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Women with a history of functional psychosis or
severe depression (puerperal or non-puerperal) are
at a high risk of relapse after childbirth. Estimates
of risk range from 20â€”30%(Brockington et a!, 1982)
to 50% (Schopf et a!, 1984; Davidson & Robertson,
1985; Dean et a!, 1989). Many investigators have
commented on a higher incidence of postpartum
psychoses in women without partners, i.e., those
unmarried (Jones, 1902; Tetlow, 1955; Kendell eta!,
1981), separated, widowed or divorced (Kendell eta!,
1987), or whose husbands were absent (at war)
duringthepregnancyanddelivery(Jacobs,1943).
Kendell et a! (1987) noted that single women were
also more likely to make out-patient contacts with
psychiatric services, suggesting that the higher
admissionratespostpartumwere not simplya
consequence of preferential admissions for single
women. It seems therefore that having a partner
present can reduce the likelihood of postnatal relapse
in otherwise vulnerable women, and the aim of this
study was to determine whether certain characteristics
of spouses predicted psychiatric outcome after
childbirthinwomen atriskofrelapse.

Many studies have reported that high expressed
emotion (EE) in key relatives is predictive of
psychiatric relapse, in particular in schizophrenia
(Vaughn & Leff, 1976; Vaughn eta!, 1984) but also
in bipolar affective disorder (Miklowitz et a!, 1988)
and neuroticdepression(Vaughn& Leff,1976;
Hooley eta!, 1986). In the latter two studies spouses
were assessed while their partners were in hospital
for depression, and in both studies a further relapse
in the nine-month follow-up was associated with
high levels of criticism by the spouse during the
index episode.

We investigated the partner's EE and also his
psychiatric history, emotional stability, and social
adjustment. These factors were assessed during the

last month of pregnancy, i.e. shortly before the time
of greatestlikelihood of relapse,but when the women
were all well.

Method

Thesubjectswere25 multiparous,marriedor cohabiting
womenandtheirpartners.A womanwasdefmedashaving
a partner if she had been living with the man for at least
6 months at 36 weeks into her pregnancy, and if the partner
said he was the father of the new baby. The women were
drawn from a larger sample of 47 pregnant women with
a historyof affectivepsychosisornon-psychoticdepressive
disorder. Nine women did not have partners, and four of
the remaining38 werefirst-timemothers.They are not
included in this report because there were different
proportionsof first-timemothersin theindexandcontrol
groupsandwithinthesubgroupsof womenwhorelapsed
andthosewhodidnot. Ourinitialanalysessuggestedthat
first-time mothers would be better studied separately from
multiparaebecausetheirpartnerstendedtomakefewer
criticalcommentsaboutthemandof course,unlikeallbut
oneof themultiparae,noneof theirpreviousillnesseswere
associatedwithchildbirth.

Threemultiparaedeliveredbeforethe interviewerhad
completedherEEtraining,threebabieswerebornbefore
the partnerscould be interviewed,and three partners
refused to be interviewed. There were 47 control mothers,
and 13partnersof the23 multiparaein thisgroupagreed
to beinterviewed;thisrate(57'lo)is too lowforourcontrol
sampleto beregardedas representativebutis comparable
to rates found in other studies involving couples (for
example, in Birtchnell's study (1988) of depression in
womenin the community,in two samplesof couples,64%
and62%of husbandsagreedto aninterview).Itseemsthat
the controlgroupmay be biasedto more compliantor
interested fathers.

Psychiatricassessmentsof patientswerecarriedout by
the secondauthor,a psychiatrist,who was not involved
in spouseinterviews.ResearchDiagnosticCriteria(RDC)
diagnoses (Spitzer et a!, 1978) were made of the woman's
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Expressedemotion(EE)inthepartnersof25 pregnantwomen witha historyofpsychosis
orseveredepressionandin13 pregnantcontrolsubjectswithoutanypreviouspsychiatric
disorderwas assessedin the ninthmonthof pregnancy.At this time, no patientpre
sented as a case accordingto RDC. Elevensubjectswith a historyof psychiatricdisorder
experienceda furtherepisodeof illnessinthe sixmonthsfollowingdelivery.Partnersof women
who becameill hadmadefewer criticaland positivecommentsabouttheir wives duringthe
pregnancythanthepartnersofwomen who remainedwell.Poorself-ratedsocialadjustment
in the partnerswas also predictiveof recurrenceof illnessafter delivery.
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previous psychiatric history, psychiatric condition during
the12monthsprecedingexpecteddeliverydate,at36weeks
antenataland from then until six monthsafterdelivery.
Diagnoses were based on case-notes; SADS (Schedule for
Affective Disorder and Schizophrenia; Endicott & Spitzer,
1978) interviews at 36 weeks antenatal and 6 months
postpartum; and PSE (Present State Examination; Wing
eta!,1974)interviewsat36weeksantenataland4days,
6 weeks,and 6 monthspostpartum.

EE was assessedusing the abbreviatedversionof the
CamberwellFamilyInterviewSchedule(Vaughn& Leff,
1976), which was modified to cover issues involving the
woman'spregnancy,as wellas any previousand current
psychiatricillnessorsymptoms.Theinitialsectionofthe
interview,thatconcerningepisodesof psychiatricillness,
was omitted for control partners. Interviews and ratings
were carried out by the first author, who had completed
theMRCSocialPsychiatryUnit(C. Vaughn)EEtraining
course and had achieved inter-raterreliabilitycoefficients
of greaterthan0.80 on eachdimensionof EE. Onthetwo
dimensionswhichwereimportant in this study,criticaland
positive comments, the inter-rater reliability coefficients
were greater than 0.90.

EE interviewswerecarriedout in thecouple'shomeat
36 weeksantenatally.Also assessedat this timewerethe
man's psychiatric history and current psychiatric state (RDC
diagnoses based on a SADS-Lifetime interview). Social

adjustment was measured through the Social Problems
Questionnaire (SPQ; Corney & Clare, 1985), which is
a 33-item self-report schedule derived from the Social
MaladjustmentSchedule(Clare&Cairns, 1978),and which
assesses the subject's satisfaction with five social domains:
housing,work,fmancialsituation,maritalrelationship,and
other interpersonal relationships. The spouse also completed
the Eysenck Personality Questionnaire (EPQ; Eysenck &
Eysenck, 1975).

Results

Sixteen of the high-risk group had a history of bipolar or
schizoaffectivedisorder, and ninewomenhad a historyof
major depression. No patient presentedas an RDC case at
36 weeks antenatal. Two women were RDC cases during
the 12 months preceding their delivery. One was manic
(bipolardisorder)duringthepregnancybuthadrecovered
by 7 monthsantenatal,andtheotherwomanhada panic
disorderattheverybeginningof herpregnancy.Allpatients
were free of psychotropic medication at the 36-week
interviewand remained so until after the delivery.

A womanwascategorisedas relapsedif shewasan RDC
â€˜¿�case'duringthesix-monthpostpartumfollow-up.Eleven
women (44%) relapsed,nine withinthe first six weeks
postpartum,the remainingtwo by 13 and 16 weeks,
respectively. Of these 11 postnatal illnesses, four were non
psychotic (major depressive disorder, panic disorder,
anxietydisorder),and sevenpsychotic(mania,hypomania,
or schizomania). Six (24Â°lo)wereadmitted to hospital. The
rateof relapsefor women with a previoushistoryof bipolar
or schizoaffective disorder was 9/16 (56Â°lo),two non
psychotic and seven psychotic; for those with a previous

historyof majordepressivedisorder,itwas2/9(22%),both
relapses non-psychotic. All of the women admitted to a
psychiatrichospitalafter thisdeliveryhad a previoushistory
of bipolaror schizoaffectivedisorder(38%of thisgroup).

There were no statistically significant differences between
womenwho becameill and those who did not in age at
delivery;parity; age at first illness;total time admitted to
a psychiatric hospital; time since last admitted; time since
last on neuroleptic or antidepressant medication; and
numberof puerperalpsychiatricadmissions,non-puerperal
admissions, and puerperaland non-puerperal admissions
combined.Therewereno differencesbetweenindexand
control subjects in age and parity.

Partners' EE

Therewere no differencesbetweenpartnersof women
who becameill and those of womenwho remainedwell
and control partnersin their occupation, durationof
marriage/cohabitation,psychiatrichistory(RDCdiagnosis),
and EPQ neuroticismscoresat 36 weeksantenatal(see
Table 1).

Thenumberof positivecommentswasthebestpredictor
of outcome.Partnersof high-riskwomenwho remained
well weremost positive and those of high-riskwomen who
became ill were least positive, while the mean for control
partners lay between the two index groups. The pattern for
criticalcommentswassimilarbutnotstatisticallysignificant.
The rate of relapse when partners were categorised
according to different levels of critical and positive
comments is summarisedin Table 2. It can be seen that
at all cut-off points a high number of positive or critical

Table1
Characteristicsof partners(mean(s.e.m.))

A posterioncomparisons,Tukey'sHSD,P< 0.05.
1. EPQ and SPQs were not obtained from two partners, one index
well (reducedn=13) andonecontrol(reducedn =12).
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Table2
EEcategoryandpostnataloutcome

Table3
Proportionrelapsedas a functionof criticaland

positivecomments

(2x4) x2=8.48, d.f. =3, P<0.05.

relapsewas less than if the partnerwas criticaland not also
positive. The group most at risk comprised the women
whosehusbandsmadeneithercriticalnorpositiveremarks:
78% of these women relapsed as compared to 25% of the
remainingsubjects(x@=6.5l,P=0.0l).

Partners' psychiatrichistories and perception of
social problems

We then examinedmeasuresof the men's emotional
adjustment.Thefact that a partnerhad a psychiatrichistory
wasnot predictiveof relapse:partners in eachof the three
groupswereequallylikelyto havepresentedasanRDCcase
(probableor definite)at sometime in their lives.The rate
of â€˜¿�caseness'for all partnerswas 14/38 (37%).Sixhada
historyof majordepressivedisorder(16%).This rate is
comparableto the resultsof two communitystudiesin
which a lifetime RDC diagnosis of major depressive
disorder was made in 18â€”20%of men and women
(Weissman&Myers,1978)and 8-12% of men(Reicheta!,
1980).Only two partners(one index, one control)had
psychiatric illnesses severe enough to warrant contact with
a psychiatristor hospitaladmission.No spousepresentedas
an RDC case at 36 weeks antenatal.One man had a
generalised anxiety disorder during the second trimester but
was no longera case by sevenmonths.

Followingrecommendationsof theauthorsof theSPQ
(Corney& Clare, 1985),we scored the marital section of
thescheduleseparatelyanddifferentlyfromtheremaining
ones.TheSPQmaritalscoreconsistsof thenumberof items
where a mild, marked or severe problem is indicated. For
the social score, only marked or severe problems are
counted. One index (well) and one control partnerdid not
completetheSPQ.Therewerenodifferencesbetweenmarital
scoresor the proportionsof partnersin each subgroupwho
expressed dissatisfaction with the marital relationship. With
alltheotheraspectsof theirsocialsituationtakentogether,
partners of women who subsequently relapsed reported
significantlymoresocial problemsthan did those of women
who remainedwell or normalcontrols.

Partners (n= 13)whoperceivedthemselvesas havingone
ormoresocialproblemswerenearlythreetimesmorelikely
to havehada previousRDCdisorderthanthosewithout
any problems(n= 23). This differencewas statistically
significant: 8/13 (62%) as compared with 5/23 (22%)
(x@=5.70,P<0.02). Theyalsohad significantlyhigherr@ir
oticism scores (1=12.62 v. 1=8.48, t=2.33, d.f.=34,
P<0.05,two-tailed).Whetherornotamanindicatedsocial
dissatisfactionwas independentof his objectivesocial

commentsis associatedwithnot relapsing.Thisassociation
betweenstayingwellandnumberof commentsis statistically
significant at a cut-off of 2 or more for positive comments
&=6.17, P=0.0l) andapproachingsignificance(x2=3.48,
P= 0.06) for five or more criticalcomments.

Levelsof criticismin this studyweregenerallylowerthan
those in studies which have assessed EE during an illness
episode,but arecomparableto a meanof 2.82 obtained
in the one UK study (McCreadie& Robinson, 1987)of
spouses assessed while the (schizophrenic) patient was not
ill. Itis surprisingthat,overall,indexspouseswerenotmore
critical about their wives than controls since the former are
marriedto womenwho are sometimesverydisturbedand,
moreover,controlinterviewswereshorterthanindexones
because they did not contain the section which refers to
episodes of psychiatric illness.

The three global ratings,emotionaloverinvolvement
(EOI), hostility, and warmth, failed to discriminate between
the subgroups.Only four index partnersscoredon the
hostility scale, and three of them were also highly critical
anyway. All partners scored lower than 3 on EOI and only
fivelowerthan2 onwarmth.Ingeneral,thepartnerswere
warm and not overinvolved.

Was relapse less likely if critical remarks were also
accompanied by positive ones? To avoid a post-hoc
decision, we used the median of all 38 scores to place
subjects into high and low categories on both positive and
criticalcomments.Scoresabovethe medianon critical(3+)
andpositive(2+) remarksweredefinedas highon each
dimension.The proportionrelapsedin eachsubgroupis
showninTable3.Noneofthewomenwhosepartnersmade
2+ positiveremarksandfewerthan3 criticalonesrelapsed.
Relapseratesfor womenwhosepartnersscoredhigh on
criticismwereintermediate,andif thepartnerscoredhigh
on bothcriticalandpositivescalesthenthe likelihoodof
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situation.For example, the correlationbetweenhaving
or not having problems and social class (manual or
non-manual)did not approach statistical significance
(x2< 1). This suggests that the social dimensionof the
SPQ is a good indicatorof the man's social adjust
mentratherthananythingto do withhis socialsituation
per Se.

Multivarlate tests

Finally,we carriedout a seriesof multivariateanalyses
(stepwisediscriminantfunction analyses) to see if we
coulddeterminewhichvariablesobtainedfromthepartners
best predictedrelapse. Measuresof the woman's past
psychiatricillnesswereincludedin the analysesbecause
previous illness may have been a partial determinant of
the partner's EE responses. Because of the small sample
size (n = 24; one index partner did not complete an
SPQ) and the large numberof variableswe wishedto
assess, a technique recommended by Hand (1981) was
used; this involved identifyingsignificantcontributors
to the variancein separategroups of analyses, taking
four relatedvariablesat a time from this samplesize,
droppingthosevariableswhichappearedtobeunimportant,
and combiningthe significantvariablesfrom separate
subgroups. We examined eight subject illness variables
(ageof firstepisode;psychiatrichistory;bipolaror major
depression;total lengthof previouspsychiatricadmissions;
the elapsedtime since last admission;the elapsedtime
sincelaston neurolepticorantidepressantmedication;the
numberof previousepisodesof illness,eitherpuerperalor
non-puerperal,or thetotalnumberof puerperalandnon
puerperal combined)and the nine partner variableslisted
in Table 1.

Noneof thevariablesmeasuringthewoman'spsychiatric
history interacted with the partnervariables in predicting
relapse. In contrast, a discriminantfunctionconsisting
of two partnervariablespredictedpsychiatricoutcome
with an accuracy of 83%: the combined number of
positiveand criticalcomments,and whetheror not the
partnerperceivedhehada severeormarkedsocialproblem.
Table 4 shows discriminant function coefficients and the
accuracy of the function in predicting relapse category.
Women with partners who expressed comments, positive
or critical, about them and who were satisfied with their
social situation were likely to stay well; those with

Table4
Predictionofpostnatalrelapsebypartner'santenatalEE

andsocialadjustmentscores

inexpressiveand sociallydissatisfiedpartnerswerelikely
to relapse.

Discussion

The findings of this study are at variance with the
generally accepted view that high levels of criticism
in the relatives of patients suffering from a variety
of psychiatric disorders are associated with a higher
risk of relapse.

The level of critical comments reported here is
lower than that reported in many other studies,
including two studies of neurotic depression in which
critical comments of spouses were associated with
subsequent relapse (Vaughn & Leff, 1976; Hooley
et a!, 1986). This may be because, in both of these
studies, as in most others, EE had been assessedwhile
the patient was in hospital for an acute episode. The
stabilityof EE assessedinthisway isuncertain.
Leff et a! (1982) reported that criticism in high-EE
relatives, in high-contact families, remained high
9 months after relapse, while Brown et a! (1972)
found that in about 33% of relatives it declined.
More recently Leff et a! (1990) showed that it
declined dramatically, although this latter study
involved Indian families, and these may be different
from UK or US ones. Another explanation for the
comparatively low levels of criticism in our study
may be that we interviewed a partner rather than a
parent. Vaughn & Leff (1976) found no difference
in the number of critical remarks made by partners
as compared to parents. However, in the Nithsdale
study (McCreadie & Robinson, 1987), spouses made
significantly fewer critical comments than parents
(2.82 compared with 5.67). It is also possible that
partners of women who are heavily pregnant (36
weeks into the pregnancy) feel less critical of their
spouses or less able to express critical feelings about
them at such a time.

In at least three studies high EE was unrelated to
relapse when other contributing factors such as
treatment and duration of illness were taken into
account (MacMillan et a!, 1986; McCreadie &
Phillips, 1988; Parker eta!, 1988). In some instances
high EE was even negatively associated with relapse.
In the study by Parker et a! (1988), there was a
â€œ¿�consistentnonsignificant trend for those exposed
to fewer critical comments to have higher relapse
ratesâ€•and in a study of agoraphobics, Peter & Hand
(1988) have reported a positive correlation between
spouses' criticismand patients'behaviouralresistance
to phobic symptoms. In addition, patients with high
EE spouses showed fewer agoraphobic symptoms at
follow-up than those with low-EE partners. The
authors of this study suggest that perhaps high-EE

Standardisedcanonical discriminant function coefficients:
@2=1O77 d.f.â€”2.P<O.005.

EE, number of comments (critical and positive) â€”¿�0.918
Socialadjustment(with or withoutsocialproblems) + 0.577.
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couples have more open communication and that in
low-EE couples symptoms may be covering marriages
at risk - the non-critical partners being content with
the status quo and their wives therefore having less
incentive to modify their agoraphobic behaviour.

The concept of expressed emotion was derived
from studies by Brown et a! (1962, 1972), who were
interested in the expression of any emotion, positive
or negative. But because the expression of positive
emotion appeared to be unrelated to outcome, this
dimension of EE has been omitted from more recent
studies. In our sample, positive comment scores
alone distinguished relapsers from non-relapsers.
Parker et a! (1989) examined the construct validity
of the EE scales by comparing the EE scores of
parents of male schizophrenics with ratings from
interview assessments and their Parental Bonding
Instrument (PBI). They failed to fmd any link
between critical comment scores and the parental
attributes assessed. Positive comments, however,
correlated significantly with PBI ratings of paternal
care (r= 0.46) but had no association (r= 0) with
maternal care. This fmding suggests that a different
underlying trait may be assessed by the positive
comments variable in fathers, and perhaps husbands
too, as compared to mothers. It also points to a
possible explanation of the failure to demonstrate
any connection between positive comments and not
relapsing in earlier studies. Mothers have been the
relativemost often interviewed,and perhapspositive
comments in male relatives, and not female ones, are
predictive of outcome.

The data also suggested that any effect of criticism
was ameliorated by accompanying positive remarks
and furthermore that criticism on its own was
associated with better outcome than no comment at
all. Any comment, critical or positive, was associated
with a lowered relapse rate. It seems reasonable to
assume that interactions in the marital couples we
have studied are rather different from those in
couples when one partner is acutely ill; and different,
too, from the parental relationship, perhaps less
intenseand intrusive.The extentto which the
partner's style of expression, as measured by the EE
interview in this study, was a reflection of his ongoing
communication within the marital relationship is of
course uncertain and requires future research.
However, it is possible that his EE score is an
indicator of the extent to which the partner is
emotionally engaged with his wife and can express
that interest within their marital relationship.

The association between partners' psychiatric
adjustment and relapse was indirect, slight, and
unrelated to EE. In general, the men were relatively
normal from a psychiatric point of view. However,

men whose wives relapsedafter deliverywere less well
adjusted to their social situation before the delivery
than were the partners of index women who remained
well or partnersof control women. That this variable
correlated with other measures of the men's psychologi
cal adjustment, and not with measures of the women's
psychiatric history, suggests that their dissatisfaction
was not a consequenceof the severityof the woman's
illness but something inherent in the men themselves.

Finally, the question of causality remains open.
The effect we have found may be related to some
underlying mechanism, for example, assortative
mating, which may occur in depressive disorders,
with depressed patients frequently married to a
depressed spouse (Merikangas, 1984). It is possible
that the more vulnerable women in this study,
perhaps as a consequence of a personal history which
mayhavecontributedtotheirvulnerabilityinthefirst
place,choselesscommunicativeand/orlesswell
adjusted partners, or vice versa. Alternatively, the
reluctance of some partners to speak critically or well
of their wives may have been a reflection of anxieties
about their wives' vulnerability.
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