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OPERATIONAL DEFINITION OF KEY CONCEPTS AND TERMS

Abstinence Practice of staying away from drimgkaicohol after
treatment.
Adult : An individual 18 years and above.

Emotional Expression (EE): Itis a measure of lestritical, or emotionally
over-involved attitudes expressed by a cloksive to an ill
family member, in this case, the alcoholic.

Family : Nuclear Family

Family emotional climate: This is the collectivedgmervasive mood within the
family of an alcoholic when it is focused o #coholism
rather than on the relationships among thelfaméembers.

lliness/disorder: Refers to alcoholism

Lapse : The initial return to heavy drinking oe thirst episode that

marks return to drinking.

Patient/ client : Refers to the alcoholic.
Prevalence : Readmission rate.
Rehabilitation : Also referred to as treatment.

Treatment center: Rehabilitation center
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Relapse : Readmission due to return to heavy alad®oafter

treatment
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ABSTRACT

Alcoholism is a family illness that requires treatm of the whole family, because
recovery after rehabilitation seems mostly achiévalhen both the individual and
their family are involved in relapse prevention. \¥rstudies have demonstrated
that family plays an important role from diagnogidreatment of alcoholism, few
studies have focused on the interpersonal dynawificmily members which
would maintain the alcoholic behaviours and leadedapse. Such interpersonal
dynamics would include the family emotional expr@ss(EE) and how it may
relate to relapse. In this study, the relationgl@fween family EE (characterized by
hostility, criticism and emotional over-involvemgmind the occurrence of relapse
in alcoholism was examined. The Family Systems Mheéaformed the current
study in helping understand the complex dynamicsintéractions of family
members and how such interactions maintained mpiagabehaviours such as
alcoholism. Samples were derived from populatiorisirgatient alcoholics
(N=186) and their family members (N=135) in NairoBounty, Kenya. The
instruments used in the study were the Alcohol Dsrders Identification Test
(AUDIT) to assess for alcoholism. The Family Memi#dtitude Scale (FMAS)
and the Individual Attitude Perception Scale (IAR®Ye used for assessing family
EE. In addition, individual interview schedules wefeveloped to assess how both
the alcoholic and family members perceived family &d how this may have
contributed to relapse. Pearson correlations wesed o test the relationship
between the dependent variable (relapse) and ttep@ndent variables (hostility,
criticism, and emotional over-involvement). Regiessanalyses were used to
clarify the nature of the relationship of the vhtes, and to assess the statistical
significance using the Statistical Package forSbeial Sciences (SPSS). The study
found out that EE was statistically significanipa0.000<0.05 and had a predictive
power of 34%. While hostility was found to have iawerse relationship with
relapse [§=-.133), criticism was found to predict relapse 282% and over-
involvement at 47.1%. This could mean that EOI was major EE predictor
variable for relapse among recovering alcoholidse EE/relapse association was
also evidenced by interviews by the participaritsvds concluded that high levels
of family EE were a contributing factor to returgino heavy drinking after
treatment of an alcoholic.
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CHAPTER ONE
INTRODUCTION

1.1 Background to the Study

The development of relapse in alcohol addictiodapendent upon many factors,
some found within the individual and others foundhwm the social milieu in
which the individual lives. Treatment of addictigsorders in the recent years has
focused on relapse prevention as an important caengon recovery from such
addictions (Marlatt, Parks & Witkiewitz, 2002). Atiugh some studies on relapse
prevention focus on the individual factors (Witkieev& Marlatt, 2004), most
studies have recognized that the social contexthich the alcoholic lives is very
significant to whether they remain abstinent fraicohol drinking or relapse after
treatment (e.g. Copello, Velleman & Templeton, 20@aatcioglu, Erim &
Cakmak, 2006). Proponents of the role of the $@rigironment on relapse have
revealed that the family context in which an aldahdives might be the main
contributing factor to relapse (Saatcioglu et aD06). A supportive family is
considered the strongest source of identity andaksapport among all contextual
relationships (Beattie, 2001) and hence associagd better prognosis and
successful reduction of drug use during treatm&aicial support in alcoholic
families is the encouragement provided by close bemof the family to help in
dealing with a problem such as alcoholism. Argumdat the role of family on

alcohol abstinence maintenance or relapse haveilmoi®d to a high impetus in



expansion of the scope of effectiveness in alctieaitment to include the alcohol-

using individual’s family (Copello et al., 2005).

Substance abuse and alcoholism are seen as symptaandysfunctional family

system, and hence the family is considered asqgjatte solution to the relapse
problem without which the individual would relapgBierce, Frone, Russell,
Cooper, & Mudar, 2000). There is strong evidencsupport the effectiveness of
family interventions in treatment of alcoholism, ialh demonstrates that family
therapy for alcoholics is effective in improving evall family relationships and
functioning, and which in turn improves overall stamce use outcomes,
engagement, and retention in therapy (Saatcioglal.e2006). Family treatment
also brings about marital satisfaction for alcotslimprove communication, and
improve positive couple functioning which in turmprove prognosis (Antoine,
Christophe, & Nandrino, 2009). Family members’ ilwament in therapy has a
great influence on the individual alcoholic’s matin to change and maintain
abstinence (Templeton, Velleman, & Russell, 20¥®ile involved in a treatment
program, family members are a rich source of inftiom about the real life

interactions and experiences of the addict that haaye a contribution to effective

treatment planning and relapse prevention (Sadtciegal., 2006).

Although better outcomes and compliance for alasholtreatment are seen as
more effective when approached from the familyrveation approach rather than

treatment of the individual alcoholic, there is de® look more deeply at



interpersonal dynamics within the family that maghance relapse. This is
especially because despite the effectiveness afyféimerapy for alcoholic patients,
the impression given in many parts of the worlthat relapse rates in addiction are
still very high and addictions have continued tagole many drug users. For
instance the National Survey on Drug Use and He@ISDUH, 2006) gives
relapse rates at 50%-90% in America. And althoeglonts on alcoholism in England
and Africa in general are committed to giving adarpicture on health issues relating to
alcohol, there is an underlying impression thatpsé rates are still high in these areas.
In Kenya the National Campaign Against Drug Abusgh®rity (NACADA) has
given the impression that relapse rates are vejly, liowever it is more committed
at providing statistics of areas dominated by drsg and the drug of choice (DOC)
in such areas (NACADA 2011). Some available data four outpatient
rehabilitation programs in Kenya from 2007 to tiretfquarter of 2010 estimated
the overall abstinence rates for three drugs: daispalcohol, and heroine as 42%,
while that for alcohol and cannabis alone was 46%users (Deveau, Tengia,
Mutua, Njoroge, Dajoh, & Singer, 2010). Howevéere are no reports on alcohol

relapse on its own both regionally or in Kenya.

Perhaps the high relapse rates are due to facitrshe family system itself that
require to be investigated. There is evidence flwmhe family interactions that
appear to be supportive may, in fact, promote ssafe.g.Orford, Velleman,
Copello, Templeton, & Ibanga, 2010; Rotunda & Oieldy 1998), and that family

members’ attitudes toward the alcoholic member leapeedictive value to relapse



(Saatcioglu, et al., 2006). Family members may twsatment methods that are
counterproductive in their attempts to offer treaminfor alcoholism, but such
methods may oftenshield the addict from the negatmsequences of his actions
(Raitasalo & Holmila, 2005). Coping strategies sumh pouring out drinks,
persuasion, emotional pleading to change, igndningher when drunk, nagging,
threats to leave, drinking along with him/her, ordirect and manipulative
approaches (Hunter-Reel, McCrady, & HildebrandtD®0are referred to as
codependent behaviours and have been found tcaserinking. Heavy drinking
is associated with higher frequency of confrontatily family members, which
may also serve to unintentionally or inadverteméiypforce or punish the drinking,
providing consequences that increase or decreaskkétiihood of future drinking

episodes (Raitasalo & Holmila, 2005).

Another predictive aspect of family and relapsthat of the emotional state of the
family. The emotional state of the family is debed as being high in emotional
expression or low in emotional expression. High Bamal Expression (EE),
which is related to higher levels of relapse, eniafied in the tone and content of a
family member’'s communication (Hooley, 2007). Irithreview of EE, Rotunda
and O’Farrell (1998) described the three familytadies of hostility, criticism, and
emotional over-involvement as precipitants for psk&in psychological disorders.
That is, hostile family members blame the individoger the alcoholism and the
negative effect it causes the family. They also enag&gative comments (criticism)

toward the person, and become over-involved inpiiéent’s condition as though



they are at fault or pity him too much about his/lsendition. This view is

supported by robust studies in this area (e.g. RemsBlais, & Caska, 2010;
Simmons, Chambless, & Gordon, 2008; Hooley, 208dgh studies allude at the
fact that the emotional state of family memberagsociated with significantly high

relapse rates in patients.

High EE is a reaction by some key relatives livimgclose contact with the
alcoholic and leads to relapse of the recoveririgepta Earlier studies on alcoholic
subjects by O’Farrell, Hooley, Fals-Stewart andt€@u{1998) had demonstrated
that a relapse is more likely to occur to alcot®ligth a family member with high
EE. The predictive value of EE of family membersrelapse has been significant
in a series of replicated studies in other illnessach as schizophrenia (e.g.
Carlson, 2011), depression (Simmons, et al., 20f}&essive-compulsive disorder,
and agoraphobia (Chambless & Steketee, 1999), avwmh rdisorders (Klaus &
Fristad, 2005). All these studies demonstrate steisty of the EE/relapse

association.

Decades of research in the area of psychiatripsel&ave yielded general patterns
of findings; that high emotional expression in fh@s with psychiatric patients
contributes to a relapse in such patients (e.gsadn, Dingemans, Nugter, Van der
Does, Scholte, & Lenior, 1997; Hooley, 2007). Tehegidies allude to the fact that
families high in EE are likely to precipitate retapin the recovering patient, while

the families low in EE provide a better environméort nurturing recovery. Some



studies have suggested that it might not alwaysidémrable for the alcoholic
patients to return to the close emotional tiesroéristing with parents or a spouse
after treatment due to the emotional state of #mailyy (e.g. Hohman & Buitt,
2001). Although these studies seem committed toodsirate a relationship
between the emotional state of family members atapse, one wonders whether

this consistency would be true in alcoholism stsdie

While many studies demonstrate that attitudes wilfamembers toward a patient
are predictive of relapse, some studies have itetica disparity in their findings.
For instance among the many schizophrenic-relapsies with schizophrenia,
Azhar and Varma (1996) found virtual absence ohhéyels of EE among families
of their Malaysian patients. Similarly, Lopez, Raez, Ullman, Kopelowicz,
Jenkins, Breitborde, & Placenia, (2009) study amblexican Americans did not
support the EE/relapse association. On the othed,hanany studies have
demonstrated a relationship between family EE aldpse in alcoholism (e.g.
Hooley, 2007). In his studies with alcoholic patgnFichter et al (1997)
demonstrated that one of the constructs of EE, ithatver-involvement, did not
support relapse of a recovering alcoholic. Agaimynstudies done to demonstrate
the relationship between EE and relapse have bees dith Western populations.
According to these studies, there appears to bsparty among studies on the
family EE-relapse association. A question remairtgetiver or not families of
recovering alcoholics are characterized by high &tl whether family EE has a

relationship with return to heavy drinking aftezatment of alcoholism.



1.2 Statement of the Problem

While majority of studies done have provided suppor the association between
family expressed emotion (EE) and relapse, sudrnmdtion is however equivocal.
Some findings have offered evidence at odds withp@nents of the EE/relapse
association (e.g. Azhar & Varma 1996; Fichter ¢t18197; Lopez et al., 2009).
Furthermore, there is need for current informatmm relapse rates of treated
alcoholics in Nairobi Kenya, which has the highastnber of rehabilitation centers
in the country compared to other regions. Whereashnstudy has been committed
in confirming the EE/relapse association, theseewgme in the West, and none
with African populations whose culture is differefiom the Western culture.
Again, it is noteworthy that robust studies on Higrelapse association have been
done among psychiatric populations such as in defme and schizophrenia, while
studies with alcoholic populations are very scatgl dated. This begs the question
of whether or not EE predicts relapse after treatnfier alcoholism. The central
problem of the study was therefore to explore th®oaiation between family EE
and relapse, as well as provide current data apsel among treated alcoholics in

Nairobi County, Kenya.

1.3 Purpose of the Study

The purpose of this study was to elucidate theiogiship between family EE and

relapse of an alcoholic following treatment.



1.4 Objectives of the Study

This study aimed at exploring the relationship et family EE (characterized by
hostility, criticism, and emotional over-involventgrand relapse of a readmitted

alcoholic. The specific objectives were:

1. To find out the prevalence of relapse among aldotole-admitted in
inpatient treatment centers in Nairobi County, Keny

2. To establish the relationship between hostility family members and
relapse of the re-admitted alcoholic.

3. To establish the relationship between criticismfarily members and
relapse of the re-admitted alcoholic.

4. To establish the relationship between over-involeert(EOI) of family
members and relapse of the re-admitted alcoholic.

5. To find out possible after-care strategies for vecmg alcoholics that

would enhance relapse prevention.

1.5 Research Questions

The following were the questions that emerged ftbenobjectives given above:

1. What is the prevalence of alcohol relapse amonghalics re-admitted in

inpatient treatment centers in Nairobi County, K&hy



2. What is the relationship between family hostilitydarelapse of a re-admitted
alcoholic?

3. What is the relationship between criticism of taenily member and relapse of
a re-admitted alcoholic?

4. What is the relationship between EOI of family memsband relapse of a re-
admitted alcoholic?

5. What after-care strategies would improve relapsevemtion for treated

alcoholics in Kenya?

1.6 Hypotheses
1. There is no significant relationship between fanhstility and relapse of
the alcoholic.
2. There is no significant relationship between astic of the family member
and relapse of the alcoholic.
3. There is no significant relationship between EOIlfarhily members and

relapse of the alcoholic.

1.7 Justification and Significance of the Study

It was important to carry out this study becausezyn@eated alcoholics end up
relapsing and being re-admitted for rehabilitatiamd perhaps there are more
unknown factors within the family context that neede investigated. Besides, the
information given in the area of relapse is notatasive; some findings are at odds

with what the general literature proposes. Furtloeenstudies on the role the



family EE on alcohol relapse prevention are scamtgt dated, and none of these

studies have been done with non-western populatiods as Kenya.

This study added more current information in re¢éapaes in the country, as well
as helping in the understanding of the role offdmily EE on alcoholism relapse.
The findings of the study will likely benefit mehtaealth practitioners, especially
addiction therapists, in considering different agmhes of enhancing relapse
prevention. For instance family therapy during teh@tion should not focus on
substance abuse of the addict alone, but shoulbleeiamily members develop
better interactional skills and patterns. Familymmbers need to be involved more
in rehabilitation because the whole family is iHdaneeds to spend time being
rehabilitated just like the individual alcoholich@ study also added to the existing
cross-cultural literature in the alcohol relapsesiion. Alcoholics themselves will
better understand their role as family membersyeltas that of their families in
relapse prevention. NACADA and the Ministry of Heamay benefit from this
study in developing policies that are beneficialth@ community. Society in
general may benefit from this study because théthhe&the society begins from
the family, hence the study may help society retzmgrits role in relapse

prevention.

1.8 Scope and Limitations of the study
The study selected inpatient respondents in teshalaehabilitation centers within

Nairobi County. Due to lack of rehabilitation censtethat deal purely with a

10



particular drug of abuse, the study included pgdicts who combined alcohol
with other drugs, but whose main drug of choice (@vas alcohol. Both male
and female alcoholics were evaluated in the stuU8gme limitations were
anticipated in the study. First, there was a snpalpulation of re-admitted
alcoholics at any given inpatient rehabilitatiomtez in the country. Therefore the
study was carried out within a period of three rherdo as to increase the sample
for the study. Secondly, most alcoholics had camidictions and were using other
drugs alongside alcohol. The researcher assessatténolism using AUDIT and

only used data for inpatients whose main DOC weshall at the analysis level.

1.9 Assumptions of the Study
This study assumed that
1. Relapse prevention was a core subject of majoritytlee alcohol
rehabilitation centers.
2. Participants were honest in reporting their feedingd attitudes.
3. Research respondents had families; therefore ha@s living alone were
still part of a family or had family equivalentshat is, they had a close
relative who was concerned about their drinking bfgm (spousal

equivalents were regarded as close relatives).

11



CHAPTER TWO

LITERATURE REVIEW

2.1 Introduction

The study aimed at investigating family emotiongbression (EE) and its role in
the occurrence of relapse for an alcoholic follayvineatment and re-admission.
This chapter discussed the theoretical framewodkliéerature related to family EE
and relapse. The theory of focus was the Familyesys Theory (Minuchin, 1974),
given its tenets on interpersonal dynamics seeimtgractions of members of a
system such as a family. Literature reviewed wasetbeon the variables of the
study, that is, the prevalence of alcoholism in ¥&enand the family emotional
expression (EE) and how its major components relitéhe occurrence of relapse
of a recovering alcoholic. Finally, the chapter tcapd the conceptual framework

which is an illustration of how variables in thedy were inter-related.

2.2 Theoretical Framework

The Family Systems Theory by Salvador Minuchin @)9#%as used to inform the
study in the understanding of alcoholism as a faitiiless by relating to how parts
of the system interacted with each other to maintbisfunctionality such as that

represented by a family with a member who hasreuohg problem.
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2.2.1 Family Systems Theory (Minuchin, 1974)

The work of Minuchin (1974) though rather datedpige of the most important
contributions made to family therapy. The centi@ieept of his theory is that the
family can be viewed as a system. Minuchin drewruigeas from general systems
theory as developed in the 1940’s and 1950’s, aryhimat was originally devised

to describe and interpret physical systems. This eancerned with patterns and
processes of communication in reference to regulaéind control through the
operation of feedback mechanisms (Nichols & Schaya?006; Goldenberg &

Goldenberg, 2000).

According to the family systems theory, the fam#yconceptualized as a dynamic
system that changes over time and is interpretablg when its many multiple
components (known as subsystems) are understoatuéhin, 1974). Subsystems
may consist of individuals, dual groups, triadsmoore (i.e. parents, sons and
daughters, brothers and sisters, male subsystewjswhich function together.
According to the theory, the family as a systermi@e than the sum of its parts
(Goldenberg & Goldenberg, 2000; Nichols & Schwar2f06). Families are
composed of interdependent members whose intengctialynamics, rules,
boundaries, and patterns each contribute to famdiavior. Individual family
members affect the system as a whole, and themsyaftects individual members -
there is a considerable degree of "circularity mifuence" involved (Minuchin,

1974).
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An effective part of the system has an effect dreoparts, thus operating to cause
reorganization of the system in a continuous mafoébate, 1998; West, 2006).
When applied to this study, this basic tenet ingplieat family interactions are
likely to affect the course of alcoholism in thé&mily member who is alcoholic.
On the other hand the individual alcoholic memberymaffect the overall family
functioning and behaviour as a result of theirefia. For example, an alcoholic
who utilizes family resources to maintain his algah habit may anger other
family members who may express their anger in a thay may trigger negative
emotions, causing him to have a need to take adryesvo to numb the negative
feelings. Such a circularity of events makes altishoa whole family and not an

individual's illness.

Another basic tenet of the systems theory is thatet needs in a family may lead
to frustration as shown by symptomatic disturbaoiten perpetuated as a role by
one member, known as the ‘identified patient’ or(INtchols & Schwartz, 2006).

For example, if a parent withholds the needs faeptance and appreciation from
their child, this child may resort to acceptancekssgy behaviours from peers and
friends, who may in turn require him to conformtheir drinking habits in order to

fit in. Therefore the IP is the member of the familho represents the family by
expressing problematic behaviours such as alcahphghich shows disturbance
within the family system on behalf of all the memsef the family (Chan, 2003).

It is upon this assumption within the systems tiigbat the present research will

evaluate the alcoholic as an IP, or member of gesysvhose alcoholic behaviour
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represents an illness in the whole family. The Symatic disturbance, or

alcoholism in the research, represents the frustrat the family members.

The tenets of the Family Systems theory that agel urs this study are summarized

in Figure 1.

Rships: Interactions,
boundaries, rules,
patterns affect whole
system.

Figure 1.Summary of Concepts in Family Systems Theory

Family systems approaches argue that change, whptsitive or negative is
stressful and causes tension in the family. Thizeisause change requires families
to dedicate resources and energy to adapt andtadjukeir new circumstances

(Stanton, 2005). Borrowing from this argument, stiedy focuses on the alcoholic
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who has undergone treatment. The family needsdptdd the positive change that
has occurred to the treated alcoholic during rditation. In the event that such a
family does not adapt to the positive change, &miliy members retain the earlier
patterns that might have made him start drinkinggather and hence is likely to
relapse. As such, dependency progresses as meaftibesfamily maintain earlier
patterns of behaviour and attitudes (Chan, 2008 $tudy will focus on the
family EE as an earlier pattern of behaviour in tamily before rehabilitation,
which if maintained may trigger relapse from a reming alcoholic as suggested

by the family systems theory.

In conclusion, the family systems theory formed lthsis on which variables in the
present research will be observed. Relapse in alsoh takes place within the
social context in which the individual lives. Membef a social network, such as
family, may serve to bolster support by communigattheir confidence in the
drinker’s ability to achieve and maintain abstinenglternatively, the family as the
most important social network may unintentionaliyremunicate lack of support to
the abstinence goal through their attitudes (sgcBE) and interpersonal dynamics
within the family. Such dynamics and attitudes etffamily members in a circular
manner; that is a problem within a member of thuiliareverberates around the
whole family. The basic tenets of the Family SysteTheory helped in the
conceptualization of the relapse as a problem mim@t by negative attitudes of
family members living with an alcoholic, and thenef gave the framework upon

which the research question was tested.
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2.3 Review of Related Literature

This section discussed the findings of studiesi@drout on the main variables of
the study and how such findings contributed to uhderstanding of the current
study. The variables, drawn from the study objediwere relapse as the
dependent variable and components of expressedicgmdhat is criticism,

hostility, and emotional over-involvement as theldpendent variables. The
association between these variables formed the f@sargument in the literature

review.
2.3.1 Prevalence of relapse

Relapse rates in addiction are high in many pdrtee@world and addictions have
continued to plague many drug users. For exampl@merica, prevalence of
relapse in the general U.S. population was foundeao51.0% across all ages
(Dawson, Goldstein, & Grant, 2007). Dawson andcbiteagues (2007) did a study
on adults 18 years and over in Maryland, USA, witlividuals who met the
Diagnostic and Statistical Manual fourth editionS{@-1V) criteria of alcohol
dependence with a focus on rates of relapse. Relaps defined as recurrence of
any alcohol use disorder symptoms and recurrend@iagnostic and Statistical
Manual of Mental Disorders, 4th Edition (DSM-IV)ahol dependence. However,
it is not clear from this study whether particimamtere treated for alcoholism or

not, but it gives the general percentages.
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An earlier retrospective study by Dawson, Grantnssin, Chou, Huang, Ruan
(2005) on a nationally representative sample ofltadl8 years and above at
Bethesda USA had investigated the prevalence anelates of recovery from
alcohol dependence by examining the past-yearsst#tindividuals who met the
DSM-IV criteria for alcohol dependence. Of thetmdpants who met the criteria
for dependence, 25.0% were still dependent in &t ypear; 27.3% were classified
as being in partial remission; 11.8% were asymptmmesk drinkers who
demonstrated a pattern of drinking that put themisit of relapse; 17.7% were
low-risk drinkers; and 18.2% were abstainers. O8§.5% of people with
dependence ever received treatment. It is not ckdaat was the nature of
treatment, whether inpatient or outpatient, and twhercentage of the treated
participants relapsed. Though the statistics aedutgor comparison with other
studies, rates of relapse of treated alcoholicefiopatient treatment centers are
not yet known which would otherwise be comparabldghte present study. The
study demonstrated that there is a substantiall lef’/aecovery from alcohol

dependence, but fails to tell whether this is withwithout treatment.

Moos and Moos (2006) did a study in the Departnuéri¥eteran Affairs Health

Services Research in the United States of Amemchfaund out that in treated
samples, estimated long-term relapse rates vargddelen 20 and 80%, while
short-term remission rates in the same samples iverer. They examined the
rates and predictors of 3-year remission, and sulese¢ 16-year relapse, among

initially untreated individuals with alcohol usesdrders who did not obtain help or
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who participated in treatment and/or Alcoholics Agmous in the first year after
recognizing their need for help (n = 461). When parmg individuals who

obtained help from those who did not, those whaioled help achieved 3-year
remission and subsequently were not likely to redapiowever, it is not clear from

this study the nature of ‘help’ provided to theaddolics.

The National Survey on Drug Use and Health (NSDR®)6) gave relapse rates at
50-90% in America, while the National Institutelfug Abuse (NIDA, 2008) gave
relapse rates of 41.4% of all admissions which Ive@ alcohol use, and 40-60 %
of drug addicted patients in America. These peagsgg for NIDA included all
admissions in publicly funded substance abusentr@att programs, in which 23.1%
were alcoholics. These statistics however do nwee gpecific information on
alcohol on its own but includes relapse for sulstanof abuse in general.
Moreover, it is not known whether or not the substaabusers were involved in

inpatient or outpatient treatment programs, iflat a

Reports on alcoholism in England, are committedivong a broad picture on health
issues relating to alcohol, such as the gendéstgtsiton alcohol use, as well as effects
on the body after extended alcohol use. One symrtrigom the National Health and
Social Care (NHS, 2009) classified 33% of men afélb wvomen in the general
population as hazardous drinkers in 2007. Amondtadged 16 to 74, 9% of men
and 4 % of women showed some signs of alcohol dkpee in the general
population. This report does not give the criteriosed to classify alcohol

dependence or abuse. Again, there are no relapse awailable that would offer

19



any comparison to the findings of the study. Mayodf this data is committed to
discuss the general prevalence of alcoholism isetfeuntries with the majority
populations while none gives the alcohol relapdesraf treated alcoholics in

inpatient rehabilitation programs.

While there is no available data on relapse ratgShina and India, available data
on alcohol relapse in Africa in general is mainky prevalence of drug use in
different geographical regions. Report by NatioBampaign Against Drug Abuse
Authority (NACADA, 2011) in Kenya are committed pwesenting prevalence of
alcohol in various parts of the country, but thare no reports available on relapse
rates among individuals that have been treated lafhelism. For instance,
NACADA (2011) demonstrated that Central Province tze highest alcohol use
rates (30 %) among the general population in tlwipce. Community members
reported that alcohol consumption in their areas gh and that chang’aa (a local
brew) as well as traditional liquor were reportedbe the most available and
accessible types of alcohol (NACADA, 2011). Thoudle report indicated that
dependency of alcohol consumption was higher inti@deKenya, the criterion for

dependency was not provided for, and no relapgs vaere given for the province.

In a study by Deveau, Tengia, Mutua, Njoroge, Dagolsinger (2010) in four

outpatient rehabilitation programs in Kenya fron®2Qo the first quarter of 2010,
one sample estimated the overall abstinence ratgbree drugs: cannabis, alcohol,
and heroine was estimated at 42%, while that fooladl and cannabis alone was

46% of users. A second sample provided informaaioout clients who attended an
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inpatient treatment services in addition to ougatitreatment. One of the four
rehabilitation programs used for the study hadhiigaest overall abstinence rate at
48% and highest abstinence rate among heroin @ed9%. Though the data
provides information on relapse of the combineceffof main drugs used in
Kenya, there is no known source of data for relapses for alcohol alone in the
country. To add to the current literature on retaps Kenya, the present study
hopes to elucidate the prevalence rates in thetogumore so on alcoholics who

relapse and are re-admitted in rehabilitation paoty.

2.3.2 Expressed Emotion (Hostility, Criticism and Enotional Over-

involvement) and Relapse

Research has clearly outlined differences betwasmlies of alcoholics, which are
regarded as dysfunctional, with healthier or fumwal families. In majority of

alcoholic families, members have demonstrated petsional dynamics
characterized by higher levels of negativity, cmtflcriticism, estrangement and
poorer communication (Copello et al., 2005). Expeesemotion (EE) can be
viewed as one of the interactional processes w#hdysfunctional family, and is
depicted by the interpersonal dynamics within féamilof alcoholics. These family
dynamics have demonstrated a predictable occurrienite course of alcoholism.
EE refers to criticism, hostility and emotional owevolvement (EOI) displayed by

family members toward a patient (Carlson, 2011; leypa?007).
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Hostility is one of the components of EE that i®wh by relatives that are more
likely to attribute the patient’s negative behaviuo internal and controllable
factors such as the patient's personality. They adse more likely than other
relatives to hold patients responsible for theffi@ilties. Criticism on the other
hand involves expressing disapproval of anothesgreand is treated as negative
in nature (Simmons et al., 2008). Critical remagks those that, explicitly or
implicitly, reflect dislike or disapproval of sonm#g that the patient does. More
extreme remarks that criticize the patient for wie or she is rather his or her
specific behaviours are also rated as denotingilingge.g. he is just a messy
drunkard). In sharp contrast, emotional over-ineahent (EOI) reflects responses
that are dramatic, overprotective, over-concermsypted, and self-sacrificing to
the patient’s illness that is out of proportiorthe circumstances (Hooley & Gotlib,

2000).

EE is a measure of the extent to which a family imemof a psychiatric patient
talks about that patient in a critical or hostilammer and in a way that indicates
marked over-involvement or over concern. It is arabteristic of family members
and not necessarily of the patients themselvesh&Ebeen associated with poor
outcome and relapse in a variety of psychopathe®@iooley, 2007). Though the
EE concept originated with schizophrenia reseatchas been extended to other
studies such as depression, eating disorders, taresmel studies in children with
hyperactivity disorder (Klaus & Fristad, 2005). ieats discharged to homes with

high EE after psychiatric treatment demonstrateaagrage relapse rate of 48%
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compared to those with low EE (Carlson, 2011). Hmwvethese findings represent
populations with psychiatric illnesses and a qoestemains as to whether or not
this would predict the relationship between EE afwbholism. Hooley (2007)
suggested that high EE relatives may be individudle attempt to cope by trying
to exert control over what may be uncontrollabl&éawour by the patient. This

leads to the high levels of hostility, criticismdanegative emotion reflected by EE.

2.3.3 Hostility and Relapse

Hostility, which has been viewed as one of the comegmts of EE, is described as
having cognitive, affective and behavioural aspentgelation to other people
(Smith, 1994). The cognitive aspects of hostilitglude negative beliefs about
others, such as cynical attitudes and suspiciogsn&fective components include
anger, negative feelings such as disgust and cetteBehaviourally hostility

involves the expression of anger, resentmentability, assault, and antagonism.

More extreme remarks that criticize the patientbio he or she is rather his or her

specific behaviours are rated as denoting hos(gity. he is just a messy drunkard).

Though hostility has not been studied as a singldinectional concept, it should
be viewed in connection with other family EE vatesh such as criticism and
emotional over-involvement (EOI). Studies done ostiity combine its role with

criticism and EOI as factors predicting EE (e.gnfions, Chambless & Gordon,
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2008; Blais et al., 2012; Hooley & Gotlib, 2000)owever, it is possible to

extrapolate from such studies the role of hostoityrelationships.

In a description of relationship dynamics commonfamilies struggling with

alcoholism in America, Rotunda and O’Farrell, (1p98ovided an argument for
understanding spousal manifestations of the hgstdomponent of EE. They
demonstrated that underlying the hostile attitudds expressed emotion is
negativity toward the person with the problem beeathe family members put
blame on this person because of the disorder. aimgyf perceives the person as
the one who is in control of the course of theedls. They feel that the family
member is being selfish by choosing not to geteb€Rotunda & O'Farrell, 1998).

The patient is held accountable for any kind ofateg incident that occurs within
the family and is constantly blamed for the proldeshthe family. Hostile relatives

are more likely to attribute the patient's negativehaviours to internal and
controllable factors such as the patient’s persgn@fooley, 2007). They are also

more likely than other relatives to hold patiergsponsible for their difficulties.

This argument by Rotunda and O’Farrell (1998) rasesm with Simmons and his
colleagues (2008), who posited that hostile fanmilgmbers believe that the ill
family member is freely engaging in behaviour tisahntagonistic to them, which
negatively affects their relationship with him/h&uch relatives view themselves
as victims of the patient (in this case alcohohegative and harmful choices
(Simmons et al., 2008). The relatives therefore piseouns that attribute the

patient’s disorder to his/her own internal fact@sd use expressions that seem to
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blame him for his negative behavioural choices.ng<98 outpatient participants
with obsessive compulsive disorder (OCD) they destrated that the words used
by hostile family members depicted how the patigas negatively affecting them

due to his wrong choices, which showed blame ferchioices. Such a family was
seen as more conflictual and felt that the indigiduas responsible for causing the
family so much trouble. However, this study was el@mong individuals with

OCD and does not tell us whether the compulsione wart of the characteristics
of dependence in alcoholism. Alcoholic compulsiomsuld hence need to be

investigated further to be able to generalize thairigs of the study.

Blais and his colleagues (2012) seem to supporvithe that hostility is generally
predictive of poorer relationship quality and maa@nflictual relationships. They
studied 261 undergraduate students at an Americaretsity using the Quality of
Relationship Index (QRI) to assess relationshigsfsattion. Consistent with their
hypothesis, they found out that when relationshipsre characterized with
hostility, the individuals rated the relationship lkigher in conflict and lower in
support (Blais et al., 2012). Conversely, peopleowlad no hostility in their
relationships viewed the relationship as supportiad they were more likely to
seek out these relationships for support. Howether study was done among non-
clinical populations and hence may not be genadlito alcoholic populations.
Notwithstanding, the study was able to show the il hostility in relationships

and gave a general idea about the negative rdiesiility in relationships.
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Relatives who are characterized by hostile intévaat patterns make emotional
responses to the patients that are linked to hew timderstand and interpret events
involving the patient (Hooley & Gotlib 2000). Forample, the family members
have a tendency to blame the patient and view lEmesponsible for the family
member’s problems and life difficulties. In view tfe Family Systems’ Theory
such family members would view the alcoholic asdaese of all the problems that
the family has been suffering. The family membesklihe alcoholic accountable
for any kind of negative incident that occurs amdngm. For instance they are
likely to blame him for money problems by assoaigtit with his drinking
behaviour. Such an interpretation tends to intgrtkié drinking behaviours, which
was instead supposed to reduce within the courdeeafment (Saatcioglu et al.,,
2006). Earlier studies demonstrated that such @tude leads the family to have
poor problem solving skills because they view theveer to their problem as only
capable of being settled if the problem is set{Bdewin, MacCarthy, Duda &

Vaughn, 1991).

In the family systems theory families see the sotuto their problem to be within
the individual who has refused to change their hiegidehaviour/s (Saatcioglu et
al., 2006). The family hence puts the pressurénémge on the family member as a
solution to their problem. They may even confrdrg individual with the drinking
problem and request that he seeks services tohimalghange the behaviour. This
kind of pressure is sometimes counterproductivayita & O’Farrell (1998), and

may undermine the alcoholic’s efforts to try maintais abstinence goal.
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Pugovkina, & Popinako (2014) studied 32 alcohol etejent and depressed
patients at the Moscow Research institute of Psyighin Russia. The analysis of
means indicated greater expression of hostilitgubjects who have an inclination
for alcohol abuse than those who were not. As hgsited by Pugovkina and
Popinako (2014) found out that depressed patierits are subject to alcohol
dependence feature marked distress in interpersoglations, coupled with
hostility, and aim at gaining profit and pleasung anipulating other people.
These patients were hostile to others and manguliaterpersonal relationships so
as to gain profit and pleasure by manipulating ofieople. These patients also
seemed to think more about their personal safetyerii@an that of the others close
to them. Alcoholism can be caused by a combinatiomaits of hostility such as
those manifested as lack of socially positive adti#s and negative judgments about
ongoing events within the family (Pugovkina, & Pagko, 2014). That is the
alcoholic individuals were seen as judging famim®ts more negatively and used
this kind of manipulation for their own personalfedg. However, the study
examined patients with a cormobidity of alcoholiand depression. The study also
failed to show whether relapse in alcoholism waganrlkely to happen among

such hostile subjects.

McCormick and Smith (1995) studied the relationshgtween aggression and
hostility in substance abusers with abuse pattecoping style, and relapse
triggers. The study was done among 3367 substdmesees (mean 39.4 years)

seeking outpatient treatment. The subjects werengimeasures of aggression and
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hostility to examine the relationship between theatterns of substance abuse,
coping styles and relapse triggers. The particpaobred significantly higher on
all measures of hostility and aggression, regasdiédshe substance of abuse. The
findings also demonstrated that higher hostilitd aggression were reported more
in situations that triggered their use of substan@ée subjects had less confidence
that they could resist using substances when faggdsuch situations in future,
even after treatment had taken place. This wadcpkatly true for situations
involving unpleasant internal states, situationgiving rejection, and situations
involving conflict with family or friends. This stly resonates with Simmons,
Chambless and Gordon (2008) who argued that lgstiis interpreted as likely to

bring about conflictual relationships among fanmgmbers.

2.3.4 Criticism and Relapse

Criticism is the component of expressed emotion) (Eft involves expressing
disapproval of the patient and is treated as negati nature (Simmons et al.,
2008). Critical remarks are those that, explicioly implicitly, reflect dislike or
disapproval of something that the patient does. iKwae, Lee, & Bifulco, 2006
studied perceived criticism among 27 South Korearried couples in a university
hospital and how their interaction resulted to pe&in unipolar depression. They
demonstrated that perceived criticism by a partmas a powerful predictor of
depressive relapse. Using 27 married female oetpiati the study found out that

there was a significant relationship between dejwesand relapse among the
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couples, which also reflected negative charactesisif the marital relationship as
well as the depressed person’s high dependendeeaerlationship. In other words,
when a spouse was criticized by the partner, thesewnore likely to relapse and
also became dependent to the person giving thieigmt (Kwon et al., 2006).

However, the study was done among depressive ssbgec the number under
study was too small to make a significant contifiuthat can be generalized to an

alcoholic population.

In a study on the role of perceived criticism orapse among married or
cohabiting substance-abusing patients in Amerieds-Btewart (2001) found that
criticism was likely to have a positive relationshwith relapse. This study
investigated the contribution of perceived critigigo the prediction of relapse
among married or cohabiting heterosexual male anbstabusing patients (n=106)
entering outpatient treatment. Higher levels otpeted criticism by spouses were
significantly associated with greater likelihood r@lapse and a shorter time to
relapse. Most of the subjects relapsed within ehneonths of treatment for
alcoholism. However, the study was done among tiettiassubjects and though the
findings can be used to understand some aspectbieopopulation generally
abusing drugs, it may not be generalized amonghal@s undergoing inpatient

treatment.

The relationship between criticism and relapsehtntis supported by robust
studies in this area such as Blais and Renshaw2j2@io studied how perceptions

of hostile criticism result in conflicting relatiships among friends. In their studies
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with undergraduate participants at a large Amerithmversity (N-=261), they
demonstrated that perceptions of hostile criticisere positively correlated with
conflict in friendships and resulted in poor resaship quality. That is when
people perceived greater hostile criticism fromirtfigends; they rated friendships
as higher in conflict and lower in support. Conetys when people perceived
greater warmth from a friend, their relationshipsweerceived as more supportive.
Specifically, individuals who perceive greater icig#m from others individual
tended to rate their relationship quality with tpatson as poorer than individuals
who perceive lower criticism. Though, a youthfulpptation was used in this
study, the study is useful in outlining the postiassociation between relationship
satisfaction and perceptions of warmth as may happ®ther close relationships
such as in a family. However, the population irs thiudy was dominantly White
(80.5%), whereas others were minority groups in Acaesuch as Asian (9.6%)
and Asian American (5.7%). None of these studiesewdone with African
populations and the results are therefore not géimable to an African cultural

context.

The ideas on the positive association betweencismti and relapse were earlier
supported by Fals-Stewart, O’Farrell, and Hoole§0@) who studied perceived
criticism in families of substance abusers. Theyndestrated a significant
association between perceived criticism from aelodative and relapse of the
alcoholic family member. They noticed a greaterelitkood of relapse after

outpatient treatment among male heterosexual sutestabusing patients in an
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American psychiatric unit. Though perceived crgimi made a significant
contribution to relapse of patients perceived tdrbhigh EE families (67%), this

study focused on general substance abuse and @mbtairol abuse on its own.

Support of evidence of criticism in families with member with a psychiatric
illness is a common theme in many studies. AccgrtinSimmons, and colleagues
(2008) criticism involved both the content of tlemark and the changes in voice
tone that occur when the relative is speaking abiweifpatient. In their study on
how EE families view relationships, they used pdatiewith anxiety disorders to
demonstrate that majority of families of individsialvith psychiatric disorders
showed presence of high EE (86%). They studied @®atients with various
psychiatric illnesses such as obsessive-computisgeder and panic disorder with
agoraphobia at the American University in Washingl®®C whose families were
willing to participate in the study. They demongtththat relatives with high in
criticism and hostility blamed the patient for kisorder more than relatives low in
criticism and hostility. Again, this study was dongh a predominantly White
American population and one cannot assume thatsémee findings would be

expected in a non-White, non-American population.

Relatives found to have high EE wee high in cstici and showed more
disapproval in situations in which the patient @svseen as violating family norms
and appropriate social behaviour such as refusingffer assistance with family
duties (Hooley & Gotlib, 2000). Hooley and Gotlits@ criticized the personality

characteristics of the patient and remained so after treatment. That is, no
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wonder how well or poorly the patient was doingg\tireceived critical remarks
from the family members which created negative cff@erceived criticism is
interpreted as a threat to being rejected (Hooleyléasdale, 1989) and is a
powerful predictor of relapse (Hooley & Gotlib, ZD0 This is because the
criticized individual focuses on negative stimuhdais likely to have negative
affect, which might trigger a need to use more maltering substances, seeking
for a positive feeling. This is likely to cause mgrossibility of relapse if criticism

continues after the individual has undergone treatrfrom alcoholism.

This argument seems to resonate with Muskin (1994, studied 32 patients from
psychiatric clinics in Cairo and Ismailia, Egypthel subjects had fulfilled the

Diagnostic Statistical Manual criteria for majompdession and alcoholism. Results
showed that patient with the perception of famititidsm were more likely to

relapse than those who did not perceive criticisomfthe family members. All

patients were followed up after 9 months to assetspse and compliance to
treatment and found the relation of family critroisand relapse to be statistically
significant at a score of 70%, which was found bigihan western studies. Though
this study was done with an African population amaly help reflect on the relapse
guestion in the African context, it has not showegv treatment was done for the

alcoholics and it is also dated.
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2.3.5 Emotional Over-involvement and Relapse

EOI has been seen to predict and maintain relapgesychopathology (Hooley,
2007). The EOI component describes relatives whe lemmeshed relationships
with patients (Rotunda & O’Farrell, 1998). Minunh{1974) called this concept
enmeshment; that is tightly interconnected relatimos (e.g. | don't seem to do
any work without thinking about him). He describmeth families as too involved
with each other to have clear lines of authorityd @0 entangled that leadership
roles are diffuse in such families. Such enmeshmaadtes them overreact, give
excessive concern to each other, and become wgtysnvolved with one another.
Such family members over identify and attend marethte alcoholic family
member than their own problems and have an inadessese of shared identity
with him or her. Enmeshed families avoid confligt denying differences within
the members or by constant bickering, which alltlesn to vent feelings without
pressing for change or resolving issues (NicholSHwartz, 2006; Goldenberg &

Goldenberg, 2013).

Studies linked to EOI as an EE component have shihnah an over involved
relative becomes so overbearing that the patieanhodonger live with this kind of
stress from pity, and falls back into their illness a way to cope (Lopez et al,
2009). EOI has also been linked to relatives' akybintrusive behaviour and
emotionally exaggerated responses during patiefdtive interactions which may
result in relapse (Simmons et al., 2008; Hooley &tliB, 2000). Hooley & Gotlib

(2000) used the term codependent to refer to E@i¢lwis a domineering role in
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the family characterized by enabling or rescuinige Todependent theory suggests
that the most significant family member has behangavhich are viewed as being
as dysfunctional as those of the alcoholics thewesellthough it is acknowledged
that these are coping mechanisms (Rotunda & OlEali@98). Codependency
exposes the criticism and emotional over-involvemerfamilies struggling with
alcoholism and depicts the codependent as a famiynber who alternates
between persecutor of alcoholic behaviours and syinepic rescuer and caretaker.
The codependent's emotional reactions and attithdes varying intensities of
guilt, fear, anxiety, anger, frustration, depressi@nd alienation. All these
eventually wear down the alcoholic’s tolerancepl@sg in manifestations of high

EE, which have implications for relapse (Saatciaglal., 2006).

In a study on how hostile and emotionally over-ired families viewed
relationships, Simmons and his colleagues, (2008nd that relatives high in
emotional over-involvement (EOI), 76% were linkedaver identifying with the
patients and lacked conventional boundaries asateli by their intrusive and
emotionally exaggerated behaviour (Simmons et28l08). The study had been
done among 98 outpatients with OCD and agoraphalielmont, Massachusetts.
Though the study did not show the EE-relapse aaonj it is notable that all
relatives with high EE showed criticism and hostitluring discussions about the
psychiatric illness of their family member and m#jo of the families showed

evidence of presence of EOIl. The question here irmmas to whether or not
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families of alcoholics are characterized by highd&hot, and how this is likely to

influence relapse of the recovering alcoholic.

However, some studies are at odds with EOIl-relagseciation, thereby showing
inconsistency with the role of EOI in causing rslpFor example, a study by
Fichter and his colleagues (1997) demonstrated&®dtwas associated with better
outcome. The study reported that EOI occurred qufemtly and had little
predictive power in alcohol relapse. Contrary teedictions, emotional over-
involvement (EOI), an example of the so-called gahelent behaviour (Rotunda
& O’Farrell, 1998), of the nonalcoholic partner waported infrequently, and was
not related to relapse. Fichter and his colleada®97) examined 100 male and
female alcoholics aged between 20-60 years in ag&Bkwnpatient treatment
program at Munich Germany. All the alcoholics ahdit relatives were assessed
with an interview to confirm diagnosis of alcohaldiction; 42% were female.
Using the Camberwell Family Interview (CFI), theimaomponents of EE were
investigated as critical comments, hostility, emioél over-involvement, and
warmth. Critical comments had a predictive valuetfee drinking status after six-
month follow-up, that is, a higher number of calicomments were associated
with a less favourable outcome. Few relatives slaiblestility toward the patient.
There was no relationship between hostility anchldng behaviour after six
months follow up. Contrary to what was expectedot@onal over-involvement and
drinking status had a positive association: highl B@s associated with more

abstinence. Seventy-seven percent of the family Imeesnwere classified as high in
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EE because they made critical comments on theirceat family member in
combination with other components of hostility &8@1. However, the number of
critical comments was the most frequent reasorgfouping a relative as high in
EE, and not EOI. According to the results, high B@k associated with less rather
than more relapse. This finding is a clear conthigiztion to operationalizing EE as
a combination of critical comments, hostility an@®IE The benefits of EOI in

sustaining abstinence among recovering alcoholEstsrmention.

A review by Hooley and Gotlib (2000) to help undersl the EE concept
supported the presence of EOI as a supportiverféotgoatients with borderline
personality disorder. However they argued for tiier&apse association in other
psychopathologies such as schizophrenia and démpreshey had a general
observation that interactions with family membeithvhigh EE caused reactions
similar to stressful reactions in the sympatheéiovous system such as high release
of cortisol and other neurotransmitters (Hooley &tlb, 2000). Such individuals
become anxious and stressed when interacting Wwei family members which

may result to negative emotions that might preatpit relapse (pgl137).

When an alcoholic is stressed up or anxious, tle®k $0 numb the discomfort
created by these emotions, and may result to aldohadhis relief. Families with
more supportive and positive statements —or low \lz&e argued to demonstrate a
protective factor to relapse (Hooley & Gotlib, 2p0@uch families were also more
flexible, tolerant, and empathized more with treak family member. Thus low

EE is not just the absence of negative attitudesbmence of stress, but may
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actually be indicative of a real positive envirommeéduring treatment, members of
the family who learnt to practice low EE helpedinmprovement of the general
functioning of their sick family member. Thoughgheview by Hooley and Gotlib
(2000) elucidates the conceptualization of EOI elntical outcome in psychiatric
illnesses, their ideas need examination in alcochpbpulation outcomes before
comparisons can be drawn from the different popiat More research is
required with alcoholic families to integrate finds of the impact of EE on

recovering alcoholics.

Another view of EOI is given by Kumar and TiwariO@8), who saw the
components of EE as interrelated and one may leatetelopment of the other.
EOI was debated as having a likelihood of causiosgtility. Literature on family
and psychopathology shows that overprotection “nsomhi is predictive of
psychopathology in children (Kumar & Tiwari, 2008)laternal overprotection
involves smothering of the child’s growth, by beitap caring and denying the
child autonomy. According to Kumar and Tiwari (20@ overprotective mother
may keep watch of the children constantly, proteem from the slightest risk, and
take decisions on their behalf on the slightestoojmity. Such a mother makes
decisions for the children and makes up her mindhenchoices that the children
ought to make. Such children are denied the mueldet opportunity for reality
testing and development of essential competengieste is little autonomy and
freedom for growing their own way, which may nuewependency and repressed

hostility.
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Many other studies discuss the combined effect ©fcEmponents in relation to
substance abuse. For example in a study in AustrBlourmand, Kavanagh, &
Vaughan, (2005), observed sixty inpatients with &MdIV psychosis and
substance use disorder. The patients underwentssassat to diagnose for
substance abuse and family members were interviewginy the Camberwell
Family Interview. Sixty-two percent of family memiewere reported as having
high EE and patients within these families hadpsta within a 9 month period
after treatment. EE was confirmed to be a commah iarportant risk factor for
people with substance abuse as well as other pgsthaogies. This view
resonates with Carlson (2011) who looked at comuoatitn deviance, expressed
emotion and family cohesion in schizophrenia. Egped emotion and family
cohesion were found to be related to increase yéhpatric symptoms among 81
families undergoing family therapy in an Americaty.cCarson argued that it was
perhaps due to double-bind communication that peigelapsed. Though
Pourmand and his colleagues, 2005) agree with tt®m that communication
problems among family members cause relapse, sh@ity among an Australian
population with cormobidity for psychosis with stdosces of abuse cannot be

generalized for alcoholism.

In as far as the present study is concerned, thaswork by Fichter et al, 1997
(earlier discussed) and O'Farrell, Hooley, Falss@te and Cutter (1998) that have
demonstrated the view supporting the EE-relapsecadson in alcoholism.

O'Farrell, and his colleagues (1998) observed starsty in the association after
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client symptom variables were taken into accoursing the Camberwell Family
Interview to test for EE among 86 alcoholic outeats (78 men, 8 women) in a
behavioural marital therapy program in Americaythbserved that when alcoholic
patients with high EE spouses were compared weir tounterparts with low EE
spouses, they were reported as having a greatezrgage of days in the 12 months
after starting the treatment. The content of titerview focused on the onset and
development of the client's most recent drinkingsege and the impact of this
episode on the intrafamilial environment during henonths before admission to
the alcoholic treatment program. Alcoholics witlghiEE spouses when compared
with their counterparts with low EE spouses wereraniikely to relapse. These
results provide a strong support for the EE-relapssociation. However, the
population studied was western American and cabaajeneralized in an African
context. Moreover, the studies are dated and itldvba important to find out the

current scenario in as far as EE-relapse in alcsimak concerned.

Atadokht, Hajloo, Karimi, and Narimani (2014) useddescriptive correlation
method to study the role of family expressed enmoéind perceived social support
in predicting addiction relapse. The study popauolaticonsisted of individuals
referred to addiction treatment centers in Ardd&bily (Iran) between 2013 and
2014. Eighty subjects with emotional and cognitp®blems were randomly
selected. They had been married for at least feersyand were also addicted to
one or more substances. This study demonstratadtiibee was a significant

positive relationship between frequency of relapsed expressed emotion
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(p=<0.05), but the relationship between the fregyeof relapse and the treatment
used was not significant. It was clear from thedgtthat negative relationships
predicted frequency of relapse after treatment foyog abuse. The predictability
of relapse frequency was based on EE and showedicigce of p=<0.01 as a
predictive variable to relapse at 21%. The studecent and can be generalized to
populations with problems in substance abuse. Hewekie study was on general
use of substances of addiction and it is not ptessd extrapolate the findings to
the alcoholic populations. Again, the study doesavaluate the components of EE
as separate variables each with a statistical teffec relapse. Another major
limitation of this study was that the samples wemdected only from male

participants.

2.4  Summary of Literature Review and Research Gaps

In sum, the reviewed literature indicated that dgweent, maintenance, or
treatment of alcohol use disorders develops wittnfamily system. That is, as the
individual alcoholic maintains contact with sigedint family members such as
parents, brothers and sisters, attitudes are likelyymerge that may maintain
alcoholism. Such attitudes include the EE factdrhastility, criticism, and over-

involvement. Families characterized by high EE hawveénteractional pattern that is
dysfunctional and that enhance progression of tlbehalic disorder. In such

families, expressions of emotional warmth and avél@onquers all problems”

mentality are often counterbalanced with criticiamd hostility "he's a no good
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drunk" attitude, and may comprise a classic dobiote- for the alcoholic abuser
(Rotunda & O’Farrell, 1998). The reviewed literaturas elucidated the relapse-EE

association.

However, there are gaps within the reviewed studidsch demand more
examination of the EE variable and it effect oroatdism. While majority of the
reviewed studies have confirmed a positive relatigm between relapse and
expressed emotion, (Hooley, 2007; Simmons et G@D82Fichter et al, 1997; and
O'Farrell, Hooley, Fals-Stewart, & Cutter 1998; Roand, Kavanagh, & Vaughan,
2005; Atadokht, et al., 2014) a few others wereodtls with the relapse-EE
association (e.g. Azhar & Varma 1996; Lopez e@09). Again even among the
studies that confirmed the EE-relapse associati@re was no agreement among
the researchers on which among the EE variabletioped relapse (e.g. Fichter et

al, 1997; McCormick and Smith (1995; Kwon, et 2006; Fals-Stewart, 2001).

Another concern was that the focus of majority idse studies was to represent
relapse and EE among patients with other psycbiatisorders, such as panic
disorder with agoraphobia (Simmons, et al., (2088jpression (Kwon, Lee, Lee, &
Bifulco, 2006), borderline personality disorder,ogtey & Gotlib, (2000), eating
disorders, and schizophrenia (Carlson, 2011).sb @ppears that the few studies
which would be extrapolated for the associatiomien relapse in alcoholism and
EE were scanty and those available have discusseera substance abuse (e.g.
Pourmand, Kavanagh, & Vaughan, 2005; McCormick &itBml995; NSDUH,

2006; NIDA, 2008) and not necessarily alcoholisngain, the few studies done

41



with substance abuse relapse have focused on piopslavith cormobidities such
as psychosis and substance abuse (e.g. Pourmanand$dn, & Vaughan, 2005;
Muskin, 1994) and on depression and alcoholism ¢ikiga, & Popinako (2014)
and therefore cannot be generalized. As far assthidy is concerned, only Fichter
and his colleagues (1997) addressed the EE phemomevith alcoholic

populations, and even then the study is done iffereht context.

Another gap in the reviewed studies was that thdies were done with western
populations (e.g. Fals-Stewart, O’Farrell, & Hool@p01; Hooley 2007; Blais &
Renshaw, 2012; Simmons et al., 2008), while a farewvith Asian and Australian
populations Pourmand, Kavanagh, & Vaughan, (200%)y scanty information
was found in Africa (in Egypt). Hence the studiéd kot give sufficient attention

to contextual factors that may influence any relahip between relapse and EE.

Besides, the studies linking EE and relapse inhaliem are dated (e.g. Fichter et
al., 1997; O'Farrell et al., 1998), and while thdindings on EE-relapse
relationship seem to be positive, Fichter et d199() demonstrated that the EOI
component is supportive and helps maintain abstmefmom alcoholism. In
majority of these studies, hostile and critical coamts were specifically related to

increased risk of relapse, while EOl was viewegrasective against relapse.

Finally, it is notable that most of the studies &gpd techniques that are based on
guantitative research methodology. The current ystuiffered sharply in
methodology used to study the relationship betw&En and relapse among

alcoholics. To maximize the effectiveness of un@derding the EE-relapse
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association this study blend quantitative and tptale forms of inquiry so as to
provide a more comprehensive understanding of thsales under study.
Understanding of the dynamics of the role EE, alb ageits expression in a family
context, and its application to families strugglit overcome the effects of
alcoholism after treatment, should in future helppteserve treatment gains and

prevent relapse for the alcoholic.

2.5  Conceptual Framework

The conceptual framework in the present study ilhated the understanding of
relapse variations predicted by the occurrencexpfessed emotion among family
members. Key variables for this study were categdrias independent variable,
intervening variable and dependent variable. Muge(2D08) explains that the
independent variables are also called the predicdeables because they predict
the amount of variation that occur in another J@daln this case, the predictor
variables were three components of family expressadtion (hostility, criticism,

and emotional over-involvement), while the dependethis study was relapse.

This study analyzed how expressed emotion (EE)chvhs characterized by
hostility, criticism and emotional over-involvementfluences relapse of a
recovering alcoholic. The variables in the concaptwere derived from many
studies done on family expressed emotion (EE) orhmdogical disorders (e.g.
Fichter, et al., 1997; Carlson, 2011; Bullock, BaBkBuraston, 2002; Azhar &
Varma, 1996; Butzlaff & Hooley 1998; Chambless &el&itee, 1999; Hooley,
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2007; Hooley & Gotlib, 2000; Ikram, Suhail, Jafe®y Singh, 2011; Lopez, et al.,

2009; O’Farrell, et al., 1998; Pourmand, KavanadgWaughan, 2005).

The conceptual framework for the present studytpasicentral role of family
interactional attitudes of expressed emotion (hbsticriticism, emotional over-
involvement) as triggering relapse in an alcohdamily member. Following
treatment, the individual alcoholic may go backis’her family and is exposed to
high expressed emotion in the family, thereby iasneg the probability of a
relapse. Conversely, alcoholics whose families HaweEE are likely to maintain
the abstinence goal hence reducing the probalulityelapse. The conceptual

framework is summarized and diagrammatically regme=d in Figure 2:
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Intervening
Variable

Independent
Variables

High EE family:
1.High Criticism
2. High Hostility

Dependent
Variable

3. High
Emotional Over-
involvement

Treatment for
alcoholic
through:
-Individual
alcoholic
rehabilitation

-Familytherapy

Low EE family:

2. Low hostility
3. Individual

A 4

autonomy (low
involvement)

1. Low criticism

A 4

-Increased
probability of
relapse/Violation of
abstinence goal

- Decreased
probability of
relapse/
Maintenance of
abstinence goal

Figure 2: Conceptual Framework on Relationships among Stuahalsles.

45




CHAPTER THREE

RESEARCH METHODOLOGY

3.1 Introduction

This chapter focused on data collection, procesanthanalysis method used in the
study to measure the various constructs descriadgreand show any relationship
between them. This section put into considerati@ntéchnical procedures applied
in undertaking research and was discussed undeffollaving sub-headings:

research design, study variables, site of the ststlydy population, sampling
techniqgues and sample size, research instrumealslity and reliability, pilot

study, data collection procedures, data analysid @nocessing, and data

management and ethical considerations.

3.2 Research Design

This study was guided by a correlational designngisnixed methods. Mixed
methods research allow a researcher to combineealsmof qualitative and
guantitative research approaches (Johnson, Onwaieggldu Turner, 2007). The
study used both questionnaires and interviews iderorto get an in-depth
exploration of the study variables. The use of mixeethod research allows the
researcher to compensate for the weakness of orge sapproach with the

strengths of the other in order to achieve the te=stlts (Cresswell & Clark, 2011).
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The study therefore used interviews to compensatary likely bias likely to be

brought about by questionnaires.

3.3  Study Variables

The key variables for this study were categorizedralependent variables and
dependent variable. Mugenda (2008) explains thatindependent variables are
also called the predictor variables because thegligrthe amount of variation that
can occur in another variable. In this case, thediptor variables were three
components of family expressed emotion (hostilityticism, and emotional over-
involvement), while the dependent variable (alstbedathe criterion variable) in

this study was relapse.

3.4  Site of the Study

Ten inpatient drug rehabilitation centers in Nair@ounty were used for this
research (see Appendix 4). According to the NACAQRA11), drug abuse is more
rampant in urban than rural areas. Nairobi is alswounded by regions that have
been associated with heavy drinking such as Kia(MACADA, 2011) and many
alcoholics are likely to seek help from availabéhabilitation centers. Therefore
the present study assumed that it would not ontyageigher population of drug
users in rehabilitation centers in Nairobi but als@ses of re-admission into
rehabilitation centers. The rehabilitation centeetected were those approved by
NACADA, which mainly recommends of the 12-step peogme of rehabilitation,

which is the treatment of choice for addiction. Trelabilitation centers selected
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also involve family members in sessions as patheir rehabilitation programme.
The rehabilitation centers selected also had amageeclientele of more than 10
alcoholics at any given time of the year and theesprovided the required sample

for the study.

3.5  Study Population

The target population for the present study obsktwe groups: the first target
population included both men and women who had laelenitted for treatment of
alcoholism in Nairobi rehabilitation centers. Theeend target population was the
family member who was a close adult relative thas woncerned with their family

member’s drinking problem.

3.6  Sampling Techniques and Sample Size

The study used a purposive sampling procedureemwtifg both the rehabilitation
centers and the respondents. The main objectiusinf a purposive sample in this
study was to produce a sample that could be asstmnbd representative of the
population. Purposive sampling was done at two I$evEhe first level was a
deliberate selection for the ten rehabilitation tee in Nairobi County. The
specific rehabilitation centers provided specifitd aextensive information about
relapse in alcoholism and the role of the familyiteractional style. A deliberate
selection of particular units of the universe faynstituting a sample which
represents the universe is supported by scholats asi Miller and Yang (2008)

and Kothari (2004). Given the few number of rehtaion centers in Nairobi,

48



purposive sampling, which allows for use of samplleat have the required

information, was therefore done in this study.

The second level of sampling was for the study oedpnts who were both
alcoholics and their close family members. Sinee dhcessible population of the
inpatient alcoholics in rehabilitation centers iaifdbi was small, this study used
the entire population as a purposive sample. Cesmugpling is a type of purposive
sampling allowed for small populations such as tbunthis study. Israel (2012)
posits that census technique is attractive for kpwdulations such as 200 or less.
The first purposive sample included a complete eerd both male and female
inpatients (sample=population) because of the smalnbers found in the
rehabilitation centers (N=186). A second purposseenple was derived from a
close adult family member of the re-admitted aldiwh@N=135). Family members
who were above 18 years were selected to ensuyectheéd clearly discuss their
relationship with the alcoholic family member. Tkelected family member was
the one identified during admission into the reli@ion center as the one
concerned with recovery of the alcoholic and wheoaurned up during family
sessions. Interviews were carried out from bothotadtics and their family
members using convenience sampling to identify viddials who had

characteristics required for the study and basedh tipeir availability.
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3.7 Research Instruments

These instruments include questionnaires, mailedstipnnaires, observations,
personal interviews and phone interviews. Thissuged questionnaires to obtain
guantitative data for analysis which was furthemraorated with analysis results
from interviews. Mugenda and Mugenda (2003) andhKot(2004) agree that

guestionnaires have various merits: it is free frttra bias of the interviewer;

answers are in respondent’s own words; respondens adequate time to give
well thought out answers; respondents who are asityeapproachable can also be
reached conveniently; large samples can be madefwsel thus the results can be
made dependable and reliable. In view of the adwpd, the questionnaires were

administered to both the inpatient alcoholics and tlose family member.

3.7.1 Family Member Attitude Scale (FMAYS)

This scale was adapted from the Family Attitudel&S@aAS), which is a structured
guestionnaire that measures expressed emotion (HEY.scale used a 5-point
Likert scale to measure the objectives of the stukhthari (2009) on the other
hand, explains that 5-point Likert scales are usechuse they are more reliable
and can provide more information. Chimi and Ru$26D9) suggested that Likert
scale is everywhere in nearly all fields of schigland business research; that is it
is used in a wide variety of circumstances: whea v¥alue sought is a belief,
opinion or effect; when the value sought cannotabked or answered definitely

and with precision; and when the value sought rssictered to be such a sensitive
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nature that respondents would not answer excepgeactally in large ranges. The
nature of data that was collected in this studyiletdd majority of these features
(such as the information being too sensitive bezaespondents needed to respond
to their family attitudes towards them) and so thkert scale was the most
suitable. The 5-point Likert scale in this studygad from ‘strongly agree’ to
‘strongly disagree’. Open-ended questions gave anah to respondents to add

information which may not have been included indlused-ended questions.

3.7.2 Individual Attitude Perception Scale (IAPS)

This questionnaire was also developed as a mirfrdghe FMAS to examine the
perceptions of alcoholics of the expressed emogtitude from their family
members. It was a Likert scale ranging from “stignggree” to “strongly
disagree”. It also comprised of a few open-ende@stions that gave the
respondents a chance to add information on themodeaphics and other
information which had not been included in the etbended Likert scale

guestions.

3.7.3 Alcohol Use Disorders | dentification Test (AUDIT)

Given the fact that majority of inpatients in rehigdtion centers in Nairobi County
abuse several drugs simultaneously, the inpatiespandents completed the
Alcohol Use Disorders Identification Test (AUDITpendix Al.1) to screen for
alcohol addiction. AUDIT was developed by the Wolttkalth Organization

(WHO), and is recommended and used by majorityhefrehabilitation centers in
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Kenya to screen for alcoholism. Questions 1-8 ara 6-likert scale ranging from:
never=0; less than monthly=1; monthly=2; weeklyn8 daily=4. Questions 9 and
10 have three responses, scoring 0, 2, and 4 férolright. A score of 8 or more
was associated with the harmful or hazardous drqikA score of 13 or more in

women and 15 or more for men was a likely indigatd alcohol dependence.

3.7.4 Individual Interview Guide for Alcoholics

Participants were interviewed using a semi-strattutinterview guide (see
Appendix Al.2). This study necessitated using inésvs so that the strategy of
using both questionnaires and interviews to addtbessame study objectives
would improve the interpretive coherence and vBlidif the study results. Using
guestionnaires alone would have some demerits asiehpossibility of ambiguous
replies or omission of replies altogether to certquestions (Kothari 2009) and
hence interviews would help validate replies frdra tespondents. The interviews
assessed the individuals’ anecdotal perceptiotisenf family interactions and their
experience of relapse. The interview guide alsditgtizely suggested the after-

care strategies suggested by alcoholics and titliés.

3.7.5 Interview Guide for Family Members

Respondents from the families of alcoholics werterinewed using a semi-
structured interview guide (see Appendix Al.3) xareine interactional attitudes

of family members towards the alcoholic family memb

52



The interview guide also qualitatively suggesteel @fter-care strategies suggested

by alcoholics and their families.

3.8  Validity and Reliability

Though some of the instruments that were used tier research have been
evaluated and validated with populations in the WWaspilot study was done to
check the reliability and validity of the instrumenn the current context. This
study adopted the internal consistency method.riateconsistency was tested
using the Cronbach’s alpha statistic, which asse$ssv well the set of items
measured a particular behaviour or characteridtih® variables within the tests
used (Cronbach, 2004). The Individual Attitude pton Scale (IAPS -Appendix
Al.4) and the Family Member Attitude Scale (FMASpp&ndix Al.5) that were
used in this study were adapted from the Familyjtite Scale (FAS). Studies have
demonstrated that the FAS had very high internabisbency and exhibited sound
concurrent validity of 0.8 (Hooley & Parker, 2008jfter the pilot study, both tools
demonstrated a high Cronbach alpha of 0.789 and®00.7espectively,

demonstrating high reliability.

The Alcohol Use Disorders Identification Test (AUDIhas been used in the
majority of rehabilitation centers in Kenya to assdor alcoholism and has
demonstrated accuracy in similar circumstancessacdifferent cultures, and age
groups, and has proved effective (Saunders, AaslaBdbor, de la Fuente, &

Grant, 1993). As suggested by World health Orgaiozg WHO), the study found
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AUDIT as a simple way to screen and detect alc@noblems among the study
participants and helped the researcher find out emmng the inpatients were
alcoholics with a validity of 0.80s across courdriéBabor, Higgins-Biddle,

Saunders & Monterio, 2001).

This study also adopted content validity. Contealidity is a qualitative type of
validity where the domain of the concept is maamichnd the analyst judges opine
whether the measures fully represent the domailigB01989). To assess content
validity the questionnaires asked a number of goestabout the instrument, and
some questions were reverse coded to help valilateontent. The questionnaire
was validated by discussing it with experts in pisgchology field and their views
were evaluated and incorporated to enhance coatehiconstruct validity of the

instruments.

3.9 Pilot Study

The study carried out a pilot study to test thadityd and reliability of the study
instruments in gathering data for purposes of thielys Cooper and Schindler
(2011) explain that a pilot test is conducted tdede weaknesses in design,
instrumentation and to provide proxy data for s@de&cof probability sample. The
procedures used in the pre-testing the questicemawere identical to those that
were used during the actual study. In this studg,duestionnaire was tested on a
complete census of a rehabilitation center in Kian@opunty (n=18), where the

population bore similar characteristics with thosk rehabilitation centers in
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Nairobi. This was a 10% (percentage recommendeddoper & Schindler, 2011;
Mugenda & Mugenda, 2008) of the total number ofilslitation centers that were
sampled in this study. The center was an inpatieug rehabilitation center, which
invited family members for sessions with their &lglic family member twice in a
month and utilized the 12-step program. All fanslef the addicts also met once in
a month to enhance support for each other. Thebilgh&ion had also been chosen
due to its consistent monthly mean admission througthe year (approximately
25), both male and female, and its well organizé&ti & regular follow-up system
for the discharged patients. The pilot study asdigh checking the reliability and
validity of the measures to be used within the ll@omtext. However the results
from the pilot test were not included in the firsildy sample in order to avoid

response bias in case they were to complete the gasstionnaire twice.

The eighteen questionnaires were coded and infuSRSS version 21 for running
the Cronbach reliability test. For the FMAS it wagdent that the tool was very
reliable with a reliability coefficient of 0.798 rfa@riticism, 0.803 for hostility, and

0.767 for the emotional over-involvement as sumpeatiin Table 3.1.
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Table 3.1 Reliability test of Family Member Attitude Scale

Variables Cronbach's Alpha
Criticism of Family members 0.798
Hostility of family members 0.803

Over involvement 0.767

Mean 0.789

For the Individual Attitude Perception Scale (IAP8E reliability had coefficients
of 0.753 for criticism, that for hostility scored7@5 and for the EOI the coefficient
was 0.821, which scored the highest. This gavevamage of 0.789 as shown on

Table 3.2.

Table 3.2 Reliability test of Individual Attitude Perception Scale (IAPS)

Variables Cronbach's Alpha
Criticism of Family members 0.753
Hostility of family members 0.795

Over involvement 0.821

Mean 0.790

The mean results of the reliability test for the &AM questionnaire yielded an
overall Cronbach alpha correlation coefficient o789, while that of the IAPS
produced an overall Cronbach alpha correlationfmdent of 0.790. According to
(Drost, 2011) the closer the Cronbach’s alpha cwmefft is to 1, the higher the
internal consistency reliability. According to Radt (2010) coefficient of 0.7 is
recommended where the Cronbach’s alpha is useetliability test, and therefore

0.0.789 and 0.790 respectively were adequate i@sthdy.
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3.10 Data Collection Procedures

Data collection is the gathering of information $erve or prove some facts
(Kombo & Tromp, 2009). Research assistants werd usehis study due to the
depth of the qualitative aspect of the study. Theeee holders of Master of Arts
(MA) in Counseling Psychology who were familiar vitehabilitation counseling.
Before data collection, the research assistante weguested to volunteer in the
rehabilitation center for a week so that they weeversant with the rehabilitation
system and also in order to be able to scheduleirddividual interviews.
Permission for volunteering for the research aasistwas sought by the researcher

through the programme coordinators of the rehaliitih centers.

Research assistants were taken through a trainiaguah developed by the
researcher. The manual contained description of stinely, definitions of the
variables of the study, and instructions of eadttiee of the instruments. They
received instructions on the use of the instrumemd were provided with a

standard set of data administration and collegbimtedures.

The research assistants were provided with thetiquesires for distribution to
their respective rehabilitation centers. They walg provided with the semi-
structured interview questions, where the partitipaliscussed exactly the same
guestions, in much the same or exactly the samer.ofh orderly questioning
sequence was recommended in order to facilitatgqubéty of the discussion. They

were also requested to be present on ‘family dagsas to administer the family

57



guestionnaire to the family members. Family questires (FMAS) were
administered during family therapy sessions. Theeaecher collected the
completed instruments bi-weekly. To minimize resgmibias, the purpose of the
study was explained asi enquiry to gain a better understanding of thases of

alcohol relapse”

3.11 Data Analysis and Processing

Ordinarily, the raw data collected is rather exiemsand the information from
guestionnaires and interviews would not easily amsthve research questions and
hypotheses and therefore the data need to be peztasd analyzed in a coherent
and orderly fashion. Patterns and summaries wexerdfrom the data to help in
making it sensible to answer the research questidilanund et al (2012)
suggested that data analysis need to apply reasamiorder to understand the
gathered information with the aim of determiningnsistent patterns and
summarizing the relevant details revealed in theestigation. Data processing
entails editing, classification and tabulation aftal collected so that they may be
amenable to analysis (Kothari, 2009). The studyefioee edited, classified and
tabulated the raw data in order to draw conclusfoo® it. Data entry converted
the raw information gathered through questionnaares interviews to a code book
that was be manipulated to provide summaries tlmatidvhelp answer the study

guestions and test the hypotheses. The IBM Stalsttackage for the Social

58



Sciences (SPSS) version 21 was used for data elatty,cleaning, and running the

regression analysis.

This study employed both descriptive and inferérgtatistical analysis methods.
The purpose of the descriptive analysis was to lendhe researcher to
meaningfully describe a distribution of scores @asurements using a few indices

or statistics such as means, modes, and standasatides.

Data analysis for the study objectives was dorfelasvs:
» Objective one: To find out the prevalence of retapsnong alcoholics re-
admitted in inpatient treatment centers in Nairdbounty, Kenya. The
prevalence of relapse was determined using a diaimis scale to elicit “yes”
or “no” answer and further use of Likert scaleyitdd the number of times one
had relapsed.
» Objectives two, three and four showed the relatignbetween components of
family expressed emotion (EE) (hostility, criticismemotional over-
involvement with relapse and read as follows:
Objective two: To establish the relationship betwdwstility of family
members and relapse of the re-admitted alcoholic.
Objective three: To establish the relationship leemv criticism of family
members and relapse of the re-admitted alcoholic.

Objective four: To establish the relationship besw@ver-involvement (EOI)

of family members and relapse of the re-admittedladlic.
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These three objectives yielded the study hypothasdswvere analyzed using both
descriptive and inferential statistical. Freques@ead means were first determined
for objective two, three and four. These three cibjes yielded the hypotheses for
the study and the hypotheses were tested usingg@rson’s correlation coefficient
where the analyses were used to determine theraldgonship between
independent and dependent variables. The resutes suenmarized in a covariance
matrix. These objectives (two, three and four)ewtien analyzed using regression
equations to test the significance of the studyoliypses. Using the Statistical
Package for the Social Sciences (SPSS), multigeession analysis was done to
determine the level of influence of each of theepehdent variables (hostility,
criticism, and EOI) to the dependent variable (ye. Regression analysis is a
statistical tool for the investigation of relatitmgss between variables (Cohen,
Cohen, West & Aiken, 2003). Usually, the investigateeks to ascertain the causal
effect of one variable upon another. In this stutlg effect of components of
family expressed emotion (hostility, criticism aachotional over-involvement) on
relapse of an alcoholic was investigated. To expleuch issues, the researcher
assembled data on the predictor variables by asyiregtions and carrying out
interviews on indicators of EE and relapse, andleygal regression to estimate the
guantitative effect of the causal variables (hibgtilcriticism and EOI) upon the
variable that they influence (relapse). The researalso assessed the statistical
significance of the estimated relationships, teathie degree of confidence that the

true relationship is close to the estimated refetiop using the regression analysis.
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Jackson (2009) states that multiple regressionyaisainvolves combining several
predictor variables in a single regression equationhis case, multiple regression
analysis helped to assess the effects of the tpredictor variables (hostility,

criticism and EOI) on the dependent measure (refap®egression analysis is also
valuable for quantifying the impact of various sltaneous influences upon a

single dependent variable.

The following multiple regression equation was deped to determine the effect
of components of family expressed emotion (Howtilitriticism, and emotional

over-involvement) on relapse of the re-admittedladdic:

Y=Bot+P1X1+P2X2+PsX3+€

Where y — relapse

X1 - hostility

X5 - criticism

X3 —EOI

€ — error

Bo— constant

B1-3- Beta coefficient corresponding to variables 1-3
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A test of significance was done to each of thealdes to check its significance in
the variation of the independent variable. The ysialof variance (ANOVA) test

was done to determine the fitness of the model.

The study also tested for multicollinearity of ttieree predictor variables of
hostility, criticism and emotional over-involvemen(EOI). To test for

multicollinearity, Variance Inflation Factor (VIRyas used. If no two independent
variables are correlated, then all the VIFs willlbdn the present study, the VIFs
for all the predictor variables were around 1, nieguthat the relationship among
the predictor variables did not influence each otiea level of interfering with

their different association with relapse. This vaasindication that the regression

model used in the study was stable.

» Objective five was stated as follows: To deternpossible after-care strategies
for recovering alcoholics that would enhance redgm®vention. To analyze
this objective, open-ended responses and intergieagtions were identified
into broader themes. These themes were used toftinthe views of
respondents to more effective after care stratehesvould reduce relapse in

alcoholism.

All five objectives were also qualitatively testeshd analyzed using thematic
analysis which helped identify patterns throughrteaelevelopment. Words used by
the participants were examined to identify broatthemes or patterns of meaning

and contextualizing the themes in relation to theables of the study. Themes
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from interviews were developed by the researchelgusategories of constructs of
EE. For example words like “shouting”, “quarrelingbickering”, “disgust”, etc.
were indicative of hostility, while words like “regtion”, “disapproval’, “hate”,
“dislike”, etc. were indicative of criticism. Infences made from the thematic

analysis were corroborated with the quantitativia.da

3.12 Data Management and Ethical Considerations

Permission to conduct the present research wasegréy the Kenyatta University
graduate school (see appendix 6) and the Natiomaln€l for Science and
Technology (NCST) (see appendix 7). The administnatof the chosen
rehabilitation centers granted permission to cohdiue research. The researcher
explained the purpose of the study as &€nquiry to gain a better understanding of
the causes of alcohol relapsé& minimize response bias. This would also heép th
make an informed decision whether to participatéhi study or to decline from

participation.

In order to handle addicted respondents in an athiiacceptable manner, a
consent form was written and duly filled by the tmdpants. Safeguarding
confidentiality measures was done by instructirgpomdents not to put any kind of
identifying information on the answer sheets. Theweer sheets were used only for
the purpose of research and were kept in a safkedoto ensure further
confidentiality. Moreover, security codes were gssd all computerized records.

In order for the research to benefit participantsd aensure there was no
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psychological harm caused to the participants, idig was carried out after

participation in the research.
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CHAPTER FOUR
PRESENTATION AND DISCUSSION OF FINDINGS

4.1 Introduction

This chapter gives presentation of findings for shedy together with discussions
arising from the data collected. The primary pugosthis study was to examine
the relationship between family expressed emoticmar@cterized by hostility,
criticism, and emotional over-involvement) and thexurrence of relapse among
individuals who had been treated and dischargeah frehabilitation centers. The
research also aimed at finding out after-careesgias that might be used in helping
alcoholics maintain their abstinence goal. Spedliff¢ the study aimed at
establishing whether or not existence of expressadtion (EE) among family
members of an alcoholic had a relationship with dbeurrence of relapse of the
treated alcoholic. Both quantitative and qualitatdata were collected from this
study and results from the two populations (inpdti@coholics and their family
members) were presented. The data was presenteér uth@ following
subheadings: demographic data; findings of the ystabjectives, regression
analysis, and a summary of findings. The chaptergsanized on the basis of the

objectives of the study.

4.2 Demographic Data

Information in this section was based on selectethafyraphic characteristics of
respondents including age, gender, educational,l@veome level, and marital

status.
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4.2.1 Distribution of Respondents by Age

The topic of the study was the relationship betwkaanily expressed emotion and
the occurrence of relapse among inpatient alcafioRarticipants from different

age groups were sampled.

Age Distribution of Inpatient Alcoholics

As shown in Table 1, there were a total of 186 filgpd alcoholic participants who

responded in the study.

Table 1

Age Frequency of Inpatient Respondents

Inpatient Respondents

Age bracket No Percentage
Less than 18 4 2.2

19-25 years 41 22.0

26-40 years 107 57.5

41-55 years 30 16.1

56 and above 4 2.2

Total 186 100

The inpatient respondents targeted in the stude wadults 18 years and above, but
there were 4 (2.2%) that were below 18 years. Redgris between 19 and 25
years were 41 (22%), while the majority of the mggpents, who were between 26

and 40 years, were 107 (57.5%). There were 30 ¥d6réspondents between 41 to
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55 years, and 4 (2.2%) of the respondents were abgede 56 years, which is a

likely indication that only few elderly people aadmitted in rehabilitation centers.

The mean age of inpatient alcoholic participantghia study was 27 years, which
indicate that Kenyan youth are majority of the dapan that is greatly affected by
alcoholism. The finding is supported by many firglithat have established that
the youth are the majority in alcohol use in KeiM&CADA, 2011). Perhaps the
reason more young people are turning to heavy ihgnlof alcoholics due to
frustrations caused by high rates of youth unemplayt in Kenya. Youth are
regarded as more vulnerable to alcoholism becalsg may begin drinking
alcohol earlier due to curiosity or peer pressarej they therefore have a greater
risk for diverse consequences such as addictioowBr& Tapert, 2004). Low
numbers of adolescents (2.2%) in rehabilitationtexsnwould likely be explained
by the fact that most adolescents are in schoolnaigtit not have a lot of time to
spend in drinking sprees. They might also havetéichuse of alcohol because they
are guarded from alcohol use while at school and hliberefore not reached the
level of alcohol misuse that would result to aldgdm. It is notable from the
findings that there were few older people admitiedhe rehabilitation centers.
Perhaps the low admission of older people can p&amyed by having fewer older
people in the population structure or it might als® possible that older people

have learnt coping skills to handle alcoholism oyesairs of treatment.
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Age Distribution of Family Member Respondents

It was important for the study to find out the atjstribution of family member
respondents in the present study so as to promfdemation on the adult members
living with or having regular contact with the gatt. The purpose of the study
was to examine family expressed emotion, a compathen would only be valid
when explored among adult relationships (Loped.e2809). The family members
that participated in the present study had diffeesge cohorts. Table 2 shows the

age distribution of family members respondents.

Table 2

Age Frequency of Family Member Respondents

Family Member

Age bracket No. Percentage (%)
Less than 18 3 2

19-25 years 15 11

26-40 years 27 20

41-55 years 61 45

56 and above 29 22

Total 135 100

For the family members, the majority of the respntd, 61 (45%), were in the age
category between 41 and 55 years, while those &fegkars and above were 29
(22%). Family member respondents in age bracke2éotto 40 years were 27
(20%), those in the category between 19 to 25 years 15 (11%), and only 3

(2%) were aged 18 years and below. The likely engilan regarding the age
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distribution is that majority of the family membmspondents were above 41 years,
which would perhaps mean that majority of the fgmi#spondents represented
parents or spouses of the inpatient alcoholics. izwed to the inpatient alcoholics,
the percentage of the individuals below 40 years significantly lower among the
family member respondents. This gives a large wiffee in the age composition
and structure between inpatient alcoholics andr tfeenily members, with the
family members having an average of 43 years whaphesents individuals in their
middle adulthood and hence most of them may benparer spouses of the
inpatient alcoholics. It is likely that the 3 (2%amily members below 18 years

may have been siblings to the inpatient alcoholics.

4.2.2 Distribution of Respondents by Gender

The two populations (both inpatient alcoholics d@he€ir family members) in this
research comprised of both male and female. Fitjloelow shows the distribution

of gender of the inpatient respondents.
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Figure 1: Gender of inpatient alcoholics.

From data illustrated in Figure 1, majority 95% {@¥) of the inpatient alcoholics
respondents were male, while only 9 (5%) were femd@he small number of
female respondents could be a likely indicatiort feever women take alcohol and
hence fewer women than men are likely to develggatiee effects of prolonged
alcohol use. Traditionally in most Kenyan commuwasti men drank more while
women were allowed to drink very occasionally whishcommon to date. In a
culture where the traditional drinking patterns we#n male and female are
maintained, it would be expected that more men wdlkly to drink more and
therefore are likely suffer alcohol related probderand that is perhaps why more

men would be found in rehabilitation centers thaom&n. This explanation
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resonates with the common ideology that women usally drink less than men
(Borovoy, 2005). The local culture is also morelietant to alcoholic women and
the stigma experienced by female alcoholics insih@ety may hinder them from
seeking help for alcohol addiction. It might themef appear a more acceptable
thing for a man to be alcoholic and hence seelrresat, while this may not be the
same case for a woman, perhaps leading to the faueber of women admitted in

the rehabilitation centers.

The distribution of gender for the family membertjggpants in this study is shown

in Figure 2.

é ® Male

N

Figure 2: Gender of family members
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The findings showed that among the family memb28s(19%) were male, while

the majority, 110 (81%), were female. Larger nureb@rfemales might have been
representing mothers or spouses to the alcohghatients who turned up for the
family therapy sessions. Further analysis showatlitideed the larger numbers of
the female family members that turned up for thmilia sessions were mothers
(n=74; 54.8%) followed by spouses at 24%, compéoeitie fathers who were 18

(13.3%) as shown on Table 3.

Table 3

Relationship of Family Member to Inpatient

Relationship No. Percentage (%)
Sister 12 8.9

Brother 4 3.0

Mother 74 54.8

Father 18 13.3

Spouse 24 17.8

No response 3 2.2

Total 135 100

Perhaps larger numbers of the mothers would prydablbecause of the cultural
expectation that mothers play the caretaking rotetlieir children. More women
are left at home taking care of their children whihe fathers are working and
would hence be available for the family sessionstidrs also form more nurturing
and affective bonds with their children than thinéas (Ran, Leff, Hou, Xiang, &
Wan (2003).The mothers spend long periods of tiakéng care of the children

until they are independent enough to leave home hamce would be expected to

72



turn up for the family therapy sessions at the béditation centers as part of their

obligation to nurture.

4.2.3 Educational Qualifications of Inpatient Alcololics

The study sought to find out the educational leskelrespondents, in order to

establish whether education is a factor in relgssshown on Table 4.

Table 4

Education Level of Inpatient Alcoholic Respondents

[Education Level Frequency Percent
Primary 4 2.2
Secondary 35 18.8
Certificate 19 10.2
Diploma 57 30.6
Undergraduate 49 26.3
Technical Training |18 9.7
Masters 3 1.6
Doctorate 1 5
Total 186 100.0

Given that only 4 (2.2%) of the respondents haairsgt the basic primary school
education, the present findings indicated that ntgjmf the alcoholics in the
rehabilitation centers had high levels of educati@ut of the 186 study
participants, 18.8% (n=35) had attained secondargl leducation, while a total of
67.1% n=115) had attained a certificate, diplomaymdergraduate training. This
finding resonates with Huerta and Borgonovi (2048p also found out that higher

levels of education are likely to be related to endrinking problems. Perhaps this
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could be the case because many people get morateguwith a hope that they
might be able to secure better jobs. However, ithisot the case given the rising
levels of unemployment in Kenya despite increasigeracy levels than the
previous years (Kempe, 2012). Unemployment has beked with more alcohol

and other drugs use among the youth (Mugisha, Magi& Hagembe,

2003;Chesang, R. K. 2013), and being out of empétror school is a risk factor
in alcohol and substance abuse. This would perbapksin why the rehabilitation

centers under study had more youth compared to pktple.

4.3  Findings of Study Objectives

In this section, findings of the study will be peesed as derived from the study
objectives: (a) to find out the prevalence of remmong inpatient alcoholics
admitted in rehabilitation centers; (b) to estdblise relationship between hostility
of family members and relapse of the inpatient labtic; (c) to establish the

relationship between criticism of family membersd arelapse of the inpatient
alcoholic; (d) to establish the relationship betwewmser-involvement of family

members and relapse of the inpatient alcoholic; @)do find out possible after-

care strategies for recovering alcoholics that warhance relapse prevention.

4.3.1 Prevalence of Relapse in Inpatient Treatmer@enters

The study aimed at finding out the relapse rate rmmalcoholics in the studied

rehabilitation centres. In order to find out theeyalence of relapse among
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alcoholics, the study sought the rate of readmms&b alcoholics to treatment
centers. The respondents were asked to indicagtheh or not they had been
readmitted into a rehabilitation center after poely being treated from
alcoholism as inpatients in a rehabilitation cenfdl respondents who had been
readmitted in a rehabilitation center gave a ‘wese, while those who were in the
rehabilitation center for the first time gave a’mote. Table 5 shows the summary
of responses on readmission to rehabilitation eentgs indicated by the

respondents.

Table 5

Readmission to Rehabilitation Center

Response Frequency| Percent
YES 73 39.2
NO 111 59.7
Total 184 98.9
N/A 2 1.1

Total 186 100.0

As shown in Table 5, 73 (39.2%) of the total resjents had been readmitted to a
rehabilitation center after previous treatment,levidil1 (59.7%) respondents were
in the current rehabilitation center for the fitghe. The findings are a likely
indication that approximately 40% of the alcohol®io had relapsed sought
readmission at rehabilitation centers in Nairobu@ty. This rate appears less than
what was expected in the study and from what isnted from many parts of the

75



world, such as 55% in England (National Treatmegericy for Substance Misuse
—NTA- 2013) and 58% in Kenya (Deveau et al., 20B))ch a dissonance would
perhaps be explained by the fact that the presedy $ocused on individuals who
are inpatients in the rehabilitation centers cutyeand whose main DOC was
alcohol, while Deveau at al., had given 42% abstieerates for alcohol, canabbis
and heroine. Perhaps such figures would chandeeiktudy was extended over a

longer time period.

The study also sought to establish how many tirhesinpatient alcoholics had
relapsed. The respondents were asked to indicatenteny times they had been
readmitted due to alcohol dependence after prevreasment from alcoholism in a
rehabilitation center within the past three yeaiqak The findings are illustrated in

Table 6.

Table 6

Number of Readmissions of Inpatient Alcoholics iRehabilitation Centers

Number of Readmissions Frequency | Percent Valid Percent
Once 25 13.4 34.2
Twice 33 17.7 45.2
Thrice 9 4.8 12.3
More Than 3 Times| 6 3.2 8.2
Total 73 39.2 100.0
N/A 113 60.8
Total 186 100.0
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As shown in Table 6, out of the 73 (39.2%) readsdittespondents, 25 (34.2%) of
them had been readmitted once due to alcohol prehlevhile 33 (45.2%) of the
respondents had been readmitted more than twice.nlimber of readmissions
seemed to reduce, with 9 (12.2%) having been rdsetinthree times, while 6
(8.2%) had been readmitted more than three timdsma three year period. This
is an indication that relapse, hence readmissomare likely expected after the
initial treatment, while it reduces with every seg@sgent treatment. Studies done
gave 50% readmission rates in the USA (e.g. NSD2H6) and 42% in England

(Humphreys & Weingardt, 2000).

The current findings are notably lower than thos&urope and USA. Perhaps the
explanation could be the fact that in Kenya mangolablics do not offer
themselves for treatment in the rehabilitation eex)tperhaps due to the high fees
charged in the rehabilitation centers or may betduack of information on where
such centers are located. This could perhaps alsxplained by the fact that many
alcoholics do not know where they can get helpf déhey can be helped at all. In
fact, most reports given by national surveys in yerfe.g. NACADA, 2011)
indicate alcoholism has very high rates in Kenyawgver, such a survey has not
given statistics to show how many among this pdpmrieof alcoholics were able to
offer themselves for treatment. Therefore, the entrifindings were helpful in
showing the prevalence rates in the rehabilitatenters in Nairobi but this may

not be generalizable to the whole country.
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4.3.2 Relationship between Relapse and Family Holity

The study aimed at finding out if there existe@lationship between relapse of the
inpatient alcoholic and the hostility of a familyember. Respondents were asked
guestions with an aim to establish perceptionsastility they experienced from
their family members. Indicators of hostility wetested on a five-point Likert

scales, ranging from ‘strongly disagree’ to ‘strignagree’ as shown on Table 7.

Table 7

Level of Hostility Perceived by Inpatient Alcohdic
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Hostility Indicators o 0
He/she shouts at me 19 14 19 35 13 3.09
| wish she/he were not here 48 29 9 10 3 1.90
She/he gets angry with me 15 18 14 42 11 3.15
She/he hates looking after me 10 17 19 41 13 3.31
| purposefully put him/her into
trouble 37 31 11 14 7 224
It is a pleasure to be with him 17 38 11 28 6 2.69
I quarrel with him/her 9 25 5 52 9 327
| feel close to him/her 26 37 7 20 11 253
He/she is so sarcastic to me 20 31 10 33 7 275
| find myself swearing at him/her 20 28 9 33 10 4.8
He/she can control anger 45 29 13 10 3 196
She/he means no good 7 18 10 43 23 3.58
He/she makes a lot of sense 9 12 17 38 22 3.52

| feel disappointed with him/her 5 12 12 51 20 3.69
He/she is trying to get on friendly
terms with me 22 34 9 27 8 2.65

Hostility Level (Average) 21 24 12 32 11 2.88
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The summary of findings from inpatient alcoholickoat their experience of
hostility in their families showed that 21% of i@t alcoholics strongly
disagreed to questions measuring hostility in thie@mily members, which is a
likely indication that they did not perceive hasyilfrom their family members. Of
the participants, 24% disagreed with statements itidicated that their family
members were hostile to them. Both the stronglpgtise and disagree responses
are an indication that inpatient alcoholics did cotsider their family members to
be hostile to them. This meant that a total of 4&%npatient alcoholics did not

perceive hostility from their family members.

According to the findings, there was an unsure wbtE2% participants, which was
a likely indication that some of the respondentsewambivalent about their
perceptions of hostility from their family membet$ey would therefore likely fall
on either side of ‘agreeing’ or ‘disagreeing’ topexiencing hostility in their
families. Of the inpatient alcoholics, 32% agreeddsponses indicating hostility
among their family members, while 11% agreed ty wtrong hostility, given their
response ‘strongly agree’. In responding to botbréa’ and ‘strongly agree’
statements, a total of 43% of the respondents sthawikely indication of hostility
among their family members. It is notable that trexcentage of the inpatient
alcoholics that experienced hostility and the petage that did not experience
hostility almost tallied with a 43 % (‘strongly &g’ + ‘agree’ statements) and 45%
(strongly disagree’ and disagree’ statements) leathe remaining 12% was unsure

and could fall on either side.
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The present findings indicated that almost halthef families of alcoholics could
be characterized as expressing hostility in thaimily interactions. Further

analysis showed that the data had a normal disinitbas shown on Figure 3.
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Figure 3 Level of hostility indicated by inpatient alcoled

Majority of the responses indicating perception hafstility among inpatient

alcoholics were distributed about the mean as shiowfigure 3. This is a likely

80



indication that hostility was more likely to be peived by alcoholics from their

family members and that it was a normal occurrenceich families.

Hostility is a negative interaction among family migers that has a likelihood of
wounding the alcoholic emotionally and causing tondistance himself. An angry
family member might use destructive phrases towéndsalcoholic who in turn
may lose trust or the connection that would help fhiork on his abstinence goal.
He may instead distance himself and go back tddrimer friends who seem to
understand him and give him a sense of connecfiooording to Renshaw, Blais
and Caska (2010) individuals who experienced htystifrom their close
relationships claimed to have less relationshipistsation. Perhaps this
dissatisfaction was brought about by the hurt cduse words of hostile family

members.

After treatment, the alcoholic would be expectingfind family members who
would offer the right words to encourage him on &lsstinence goal. However,
family members may not have changed and may camticausing painful
emotional scars that hurt their relationships, ileguwhe alcoholic with no other
option but to turn back to his more intimate conimes with the drinking partners.
Blais and Renshaw (2012) reported that people wéraegived greater hostility
from their friends rated the relationships as higheconflict and low in support.
Hostility towards the alcoholic may lessen oppoitiaa for the new options that

they might need for recovery after treatment. Thetile statements and phrases
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used by family members may destroy their relatignstith the alcoholic, who
may not have the resiliency to respond positivelg/she may instead go back to
the negative patterns of heavy drinking. This wappsrted by some of the

responses of the respondents during the interviews:

“Sometimes | get so disgusted with them (refertmthe wife and grownup
sons). They lock themselves in the children bedr@mm chat endlessly.
They even laugh....Maybe at my drunken state. | arn past of that

laughter. I am only shown hatred. It is not likeatter.....".

“She is verbally abusive. She sometimes says boctible things that |
cannot repeat here. She calls me ‘her drunkare.véry annoying....".

“She blames me for my drunkardness. It's not likeyl.. to stop. | didn’t
mean to waste all that money. | hate what they lgave through, but she is
too harsh on me”.

My wife is so sarcastic. She thinks that | am n@djoShe called me

drunkard....”.

If it weren’t for them | would not be like this. €y make all decisions.
They ignore me. | sometimes don’t know why | sholiié under them,

begging”.

Use of words such as ‘disgusted’, ‘abusive’, ‘shgsshorrible things’, ‘sarcastic’,
and ‘ignore’ are all indicative of a hostile clireatListening to these remarks one
could sense the expression of hostility towardsaleeholic, which would likely
embarrass and show such internal rejection thabitld likely push them to seek
solace in heavy drinking. Such statements do nfetr ehuch support required for
recovery but would instead worsen the recovery gdahe alcoholic and push
them to relapse. In the verbatim statements abthere seems to be anger,
belitting, and negative attitudes and thoughts tvauld characterize a hostile

environment which is too fragile for an individusd work on their positive
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functioning. This implies that family members toeeded to be rehabilitated to
form new attitudes and habits that would facilitaezovery. It would not be

enough to rehabilitate the alcoholic alone butfémeily as a whole in order for the
whole family system to work for sustainable recgveom alcoholism.

Following this argument, it was important to findtdow family members viewed

themselves in terms of the hostility levels thepressed to their alcoholic family
member. The present findings demonstrated thatvenage, inpatient alcoholics
perceived hostility from their family members, kauftull picture was needed from
the family member’s perspective. Table 8 shows faonily members responded to
statements indicating their own view of the levehostility they expressed to the

alcoholic.
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Table 8

Level of hostility from family members
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Hostility Indicators
| shout at him/her 3 15 15 45 23 3.70
| wish he/she were not here 24 44 10 17 5 2.34
I get angry with him/her 10 14 5 64 7 3.45
| hate looking after him/her 10 38 13 38 3 2.85

He/she purposefully puts me to troubl€1l 33 17 26 2 255
It is a pleasure for me to be with

him/her 14 48 7 29 2 257

I quarrel with him/her 7 30 9 55 0 311

| feel close to him/her 8 38 23 31 0 277

| am sarcastic of him/her 20 36 9 29 7 267
| find myself swearing at him/her 15 44 10 29 2 126
He/she can control anger towards me 31 33 14 21 (@6 2
He/she means no good 7 22 15 46 10 3.29
He/she makes a lot of sense 10 39 20 22 10 2.83
| feel disappointed with him/her 8 25 5 53 10 3.33
He/she is trying to get friendly terms

with me 12 30 51 0 7 3.12
Hostility Level (Average) 13 33 15 34 6 2.90

According to the findings depicted on Table 8, pfeecentages of responses given
by family members on their perspective of the hibgtihey expressed to the
alcoholic family member slightly differed with th@f the alcoholics. From the
perspective of the family members, 13% stronglaglieed to being hostile on their
alcoholic family member, while 33% disagreed witatesments indicating that they

were hostile toward their alcoholic family membBioth responses of “strongly
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disagree” and those of “disagree” were a likelyigation that family members did
not view themselves as hostile to their alcohaimify member. Therefore a total
of 46% claimed that they were non-hostile to tladgoholic family member. Of the
participants, 15% were unsure about expressinglibgsa likely indication that

they were ambivalent about whether or not they edjrer disagreed with the
responses that indicated hostility within the famikmong the family member
respondents, those that agreed to statements timgigaresence of hostility were
34%, while 6% strongly agreed with statements shgwhat they were hostile to

their alcoholic family member, giving a total of%0

The present findings reported a higher level oftiitysfrom other findings in this
area such as Simmons et al (2008), who establi8hee of primary relatives of
psychiatric families had hostility. However, theudy was done in a different

culture, with a different population and may notgemeralized.

Further analysis showed that the findings indicatechormal distribution of

hostility expressed by family members of alcohodssshown on Figure 4.
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Figure 4 Level of hostility indicated by family members

Majority of the responses of family members werattered around the mean with
a standard deviation of 0.574. This was a likelgigation that hostility was

normally found among family members of alcoholidfie presence of hostility
among such families is also supported by the fahgwstatements, which were

imbued with hostile undertones:

“I felt like quitting the marriage many times. Kenelled of stale bear. It
was so disgusting. | couldn’t bring myself to todgim. He must have felt it
because he pulled out and created a silent workdsobwn that | could not
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penetrate. But occasionally he would have boutangfer especially when
he was drunk”.

Anger and disgust are some of the words that desdrostility as shown in the
statement above. From the responses of both trehdaics and their family
members, there was a slight difference in the msg® with the inpatient
alcoholics reporting higher levels of perceivedthibgthan that reported by family
members. Figure 5 summarizes the distribution speases from both inpatient

alcoholics and their family members on their peticapof hostility.

35 -

30 ~

B % Hostility Inpatients

15 - W% Hostility Family

10 A

SD D u A SA

Figure 5.Hostility by Inpatient Alcoholics and Family Memiser
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It is noticeable that there was a small range amesgonses given by the inpatient
alcoholics and those of their family members. Fagmilembers seemed to view
themselves in more favourable terms on their esasof hostility compared to
the alcoholics’ perception, as depicted by theldotiven when the ‘agree’ and
‘strongly agree’ statements were added up. Mordalyamembers (33%) disagreed
with being hostile compared to 25% of the alcol®lresponses. It is also notable
that both groups of participants agreed on hogtdtatements with alcoholics at
32% while family members were at 34%. This implikdt both the alcoholics and
their family members agreed on almost equal legklsostility being perceived by
the alcoholic and expressed by the alcoholic fanmigmber. However more
alcoholics (11%) strongly agreed with statementswahg hostility in their
families, compared to only 6% of family membersisTmeant that 11% of the
alcoholics perceived high levels of hostility fraheir family members, while only
6% of family members regarded themselves as expelgyh levels of hostility to

the alcoholic.

Perhaps the difference in the ratings of hostityhe alcoholics and those by the
family member can be explained by the way peoplgguthemselves compared to
how others would judge them. Pronin (2008) suggesi@at people judge their

behaviour differently from how they are judged liieys depending on their inner
motivations. It might be that the family membensdéo judge themselves as lower
in hostility because their inner motivations wotdd to see the alcoholic making

better decisions in regard to their drinking prolde Perhaps this was what Weiner
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(2000) meant in his attributional theory when hguad that our attributions of
ourselves are more positive depending on our inteivations which contribute to
how we behave towards others, and sometimes wenotalye fully aware of this.

This would indicate that the inner motivations loé thostile family member would
likely contribute to their reactions to the alcabpbut they may not be fully aware
that they react in a hostile manner. Maybe theti@adrom a family member

would aim at helping the alcoholic overcome th&hdvioural problems. This way
the family member would not interpret their behavg as an expression of

hostility, although the alcoholic thought differnt

In general, the present findings indicated thatilitysexisted among families with

an alcoholic whereby both the alcoholics and famitembers indicated the
presence of a hostile environment. Though hostii&g seen to exist in families of
alcoholics, the question remained whether or noh dwstility would be a likely

cause for relapse after treatment of the alcoh@lcanswer this question, it was
important to verify whether there was a relatiopshietween relapse of the
alcoholic and hostility from family members. Thisasvdone using Pearson’s
correlation test that would help show the directaomd strength of the relationship

between hostility and relapse.
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Test for Hypothesis 1
The study hypothesized that there was a relatipnseiween family hostility and
relapse of recovering alcoholics. The study assuthadl the presence of such
hostility would give an environment where relapseuld likely take place. The
present findings had demonstrated the existenckosfility among families of
recovering alcoholics, but needed to test the stogyothesis so as to show
whether such hostility has a relationship with pska
Ho, There is no relationship between relapse of aatiapt alcoholic and
family hostility.
H;There is a relationship between relapse of an impaalcoholic and
family hostility.
The present findings had shown that hostility edsin the families of alcoholics,
but the exact nature of relationship needed todbt@béshed. This was done using

the Pearson Correlation Coefficient (r) as showrT alle 9.

Table 9

Correlations between Relapse and Hostility

Relapse |Hostility
Relapse Pearson Correlation |1 367
Sig. (2-tailed) .000
N 179 177
Hostility Pearson Correlation |.367 1
Sig. (2-tailed) .000
N 177 182

**_Correlation is significant at the 0.01 leveH@iled).
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Based on the confirmation of directionality showtemaapplication of the Pearson
correlation, there was sufficient evidence to flaibccept | which states that there
is no relationship between relapse of an inpataobholic and hostility of the
family member. Findings confirmed that relapse @sifively associated with
hostility of a family member at a confidence lew¢l (p=0.000<0.01). Based on

this evidence there was sufficient evidence to piclogpothesis H

Hostility is one of the three components that iathc presence of expressed
emotion (EE) in a family, and which would likely lzan attitude among family
members pushing an alcoholic to more drinking ejgso(Hooley, 2007). When
family members are hostile to the alcoholic, thegvg aggression, sarcasm, anger,
intense dislike, and they tend to embarrass thehalc. Such emotional reaction
make the alcoholic feel worthless and no longedaedéy the family members and

may lead the alcoholic to retaliate by going baxhkeavy drinking.

The findings imply that when family hostility ireasised, there was expected to be
an increase in relapse of a recovering alcohollis BIso seems to agree with
earlier studies done in this area that showed fammdstility as one of the EE
factors responsible for causing relapse (e.g. Ho@@07; Pourmand, Kavanagh &
Vaughan, 2005). A hostile family environment teridsblame the alcoholic for
failing to get better and overcome his difficulti®otunda & O’Farrell, 1998).

Such an individual is likely to suffer low self-dafence because he may interpret
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this to mean that there is something wrong withnthe@nd which he would
therefore give as a good excuse to continue wihdhinking problem. One needs
high self-confidence to be able to develop thengife and ability to fight a
debilitating habit such as alcoholism. Hostilityarfamily has also been related to
high levels of conflict within the relationship @$ & Renshaw, 2012). Conflicting
environments would erode the confidence that thehallic would have in being
able to fight the drinking problem. Families needlte supportive rather than
conflicting in order to nurture the self-confidenmuired to overcome relapse.
However, hostility is not the only negative factor EE that could push the
recovering alcoholic to relapse, family membersitiadem could also be a

contributing factor.

4.3.3 Relationship between Relapse and Family Criism

The second objective in the study was to find duheére existed a relationship
between relapse of the inpatient alcoholic andcih from their close family

members. Respondents were asked different questomrstablish the level of
criticism within their families on a five-point dearanging from strongly agree (5
points) to strongly disagree (1point). Table 10 marizes distribution of responses

on different indicators of criticism perceived Impatient alcoholics.
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Table 10

Level of Criticism Perceived by Individual Alcohod
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Criticism Indicators

| feel good with him/her around me. 15 28 17 32 9.912

She/he makes me feel so exhausted 9 12 10 45 243 3.6

| pay no attention to his/her advice 15 11 12 48 1335

He/she takes me for granted 20 36 20 17 7 255
| feel she/he is driving me crazy 8 20 20 38 14 133
It is easy to deal with him/her 19 38 13 21 8 2.60
We seem to disagree even on small

issues 9 26 26 31 7 3.02

I can cope with him/her 21 40 11 24 5 253
| am really a burden to him/her 22 28 13 29 7 270
He/she appreciates what | have done

for him/her 27 32 16 21 4 242

| find him/her getting easy to deal

with 29 30 11 18 11 252

I wish he/she could leave me alone 24 28 11 25 1362
She/he thinks | will mess up 11 29 20 34 7 298
| feel he/she is changing to become

more difficult to deal with 13 23 18 35 10 3.06

| feel he/she let me down 19 30 18 25 8 272
Average Criticism Level 17 27 16 30 10 2.87

Findings depicted by Table 10 show that, out of 1Bé participants, 17% of the
inpatient alcoholics strongly disagreed with sta#ats indicating criticism, while
27% indicated that they disagreed with such statésn&@his meant that a total of
44% indicated that there was no criticism expeegentrom their family. While

16% were unsure, 30% of the respondents agreedstatements indicating that
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there was criticism in their families while 10%astgly agreed to such statements.
This gave a total of 40% of the 186 inpatient atims who positively indicated
that there was presence of criticism in their fasil The findings also represented

a normal distribution as shown on Figure 6.
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Figure 6: Level of criticism indicated by inpatiealtoholics
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The normal curve in Figure 6 showed that respomsae distributed around the
mean with a standard deviation 0f.0.43. This i&&y indication that criticism was

a normally perceived by alcoholics from their faymtembers.

Criticism is shown by expression of disapproval fee individual's behaviours
(Hooley & Gotlib, 2000; Simmons et al, 2008). Sutikapproval is depicted by
finding fault and active disagreement with the hldec, particularly in his ways of
dealing with the drinking problem. According to theesent findings, 40% of the
alcoholics who patrticipated in the study experiehdsapproval or dislike on their
drinking behaviour from their family members. Tmslicated that criticism existed
in families of alcoholics. The interpretation woulkely be that most alcoholics
received disapproval of the negative drinking habitich they may interpret as
criticism. Perhaps offering such disapproval woldd expressed by family
members to try provoking the alcoholic’s into ateetevel of functioning, and
make him handle his drinking better. However, tHeololics might have

interpreted this to mean that their family membesapproved of them.

Criticism from family members has to do with atteagkthe alcoholic’s behaviour
and character, which was likely to put them in gedsive mode. The criticism was
likely to make the alcoholic feel unaccepted whigight have eroded his/her self-
esteem and confidence gained during rehabilitatis.a result they may have
developed a feeling of disconnection in the refegiop with the family member,

which may likely push them back to people who \atédi them such as the
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drinking partners. Studies that have been doneitoism portray it as negative as
it focuses on the negative habits and socially erabsing behaviour (Ng, Mui,
Cheung & Leung, 2001). Perhaps many family membexdd have been focusing
so much on the negative behaviours that they fadedshow appreciation of any
positive step towards recovery. They might haveu$ed on complete
recovery/abstinence and ignored the smaller steas the alcoholic made that
indicated gradual recovery. A supportive family ieowment would likely give
more affirmations for any positive behaviour chatigen criticism for any negative
behaviour. It is the positive affirmations thatngiabout self-confidence and the
efficacy that one would require in behaviour magdifion, rather than the criticism.
Therefore, it is likely that rather than affirm takoholic on the steps they would
make towards recovery, family members would havenbeuch more likely to

criticize.

The findings indicated that the alcoholic perceivadicism from their family

members, but it is important to verify this clainrh the family member’s point of
view. This would help find out whether family membeagreed to statements
showing that they expressed criticism to the redogealcoholic, and hence show
the interaction of such criticism in a family systeTable 11 shows the family

member’s responses regarding their expressioritafiem to the alcoholic.
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Table 11

Level of Criticism Expressed by Family Members
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Criticism indicators
| feel good with him/her around me 9 13 4 56 18 3.60
He/she makes me feel so exhauste 13 29 9 42 7 3.00

He/she pays no attention to my

advice 9 21 19 37 14 3.26
He/she takes me for granted 7 39 9 43 2 295
| feel he/she is driving me crazy 14 37 7 35 7 284
It is easy to deal with him/her 14 40 23 19 5 2.60
He/she is disagreeing even on sme

issues 5 23 14 52 7 334
I think | can cope with him/her 16 43 18 20 2 250

He is too much of a burdenforme 23 25 23 30 0 2.60

He appreciates what I've done for

him/her 29 45 7 17 2 219
| find him/her getting easy to deal
with 2 39 20 22 17 3.12

| wish he/she could leave me alone 24 24 27 20 3.32

(63}

He/she endsupinamessalways 7 33 19 35 7 3.02

| feel he/she is changing to become

more difficult to deal with 23 23 8 43 5 2.85
| feel he/she let me down 10 24 10 49 7 3.20
Average Criticism Level 12 31 14 35 8 2.96

For the family members, 12% of the 135 participastongly disagreed to
statements indicating criticism, while 31% disagreath such statements. This
meant that a total of 43% did not view themselvegualgmental or focusing on
faults (criticism) towards their alcoholic familyeamber. While 15% were unsure

and could fall on either side, 35% agreed to exgangscriticism to their family
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member, and 8% strongly agreed to such statembatsiridicated presence of
criticism expressed towards the alcoholic familymber. This meant that a total of
43% respondents indicated they expressed critibgraither agreeing or strongly
agreeing to statements that indicated they expiess@cism to their alcoholic

family member. This likely meant that almost hdittle family members accepted
that they gave remarks imbued with criticism to &aleoholic. Responses indicating

criticism among family members showed a normalridhistion.
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Figure 7: Level of Criticism indicated by family méers
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Figure 7 shows that majority of responses fromliB& family member participants
were distributed around the mean with a standaxiatien of 0.544. The above
findings verify that criticism is normally expresséy family members with a
member who is alcoholic. There seemed to be areagret between both groups
of participants that criticism existed and was esped in their families. That is,
family members expressed criticism to the alcolspléand the alcoholic themselves
were able to perceive such criticism. Rotunda aitafell (1998) has argued that
if the emotion such as criticism was not perceitrezh it was not significant to the

person who was receiving it.

This kind of finding seems to give more light tethlaim by Vazire & Carlson

(2011), who argued that we need our own perspedive that of others to

complete the picture when we judge ourselves. ig ¢hse, the findings from the
alcoholics and that from the family responses gwveomplete picture of the
respondent’s perceptions of criticism within thiamilies, and clarifies that indeed
family members were critical of the alcoholic. Acdimg to the Systems Theory
(Minuchin, 1974), an effective part of the systeas fan impact on all other parts.
Therefore the criticism expressed by the family rbhera would not be an isolated
phenomenon, but was perceived by other parts ofaitmdy system (the alcoholic

family member). This could make the alcoholic rietal by drinking more and the

cycle of relapse would continue.
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The current research hoped to find out whetheicmih expressed by family
members to the alcoholic is a likely push factoretapse. Criticism is part of a
bigger construct, EE, which has been described lasdaof psychosocial stressor
(Hooley, 2007), which may therefore be part of ratdéions that inform
vulnerability to relapse. This is a likely indigat that when criticism in the family
was combined with other factors such as hostilite likelihood of relapse

increases for individuals undergoing treatmentdooholism.

In sum, the present findings showed that both d@n@lf members and the inpatient
alcoholics indicated the likely existence of cigm in their families. Such

responses showed a normal distribution of the prEseof criticism in both

populations, with the totals of those who agreed #rose who disagreed being
exactly the same (that is, 43% of the 135 partidigan=58) in the two populations.
A comparison of the responses from both groupsadtigipants gave a picture of
the levels of criticism from each groups’ perspeztiFigure 8 showed a summary

of the views of both the inpatient alcoholic anditdamily members.
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Figure 8 Criticism by inpatient alcoholics and family meenb.

It is noticeable that the mean percentage of thds® agreed (including both who
agreed and strongly agreed) almost equaled thathwdisagreed. There was a total
of 42.5% that agreed and 41.5% who disagreed. Avehghat the unsure group
was ambivalent on whether they experienced cniticts not, they could fall on
either side, making both groups of ‘agree’ andddigee’ to be almost equal. The
interpretation here was that there was a likelyicaibn that almost half of the

alcoholics experienced criticism from their famihembers, and that almost half of

the family members did not express criticism.
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Hooley (2007) described relatives that expresséitism as those linked to a
desire to get the patient to behave differentlyjiciwhis related to controlling
behaviour. This resonated with the utterances dh libe alcoholics and their
family members concerning their experience of @stn within their families,

which indicated existence of criticism within suamilies:

“They had already agreed that | get rehabilitateduess they had even
booked my admission. | was very angry to be treditexl| don't have a

choice. | sneaked out of home and got into a dmn&eipor. | felt

dejected...... My dad has treated me badly sincesdoditinued going to
college. He shouted at me. He makes ill commentmef like 1 am no

good.... | think he hates me..... | cannot concentrate school. | am not

interested in studying but he insists that | musbgck to college. He won'’t
talk to me. And | am still angry...... ?

“I had not understood that rehabilitation was foy awn good. | was very
manipulative. Every time my mother quarreled wite mwvould get into a
fit of anger and drink heavily. | am still angryathshe brought me to this
miserable placeréferring to the rehabilitation centgr It's not like she
cares....... I know she has sacrificed a lot to pay ralgabilitation
fees....... You see, | have relapsed so many timed. have been to too
many rehabilitation centers. But | intend to gettdre | have wasted much
time and a lot of her money...... 7

o they family membensdon’t treat me well. They think | am such a

burden...... they don't seem to be concerned abouteriinigs and they
don’t approve of anything | do. I think this is iag me back to my drinking
problem”.

There was agreement between the questionnairasdsand the interviews with
the alcoholics. The statements from alcoholic igrais showed comments loaded
with criticism from their family members. Words $uas “dejected”, “abandoned”,
“hate” are all indicative of rejection, a charaigc of criticism. One of the
individuals said: “they do not approve of anythindo...”, a clear indication of

disapproval which is one main characteristic oti@dem according to Hooley
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(2007). The emotion being expressed by majorityhefalcoholics was feeling of
discouragement, mixed with anger. Although elevethe participants stated that
they got angry with their family members, only sixthem were still having traces
of anger at their family members at the time of theerview, particularly for

putting pressure on them to get into rehabilitatidhese feelings of anger and
disapproval were an indication of both hostilitydagriticism taking place at the

same time.

The family members also expressed anger, but ¢éeinfy did not stop them from

caring for the alcoholic. One family member said:

“Every time she quarreled with me, | drank moree 8terefore had to calm
down and the drinking reduced. After some time Insdered
rehabilitation... | hope to attain sobriety this time”

Another said:

“I don’t like the way he does things. It is likdave to repeat any task | give
him. Even small tasks like cleaning up he is unablelo and | end up

cleaning up after him. I quarrel with him and wersemore angry at each
other than they were happy”......

A similar statement was expressed by another faméynber:

“It is no good giving him any work, such as doinghes. He is very
careless and breaks up things all the time”.

The above statement is directly attacking the ildial alcoholic rather than the
behaviour. He is labeled as “careless” and onedcobkerve the disgust in which

these words were uttered.
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Two family members said that there was more drigkdaring times of anger than
times of peace, which showed that the family emrment was too emotive to
facilitate recovery for the alcoholic. Family rolparticularly in decision making
seemed such an emotive issue during interviewstthats affecting how members
related to each other in the family. Nine of thigeBn inpatient participants were
assertive in their expression of being left outmportant family decisions. Some
expressed negative feelings, mostly disapprovakthiwith anger, after knowing
that a decision had been reached after it haddlrbaen implemented. This was
consistent with the questionnaires findings, wittai@e percentage revealing that

family members made each other angry. Mike, (net#&al name) said:

“My mother is very controlling and rejecting. Sineakes all decisions
concerning me. In fact she makes all decisionsoateh Poor dad, he just
complies; he is a man of peace...... | think he lites life to make her
happy. She wants to treat me in a similar way|| lauh not like my dad. She
is negative about all that | do and hence makessides for me. She
commands the watchmen not to let me go out of #te,d feel like her
prisoner. She decides on all matters at home...m Ihappier with my
friends....... They like me and | feel like a star wiklem émileg. At home
my personality changes.... | am grumpy and withdrawn..”

Mike, clearly agitated, continued to say that th&ther forgets that if she were not
there, he would be the one to manage the familgnfies because he is the first
born. He argued that he was drinking to hit backiatmother because she was
very negative to him. Notice the term “rejectinghieh is motivated by criticism of
the other person, in this case the son. A conalusan be made here that when a
family member expressed rejection or is negativeutkthe alcoholic member, the

reaction was for them to also express anger anertréwto heavy drinking. As
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argued by Minuchin (1974), it appears then that ifanEE is cyclic and
reverberates among the members of the family asieeg by the Family Systems
Theory. The study hoped to find out the existerfclamily EE and how this may
cause relapse of a recovering alcoholic. Thereppart from the data collected in
the study that the family EE component of criticigristed in families of
alcoholics. According to the System’s Theory usedhis study, one individual’s
behaviour affected the rest of the relationshipghiwithe family. As such, criticism
of the family members affected the negative drigkimabits of an individual with
alcohol dependency, giving him the likelihood ttepse. The question here was
whether or not criticism was linked to occurrenderadapse for the alcoholic, a

hypothesis that would be answered by using thesBa&ar correlation.

Test of hypothesis 2

The second hypothesis in the research was to futdwhether criticism had a
relationship with relapse of the alcoholic. The gam@ findings indicated that
criticism existed within families of the majority the respondents. However, more
examination was required to find out whether astic within the alcoholic
families might have been a factor resulting in tune to heavy drinking of the
alcoholic family member. Hypothesis 2 was statetbbsws:

Ho There is no relationship between relapse of amtiapt alcoholic
with family criticism.
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Hi There is a relationship between relapse of artigmaalcoholic with
family criticism.

In order to measure the strength and direction éetwelapse and criticism, the

Pearson Correlation Coefficient (r) was appliedlaswn on Table 12.

Table 12

Correlations between Relapse and Criticism

Relapse | Criticism

Relapse Pearson 1 367

Correlation

Sig. (2-tailed) .000

N 179 174
Criticism Pearson 367" 1

Correlation

Sig. (2-tailed) .000

N 174 179
** Correlation is significant at the 0.01 level-(2
tailed).

Based on the confirmation of directionality showteaapplication of the Pearson
correlation there was sufficient evidence to fairétain H which stated that there
was no relationship between relapse of an inpasiaholic with family criticism.
Table 12 shows that relapse is positively assatiati¢h the criticism of a family
member at a confidence level of 99% (p=0.000<.Uhjs meant that based on this

evidence there was sufficient evidence to accepothesis Hl.
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The findings were consistent with those of manyvijmes studies whereby
expressing disapproval of the other person, had lheend to have a predictive
value to relapse in a large number of psychiathesses, including alcoholism
(e.g. Bullock, Bank, & Buraston, 2002; Hooley, 2DO#or patients with
psychological problems, high sensitivity to crisici may trigger a stress reaction
that may lead to relapse (Carlson, 2011). Hooley @ntlib (2000) had described
the family EE (with criticism as one of the thrdgaracteristics of EE) as a high
psychosocial stressor. Stress has been one ofigherisk factors for relapse in
alcoholism and all relapse prevention programsushel stress prevention as a
coping strategy in recovery in substance abusek(®#ititz & Marlatt, 2004). The
interpretation is that the high sensitivity to icigm from the family member is a
trigger for stress for the recovering alcoholic,onik then likely to turn to heavy

drinking to cope with the stress.

In addition Nesic & Duka (2008), found out thatess was related to increased
negative mood and craving for alcohol. That iskalyi indication that alcoholics
experiencing highly threatening or chronic psyclalostress darticularly from
their familieg following treatment were more likely to relapdean abstaining
individuals who may not be experiencing such stres$act experiments done on
the brain responses to stress showed an increasedpsibility to relapse (Fox,
Bergquist, Hong & Sinha, 2007). This may be a {ilkedication that the alcoholics
treated at the rehabilitation centers may be haen lon their way to recovery, but

the stressful home environment may have been pldrghat it made them
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vulnerable to relapse. Criticism is often interpretas rejection by the alcoholic,
which may provoke a stress reaction, thereby irstngethe aversive impact of the
criticisms and causing relapse (Hooley & Gotlibp@p This is to say that when
the alcoholic sensed potent threats of being regetttey inadvertently may turn to
alcohol to cope with such rejection. This would ¢tewrreate a likelihood that the
alcoholic would return to heavy drinking if the eefion happens in the home
environment after treatment. Majority of the papants in the study reported that
the negative reactions when criticized by theirifgmmembers were an excuse for

them to seek out their friends in search of the@aad they got from such friends.

In a high EE family environment, criticism does romicur alone but also takes
place within an environment that offers too mucbtgetion and too much care for

the alcoholic, a component of EE referred to astemal over-involvement (EOI).

4.3.4 Relationship between Relapse and Family Emotial Over-

Involvement (EOI)

This section discussed objective four of the stuwdyich aimed at establishing if
there existed a relationship between relapse andilyfaemotional over-

involvement. EOI comprises of elements of overpinta, self-sacrifice and over
caring attitudes. Families that have a member \aitproblem take it as their
responsibility and obligation to take care and ptevfor this individual (Carlson,

2011). There are no clear boundaries of individuabices which may be
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compromised by the larger family needs. Responderte asked to indicate the
level by which they agreed or disagreed with vagiatiributes of family emotional
over-involvement (EOI). A summary of the resulttioéir responses is indicated in

Table 13.

Table 13

Level of EOI Perceived by Inpatient Alcoholics
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Over-involvement Indicators
My family doesn’t care of the way | live
my life. 36 39 11 10 4 2.08
My family encourages me to talk about
my difficulties. 29 43 12 11 5 220
My family doesn’t like how | handle
money. 3 7 9 49 32 3.99
My family doesn’t like the way | take care
of myself. 9 7 6 54 24 3.77

When | have concerns or difficulties my
family helps me come up with a solution. 9 17 8 424 3.55

My family gives me a lot of attention. 10 8 9 440 33.76

My family has sacrificed too much for me.11 16 13 43 18 341

My family tries to get me to change. 3 1 2 56 38244.

If | start talking about my concerns, my

family changes the subject 20 38 5 31 7 2.68
My family won’t talk to me about my

health. 29 49 7 11 4 212

My family thinks | should be more active. 21 31 223 5 2.59

My family is not concerned who cleans up

if | mess 29 37 12 16 7 234
My family is rarely concerned when | am
away from home 19 45 6 25 5 253

Average Over- involvement level 17 26 9 32 15 3.02
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Findings shown on Table 13 indicate that out of 1Bé participants, 17% of the
alcoholics strongly disagreed with statements g that their family members
were over-concerned and overprotective (EOI) altoeitn, while 26% disagreed
with such statements. This shows that a total &b 48dicated that there was no
experience of EOI from their family member. Soméarlence was shown by 9%
of the participants, indicating that they couldl fah either side of agreeing or
disagreeing. Among the participants, 32% agreedh& statements indicating
family EOI, while 16% strongly agreed to such statets showing presence of
family over-involvement. This was an indication ttha total of 47% of the

participants indicated that their family memberpressed over-bearing and over-

caring attitude towards them.

Further analysis showed that inpatient alcoholicerewlikely to experience
emotional over-involvement from their family membefThis means that they
would likely characterize their families as too tedive, too caring and too
involved in them that it was over-bearing and isive. The responses of the
inpatient alcoholics about their experience of eomatl over-involvement from

their family members indicated a normal distribatess shown on Figure 9.
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Figure 9: Level of EOI indicated by inpatient alotibs

Figure 9 shows the distribution of responses froypatient alcoholics of their
perceptions of family members’ over-involvement. Asscussed earlier, the
responses from inpatient alcoholics showed a nomisttibution of how they
perceived emotional over-involvement from their ignmembers. This is depicted
by responses that were distributed about the matn avstandard deviation of
0.417. Such a distribution indicated that more thegrage inpatient alcoholics had

rated their family members as high in EOI.
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So far, EOI seemed to have the highest votes istthdy showing higher existence
of the attitude among families with an alcoholicmier. This seemed to tally with
the observation by Ng et al (2001) that familiethwisychiatric families tended to
develop self-sacrificing behaviours in the procetsaring for the sick family
member. Hence the family member/s living with azohblic may offer support to
the alcoholic as the disease progresses, but tah wiuthis support may develop
and become counterproductive. When an individutdreftoo much care for the
alcoholic they seemed to hinder the alcoholic frmking responsibility of their
actions. Such behaviours of over-caring and ovecem would perhaps reduce his
creativity and autonomy to develop better ways taat help him cope with the
drinking problem. Both the carer and alcoholic wbgjet frustrated that ‘their’
strategies may not be working and such frustratitay lead to more drinking
episodes. The carer who is too protective, toongaand over-bearing is described

as codependent (Rotunda & O’Farrell, 1998).

Borovoy, (2005) found out that the pattern of bebaw referred to as
codependence is sometimes characterized by seifidgag, too caring and too
nurturing, and that it actually becomes destructivee concept of codependency is
not new in the concepts of the Family Systems Thedescribing the same
behaviour known as enmeshment, which causes ingilsdn a system to behave
as if they were fused into one way of behavinghanking (Nichols &Schwartz,
2006). Such fusion stresses more on the ‘we’ eléroéthe family than the ‘I’

element, which denies the alcoholic more freedoth@eativity to try to fight the
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vice of alcoholism. When an alcoholic is given ausimy within an environment
where support is well balanced, the motivationighitfthe vice would be intrinsic
and hence would be likely to develop more effectitrategies and self-confidence
needed to maintain recovery. On the other harttkifalcoholic was given decisions
and instructions by family members on how to handlgovery, he might not be
able to own the decisions made by the family. Héagges would not feel so much
affected if the collective decision failed becahsemight not feel responsible for it.
Family members who use the ‘we’ element in decisi@king need to understand
that they disempower the individuals who need talile to make decisions and be

able to follow through such decisions (GoldenberG@&denberg 2013).

The family members’ perspective of emotional overslvement was required in
order to show whether their perspectives correspondth those of the alcoholics.

Their views are summarized on Table 14.
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Table 14

Level of EOI expressed by family members
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Over-involvement Indicators

| don’t approve of the way he/she lives 7 5 10 571 3.81
| discourage him/her from talking about

our difficulties 0 7 16 53 23 3.93
| don't like the way he/she handles

money. 5 11 3 61 21 3.82
| don't like the way he/she takes care of

himself 10 12 5 55 19 3.62

When we have concerns or difficulties
in our relationship, we try to get a

solution 12 29 7 43 10 3.10
| am very attentive to his/her needs 0 7 20 49 2803
| have sacrificed too much for him/her 0 7 9 60 2800

I try to get him/her to change 5 12 2 67 14 374
| rarely ask him/her about problems he

has 16 47 12 19 7 253
| think he/she should be more active 10 12 15 51 324

| won't talk to him about his/her health 18 55 8 1% 2.35

| don't ever clean up after his mess 21 51 5 15 8382

| am rarely concerned when he/she is

away from home 18 48 13 18 5 245
Average over-involvement Level 9 23 9 43 15 331

From the study findings indicated on Table 9% oé th35 family member
participants (n=14) strongly disagreed with statetfiesuggesting that they were
over-involved (over-concerned, over-bearing) whbit alcoholic family member,

while 23% disagreed with such statements. This si¢laat a total of 32% of the
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family members did not find themselves being emmatily over-involved with

their alcoholic family member. A few of the respents 19% were unsure that
they expressed EOI on the alcoholic. The finding$icated that 43% agreed to
statements indicating that they expressed EOI, ewtit% indicated that they
strongly agreed to such statements. Hence, 58%noifyf members indicated that
they expressed an over-caring, overprotective kificttitude to the recovering
alcoholic, meaning they were emotionally over-imaal with them. Responses of

family members gave a normal distribution as showrrigure 10.
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Figure2: Level of EOI indicated by family members
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The findings indicated that the responses of thdysparticipants were distributed
around the mean with a standard deviation of 0.98&s is likely indication that
majority of the family members of alcoholics agréedhe fact that they expressed

emotional over-involvement on the alcoholic.

Families are likely to offer much EOI because thepe that when they get over-
involved, they are protecting their alcoholic membgad this could help win their

loyalty thus stop the drinking. However, when toaaim care and protection are
given to the alcoholic they do not seem to prommi@wth but becomes rather
destructive. As Rotunda and O’Farrell (1998) exmdi, EOI is expressed within
an environment of criticism. This would mean thag criticism experienced in a
high EE family is counterbalanced by emotional eweolvement that may

comprise a double-bind for the alcohol-dependeaividual.

Double-bind is a form of communication used in ®ygstems Theory to mean
giving contradictory messages that lead to theepti§ confusion. It indicates that
on one hand, the family members show disapprovalidisiike about the drinking
problem, but on the other hand they are too catomprotective and overbearing
(EOI) in trying to overcome the same problem. TikiBkely to result in confusion
for the alcoholic family member, who might wondenythis rejecting and fault-
finding individuals also seems to offer too muchecdany experts have proposed
use of clear communication to enhance relationshiypgch clearly is not seen in

the confusion given by double-bind communication.
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According to Carlson (2011), such confusion aldersfa fragile environment that
is stressful for the patient, and that can triggdapse. Many alcoholics turn to
alcohol during stressful moments, and such strestsvtould come from the family

would likely trigger relapse.

The present findings found a difference betweenettgeriences of EOI between
the two groups that participated in the study. Thenparison between the two

groups is depicted on Figure 11.
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Figure 11. Emotional Over-involvement by Inpatient Alcoholiend Family
Members.

Working from the fact that ‘agree’ and ‘stronglyreg’ statements are responses
that affirm the statements to measure the variablguestion, it is notable that
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among the three components of EE, both the infgatileoholics and their family
members recorded the highest number of scoreserxperience of EOI in their
families. Those that agreed to the EOI statementa filcoholic respondents were
47%, while those that agreed on the family membsdg were 58%. As expected,
the present findings demonstrated high levels ol B® reported by both the
alcoholics and their family members. This is a clealication that majority of
families are highly involved in the lives of theaholic family member. According
to the Systems Theory, alcoholism becomes the wfatgly’s business, and
decisions made in the family surround the alcof®lidrinking problem
(Saatcioglu, 2006). Family members blame the alkolfar all the problems going
on in the family and yet they are all trying to kol@r solutions for the patient. The
family members become too domineering that theepattannot live with this kind
of stress from pity and copes by falling back ittteir illness (Lopez et al, 2009).
Families need to learn to give a certain degre&redfdom and autonomy to the

patient so that he feels responsible to take chafrgee illness.

Among the components of EE, EOI seems like a moraptex one because in
some of the studies (e.g. Fichter et al 1997)pteared to offer a buffer effect that
protected individual alcoholics from relapse. Hoeg\other studies (e.g. Hooley,
2007) seem to argue differently by showing an E€ldfsrse association. As such,
studies on the effect of EOI on relapse are notlesive. The current study aimed
at finding out whether there was a relationshipween EOI and relapse in

alcoholism. The present findings showed existerichigh levels of EOI in the
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families of alcoholics that participated in the dstuTo test for the relationship

between EOI and relapse, the Pearson Correlatieffi€ient was applied.

Correlation Analysis between Relapse and Emotional Over-Involvement (EOI)

The study hypothesized that there was a relatipnbbiween EOI and relapse.
Present findings showed that families of alcoholiese described with high levels
of EOI and the study sought to show the relatigmsletween EOI and relapse. The

hypothesis of the study being tested was statéaollass:

Ho There is no relationship between relapse of amtiept alcoholic
with family emotional over-involvement.

Hi There is a relationship between relapse of antigqmtaalcoholic with
family emotional over-involvement.

In order to measure the strength and direction éetwrelapse and EOI, the

Pearson Correlation Coefficient (r) was appliedlaswvn on Table 15.

Table 15
Correlations between Relapse and EOI
Relapse |EOI
Relapse Pearson 1 520
Correlation
Sig. (2-tailed) .000
N 179 177
EOI Pearson 520 1
Correlation
Sig. (2-tailed) .000
N 177 182

** Correlation is significant at the 0.01 levekH@iled).
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Based on the confirmation of directionality showteaapplication of the Pearson
correlation as shown on Table 15, there is sufficevidence to fail to retain H
which states that there is no relationship betwetapse of an inpatient alcoholic
and EOI of a close family member. Table 15 belowmficms that relapse is
positively and strongly associated with the EOadémily member at a confidence
level of 99% (p=0.000<.01). Based on this evidethege is sufficient evidence to
fail to accept hypothesisgHhat there was no relationship between family Bad
relapse of a recovering alcoholic, angws therefore accepted.

The strong and positive association between relapgeEOI indicated that when
EOIl was increased, relapse for the alcoholic ilyikto increase. EOI is
characterized by too much care and concern aboet aleoholic. It is a
characteristic that makes the family to be too sujppe and overprotective that it
denies the alcoholic the feeling of individuatioechuse his problems become
everyone’s problems. Such a family is describedraseshed (Nichols &Schwartz,
2006). In enmeshed families, the members operate/gisand every decision is
made by the whole family; the family over-concetinemselves with each other’s
affairs. Such an environment denies opportuniteeghe alcoholic to gradually
become stronger in the recovery process. If thevaiidn to change comes from
within the alcoholic rather than the family it wddlikely bring a better outcome
and would maintain his abstinence goal.

Again, EOI is experienced in an environment thaals described with criticism

or rejecting, giving a classic double-bind. As sustich an environment becomes
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too fragile and confusing that it pushes the paiieto relapse. That is, the more a
close family member is over-involved emotionallytiwthe alcoholic member of
the family, the more the chances there are of thehalic returning to heavy
alcohol use. This view is supported by Simmons,lslass, and Gordon (2008)
who argued that relatives high in EOI are beliet@aver-identify with patients
and lack clear relational boundaries, making ificlift for the patient in recovery.
According to the Systems Theory, when families emeneshed they lack a clear
way of separating their thoughts and behavioura geoup (Nichols & Schwartz,
2006). The family in this case operates as oneowttthe autonomy of individual
members. Such family members feel that it is tmegponsibility to ensure the
patient’s welfare and therefore hinder the patfemh taking responsibility of their

behaviour, which only works to worsen the situation

This is also supported by qualitative data obtaidadng interviews with both
inpatient alcoholics and their close family membéss earlier discussed, eleven of
the alcoholic participants seemed to express tremd to be allowed to make their
own choices in life. They felt that their parentsres too involved in their lives.
Two of them were doing degree programs chosen &y farents and they didn’t
like it.

“My dad chose my engineering course for me. | wiglould be allowed to

work with people. | would especially prefer to urstand alcoholism and

help many other people struggling with the disebssmuld want to educate
society on the alcoholism disease. But my dad glr none of it. This

gives me stress..... :
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“My mother pushed me into this course at the umsiéer She thinks | will
get a good job after. But | really hate it”.

One of the alcoholic said:

“‘Many times, the mother comes in late at night amahts to discuss
something with me. But | can tell that her ‘disdassis just for her to talk
at close distance so that she can sniff alcohohfnoe. And if | am drank
hell breaks loose. | wish | was living alone bub’tafford to rent a house
just yet..... | wish she could leave me alone....”

This argument from the alcoholics resonated witle tfamily member’s
contribution in the subject. All six of the mothedcsthe alcoholic sons seemed to
be too involved with their alcoholic son’s livesn®of them was overly worried
that her son was receiving good care at the ratalmh center. Although that
particular rehabilitation center had a rule thgtaaent or spouse should not call in
the first month after admission, the mother kefiiirgato find out whether he was
eating properly, taking his shower, and whethewhs taking his medication. She
didn’t trust that they would take good care of som. Another mother to a 33 year

old alcoholic referred to him as a ‘boy’.

“This boy does not seem to learn...... What is annoysnifpat we make all
the decisions for him because he just won't daghtr..”

The following are a few statements with a theme ithdicated expressed emotion

that were made by family members showing theirllef@volvement included:

“I care so much for him that is why | do everythiiog him.....

“I don’t think anyone else can care for him the samay that | have....”
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“He can’'t survive without me around. He would killimself with
alcohal....”

“I have sacrificed everything for him. | am alwaggailable when he needs
me. | have supported him in so many projects tleatldes not finish and |
have paid for his rehabilitation three times. Bet does not seem to see
what | have been through....”

“I would want him to get a job but not too far awdyis way | can monitor
how he spends his time...”

In sum, there was agreement between the questresnand interview questions
and majority of the family members indicated higDIEIlt is notable that majority

(n=74; 54.8%) of the family member respondents weoghers who came to visit
their inpatient alcoholics compared to fathers igh3% (see Table 3). Majority of
the inpatient alcoholics were also males (95% amvehon Figure 1) with the

majority being youth. We can therefore concludd thare was a likely indication

that mothers seemed more involved with their samisking habits. The presence
of more mothers in the sample increases the prhiyabiat there are more mothers
who express EOI, but such an idea can only be moaél through more research.
The traditional role of women is about caring, auhother may seem to offer more
care and protection during times of illness. Peshidye visits to the rehabilitation
centers by the mothers were an indication of theisoed care and nurturing given

by the mothers to their children.

This would perhaps imply that prolonged periodsofféring too much care and
protection during chronic illnesses such as aldsholwould probably become
characterized by overprotection or over-involvemienthis case. This resonates

with a finding by Ikram and colleagues (2011) whendbnstrated that among the
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EE relatives, the majority were females, partidylanothers. Mothers spend more
time with their children during the growing up yeand as they offer nurture and
care they are likely to become too protective, ipaldrly during times of their
child’s iliness. Alcoholism is a chronic illnessgrice the care and nurturance
needed from the caretaker may be extended for getotime. This is likely to
develop into a self-sacrificing tendency that beesrover-bearing and therefore
counterproductive. This argument seemed to get@stupmm Saatcioglu (2006),
who observed that mothers of substance addicts thevhighest symbiotic ties to
their sons, while the fathers were absent. Fatmegbt be absent doing work and
might not develop such bonds with their childremegi the contact time that they

have with the children.

Research on EOl/relapse association has been dmbbry in a variety of studies,

with some studies arguing for a positive relatiopgk.g. Steketee & Van Noppen,
2003), while others argue for a negative relatignge.g. Fichter et al, 1997).

According to Fichter et al (1997) who studied rela@mmong alcoholics, EOl was
associated with less rather than more relapsetandrked as a buffer to relapse.
However the findings were contrary to the buffefeef and showed that there
appeared to be a strong and positive relationsbtprden EOI and returning to
heavy drinking after treatment of an inpatient hlec. Respondents in the study
indicated high levels of EOI, which also appearedesult to relapse in alcoholism.

In general, the present study showed that famafedcoholics are described by all
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three variables of EE (hostility, criticism and BOAIl the variables showed a

positive relationship with relapse; hence confirntesl EE/relapse association.

The primary hypothesis for the study was that tlexisted a relationship between
family EE and relapse of an inpatient alcoholic. \E&s characterized by the three
components of hostility, criticism, and emotionalepinvolvement (EOI). The
present findings indicated that all the three congmts of EE existed in families of
alcoholics, and also that all the three componhatk a positive relationship with
relapse of the alcoholic family member. Among tme¢ components, EOl seemed
to have the strongest relationship with relapsertter to draw conclusions relating
to the combined effect of the three predictor Ja@ds, all the three components of
EE were discussed to give a general view of theysand to test the primary

hypothesis of the study in the following section.

4.3.5 Summary of Combined Relationship between Reglae and Family
Expressed Emotion

The primary objective of the study was to find dudamily EE existed in alcoholic
families and if it was a predictor variable forapse. Family EE was described
using the variables of hostility, criticism, and @rmnal over-involvement as
defined by Rotunda & O’Farrell (1998). Figure 6 mtpa summary of the means
of both groups of participants (inpatient alcoheland family members) on their

ratings of EE components within their families.
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Figure 12 Expressed Emotion by Inpatient Alcoholics and lBaiMembers.

As shown on Figure 6, the means of both populatiohshe study (inpatient
alcoholics and family members) showed that allrespondents mainly agreed to
statements indicating high hostility, criticism amgnotional over-involvement
(EOI). Fewer numbers disagreed to the statemeuwtshenfindings hence indicated
that high EE existed in their families. EOI had thghest positive votes from both
groups of respondents, which meant that majoritthefstudy respondents agreed
that EOl was a major characteristic of their faesli It is notable that the total
responses for agree (A) and strongly agree (SAeviegher than all the other
responses for all the components of EE, which likedy indication that high EE
seems to be a characteristic feature of familiés micoholic patients.
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The kind of EE environment has been described astluat is likely to trigger a

high stress reaction for the alcoholic. Hooley &watlib (2000) argued that EE is a
form of psychosocial stress that was responsibileelapse among individuals with
substance abuse. This likely meant that if an idd&l alcoholic lived with

relatives that show anger, rejection, fault-findingdgmental, yet over-concerned
and over-protective, these would trigger a streastion for the alcoholic. Stress is
a high risk factor for alcoholism because majootyndividuals use taking alcohol

as a coping strategy to manage stress.

The following section discussed the primary hypsihdor the study in order to
help draw conclusions on the effect of all EE congus when combined with

each other.

Test for the Null Hypothesis

The primary hypothesis of the study was that tledisted a relationship between
family expressed emotion (EE) and relapse of theatient alcoholic. This
hypothesis was derived from a combination of thedhcomponents of hostility,
criticism, and EOI, and which explained the existerof family EE. It was
therefore hypothesized that:
Ho There is no relationship between relapse of amtiapt alcoholic
with expressed emotion of the family member.

Hi There is a relationship between relapse of antigmtaalcoholic with
expressed emotion of the family member.
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The Pearson Correlation Coefficient was appliednier to test the strength and

direction of the relationship between EE and redap#is is shown on Table 16.

Table 16
Correlation of Combined EE Predictor Variables
Relapse |Hostility |Criticism |EOI
Relapse Pearson 1 367 |.367 520
Correlation
Sig. (2-tailed) .000 .000 .000
N 179 177 174 177
Hostility Pearson 367 1 498" 674
Correlation
Sig. (2-tailed) .000 .000 .000
N 177 182 179 182
Criticism Pearson 367" 498" 1 278"
Correlation
Sig. (2-tailed) .000 .000 .000
N 174 179 179 179
EOI Pearson 520" 674" | .278 1
Correlation
Sig. (2-tailed) .000 .000 .000
N 177 182 179 182

**_Correlation is significant at the 0.01 leveH@iled).

Table 16 gives the correlation matrix of the maariables of the study. All the
sub-variables of expressed emotion, that is, hiystdriticism, and emotional over-
involvement had a significantly positive impact oaelapse of the inpatient
alcoholic. Based on the findings of the correlatoatrix of EE and relapse given
in table 13 (p=0.01), His not retained in the study and therefore we ptecethe
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alternate hypothesisiH That is, there was a positive relationship betwEE and

relapse of the inpatient alcoholic.

The value of hostility was 0.367 and the correlatieas statistically significant at
p=0.000<0.01. Criticism also had a positive relaginp with relapse (r=0.367) and
significant at p=0.000<0.01. It is notable thattbatiticism and hostility had an
equal association with relapse, an indication ihattient alcoholics perceived
criticism and hostility at an equal measure froreirthclose family members.
Emotional over-involvement had a positive relatldpswith relapse (r=.520) at a
statistical significance of p=0.000<0.01. This idikely indication that though

families of alcoholics were characterized by hagtind criticism, EOl seemed to

have a stronger correlation among the three factors

It is also notable that the EE variables (hostildgiticism, and EOI) had a positive
and strong relationship with each other. Hostiéityd criticism correlates showed
r=0.498, (p=0.000<0.01), an indication that whemelestility increased in the
family, criticism also increased. When hostilitycieased, emotional over-
involvement also increased (r=0.674, p=0.000<0.@hjle an increase in criticism
indicated an increase in EOI (r=0.278, p=0.000<0.0hese findings indicate that
all three variables played a role in the existemiceach other. Hostility took place
in an environment characterized by criticism and.B®ne of these factors would
really exist in isolation but were all combined &old up to the construct of

expressed emotion (EE).
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The findings in this study indicated that there vaapositive correlation between
relapse and family expressed emotion. This meaatsttie higher the family is
characterized by the negative attitudes showingelargarcasm, disapproval, and
over-protection of the alcoholic, the more likehat the alcoholic would relapse.
Hence, the present findings seemed to resonate witiiethe proponents of the
EE/relapse association (e.g. Pourmand, Kavanagh afigifan, 2005; Hooley,

2007).

Statements from the interviewed family members satggl the occurrence of high
family EE. For example one of the family memberpressed how they reacted to

the spouse after his initial lapse as a factorpliahed him to more drinking:

| felt very let down when he went back to drinkiafjer about two months
of abstinence. | tried keeping him from his friendsinstructed the
watchman not to let him out. | kept calling homdital out whether he had
left the house.... | sometimes feel like he is unatdetake care of
himself.....

I lost it, and shouted at him repeatedly. | re#ligd controlling myself but

it was difficult. He does not seem to see all he ta&ken us through. He is
wasting our lives... He seemed not to care about hfelt. However, the

more | got angry the more he seemed to drink. dlffjncalmed down and

was able to persuade him to come for rehabilitation

The statements “| tried to keep him from his friehd'l instructed the watchman
not to let him out”, “I kept calling home...”, and #is unable to take care of
himself....” show control of the individual, which isdicative of emotional over-
involvement. Other statements such as “He is wastur lives”, the anger, and
shouting and indeed all these statements are ditative of a high level of

expressed emotion towards the spouse. Such aroement would be too stressful
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and fragile that it would push the alcoholic toape. This theme was recurrent in
most of the interviews carried out from close fammiembers.
A degree of pessimism expressed by a mother of €38 old son who had

relapsed three times expressed statements thaaiadiexpressed emotion:

Everyone is going through the economic problemss Bby does not seem
to learn fiotice the term “boy). Every time he begins something he leaves
it unfinished. He has done so many courses antedthusiness ideas that
end up wasting my money. | don’t want to providg amore, nothing good
can come out of him.

There is no point spending much on him right nowave a feeling that he
will still relapse. | wish they would keep him hefi@ six more months or
until | am assured that he is okay.

After all the effort we have put into him he migidt achieve much with his

Such statements as “he is wasting my money”, “mgttgood can come out of
him”, “he will still relapse”, “after all my effoit indicate a high degree of criticism
as indicated by the level of burden. The fact tais referred to as ‘boy’ would
show a high degree of wanting to nurture as ifateva younger child, which would
be indicative of over-involvement. Such a doubleebshown in these statements
demonstrated on one side disapproval of the aleghahd on the other side the
term ‘boy’ would show that he still needs more canel attention like a little boy
would perhaps need from his parents. It is suchneonication that results into

confusion, making it difficult for the alcoholic twe free to make clear decisions on

his recovery. Such a family would need to learrade ways of communication
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that would affirm the alcoholic and would use amgifive aspect of him to make

him more functional.

From one of the interviewee’s point of view, his ther expressed high EE was
high in Morris, which made him to passively obegmething he hated to do,

waiting his leaving home:

“My mother searches my room and car. She wantsitevkhow | spend all

my money, then claims that | am wasteful. | am ollege and she is

providing everything for me, but | am treated li&ekid. | get angry, my

younger brother is treated with more respect thgatl | just quietly obey

what she says, but | hate it. Part of how | woule lto survive after

rehabilitation is following everything she tells hecause that way we shall
not conflict. Sooner or later | will leave homeeaftollege and be able to
live my life...”

It is clearly shown from the above claim that thethher was overbearing and
disrespectful in the way she treated the son. “ltr@ated like a child” is perhaps a
show of too much involvement and over-concern tigtcharacteristic of
codependent relationships as suggested by Roturddé&rell, 1998). Such over-
involvement is likely to make the individual to fuect his role as a child in a self-
fulfilling prophesy, and refuse to be creative egioto think of how to free himself
from alcoholism.

Some studies do not support the EOl/relapse asgoti&or instance, Fichter et al,
(1997) suggested that it is the criticism attituafefamily members that caused
relapse among alcoholics, while the EOI componehtER had a negative
relationship with relapse. However EOl seemed t@ lpeajor factor, and from the

alcoholic’s perspective, they felt that the familgis too involved in the alcoholic’s
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own affairs. To support this claim, one interviewseggested that he needed
freedom from the mother.
“It wasn’t that | had enough money to go drinkingpsth times, but my
mother was getting too nosey about my whereab&s.would call all the
time or get my sister to call me. They sneaked myoroom and searched
whenever they got a chance. They were hunting figthéng, but mainly

drugs. | had not intended to get very drunk, butmmother attitude is bad.
Someday | blacked out and could only get homedhewing day”.

“My mother is interested in total abstinence fromkihg alcohol, but my
interest is to be able to control myself. She makesangry and | drink
more... ... but I wish she could just leave me alone”.

These remarks are an indication that he perceivednbther as too involved in his
life, a theme that was common among the interviswételp for the alcoholics
would be to allow them more freedom in finding ot to get better without too
much demand and control from the family memberseséhclaims confirm
presence of high EE in families of alcoholics whiekve a high chance of causing

relapse of an individual addicted to alcohol.

4.3.6 After-Care Strategies for Relapse Prevention

The fifth objective of the study was a find out pbée after-care strategies for
recovering alcoholics that would enhance relapswgtion. Relapse prevention
needs to address every element of life, includihg family dynamics and

interactions of the family members. Family membegsd to understand that once
the alcoholic leaves treatment, they might contitméace challenges for a long

time. Participants gave suggestions of what thgyetdowould make treatment in
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rehabilitation center more effective. The open ehgleestions yielded suggestions
from the inpatient alcoholics on the role they vebptefer their family members to
play in their recovery process. It was found oudttmajority of the alcoholics
sought for understanding, support, acceptancet, ang sensitivity of their family
members towards their drinking problem. They alsshed family members would
go through psychotherapy alongside them so that dhe able to appreciate their

own need.

Several participants required that the family mersbstopped drinking and
keeping alcohol away from the house. There is robigsature that supports the
view that one of the most important things thaamify needs to be aware of when
living with a recovering alcoholic is the importanef family members maintaining
an alcohol free environment (U.S. department of IlHeand Human Sciences,
2007). An individual in recovery can hardly be esteel to remain sober and clean
if family members keep alcohol around the home. ile@overy to work a home
should be completely free of any alcohol. This wioalso require a lifestyle that
promotes recovery particularly for family membeisontake alcohol during family

celebrations.

These were suggestions that rehabilitation cemi@mse up with support groups to
help family members as part of the after care. Wosld provide encouragement

to help the family members cope with the emoticaradl physical stress that can
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accompany supporting an individual in recovery. @hehe participants argued

that:

“When | saw my dad asking for support with alcosweliproblems from his
friend, | felt challenged to seek out my own suppgoup. One of my
friends was in AA meetings and | joined him. It wa$en | stopped
attending meetings that I relapsed.....”
This statement is an indication that the alcohsdiaght help when they saw a close
family member seeking out for his own support. Bpenthe rehabilitation centers
need to keep the door open for such family memhbmrgjevelop programs for
family support groups.
Family member participants suggested that rehabdit centers should provide
them with support systems during and after treatroéthe alcoholic so that they
are able to continue discussing the challengesntiagtaffect the whole family and
that are likely to precipitate relapse. Accordigthe study participants, it was
critical that the entire family should be involved the treatment as well as the
recovery process. This way, the family would needetarn to listen to, and be
supportive of the recovering individual once theatment program had ended.
Some suggested that family members needed educatminjust about how
addiction works but it may also be necessary tapegicoholics with skills on
stress and anger management. Recovering alcolaolitdrug addicts may be more
susceptible to stress, which can increase theinagd® of relapses (White &

Jackson, 2005). In order to help them maintain veng it was important for

family members to assist alcoholics in lessenirgjrthtresses. Stress had been a
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major factor in relapse of the alcoholic and neettetbe managed for effective
recovery. According to the findings of the studye tfamily EE components of
hostility, criticism, and EOI were likely triggersf stress among individuals in
recovery. Hence one way to reduce such stressoMaatn better communication
patterns that would enhance recovery. Family thecapld help to alleviate many
of factors that lead to stress by improving comroation skills and helping family

members learn how to resolve conflict.

4.4  Regression Analysis of Relapse and EE variables
4.4.1. Introduction

The study sought to establish the relationship betwelapse and family expressed
emotion (characterized by hostility, criticism, aathotional over-involvement).
The Pearson correlations discussed in the predecson (see Table 16) indicated
that there was a positive and strong relationsieppveen the dependent variable
(relapse) and the independent variables (hostiitificism, and emotional over-
involvement). The study therefore run regressioalymes in order to clarify the
nature of the relationship and to assess the gignide between relapse and each of
the family expressed emotion (EE) indicators ofi@sm, hostility, and emotional
over-involvement (EOI). This was done using theresgion model developed in

chapter 3:

y=Bot+P1X1+P2X2+PsX3+€

136



Where y — relapse

X1=hostility

Xo=criticism

X3z=EOI

€ = error

Bo= constant

B:-3=Beta coefficient corresponding to variables 1-3

4.4.2 Step One: Predictor Variable Analysis for Relpse

Given that the study focused on the three EE commsn(hostility, criticism and
emotional over-involvement), these three componesmte all entered in the first
step of the regression model. This would show tatwéxtent the three predictor

variables were significant in prediction of relafgea recovering alcoholic.

The predictor variables used in the regression inedees indicators of expressed
emotion, that is, hostility, criticism and EOI, whithe dependent variable was
relapse. Table 17 shows the predictor variablesredtin the first step of the

regression analysis.
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Table 17
Variables Entered/Removkd

Model Variables Entered

Variables Remove| Method

dimension| EOI, Criticism, Hostility | .

Enter

a. All requested variables entered.
b. Dependent Variable: Relapse

The findings on Table 17 indicated that the prexgtictariables for relapse entered

in this first stage were emotional over-involvem@®l), hostility, and criticism.

The second stage in the regression analysis aftierieg the variables was to

generate the coefficient of determinatiorf)(Rhich would show us how much the

dependent variable (relapse) would be determinedthey predictor variables

(hostility, criticism and EOI). This is

Table 18
Model Summary

shown onfla 18.

Model R R Squarq Adjusted R Squar| Std. Error of the Estima

e

590'(.348 337

Dimension

12.41170

a. Predictors: (Constant), EOI, Criticism, Hosfilit

The findings indicated that there was a strong positive relationship of all the

three predictor variables (criticism, hostilityndy over-involvement) put together

in predicting relapse (R=.590). According to fingsnon Table 18, the adjusted
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R%f 0.348 implies that 34.8% of the variations idapse were adequately

explained by family criticism, hostility and famitwer-involvement in this study.

Given the above findings, the study seems to atbaeé 65.2% of the relapse
occurrence seems to be caused by other factorsrrétlan family expressed
emotion (EE), which is characterized by hostilityiticism and emotional over-
involvement (EOI) of the family members. Many seglhave been done on relapse
in alcoholism and suggest that relapse is causdddigrs within the individual as
well as in the environment (e.g. Witkiewitz & Mattla2004). Family EE is
categorized as one of the environmental factorsingurelapse, but it has an
influence of individual factors such as self-coefide and esteem of the alcoholic.
This study however looked at the family expressedteon and controlled for all

the other factors that might lead to relapse ottéated alcoholic.

The argument that can be derived from these firediaghat families that react in
an angry and aggressive manner; that are rejeatidgudgmental; and that show
an over-protective/over-bearing attitude (high BE likely to push the alcoholic
back to heavy drinking after treatment. This thequires that even after treatment
a conducive family atmosphere be established bec#ugs paramount to the

maintenance of recovery from alcoholism.

The third stage in the regression model was tottesbverall significance of the

regression model, whether it was fit in explainthg direction and strength of the

139



relationship of the dependent and the independanahles. The overall level of

significance is shown on Table 19.

Table 19
ANOVA"
Model Sum of Mean
Squares Df Square F Sig.
1 Regression] 13988.316 |3 4662.772 |30.268 |.00C"
Residual ]26188.540 |170 154.050
Total 40176.856 |173

a. Predictors: (Constant), EOI, Criticism, Hosyilit
b. Dependent Variable: Relapse

According to the findings on Table 19, the model pvedicting relapse with

predictor variables of hostility, criticism and E®@ias statistically significant at
p=0.000<0.01>0.05, which was considered as stalstiacceptable in that there is
only a less than 5% chance that there is no relstip between relapse and
predictor variables of hostility, criticism and @vavolvement.

With the predictive ability of the model establidhdurther analysis investigated
the significance of each of the variables of therall model, by showing how well

hostility, criticism and EOI (independent varial)legredicted the dependent

variable (relapse). This is shown in Table 20.
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Table 20

Coefficients
Model Unstandardized Standardized
Coefficients Coefficients
B Std. Error |Beta T Sig.
(Constant) 44.086 5.139 8.578 .000
Hostility |-.451 314 -.133 -1.437 |.152
Criticism |.944 .239 .282 3.944 .000
EOI .900 137 .548 6.560 .000

a. Dependent Variable: Relapse

The findings on Table 20 depicted significance lewassociated with the predictor
variables, with hostility having (p=0.152>.0.01hieh means it was not significant
in predicting for relapse in alcohol dependencethBeriticism and EOI had a
significance level at p=0.000<0.01, hence criticiamd EOI were found to be
significant predictors of variation in relapse. Tiweta coefficients of the predictor
variables gave a clearer view of the level of digance for each predictor variable,
and found hostility to have an inverse relationshith relapse [{= -.133). This

meant that every increase in hostility would deseegelapse by approximately

13.3%.

Unlike what was hypothesized in the study (thate¢h&as a positive relationship
between hostility and relapse), the findings foamdinverse relationship, which

was an indication of a relationship that was opjgosf the one predicted by the
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hypothesis. This finding was not expected in thelgt which had purported the
view that the use of hostility to a family membehavis alcoholic increased the
chances that they were going to relapse. Howelerfindings implied the opposite
of the purported view, and instead demonstratetl tthen more hostile a family
member is to the alcoholic family member, the lowes chances that relapse was

going to occur on the recovering alcoholic.

Although there is a general support to the view ttestility is a factor in relapse
literature (e.g. Hooley, 2007; Pourmand et al.,3pattempts made at giving the
statistical significance of its exact predictivelercare missing. Studies have
however indicated that hostile family members #@ely to attribute the drinking

behaviour to an internal conflict and the clienthisld accountable for anything
negative happening to the family (Simmons, Chanshl&sGordon, 2008). Perhaps
this would mean that there might be too much presand blame from the family
members on the alcoholic, who therefore copes wuith pressure through more

drinking.

The study also examined criticism and found it &avéha predictive value of .282.
This is an indication that for every percentagerease in criticism, relapse was
likely to increase by approximately 28%, after coliing for hostility and EOI.
The study hypothesized that there was a positiVatioaship between family
criticism and relapse of the recovering alcoholitis hypothesis has therefore

been supported by the findings that show thatcgsiti is indeed significant in
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predicting relapse. This view is supported by Fechet al, 1997, who found a
strong association between remarks of criticism eetdpse. This also resonates
with findings that male patients relapsed withiyear of treatment after living with
a spouse that had highly criticized them (O’Fare898). Clearly, family members
need to give less criticism to the recovering atdighin order to create a more

nurturing environment for the client to recovemfralcohol dependence.

The predictive ability of EOI from the data in Tat##0 shows that among the three
predictor variables, EOl had the highest predictpewer to relapse (beta
coefficient .548) compared to hostility and crigici. This is a very high predictive
power because it implied that for every percentdase in EOI, there is 54.8%
likelihood that relapse would take place in a regowg alcoholic. Perhaps the
reason EOI was the highest predictor of relapse bexsause individuals need
autonomy in life which is vital for human growth r{& Ericson...; Kumar &
Tiwari, 2008). Autonomy would enable the alcohdhe ability to make choices
according to their own free will. Restrictions amiadividual’s autonomy would be
denying human freedom and the alcoholic would ée&rced by family members
to change. The alcoholic might feel the externakspure and therefore

inadvertently retaliate by returning to heavy diimk

In order to develop the best fit regression motie, weakest predictor variable

(hostility) was eliminated because it had an ingeedationship with relapse. This
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led to the second step in the multiple regressiwalyais with a new model for

criticism and EOI which had a positive significarasepredictor variables.

4.4.3 Step Two: Regression of Significant Predictdvariables

From the regression model (see table 20) hostag found not to be statistically
significant in predicting relapse, and thereforeswamoved from the regression
model. This was because hostility had a negatilsgioaship with relapse (-.133;

p=0.152>0.05) and was hence rejected as a predictoable for relapse in

alcoholism. The revised regression equation waeldped as:

y=BotP1X1+P2Xo+€

Where y — relapse

X1= criticism

X—EOI

€ — error

Bo— constant

B1-- Beta coefficient corresponding to variables 1-2

A new regression analysis was run with criticisnd &0l as the two variables of

family EE that were likely to predict relapse ofanoholic as shown in Table 21.
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Table 21

Variables Entered/Removed
Model Variables Entere| Variables Remove| Method
Dimension| EOI, Criticisnf .| Enter

a. All requested variables entered.
b. Dependent Variable: Relapse

Criticism and EOI were the new predictor varialbéselapse and were entered in
the first step of the new regression model. Thisldkghow to what extent criticism

and EOI were significant in prediction of relapee & recovering alcoholic.

The second stage of the regression analysis gedertite coefficient of
determination (B which showed the strength of the revised regoessiodel as

shown on Table 22.

Table 22
Model Summary 2
Model R |R Squarq Adjusted R Squarn Std. Error of the Estimaje
Dimension| .583" .340 .333 12.45037

a. Predictors: (Constant), EOI, Criticism

The findings in the revised model showed that thieisted R dropped to 0.340
(from 34.8 in the earlier model), which implied tha4% of the variations in
relapse were adequately explained by family csticiand EOI in this study. This
was an indication that in the absence of hostil#®| and criticism were still strong

predictor variables of relapse at 34%. This me#at though invisible in the
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regression model, hostility had a role to playha éxpression of criticism and EOI
perhaps as a moderating variable. Most studiesighdrea view EE as a single
construct which is regarded as a form of psych@atiess (e.g. Hooley & Gotlib,
2000). It is not easy to study each of the comptmienisolation, but the three give
the overall characteristic known as EE. Howeves,ghesent study showed strength
by using technigues such as regression that wéed@bring out the effect of each

of the EE components in predicting relapse.

In the third stage of the regression, the analghiswed that the overall revised

model (with criticism and EOI was significant atqp600<0.05 as shown on Table

23.
Table 23
ANOVAP® 2
Model Sum of Mean
Squares Df Square F Sig.

1 Regression] 13670.013 2 6835.001 44.094 .000"

Residual 26506.843 171 155.011

Total 40176.856 173

a. Predictors: (Constant), EOI, Criticism
b. Dependent Variable: Relapse

According to the findings on table 23, the modet fwedicting relapse with
predictor variables of criticism and EOI was stataly significant, meaning that it

could be used to predict relapse in alcohol depsrelsvith only a less than 5%
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room for chance. This meant that at least a comibmaf both variables that are
under assessment in this study (criticism, and BE@B a significant predictor of
relapse. According to the current model, one cdaddconfident that there is an
actual statistical association between relapse #ed predictor variables of
criticism, and EOI. In words, families that are tigp criticism and in emotional
over-involvement offer an environment where relapselcohol dependence is
likely to happen. Any treatment of alcoholism woulterefore aim at helping
family members reduce being so overbearing (EOU #nwould also aim at
helping them develop more supportive interactiopatterns that would likely
reduce criticism toward the recovering alcoholielpihg families on dealing with
the criticism and EOI would perhaps be part of thlapse prevention strategies

that a family would adopt in sustaining recoveryts alcoholic.

Having arrived at the conclusion that a combinatircriticism and EOI were
significant at predicting relapse, a further anialyg the exact significance of each
of the two variables was required so as to showetttent to which the variables

would predict the occurrence of relapse. The figdiwere depicted on Table 24.
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Table 24

Regression CoefficientsModel 2

Model Unstandardized Standardizeq
Coefficients Coefficients
B Std. Error Beta T Sig.
1 (Constant 39.889 4.243 9.402 .000
Criticism 794 216 237 3.674 .000
EOI T74 .106 A71 7.297 .000

a. Dependent Variable: Relapse

According to the findings shown on Table 24, cistic had a beta coefficient of
.237, which was a likely indication that criticiswould likely predict relapse in
alcohol dependence at 23.7% when all other vassablere controlled for. This
means that any increase in criticism by one pereast likely to increase relapse
by 23.7%. This supports the hypothesis made irsthey that family criticism has
a positive and strong relationship with relapseaafecovering alcoholic. In the
revised model, EOI has a beta coefficient of .4vi&aning that it would predict
relapse to 47.1% when other variables were coettofor. This meant that
whenever family members increased EOI by one pé&rdba individual in the

family suffering from alcohol dependence was likidyrelapse by 47.1% when all
other variables were controlled for. EOI then setoehave a very high predictive

power in the occurrence of relapse.

However, it is also notable that the predictive powf criticism reduced from

previous model where hostility was included (28.@%shown on Table 20) to the
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current model at 23.7%, while EOI reduced from %4 @ee Table 20) to 47.1% in
the current model. Such findings would argue foe tase of hostility in its
moderation role in the occurrence of relapse. A enatihg variable usually affects
the direction and strength of a relation betweerpradictor variable and a
dependent variable (Miles & Shelvin, 2001). In theesent findings, hostility
would likely be a moderator variable that affectealv both criticism and EOI

related to the occurrence of relapse for a recogalcoholic.

To further explore the role of the combined effezftdostility, criticism and EOI,
the study checked on how strongly the predictorabdes were associated with
each other in order to rule out whether such amcisson would affect the
regression analysis. This is referred to as mdlimearity, and it would indicate
that the independent variables may not be distgi@lile and would be so closely
associated that they would give errant results.oAdiag to (Martz, 2013), some of
the informal signs of detecting multicollinearityeve when coefficients change
drastically when adding or deleting an X variabtethis case, the both criticism
and EOI beta coefficients reduced when the hostd#riable was removed from
the regression model. It was therefore necessamyrni@ regression diagnostic test
to check if there were strong associations amorey ittdependent variables
(multicollinearity) that would reduce the signifiet@e of such variables. This is

depicted on Table 25.
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Table 25

Multicollinearity and Coefficients?®

Model Unstandardized | Standardized Collinearity
Coefficients Coefficients Statistics
B Std. Error Beta T Sig. | Tolerance VIF
(Constant)] 44.086 5.139 8.578| .000
Hostility -.451 314 -133( -1.437 .152 449 2.228
Criticism .944 239 282 3.944( .000 .749| 1.335
EOI .900 137 548 6.560[ .000 .550] 1.820

a. Dependent Variable: Relapse

The impact of strong associations between independevariables
(multicollinearity) is measured using the Variariodlation Factor (VIF), which
measures the impact of the association among thables in a regression model.
In other words, the VIF test helps show how muclnredation exists among
predictor variables, in this case hostility, cigim, and EOI. As shown on Table 25,
the VIF for hostility was 2.228<5, Criticism had335<5, while EOI was at
1.820<5. VIF values above five are considered heghd would indicate
multicollinearity (HO, 2006). According to the pesd findings, there was low
multicollineality among the predictor variables ghbty, criticism and EOI). This
was an indication that there was a low associdtetmween hostility, criticism and
EOI which were the predictor variables in this stud@hat is, the relationship
among the predictor variables does not influench esher to a level of interfering
with their different association with relapse. Tlisn indication that the regression

model used in the study was stable and could hbaagsed to clarify the actual
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significance of each of the predictor variableselapse. Hence, the study adopted
the regression model that suggested that any iser@acriticism increased relapse
with 23.7%, while an increase in EOI predictedt tredapse will take place at

47.1% (see table 21).

In sum, the regression analysis was used in thiy studevelop a model showing
that hostility, criticism, and EOI were the predicvariables of relapse. Though the
model had an overall significance of p=0.000<0.®5the three variables, each of
the individual variables did not have similar levelf significance. Hostility was
seen to have a negative relationship with relap&eta=-.0133; p=.152>0.05 and
was therefore rejected, while criticism and EOI hael.000<0.05 and were
therefore accepted in the current model as prediabrelapse. Though hostility
had a relationship with both criticism and EOI, tlegression diagnostics proved
that such an association was insignificant to hamg negative impact on the
regression model. Hostility as a predictor varialobes rejected due to its negative
relationship with relapse and hence a new modeldeasloped to show criticism
and EOI as the two predictor variables of familpmssed emotion that were likely

to influence relapse in the study, with a combipesetiction of 34%.

For family EE to predict 34% of relapse, we musigider it as a major factor that
needs much attention for any relapse preventiategiies to be effective. Many
factors have been recognized as leading to relapsle as the role of individual

factors as well as environmental factors. Enviromi@lecontextual factors such as
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psychosocial stressors, social support and inteopet factors were significant in
relapse prevention (Witkiewitz & Marlatt, 2004). 8 nesearch argues that family
EE is a part of these environmental family stress¢bat are likely to cause relapse.
This is supported by Hooley and Gotlib (2000) whigua that family EE was a
family reaction of stress which evokes hostilityiticism and EOI towards the
patient. According to the Systems Theory (Minucii®74), an effective part of the
system has an effect on other parts, thus an ohaiViis part of a system that
influences their behaviour in a continuous manfigris means that when the
family expresses attitudes that reduce an alcdboself-confidence, they may

doubt their self-efficacy in fighting the alcohatigoroblem.

The alcoholic may hence turn to heavy drinking doieghe faulty interactional
pattern depicted by family members and the probleacomes cyclic. This
argument is supported by Minuchin (1974) who samiffgevents and interactions
as cyclic in nature. The argument here is thatamifidence and self-efficacy
could be enhanced by family relationships that positive, and they can be
minimized by negative attitudes such as EE. Hehdeei family fails to offer the
right kind of support, or is communicating to tHeadolic in a manner that causes
him psychosocial stress, then it is likely that theividual's self efficacy may be

eroded by such factors and this may reduce higyatmlmaintain recovery.
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45 Discussion

The present study demonstrated that high expressedion (EE), as predicted,
had a significant relationship with relapse of adividual recovering from alcohol

dependence. EE is an interactional concept shotiagnterpersonal relations of
members in a family and is characterized by thesehattitudes of hostility,

criticism, and emotional over-involvement (EOI) @#ey, 2007). Some studies
have argued that such attitudes determine the taire¢hat an illness such as
alcoholism will take after illness (e.g. Fichteratt 1997; Pourmand, Kavanagh &

Vaughan, 2005).

It is assumed that after the alcoholics have urafergtreatment and were
discharged from the rehabilitation centers they edmack to families with a
supportive and enhancing environment for their vecp and abstinence goal. It is
hoped that at the time of discharge from the rdhaton centers family members
have the right attitudes and interpersonal dynamhiaswould facilitate change for
the recovering alcoholic. However, while intensredabilitation was done on the
individual alcoholics, very little, if any rehalidition was done for the ‘ill" family.

This would likely interfere with all the gains géom the rehabilitation of the

alcoholic because the system he comes back til idlst

Due to lack of family rehabilitation, some closenfly member’s interactions may
be still be characterized by the attitudes suckaak-finding, rejection, anger, or

being too protective and over-bearing (some aspa&cisE), which might play a
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role that causes more harm than good and may leadltoholic into a relapse. A
parallel program of rehabilitation for the ‘sickarhily members should be done,

otherwise relapse of the alcoholic would never ppessibility.

One of the reasons that high family EE is likelyléad to a return to heavy
drinking after treatment may be likely because satéractions are stressful on the
recovering alcoholic. Hooley and Gotlib (2000) désed high EE as a form of
psychosocial stress, and argued that such a higgsstnvironment would be a risk
factor for relapse. Many individuals in the gengrapulation use drinking alcohol
as a stress reduction strategy, hence stressrémoaering alcoholic is more likely
to push them to return to drinking as a stress gemant strategy. It is for this
reason that majority of relapse prevention prograsisally suggest a variety of

effective strategies for stress management forvexang alcoholics.

The present findings may be explained in termssgtposocial stress from family
members on the individual with alcohol dependentiee stress from family
members for the alcoholic to recover might be tacimthat is causes the alcoholic
to relapse. Witkiewitz and Marlatt (2004) are sooheéhe major proponents of the
cognitive —behaviour model for relapse suggesteahmsocial stress as a major
risk factor in relapse. Psychosocial stress mayecfnom the environment from
which the alcoholic expects the highest social suppo enable him maintain
recovery, which is the family. This means that ifamily environment that has

high family EE, there is psychosocial stress andclea high likelihood that the
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alcoholic is likely to abandon their recovery gaad return to heavy drinking.
Many studies have supported a positive relationbbigveen stress and increase in
alcohol craving for alcohol-dependent individuadsg( Higley, Crane, Spandoni,
Quello, Goodell, & Mason, 2011; Nesic & Duka, 2008)ress lowers the chances
of recovery because an individual is unable toktlabout better ways of dealing
with the stress and instead opts for numbing hisiéelings using alcohol. Other
personal abilities such as resiliency in withstagdihe craving might also be

compromised during periods of stress.

Hostile phrases and statements are described bsr,aggrcasm, aggression and
intense dislike for the alcoholic’s drinking behawi. When their tempers flare and
their frustrations build in the family, members maften use destructive phrases
from memories of long-forgotten events. They usateshents that blame the
alcoholic on all the negative events the family hasn going through. Such hostile
family members may cause emotional wounds to tbevexing alcoholic, making
him distance himself from the source of the negatemarks which put blame on
the alcoholic because of his/her drinking probldtostility is a more intense
attitude than criticism because hostile relativese gnore extreme remarks that
criticize the alcoholic. Receiving hostile remafksm the family members would
eventually reduce the trust and connection of famidembers. The alcoholic
distances himself from the negative people andsstmeking his former friends

who validated him more than the family members.aAesult, he is likely to go
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back to former habits and friendships that seemedeminderstanding, hence he

may go back to heavy drinking.

As expected in the study, the combined effect ofvBEables of hostility, criticism,
and emotional over-involvement (EOI) had a strond positive relationship with
relapse. Though the findings showed a positivetiorlahip between hostility and
relapse for the recovering alcoholic, the role oétility in relapse in the regression
analysis showed an inverse relationship betweetilihosind relapse. However,
hostility as a statistically significant predictof relapse is not to be assumed and
may have implications for further research. It wbbk important to find out the
exact nature of hostility because it seems to playoderating role in relapse that

seems to affect how criticism and EOI influencajpsk.

Criticism and EOI were particularly found to beosty predictors of relapse among
recovering alcoholics in the study. Criticism refke dislike or disapproval of the
alcoholic’s drinking problem. Family members shomticdsm when they are too
judgmental, find fault with the alcoholic, and ea&ps active disagreement that
implies disapproval of the alcoholic’s behavioupeSifically, critical relatives
seem to be so much in disagreement with many oélit@holic’s behaviours that
this is interpreted as conflict by the alcoholicccArding to Blais et al, (2012),
people rate relationships as higher in conflict wkigey perceive criticism in such
relationships. That is, when there is disagreentstiveen individuals, this is

interpreted to mean conflict which is likely to nealan individual anxious and
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stressed. The alcoholic would hence get anxioussaredsed because he would
interpret the disagreements and disapproval to nteah he is being rejected,
causing conflict with his family members. He woplerhaps interpret this to mean
less support from his family which would lower lugnfidence in his attempts to

recover from alcoholism.

In their cognitive-behavioural model of relapsevamion, Witkiewitz and Marlatt
(2004) recognized that interpersonal conflict wasisk factor in relapse for
alcoholics. This resonates with Simmons et al, 0@&ho argued that such
perception of conflict in relationships would addrhore interpersonal stress that
would provoke more anxiety, leading to negative avéburs. Many individuals
with alcohol dependence have been found to drinkenheavily when anxious to
numb such feelings of anxiety. Hence more negdiafeaviours such as drinking
would be expected in an anxiety provoking familyiesnment such as those
characterized with criticism. Criticisms would thfare be seen to increase the

alcoholic’s drinking and therefore be a more powlgpfedictor of relapse.

High criticism lowers the self-esteem and conficdeatan individual which may in
turn compromise their self-trust. The judgmentaitiede of family members may
cause the alcoholic to doubt his own abilities éaldwith his problems. Alcohol
may offer him a false sense of confidence and he mamentarily ignore the
criticism. Criticism has also been found to be ipatarly prominent among

individuals who have elevated levels of interpeedodependency (Hooley &
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Gotlib, 2000; Kumar & Tiwari, 2008). Such interpensl dependency is common
among people described to be in co-dependent oesdtips such as in alcohol
dependence. This means that when criticism isylikeloccur in an environment
that also has over-concern and over-protection roiraividual, which are

characteristics of emotional over-involvement (E®ptunda and O’Farrell (1998)
used the term over-involvement to describe charnattes of co-dependence in

families suffering substance dependence.

When criticism takes place in a codependent or pregective environment
(characteristics of EOI) there is a classic doddtel communication. This means
there is caretaking and overprotective behaviodrdamily members that are
combined with a rejecting and fault finding (crisi) attitude. This is likely to
confuse the alcoholic who may not understand tochhuare in the midst of too
much rejection from the same family members. Dutinges of such confusion
one’s self esteem and self-confidence would beestpdhich would likely push
one to go back to heavy drinking. As such, csticiwould be salient with such
family members that are over-involved as in theeca$ alcoholic families.
Criticisms are also often interpreted as potenedts to being rejected, thereby
increasing the aversive impact (Hooley 2007). Tikatriticism is interpreted as
rejection, and when one is rejected by family memmbdey might look for
acceptance from peers. A recovering alcoholic mawent back to his former

friends if they will accept him and thus continughnolder drinking habits.
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The study showed that EOI was the major predicti@gable in relapse of the
recovering alcoholic. Why should EOI be so impartanthe prediction of relapse
for individuals with alcohol dependence? Among e variables, EOI would

appear a positive attitude than hostility and @stn because it depicts warmth,
care, protection and concern. However, when famigiepress high levels of EOI,
the patient-relative interaction is too caring, rearing, and over concerned,

hindering the individual from differentiating himifsand making his own decisions.

Kumar & Tiwari (2008) described maternal overprtitat, or what they referred to
as “momism”, as involving smothering of the chélgrowth in such a way that
children are denied the much needed opportunity reality testing and

development of essential competencies. In the abakeoholism the mother would
keep the alcoholic from suffering the consequemdéedcohol abuse. The alcoholic
who is too protected would be have little autonotoytest what may work for

them, and they would be denied of experimentindyréedom for trying change
their own way (Kumar & Tiwari, 2008). The individués denied autonomy

because the family thinks as ‘we’ and the individalaoholic lacks freedom to be
creative and try out what would work for him in ogery apart from what the

family says.

This view resonates with reports by Hooley (20Q)gest that patients living with
high EE families make few statements that reflecb@omy. Autonomy is a major

goal of many Theories of Counseling such as psydiaktheory by Eric Ericson.
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Autonomy helps individuals in pursuing their lifeajs that they believe in. Much
literature advocates for individuation or persofraedom and autonomy for any
person to overcome behavioural problems (e.g. Gblely & Goldenberg 2013;
Nichols & Schwartz, 2006). Hence if a family denike alcoholic autonomy, he is
likely to be frustrated and may abandon the familsfrategy in dealing with the
drinking problem. Such frustrations are causedheydenial of individual’'s ability

to be creative and a denial of having an interoali$ of evaluation that would lead
to success in following through with his own goate would perhaps see the
family strategies for recovery as interference with own goals; hence lead him

into more drinking episodes.

In terms of the Systems Theory, too much care amd-concern make a problem
such as alcoholism to become the central organigimgiple of the family’s life,
hence the term “family illness” coined by O’Farratid Fals-Stewart (1999). What
this likely means is that most of the family dissioss center on the drinking
problem, which is also viewed as the cause ofr@lfamily problems. The family
members are too protective, devoted, or self-seigrgf in a way that is out of
proportion to the circumstances surrounding theblera (Hooley 2007). Such
tendencies by family members were interpreted bghallics during interviews as
being too intrusive and controlling, hence wereoasged with more drinking.
Controlling relatives expect a patient to do mdra they are doing in solving their
problem and demand for change. This kind of colmiglinteraction seemed to

stress the alcoholics, which is likely to push d@@holic into more drinking. Stress
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caused by high EE has been shown to give a highepsity to alcohol relapse as
demonstrated by Nesic & Duka (2008). Individuals tims study may have
interpreted the intrusiveness and controlling deslsgrom their family members as
stressful. This supports the view that such psyatiak stress may be a major
factor that makes recovering alcoholics to be prneelapse (Pourmand, et al.,

2005).

Family environments with high criticism and EOI kaunclear communication
patterns referred to as double-bind. It is as ibae hand the family is judgmental,
and shows disapproval of the alcoholic’s behaviadri)e on the other hand it is so
protective of the alcoholic. For example such aiflarmay cover up for the
behaviours of the alcoholic from his neighbours atiter extended relatives, yet at
the same time criticize him for lacking to attendemded family functions. The
individual may get confused at such contradictasgnmunication patterns, hence
may lower his ability to make better choices in his. Rehabilitation efforts
should help family members to unlearn using sucdtiean statements that have a
double-bind. The families should be sensitive & tieeds of the alcoholic family
members who need clear communication patterns ansequences of behaviour
that are followed up. Criticism may damage relaglups of family members who
interpret it to mean rejection, while over-proteatihas been found to nurture

dependency and repressed hostility (Kumar & Tiwz008).
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Many studies have demonstrated that stress anubthgs response to it does play
a role in the vulnerability to alcohol use and psk (e.g Brady & Sonne, 1999;
Hooley & Gotlib, 2000; Janak & Chaundri, 2Q1(btress is considered a major
contributor to the course of alcoholism, includinglapse in recovering users.
Animal studies have suggested that exposure tessfegilitates both the initiation
and reinstatement of alcohol and other drugs use afperiod of abstinence (Janak
& Chaundri, 2010). One likely explanation for thenoection between stress and
alcohol use is that stress modifies the motivaticarad reinforcing effects of
alcohol at the neurobiological level. For examptess increases the activity of the
dopamine brain systems, which are involved with ivadion and reward. The
dopamine centers also mediate use of alcohol vatharding effects (Nesic &

Duka, 2008).

The stress-induced relapse of alcohol use is adeelimented phenomenon (e.g.
Janak & Chaundri, 2010). Stressful experiences aartribute to the return to
heavy drinking of alcohol after a period of abstioe (Hooley & Gotlib, 2000). In
fact, exposure to stress is the most powerful ehdhie experimental manipulation
used on animals to induce return to drinking ofolhtd following a period of
imposed deprivation (Nesic & Duka, 2008). Stresditd events and chronic
stressors (such as depicted by high EE familied tenexplain the association
between stress and relapse. According to Brown hasccolleagues (1990), the
stress vulnerability hypothesis suggests that alcaise in the face of severe

stressors is mediated by the presence or absenbetlofprotective factors (e.g.
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good social support) and risk factors (e.g. honsgless and unemployment). The
hypothesis is supported by findings that severesstiwas related to relapse after
treatment (Brown et al, 1990). These findings ersjg@athe connection between
stress and relapse and suggest that resilienceessgnduced relapse should be

improved during and after treatment.

By this account the present study suggests thatihtient for alcoholism should take
into consideration behaviours that family membe¥schto adopt to enhance better
treatment outcome. Higley and his colleagues (2Glgested that to improve
treatments for alcohol dependence there is neaddoess high stress levels among
the patients. Such high stress may be emanatingtfie family interactions, due to
negative attitudes such as EE, thus determiningditeetion of the illness after
treatment. Further studies exploring this view assential for clarifying the
findings of this study, which demonstrated thathhieE was a strong predictor of

relapse in alcohol dependence.

The study had several limitations: Firstly, thedstwtilized a measure of three
major variables of EE, that is, hostility, critiois and EOI, while controlling for
other individual factors. It may be important tcclude individual factors that
motivate recovery of an alcoholic such as selfeaffy (which has been suggested
by Witkietwitz & Marlatt, 2004 as the most importaaspect in recovery) to find
out how individuals that are self-efficacious woulkespond to EE within their

families. Secondly, the family member participaintshis study were more female
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than male and hence the study cannot generaliz&Eheoncept to apply to both
genders equally. Thirdly, the study used inpatenbholics whose main drug of
choice (DOC) was alcohol; it was beyond the scdpthis study to examine the
influence of other drugs used together with alcoAgfain, it is uncommon to find

‘pure’ alcoholics whose only DOC is alcohol. Thegent findings have elucidated
the effect of EE in alcoholic families and may akswed light on inconsistent

reports in the literature regarding the EE/relagssociation.
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CHAPTER FIVE

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS

5.1 Introduction

The purpose of the study was to examine the relstip between family expressed
emotion (characterized by hostility, criticism, agotional over-involvement) and
the occurrence of relapse among alcoholics who baea treated and discharged
from rehabilitation centers. Specifically, it aimatlfinding out the prevalence of
relapse in the rehabilitation centers, and estaibiis whether or not existence of
expressed emotion (EE) among family members hacklaianship with the
occurrence of relapse of the treated alcoholic. Sthdy also aimed at finding out
the after-care strategies that would be used t@reseh relapse prevention. Both
guantitative and qualitative data were collecteafrthis study and findings were

presented using both descriptive and inferentatlstics.

This chapter presents a summary of the study fgsjivhich showed that there
was a strong and positive relationship between l[faik (independent variable)
and relapse (dependent variable). The chapter @isedes conclusions of the
findings related to each of the five objectives thfe study, and gives
recommendations both for action and for furthereaesh based on the present

findings.
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5.2  Summary

The present study hypothesized that there wasaiaeship between components
of family expressed emotion (hostility, criticismd EOI) with relapse in alcohol
dependence and hoped to establish the nature bfasuelationship, if it existed.
The study investigated experiences of readmittedhallics in ten rehabilitation
centers in Nairobi Kenya and their close family rbens. The findings provided

invaluable insights in the relapse question.

In order to achieve this purpose, the study adofitedobjectives which were: (a)
to find out the prevalence of relapse among inpati@coholics admitted in
rehabilitation centers; (b) to establish the relaghip between hostility of family
members and relapse of the inpatient alcoholic;tgcestablish the relationship
between criticism of family members and relapsé¢hefinpatient alcoholic; (d) to
establish the relationship between emotional owreolvement of family members
and relapse of the inpatient alcoholic; and (e)fitml out possible after-care

strategies for recovering alcoholics that wouldarde relapse prevention.

The first objective was addressed through sumnmayiznformation given by
respondents on whether they had been readmitted righabilitation center for
treatment. All respondents who had been readmittedrehabilitation center gave
a ‘yes’ vote, while those who were in the currestiabilitation center for the first
time gave a ‘no’ vote. A summary of this data gawelapse rate of 39.2% relapse

rate for readmitted inpatient alcoholics.
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The second objective was assessed through thenypidithesis that there was no
relationship between relapse of an inpatient albohend family hostility. This
hypothesis was tested using the Pearson correlatefficient so as to give the
direction and magnitude of the relationship betwesapse and family hostility.
Findings (p=0.000<0.01) failed to retain the nuylpbthesis, and it was found that
there was a positive statistically significant tielaship between relapse and family
hostility(r=0.367). Hostility was further testeditug multiple regression analysis to
confirm its significance in predicting relapse.was found to have an inverse
relationship § =-.133) with relapse and was hence eliminated ftoenregression

model.

The third objective, that there existed a relatmmdetween family criticism and
relapse was supported by the study findings. It alas assessed through the null
hypothesis that there was no relationship betwetpse of an inpatient alcoholic
with family criticism. This hypothesis was testeding Pearson correlation
coefficient. The findings indicated a positive telaship between relapse and
family criticism (r=0.367) and showed statisticairsficance of the two variables
(p=0.000<0.01), and therefore it failed to retaie tull hypothesis. The findings
therefore accepted the research hypothesis thia Was a statistically significant
relationship between relapse and family criticigbniticism also yielded a strong
and positive predictive value in relap$e.237) in the regression model, and was

adopted as a strong predictor for relapse amordgigizd alcoholics.
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The fourth objective that there existed a relatmsbetween family emotional
over-involvement and relapse was supported by itiginigs of the study. It was
assessed using the null hypothesis that there wastatistically significant
relationship between relapse of an inpatient altolvath family emotional over-
involvement. This hypothesis was tested using tea&r$dn correlation coefficient,
and findings failed to accept the null hypothegs(0.000<0.01). The research
hypothesis that there was a relationship betwelapse and EOI was consequently
accepted. It was found that relapse and EOI hadoagsand positive relationship
(r=0.520). Upon further analysis using multipleression, EOI was found to have
the strongest predictive value to relapsepat471 compared to hostility and

criticism.

The combined effect of the EE variables of hostildriticism and EOI showed a
statistical significance of relationship with reta@p The study carried out regression
analysis with the components of EE as predictorglafpse and found significance
at p=0.000<0.01. This meant that at least one ef gredictor variables was
statistically significant in predicting relapse. Wever, hostility was eliminated
from the regression model because it was founawe la negative relationship as a
predictor variable. The final regression analysasl la model strength of 34% for
both criticism and over-involvement, which wereriduo be positive predictors of

relapse.
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The fifth objective of the study was a suggestibnvbat the inpatient alcoholics
hoped would make treatment in rehabilitation cemtwre effective. The open
ended questions yielded suggestions from the iapiaéiicoholics on the role they
would prefer their family members to play in theecovery process. It was found
out that majority of the alcoholics sought for urelending, support, acceptance,
trust and sensitivity of their family members todstheir drinking problem. They
also wished family members would go through psyleé@py alongside them so
that they are able to appreciate their own neecliange in order to cultivate an

environment where recovery from alcoholism was jobss

5.3 Conclusions

The study made an important finding relating t@pske rates in the rehabilitation
centers in Nairobi County, Kenya. It revealed tihatre was a relapse rate of 39.2%
of the inpatient alcoholics who had been readmidtieehabilitation centers within
the county. The study concluded that there was aisstally significant
relationship between relapse of the inpatient altohand family hostility. Both
the family sample and the interviews confirmed ttiasgre were high levels of
hostility in the family. However, the regressiorabysis revealed that the statistical
significance of relapse and family hostility was)egative and it was concluded
that hostility was not a predictor variable of pda. However, the moderating role
of hostility as a variable was shown by the faett tim its absence, it reduced the

impact of both criticism and EOI as predictor vhles.
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The study concluded that there was a statisticagipificant relationship between
relapse and criticism. Criticism was found to beasitive predictor of relapse
among inpatient alcoholics. The study made importAndings relating to
emotional over-involvement (EOI) and concluded @& was the major predictor
of relapse. The primary objective of the study wagported by revealing that there
was a statistically significant relationship betweelapse and family EE (that
combines hostility, criticism and EOI). The studgncluded that among the
individual and environmental factors that caus@peé¢ in alcoholism, family EE
components variables contributed 34.8%. This suggdbat rehabilitation
programs need to consider how to involve family rhem in improving the family
emotional environment as a nurturing ground forovecy of alcoholics in

treatment.

54 Recommendations

5.4.1 Recommendations on Research Findings

The present study demonstrated that approximatéBp 4f individuals who
undergo treatment on alcoholism are likely to reégmnd that more than half of
these are likely to relapse more than once. VargabF family expressed emotion
(hostility, criticism and emotional over-involventgmwere found to predict relapse.
This is a wakeup call to all stakeholders to coiieedo the realization that family
interaction patterns need to be addressed in elpps/ention mechanisms. Since

expressed emotion (EE) is such an important ristofgor people with alcoholism,
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approaches to address it should be considered btakkholders particularly those

involved in treatment.

Policy makers such as NACADA and the Ministry ofatte are charged with the
task to give guidance in making policies on regafabf alcohol use, prevention,
and treatment, and hence need to have broad atdgstr ways in which families
of alcoholics can be involved in their campaignaiast alcohol abuse. The current
NACADA strategy has been to train rehabilitationpests and to sensitize the
communities about substance abuse. The present stadgnized the role of the
family in relapse prevention, and perhaps the poheakers should consider
community based rehabilitation, which would reach to the grassroots where
families of alcoholics would be involved in themrapaigns against alcohol abuse.
Policy makers need to open channels of communicatibere the conversation
about drug use/abuse is open at all times andithdils know where they can turn

to for help, such as through media.

Policy makers would also consider licensing of kelitation centers depending on
whether the particular center has a family progrdime present study therefore
recommends that rehabilitation programmes be legitmsed on the family based

interventions that they would provide to the fanmgmbers.

Community rehabilitation experts should liaise wiimilies by motivating them to
form support groups to help deal with challengeghef “sick families”. These

support groups for families of alcoholics would lregte alcoholic anonymous
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(AA) support groups that help in sustaining recgv&8ome of the families may
have ex-users who would be involved in providingntoeship to the victims of
alcohol abuse. The community based rehabilitaticvdeh recommended would
‘the doctor’ go to where the ‘patient’ is; and irost cases the patient is suffering
helplessly oblivious of where they can turn to ietp. Perhaps home visits by the
treating practitioners would reach out many alcmisolvho are unable to make it to

the rehabilitation centers.

One main cause of relapse (and generally a causebstance abuse) is lack of
employment. The alcoholic may be treated throudtabéitation over and over
again, but if they lack in vocational skills to lage the drinking habit after
recovery, then relapse is likely to become a caonigtassibility in their lives and
hence the battle for sobriety would be lost. Thedgtis therefore suggesting
vocational training skills to be enhanced basednterests and aptitudes of the

addicts as part of relapse prevention.

Much rehabilitation work in Kenya has its focus e individual alcoholic and
fails to put attention on the family, yet alcohaliss recognized as a family disease.
The study therefore recommends that stakeholderdaje programmes that would
rehabilitate the sick family, not just the indivadualcoholic. Presently in Kenya
alcohol abuse has reached very high levels ané ikaan outcry in most counties
on the menace that such a vice is causing to thietgo This then calls for all

actors in society to strategically address alcanolissues urgently in order to
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reduce the escalation of the problem. This studpmemends that rehabilitation
counselors and mental health practitioners devestfategies to improve
communication among family members. It is recomneenthat the practitioners
go beyond family psychotherapy to coaching familyenmbers on better
communication patterns and use of language thatldveacourage recovery.
Family therapy would address behavioral and aitiald changes of family
members towards the alcoholic, alcoholism, and tdsvaecovery, which are
assumed to be the cause of their critical remaf{se present study also
recommends that the mental health practitionersecom with more inclusive

follow up strategies that are specific to indivibuaho have undergone treatment.

5.4.2 Recommendations for Further Research

The present study demonstrated that family expdess®tion is a strong predictor
of relapse among alcoholics. This study recommetidg researchers and
academicians develop an interest in studying farfalgtors that may lead to
relapse. Much research done in this area has mot &dgdressed to alcoholism but
have focused other psychological disorders, and féve studies done with
alcoholics give contradictory findings. Future sl shed light on such

inconsistent reports in literature regarding thaifp influence on relapse.

Future research should establish the rate of selawer wider geographical areas
and regions and over longer periods of time in otdefind out within what time

frame an alcoholic would be likely to relapse afteatment. Future research would
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also find out how other drugs that might have bessd by the alcoholic are likely
to influence relapse, and how such would interaith wxpressed emotion from

family members.

The present study established that though the issmiif alcoholics indicated high
levels of hostility, family hostility was not a mhetor of relapse in alcoholism.
Future research would shed more light on the rbfanily hostility in relapse, and
how it interacts with other EE variables. It wouall$o be important to understand
the cultural understanding and interpretation ofV@Eables in predicting relapse.
The finding that hostility was inversely relatedredapse should not be interpreted
to mean that hostility does not influence relapsalcoholism. The role of hostility

as an EE component needs to be explored further.

The findings involving the association between pstaand family EE variables of
hostility, criticism and EOI demonstrated a postignd statistically significant
relationship. Future research should examine whetie relationship between
family EE and relapse symptoms are more clearlggirewhen examining certain
types of family members. The present study dematestrthat EOI is the most
likely predictor of relapse in alcoholism. This ding is supported by much
literature in the field of codependent behaviowrtuFe research should measure the
EOI variable in multiple family members to seedtipnts gravitate towards family

members who are codependent or not.
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It is possible that the methods used in the stedytd examining these variables
using a family member that the patient felt closestrather than the family
member that truly has the most influence on théepatind future research would
establish such a relationship. There are othectiines to take for future research
such as the participants in the study were intemte separately from each other.
Expressed emotion would be explored in more ddgtbth the patient and family

member were interviewed together.

Criticism and EOI are contrasting elements of EBemby one shows disapproval
and the other shows too much care and protectiamili# members characterized
by these two characteristics of disapproval couplatth over-protection would
likely cause a contradictory double-bind commundarat Future research would
elucidate whether the same family members whoctzéiare also over involved,
and what would be the reason for such dissonantenwhe family members of an
alcoholic. It would also be important to explorersmdeeply why a variable such as
EOI becomes so damaging to the extent of havinggh predictive value to
relapse, and yet among the three variables of Bgpears like it would represent a

more positive attitude.

Finally, the findings help to extend research iapse/EE association. Research on
EE-relapse association has provided contradictangirfgs regarding in the
previous studies and the present findings havedtdéhe cross-cultural literature

in this area. One unique quality of the study was use of different methods of
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data collection, that is, qualitative and quantatmethods and was hence more
comprehensive. The results of the present studrlglendicate that the family EE

as a factor increasing susceptibility to relapsenas unfounded. The present
findings highlight the need to take other familycttars into account, such as
individual factors; the role of peers; and rural wsban populations so as to
evaluate vulnerability due to family geographicat sp. The findings of the present
study suggested that high family criticism and heaghotional over-involvement

confer greater susceptibility to relapse of an laddic. Furthermore, EOI appeared

to be a very significant factor in return to heainking after treatment.
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APPENDICES

Appendix 1: Research Instruments

A 1.1 Alcohol Use Disorders|dentification Test (AUDIT) for Alcoholics

SECTION A

We are interested in gaining a better understandingf the causes of relapse.
We would like to ask some questions about what happs when you have been
abstinent from heavy drinking for some time and the return into heavy
drinking again. Please respond to the following qustions depending on how
they describe you by putting an (X) or ¥) in the box. Please do not put your
name on the paper.

1. Age bracket

Less than 1] 18-25yed’k
25-40 years [ 40-55 yeal ]
55 and above]
2. Religion
3. Marital status
Married [J Single[]
Divorced Widowed]
Separated] Other (explain)
4. Are you currently living with your family?
Yes[
No O
5. If yes, what is the relationship with your faynthember who is closest to you?
Sister [ Brother[]
Mother [ Father[]
Spouse[] Other (explain)..........cccoevviiinnnn.
SECTION B

The following questions will explore the struggleyou have experienced when
drinking, and gain a better understanding of how itis affecting you. Please
think about the last few struggles you have had wlit drinking then rate your
agreement with the statements below about your driking habits.

1. How often do you have a drink containing alc@hol
Never U
Monthly or les{]
2 to 4 times a mont]
2to 3 times a wee[]
4 or more times a we€q ]
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2. How many drinks containing alcohol do you haweadypical day when you are
drinking?

1 or 2 drinks[]

3or 4 drinks

5 or 6 drinks[]

7 or 8 or 9 drinks [J

10 or more drinks[]
3. How often do you have six or more drinks on ooeasion?

Never ]

Less than monthl)l:I

Monthly ]

Weekly[

Daily or almost daily[]
4. How often during the last year have you founat tyou were not able to stop
drinking once you had started?

Never []

Less than monthly]

Monthly ]

Weekly[

Daily or almost daily[]
5. How often during the last year have you failedi® what was normally expected
from you because of drinking?

Never ]

Less than monthly]

Monthly ;

Weekly ]

Daily or almos(]
6. How often during the last year have you needédstdrink in the morning to
get yourself going after a heavy drinking session?

Never[]

Less than monthly]

Monthly

Weekly

Daily or almos{]
7. How often during the last year have you hadedirfg of guilt or remorse after
drinking?

Never [

Less than monthly]

Monthly

WeeklyJ

Daily or almost]
8. How often during the last year have you beenbien@ao remember what
happened the night before because you had beddandyt

Never [
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Less than monthly]
Monthly ]
Weekly[]
Daily or almost[]
9. Have you or someone else been injured as & afsgdur drinking?
No, never[]
Yes, but not in the last year
Yes, during the last year[]
10. Has a relative or friend or a doctor or anothealth worker been concerned
about your drinking?
No, never[]
Yes but not in the last yea
Yes, during the last yea]

Thank you for your participation.
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A 1.2 Individual Interview Guide for Alcoholics

We would like to find out about relapse and have pepared the following
guestions to help us understand you better in ordeto develop more effective
strategies for relapse prevention. Please respond the questions to the best of
your ability.

1. Have you been treated in a rehabilitation centdorbedue to alcohol
problems?
Yes [ No[]
2. Describe your family’s roles in helping you recoftem alcoholism by
thinking about these questions:
(&) Who is in charge?
(b) What are the ways in which they have tried to lyelp do away
with your problems with alcohol?
3. How would you describe communication patterns iaryflamily? Do they
make contradictory remarks on your behaviour? lelascribe.
4. Please describe some family behaviours and atsittaeards you and your
drinking problem? What do they say? How do theydbe you?
5. Think about times when you have returned to heawkohg after
treatment. How did your family members react? Haavtdey treat you?
6. Would you describe your family as too protecting &wo caring?
(a) Do you feel you need more space or a chance tipate more in
your family?
(b) Would you say you are appreciated or accepted uin figonily?

7. How does your family make decisions? Do they taier ylecisions
seriously?

8. Would you say your family members need anger mamageskills?

9. In which ways do your family members control you?

10.0n a scale of 1-10, (with 1 being ‘not at all’ ah@d being ‘criticizes too
much’) how would you rate the levels of criticisrh your close relative

towards you? (Not at all)
1....2...... 3. 4...... S.nn. G.orenne 7. 8. 9....... 10(criticizes
too much)

11.1n which ways would you like to improve your familglationships and
communication patterns?

12.Suggest ways that rehabilitation centers would oweralcoholism
treatment programs.

Thank you for your participation.
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Al.3 Interview Guidefor Family Members

We would like to find out how families would like © be assisted in helping the
alcoholic maintain sobriety in order to develop moe effective strategies for
relapse prevention. Please respond to the questiottsthe best of your ability.

1. Has the alcoholic family member been treated irelzabilitation center
before due to alcohol problems?
Yes [ No[]

2. Describe your family’s roles in helping him/hecoger from alcoholism

by thinking about these questions:
(a) How do you assist him/her in decision making?
(b) What are the ways in which you have tried to hétp/her do away
with their problems with alcohol?

3. How would you describe communication patterns iaryfamily? Do you at
times feel confused about giving instructions t éificoholic? Please
describe.

4. Please describe some family beliefs and interpogtsiabout alcoholism,
recovery, alcoholics.

5. Think about times when the alcoholic has returmeldeavy drinking after
treatment. How did you react? How did you treat/hien? Are there some
things that you regret saying to him or her?

6. Would you describe yourself as too protecting awldaring?

7. Do you feel the need to monitor the alcoholic’s mments and friends?
How do you do this?

8. Would you say that the alcoholic is able to makedydecisions? Give
examples.

9. Would you say your family members need anger aresstmanagement
skills? Explain.

10.0n a scale of 1-10, (with 1 being ‘not at all’ ah@ being ‘very critical

indeed’) how much do you criticize the alcoholic?
(Not at all)

critical indeed)

11.1n which ways would you like to improve your familglationships and
communication patterns?

12.Suggest ways that rehabilitation centers would oweralcoholism

treatment programs.

Thank you for your participation.
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A 1.4 Individual Attitude Perception Scale (1APS)

This questionnaireis a needs assessment to help usimprove our counseling
services to you and your family. Tick in the box that best suits you. Please do not
put your name on the paper.

A. Gender: Malel:l Femall:l

B. Age group (years)

Less than 18 19-25 26-40 41-54 55 and above

C. Educational Qualifications

Primary | Secondary CertificateDiploma | Undergraduate Graduate Doctorate

D. Marital status

Single Married Separated Divorced Widowed Other

E. Occupation

Services Business Professional Student Others

F. Income Group (monthly)

Less than Ksh Ksh 30000-50,000| 50,000-100,000 Above Ksh 100,000
30,000
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SECTION B
1. Have you ever tried to quit drinking for a timeonly to start again?

Yes |:| No |:|

2. If yes, how many times?

Once |:|

Twice |:|
Three timeD

More than three time|:|

3. How long have you ever been sober after stopping take alcohol?

1-3 months|:|

4-6 months |:|

6months to one yeD

1-2 yearD

More than 2 yea||:|

4. What has been your drug of choice?

5. Have you ever been admitted to another rehabibttion center before for
alcoholism?

Yes|:| No|:|

If yes, how many times?

Three timeD

More than three time|:|
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Please tick /) in the box that corresponds with how much you age or
disagree with the following statements about yourlose family member/s.

SD | D U

He/she shouts at me

| wish she/he were not here

She/he gets angry with me

She/he hates looking after me

| purposefully put him/her into trouble

It is a pleasure for me to be with him

| quarrel with him/her

O IN|O 01 R WIN =

| feel close to him/her

9. He/she is so sarcastic to me

10.1 find myself swearing at him/her

11.He/she can control anger

12.She/he means no good

13.He/she makes a lot of sense

14.1 feel disappointed with him/her

15.He/she is trying to get on friendly terms with me

16.1 feel good with him/her around me.

17.She/he makes me feel so exhausted

18.1 pay no attention to his/her advice

19.He/she takes me for granted

20.1 feel she/he is driving me crazy

21.1t is easy to deal with him/her

22.We seem to disagree even on small issues

23.1 can cope with him/her

24.1 am really a burden to him/her

25.He/she appreciates what | have done for him/her

26.1 find him/her getting easy to deal with

27.1 wish he/she could leave me alone

28.She/he thinks | will mess up

29.1 feel he/she is changing to become more diffitmlt
deal with

30.1 feel he/she let me down

31.My family doesn’t care of the way | live my life.

32.My family encourages me to talk about my
difficulties.

33. My family doesn't like how | handle money.

34. My family doesn't like the way | take care of myisel

35.When | have concerns or difficulties my family help
me come up with a solution.
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36. My family gives me a lot of attention.

37.My family has sacrificed too much for me.

38. My family tries to get me to change.

39.1f I start talking about my concerns, my family
changes the subject

40. My family won't talk to me about my health.

41. My family thinks | should be more active.

42.My family is not concerned who cleans up if | mesg

43.My family is rarely concerned when | am away from
home

44. Suggest ways that you would like your familymhbers to be involved in your
recovery

Thank you for your participation
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A 15 Family Member Attitude Scale (FMAS)

We are interested in gaining a better understanalagit how family members feel
due to the chronic drinking problem of their alcbtbéamily member. Think about
the following questions and tick/ the one that best suits yoRlease do not put
your name on the paper.

SECTION A
1. Age bracket

Less than 1] 18-25yed’k

25-40 years [ 40-55 yeal]

55 and aboved]
2. Religion 3.
Ethnicity
3. Marital status

Married [J Single

Divorced [] Widowed[]

Separated] Other (explain)
4. Are you currently living with the client?

Yes[

No [
5. If yes, what is the relationship with the clignt

Sister [ Brother[]

Mother [ Father[]

Spouse[] Other (explain)..........cccooviiiinnnn.
6. How much time do you spend with them daily®u can make an estimate).
At least 30 minutes dail{] About 1 to 2 hours ddly
3-4 hours daily] More than 4 hours dal}
SECTION B

Please think about your relationship with your tielaand how they make you feel
about their heavy drinking patterns. We would Kkei to tick ¢/ ) in the box that
corresponds with your answer.

SD|D|U|A|SA

| shout at him/her

| wish he/she were not here

| get angry with him/her

AIWIN|(F

| hate looking after him/her
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5 | He/she purposefully puts me to trouble

6 | Itis a pleasure for me to be with him/her

7 | I quarrel with him/her

8 | I feel close to him/her

9 | | am sarcastic of him/her

10| | find myself swearing at him/her

11 | He/she can control anger towards me

12 | He/she means no good

13 | He/she makes a lot of sense

14 | | feel disappointed with him/her

15 | He/she is trying to get friendly terms with me

16 | | feel good with him/her around me

17 | He/she makes me feel so exhausted

18 | He/she pays no attention to my advice

19 | He/she takes me for granted

20 | | feel he/she is driving me crazy

21| Itis easy to deal with him/her

22 | He/she is disagreeing even on small issues

23 | I think | can cope with him/her

24 | He is too much of a burden for me

25 | He appreciates what I've done for him/her

26 | I find him/her getting easy to deal with

27 | I wish he/she could leave me alone

28 | He/she ends up in a mess always

29 | | feel he/she is changing to become more diffitwlt
deal with

30| | feel he/she let me down

31| I don't approve of the way he/she lives

32 | I discourage him/her from talking about our diffiibes

33| I don't like the way he/she handles money.

34 | I don't like the way he/she takes care of himself

35| When we have concerns or difficulties in our
relationship, we try to get a solution

36 | | am very attentive to his/her needs

37| | have sacrificed too much for him/her

38 | I try to get him/her to change

39 | I rarely ask him/her about problems he has

40 | | think he/she should be more active

41 | | won't talk to him about his/her health

42 | 1 don't ever clean up after his mess

43 | I am rarely concerned when he/she is away from home
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44. Please give any suggestions that you may havew family members would
assist in relapse prevention of the alcoholic famiember

Thank you for your participation.
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Appendix 2:  Informed Consent Form for Respondents

Study Objectives

You have been randomly selected to participate study that aims at gaining a
better understanding of the causes of alcohol selap your community. The study
will involve filling in a questionnaire and an im&ew in which your views about

relapse will be sought.

Confidentiality

Your views will be held strictly confidential andilivnot be divulged to anybody.

The interviews will take place in the private sgjtiand anonymity will be upheld

in both the oral or written reports. This will ensuhat there is no link between you
and the information collected; your name will ngipaar anywhere. Only the
researchers will have access to the informatiod,adiirecords of views shared will
be stored in a locked place under the researcbensol.

Risks and Benefits

No risks are anticipated as a result of taking pathis exercise. You will be asked
guestions about your background such as age, edlucaid marital status. Your
personal experience of relapse and understandinglagise prevention will also be
sought. Should you have questions at any time ath@uprocedures being used,
you are encouraged to ask the interviewer.

The information you provide in this study will bead for purposes of enhancing
relapse prevention among people challenged by dsegand abuse, which will be
beneficial to your community and the country agéar

Participation

Your participation in this exercise is voluntarydayou may refuse to answer any
guestion or participate in any activity. If you feencomfortable participating in
this exercise, you may withdraw at any time with@analty. If you agree to
participate in this project please sign and teardbnsent slip below and return it to
the interviewer before you start.

| have read and understood the above informati@hadnquestions pertaining to
this project have been answered to my satisfactioalso understand that by
signing and returning the consent form, | have edji® participate in this study
voluntarily.

Name Sign

Date
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