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1. INTRODUCTION
1.1. Schizophrenia

Schizophrenia is one of the most severe mental illnesses, (Walker, Ketler, Bollini, 1995) and a clinical syndrome, with a greatly disruptive psychopathology, involving thoughts, emotions and behavior. Due to the heterogeneity of symptomatic and prognostic presentations of schizophrenia, no single etiological factor is considered causative (Baştuğ, 2008). There is a  lack of emotional expressiveness or at times, inappropriate expressions; and disturbances in movement and behavior (Kirng, Davison ,2007). Moreover, the symptoms displayed by persons with schizophrenia may vary considerably over time, and people with schizophrenia show significant differences in the pattern of their symptoms even they are labeled with the same diagnostic category. Nonetheless, a number of characteristics reliably distinguish schizophrenia from other disorders (Feldman, 2004). 

The symptoms of schizophrenia have a profound effect not just on patient’s lives, but also on the lives of families and friends. Delusions and hallucinations may cause considerable distress, both to patients and others, compounded by the fact that hopes and dreams have been shattered (Karaca,İnandılar,2002). Other symptoms make stable employment difficult, often leading to impoverishment and homelessness. Strange behavior and social skills deficits lead to loss of friends, a solitary existence, and sometimes ridicule and persecution. High substance -abuse rates, perhaps reflecting an attempt to achieve some relief from negative emotions.  Little wonder, then, that the suicide rate among patients with schizophrenia is high (Kirng, Davison, 2007).
1.1.1. Diagnostic Criteria and Subtypes of Schizophrenia 

The range of symptoms in the diagnosis of schizophrenia is extensive, although patients typically have only some of these problems at any given time. No single essential symptom must be present for a diagnosis of schizophrenia. Thus, patients with schizophrenia can differ from one another quite a bit. The heterogeneity of schizophrenia suggests that it may be appropriate to subdivide patients into types that manifest particular constellations of problems, and we examine several recognized types later in this chapter. But first we present the main categories of symptoms of schizophrenia (Öztürk, 2004). About 30 years ago, symptoms were divided into two categories called positive and negative. Subsequently, the original category of positive symptoms was divided into two categories. Positive (hallucinations and delusions) and disorganized (disorganized speech and behavior). The distinction between positive, negative, and disorganized symptoms has been very useful in research on etiology and treatment of schizophrenia. (Feldman, 2004)

Positive Symptoms; comprise excesses and distortions, such as hallucinations and delusions. For the most part, acute episodes of schizophrenia are characterized by positive symptoms. (Feldman, 2004; Öztürk,2004)
Delusions; no doubt all of us at one time or another have been concerned because we believed that others thought ill of us. Some of the time this belief may be justified. Consider, though, the anguish that you would feel if you were firmly convinced that many people did not like you indeed, that they disliked you so much that they were plotting against you. Imagine that your persecutors have sophisticated listening devices that let them tune in on your most private conversations and gather evidence in a plot to discredit you. Those around you, including your loved ones, are unable to reassure you that people are not spying. Delusions, which are beliefs held contrary to reality and firmly held in spite of disconfirming evidence, are common positive symptoms of schizophrenia. Persecutory delusions such as those just related were found in 65 percent of a large, cross-national sample of people diagnosed with schizophrenia. (Feldman, 2004)

Hallucinations and Other Disturbances of Perception; patients with schizophrenia frequently report that the world seems somehow different or even unreal to them. A patient may mention changes in how his or her body feels, or the patient may become so depersonalized that his or her body feels as though it is a machine.  The most dramatic distortions of perception are hallucinations, sensory experience in the absence of any relevant stimulation from the environment. They are more often auditory than visual (Feldman, 2004;Hooley,Parker,2006).
Negative Symptoms; the negative symptoms of schizophrenia consist of behavioral deficits, such as avolition, alogia, anhedonia, flat affect, and asociality, all of which we describe below. These symptoms tend to endure beyond an acute episode and have profound effects on the lives of patients with schizophrenia. They are also important prognostically; the presence of many negative symptoms is a strong predictor of a poor quality of life (Feldman, 2004).

Avolition; apathy, refers to a lack of energy and a seeming absence of interest in or an inability to persist in what are usually routine activities. Patients may become inattentive to grooming and personal hygiene, with uncombed hair, dirty nails, un-brushed teeth, and disheveled clothes. They have difficulty persisting at work, school, or household chores and may spend much of their time sitting around doing nothing (Feldman, 2004). 

Alogia; can take several forms. In poverty of speech, the sheer amount of speech is greatly reduced. In poverty of content of speech, the amount of speech is adequate, but it conveys little information and tends to be vague and repetitive. (Feldman, 2004).

Anhedonia; a loss of interest in or a reported lessening of the experience of pleasure is called anhedonia. When asked about hypothetical situations or activities that are pleasurable to most people on an anhedonia questionnaire, schizophrenia patients report that they derive less pleasure from these sorts of activities than people without schizophrenia. However, when patients are presented with actual pleasant activities, such as amusing films, they report experiencing as much pleasure as do people without schizophrenia (Feldman, 2006).

 Flat affect; in patients with flat affect virtually no stimulus can elicit an emotional expression. The patient may stare vacantly, the muscles of the face flaccid, the eyes lifeless. When spoken to, the patient answers in a flat and toneless voice. Flat affect was found in 66 percent of a large sample of patients with schizophrenia. The concept of the flat affect refers to only to the outward expression of emotion and not to the patient’s inner experience, which may not be impoverished at all. In one study, patients with schizophrenia and a control group of people without schizophrenia watched excerpts. After each films while their facial reactions and skin conductance were recorded. After each film clip, participants self-reported on the emotions the films had elicited. As expected, the patients were much less facially expressive than were the people without schizophrenia, but they reported about the same amount of emotion and were even more physiologically aroused (Feldman, 2006; Öztürk,2004).
Asociality, some patients with schizophrenia have severe impairments in social relationships, referred to as asociality. They have few friends, poor social skills, and little interest in being with other people. These manifestations of schizophrenia are often the first to appear, beginning in childhood before the onset of other symptoms (Feldman, 2006).

Disorganized Symptoms; include disorganized speech and disorganized behavior.

Disorganized Speech, also known as formal thought disorder, disorganized speech refers to problems in organizing ideas and in speaking so that a listener can understand (Feldman, 2006). Although the patient may make repeated references to central ideas or themes, the images and fragments of thought are not connected; it is difficult to understand what the patient is trying to tell the interviewer. Speech may also be disordered by what are called loose associations, or derailment, in which case the patient may be more successful in communicating with a listener but has difficulty sticking to one topic. Patients seem to drift off on a train of associations evoked by an idea from the past (Feldman, 2006).

Disorganized Behavior; takes many forms. Patients may go into inexplicable bouts of agitation, dress in unusual clothes, act in a childlike or silly manner, hoard food, collect garbage, or engage in sexually inappropriate behavior such as masturbating in public. They seem to lose the ability to organize their behavior and make it conform to community standards. They also have difficulty performing the tasks of everyday living (Feldman, 2006).

Other Symptoms; several other symptoms of schizophrenia do not fit neatly into the categories we have just presented. Two important symptoms of this kind are catatonia and inappropriate affect.

Catatonia; several motor abnormalities define catatonia. Patients may gesture repeatedly, using peculiar and sometimes complex sequences of finger, hand, and arm movement, which often seem to be purposeful. Some patients manifest an increase in their overall level of activity, including much excitement, wild flailing of the limbs, and great expenditure of energy similar to that seen in mania. At the other end of the spectrum is catatonic immobility: patients adopt unusual postures and maintain them for very long periods, and remain in this position virtually all day. Catatonic patients may also have waxy flexibility, another person can move the patient’s limb into positions that the patient will then maintain for long periods of time. (Feldman, 2004)

Inappropriate Affect; some people with schizophrenia show inappropriate affect; their emotional responses are out of context. Such a patient may laugh on hearing that his or her mother just died or become enraged when asked simple question about how a new garment fits. These patients are likely to shift rapidly from one emotional state to another for no discernible reason. This symptom is quite rare, and it is relatively specific to schizophrenia.

For diagnosing a patient as schizophrenia, the patient should have at least two of the following symptoms for at least one month and all other symptoms for at least six months. The six month period must include at least one of an acute episode, hallucinations, disorganized speech, grossly disorganized or catatonic behavior, and negative symptoms such as, affective flattening, alogia or avoliton. If delusions are bizarre or hallucinations are about evaluating of people’s behaviors and ideas or hallucinations are speeches of more than one people, then presence of only one of these symptoms is enough for diagnosis (Köroğlu,1997; APA,1994). In addition, presence of social and occupational dysfunction and lack of schizoaffective disorder, mood disorders with psychotic symptoms, lack of substance abuse and other possibilities should be excluded. DSM- IV text revised form defines six subcategories for schizophrenia First one is paranoid type, characterized by presence of one or more delusion and hallucination and absence of disorganized speech, disorganized or bizarre behavior and flattened affect. Second subtype is named as “disorganized” and symptoms include disorganized speech, behavior and flattened affect but these are different than the symptoms of the catatonic subtype which is the third. Postural and/or movement abnormalities, mutism, or echolalia are the characteristics of this subtype. If patients’ symptoms do not meet the criteria of above categories, then diagnosis is made as undifferentiated type schizophrenia. Finally, the last subtype is residual type (APA,1994).
The subtype called disorganized schizophrenia is DSM-IV is manifested by speech that is disorganized and difficult for a listener to follow. Patients may speak incoherently, stringing together similar-sounding words and even inventing new words, often accompanied by silliness or laughter. The patient’s behavior is also generally disorganized and not goal directed (Kring & Davison, 2008). 

The most obvious symptom of catatonic schizophrenia is the catatonic symptoms described earlier. Patients typically alternate between catatonic immobility and wild excitement, but one of these symptoms may predominate.  The key to the diagnosis of paranoid schizophrenia is presence of prominent delusions. Delusions of persecution are most common, but patients may experience grandiose delusions, in which they have an exaggerated sense of their own importance, power, and identity. Patients with paranoid schizophrenia often develop ideas of references. They incorporate unimportant events within a delusional framework and read personal significance into the trivial activities of others.  Additional subtypes is undifferentiated schizophrenia, applied to patients who meet the diagnostic criteria for schizophrenia but not for any of the three main subtypes, and residual schizophrenia, used when the patient no longer meets the full criteria for schizophrenia but still shows some sign of the illness(Senyurt, 2008; Yuksel, 2008).

1.1.2. History of Schizophrenia 

Historical accounts of behavioral syndromes that parallel schizophrenia appear in records from ancient Mesopotamia, ancient India, ancient Greece and Rome, the Middle Ages, and Europe, from the fifteenth through the seventeenth century (Walker, et al. 2004).

European psychiatrists investigated the etiology, classification, and prognoses of the various types of psychosis. Emil Kraepelin and Eugen Bleuler, initially formulated the concept of schizophrenia (Bleuler, 1950). Kreapelin first described dementia praecox, his term for what we now call schizophrenia, in 1898 (Kring&Davison, 2004; Walker, et al.2004).

Emil Kraepelin, was the first to differentiate schizophrenia, which he referred to as “dementia praecox” (dementia of the young), from manic depressive psychosis. He also lumped together “hebephrenia,” “paranoia,” and “catatonia” and classified all of them as subtypes of dementia praecox. Kraepelin based this on their similarities in age of onset and prognosis. He did not believe that any single symptom was diagnostic, but instead based the diagnosis on the total clinical picture, including a degenerative process. If a psychotic patient deteriorated over months and years, the disorder was assumed to be dementia praecox. The assumption that schizophrenia typically has a poor prognosis is still widespread, and research has confirmed that many patients manifest a chronic course that entails lifelong disability. But, as described below, the course varies dramatically among patients, and these differences may reflect distinct etiological processes (Hoening, 1983; Kring&Davison, 2004).
The term schizophrenia was introduced at the beginning of the twentieth century by Eugen Bleuler, the word is derived from two Greek words: “schizo,” which means to tear or to split, and “phren,” which means “the intellect” or “the mind,” and was sometimes used to refer to emotional functions. Thus, the word schizophrenia means the splitting or tearing of the mind and emotional stability of the patient (Hoening, 1983). Bleuler classified the symptoms of schizophrenia into fundamental and accessory symptoms. According to Bleuler, the fundamental symptoms are ambivalence, disturbance of association, disturbance of affect, and a preference for fantasy over reality. He postulated that these symptoms are present in all patients, at all stages of the illness, and are diagnostic of schizophrenia. Bleuler’s accessory symptoms of schizophrenia included delusions, hallucinations, movement disturbances, somatic symptoms, and manic and melancholic states. He believed that these symptoms often occurred in other illnesses and were not present in all schizophrenia patients. It is also noteworthy that Bleuler’s re-conceptualization of dementia praecox as “the group of schizophrenias” is reflected in the contemporary view that schizophrenia is a heterogeneous group of disorders with varied etiologies but similar clinical presentations (Bleuler, 1908,1950;Hoening,1983). The most recent substantive changes in the diagnostic conceptualization of schizophrenia were proposed by Kurt Schneider in the mid 1900s. Schneider assumed that certain key symptoms were diagnostic of schizophrenia, and he referred to these as first-rank symptoms. Schneider’s first-rank symptoms are types of hallucinations and delusions that characterize the signs of psychosis (Barrowclough,Tarrier,1992). The first rank symptoms are thought insertion, thought withdrawal, thought broadcasting, voices communicating with or about the person and delusions of being externally controlled (Baştuğ,2008; Walker,et al. 2004).

Beginning in the 1980s, investigators began to emphasize the distinction between “positive” and “negative” symptoms of schizophrenia. The positive symptoms are those that involve an excess of ideas, sensory experiences, or behavior. Hallucinations, delusions, and bizarre behaviors fall in this category. Most of the first-rank symptoms described by Schneider fall into the positive category. Negative symptoms, in contrast, involve a decrease in behavior, such as blunted or flat affect, anhedonia, and lack of motivation. These symptoms were emphasized by Bleuler. A variety of diagnostic taxonomies for mental disorders proliferated in the middle of the twentieth century, and many believe this had a detrimental effect on research progress. In response, subsequent diagnostic systems were developed with the intent of achieving uniformity and thereby improving diagnostic reliability (Bleuler,1908,1950).
Among these were the Feighner or St. Louis diagnostic criteria, and the Research Diagnostic Criteria developed by Robert Spitzer and his colleagues. These two approaches had a major impact on the criteria for schizophrenia contained in contemporary diagnostic systems, most notably, the Diagnostic and Statistical Manual of Mental Disorders (DSM) (Öztürk,2004, Rugancı,1988).
The DSM is now the most widely used system for diagnosing schizophrenia and other mental disorders (Walker, et al. 2004).

1.1.3.    Epidemiology  and Etiology of Schizophrenia

The proportion of the population at a point in time that has the disorder is defined as the point prevalence which was found to be 5 per 1000 population for schizophrenia. The lifetime prevalence of schizophrenia is about 1 % and is equal in men and women. Although, a large body of data suggests that although men and women have an equivalent lifetime risk; the age at onset varies with sex. There is strong evidence pointing out that the onset of schizophrenia is on average 3.5 to 6 years earlier in men than in women (Örsel&Akdemir,2003). The peak age of onset is usually between 15-25 years for men and between 25-35 years for women. Males have an early large peak of onset in their late teens and early twenties, followed by a gradual decline. Females have several peaks of onset, in their twenties, in late middle age and over the age of 65. Some research showed that there is no significant difference in the prevalence of schizophrenia between black and white persons when corrected for age, sex, socioeconomic status and marital status. Diagnostic categories that are biased towards negative symptoms and long duration of illness (both associated with poor outcome) produce diagnostic categories with higher incidence rates for men than for women, whereas those including more affective symptoms and brief presentations (associated with better outcome) show similar rates in men and women. These data suggest that the symptomatic expression of schizophrenia and related diagnoses is more severe in men than in women. The finding of an earlier onset in men than in women supports this notion (Yüksel, 2008). 

Epidemiological studies revealed a higher incidence and prevalence of schizophrenia in groups with lower socioeconomic status. In the past half century, studies have found that the actual incidence of schizophrenia does not vary with social class, based on the first admission rates, adoption studies and a series of studies examining the social class of the fathers of people with schizophrenia. When these findings did not validate the original theory, it became clear that lower socioeconomic status was more a result than a cause of schizophrenia. This led to the acceptance of the downward drift hypothesis, which stated that because of the nature of schizophrenic symptoms, people who develop schizophrenia are unable to attain employment and positions in society that would allow them to achieve a higher social status. Thus, these patients drift down the socioeconomic ladder, and because of the illness itself they may become dependent on society for their well-being (Yüksel, 2008;Majalefa,2001).
Prenatal and early childhood factors; prospective studies have shown that some factors in fetal life including hypoxia, maternal infection, maternal stress, and maternal malnutrition might account for a small proportion of incidence of schizophrenia. Birth cohort and high-risk studies have yielded consistent evidence that, as a group, children who as adults will be diagnosed with schizophrenia have, compared with their peers, a higher incidence of non-specific emotional and behavioral disturbances and psycho pathological changes, intellectual and language alterations, and subtle motor delays. Some of these developmental indicators could be relevant for differential diagnosis within the cluster of diagnostic categories because motor and cognitive alterations seem to be specific for the diagnosis of schizophrenia (Barrowclough,Tarrier,1992; Yüksel, 2006).
Environmental factors; systematic reviews of epidemiological studies have indicated that the rate of schizophrenia and related disorders is affected by some environmental factors. First, the risk of schizophrenia and related categories increases linearly with the extent to which the environment in which children grow up is urbanized. Second, evidence exists that some immigrant ethnic groups have a higher risk of developing psychotic disorders than have native-born individuals, particularly if they live in a low ethnic density area, or an area where there are fewer people of the same migrant group. Third, randomized experimental studies have shown that exposure to dronabinol, the main psychotropic component of cannabis, causes mild and transient psychotic states to which individuals with pre-existing liability to psychosis are more susceptible than are healthy controls (Os,Kapur,Jim,2009; Walker, et al. 2004).
Etiology of Schizophrenia: The genetically contribution to the etiology of schizophrenia, though resting on a mass of well-observed and analyzed data is constantly called questions, especially by writers who believe that psychodynamic factors are proponent. Such as, work on twins, genetic heterogeneity, empirical risks in the families of schizophrenics, model genetically hypotheses (Slater&Roth, 1969).
1.1.4. Models of Schizophrenia 
Psychodynamic: Initially based on the work of Freud. Theories concentrate on experiences in childhood, particularly during the various psychosexual stages of development (oral, anal etc.). Conflict between id, ego and superego are also central. Other ideas frequently cited include repression, regression and other ego defence mechanisms.

Behaviourist: Ignores genetic factors and concentrates on learned behaviour. Three main strands exist: a. classical conditioning, learning by association, b. operant conditioning, learning by being reinforced or punished c. Social learning (SLT), learning by the observation of others.

Cognitive: Concentrates on faulty processing of information or inappropriate perceptions of ourselves.

Medical: Believes disorders have one of four causes: a. genetic, the disorder is inherited, b. biochemical, disorder is caused by disruption of the brains neurotransmitters, c. neuro-developmental, the disorder is caused by damage to brain structures d. infection by virus or bacterium

Humanistic: Uses environmental and social factors to explain disorders, for example role of family or social class. Some of these approaches are better suited or provide better explanations of certain disorders than others. 

Diathesis-stress: Increasingly popular approach.  Diathesis refers to a genetic predisposition to the disorder stress refers to a triggering factor. A simple example of this, though obviously not psycho-pathological would be lung cancer (Atkinson,Coia,1995).
1.1.5. Social and psychological explanations of Family Models of schizophrenia
Double bind hypothesis; Bateson, described the situation were families send out contradictory information to their children. For example parents who say they care whilst appearing critical or who express love whilst appearing angry. A classic example would be telling the child you’d like a hug and then pulling away when they try! Bateson believed that this caused confusion and self-doubt in the child leading to their withdrawal as they lose confidence in their own ability to express themselves. 

Most studies into this theory are retrospective (get the person to think back to childhood), this makes them notoriously unreliable. Pseudo-mutuality; Wynne & Singer believed that the communication in some families was 'fragmented and disjointed’. To test their theory they counted the 'deviance score' for conversations. They would record families carrying out tasks and count the number of such defects in communication. The deviance score for schizophrenic families were significantly higher. Schizophren genic mother; Fromm-Reichman coined the term to describe a mother likely to produce the disorder in her offspring. Typically these are cold, domineering conflict inducing, rejecting and very moralistic, and particularly about sex. Her behavior is often contradictory (compare to double bind), so for example saying ‘yes’ when her body language suggests ‘no.’ Fromm-Reichman believed that such a mother in conjunction with a weak and ineffectual father could 'drive' a child to schizophrenia. Little research evidence has found support for the theory. Support for the theory is limited although it is clear that the families of schizophrenics are often in some way different, often showing high levels of conflict and poor communication. Other researcher, believed family problems were a cause rather than a consequence. They found that often the family problems pre-dated the onset of schizophrenia and reported that children born to schizophrenic mothers and later adopted were far more likely to develop schizophrenia if adopted into a disturbed family. This provides good evidence for the diathesis-stress model; genetic predisposition followed by an environmental (family) trigger.  Expressed emotion (EE); High levels of expressed emotion are typified by extremes of emotional content in conversations and daily life, for example high levels of hostility and criticism and of over concern with others. The researchers concluded that this is more important in maintaining schizophrenia than in causing it in the first place. Schizophrenics returning to such a family were more likely to relapse into the disorder than those returning to a family low in EE. The rate of relapse was particularly high if returning to a high EE family was coupled with no medication (Kavanagh,1992;Karancı,İnandılar,2002).
Evaluation; this is now well established as a 'maintenance model' of schizophrenia. Treatment of schizophrenia often involves education and training for other family members in reducing their levels of EE. But, some schizophrenics have little or no contact with their families when released back into the community, but their relapse rate does not appear to be any lower as a result (Berksun,1992).

1.1.6. Vulnerability-Stress Model

Vulnerability-stress model of schizophrenia was developed by Zubin and Spring, in 1977. They offered a model which attempted to accommodate different etiological explanations of schizophrenia. The vulnerability model proposes that individual inherits a degree of vulnerability that under suitable circumstances will express itself in an episode of schizophrenic illness. They distinguish between vulnerability to schizophrenia and episodes of schizophrenic disorder. Two major components of vulnerability are defined as the inborn and the acquired. Inborn vulnerability includes the genes, internal environment, and neurophysiology of the organism. The acquired component of vulnerability includes the influence of traumas, specific diseases, prenatal complications, family experiences, adolescent peer interactions and other life events.  Rewardingly, the preservation of health requires the maintenance of equilibrium against stressors continually originating from the chemical, physical, infectious, psychosocial and social environment. When this equilibrium is disturbed, a disorder arises. There is considerable evidence that life event stressors can play a major role in the development of physical and mental disorders. A life event stressor is an incident such as loss, promotion, marriage or divorce that challenges adjustment. As long as the stress stays below the threshold of vulnerability, the individual responds to the stressor in a flexible homeostatic way and remains within the limits of normality. However, when the stress exceeds threshold, the person is likely to develop a psychopathological episode (Baştuğ,2008;Yüksel,2008).
The theory was improved by Nuechterlein and Dawson. They suggested a psychobiological formulation of schizophrenia and its course. According to the theory, a range of biological, psychological and psychosocial factors interact and determine the course and outcome of schizophrenia. The primary components of this interactive model focus on four categories namely as permanent vulnerability characteristics, external environmental stimuli, temporary intermediate states and outcome behaviors. Permanent vulnerability characteristics interact with stressful external environmental stimuli to produce temporary intermediate states. Stressors that influence the course of schizophrenia are family climate, social class and culture, social networks, and life events. Poverty, unemployment, ignorance, social isolation, poor nutrition and health care are also strong stressors and cause dysfunction in vulnerable persons. Stressful life events are seen together with schizophrenia however, they are not an obligation for the occurrence of schizophrenia. The temporary intermediate states and their outcome behaviors tend to increase the level and frequency of environmental stressors. The feedback circle leads to a more intense temporary intermediate state. As depicted in the figure, vulnerability factors, stressors, and protectors play a role on the formulation of the course and outcome of schizophrenia. Personal vulnerability factors are dopaminergic dysfunctions, reduced available processing capacity, autonomic hyper-reactivity to aversive stimuli, and schizotpal personality characteristics which are interacting mutually. Personal protectors include coping and self-efficacy, and antipsychotic medication. There is a mutual interaction between personal vulnerability factors and personal protectors. Additionally, environmental potentiates and stressors are critical or emotionally over involved family climate, over-stimulating social environment, and stressful life events. The construct of expressed emotion is important for the system at this point (Baştuğ, 2008).

1.2. Definition and Dimension of Expressed Emotion (EE)
Research on the effects of the family environment on the course of schizophrenia started with the work on expressed emotion (EE) by the medical sociologist George Brown and his colleagues at the MRC Social Psychiatry Unit in London (Atkinson,Coia,1995). They became interested in researching the fate of patients who were at that time being discharged from the large psychiatric institutions. They found that the relapse and the re-hospitalization rates of patients with a diagnosis of schizophrenia increased if they returned to live with their families as compared to those who returned to live alone or in some other residential setting. According to their point of view, the home environment could be responsible for this effect and subsequently the studies on expressed emotion in the home environment gained popularity (Atkinson&Coia1995;Baker,Kazarian,Helmes,Tower,1987).
The concept of expressed emotion (EE) (Brown,1962,1972), that is emotion expressed by close relatives towards a family member with schizophrenia and expressed emotion was developed to explain why some hospitalized patients with schizophrenia who had a good response to pharmacological treatment relapsed soon after returning to their homes and it was defined as a measure of the emotional response of a relative towards a person with a diagnosed health problem or the emotional climate of the home. (Atkinson&Coia,1995;Butzlaff&Hooley,1998).
The concept of EE has five dimensions which are criticism, hostility emotional over involvement, warmth and positive remarks. Only the first three were found to be related to schizophrenic relapse (Atkinson&Coia,1995;Berksun,1992).

Criticism, is the component which involves making negative comments about the behavior or characteristic of the patient; declaration of dissatisfaction, disapproval or resentment; rejection of particular behaviors of the patient. It also includes giving negative feedback to the patient that makes the patient anxious. Critical attitudes are combinations of hostile and emotional over-involvement. It shows openness that the disorder is not entirely in the patients control but there is still negative criticism. Critical parents influence the patient’s siblings to be the same way. Family members with high expressed emotion are hostile, very critical and not tolerant of the patient. They feel like they are helping by having this attitude. They not only criticize behaviors relating to the disorder but also other behaviors that are unique to the personality of the patient. High expressed emotion is more likely to cause a relapse than low expressed emotion (Barrowclough&Tarrier,1992). Hostility is the general rejection of the patient or the relative’s expression of global criticism towards the patient and negative attitude directed at the patient. It consists of comments which negatively evaluate the patient as a person, rather than criticisms of specific things they do or fail to do; they are directed against the person rather than the patient’s behavior (Scazufca,Kuipers,Menezer,2001).
 Hostility, can be thought of as a more severe and pervasive negative attitude about the patient than just dissatisfactions with specific aspects of behavior (Barrowclough, Tarrier,1992). Problems in the family are often blamed on the patient and the patient has trouble problem solving in the family. The family believes that the cause of many of the family’s problems is the patient’s mental illness, whether they are or not (Berksun,1992;Alkar,2006).

The dimension of emotional over- involvement (EOI) is probably the most complex one because it involves examples of a number of different behaviors of the relative. These behaviors can be categorized as exaggerated emotional response, self sacrifice and over- indulgent behavior, emotional display during the interview, extreme preoccupation with the patient’s illness, emotional distress and extreme attempts at controlling the patient. It is termed emotional over-involvement when the family members blame themselves for the mental illness. This is commonly found in females. These family members feel that any negative occurrence is their fault and not the disorders. The family member shows a lot of concern for the patient and the disorder. This is the opposite of a hostile attitude and a show that the family member is open minded about the illness, but still has the same negative effect on the patient. The pity from the relative causes too much stress and the patient relapses to cope with the pity (Berksun,1992;Cole&Kazarian,1988).
Exaggerated emotional response, can be described as the relative being excessively anxious about the patient, especially about their welfare and therefore, the relative’s reactions are closely linked to the patient. Self sacrifice and over-indulgent behaviors include examples of behavior where the relative has sacrificed their own needs to look after their patient (Cutting&Aakre,2006).Extreme over protectiveness is another characteristic of emotional over- involvement. Emotional distress is the exaggerated emotional responses for the illness of the patient such as crying all the time and getting extremely upset when thinking about the illness. Extreme preoccupation  with the patient’s illness is having over identification with the patient, being unable to talk about other subjects, or describing illness events in excessive and minute detail (Barrowclough,Tarrier,1992;Yüksel,2008).Warmth includes statements of sympathy; concern and empathy for the patient; concern for the well being of the patient as a person; and indications that the respondent enjoys the patient’s company and doing things together. Using a warm tone of voice is an indicator for positive attitude when talking about the patient. Regarding positive remarks, statements specifying the patient’s abilities, skills and positive attributes would be relevant during the interview that points warmth and positive remarks(Barrowclough, 1992; Kavanagh, 1992; Cutting,Aakre,Docherty,2006).
1.2.1. Low Expressed Emotion 

Low expressed emotion is when the family members are more reserved with their criticism. The family members feel that the patient doesn't have control over the disorder. When the family is more educated and doesn't have to 'put up' with the patient and his/her disorder they are more likely to have low expressed emotion. Low expressed emotion causes a different stress and it is directed at the patient less.

The attitudes of family members with high expressed emotion are too strong for the patient and the patient now has to deal with the mental illness and the criticism from those that they need support from in their time of recovery. High or low expressed emotion makes the patient feel trapped, out of control and dependent upon others. The patient may feel like an outsider because of the excessive attention received. In bipolar patients relapse from manic to depressed can be triggered by a family member's comments. Expressed emotion affects everyone in the home, raising the stress level for everyone. This is bad for the patient's recovery and for the family as a whole. The behavior of everyone around the patient influences the patient to relapse or progress with their illness. Criticism of the patient is hard to stop once it has started. The stress from high expressed emotion may cause the patient to relapse (Karancı&İnandılar, 2003). The patient falls into a cycle of rehabilitation and relapse because the stress builds up too much so the only escape is relapse and then the disorder is unsustainable and rehabilitation is required. The only way to escape this cycle is for the family to go through therapy together. This will greatly lower family conflicts and the stress level of the household (Atkinson&Coai,1995).

1.2.2. Expressed Emotion and Psychiatric Illness

It has been shown in both psychiatric and non-psychiatric illnesses that, family relationships can be a source of continual emotional stress for the patient. Connection between mental health status of individuals and family relationships was examined in different studies (Alkar, 2006;Nelis,Rae,Liddell,2011).

1.2.3. Perceived Expressed Emotion (PEE)

Families’ effect on the course of schizophrenia has been commonly accepted. However, it is also important to understand how patients perceive EE characteristic and the effects of their perceptions on the course of illness. In a number of studies, patients with high EE relatives have been found to have higher rates of relapse. 

Scazufca and Kuipers examined the reliability of perceived criticism and whether patients’ judgment about caregivers’ criticism agreed with an independent assessment of caregivers’ criticism towards patients at hospitalization and 9 months after discharge from the hospital (Scazufca & Kuipers, 2001). In addition, Hooley and Teasdale study from depressive patients could not be generalized readily to schizophrenia (Hooley& Teasdale, 1989).

Perceived expressed emotion construct was studied within some other psychiatric illnesses other than schizophrenia (Baker, et al.1987). Researchers have disagreed about whether perceived criticism (PC) contributed to poor treatment outcomes and reflected the severity of the patient's disturbance. (Baştuğ, 2008).
1.3. Self-Esteem

Self-esteem: “A positive or negative attitude toward the self” (Rosenberg, 1965). According to Rosenberg, self-esteem is “the individual’s overall level of self-acceptance or self-rejection.” Two aspects of self-esteem are mentioned by Rosenberg, high and low self-esteem. Individuals with high self-esteem feel respectable, worthy, but not superior; on the other hand, individuals with low self-esteem do not satisfy themselves, and reject their selves (Rosenberg, 1965;Maslow,1971).

Self-Esteem has shown to be a significant personality variable in determining human behavior. To understand a man psychologically, one must understand the nature and degree of one’s self-esteem, and the standards that one judges oneself. One experiences one’s desire for self-esteem as an urgent, imperative and a basic need. One feels so intensely the need of a positive view of oneself. That explains the reason that self-esteem level of expressed emotion schizophrenia was analyzed firstly in the present study. It was defined as an element of the self-concept. In another study, including various chronic physical illness patients from the general population, it was reported that there is a significant direct relationships between various chronic physical illness and personal resources and experience of inescapable loss related to chronic physical illness lowers self-esteem (Alkar, 2006;Rugancı,1988).
1.3.1. Self/ Self-Esteem Theories

Self/ Self-Esteem Theories were defined seminal works. Self-esteem was based on one’s perceived competency in valued domains, whereas Cooley focused on the importance of social acceptance and the reflected appraisals of other. 

For James, the self is ‘part of me’’ that is one’s body, abilities, reputation, strengths and weaknesses, and possessions. According to James three major elements of the self form which pretensions are chosen: the material self, the social self and the spiritual self. The material self refers to objects and pretensions that are considered as one’s personal property or one’s identification: body, clothes, family, home, etc. If the material realm prospers, the individual feels enlarged on the contrary, if one’s possessions are damaged or lost, the person feels smaller (Emil, 2003;Holes,1988).

1.3.2. History of Self-Esteem

Coopersmith, defined self-esteem as ‘the evaluation which the individual makes and customarily maintains with regards to him/herself’ (Coopersmisth, 1967). Cambell and Lavallee define self-esteem as ‘a self-reflexive attitude that is the product viewing the self as an object of evaluation’’. In addition, Hales defines self-esteem as the evaluative function of the self-esteem concept. Self-esteem, thus, is the affective, or emotional experience of the evaluations one makes in the time of one’s personal worth. On the other hand, a social psychology text defines self-esteem as an affective component of the self, that is person’s positive and negative self-evaluations about him/herself. Nozick ,defined self-esteem as an essentially comparative notian that is one evaluates him/herself how well he/she does something with respect to how others can do or by comparing his/her performance to others (Nozick,1974).

Other researcher defines self-esteem as ‘appreciating my own worth and importance and having the character to be accountable for myself and to act responsibly towards others’. Osborne, defined self-esteem as a relatively permanent positive or negative feeling about self that may become more or less positives and negatives as individuals encounter and interpret success and failures in their daily lives. For James, self-esteem couldn’t simply be reduced to the aggregate of perceived success. Rather, it derived from the ratio of successes to one’s pretensions. Thus, if the individual evaluates the self positively in domains where he/she aims to excel high self-esteem will result. That means perceived successes are equal to one’s pretensions or aspiration for success results in high self-esteem. Conversely, if the pretensions exceed successes that is, if an individual feels unsuccessful in domains believed in important, he/she would experience low-self-esteem. Self-esteem is an intrinsic and universal part of human experience and it is a key concept for explaining the ‘inherent secrets’’ of human behavior as a cure for social and individual problems. Harter has defined self-esteem as ‘the level of global regard that one has for the self as a person’’. Erikson, identified self-esteem as a function of identity development that result from successfully addressing the tasks associated with each of the developmental stages of life. Thus one’s sense of developing, growing, and confronting lives tasks leads to feeling of worth.  Backman, self esteem is ‘convenient to think of advantage person’s attitudes toward himself as having three aspects, the cognitive, the affective and the behavioral.  Maslow’s work in the field of self-esteem was emphasized on the notion of self-actualization. He assumed that the biological side determined inner nature of human consists of basic needs, emotions and capacities that are either neutral or positively good. Human behavior is motivated primarily by the individual’s seeking to fulfill a series of needs (Emil, 2003; Rugancı,1988, Çuhadaroğlu,1985). According to Maslow esteem needs are of two kinds one of them is personal desires for adequacy; mastery, competence, achievement, confidence, independence and freedom. The other one is desires for respect from other people including attention, recognition, appreciation, status, prestige, fame, dominance, importance and dignity. Satisfaction of esteem needs results in feeling of personal worth, self-confidence, psychological strength, capability and a sense of being useful and necessary. But preventing from these needs produces feeling of inferiority weaknesses and helplessness. At the end, these feeling cause discouragement, compensation or neurosis.  It may also help us in better understanding self-esteem to differentiate self-concept from self-esteem. Self-concept is the totality of a complex, organized and dynamic system of learned beliefs, attitudes and opinions that each person holds to be true about his/her personal existence (Maslow, 1954, 1971).

Other theorist defined that self-esteem and self-concept clearly represents two different dimensions. They defined self-concept as ‘the perception one has about oneself in terms of personal attributes and the various roles which are played or fulfilled by the individual. The key element differentiating self-concept and self-esteem was the extent to which one considered the attribute under study to be important.  Coopersmith is researcher/theorist in the area of self-esteem under the scope of learning perspectives. Self-esteem is significantly associated with personal satisfaction and effective functioning (Coopersmisth,1967). Coopersmith’s multidimensional model of self-esteem represents an integration and expansion of the theoretical work of James and Cooley. According to Coopersmith, self-esteem consist of the evaluation that individual makes and maintains with regard to himself. That means it expresses an attitude of approval or disapproval and indicates the extent to which an individual believes himself to be capable, significant, and worthy. In summary, self-esteem is considered as personal judgment of worthiness expressed by the attitudes of one hold toward him/herself. (Coopersmith, 1967)

In determining an individual’s self-esteem, Coopersmith (1967) defined four critical factors: first one is the amount of respectful, accepting and concerned treatment individual received from significant others in his life; second one is the history of an individual’s success and the status that he/she holds in the community; thirdly, the way experiences are interpreted and modified in the frame of individual’s values and aspirations; and finally, the manner ,n which the individual responds to evaluation.

Under the cognitive-behavioral perspectives, there are two theorists-Bandura and Epstein that are presented for the combined perspective with regard to conceptualization of the self and self-esteem. While for the cognitive perspective, the acts and processes of knowing are the entire personality, for the behavioral perspective personality is an accumulation of learned responses to stimuli, sets of overt behavior or habit systems (Emil, 2003; Coopersmith,1967).
1.3.3. Self-Esteem and Schizophrenia

Self-esteem is an important component of psychological health. Low self-esteem is associated with a wide range of mental health conditions, yet the mechanism of the relationship, whether as cause or consequence, is not well understood. With regard to people diagnosed as having schizophrenia, there is variation in measured self-esteem, as some researchers have found low  self-esteem, (Ronald, et al. 2010) and others have found “normal” or high self-esteem. There is also a disagreement regarding the relationship between self-esteem and individual psychotic symptoms, in particular, persecutory delusions. Some researchers have argued that persecutory delusions are derived to protect the individual against low self-esteem as a form of exaggerated attribution bias. In contrast, self-esteem does not have a central role in the development and maintenance of persecutory delusions. They argue that low self-esteem is a “normal emotional process” due to the negative experience of the illness. Little is known, however, about the relationship between other positive symptoms and self-esteem, although one study has investigated the role of grandiose delusions (Emil, 2003).
There has also been interest in the relationship between negative symptoms (affective flattening, anergia, alogia, avolition, and anhedonia) and self-esteem. For example, an individual with flattened affect may be perceived by others as “odd” or hostile, and so avoided. This may lead the individual to feel isolated and rejected, and have low expectancies for pleasure in future social interactions, starting a vicious cycle. Negative symptoms are known to be difficult to treat by conventional methods and are associated with much of the long-term poor functional outcome in schizophrenia. Specific cognitive treatments could be developed if there were a better understanding of the development and interrelationship of psychotic symptoms with self-esteem. We have conducted a secondary analysis of a longitudinal study of people with schizophrenia to explore the relationship between self-esteem and psychotic symptoms. Given that self esteem is likely to be related to mood (Rosenberg, 1965; Ronald, et al. 2010).

1.4. Defining Quality of Life
Defining and measuring quality of life is a considerable problem since it is a vague and broad concept that can be approached from many different scientific areas including economics, psychology, political science, and sociology. In the literature, there are various studies and approaches to quality of life and this broadness of the concept resulted in several definitions that are not precise or universally accepted. Dictionary of English defines the term “quality” as the standard of excellence of something, often a high standard. Additionally, the term “life” is also defined as the period between birth and death; the experience or state of being alive. From the definitions, it is not difficult to constitute an abstract notion of QOL but when it is attempted to be defined in concrete terms, problems arise in the measurement issues. If the concept of quality of life as a relatively new term in the literature is searched in various scientific resources, it is seen that the quality of life concept has been used in many studies interchangeably with concepts such as well being, life satisfaction, welfare, and happiness (Bognar, 2005;Soygür,2003). In fact, QOL is a broad concept and includes all those terms in its content so it should be evaluated as an umbrella which covers all those aspects of life. Some theorists give several definitions of the concept according to different scholars and perspectives (Top & Özden,2003). Schuessler and Fisher indicate that the concept of quality of life is also used for referring to satisfaction from many different domains such as the quality of urban life, the quality of work life and the quality of family life because of the concerns for public policy. However, the most common term used for quality of life is well-being in many studies. QOL uses the term “social well-being” for referring to well-being of a group of individuals in its publications; “societal well-being” is used when evaluating the institutional structures of society. In their studies, while psychologists prefer satisfaction and happiness, economists use the term utility to refer to well-being of humans. The change of term from discipline to discipline is understandable since the concept of QOL inevitably refers to all of them (Baştuğ,2008; Tolmon,2010).

1.4.1. Quality of Life in Schizophrenia
Psychotic symptoms such as dissociative thinking, hallucinations, and delusions are dramatic, socially disruptive manifestations of schizophrenia. This aspect of psychopathology has figured prominently in classification of the illness and has proved responsive to pharmacotherapy with antipsychotic drugs. It is thus natural that schizophrenic research methodology designed to assess clinical status and change over time has placed heavy emphasis on psychotic symptomlogy (Katsching, 2000). Yet, for most patients, fluctuations in these symptoms occur against a less variable background of significant impairment in intra-psychic, interpersonal, and instrumental functioning. There is apparently considerable continuity between pre-morbid, early morbid, and post-psychotic functional deficits. Such functional impairment is referred to as deficit or defect symptomology. Although less dramatic and more difficult to describe precisely than psychotic symptoms, deficit symptoms are often the most enduring and crippling aspects of schizophrenia. Indeed, Kraepelin described the core of the illness as follows: a weakening of those emotional activities which permanently form the main strings of volition. In connection with this, mental activity and instinct for occupation become mute. The result is emotional dullness, failure of mental activities, loss of mastery over volition, of endeavor, and of ability for independent action (Atkinson&Coia,1995; Katsching,2000). The essence of personality is thereby destroyed.  Unfortunately, deficit symptoms have also proved stubbornly resistant to traditional treatment strategies. With the increasing capacity to control the psychotic symptoms of many patients and the emphasis on returning patients to the community, there is a growing interest in the assessment of deficit symptoms and impaired functioning in studies of the course and treatment response of schizophrenia. (Carpenter&Heinrichs 1983; Heinrichs,Hanlon,Carpenter,1984). Also, QOL has been conceptualized as a multifaceted construct that encompasses the individual's behavioral and cognitive capacities, emotional well-being and abilities requiring the performance of various domestic, vocational and social roles (Gupta,Mattoo,Basu,Labono,2000). With the emergence of more effective pharmacologic management of acute psychiatric symptoms in schizophrenia over the past 20 years, increasing attention has been paid to the development of interventions targeted at improving the long-term functional and subjective outcomes for people with the illness. One of the dominant approaches to measurement of outcome in the schizophrenia literature has been the use of scales designed to assess the construct of quality of life (QOL). Although there is not a single definition of QOL, most agree that it is a multi-dimensional construct that includes a person’s subjective sense of well being, functional status, and access to resources and opportunities. Reflecting this multi-dimensional construct, different approaches have been taken to measuring QOL (Tolmon, 2010).
Two main approaches can be identified: (1) The “social indicators approach” measures QOL by collecting objective information about an individual’s life, with a focus on external conditions such as income, education and housing status. (2) The “psychological indicators approach” measures QOL by collecting information on how people view the conditions own lives, using mainly satisfaction constructs (Tolmon,2010).

2. METHOD OF THE STUDY
2.1.        Aim Of The Study

The aim of this study is to explain the relationship between perceived expressed emotion, self-esteem and quality life of patients with schizophrenia. 
2.2.         Participants

The sample of the study is formed from 30 schizophrenic patients, 9 females and 21 males from Barıs Mental Health Hospital (BMHH) in Nicosia. The age of the patients were between 18 to 65. The criteria used to choose the patients were they should not live alone, they should live with family, key relatives, or regularly with friends The patients with a DSM-IV diagnosis of schizophrenia who were not in their acute episode and who had no mental retardation were included. 

The researcher received permission from the director of the hospital and the Ministry of  Health. 
The goal of the thesis and including criteria of the patients were explained to the psychiatrists working at the out-patient clinic and they referred the patients to the researcher. The researcher applied a questionnaire at the interview room, reading to the patients.

2.3.        The Instruments

In this study, Level of Expressed Emotion Scale (LEE) was used for perceived expressed emotions, Rosenberg Self-Esteem Scale (SES) was used for self-esteem and Quality of Life Schizophrenia Scale (QOLS) was used for quality of life schizophrenic patients. In addition demographic information form was used to collect demographic data and disease information.

2.3.1. Demographic Information Form

The first part included questions related to demographic characteristics of the patients: age, gender, educational level, marital status, current employment status, social security status, persons with whom the patient lives. Questions related to the illness history of the patient were also included: duration of illness, age of illness onset, age of diagnosis, duration of treatment (year), number of hospitalizations and medication use during the last three months before the admission to the study.
2.3.2.  Level of Expressed Emotion Scale (LEE)

Level of Expressed Emotion, this self-report questionnaire measures the perceived Expressed Emotion (EE) of a schizophrenic patient (Cole&Kazarian,1988)and uses the patient rather than the relative as a source to gain information about the relative’s behaviour; hence, it addresses perceived EE (Soygür,Aybaş,Hınçal,2000). 
The item selection was based on a study of Vough and Leff (1981) that suggested that there were four dimensions that could discriminate between high and low EE. These were (1) Instrusiveness, (2) emotional response, (3) negative attitude towards the illness, and (4) tolerance and expectations concerring the patients. Cole and Kazarian (1988) formulated 15 true or false questions for each component. Scores are calculated for these four scales as is a total score.

A family member is classified to have high EE when his or her score lies above the median. The four scales have good internatl consistency, good test-retest reliability, and good temporal stability. The scales scores are independent of age, gender, and contact hours. Only its intrusiveness and tolerance/expectation scores are significantly correlated with the critical comment scale of the CFI. The total LEE scoreand the intrusiveness scale predict rehospitalization (Cole&Kazarian,1988). 

 Validity and reliability study of LEE in Turkish    sample was conducted by Berksun (Berksun,1992,1993). 
2.3.3.  Rosenberg’s Self-Esteem Scale (SES) 

The SES scale originally was developed by Rosenberg (1965) for the purpose of measuring global self-esteem. The SES is a one-dimensional scale designed to measure only perceptions of global self-esteem. In other words, it taps the extent to which a person is generally satisfied with his/her life, considers him/herself worthy, holds a positive attitude toward him/herself, or, alternatively, feels useless, desires more respect. Therefore, it is important to differentiate Rosenberg’s aspects from that of who consider general self-esteem to represent a sum of self-judgments. The SES consists of 10 items with a four point Likert type scale ranging from “Strongly Agree” to “Strongly Disagree”. In the Turkish version, the scale was changed as “Totally Right” to “Totally Wrong” by the adaptation study of Çuhadaroğlu (1989). SES is scored with Guttman scoring format (Çuhadaroğlu,1989).

Five of the items are phrased positively, e.g., “On the whole, I am satisfied with myself” the other five are phrased negatively, e.g. “I certainly feel useless at times”. “Positive” and “negative” items were presented alternately in order to reduce the effect of respondent set. Based on Guttman scoring format Rosenberg SES follows three steps of scoring.

In the first step;

For 1st, 2nd, 4th, 6th and 7th items:

• If the answer is “Wrong” or “Totally wrong”, “1” point is recoded.

• If the answer is “Right” or “Totally right”, “0” is recoded.

For 3rd, 5th, 8th, 9th, 10th items:

• If the answer is “Right” or “Totally right”, 1 point is recoded.

• If the answer is “Wrong” or “Totally wrong”, “0” is recoded.

In the second step;

• If sum of 1st, 2nd, and 3rd items is at least 2 or more, “1” point is recoded.

• If the sum of 4th and 5th items is 1 or 2, “1” point is recoded. If the sum is 0, then “0” point is recoded.

• For 6th, 7th, and 8th items, a total score is recoded which can be at most 3, at least 0.

• If the sum of 9th and 10th items is at least 1, then “1” is recoded.

In the third step;

• For each participant a total score of 10 items is computed. This score may change between 0 and 6.

• The score between 0-2 is recoded as “1” which means high self-esteem.

• The score between 3-6 is recoded as “2” which means low self-esteem.

The score obtained from SES scale are between 0-6 and, any score between 0-2 was accepted as indicative of having high self-esteem, and any score between3-6 was accepted as indicative of having low self-esteem.

The adaptation of Rosenberg SES to Turkish adolescents, which included translation, reliability and validity studies, were conducted by Çuhadaroğlu (1985). The correlation between psychiatric interviews and the self-esteem scale was found to be .71. The test-retest reliability of the Turkish version of the scale was found to be 0.75. Additional validity evidence was obtained by Çankaya (1997). The significant correlation between Self-Concept Inventory and Rosenberg SES was found .26 (p< . 001). In addition, Cronbach alpha reliability was computed for Rosenberg SES by Kartal (1996). Item-total correlation ranged between .40 and .70. The Cronbach alpha reliability coefficient was found .85. Pearson product moment correlations of Rosenberg SES and Appearance-esteem scores with academical performance, nature and the number of social relations, perceptions of own popularity, the frequency of dating and perceived physical fitness were calculated. Self-esteem scores correlated with all of the variables (Emil,2003).

2.3.4. Quality of Life Scale (QOL)

The Quality of Life Scale (QLS) is a 21-item scale rated from a semistructured interview providing information on symptoms and functioning during the preceding 4 weeks. It is intended to be administered by a trained clinician and requires about 45 minutes to complete. Each item is rated on a 7-point scale and, in all but two cases, requires a judgment by the clinician/interviewer of the sort discussed above. Each item is composed of three parts: (1) a brief descriptive statement to focus the interviewer on the judgment to be made; (2) a set of suggested probes; (3) the 7-point scale with descriptive anchors for every other point. The specific descriptors vary among items, but the high end of the scales (scores of 5 and 6) reflects normal or unimpaired functioning, and the low end of the scales (scores of 0 and 1) reflects severe impairment of the function in question.

The interviewer is instructed to probe around each item until he or she has an adequate basis for making the required judgment, and is encouraged to go beyond the suggested probes with questions tailored for the individual patient. The experience for both interviewer and patient is thus similar to that of a careful clinical interview. The QLS was designed specifically to address the more insidious aspects of schizophrenic psychopathology, that is, deficit symptoms. The scale is also focused on patients outside of institutions. Although some of the items are applicable to hospitalized patients (e.g., anhedonia, emotional interaction), others would be distorted by the hospital experience itself (e.g., sociosexual relations, social activity), and others would be inapplicable (e.g., work functioning). However, the QLS could be used at the time of hospitalization to assess deficit symptoms and functioning before admission. While the deficit syndrome of schizophrenia guided the development of the instrument, and it has only been used with schizophrenic patients thus far, the QLS taps dimensions that are of potential clinical interest across diagnostic groups (e.g., chronic affective or personality disorders). Appropriate to the phenomenologic basis of this approach, work thus far has used the patient as the only informant in rating the QLS. Several of the items require descriptions of intrapsychic states or experiences to which the patient alone has direct access and about which others can only make inferences (e.g., work satisfaction, sense of purpose, curiosity, anhedonia). Furthermore, the instrument is intended to be applicable in a wide range of clinical settings where access to other informants is often limited. Studies on the collection of historic data suggest that patients, relatives, and clinical records at times provide conflicting information, but there is no suggestion that information from patients is less valid than data from other sources. We are currently examining the effects of using other sources of information together with patient interviews in making the ratings on the QLS (Heinrichs, et al. 1984). Theoretical Rationale for Categories; the scale items are derived from consideration of important manifestations of the deficit syndrome in schizophrenia and conceptually belong to the following four categories:

(1)  Intrapsychic Foundations (IF); (2) Interpersonal Relations (IPR); (3) Instrumental Role (IR); and (4) Common Objects and Activities (COA).

The Intrapsychic Foundations items (13, 14, 15, 16, 17, 20, 21) elicit clinical judgments about intrapsychic elements in the dimensions of cognition, conation, and affectivity often seen as near the core of the schizophrenic deficit. Hence, the patient's sense of purpose, motivation, curiosity, empathy, ability to experience pleasure, and emotional interaction are assessed.

These capacities are viewed as the building blocks from which interpersonal and instrumental role functioning are derived. Defects in these areas are expected to be reflected in impairments in the other three categories.

The second category, Interpersonal Relations (items 1-8), relates to various aspects of interpersonal and social experience. Many of the items go beyond rating amount or frequency of social contact to such complex judgments as capacity for intimacy, active versus passive participation, and avoidance and withdrawal tendencies. 

The Instrumental Role Category (items 9-12) focuses on the role of worker, student, or housekeeper/ parent. In addition to ratings of the extent of functioning, there are judgments about level of accomplishment, degree of underemployment given the person's talents and opportunities, and satisfaction derived from this role.

The final category, Common Objects and Activities (items 18 & 19), is based on the assumption that a robust participation in the community is reflected in the possession of common objects and the engagement in a range of regular activities. Although all of these are not present for every individual, the absence of a large number of them implies some impairment of participation in day-to-day life (Heinrichs, etc. 1984).

Validity and reliability study of QOLS in Turkish    sample was conducted by Soygur (2003) (Soygür,2003).

2.4.        Data Analysis

Data of the research was investigated by using Chi-square, One Way ANOVA and Student’s t-test analysis method. Findings provided were evaluated as meaningful at p≤0.05 level. All obtained data in this research process evaluated by using 16th version of Statistically Package for Social Sciences (SPPS).

3. RESULTS OF STUDY
There were 30 schizophrenic patients. 9 (30%) were female and 21 (70%) were male. The average age of the patients was 48.10±9.52, the age range was between 28-63.  Patients living with father and mother 17 (46.7%), living wife 10 (33.3%) and living sister or brother 6 (20.0%). Patients’ education status are primary school was 12 (40.0%), secondary school 5 (16.7%), high school 10 (33.3%) and university 3 (10.0%). 

Patients’ marital status was single 19 (63.3%) and married 11 (36.7%). Also, their profession status was having a profession 13 (43.3%) and not having a profession 17 (56.7%). 

In addition, most of the patients in our study were using their medication regularly 90.0% (n=27). Most of the patients in our study were not using alcohol 27 (90.0%), but were smoking 19 (63.3%). 

3.1.     TABLES

Table1.  The relation between LEE, SES and QOL Scale Scores
	
	ses
	QOL-Total

	LEE-Total
	r= 0.211

p= 0.263
	r= -0.283

p= 0.130

	SES
	-
	r= -0.517

p= 0.003**




 p≤0.05
When we investigate the relation between  LEE, SES and QOL total scores with Pearson Correlation, we found that SES has negative correlation with QOL-Total (r=-0.517, p=0.003). This negative correlation shows that as the quality of life increases, self-esteem also increases. Low SES scores mean high self-esteem. 
Table2. The relation between LEE-total and LEE Subscale Scores

 and the QOL-total and QOL Subscale Scores

	
	QOL-Total
	QOL-IF
	QOL-IPR
	QOL-IR
	QOL-COA

	LEE-Total
	r=0.283

p=0.130
	r=0.241

p=0.200
	r=0.302

p=0.104
	r=0.236

p=0.209
	r=0.138

p=0.468

	LEE-I
	r=0.098

p=0.606
	r=0.125

p=0.510
	r=0.084

p=0.660
	r=0.061

p=0.748
	r=0.054

p=0.777

	LEE-ER
	r= - 0.420

p=0.021*
	r= -0.378

p=0.031*
	r= - 0.412

p=0.024*
	r=0.348

p=0.059
	r=-0.285

p=0.127

	LEE-NAT
	r=0.253

p=0.177
	r=0.191

p=0.311
	r=0.311

p=0.094
	r=0.184

p=0.330
	r=-0.100

p=0.600

	LEE-T/E
	r=-0.164

p=0.387
	r=-0.025

p=0.894
	r=-0.109

p=0.566
	r=-0.187

p=0.321
	r=-0.185

p=0.327


p≤0.05

The correlation coefficient between LEE-total to QOL-total scores does not show any significant correlation (p>0.05). When we compare LEE and QOL subscale scores, we found that LEE-Emotional Response subscale score had significant negative correlation with QOL-Total (r= -0.420, p=0.021), QOL-Intrapsychic Foundation subscale (r= -0.378, p=0.031) and QOL-Interpersonal Relations subscale (r= -0.412, p=0.024). 

Table3. The relation between SES and QOL-total and QOL subscales scores

	
	QOL-total
	QOL-IF
	QOL-IPR
	QOL-IR
	QOL-COA

	SES
	r= - 0.517

p=0.003*
	r= - 0.370

p=0.044*
	r= - 0.572

p=0.001**
	r= - 0.411

p=0.024*
	r= -0.402

p=0.028*




*p<0.05, **p<0.001

When we compared the mean scores of SES with QOL-Total and QOL 

subscale scores with Pearson Correlation method, we found that SES 

has negative correlation with QOL-Total (r= -  0.517, p=0.003), QOL

Intrapsychic Foundation subscale (r= -0.370, p=0.044), QOL-Interpersonal 

Relations subscale (r= -0.572, p=0.001), QOL-Instrumental Role subscale 

(r= -0.411, p=0.024), and QOL-Common Object and Activities subscale

 (r= -0.402, p=0.028). This negative correlation shows that as the quality of 

life increases, self-esteem also increases. Low SES scores mean high self-esteem.

Table4. The relation between LEE-total and LEE- subscales scores 
and SES scores
	
	SES

	LEE-Total
	r=0.211

p=0.263

	LEE-I
	r=0.112

p=0.557

	LEE-ER
	r=0.277

p=0.138

	LEE-NAT
	r=0.183

p=0.33

	LEE-T/E
	r=0.127

p=0.503


p<0.05

When we compared the mean scores of SES with LEE-total and LEE-subscale scores with Pearson Corelation no significant relation was found (r=0.138-0.557).
Table5. Distribution of the family members of the patients as Low LEE and High LEE groups according to the median of LEE-total and median LEE subscale scores

	
	Low LEE

 n (%)
	High LEE

n (%)

	LEE-total
	13 (43.3)
	17 (56.7)

	LEE-I
	16 (53.3)


	14 (46.7)

	LEE-ER
	16 (53.3)


	14 (46.7)

	LEE-NAT
	18 (60.0)
	12 (40.0)

	LEE-T/E
	18 (60.0)


	12 (40.0)


The median for LEE-total and LEE subscale scores were found and the family members who were given scores above the median were classified as ‘high expressed emotion’ and the ones who were given scores less than the median were classified as ‘low expressed emotion’.

Table 6. The comparison of SES mean scores according to gender
	
	Female
	Male
	p

	SES
	4.33±1.66

(n=9)


	3.00±1.58

(n=21)
	0.046


p≤ 0.05

In the table 6, the means and standard deviations of SES score of the participants of the research were shown. When we compared the SES scores of male and female participants with Student’s t-test, we found that female participants had significantly higher self-esteem scores (p=0.046).

Table7.  The comparison of SES, QOL-total and QOL- subscale scores according to having a profession

	
	Having a profession
	Not having a profession
	p

	QOL-Total         
	47.69±20.50

(n=13)
	39.70±23.85

(n=17)
	0.343

	QOL-IF
	15.69±6.62

(n=13)

	15.23±7.83

(n=17)
	0.867

	QOL-IPR
	19.15±7.42

(n=13)

	16.29±11.29

(n=17)
	0.436

	QOL-IR
	8.46±6.66

(n=13)
	4.29±3.40

(n=17)
	0.034*

	QOL-COA
	4.38±2.69

(n=13)
	3.88±2.93

(n=17)
	0.634

	SES
	2.61±1.39

(n=13)
	4.00±1.69

(n=17)
	0.024*


p≤ 0.05

When we compared SES, QOL-total and QOL subscale scores according to the profession status of the patients we found that patients having a profession had significantly higher instrumental role subscale scores (p=0.034) and lower self-esteem scores (p=0.024) which shows that they have higher self-esteem. 
Table8.  The relation between LEE-total and subscale scores with 

number of hospitalization

	
	Number of Hospitalization

	LEE-total
	r=0.356

p=0.053*

	LEE-I
	r=0.139

p=0.463

	LEE-ER
	r=0.337

p=0.069

	LEE-NAT
	r=0.365

p=0.048*

	LEE-T/E
	r=0.321

p=0.084


p≤ 0.05

When we compared the mean scores of LEE negative attitude toward subscale with patient’s number of hospitalization with Pearson Correlation, we found weak correlation (r=0.365, p=0.048). Between LEE-total scores and number of hospitalization, there was weak correlation (r=0.356, p=0.053). 

	
	Consistently using drugs
	Inconsistently  using drugs
	p

	LEE-Total
	29.55±12.62

(n=27)
	45.00±9.84

(n=3)
	0.094

	LEE-I
	9.51±3.81

(n=27)
	11.00±1.00

(n=3)
	0.140

	LEE-ER
	7.04±3.64

(n=27)
	11.66±1.53

(n=3)
	0.009*

	LEE-NAT
	5.33±4.09

(n=27)
	10.00±5.65

(n=3)
	0.281

	LEE-T/E
	7.66±3.88

(n=27)
	12.33±3.78

(n=3)
	0.155


Table9. The comparison of LEE-total and subscales scores according 

to the patients’ medical treatment

p≤0.005
When we compared the mean scores of LEE-total and subscales with medical support, we found that patients using drugs inconsistently had significantly higher LEE-ER score (p=0.009).
Table10.  The comparison of LEE-total and subscale scores according

 to patients’ marital status

	
	Single
	Married
	P

	LEE-total
	35.00±12.47

(n=19)
	24.36±11.82

(n=11)
	0.030*

	LEE-I
	10.26±3.61

(n=19)
	8.63±3.64

 (n=11)


	0.246

	LEE-ER
	8.63±3.59

(n=19)
	5.54±3.29

(n=11)
	0.026*

	LEE-NAT
	6.84±4.45

(n=19)
	4.00±3.79

(n=11)
	0.076

	LEE-T/E
	9.26±4.08

(n=19)
	6.18±3.37

(n=11)
	0.035*


p≤0.005
When we compared the mean scores of LEE-total and LEE subscales according to  patients’ marital status, we found that single patients had significantly higher scores at LEE-total (p=0.030), LEE-emotional response (p=0.026) and LEE-tolerance/expectancy subscales (p=0.035). 

4. DISCUSSION
9 female and 21 male patients diagnosed as schizophrenic disorder participated to this study. In our sample the average age of onset of the disease was 20. In the literature it is mentioned that schizophrenia typically begins in adolescence or the early years of puberty. The peak age of onset is usually between 15-25 years for men and between 25-35 years for women. Males have an early large peak of onset in their late teens and early twenties, followed by a gradual decline. Females have several peaks of onset in their twenties, in late middle age and over the age of 65 (Leung&Chue,2000). 

Marriage rate in female patients was 44.4% and 28.6% in male patients. This finding is consistent with the literature in general. 
In this present study, 23 (76.7%) of the patients were not working and 7 (56.7%) had no profession. This is associated with decreased quality of life and functionality. Social Welfare is running and provides State Pension to affected patients. Epidemiological studies revealed a higher incidence and prevalence of schizophrenia in groups with lower socioeconomic status. In the past half century, studies have found that the actual incidence of schizophrenia does not vary with social class, based on the first admission rates, adaptation studies and a series of studies examining the social class of the fathers of people with schizophrenia. When these finding did not validate the original theory, it became clear that lower socioeconomic status was more a result than a cause of schizophrenia. This led to the acceptance of the downward drift hypothesis which stated that because of the nature of schizophrenic symptoms, people who develop schizophrenia are unable to attain employment and positions in society that would allow them to achieve a higher social status. Thus, these patients drift down the socioeconomic ladder, and because of the illness itself they may become dependent on society for their well-being (Kaplan&Sadock,2003).  
At this present study, the patients living with their mother/father was 14 (46.7%), living with their wives 10 (33.3%) and living with their brother/sister was 6 (20.0%).  66.7% of the patients who lived with their brother/sister had hospitalization for ‘once or twice’, but that was ‘6 or more’ for patients who lived with his mother/father (42.9%). The relatives’ role, especially the expressed emotion at home has been shown to be an important predictor for relapse (Barrelet,Ferrore, Szigethy,2004). 

19 (63.3%) patients were smoking. 3 (10.0%) patients were using alcohol.  Epidemiologic study of the United States of America Field Scanning (ECA) showed that among patients with schizophrenia or schizophreniform disorder, 47% had the diagnosis of substance abuse. In that study, the risk for substance abuse in patients with diagnosis of schizophrenia was 4.6 times higher than the general population. A study of schizophrenic patients living in institutions in İzmir showed that use alcohol was less frequent than the general population, and there were less heavy smokers (5% to 2%). The use of any substance in the general population over the last year was 5% and it was found to be 7% among patients with schizophrenia (Akvadar,Tümüklü,Alptekin,2003). Alptekin, Mete and Yazıcı had multi-center study involving 382 patients with schizophrenia 54.2% smoking and use alcohol reported 7% (Alptekin,Mete,Yazıcı,2002). 
In our study 56.7% of the participants were exposed to high level of expressed emotion. There was no relation between level of expressed emotion and self-esteem and quality of life. The meta-analyses conducted by Butzley and Hooley (1998) mentioned a relationship between expressed emotion and relapse in schizophrenia (Butzley&Hooley, 1998). In another study relation between relapse in schizophrenic patients and family functions were investigated and it was found that relapse was higher in those with poor family functions (Butzley&Hooley,1998). Mottaghipour has experience with families of patients in Iran and has shown that it is difficult to involve all the members of a family in intervention/education. Adaptation of any educational/therapeutic interventions based on the participation of all family members is still a novel and rare event.

In this present study, it is found that as the quality of life increases, self-esteem also increases. The association between the social support and level of self-esteem was shown by Sorgaard, who found that schizophrenic patients who had at least one close friend were associated with better self-esteem than those who did not have any friend (Sorgaard, 2002). Social support is important for schizophrenic patients.

The characteristics of patients in remission are living with family and being employed. Good general social support and self worth were shown to be positively related to self-esteem (Taylor, 2002).  A series of studies initiated in London indicate that family can have an important impact on the adjustment of patients after they leave the hospital. In one study, investigators conducted a 9-month follow-up study of a sample of patients with schizophrenia who returned to live with their families after being discharge from the hospital (Brown,1966). 
Quality of life and depressive states are other factors which had been shown to be significantly related to self-esteem. Schizophrenic patients who reported better perceived quality of life had higher level of self-esteem than those who had poor quality of life (Tolmon,2010). In addition, between SES scores and QOL-subscales has significantly correlation. Between SES and QOL-Interpersonal Relations subscale (r= -0.572, p=0.001) has negative correlation and high significantly correlation. Self-esteem and interpersonal relation are related. 

Between SES and Instrumental Role subscale scores, there is negative and significantly correlation (r= -0.411, p=0.024). Statistical analysis showed the ‘QOL-common object and activities subscale’ (r= -0.402, p=0.028), ‘QOL-intrapsychic foundation subscale’ (r= -0.370, p=0.044) has negative and weak correlation association with SES. At a longitidunal study about the relation of self-esteem and positive and negative symptoms among schizophrenic patirents, it was found that reduction in severity of negative symptoms was significantly associated with improvement in self-esteem (Ronald,  et al. 2012). 

Kraepelin recognized an “avolutional syndrome” which included “emotional dullness, failure of mental activities, loss of mastery over volition, of endeavor, and of ability for independent action” caused by a “weakening of those emotional activities which permanently form the mainsprings of volition” (Kraepelin,1919). Self-esteem may therefore be related to motivation and volition. A previous study showed that patients diagnosed with schizophrenia have low expectations for pleasure in activities and little expectation of success, but show little difference in their ability to derive pleasure in activities once engaged. They have found that self-esteem plays an important role in negative symptoms, and we suggest that further studies should investigate the role of possible cognitive interventions that may be effective in treating both negative symptoms and low self-esteem (Roland, et al. 2012). 

In our study, statistical analysis showed that the number of hospitalization (r=0.084, p=0.657), patients according to whom they lived together (r=0.824, p=0.448), medical support (r=0.320, p=0.084) did not any significant association with the level of self-esteem scores. Also, statistical analysis showed the gender (p=0.046) and occupation (p=0.024) were significantly correlated with the level of self-esteem. 

At this present study, between Rosenberg’s Self-Esteem (RSES) scores and Quality of Life (QOL) scores negative correlation was found (r= -0.517, p=0.003). Between QOL and LEE scores, there was not a significant correlation (r=-0.283, p=0.130). But, between QOL and LEE-Emotional Response subscale there is negative and weak significant correlation (r= -0.420, p=0.021). This negative correlation shows that as the quality of life increases, self-esteem also increases. Low self-esteem scores mean high self-esteem. The association between the social support and level of self-esteem was show by Sorgaard, who found that schizophrenic patients who had at least one close friend were associated with better self-esteem than those who did not have any friend (Sorgaard, 2002). Social support is important for schizophrenic patients. 

In the cases, statistical analysis showed that marital status (r=0.055, p=0.773), gender  (p=0.950), age of patients (p=0.125), the number of hospitalization (r= -0.088, p=0.645), patients according to whom they lived together (r=0.658, p=0.526), medical support (r= -0.284, p=0.128) did not any significant association with the level of quality of life. Clinical variables, length of illness and hospitalization, the presence of adverse drug reactions reported to be associated deterioration in quality of life (Browne, Roe, 1996). Schizophrenic patients lived with family, relatives or friends. They affect schizophrenic patients on quality of life. In terms of severity of psychopathology in patients schizophrenic patients’ family environment is a factor to be to be reckoned with thoughts and emotion in the family of patients with schizophrenia are thought to carry important in terms of relapse and re-hospitalization (Huppert,Weiss, Pratts,2001). 
There were no significant correlations between QOL-subscale scores and demographic variables. In our study, we could not find a relation between age, gender, marital status, education level, working, economic situation and  quality of life for patients. At a similar study conducted in our country, gender, marital status, income, occupational group, age, years of education  and the total duration of unemployment were not associated with quality of life (Şimşek,2003). In that cases, QOL-subscales scores were not found significantly correlated with medical support, marital status, patient of age, number of hospitalization and gender.
A study an patients with schizophrenia revealed the impact of family support on the functionality (Vuksic-Mihaejivic,Mandic, Borkic,1998). The study on schizophrenic patients in Turkey showed that, social functioning is related with communication problems within the family and family relationships. (Danacı, Karaca,Deveci,2005). If the patients families (and for the special person in the patient or his friends) participate in the training and rehabilitation programs, it is shown to be useful in the treatment of schizophrenia (Pitschel,Bauml,Bender,Engewr,Wagner, Kissling, 2006). These results families as well as psychosocial treatment interventions applied to patients reveals. Support from the patient's environment, has been suggested that significantly affect the quality of life (Caron,1998). 
The participants of this study is formed from a small number of patients. All the patients are in remission and apply the out patients unit for follow-up.

It would be helpful to make a longitudinal study which follows-up the patients both in remission and acute episode, and investigate the effects of EE on relapse rates while considering severity of positive and negative symptoms. 

5. CONCLUSION
Perceiving high expressed emotion in the family has a negative effect on the schizophrenic patients’ quality of life. Because of this, giving counseling and education to the family is important for the success of treatment. 
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APPENDIX
DEMOGRAFİK  BİLGİ FORMU

HASTANIN:

DOĞUM TARİHİ:

YAŞI:

CİNSİYETİ:                      a) Kadın      b) Erkek
EĞİTİM DURUMU:        a) İlkokul     b) Ortaokul          c) Lise           d) Üniversite
MEDENİ DURUMU:       a)Bekar        b) Evli          

MESLEK:                         a) Var           b) Yok
ÇALIŞMA DURUMU:    a) Çalışıyor   b) Çalışmıyor……………………..
BİRLİKTE YAŞADIĞI KİŞİLER:     a) Anne/Baba        b) Eş       c) Kardeş   

    d)Arkadaş/Akraba

ASKERLİK:           a) Yaptı    b) Yapmadı       c) Yarıda Bıraktı

SİGARA:                a) Kullanıyor          b) Kullamıyor

ALKOL:                 a) Kullanıyor          b) Kullamıyor      

HASTALIK BAŞLANGIÇ YAŞI: ...............                                         

HASTANEYE YATIŞ SAYISI (SON 1 YIL İÇERİSİNDE):   a) 1-2 kez      b) 2-3 kez   c) 4-5 kez   d) 6-üzeri

İLAÇ KULLANIMI:              a) Düzenli kullanıyor      b) Düzensiz Kullanıyor   

