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The Association between Family Atmosphere and Hospital
Career of Schizophrenic Patients

MATTHIAS C. ANGERMEVER

Summary : The content analysis was made of special thirty minute discussions
between each of 30 acute male schizophrenicsand their parentsto determine
featuresof parentalpersonality.All patientswere discharged,but after 2 years
13 of them had been readmitted.Comparedwith those not readmittedtheir
fathersexpressedmoreoutward-directedhostilityand hostilityprojectedon to
others,and their mothersexpressedmore inward-directedhostilityas well as
guilt anxietyand shameanxiety. Both parentswere emotionallymoreunstable
duringthe courseof the discussion.The emotionalinteractionbetweenmothers
and sons was of symmetricaltype (whereas it was complementarybetween
mothersandsonswho hadnotbeenreadmitted).

During the last two or three decades a lively debate
has taken place concerning the nature of schizophrenic
disorders. While schizophrenia has been regarded by
some as a biologically determined disease, it has been
seen by others as a psychological and communicational
phenomenon whose causative factors must be found
in the psycho-social environment. Recently a coin
promise between these two extreme positions seems
to have been developing. One aspect, however, has
in my opinion been given insufficient consideration in
this discussion, that is that the schizophrenic disorder
like any other chronic disturbance of the physical or
psychological state of an individual represents a
psycho-social fact with which the social environment
and especially the family has to deal, and does so
uninfluenced by any of the aetiological hypotheses
proposed by experts.

Schizophrenic disorder has many psychological,
social and economic consequences for the family,
most of them negative in their effect. The members of
the family are burdened with problems the extent of
which can only be guessed at. Much is demanded of
them in the way of adaptation and coping and their
success or failure in these tasks may have great
influence on the further course ofthe illness.

The relationship between the patient and his
family is clearly of special importance in this respect.
In a series of studies carried out at the Medical
Research Council's Social Psychiatry Unit in London
over the past 20 years a constant relationship has
already been established between the outcome of
schizophrenia and the emotional atmosphere in the
home generated by the patient's key relative (Brown

et al, 1962, 1972; Vaughn and Leff, 1976; Leff and
Vaughn, 1980, 1981). In these studies the emotional
atmosphere was assessed by means of individual
interviews within about a week of the patient's
admission into a psychiatric hospital. The crucial
measurements were the number of Critical comments
made and the extent of hostility and emotional over
involvement shown by the key relative. These data
were used to construct an index ofExpressed Emotion.
The consistent finding in all these studies was that
patients returning to live with relatives with a high
level of Expressed Emotion had a much greater risk
of relapse than those returning to homes with low
Expressed Emotion.

In our research we too have studied the relationship
between the emotional atmosphere prevailing in the
family and the course of the schizophrenic illness. Our
methodological approach is, however, totally different
from that chosen by the English research workers.
While the English group investigated the emotional
family climate somewhat indirectly by means of
interviews, we chose to investigate it through direct
observation offamily interaction.

Method
At the time that the schizophrenic son was due

to be discharged from hospital, we invited each
family to a joint discussion about problems of
daily family life. The schizophrenic son and both his
parents participated in the sessions, which took
place in the Hannover Medical School. The discussions
were stimulated by means of Strodtbeck's (1951)
revealed differences technique. Each of the three
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family members was asked to fill out a questionnaire
with 40 problem situations in daily family life. For
each situation two possible solutions were given, one
of which had to be chosen. In a pretest these items
had proved to be strongly dissonant. The family
members were then brought together and asked to
discuss those problems for which they had suggested
different solutions and to try to arrive at a consensus.
The discussion lasted 30 minutes, during which time
the families were left on their own. The discussion
was recorded on video- and audiotape and verbatim
transcripts of the latter provide the source of data
for this study. Two years later each family was
contacted again. In about half of them the schizo
phrenic son had been readmitted, and in half not.
These two groups were compared in a number of ways.

For the assessment of the emotional situation in all
these families we used the Content Analysis Scales
developed by Gottschalk and Gleser (1969). We con
sider this method especially useful for our research
purposes as it allows a quantitative analysis of two
emotional qualities, anxiety and hostility, which in
view of the studies quoted above could be expected to
be relevant to the course of the schizophrenic illness.

The theoretical approach of Gottschalk and
Gleser, is an eclectic one. According to the authors
their content analysis is derived from several theories,
mainly from psychoanalytic theory but also from
learning theory and linguistics. The scales are mainly
based on the following assumptions:

â€”¿� On the basis of verbal content alone, the type and

magnitude of any one psychological state at any
period of time are proportional to three primary
factors: the frequency of occurrence of categories
of thematic statements; the degree to which the
verbal expression directly represents or is perti
nent to the psychological activation of the specific
state; the degree of personal involvement
attributed by the speaker to the emotionally
relevant idea, feeling, action or event.

â€”¿� The degree of direct representation can be

represented mathematically by a weighting factor.

â€”¿� The occurrence of suppressed and repressed

feelings can be inferred from the content of verbal
behaviour by noting the appearance of a variety
of defensive and adaptive mechanisms.

â€”¿� The product of the frequency of use of relevant

categories of verbal statements and the numerical
weights assigned to each thematic category
provides an ordinal measure of the magnitude of
the psychological state.

â€”¿� death anxiety: references to death, dying, threat

of death, or anxiety about death;

â€”¿� mutilation (castration) anxiety: references to

injury, tissue or physical damage, or anxiety
about injury or threat of such;

â€”¿� separation anxiety: references to desertion,

abandonment, ostracism, loss of support, falling,
loss of love or love object, or threat of such;

â€”¿� guilt anxiety: references to adverse criticism,

abuse, condemnation, moral disapproval, guilt,
or threat of such;

â€”¿� shame anxiety: references to ridicule, inadequacy,

shame, embarrassment, humiliation, overexposure
of deficiencies or private details, or threat of such;

â€”¿� diffuse or non-specific anxiety: references by word

or phrase to anxiety and/or fear without dis
tinguishing type or source of anxiety.

According to Gottschalk and Gleser the following
forms of hostility can be differentiated:
â€”¿� hostility directed outward overt (HDOO):

references to destructive, injurious, critical
thoughts and actions to others and emanating
from the speaker himself;

â€”¿� hostility directed outward covert (HDOC):

references to destructive, injurious, critical
thoughts and actions which are attributed to
others as either active agents or passive recipients;

â€”¿� hostility directed inward (HDI): references to

self-destructive, self-critical thoughts and actions;
â€”¿� ambivalent hostility (AH): references to destruc

tive, injurious, critical thoughts and actions of
others to self.

For reasons of space the technique of content
analysis and the calculation of the final scores cannot
be described in detail here (for this see Gottschalk
et a!, 1969; SchÃ¶fer,1980).The total discussiontime
was divided into six segments of 5 minutes duration,
but in fact the last segment varied in duration and
was, therefore, eliminated from the analysis. For each
segment, the magnitude of the various affective
qualities was ascertained using the following formula:

/100x(fxw+0.5)
N

where f is the frequency per segment of any relevant
type of thematic verbal reference, and w is the weight
applied to such verbal statements. The varying rate
of speech is corrected by adding 0.5 to the raw scores,
multiplying by 100, and dividing by the number of
words spoken (N). By using the square root it is
aimed to reduce the skewness of the score distribution,

Gottschalk and Gleser differentiate between six
forms of anxiety:

https://doi.org/10.1192/bjp.141.1.1 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.141.1.1


MATFHIAS C. ANOERMEYER 3

schizophrenia by the admitting doctor were included.
Patients with the diagnosis borderline case, schizo
affective psychoses, alcohol-induced or narcotic
induced psychoses, organic brain disorder (including
epilepsy) or mental defect were excluded from the
study.

The following demographical and biographical
criteria had to be fulfilled: the patient should be
between 15 and 30 years old and unmarried. He
should have grown up with his parents and have had
close contact with them until the time of the in
vestigation. Both natural parents should still be
living together as a married couple. The language
ofcommumcation in the family should be German.

Diagnosticprocedure
As a rule we interviewed each patient in the week

following admission, using the Present State Examin
ation of Wing et al (1974). The agreement between
two raters gave a value for r of 0.85 for the â€˜¿�section
values' of the interview. Checking stability in the
assessment of the interviews video-recorded at the
beginning and at the end of the investigation revealed
a value for r of 0.81. We only included those patients
in the sample who showed at least six of the total of
twelve symptoms which best discriminate schizo
phrenia from other psychiatric disorders. With this
cut-off-point, the risk of a false positive diagnosis is
4 percent(Carpentereta!, 1973).

Results
Two years after the session with the family we

regularly contacted the parents. We met them either
at home or at the hospital and asked them among
other questions whether their son had to be re
admitted to a psychiatric hospital in the intervening
time. We also checked the files of all four psychiatric
hospitals in and around Hannover. Thirteen out of
the 30 patients included in our series had to be re

. admitted for psychiatric treatment within two years

from the first admission. We were interested to find
that in spite of our different operational methods, our
re-admission rate for the two-year period was almost
exactly the same as the relapse rate found by LefTand
Vaughn (1981) for the same period (43 per cent and
44 per cent).

Comparing the psycho-pathological states found
at the first admission there was little difference
between the re-admitted and the non-readmitted
patients (Fig 1). The re-admitted patients had shown
less depression but more diffuse anxiety, retardation
and residual syndromes. There was, however, no
statistically significant difference in any factor
between the two groups (Chi squared test, Fisher's

making the measurement more amenable to para
metric statistical treatment.

In addition to the scores attributed to the individual
segments a total score for the whole discussion time
has been calculated using the formula:

/100(f1xwi-i-f2xw2-i-. .f6xw5+O.5)

N

All transcripts were scored by two raters in
dependently and blindly.

For all scales, the inter-rater reliability reached a
satisfactory level: death anxiety r = .80, mutilation
anxiety r = .78, separation anxiety r = .79, guilt
anxiety r = .85, shame anxiety r = .84, diffuse
anxiety r = .85, overt hostility directed outward
r = .80, covert hostility directed outward r = .80,
hostility directed inward r = .88, ambivalent hostility
r==.85.

Groupinvestigated
Taking the four psychiatric hospitals in the Han

nover region (West Germany), we recorded all male
patients:
(1) who were admitted for the first time with a

diagnosis of schizophrenia,
(2) who lived in the city of Hannover or one of the

more adjacent districts (Hannover, Burgdorf or
Neustadt), and

(3) who fulfilled the other predefined selection
criteria described below.

The sampling period lasted from January 1st, 1975
to June 30th, 1977. After the first year only two such
index cases could be found in one of the hospitals
and none at all in another one, and so we restricted
the case-finding procedure to the two remaining
institutions (University Medical School, Hannover,
and Lower Saxony State Hospital, Wunstorf). In this
way we recorded a total of 34 index patients and
their families. Four families refused to take part in
the family study resulting in a response rate of
88 per cent. We investigated all 30 remaining families.
This number represents about 77 per cent of all
families in which a son was admitted for the first time
for psychiatric treatment of schizophrenia in the
2+ years of the study and who fulfilled the selection
criteria. To estimate this percentage it was assumed
that 95 per cent of all the inhabitants of Hannover
requiring inpatient psychiatric treatment were ad
mitted to the four institutions named above (Siede,
1973).

Selectioncriteria
Only patients who were given the diagnosis of
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Not
re-admitted

(n=I7)Re-admitted
within 2 years

(n=13)Subcategories

of schizophrenia
â€”¿� schizophrenia simplex

(295.0) I
â€”¿� hebephrenic form (295.1) 5

â€”¿� catatonic form (295.2) â€”¿�

â€”¿�paranoid type (295.3) 9
â€”¿� unspecified schizophrenia

(295.9) 2I

2
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6
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social adjustment
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poor II58first

admission to
University Hospital 6
State Hospital Ii67first

admission (duration of stay in days)
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s 100.399.165.5first

admission
voluntary 11
compulsory 6103stay

in a psychiatric hostel 23
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We could establish no statistically significant
differences with regard to the level of pre-morbid
social adjustment (Harris, 1975) or assignment to
schizophrenic subcategories (Table I). Nor did
duration or place of psychiatric treatment (University
Hospital or State Hospital) or type of admission
(voluntary or compulsory) have a noticeable influence
on the subsequent course of the illness. In both
hospitals treatment had a pronounced social-psychi
atric orientation, in combination with neuroleptic
medication. We have, unfortunately no details of
each patient's follow-up treatment but in general they
received depot neuroleptics and assistance in coping
with their social problems (family, profession and
leisure). None of our patients received intensive
psychotherapy during the two-year period nor was
any of them involved in systematic family therapy.

Five patients lived for a time at least in a psychiatric
hostel. Three of them had to be re-admitted. Here too
there was no significant difference between them and
the two who were not.

Various sociodemographic characteristics were also
found to be statistically unconnected with the course
of illness (Table II), as was the number of children
in each family. Six re-admitted patients and ten non
readmitted patients were first children, three and
four second, and four and three third or later children,
so birth order was not significant.

Thus none of these psychiatric or socio-demographic
variables influenced the risk of re-admission within
two years.

Mean affect scores of individual family members

The results of former studies on the relationship
between the emotional atmosphere in families of
schizophrenics and the course of the schizophrenic
illness allowed us to formulate the global hypothesis
that parents of re-admitted patients would show a
higher level of anxiety and hostility than the others,
as assessed by means of the Gottschalk-Gleser scales.

Table III shows the comparison between the mean
affect scores, each individual affect score being
calculated separately for each parent using the whole
discussion as source of data. Readmission mothers
verbalized significantly more guilt anxiety and shame.
They also showed a slight tendency towards a greater
degree of diffuse anxiety. The inwardly directed
hostility in the sense of marked autoaggressive and
self-punitive tendencies expressed verbally was sig
nificantly more. On the other hand, there was no
relationship between son's readmission and either
form of outwardly directed hostility or â€˜¿�ambivalent'
hostility (that is hostility projected on to others).
The picture presented by the fathers was in some ways
diametrically opposed to that of their wives.
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Fio 1.â€”Initialsyndrome profiles of patients re-admitted
(N = 13) and not readmitted (N = 17) up to two years

later.

exact test). With regard to productive psychotic
features the two profiles were practically identical.

T*si.a I
Diagnosesand admission details of patients followed over
two years. All figures absolutenumberof cases,except

duration of stay in days
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Of thefatherOf themotherOf thcsonSon

not
re-admittedSonre-admittedSon

not
re-admittedSonre-admittedNotre-admittedRe-admittedAge(years)

s56.2 9.853.9 9.353.8 10.049.5 8.122.2 4.521.13.6Education

elementary
ordinary
advanced/University/Technical

College10

4

35

2

611

5

16

7

â€”¿�9

3

55

4

4Occupation

lowerlowerclass
upperlowerclass
lowermiddleclass
middlemiddleclass
uppermiddleclass
unemployed4

5
4
1
3

â€”¿�1

3
2
5
2

â€”¿�2

1
3

â€”¿�

1
10â€”

2
2

â€”¿�

â€”¿�

9â€”

3
1

â€”¿�

â€”¿�

13â€”

1
â€”¿�

â€”¿�

â€”¿�

12

sonreadmitted 3 3 5 2 13

Deathanxiety0.430.090.450.17â€”0.440.150.470.20â€”Mutilation
anxiety0.740.460.870.47â€”0.600.440.730.45â€”Separationanxiety0.560.300.670.57â€”0.550.330.570.25â€”Guiltanxiety0.710.340.430.24.010.690.320.590.30â€”Shameanxiety1.040.560.520.49.050.560.340.520.28â€”Diffuseanxiety0.980.730.670.37.100.560.260.700.42â€”HDOO1.300.501.530.82â€”1.530.611.150.54.05HDOC1.610.611.820.64â€”1.560.731.770.66â€”HDI0.790.310.560.22.050.490.130.490.21â€”AN0.690.300.590.28â€”0.570.190.400.17.05
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TABLE II

Sociodemographiccharacteristics

TheEducationandOccupationdataarethenumbersof peoplein eachcategory,for modeof occupationalstatusrating
seeKleiningandMoore,1968.

Neitherx'-test(elementaryversushigherlevelsof education;lowerclassversusmiddleclass)nor t-tests(age)established
anystatisticallysignificantdifferences.

Numberof childrenin family 1 2 3 4+ Total

sonnotreadmitted 4 6 4 3 17

T@&zIII
Affectscoresfor mothersandfathersof thetwogroupsofpatients

Mothersof Mothersof not One- Fathersof Fathersof not One
readmitted readmitted tailed readmitted readmitted tailed
(n=13) (n=17) t-test (n=13) (n=17) I-test

S S 5 5

Meanscalculatedoverthetotal discussiontimefor thevariousGottschalkandGleserassessments(seetext for details).
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.Mothers

of
re-admitted
(n= 13)Mothers

ofnot
re-admitted
(n= 17)One

tailed
t-testFathers

of
re-admitted

(n = 13)Fathers

of not
re-admitted

(n = 17)One
tailed

t-testSÂ£

SÂ£ sxsAnxietytotal0.46

0.190.31 0.13.050.37 0.200.270.20.10HDOO0.27

0.120.34 0.17â€”0.38 0.170.230.13.01HDOC0.40

0.200.47 0.20â€”0.41 0.220.400.22â€”HDI0.16

0.110.09 0.07.050.07 0.050.070.07â€”AH0.14

0.110.10 0.09â€”0.09 0.080.07 0.08â€”
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The groupsof schizophrenicpatientsthemselves
onlydifferedin theamount of hostilityexpressed.
Patientswho laterhad tobere-admittedsurprisingly
verbalized less inwardly directed and less ambivalent
hostility,thatis,theirbehaviourat the time of
discharge from hospital was less depressed and less
paranoid than that of their counterparts with a
better prognosis!

Emotional lability of lndividuoi family members

In additionto theamount of verballyexpressed
emotionwe expectedtheemotionalconsistencyofthe
parents to play a part in the subsequent career of the
schizophrenic son. As a measure of emotional
lability we used the standard deviation of the means
of theaffectscoresallocatedto thefive5-minute
segments of family discussion. Results are shown in
TableIV.As wasexpected,themothersofre-admitted
patients had shown more variation in the level of total
anxiety during the assessment discussion, and more
inwardly directed hostility. The fathers of these
patientsweremuch more unstableasregardsopenly
directed hostility than were the fathers of the patients
who avoidedreadmission.Unliketheirparentsthe
schizophrenic patients themselves showed no differ
ences in degree of emotional consistency.

Stepwisediscriminantanalysisbetweenparentsof
re-admitted and non-readmitted patients
So farwe have examinedthe emotionalchar

acteristics of the family members considered sepa
rately.We were,however,alsointerestedin the
relativecontributionofeachparenttothedifferences
betweenthetwo groupsand we thereforecarriedout
a stepwisediscriminantanalysis.Forthiswe usedas
independent variables the values which both parents

scoredon thesixanxietyandthefourhostilityscales.
TableV containstheemotionalqualitiesand their
discriminationrevealedbytheanalysis.
We establishedthattheemotionalcontentof the

motherwas primarilyresponsibleforthedifferentia
tion between parentsof re-admittedand non
readmitted schizophrenic patients. In accordance with
the results of mean-value comparisons the inwardly
directed hostility, and feelings of guilt and of shame
were the most important. As far as the father was
concerned, the outwardly directed hostility, this time
however in covert form, was paramount which also
accords with the mean-value comparisons.

The discriminant analysis permitted a clear separa
tion between re-admitted and non-readmitted patients.
All parental couples in the two groups investigated
were correctly allocated when re-classified according
to these factors.

Processanalysis

Our analysisof familyinteractionhas beenuntil
now limitedtosummary oraggregatemeasurements,
thatisto measurementstotalledand averagedout
forthewholetimeofthediscussion.Any conclusions
as to the actual dynamics of the emotional relationship
between family members during the discussion could
only be drawn with considerable reservations. We
shall,therefore,attempttostudymore explicitlythe
dynamics of the emotional interplays during the
course of family discussions. For this purpose we
calculatedthemean valuesforaffectscoresforeach
5-minutesegmentofthediscussionlasting30minutes
ineachgroup.
Figs2-6givethesemean valuesforthefourhostility

scalesandforthetotalanxietyscaleagainsttime.

TAaLs IV

Comparisonof standard deviationsas a measureof emotional lability

Gottschalk and Gleser affect scales, as before (see text).
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VariableParentFWilk's LambdaChange
of

Rao'sVSignificance
of

changeof Rao'sVIHDIMother9.19.7539.19.0022Guilt

anxietyMother6.21.6968.04.0013Shame
anxietyMother5.67.5718.78.0034HDOCFather2.24.5244.39.0365GuiltanxietyFather5.24.43011.67.0016Diffuse

anxietyMother2.56.3877.26.0077HDOOMother5.17.31317.01.0008ANMother5.40.24922.96.0009Separation

anxietyMother1.72.2309.21.00210Mutilation
anxietyFather1.57.2149.45.00211HDOCMother1.87.19512.91.000
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TABI.E V

Stepwisediscriminantanalysisbetweenparentsof re-admittedandnotre-admittedschizophrenicpatients.Scoresof Gottscha//c
GleserScalesof bothparentsare independentvariables(variableswithF values<1 areeliminatedfromanalysis).Detailsabout

thecalculationof the valuesmentionedbelowcanbefoundin Klecka(1975)

Eigenvalue4.138;Canoniccorrelation.90;Wilk's Lamba.194;P = .000.

Using the scalevaluesfor each5-minutesegment,
we alsocarried out a multivariatetrend analysisfor
repeatedmeasurementswith orthogonalpolynomial
transformationsasgivenin the MANOVA procedure
of the CDC-version of SPSS(Nie et al, 1975).This
permitsthe calculationof the quadraticin addition
to thatof thelinearcomponent,andof thecomponents
of third and fourth degree.Becauseof difficultiesin
interpretationwewaivedthefourthdegreepolynomial.
The valuesfor each trend definedseparatelyfor the
two family groups were checked for statistically
significant differences,using umvariate analysisof
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0i(

17(
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130
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135

53

110

AMTh@
FATHERS

â€”¿�WINS

0-5 5-101145 15-3010-10 0-5 5-1010-1515-1020-10 MINUTES

Fio 2.â€”Profilesofmeanvaluesforeach5-minutesegment:
Total anxiety.
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0-5 5-10 1U@1515-30 30-25 0-5 5-10 10-1@15-30 30-25 MUUItS

Fio 3.â€”Profilesof meanvaluesfor each5-minutesegment:
Hostility directedoutwardovert (HDOO).

variance (the levels of significance are mentioned in
thefollowingparagraph).

The most important result was as follows. Between
the profiles of the mothers of re-admitted sons and
those of their sons in the five emotional dimensions
investigated(exemptingthat for ambivalenthostility)
there were no significant differences, but we did
observe distinct differences in the emotional inter
action between the mothers of the other group and
their (not re-admitted) sons. The proffles of inwardly
directed hostility differed with regard to the linear
trend (P <.05), thoseof total anxietyand outwardly

FATHERS
â€”¿�3005
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of meanvaluesfor each5-minutesegment:

Hostility directedoutwardcovert(HDOC).FIG
6.â€”Profiles of mean values for each 5-minute segment:

Ambivalenthostility(AH).
.300Sf13FAMILIES

REHOSPITALIZED FAMILIESWI!,1@@PITALIZEDThe relationshipbetweenthe emotionalinteraction
betweenfather and son and the re-admission riskwasÂ°@less

clear.Therewas,however,similarto thesituation03between
mother and son, an inverse relationship

between inwardly directed and ambivalenthostility170of
the father and thesequalities in the notre-admitted03son

(P for linear trend <.05). On the otherhand, the
trendsof total anxiety and outwardly directedhostility03of

the open type differed significantly betweenfathers110
.

............and

re-admitted sons in their componentof third
degree(P<.01).Â°@

53â€”â€”â€”

MOTHERS

FATHERSThe

separatecomparison of the various emotional
qualities in the two groups also produced some
interesting results. While the total anxiety infathers110of

re-admitted sons increased during the course of
conversation, it tended to decreasein the fathers of
non-readmitted patients (P for linear trend <.05).
The outwardly directed hostility of a covert type in
both parents of re-admitted patients increasedduring
the conversation, that of the parents of the other
group tended to decrease(P for linear component
<.10, for the mothers additional P for the component
of third degree <.01.)

0-5 5-1010-1515-2020-70 0-5 5-1010-1515-2020-70 MINUTES

Fio 5.â€”Profiles of mean values for each 5-minute segment:
Hostility directed inward (HDI).

directed hostility of the open type differed in its
square component (P <.10 and P <.05), that of
outwardly directed hostility of the covert type
differed with regard to the third degree component
(P <.01). As inspection of the profiles presented in
Figs 3 to 6 shows, the scoresof the mothers on the
emotional scales always dropped to their lowest
value whenever the scoresfor the sons reached their
highest value. In other words, while the mothers of
re-admitted sonsand their sonsshoweda symmetrical
relationship with regard to the emotional dimensions
we investigated, the mothers of the not re-admitted
sons and their sons showed a mainly complementary
type of relationship.

Discussion
The results of the quantitative content analysis

which we made of the family discussionspoint to a
relationship betweenthe emotional atmospherein the
family of the schizophrenicpatient and his subsequent
career. We can also show differencesbetweenthe two
parents in their emotional behaviour which seem to
have a bearing on the son's psychiatric outcome by
twoyears.

(1) With thefatherswefoundthatopenlyexpressed
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criticism and anger and a disparaging and rejecting
attitude, with a tendency to project negative feelings
on to others, seemedto have a bad influence on the
son.

(2) With the mothers, on the other hand, aggres
sive impulses in the form of self-criticism and self
rejection similar to those seenin depression,and also
feelings of guilt, feelingsof inferiority associatedwith
fear of disgrace,fear of the low opinion of others and
of stigmatization by society, seemedto be bad for the
son. Thinking in terms of the psychodynamic model,
we can expect the guilty feelingsabove all of the
mother to lead to an accentuation of the caring
attitude which the illness of the son automatically
brings out in her and she, therefore, becomesover
protective and emotionally over-involved.

Theseconclusions show interesting parallels to the
results obtained by the research group in London
under completely different circumstances.

If we consider the actual situation in the family, we
should not be surprised to discover from the dis
criminant analysis that the emotional state of the
mother has a greater influence than that of the father
on the prognosis of the son. In the everyday life of a
family mother and son usuallyhave a much closer
contactwith oneanotherthan do fatherandson.The
mother is much more frequently confronted with the
difficult behaviour of her son, who for his part is
much more subject to her emotional state.The father
in a normal family usually has a somewhat less
central position and the changesin the family struc
ture brought about by the son's illnesstend to empha
size this state of affairs (Angermeyer and DÃ¶hner,
1980).

The mother's influence is further elucidated by
analysis of the course of the family discussion.In the
readmitted group the emotional relationship between
mother and son showed a symmetrical configuration,
that is when the son expressed anxiety, then the
mother expressedanxiety too. In the not readmitted
the mother tended to behave in a complementary
manner towards her son: when he was particularly
anxious and aggressive in his utterances, she held
herself back as if to compensate for him. Our data
do not allow us to say whether this is a behaviour
pattern which was present even before the psychosis
became manifest or whether the mother who was
complementary had learned thus during the process
of adjustment to her schizophrenic son (Kuipers
eta!, 1981).

The results which we present here are, of course,
only provisional until they can be reproduced in
another study of families with schizophrenics. I wish
nevertheless to discuss possible implications for
psychiatric practice.

As I have beenable through the examinations and
analyses of patient's records to show (Angermeyer,
1982), the adoption of psychodynamic and family
oriented ideas about the role of the family in the
pathogenesisof schizophrenia has led to a very one
sided view of the situation. In everyday practice
theories usually over-simplified and presentedas facts
are all too often deployed against the relatives. The
parents already feel guilt about having a son with
schizophrenia,asthey would with a son suffering from
any other chronic illness, but the doctor's attitude
can make them feel even more guilty. This is parti
cularly so for the mother since her role involves
carrying particular responsibility for the upbringing
of the children. Let us now recall our finding that
guilty feelings in the mother are apparently often
closely associatedwith a poor prognosis for the son:
psychiatrists who seeonly the pathogenic side of the
family are in danger of fatally sabotaging their own
efforts at therapy and rehabilitation.

Special groups for relatives give an extremely
valuable opportunity to become more aware of the
stressesand strains which relatives have to bear. We
have in thesegroups the chance to learn more about
their worries and needsaswell asabout their successful
and unsuccessfulattempts to cope with the situation.
Such groups can be used to modify those emotional
attitudes in the parents which have been shown to
increasethe risk of re-admission.Thus the group may
relieve the individual's guilt and shame at stigma,
reduceanger over disappointments and lessenaggres
sion and depressionby mutual sympathy and increas
ing understanding.

Finally we must mention the limitations of the
methods usedin this project. The useof re-admission
as an indication of the course of an illness is not
without difficulties. The emotional attitudes of parents
towards their sick children must influence whether the
child comes to re-admission or not, indeed their
aggressivefeelingstowards him bearon their readiness
to sanction his re-admission to hospital. On the other
hand, re-admission to a psychiatric hospital is a
special event with important consequencesfor the
patient, and wefelt justified in using it.

The families which we examined represented a
group which was highly selected by type and by
sex and position of the patient. Families with a sick
daughter, for example, might present a completely
different picture. Our results should not, therefore, be
taken asvalid for all schizopresentfamilies.

Also the family interaction was observed under
unnatural laboratory conditions, which do not allow
us to draw direct conclusions about the pattern of
interaction in the family at home (Bronfenbrenner,
1977;Moustakaset a!, 1956;O'Rourke, 1963).
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A furtherproblemconcernsthevalidityof the
Gottschalk-Gleser scales. A number of studies have
furnished evidence of the validity of the original
American version (Gottschalk and Gleser, 1969;
Gottschalk et a!, 1976) as also recently a German
version (SchÃ¶fer et a!, 1979). In a final analysis,
however, the proviso in Koch's carefully formulated
statement (1980) concerning the validity of these
scales holds good. He pointed out that the content
which can be recorded by means of the Gottschalk
Gleser scales is limited to that which corresponds to
certain psychological theories about anxiety and
aggression(Koch,1980).
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