be-

cause any of the EE+ patients could score
initially low on one of the two subscales.

On the EE score, 16 of 33 initially high
EE relatives scored low at FU, whereas
only 5 of 30 initially low EE relatives
changed to high ratings at FU. Only 8 of all
these relatives were spouses, 7 of whom
scored low on both occasions.

Results on the total EE score resembled a
labile, state-like quality of high EE and a
rather stable, trait-like quality of initially
low EE ratings. The EOI and CRIT scales
showed almost identical developments of
ratings over time, with a particularly high
stability of low EOI ratings.

Course of EE Ratings over Time:
Control Groups

Whereas in the treatment groups all rela-
tives participated in both CFI ratings, the
control groups, in particular the one with
low EE relatives, showed a much lower re-
test compliance: 12 of 29 (41%) of the low
EE relatives and 3 of 21 (14%) of the high
EE relatives refused to participate in the
second assessment. Understandably, retest
compliance is higher in treated than in un-
treated persons, but it does not appear to be
as obvious as to why the dropout rate was so
much higher in the low EE relatives.

Table 2. Course of EE ratings over time: treatment and control groups combined.

| 2nd CFI |

EE scales
+ —
EE+ 17 16 33
EE— 5 25 30 EE
total score
] 63
E *
EOI+ 15
S i : b
— EOI- 2 46 48 emotional
overinvolvement
63
CRIT+ 10 12 22
EE
CRIT- 8 33 41 criticism

63
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Table 3. Natural course of EE ratings over time: control group (high and low EE groups separately).

2nd CFI
EEsscales
+ j—
EE+ 6 7 13 High EE
[EE-] 2 3 5 control grp. EE
EE— 2 15 17 LowEE total score
control grp.
7| EOI- 1 13 14 control grp- EE
- emotional
EOI- 0 17 17 LowEE overinvolvement
control grp.
—m
CRIT+ 3 6 9 High EE
control grp.
CRIT— 2 7 9 EE
CRIT- 2 15 17 LowEE criticism

control grp.

Table 3 shows the results for the high EE
and the low EE control group separately.
The low EE co-relatives of high EE families
are now separated (the separation being in-
dicated by brackets around EE— ratings)
from the low EE relatives in the low EE
control group. We introduced this addition-
al subgroup, as we wanted to investigate
whether low EE co-relatives resemble more
their high EE counterparts or the low EE
control group in the course of ratings (cf.
p- 74).

At CFI-FU, 7 of 13 initially high EE rela-
tives scored low, whereas only 2 of the ini-
tially 17 low EE relatives had changed in the
reverse direction. Results in the untreated
control groups thus resembled those from
the total sample. The same holds true for
the EOI ratings. The scale for CRIT even
showed a decrease of high scores in two-
thirds of the subjects (without treatment).
Of the five low EE co-relatives, two
changed to high ratings.

Course of High EE Ratings over Time:
Treatment and Control Groups

Direct comparison of treated (n = 20) and
untreated (n = 13) initially high EE rela-

tives on all three scales surprisingly did not
show a specific treatment effect (in both
conditions, some 50% of initially high scor-
es were low at FU, whereas low scores
showed little change). Paradoxically, the
CRIT ratings even seemed to indicate a
beneficial control group effect. In the low
EE co-relatives, two of eight became high
in the treatment groups compared with two
of five in the control groups (Table 4).
Comparison of high-intensity groups for
relatives (HI rel.), with 23—26 treatment
sessions offered to participants, and low-in-
tensity groups for relatives (LI rel.), with
8—24 sessions offered, showed no differ-
ences between groups, and both resembled
the results reported before on the total EE
scores.
However, as Table 5 indicates, HI rel.
groups seemed to specifically affect ratings
in both subscales; while initially high EOI
ratings decreased in this group, initially low
CRIT ratings increased (the LI rel. group
did not show this effect).

Course of EE Ratings and Relapse

Since EE ratings at discharge did not prove
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Table 4. Course of high EE ratings over time: treatment and control groups.

1st CF1

to be useful predictors of relapse in our
study, we shall now investigate whether re-
peated EE ratings can increase the predic-
tive power of this instrument. We shall first

2nd CF1

Control groups

Treatment groups

EE scales EE scales

+

EE+

EE

[EE-]

total score

46

EE

EOI-

emotional
overinvolvement

46

EE

criticism

46

investigate EE ratings and relapse in high
EE families (n = 46relatives), bothin treat-
ment and control groups (again including
the low EE co-relatives separately under

Table 5. Course of high EFE ratings over time: effects of high-intensity vs low-intensity relatives

1st CFI

groups.
2nd CF1
Treatment groups Control groups
(LI pat. groups) (HI pat. groups)
EE scales EE scales
EE+ EE
[EE—] total score

28

EE
emotional

EOI-

overinvolvement

CRIT+

28

EE

CRIT-

criticism

28
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the total EE score), then in low EE families
(n = 17 relatives).

Results from High EE Families (Treatment
and Control Groups Combined):

As already mentioned, some 50% of the
high EE relatives changed to low EE total
scores at FU, independently of relapses in
patients. Initially low EE co-relatives re-
mained the same only when patients did not
relapse; three of four initially low EE co-
relatives of the patients who relapsed
changed to high EE. It is difficult to inter-
pret this result, as the initially low EE rela-
tives in the control group in the vast majori-
ty remained low, even when patients re-
lapsed (Table 6).

In contrast to high total scores, high EOI
scores showed a positive correlation be-
tween relapse and their development over
time. Four of six initially high EOI relatives
remained the same at FU when patients re-
lapsed, as compared with four of ten, when
patients had suffered no relapse. Low EOI
ratings remained the same, independently
of relapse.

Results became even more inconclusive
with the CRIT ratings: high ratings changed
to low in about 50% when patients showed

no relapse, but two-thirds changed to low
even when patients relapsed!

Do such diverse developments of the
three EE scales over time question the va-
lidity of the (most commonly used) total
score?

Results from Low EE Families
(Control Group):

Of the 17 relatives in the low EE control
group (10 with a relapsed patient), 15 re-
mained the same at FU on all three scales.
The other two relatives, both with a re-
lapsed patient, remained low in EOI, but
became high in CRIT.

Patient Variables

Nuclear Symptoms and Relapse

All seven patients with nuclear symptoms
(NS) at discharge (two) or at discharge and
FU (five) “relapsed” during FU, five of
them with persisting symptoms (relapse cat-
egory 5).

Of the 36 patients without NS at dis-
charge, 15 (42%) relapsed. Of the 21 pa-
tients without NS at discharge and no re-
lapse, only 1 developed NS at FU.

Table 6. Course of EE ratings over time: high EE families and relapse.

High EFE relatives of patients

Without relapse
EE scales

“+

With relapse

EE scales

EE+

EE

[EE-]

total score

1st CFI

46

EE

EOI-

emotional
overinvolvement

46

EE

CRIT-

criticism

46
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Of the 22 patients with relapse, about
one-third (# = 8) showed no NS at dis-
charge and FU, the second third (n = 7) NS
only at FU, and only the last third (n = 7)
NS at discharge or on both assessments.

Treatment Variables

Continuous Neuroleptic Medication
and Relapse

Continuous neuroleptic medication (CNM)
was defined as a neuroleptic dosage com-
parable to 100 mg Haldol Decanoat in
monthly intervals for at least over half of
the follow-up time (the majority of patients
received depot neuroleptics, e.g., halo-
peridol decanoate, independently of the
project).

Although CNM compliance seemed to be
much higher in patients from high EE fami-
lies (17 of 26 = 65%) — among those partic-
ularly high in the treatment groups — than
from low EE families (6 of 17 = 35%) me-
dication did not seem to affect relapse rates
specifically. Fifty percent of the patients
with and without medication relapsed
(Table 8).

Medication may show specific effects
when their side effects are additionally

Table 7. Treatment intensity and relapse.

taken into consideration. In fact, 9 of 12 pa-
tients who relapsed in spite of CNM com-
plained about side effects, whereas only 6 of
11 who received CNM and did not relapse
expressed the same complaint.

Group Therapy and Relapse

Of the patients from high EE families, 7 of
13 (54%) relapsed in the control and 5 of 14
(36%) in the treatment groups. We shall
now look at both treatment conditions sep-
arately.

High-intensity group treatment (HI pat.)
was given to eight patients in two groups.
One of them only had the chance to attend
9 sessions, the others were offered between
28 and 43 sessions. Five of these patients re-
mained without relapse. They as well as two
of the three who relapsed attended more
than 75% of the treatment sessions offered.

Low-intensity treatment (LI pat.) was
given to another eight patients in two
groups. Of these, one refused treatment
and another one could not participate for
other reasons (both relapsed). Of the re-
maining six, who were offered between 8
and 14 sessions, two relapsed. These two at-
tended less than 50% of the sessions offered,
but similarly so did three of the four who did

HI pat. group
(LIrel. group)

Group treatments

LI pat. group
(HIrel. group)

Relapse Norelapse

+ - + -
a2
5 o >75% 2 5 0 1
E <
s .g 50%—75% 0 0 0 0
t" I
& B <50% 1 0 2 3
go 3 5 8 2 4 6
.-S +
E w  >75% 1 3 0 2
9 2
= g 50%—75% 2 2 2 0
= [¥)
g* & <50% 0 0 0 2
Q
& 3 5 8 2 4 6
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not relapse (cf. Table 7,upper section). These
short-term relapse data do not show better
results for high-intensity treatments (with
higher appointment compliance of patients)
than for low-intensity treatments (with also
lower appointment compliance of patients).

As the relatives of LI pat. groups them-
selves were offered HI rel. groups., with
regard to family problems, this may have
been a compensation: Every single family
unit in both patient groups received the
same total amount of treatment.

If Hl rel. groups were to have such a com-
pensatory effect, this could only be ex-
pected from high compliance of the rela-
tives. As data in Table 7 (lower section)
show, this was not the case.

Whereas most patients in HI pat. groups
also showed optimum compliance and
those in LI pat. groups showed low com-
pliance (i.e., they intensified by their com-
pliance the separation of treatment condi-
tions by design), the relatives did not show
the same response pattern. We found that
in the HI rel. groups the four relatives of pa-
tients who did not relapse were equally
distributed to both extreme pools of com-
pliance, whereas the two relatives of re-
lapsed patients showed medium compli-
ance. In the LI rel. groups, no relative at-
tended less than 50% of the sessions of-
fered! Four of the eight relatives reached
medium, the other four optimum compli-
ance.

With regard to the single family units, it
became clear that HI pat./LI rel. treatment
produced by far the best compliance of
both family members in the treatment of-

Table 8. Relapse: family and treatment variables.

fered. It appears that patients’ compliance
with treatment motivated their relatives to
participate regularly rather than the other
way around.

Multivariate Prediction of Relapse

As we have seen so far, the single variables
investigated in most analyses separated the
total patient sample into two or three al-
most equally sized subsamples — with the
exception of the presence of NS “at dis-
charge.” Can the combination of these var-
iables enhance their predictive power?

Relapse: Family and Treatment Variables

Neither CNM nor group therapy alone spe-
cifically affected relapse rates. If we regard
both together, a third variable, high EE,
implicitly (by design) affects the outcome.

A look at the data of patients from high
EE families only (treatment and control
groups combined) reveals that 15 of them
had suffered no relapse, 9 of whom had
been in treatment groups. Of the nine with
and the six without group therapy, one-
third in each condition had received no me-
dication. Of the patients in group therapy,
there were only five who (together with one
relative) attended more than 50% of the
sessions offered, whereas four did not (cf.
Table 8).

In the treatment groups, a combination
of EE+, CNM, and group therapy (Table
8) only prevented relapse in 6 of 11 patients.
This result seems to be even worse than for
patients from high EE families with CNM,

| EE ratings

Patients with CNM Patients without CNM
Treatment Control Treatment Control
groups groups groups groups .
L + + - + + - n Total

=9

S|+ 5 2 5 2 2 6 | 10 | 22
=4

- 6 4 1 3 2 5 10 21

11 6 6 5 4 11 20 43
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but without additional group therapy; in
this group, four of six patients did not re-
lapse. In the small subsamples of patients
from high EE families without CNM, group
treatment was not revealed to have exerted
a specific effect compared with no treat-
ment at all. .

In the patients from low EE families,
CNM did not show any “protective” effect
regarding relapse rates; five of these six pa-
tients relapsed; on the other hand, only 6 of
11 patients without medication relapsed.

Relapse: Family, Treatment, and Patient
Variables

71

alone or in combination enhance predicta-
bility of relapse, what then can additonal
application of a patient variable (“no NS at
discharge”, no NSd) bring about?

No NSd and no CNM led to relapse in 9 of
19 and no NSd with CNM in 6 of 17 patients.
Of the five patients with no NSd and CNM
without side effects (SE) (cf. p. 69), only
one relapsed. In all following analyses, we
shall only use CNM without SE as the me-
dication variable, as this outcome as well as
the analysis of side effects tentatively sup-
port the clinical impression of their rele-
vance.

If neither family nor treatment variables Relapse
+ -
+] 4 11 15
-1 21 10 31
25 21 46
/ All groups \
Relapse Relapse
+ - + -
+] 2 |10 12 +1 2 1 3
-] 12 5 17 -1 9 51 14
14 15 29 11 6 17
/ All EE+ groups \ EE— control group
Relapse Relapse
+ - + -
+] 0 6 6 +] 2 4 6
-1 7 3 10 -1 5 2 7
7 9 16 7 6 13
/ All therapy groups \ EE+ control group
Relapse Relapse
+ | — + | -
+jo | 5] 5 +jo [ 1] 1
-13 {0} 3 -f4 |37
3 5 8 4 4 8

HI pat. therapy group

LI pat. therapy group

Fig. 2. Prediction of relapse by Family Compliance Index (FCI) for all groups.
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Eleven patients had no NSd and group
therapy, and only three relapsed. Six pa-
tients had no NSd, CNM without SE, and
group therapy, and none of them relapsed.
However, a fourth and possibly even a fifth
variable may have influenced this outcome.
These six patients were from a total sample
of seven, of whom two relatives participated
regularly in group treatment; also, five of
these six patients attended the HI pat.
groups. Obviously, introduction of the pa-
tient variable increased plurivariate pred-
ictability of relapse.

Finally, we would like to suggest a multi-
variante “Family Compliance Index” (FCI)
for prediction of the course of illness from
the compliance behavior of patients and
relatives with regard to the treatment of-
fered. This FCI consists of the following six
variables, four of which have to be present
in families with group therapy offered and
three in those without such an offer to
achieve a “high” rating:

1. Regular outpatient psychiatric treat-
ment after discharge.

Summary and Discussion

Overall Results: Prediction of Relapse

Of 46 mainly (92%) first- and second-
breakdown schizophrenic patients, 46%
(56%, including those with persisting symp-
toms) had relapsed at the 9-month follow-
up. Relapses occurred in 58% of the high
(total n = 29) and 65% of the low (total n =
17) EE families.

Prediction of relapse with any single of
the following family or treatment variables
appeared impossible: EE in single or
repeated assessments, continuous neuro-
leptic medication (CNM), and group treat-
ment for patients and for relatives. With or
without any of these variables, relapse rates
were about 50%. The apparent, but statis-
tically nonsignificant tendency for a treat-
ment effect (36% relapse in treated as com-
pared with 54% in untreated high EE fami-
lies) disappeared when HI and LI pat.
groups were compared: the HI pat./LI rel.
families showed much higher treatment
compliance (with group sessions and med-

2. Regular, high-potency neuroleptic med-
ication at least during half of the obser-
vation time,

3. No side effects of neuroleptic medica-
tion.

4. Regular participation in patients’
groups.
5. Regular participation in relatives’

groups.

6. If group treatment is not offered, use of
alternative treatment modalities (thera-
peutic hostels, etc.).

A high FCI was shown by 6 of the 16 high
EE families in the treatment groups, and
none of the respective patients relapsed. Of
the 13 high EE families from the control
group 6 showed a high FCI; two of the re-
spective patients relapsed.

Of the 19 low EE families, only 3 showed
a high FCI — again indicating the specificity
of low EE families. Two of these three pa-
tients were among the 11 who suffered re-
lapse. :

The results of the systematic application
of FCI on our total patient sample and its
subgroups is shown in Figure 2.

ication) than LI pat./HI rel. families; yet,
relapse rates were identical. Within HI and
LI pat. groups, the low and high compliance
patients again showed almost identical re-
lapse rates. It should be remembered here
that these results refer to the effects of
“being under treatment,” not to treatment
outcome! The patient variable of nuclear
symptoms (NS) had equally low predictive
power when there was a negative rating at
discharge. However, persisting NS during
inpatient treatment invariably were cor-
related with relapse.

Prediction by a combination of variables
prooved hardly more satisfactory: a com-
bination of relatives’ and treatment variables
— EE, CNM, and group therapy — did not
result in lower relapse rates. In contrast, the
results appeared odd, as group therapy did
not seem to have an additional effect to
CNM in patients from high EE families,
and in those from low EE families (who, by
design, did not receive group treatment)
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CNM even seemed to make outcome worse
than no treatment at all.

Only the additional application of the pa-
tient variable of NS (no NS at discharge, no
NSd) and the modification of CNM to CNM
without side effects (SE) seems to increase
predictability of relapse: of the six patients
who showed this combination of variables
(EE+, CNM without SE, group treatment,
and no NSd), none relapsed. However, five
of these patients were also in the HI pat.
groups; and of all six patients, both parents
participated in relatives’ groups (which only
happened in 7 of all 16 families with group
treatment).

From these results, we construed a Family
Compliance Index (FCI) with six variables.
A high FCI indicated a low relapse rate in
high EE families, both with and without tre-
atment. It did not do so in low EE families!

This kind of plurivariate prediction of re-
lapse is only of limited practical value. So
far, the CFI has been used as a predictor at
the beginning of outpatient aftercare (hospi-
tal discharge), whereas the FCI relies much
more on (compliance) variables during out-
patient aftercare. Any prediction of an event
that includes variables more closely related
(in time and content) to this event is, of
course, bound to achieve better results —
with lower generalizability. Further, it can-
not be concluded from such an assessment
(FCT) whether a high score with a low re-
lapse rate is a consequence of a treatment
variable (e.g., HI pat. groups as a “nuclear”
treatment, around which the other inter-
ventions can be established) or whether an
as yet undetected “family health factor”
(e.g., benign atmosphere, independent of
EE) enabled all family members to respond
to any help offered — this health factor pos-
sibly being in itself sufficient enough to pre-
vent relapse. Our results with the FCI in
treated and untreated high EE families
seem to support the latter hypotheses.

Specific Results: Direct and Indirect
Evaluation of the CFI

This is the only study so far that has tried to
systematically assess the course of ratings
on three EE variables (EE, EOI, CRIT)
simultaneously and in relation to CNM and
CFI-derived group treatment.

The results do not support most of the im-
plicit assumptions in CFI research: High
ratings decreased to low on all scales in
most analyses in about 50% of the subjects
— independently of relapse rates or treat-
ments! They seemed to measure a state-like
quality, the state-related variables remain-
ing unidentified. Low ratings in the vast ma-
jority remained stable (trait-like) over time
on all three scales, with only about 10%
changing to high scores.

In comparison with high EE families, the
low EE families showed very distinct re-
sults: a lower compliance with FU appoint-
ments (59% as compared with 86% in high
EE control groups); a much lower FCI
(only 3 of 17 scored high, and this without
relapse prevention, 6 of 16 high EE families
with and 6 of 13 without group therapy
scored high, with low to zero relapses); fi-
nally, patients from low EE families
showed a higher relapse rate and lower
compliance with medication (the latter
hardly being the cause of the first). Yet, as
Koéttgen et al. (1984) described, low and
high EE families did not differ in socio-
economic variables.

To complicate matters even further,
some of the more puzzling results with EE
in subsamples are summarized. The two
subscales EOI and CRIT showed a very
similar state-like instability over time (like
the total EE scores) when ratings were ini-
tially high; initially low ratings remained
low, particularly in EOI. Thus, there is no
support for the assumption that drops in
high EE total scores are due to drops in
CRIT rather than EQI (cf. Chap. 8, this
volume).

On the CRIT scale, more high ratings
changed to low in the control than in the
treatment groups, and HI pat. groups even
seemed to increase initially low ratings
(while reducing high CRIT, and even more
high EOI). When patients developed no re-
lapse, some 50% of high ratings changed to
low — but when patients relapsed, 66% be-
came low.

On the EOI scale, there was a more direct
correlation of high ratings with relapse, the
ratings remaining high in families with and
turning low in families without relapse. Ini-
tially low ratings remained the same re-
gardless of relapse. It appears difficult to
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subsume these divergent results under one
CFI1 concept.

Ratings of the low EE co-relatives (of

high EE families) differed from the low EE
control group, as they — like the high rat-
ings of their high EE family members —
seemed to correlate with relapse: three of
the four whose patients relapsed turned
high in their EE.
These small numbers certainly do not ques-
tion the experimentally supported assump-
tion by Kottgen et al. (1984) that the vast
majority of low EE families of young schi-
zophrenics may actually be high EE (if in-
stead of one at least two family members
are interviewed). However, taking into ac-
count all the specific outcomes in low EE
families in this study, the overall impression
is that low EE families are very special and
not just “hidden” high EE families.

Our relapse rates in low EE families seem
to support notions that this group of fami-
lies is inhomogeneous and includes a
“pburnt-out” type (cf. Chap. 8, this volume),
with learned apathy and indifference to-
ward stressful life events. Too little positive
stimulation may occur for the patients of
these families (cf. Chap. 6, this volume).
Additionally, one may have to think of a
subgroup of “hypocritical” noncritical rel-
atives, who verbally cope and understand
and nonverbally send opposite messages.

Conclusions

The prediction of relapse and derivation of
optimal treatments for young schizophrenic
patients remains an unresolved problem.

EE results in this study raise rather than
answer questions. Almost none of the cur-
rent assumptions in the CFI literature could
be supported by our data.

Reasons for our contradicting results
may be manifold: Kottgen et al. (1984) have
described in detail differences between our
patients’ and relatives’ samples and those in
previous studies with regard to duration of
illness, age, sex, and type and number of
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