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In many developing countries, fam-
ilies have been partners in the care of
persons with mental disorders for

over five decades. This was so even
when the rest of the world looked at
families as a cause of mental disorders
(1-4).

One of the first community studies
in a developing country was carried
out at Chandigarh, India, under the
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predictors
of relapse rather than protective
factors against relapse. As a
result, we learned little about what
families do that is associated with a
better course for individuals with a
mental disorder. Giving voice to culturally
diverse patient samples and
being open to alternative factors
(such as warmth) associated with the
course of illness suggest that the predominant
research paradigm with its
focus on family negativity should be
broadened. The implication of these
findings for treatment is that attention
to enhancing prosocial family functioning
could help balance the current
treatment emphasis on stress
management and stress reduction.
As we consider how to bring effective
family interventions to routine
clinical practice, it is critical that clinical
scientists be open to the perspectives
of other stakeholders. The risk of
engaging in a dialogue with stakeholders
from differing perspectives is that
the family interventions that result
from these dialogues may differ from
those studied under controlled settings.
On the other hand, the risk of not
doing so is that evidence-based interventions
are not used in clinical practice.
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lead to the implementation of empirically
validated treatment would be
useful to others embarking on this
journey.
An important part of the local setting
is the social and cultural context
of the families seeking treatment.
Indeed, the available evidence suggests
that family interventions have
been successful in a wide range of cultural
contexts around the world.
However, little attention has been given
to how the given intervention is
adapted to the specific cultural context,
if at all. Lefley and Johnson (6)
address this limitation with their
recent compilation of how family
interventions have been used across
the world. This effort points out the
manner in which clinical researchers
and practitioners have given voice to
their own sociocultural context in
adapting existing interventions as
well as the sociocultural context of
the families with whom they work.
Efforts to integrate systematically the
social and cultural worlds and to
assess the effectiveness of such efforts
are vitally needed. In particular, documenting
how the intervention was
modified for the particular context
and whether that modification was
related to specific clinical, social or
familial outcomes would make a significant
contribution (7). Systematic
efforts to integrate the sociocultural
context can improve the effectiveness
of existing treatments for families
from diverse sociocultural backgrounds
as well as contribute to their
acceptance and implementation.
One example of the importance of
the sociocultural context is the finding
that high family warmth in primarily
immigrant, Mexican American
families is related to a lower rate of
relapse (8; see also references 9 and
10 for similar findings in other populations).
What is curious about these
findings is that most studies of families’
expressed emotion failed to
report results with regard to warmth
or positive remarks, two indices of
expressed emotion. As noted by Falloon,
early on in this line of inquiry,
investigators chose to examine predictors


leadership of N. Wig (5). This study
focussed on ‘attempts to meet the
needs of a group of chronic schizo-
phrenics in the community’. The set-
ting was the Modecate Clinic and the
team consisted of a psychiatric nurse,
one psychiatric social worker, and
two psychiatrists. In this study, 30 of
the persons suffering from chronic
schizophrenia attending the special
clinic were evaluated in detail for
their symptoms and social function-
ing. Further efforts were made to pro-
vide required help to the ill individu-
als and the families. Interventions
consisted of regular home visits, fam-
ily counselling, marital counselling,
contact with social welfare agencies
and providing an understanding
about the illness. All the families were
visited at home periodically. These
home visits became a source of sup-
port to the family. The visits were
utilised to share the caring skills with
the family members.

Another important study of this
period was initiated at the National
Institute of Mental Health and Neu-
rosciences (NIMHANS), Bangalore
by Pai and Kapur (6-10). In this study,
two similar groups of schizophrenic
patients (27 each), undergoing two
treatment modalities, namely hospital
admission and home treatment
through a nurse, were compared for
the outcome in terms of symptoms,
social dysfunction, burden on the
family, cost of treatment and out-
come at the end of 6 months. The
hospital group patients were admitted
to the psychiatric wards and treated
in a routine manner (average hospital
stay was 6 weeks). The home care
group remained in their homes. A
nurse trained in patient follow-up and
counselling visited the home regularly
for the purpose of patient assessment
and treatment. The frequency of the
visits were determined by the severity
of the illness and the level of anxiety
expressed by the family. The two
groups “were comparable and the dif-
ferences in outcome could be safely
attributed to the differences in the
two systems of delivery of care”. The
home treatment through a visiting
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nurse gave a better clinical outcome
and social functioning of the patient
and greatly reduced the burden on the
families. This treatment modality was
also more economical.

A follow-up study was made of this
group of patients after two years. 37
of the 54 patients could be contacted.
It was observed that the home care
group of patients had maintained sig-
nificantly better clinical status than
the controls and had been admitted
less often (9). However, in terms of
social dysfunction and burden on the
family, the benefits of initial home
care disappeared.

In a subsequent study, the focus of
family care by visiting nurses was
patients with a diagnosis of chronic
schizophrenia (11). Two groups
received the routine out-patient care
and home care respectively. Each
group had 32 patients and the dura-
tion of follow-up was two years. The
two-year follow-up assessment
showed that the home care group
maintained better clinical status, as
well as a better level of social func-
tioning, but the differences were not
statistically significant. Only two of
the home care group were admitted to
hospital over two years in comparison
to 8 patients in routine care. The
authors concluded that a home care
service seems to offer a viable alterna-
tive mode of follow-up care for the
chronically mentally ill population.
Moreover, it may be possible to pre-
vent repeated hospitalisations for
these patients and offer them a better
chance of long-term community
adjustment.

During the latter part of 1980s, as
part of the World Health Organization
(WHO) collaborative study on ‘Deter-
minants of outcome of severe mental
disorders’, a substudy focussed on the
specific cross-cultural aspects of
expressed emotions (EE). The Chandi-
garh centre was under the leadership
of N. Wig. In this comparison, two
samples of relatives of first-contact
patients with schizophrenia from
Aarhus (Denmark) and Chandigarh
(India) were assessed for the EE and
their relationship with outcome. The

training of the investigators from dif-
ferent cultures was satisfactory and it
was found that the rating of critical
comments could be transferred satis-
factorily from English to Hindi (12,13).
The Danish sample consisted of 28
patients, while the Indian sample con-
sisted of 78 patients from the urban
and rural areas.

56% of Chandigarh relatives made
no critical comments at all, compared
with 29% of Aarhus relatives and
28% of British relatives. While 16%
of the British relatives scored 15 or
more, no Chandigarh relative made
more than 14 critical comments. The
mean number of critical comments
made by Indian urban relatives was
242, compared with only 0.58 for
Indian rural relatives, and 8.4 for the
British sample. In the Indian sample,
warmth was likely to be associated
with high criticism as well as low crit-
icism, whereas in the English and
Danish samples warmth was much
more likely to accompany low criti-
cism. The proportion of families cate-
gorised as high-EE was 54% in Eng-
lish and Danish samples as compared
to 30% in the urban and 8% in the
rural Indian samples. The author con-
cluded: “The starting point for further
studies could well be the major differ-
ence in distribution of EE compo-
nents between the urban and rural
relatives. The possible insights afford-
ed by this line of enquiry could con-
tribute to therapeutic endeavours to
alter the emotional environment in
high-EE homes”.

In a subsequent report, Leff et al
(14,15) followed up 86% of the
above group of patients at the end of
two years. In contrast to the one year
findings, the global EE index at initial
interview did not predict relapse of
schizophrenia over the next two
years. However, there was a signifi-
cant association between initial hos-
tility and subsequent relapse.

In view of the association of high
EE and family attitude with the
course and outcome of schizophre-
nia, and the known better outcome of
schizophrenia in India (as well as oth-
er developing countries), the failure
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to follow up the above leads is unfor-
tunate. This is an area for urgent
attention by professionals.

During the recent years a number
of investigators have studied in more
details the family life of the persons
with schizophrenic illness and factors
associated with family care. These
studies offer new understanding as
well as potential avenues for further
work.

Sharma et al (16) compared 78
patients living in the community with
a diagnosis of schizophrenia in Liver-
pool, UK and 60 patients from the
rural areas near Bangalore, India. In
Liverpool only 20% were ever mar-
ried as compared to 90% in Banga-
lore sample. Less than half of the
patients were living with the family in
Liverpool, while all but one patient in
Bangalore were living with the family.
Very few patients in Liverpool were
employed. Inpatient treatment was
common in Liverpool while it was
rare in Bangalore. Illicit drug use was
seen in 22% of Liverpool patients as
compared to 2% in Bangalore. The
authors conclude that “Bangalore
patients were more socially integrated
than Liverpool patients, who appeared
socially marginalised”.

During the 1990s, the movement
to develop programmes for family
members has been initiated in India.
These include family education, fami-
ly intervention, formation of self-help
groups and greater support to families
to become partners in care (17).

The focus of family interventions,
to date, has been to build a relation-
ship with caregivers based on under-
standing and empathy, focussing on
the strengths of caregivers and assist-
ing them to identify community
resources, interventions to promote
medication compliance, interventions
to promote early identification of
relapse and swift resolution of the
crises, guiding families to reduce
social and personal disability, guiding
families to reframe expectations and
moderate the affect in the home envi-
ronment, guiding families to improve
vocational functioning of the patient,
emotional support to caregivers and

development of self-help groups for
mutual support and networking
among families.

The need of the families to take up
this important role is at three levels.
Firstly, families need support from the
professionals to acquire the skills of
care, respite care and crisis support in
emergencies, as well as emotional sup-
port to meet their own needs and to
maintain the cohesion of the families.
Secondly, the state should support
families financially to offset the caring
responsibility of the families and help
them to form self-help groups. Thirdly,
professionals have to change their atti-
tudes and practices to develop a true
partnership with the families and
make the experiences of the family an
essential part of the programme and
policy development. Developing
countries have an unique opportunity
to build mental health programmes on
the strengths of families.

The issues relating to the families
empowerment are: growing urbanisa-
tion of India; breaking down of the
traditional joint and extended fami-
lies; increasing numbers of nuclear
families; single parent families; fami-
lies with working parents; families in
distress due to economic deprivation,
social marginalisation, alcohol depend-
ence, chronic illnesses; growing num-
bers of elderly persons and families of
mentally ill with elderly caregivers;
increasing influence of mass media in
shaping the aspirations of young peo-
ple and family life.

References

1. Chacko R. Family participation in the
treatment and rehabilitation of the mental-
ly ill. Indian J Psychiatry 1967;9:328-33.

2. Kohmeyler WA, Fernandes X. Psychiatry
in India: family approach in the treat-
ment of mental disorders. Am J Psychia-
try 1963;119:1033-8.

3. Bhatti RS, Janakiramiah N, Channaba-
savanna SM et al. Descriptive and mani-
festation of multiple family group inter-
action. Indian J Psychiatry 1980;22:51.

4. Bhatti RS, Janakiramiah N, Channabasa-
vanna SM. Group interaction as a
method of family therapy. Int J Group
Ther 1982;32:103-14.

5. Suman C, Baldev S, Srinivasa Murthy R

10.

11.

12.

13.

14.

15.

16.

17.

et al. Helping chronic schizophrenics
and their families in the community - Ini-
tial observations. Indian ] Psychiatry
1980;22:97-102.

. Pai S, Kapur RL. The burden on the fam-

ily of a psychiatric patient; development
of an interview schedule. Br J Psychiatry
1981;138:332-5.

. Pai S, Nagarajaiah. Treatment of schizo-

phrenic patients in their homes through
a visiting nurse: some issues in nurses
training. ] Nurs Studies 1982;19:167-72.

. Pai S, Kapur RL. Impact of treatment

intervention on the relationship between
the dimensions of clinical psychopathol-
ogy, social dysfunction and burden on
families of schizophrenic patients. Psy-
chol Med 1982;12:651-8.

. Pai S, Kapur RL, Roberts EJ. Follow up

study of schizophrenic patients initially
treated with home care. Br J Psychiatry
1983;143:447-50.

Pai S, Kapur RL. Evaluation of home care
treatment for schizophrenic patients.
Acta Psychiatr Scand 1983;67:80-8.

Wig NN, Menon DK, Bedi H et al.
Expressed emotion and schizophrenia in
North India. I. Cross-cultural transfer of
ratings of relatives expressed emotion. Br
J Psychiatry 1987;151:156-60.

Wig NN, Menon DK, Bedi H et al.
Expressed emotion and schizophrenia in
north India. II. Distribution of expressed
emotions components among relatives of
schizophrenic patients in Aarhus and
Chandigarh. Br J Psychiatry 1987;151:
160-5.

Pai S, Channabasavanna SM, Nagarajiah
et al. Home care for chronic mental ill-
ness in Bangalore: an experiment in the
prevention of repeated hospitalisation.
Br ] Psychiatry 1985;147:175-9.

Leff J, Wig NN, Ghosh A et al. Expressed
emotion and schizophrenia in north
India. III. Influences of relatives expres-
sed emotion on the course of schizo-
phrenia in Chandigarh. Br J Psychiatry
1987;151:166-73.

Leff J, Wig NN, Bedi H et al. Relatives
expressed emotion and the course of
schizophrenia in Chandigarh. A two year
follow-up of a first contact sample. Br J
Psychiatry 1990;156:351-6.

Sharma V, Srinivasa Murthy R, Kishore
Kumar KV et al. Comparison of people
with schizophrenia from Liverpool, Eng-
land and Sakalawara-Bangalore, India.
Int J Soc Psychiatry 1998;44:225-30.
Shankar R, Menon S. Family interven-
tion programme in schizophrenia: the
SCAREF experience. In: Research on fam-
ilies with problems in India. Vol.1. Bom-
bay: Tata Institute of Social Sciences,
1991:128-44.

37



