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Abstract 

   

The onset of a psychotic disorder causes much distress, and has negative 

health consequences, for the affected individuals and their families. As the highest 

risk time for initial onset of psychoses is in late adolescence and early adulthood, 

most people developing psychoses live with their parents. Often the sufferer has 

little insight into their deteriorating mental health, and is reliant on parents to 

identify that there is a problem and to seek treatment for the sufferer. However, 

during the onset of psychoses behaviour often gradually deteriorates, and the 

family members are often confused about what might be causing the changes in 

the young person.  

This confusion about what to attribute the problem behaviours to has at least 

two potentially important effects. First, family members seem unlikely to seek 

treatment for the young person until they recognize psychiatric disorder is at least 

contributing to the young persons’ behaviour. Consistent with this possibility, it is 

known that there is usually a substantial delay (of two or more years) between the 

initial onset of psychiatric symptoms and young people accessing treatment. 

Second, relatives often suffer considerable distress and care giver burden as a 

psychosis develops in their offspring. The attributions they make for the emerging 

abnormal behaviours of their offspring might well mediate the extent of that 

suffering.  

Two studies were conducted. The first examined the attribution of parents of 

young people with and without a recent onset psychoses for abnormal behaviour 

in young people. The second study examined whether parent attributions predicted 
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distress and care giver burden in parents of young people with recent onset 

psychoses.  

Clinical experience suggest parents attribute problems to psychiatric disorder 

only after the young person’s behaviour has become very disturbed. Study 1 

tested the prediction that parents make attributions of psychiatric disorder causing 

disturbed behaviour in young people only after extreme behaviour cues them to 

the likely presence of psychiatric disorder. Parents were shown a series of 

videotaped vignettes of young people exhibiting problem behaviours, and one 

vignette shown in the middle of the sequence depicted an extreme psychotic 

behaviour (hearing voices). Parents were asked what they believed caused the 

behaviours and their responses were transcribed and coded for attributions. 

Parents were also asked the amount of control they believed the young person to 

have, and a coder rated the transcripts for the degree of blame attributed to the 

young person. The coded attributions of 32 parents who had an offspring with a 

recently diagnosed psychosis (PSYCH +) were compared with 30 parents with no 

history of psychosis in their offspring (PSYCH -). Overall PSYCH + parents 

made three times more attributions to psychiatric disorder than PSYCH – parents, 

which was interpreted as evidence that the prior exposure to psychotic behaviour 

extreme enough to result in hospitalization also cued those parents to the 

likelihood of psychiatric disorder being associated with problems behaviours.  

Study 2 investigated parental attributions as predictors of parental adjustment 

to a recent onset psychotic disorder in an offspring. Patients and their parents were 

recruited as part of a larger trial evaluating a brief family education program for 
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parents of recently diagnosed people. Contrary to predictions, attribution to 

psychiatric disorder was not consistently associated with parental adjustment.  

Study 1 provides support to the idea that parents only consider psychosis as a 

cause for problem behaviours when confronted with very obvious psychotic 

symptoms. Providing parents with more knowledge about less obvious prodromal 

symptoms associated with the development of psychosis, especially for parents of 

young people identified as being at risk for psychosis, might help families to 

identify the need for treatment earlier. One possible explanation for the null 

results in Study 2, is that parental attributions change substantially during the 

early phases of the onset of psychoses as the families first come into contact with 

treatment services. Future research needs to test whether parental attributions 

change, and whether parental adjustment is predicted by parental attributions in 

the longer term.    
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Chapter 1 

OVERVIEW AND AIMS OF THESIS 

Brendan’s parents had been concerned about their 19 year old son for 

several months. Brendan began the first year of an information technology 

degree. At the start of the year, he started to miss a few lectures and he was 

not talking to them much. However, the parents’ friends reported their 

teenage children were also not talking to them much.  It came as a shock to 

them when Brendan’s parents learned at the end of semester, that Brendan 

had not attended lectures at all for a couple of months and had failed most 

of his courses. The parents were angry with Brendan, saw him as 

irresponsible, and told Brendan he would either have to study seriously at 

University or search for work. However, Brendan did neither of these two 

things and spent almost all of his time at home. His parents moved from 

being angry to worried when Brendan started to sleep during the day, not 

to wash regularly and ate so infrequently he lost a lot of weight. The 

parents suspected Brendan had been smoking marijuana as they found 

discarded butts in the garden. They thought their son seemed depressed 

and tried to persuade him to see a doctor, but Brendan refused. Eventually, 

Brendan was staying up most of the night, sleeping most of the day, and he 

began behaving more and more strangely, talking to himself and describing 

seeing things that were not there. At a loss as to what to do, his parents 

called their doctor who directed them to their local Mental Health Service. 

The above case is illustrative of the dilemma faced by parents when their son or 

daughter develops a psychotic disorder. The process of onset of psychosis typically 

involves initially subtle changes in behaviour, such as increasing social withdrawal 
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(Hafner, Maurer, Loffler, & al., 1995). Parents often attribute such subtle changes as 

normal behaviour for adolescents or adults. Behaviour then often becomes 

progressively more abnormal. Eventually, parents come to perceive that the behaviour 

reflects a serious problem, and often try to have their offspring present for treatment. 

The process from initial parental concern to active treatment seeking can be a 

protracted and difficult journey for parents (Skeate, Jackson, Birchwood, & Jones, 

2002). It is the aim of this thesis to investigate how parents make sense of the 

problematic behaviour of their adolescent with an emerging psychotic disorder. A 

greater understanding of how parents attribute the causes of emerging psychiatric 

disorder is intended to inform developing more effective health care services for the 

early stages of severe psychiatric disorder.    

There are four chapters in the thesis. The first chapter gives the reader an overview 

of the issues facing parents of young people with an emerging psychosis. The second 

chapter introduces attribution theory, and explains how it may be helpful in 

understanding how parents cope with the behaviours associated with an emerging 

psychosis. In Chapter Three a study comparing the causal attributions of parents with 

and without histories of psychotic disorder in their offspring is presented. In Chapter 

Four a second study is presented that assessed parental attributions for problem 

adolescent behaviour (assessed when their son or daughter was hospitalized with a 

psychotic episode), and evaluated these attributions as predictors of parents’ recovery 

on measures of distress over six weeks. In the final Chapter Four the broader 

theoretical and clinical implications of the findings are discussed.        

1.1 Nature and Significance of Psychosis 

Psychosis is a generic term which describes a mental state where the individual 

experiences a loss of contact with reality while remaining in a conscious state. This 
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state includes at least one of the following experiences: hallucinations (e.g., hearing 

voices, seeing things that are not there); delusions, which are strange beliefs not based 

in reality; and disordered thinking processes (APA, 1994).    

Schizophrenia is the most prevalent of the psychotic disorders, and affects 

approximately 1% of people across diverse populations and cultural groups (Sartorius 

et al., 1986).  Other psychotic disorders include Bipolar disorder, Schizophreniform 

disorder, Schizoaffective disorder, and Delusional disorder. Psychosis also occurs in 

some forms of depression, in trauma reactions, and in drug related and organic 

syndromes (APA, 1994).  In Australia, the one month point prevalence rate of 

psychotic disorders for adults aged between 18 to 64 years was estimated to be 

approximately 4.7 per 1000, with Schizophrenia and Schizoaffective disorder 

accounting for over 60% of these disorders (Jablensky et al., 1999).  Schizophrenia and 

other psychotic disorders account for significant disability and cost to the community 

and health system. Based on the prevalence estimates above, the direct cost of treating 

psychosis to the Australian government has been estimated as at least $1.45 billion per 

annum (Carr, Neil, Halpin & Holmes, 2002). Add to the direct cost, indirect costs such 

as income loss to carers and patients, and the total cost of psychosis has been estimated 

at $2.25 billion per annum (Carr, 2002). 

  There have been significant changes in the treatments for psychotic disorders 

over the last century, including the development of antipsychotic medications, 

psychosocial interventions, and comprehensive mental health services (Thompson, 

1994). Despite these developments in treatment, the course of Schizophrenia and 

related disorders has remained largely unchanged in developed countries. In Western 

societies, approximately 25% of people who have an initial psychotic episode never 

have another episode and make a good recovery. The rest have either multiple episodes 
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with partial recovery and moderate functioning in between episodes or a more chronic 

course of illness with ongoing residual symptomatology and functional impairment 

(Jablensky, Sartorius, Ernberg, & et al, 1992). 

The onset of Schizophrenia and other psychotic disorders typically occurs in late 

adolescence or early adulthood. It has been estimated that 51% of patients affected by a 

psychotic disorder experience their first episode between the ages of 15 and 25 years 

(Jablensky & Cole, 1997). Most studies report a slightly later mean age of onset of 

schizophrenia for females relative to males (Keshavan & Schooler, 1992).  

1.2 Family Factors in Psychosis 

There is extensive evidence collected over the last 40 to 50 years that caring for and 

living with someone with a psychotic disorder impacts on the mental health of family 

members (Charlesworth, 2006; Hatfield & Lefley, 1987). In the early 1960s in a 

community survey of families living with a relative with psychotic disorder in south-

east England, two-thirds of families reported experiencing some form of hardship, and 

one-fifth reported experiencing severe burden (Grad & Sainsbury, 1963). Subsequent 

research consistently shows high levels of distress in families caring for a relative with 

a psychotic disorder (Maurin & Boyd, 1990; Oldridge & Hughes, 1992; Schene, 1990; 

Szmukler, Burgess, Herman, & et al, 1996). Relatives who care for a family member 

with a serious psychiatric disorder are estimated to be at two to three times the risk for 

developing psychological problems themselves compared with the general population 

(Oldridge & Hughes, 1992).   

The distress associated with caring for someone with psychosis begins early in the 

process of the onset of psychosis. Families of people in the early stages of a psychotic 

disorder, report comparable levels of distress as those experienced by families of 

people with a chronic psychiatric disorder (Addington, Coldham, Jones, Ko, & 
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Addington, 2003; Tennakoon et al., 2000; The Scottish Schizophrenia Research Group, 

1987; Wolthaus, Dingemans, Schene, & et al., 2002).  In one of the first studies of 

families of someone with recent onset psychosis, the distress in 31 relatives living with 

people with a first admission for schizophrenia was assessed (The Scottish 

Schizophrenia Research Group, 1987). Twenty four relatives (77%) were above the 

threshold for psychiatric caseness on the General Health Questionnaire (GHQ-28), 

which is three times the rate of psychiatric caseness that exists in the general 

population (Goldberg & Williams, 1988). In a study of 238 people presenting with a 

first episode of psychosis in Canada, 47% of the relatives were moderately to severely 

distressed as measured by the psychological well being scale (Addington et al., 2003). 

Most of the relatives were parents (84.4%), and these parents reported a range of 

difficulties. Mothers were particularly concerned about their offspring’s difficult 

behaviours and negative symptoms, and reported feelings of loss. These maternal 

feelings of loss related to the loss of a normal child, and loss of the sense of hope for 

the child’s future. The sense of loss was stronger in this first admission sample than in 

relatives of people with longer histories of psychiatric disorder (Szmukler et al., 1996). 

Thus, it seems the initial onset of psychoses, particularly in very young people, is 

associated with severe distress in their parents.     

  Many young people who develop a psychotic disorder are living with and 

dependent on their parents at the time of onset of a psychotic illness (Addington et al., 

2003; Askey, Gamble, & Gray, 2007).The level of daily contact between patient and 

relatives may moderate the extent of relative distress. Tennakoon et al. (2000) 

investigated the care giving experience of 40 relatives of people with a first episode of 

psychosis and found only 12% of caregivers met criteria for psychiatric caseness as 

assessed by the GHQ, which is similar to the rates in the general population and much 
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lower than reported in other studies (e.g. The Scottish Schizophrenia Research Group, 

1987)  A possible explanation for the low rate of disorder in the Tennakoon et al. 

(2000) study is that only 58% of the relatives had 32 hours or more of direct contact 

with the designated patient, whereas in previous studies of recent onset psychosis more 

relatives had high levels of weekly contact with the person with psychosis.  

Predictors of relative distress. For relatives of people with established psychosis, 

there are a number of factors which predict the extent of relative distress, and relative 

distress is not simply a function of the severity of psychosis. In a cross-sectional study 

of 225 family members of people with serious psychiatric disorders, Solomon and 

Draine (1995) found that being a member of a support group, and having a large and 

affirming social network, predicted better relative coping. Together, these social 

support variables accounted for 45% of the variance in relative coping. Better coping 

was also associated with being female, and having greater self-efficacy. Interestingly, a 

number of variables relating to the disorder (diagnosis, number of hospitalisations, 

years of illness, and functioning) did not predict relative’s adaptive coping (Solomon & 

Draine, 1995).  

Several studies have found an association between caregiver distress and disorder 

related factors such as poor role functioning, length of illness, and number of 

hospitalisations (Grad & Sainsbury, 1963; Hoenig & Hamilton, 1966; Lefley, 1987; 

Maurin & Boyd, 1990). There is evidence for an association between patients’ negative 

symptoms and distress in families of people with a long established psychotic disorder 

(Creer & Wing, 1975; Dyck, Short, & Vitaliano, 1999; Magliano et al., 2000; 

Provencher & Mueser, 1997). Negative (referring to a loss of function) symptoms 

include: loss of initiative, interest and enjoyment of activities, poor self-care, and social 

withdrawal. Some authors speculate that family members find negative symptoms 



 

   7  

 

 

particularly distressing because they believe the behaviours are under the patients’ 

control (Hooley, 1985).  

 There is less known about the experiences of parents of young people with 

psychosis than about parents of older patients with longer established psychosis (Askey 

et al., 2007). The experience of parents of young people with a recent onset psychosis 

is likely to be different from parents of people with a long established disorder for a 

number of reasons. Firstly, many parents have no prior experience of psychosis when 

faced with the symptoms for the first time. As highlighted in the case example at the 

beginning of this chapter, identifying and getting help in the initial stages of a 

psychotic disorder presents special challenges for parents (Perkins, Nieri, Bell, & 

Lieberman, 1999). Specifically, a lack of knowledge of psychosis (Harrison & Dadds, 

1992) is associated with greater distress in relatives of people with an established 

disorder, and a lack of parental knowledge about psychosis is likely to be common in 

the early stages of an emerging psychotic disorder in their offspring. Second, the 

symptoms are typically most severe in the early stages of psychosis, with an unstable 

mental state often leading to high rates of hospital admissions. There is also a high rate 

of suicide by psychosis sufferers during the early years after initial onset (Power, Bell, 

Mills, & et al, 2003).  

As noted previously, the initial period of onset of psychosis is most commonly in 

late adolescence or early adulthood. This is the time when parent and offspring 

relationships can be strained. Some of the symptoms of emergent psychosis overlap 

with symptoms of such strain, such as withdrawal by the young person from interaction 

with their parent. In addition, disruption to schooling and employment often 

accompanies the onset of psychosis (Birchwood, Fowler, & Jackson, 2000). Parents of 
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young people with psychosis often are distressed by the implications of loss of 

educational and vocational opportunities for their son or daughters’ future.   

There have been no studies which have directly compared the experiences of 

relatives of people with established psychotic disorders with the concerns and 

experiences’ of relatives of people with a recent onset psychosis. However, there is 

some evidence on relatives’ general concerns and distress related to specific symptoms 

in people with recent onset psychosis. For example, in a cross-sectional study of forty 

relatives (70% parents) of people with first episode psychosis, relatives worried most 

about lost opportunities, self-harm, suicide risk and whether they had done something 

to contribute to the onset of the disorder (Tennakoon et al., 2000). 

 In another cross-sectional study, the relationship between symptom severity and 

caregiver burden in families of people suffering from first or second episode psychotic 

episodes was investigated (Wolthaus et al., 2002). Patient symptoms were 

independently classified into five symptom clusters (positive, negative, depression, 

agitation-excitement, and disorganisation), rather than the dichotomy of positive and 

negative symptoms used in previous research. Contrary to the author’s hypothesis that 

negative symptoms would be most predictive of relative burden, they found that 

disorganisation symptoms (conceptual disorganisation, poor attention, disorientation 

and disturbance of violition) strongly predicted different aspects of caregiver burden 

compared with the other four symptom clusters for relatives dealing with a recent onset 

psychosis. The authors concluded that the higher incidence of disorganisation in 

younger people with schizophrenic disorders could explain the findings. Another 

possibility is that relatives’ appraisal or an interaction with actual symptoms underlies 

this association, for example relatives may have perceived or observed disorganisation 

symptoms interfering with their relative trying to return to developmentally appropriate 
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goals, such as education, work and interpersonal functioning. The disorganisation 

cluster of symptoms all relate to the person’s ability to think and concentrate and are 

thus important for a young person’s ability to return to normal role functioning. A 

longitudinal design would assist in testing this proposition, for example, by 

investigating if recovery on disorganisation symptoms predicts changes in caregiver 

appraisal, and burden over time.    

Addington et al. (2003) provided further support for the idea that it is the symptom 

profile of people with recent onset psychosis, and relative’s perception of the impact of 

the patient’s symptoms on their functioning, which is associated with parental distress. 

In a cross-sectional study of 238 patients presenting with a first episode of psychosis 

and their relatives, a younger presentation and ongoing functional difficulties were 

associated with high distress in relatives in the weeks following admission. 

The age of the patient may also moderate parental distress, and the age of initial 

onset can vary greatly. For example, in two studies on recent onset psychosis the ages 

of participants ranged in age from 16 to 42 years (Wolthaus et al., 2002) and 18 to 42 

years (Tennakoon et al., 2000). Family expectations of behaviour of the patient across 

these age ranges are likely to vary greatly. For example, consider a 16 year old, who 

has always lived with his parents, is recovering at home from a recent onset psychosis, 

and who struggles to do daily tasks such as getting out of bed in the morning. This is a 

common problem in the post acute phase of a psychotic episode, and is also associated 

with difficulty in getting back to school or employment. Now consider a 25 year old, 

who before their psychotic episode had been living independently for several years, and 

has the same problem as the 16 year old. Parents may be more accepting of their 16 

year old experiencing the same problems with motivation compared with the 25 year 

old because of the difference in the normative expectations for independent living by 
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the two age groups. Thus, abnormal behaviour is likely to be evaluated relative to 

developmentally based expectations.   

Family as an influence of the course of psychosis: Expressed Emotion. In the 

1950’s, 1960’s, and 1970’s there was a gradual shift in the treatment of schizophrenia 

and other psychotic disorders from institutional to community based care (Thompson, 

1994). As a result families became the major caregivers for people with psychotic 

disorders (Grad & Sainsbury, 1963; Maurin & Boyd, 1990). In a study conducted in the 

beginning phase of this transition to family care, it was discovered that patients had 

higher relapse rates when returning to live with family members than patients living 

elsewhere, and these differences could not be accounted for by the severity of the 

psychosis (Brown, Carstairs, & Topping, 1958). Brown and colleagues (1958) 

hypothesized that some aspect of the family environment triggered relapse. Brown, 

Birley & Wing (1972) investigated the influence of family environment on the course 

of schizophrenia. From 200 ratings of psychosocial variables derived from interviews 

(Camberwell Family Interview; CFI) with patients and their families, they found that 

high ratings of hostility, criticism, or over-involvement (high expressed emotion or 

EE), predicted relapse in the 9 months after hospital discharge. Further studies were 

conducted to investigate the association between relative high EE and relapse (Leff, 

Kuipers, Berkowitz, Eberlein-Vries, & Sturgeon, 1982; Leff, Kuipers, Berkowitz, & 

Sturgeon, 1985; Vaughn & Leff, 1976). The Camberwell Family Interview (CFI) was 

modified in these later studies to specifically assess EE. The current CFI is a semi-

structured interview conducted with the patients' relatives. Relatives are asked to 

describe the events leading up to the last hospital admission of the patient. Relatives are 

also asked about the patients’ symptoms, and the relative’s attitudes towards symptoms 

and how the patient's illness has affected the family. The interview is audio taped and a 
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rating of high EE is classed as a high frequency of critical comments, a rating of high 

hostility or a rating of high emotional over-involvement.  

   Expressed emotion has proved to be a robust predictor of relapse in 

schizophrenia. In a meta-analysis of twenty-six studies, people with schizophrenia 

living in a high EE home had over double the baseline relapse rates 9 to 12 months post 

hospitalisation (Butzlaff & Hooley, 1998). This finding is not specific to schizophrenia. 

People with other psychiatric disorders such as depressive disorder  (Hooley, Orley, & 

Teasdale, 1986) or bipolar disorder (Miklowitz, Goldstein, Nuechterlein, Snyder, & 

Mintz, 1988), living in high EE homes also having higher relapse rates than those 

living in low EE homes.   

Early conceptualisations of EE saw it is an enduring family trait leading family 

members to make intolerant responses towards their ill relative (Leff, & Vaughn, 

1985). However, EE status changes over time (Birchwood, 1992). In studies of 

relatives of people with established psychosis, approximately a third of relatives 

change their EE status, most from high to low EE, over 9 months after hospitalisation 

(Brown, Birley, & Wing, 1972; Scazufca & Kuipers, 1996). EE appears to be even 

more unstable in families of people with recent onset psychosis. In a study of first 

episode psychosis patients almost half of 24 relatives (42%) originally rated as high EE 

were assessed as low EE 9 months after hospital admission (Patterson, Birchwood, & 

Cochrane, 2000).  

Most of the early research on high EE focused on the prediction of relapse, without 

investigating the mechanisms which might link EE to relapse. The implicit hypothesis 

seemed to be that there was a unidirectional relationship, with high EE causing poor 

patient outcome. Interactional models of the association between EE and relapse have 

since been put forward, whereby there are complex interactions between the individual 
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patient, illness behaviour, and their family’s members (Hooley & Gotlib, 2000;  

Kavanagh, 1992). It was argued that relatives of people with psychosis are also subject 

to high stress, which can lead to high EE. High EE can exacerbate the psychosis, which 

then leads to increased stress on relatives.    

In summary there is good evidence that family factors are relevant for people with 

psychotic disorders. Evidence was presented that people with psychosis are often 

dependent on their families for support and families’ experience considerable distress 

in their caregiving role. There is also strong evidence from the EE literature that how 

relatives interact with the patient influences patient outcome in psychotic disorders. 

Family interventions have been developed in response to this and there is compelling 

evidence that these interventions are effective in improving outcomes for people with 

psychotic disorders (Pharoah, Mari, & Streiner, 2001). However, there is not as much 

known about the experiences of parents of people who have been recently diagnosed 

with a psychotic disorder. Parents of people presenting for the first time with a 

psychotic disorder may play a crucial role in improving early intervention efforts 

especially in reducing the delay in receiving treatment (Chen et al., 2005; Gleeson, 

Jackson, Stavely, & Burnett, 1999). The role of parents in the early intervention of 

psychotic disorders is central to this thesis and is discussed further in the next section.  

1.3 The Onset of Psychoses, Treatment Delay and Implications for Families 

This section expands on the argument that the challenges families face when 

confronted with an emerging psychotic disorder are distinctive from those faced by 

families of someone with an established disorder. The onset of Schizophrenia and other 

psychotic disorders typically is during late adolescence or early adulthood. It has been 

estimated that 51% of patients affected by a psychotic disorder experience their first 

episode between the ages of 15 and 25 years (Jablensky & Cole, 1997). Most studies 
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report a slightly later mean age of onset of schizophrenia for females relative to males 

(Keshavan & Schooler, 1992).  

Late adolescence through to early adulthood is a developmentally significant time 

of life when many young people are involved in studying or working for the first time, 

forming relationships outside their family of origin, and sometimes becoming parents 

themselves. It is also an important period for their parents, whose normative role in 

Western societies is to facilitate the transition of their offspring to greater independence 

from the family of origin. A disruption to this transition to independence, through the 

onset of a serious psychiatric disorder, can cause significant distress for young people 

and their parents (Gleeson et al., 1999).   

Psychotic disorders are often preceded by prodromal symptoms (Keshavan & 

Schooler, 1992; Salokangas & McGlashan, 2008), which are less severe psychiatric 

symptoms and/or a decline in the person’s psychosocial functioning before an acute 

phase. The acute phase consists of the presence of more severe psychotic symptoms 

such as hallucinations, delusions or thought disorder (Malla & Norman, 1994). 

Prodromal symptoms most often preceding acute psychosis are social withdrawal, 

cognitive or attention problems, and a gradual decline in functioning (Cornblatt, Lencz, 

& Obuchowski, 2002; Philips et al., 2005). However, there is great variability in the 

nature and duration of prodromes for individuals (Addington & Addington, 2005; 

Birchwood, Smith, & Macmillan, 1989).  

While the exact nature of psychosis prodromes remains unclear, clinicians often 

report considerable distress for patients and their parents arising from disturbed 

behaviour before the person develops acute psychotic symptoms. Often, these disturbed 

behaviours are not clearly a psychiatric disorder, with a consequent difficulty for 

parents in knowing how to respond. It is clear that many young people who develop 



 

   14    

 

 

psychosis do not see themselves as needing treatment, and families often are unsure of 

whether treatment is required. The delay from when acute psychosis emerges to when 

treatment is sought has been termed “the duration of untreated psychosis” or DUP 

(Brunet, Birchwood, Lester, & Thornhill, 2007; Harrigan, McGorry, & Krstev, 2000; 

Larsen, McGlashan, & Moe, 1996;  Marshall et al., 2005; McGlashan, 1999; Melle et 

al., 2004). The mean DUP in Australia has been reported as ranging from one to two 

years (Larsen et al., 1996). Clearly, the delay in untreated psychosis has the potential to 

create even more distress to families trying to access help for the family member.  

Problems with early identification and diagnosis.  Timely and accurate diagnosis 

of psychosis, even in the acute phase, is difficult for health services (McGorry, 1994). 

General practitioners are typically a source of first contact but may not have the 

expertise or time to make an initial diagnosis (Lincoln, Harrigan, & McGorry, 1998). 

Even when an individual comes to the attention of specialist psychiatric services, 

diagnosis of a first episode psychotic presentation can still be difficult (McGorry, 

1994). Psychotic symptoms of hallucinations, delusions and disturbed thinking occur 

across numerous disorders including major depressive disorder, schizophrenia, 

schizoaffective disorder and bipolar disorder, which can present quite differently. It is 

common that a diagnosis may change over time when the clinical picture becomes 

clearer and new information becomes available (Fennig et al., 1994;  McGorry, 1994; 

McGorry & Kulkarni, 1994)  

Another factor complicating diagnosis is that psychotic symptoms can result from 

substance use, especially amphetamines and cannabis (Teesson, & Byrnes, 2001). 

There is a high rate of co-existence of psychotic disorders and substance use (Mastrigt, 

Addington, & Addington, 2004; Mueser & Drake, 2007).  In an Australian survey of 

980 individuals aged 18 and over with a current psychotic disorder one in four also had 
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a current diagnosis of a substance use disorder (Jablensky et al., 1999). The life-time 

prevalence of disorders was even higher, with 30 % having had alcohol abuse and 25% 

cannabis abuse. These rates are twice as high as population estimates (Australian 

Institute of Health and Welfare., 2005). Amphetamines are the third most commonly 

abused substances behind alcohol and cannabis in Australia (excluding tobacco and 

caffeine) with approximately 4.4% of 14-19 year olds and 10.7% of 20-29 year olds 

reporting to amphetamine use in the previous 12 months (Australian Institute of Health 

and Welfare., 2005). Amphetamine use has become increasingly problematic for 

mental health services as amphetamine intoxication may result in a drug induced 

psychosis requiring emergency psychiatric care (Caplehorn, 1990; McKetin, McLaren, 

Lubman, & Hides, 2006).   

Co-morbidity between substance use and psychosis creates complications for 

people accessing treatment and is associated with a poorer prognosis (Mueser & Drake, 

2007). For example, associated secondary problems of substance use such as instability 

in employment, relationships and accommodation may result in sporadic engagement 

with services (Mueser, Bellack, & Blanchard, 1992). Access to appropriate treatment 

may also be hindered with co- morbid substance use and psychosis, as there are 

different treatment services for each problem in most Australian states with their own 

referral procedures and treatment philosophies (Teesson, & Byrnes,  2001; Wu, Kouzis, 

& Leaf, 1999). This can lead to people being left without treatment because they are 

excluded from both services, which not only impacts negatively on the treatment of a 

psychosis but also can lead to extra distress for families (Townsend, Biegel, Ishler, 

Wieder, & Rini, 2006).   

Despite the above problems, the identification of people whilst still in the 

prodromal stage and reducing DUP is central to early intervention efforts. Consistent 
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with this there has been a body of research over the last decade aimed at better 

identifying people at risk of developing a psychotic disorder (Addington, 2007; 

Addington & Addington, 2005;  McGlashan et al., 2007; Philips et al., 2005). Reducing 

DUP is a clear aim of many of the early intervention programs (Johannessen et al., 

2005; McGlashan et al., 2007). The state of the evidence on reducing DUP in addition 

to the general efficacy of early intervention efforts is discussed briefly below. For the 

purposes of this thesis it is important to note that the earlier identification of psychosis 

and access to timely and effective intervention for parents is most relevant to the 

current thesis. It is likely that parents initial interpretations and responses to psychotic 

symptoms may play a key role in reducing DUP.   

1.4 Early Intervention for Psychosis 

The evidence base for the efficacy of early intervention in psychosis is still 

developing (Marshall & Rathbone, 2006; Salokangas & McGlashan, 2008). There has 

been ongoing passionate debate regarding the benefits of diverting valuable mental 

health resources away from general mental health services to providing specialist early 

psychosis teams and services in the absence of the lack of firm evidence of efficacy 

(Pelosi & Birchwood, 2003). Despite this, in Australia, the prevention of psychiatric 

disorders is an identified national priority in the 2nd National Mental Health Plan 

(Commonwealth Department of Health and Aged Care, 1998). In Australia, prevention 

of psychosis has focused on early identification of individuals at high risk for 

developing a disorder, or those who have experienced a recent onset of psychosis, and 

early intervention with those individuals (Edwards, Francey, McGorry, & Jackson, 

1994; Edwards & McGorry, 2002; McGlashan et al., 2007; McGorry, Yung, & 

Phillips, 2003; Preston et al., 2003). Similarly, specialist early intervention services for 

psychosis have been widely adopted by the national health services in the United 
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Kingdom (Power et al., 2007; Singh, Fisher, & Cournos, 2004), in Canada (Malla, 

Norman, McLean, Scholten, & Townsend, 2003), and in Scandinavia (Johannessen et 

al., 2005; Johannessen et al., 2001). 

Early intervention in psychosis movement is in part, based on the premise that there 

may be a critical period for intervention in treating psychotic disorders (Birchwood, 

Todd, & Jackson, 1997; Falloon, 1992;  Johannessen et al., 2001;  Malla et al., 2003; 

McGlashan, 1996; McGorry & Kulkarni, 1994). This can be further broken down into 

two key assumptions: (1) psychotic disorders progress through stages which can be 

identified, and (2) intervention in the earlier stages can alter the longer term course of 

the disorder. 

In regards to the first assumption, there is good evidence that many people 

experience identifiable changes before the first episode and often before subsequent 

episodes of psychosis (Birchwood & Spencer, 2001; Herz & Melville, 1980).  

It has been reported that between one half to a third of people who have a psychotic 

episode experience prodromal signs of varying duration before the episode, assessed 

retrospectively (Birchwood, 1995). However, not all people who experience prodromal 

symptoms will go on to have a psychotic relapse (Hertz & Lamberti, 1995). Due to this 

potential for “false positives”, many early intervention programs target people who 

have already experienced a psychotic episode (Edwards et al., 1994; Falloon, Kydd, 

Coverdale, & Laidlaw, 1996;  McGorry et al., 2002). Other programs target people 

with other risk factors for psychosis such as psychosis in first degree relatives, 

schizotypal personality, a marked decline in role functioning, attention and perceptual 

disturbances, odd beliefs, blunted affect and withdrawal, and cognitive deficits (Mason 

et al., 2004; Phillips, Yung, & McGorry, 2000; Yung et al., 2005). 
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 In regards to the assumption that early intervention can alter the longer term course 

of psychotic disorders, there is evidence that delay in obtaining treatment of the first 

psychotic episode is associated with poor treatment outcome and prognosis (Birchwood 

et al., 1997; Marshall et al., 2005; McGlashan, 1996; Wunderink, Nienhuis, Sytema, & 

Wiersma, 2006). Furthermore,  20 to 30% of young people have suicidal thoughts or 

behaviour, or are aggressive towards others before receiving treatment (Lincoln & 

McGorry, 1999). Young people in the early stages of a psychotic disorder have 

particularly high suicide rates. The suicide rates in males who had an onset in their 

adolescence was 21.5% (Krausz, Muller-Thomsen, & Maasen, 1995), which is even 

higher than the 10% life-time risk of suicide for people with Schizophrenia (Siris, 

2001). Intervening early also might reduce the impact of the negative consequences of 

the disorder on education or work, living independently, and establishing independent 

social networks (Hafner, Hambrecht, Loffler, Munk-Jorgensen, & Riecher-Rossler, 

1998; Meng et al., 2006).  

There is some evidence that delays in timely treatment of a psychotic disorder 

impact negatively on young people’s development. Loss of social networks 

(Macdonald, Sauer, Howie, & Albiston, 2005), and unemployment (Killackey, 

Jackson, Gleeson, Hickie, & McGorry, 2006) are common in young people with recent 

onset psychosis. For example, in a study of 26 people with recent onset psychosis, they 

were found to have significantly smaller social networks, and fewer friends than people 

without psychosis, when matched for age, sex, education, employment status and levels 

of depression (MacDonald, Hayes, & Baglioni, 2000). There is more compelling 

evidence for significant rates of unemployment in people at the onset and later stages 

of a psychotic disorder. Calculating rates of employment, especially in younger people, 

can vary widely due to different populations and the methods of calculation (Killackey, 
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Jackson, Gleeson, Hickie, & McGorry, 2006). There was 50.2% unemployment in an 

Australian sample of young people with recent onset psychosis attending a specialized 

early psychosis service (Lambert et al., 2005), which contrasts with an unemployment 

rate of about 4% for Australian young people aged 15-24 years (Long, 2005). People 

with recent onset psychotic disorders have high rates of unemployment at the outset of 

the disorder and unfortunately these tend to worsen over time (Killackey et al., 2006).  

 In summary, an aim of early treatment of psychosis is to reduce the effect of the 

disorder on normal developmental processes and minimize harm. However, the 

evidence that current approaches to early intervention are effective is very limited, 

especially for intervention during the prodromal phase (Marshall & Rathbone, 2006). 

The best evidence for an improvement in outcome from early intervention comes from 

trials of specialised early psychosis services (Salokangas & McGlashan, 2008). 

However, large clinical trials have only just begun and in the interim the main focus in 

early intervention continues to be efforts to reduce the delay in people accessing 

treatment by identifying people “at risk” at developing a psychosis. The evidence base 

for effective components of early intervention programs is similarly in its infancy 

including prescribing low dose neuroleptics (McGlashan, 2006). As yet there is no 

clear evidence about the efficacy of early intervention approaches in the prodromal 

phase or clinical guidelines available. There is a well established association between 

DUP, the time between the onset of acute psychotic symptoms and treatment, and 

poorer prognostic outcomes (for example a delay in symptom remission) (Drake, 

Haley, Akhtar, & Lewis, 2000; Marshall et al., 2005; Wyatt, 1991). This correlation 

could be attributable to early treatment enhancing outcomes. Potential competing 

explanations for this association have been highlighted in the literature. For example, a 

longer duration of untreated psychosis may be associated with a more insidious onset, 



 

   20    

 

 

and people who have a gradual onset have a poorer prognosis (Addington & 

Addington, 2005). However, in a meta analysis of 26 studies, with 4490 participants, 

an association between DUP and poor outcome which was not explained by premorbid 

adjustment, was demonstrated (Marshall et al., 2005). 

The results for early intervention studies aimed at reducing DUP are mixed. For 

example, in an Australian controlled trial of an early intervention for psychosis 

program (EPPIC), 51 EPPIC patients were matched with a historical sample of patients 

on age, sex, diagnosis, marital status and premorbid functioning, and there was no 

evidence for a reduction in DUP for the EPPIC sample at one year follow up 

(McGorry, Edwards, Mihalopoulos, Harrigan, & Jackson, 1996). In a follow up study 

with a larger sample than mentioned above, EPPIC patients did much better at one year 

follow-up on a range of outcomes. However, this effect was only for people who had a 

DUP of 1-6 months (Carbone, Harrigan, McGorry, Curry, & Elkins, 1999) but there 

was no evidence that the EPPIC program was more effective at reducing DUP 

compared to the historical matched control group.  The most promising evidence to 

date for the benefits from reducing DUP comes from Scandinavia. Melle et al. (2008) 

demonstrated a significant reduction in DUP in a trial comparing 231 first episode 

psychosis patients who were recruited from a health area service with early detection 

versus an area with no early detection over a 2-year follow up. They found that people 

from the early detection areas not only had a reduction in DUP at pre treatment but had 

a better negative symptom profile at 2 year follow-up than patients recruited in the non 

early detection area. 

  In summary, early intervention in psychosis has been adopted internationally and 

nationally in mental health policy and clinical service delivery. This has been based 

largely on the hope that early intervention may alter the longer-term course of the 
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disorder. However, the impact of early intervention on the longer term course of 

psychotic disorders remains unknown. There is still much scope to investigate and 

improve early intervention efforts especially in the area of reducing DUP, which is 

known to be associated with poorer outcomes for people with psychosis. More well 

designed, longitudinal, controlled trials of early intervention programs similar to the 

Melle et al., (2008) trial will assist greatly in addressing the knowledge gap in the 

efficacy of early intervention.  

It is argued that, given the delay in people accessing treatment for a first episode of 

psychosis, under the current system of care, there may be scope for involving the 

family more in detection and early intervention strategies. There has been little research 

on the family’s role in accessing treatment. However it is likely families, especially 

parents, are the first people who notice early warning signs of an emerging psychosis, 

other than the person themselves. With this possibility in mind, we need to know more 

about how parents make sense of the behaviours associated with an emerging 

psychosis.     

1.5 Challenges for the Family in Emerging Psychoses 

For parents, the prodromal period is likely to create confusion in understanding and 

reacting to their son or daughter. It has been argued that prodromal symptoms are 

difficult for professionals to identify because they are not specific to psychotic 

disorders but overlap with many other psychiatric disorders including substance use. It 

is highly likely that parents also struggle with the ambiguity of problem behaviours in 

their offspring, which may or may not be early warning signs of an emerging psychotic 

disorder. There is limited research on how parents deal with this potential confusion. A 

retrospective study on the help seeking attempts of 86 people who experienced a first 

episode psychosis offers some potential insights (Addington, van Mastrigt, Hutchinson, 
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& Addington, 2002). The patients and families recall of prodromal and acute symptoms 

was assessed retrospectively using a standardised assessment. A significant proportion, 

85% of people and their families reported concerning behaviours before treatment was 

obtained. Of note 75% (40/53) of people who reported concerning behaviours 

retrospectively in the prodromal stage did not seek help. This suggests that help 

seeking is driven by something other than just the presence of problem behaviours.  

The behaviours which were most frequently reported as concerning for people (and 

families) who did not seek help included drug use, depression, work or school decline, 

and decreases in social contact. However, depression, work or school decline were also 

reported frequently by people and their families who sought help.  

The only difference between those who sought and did not seek help in the 

prodromal phase was in the reporting of drug use. Nineteen people and their families 

reporting drug use as a concern did not seek help compared with only seven people 

who did seek help when drug use was involved. Although we do not know the reasons 

why people did not seek help, one possibility is that drug use was associated with 

beliefs that the problem could be self-corrected. The possibility that attributions about 

problem behaviour might mediate help-seeking is central to this thesis.  

Adolescence angst versus illness. The onset of psychotic disorders in late 

adolescence and early adulthood complicates the process of understanding and 

responding to the behaviour problems. For parents, behaviours in the early stages of the 

disorder overlap with typical adolescent behaviours. Adolescence can be a turbulent 

time for adolescents in western societies. Parental conflict, emotional volatility, and 

risk taking are more likely during this stage and are perceived by parents as stressful, 

but also as normative (Arnett, 1999). Behaviours which have been reported as difficult 

for parents of adolescents without psychiatric disorders include violence towards self 
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and others, excessive demands, high dependency on parents, night disturbances, poor 

concentration, embarrassing behaviours, and uncooperative behaviours (Cook, Lefley, 

Pickett, & Cohler, 1994). These behaviours overlap with behaviours also reported as 

concerning for parents with young people in the early stages of a psychotic disorder 

(Addington et al., 2003; Tennakoon et al., 2000).   

When parents are confronted with problem behaviour in their offspring they have to 

decide if undesired changes in their child’s behaviour are due to a normal 

developmental process, an external event (e.g. an argument with a friend), drug use or a 

psychiatric disorder. These causal inferences can have significant consequences for 

parents and how they respond emotionally and behaviourally to their son or daughter 

(Lopez & Wolkerstein, 1990). For example, if being socially withdrawn is interpreted 

as a response to transient stress it might not cause much parental distress. However, an 

attribution that the withdrawal reflects a severe psychiatric disorder might elicit high 

parental distress.  

1.6 The Relevance of Attributions 

The proposition that causal inferences about behaviour underlie emotional and 

coping responses is central in attribution theory (Weiner, 1986). Attribution theory has 

been applied to understanding the experience of relatives of people with an established 

psychotic illness (Barrowclough & Hooley, 2003; Brewin, 1994; Brewin, MacCarthy, 

Duda, & Vaughn, 1991).  Some of these key findings will be discussed in more detail 

in the following chapter. Researchers using an attribution framework have argued that 

family reactions to their ill relative are mediated by attributions, especially beliefs 

about patient volition and control over symptoms (Greenley, 1986; Hooley, 1985, 

1987). Overall it appears from the research, how families perceive and react to their ill 
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relative plays a role in the course of the disorder, although the exact nature of the 

causal mechanisms are unclear (Barrowclough & Hooley, 2003).    

Attribution theory may be especially relevant to the experience of parents of young 

people in the early stages of a psychotic illness. There are three important contextual 

factors, which characterize the experience of parents of young people in the early 

stages of a psychotic disorder, which are particularly relevant to attribution theory: (1) 

the ambiguity of prodromal symptoms, (2) the unfamiliarity of parents with possible 

causes of these behaviours, and (3) the salience of the situation.  With regards to the 

ambiguity of psychotic symptoms, it has been argued that the early signs of psychosis 

may be difficult for parents to differentiate from typical adolescent behaviours and 

associated problems of adolescence. In regards to the unfamiliarity of behaviours, 

parents dealing with a psychotic illness in the early stages are also dealing with a 

situation they most likely have little knowledge of or previous experience with. The 

mental health literacy of Australians is known to be limited (Jorm, Christensen, & 

Griffiths, 2006).  Psychotic disorders are relatively rare in comparison with other 

psychiatric disorders such as mood disorders. An estimated prevalence of current 

psychotic disorder in an Australian survey was approximately 4.7 per 1000 adults 

(Jablensky et al., 1999). Because of this low prevalence in combination with poor 

community awareness, parents are not likely to be familiar with the signs and 

symptoms of psychosis when they are first confronted with them.  The salience of 

disturbed child behaviour is likely to be heightened in the early stages when the ill 

person is still an adolescent or young adult and more dependent on their parents. At this 

stage, parents are likely to feel more responsible for their child’s behaviour and well 

being and more compelled to respond.   
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How parents explain behaviour could be associated with differences in treatment 

seeking, as well as how the parents cope with living with someone with an emerging 

psychosis. The next chapter expands on attribution theory and it relevance to parents 

trying to make sense of recent onset psychosis.
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Chapter 2 

PARENTAL ATTRIBUTIONS IN RECENT ONSET PSYCHOSIS 

2.1 What are Attributions? 

Imagine you are about to get into an elevator. You notice a friend, whom you have not 

seen for sometime, is about to leave the elevator. You say hello enthusiastically but 

they don’t respond and begin to walk away. How do you respond? You may interpret 

their behaviour as deliberate rudeness and feel angry or you may think they have 

ignored you and feel hurt. Imagine now they turn suddenly and apologize. They explain 

they had just received word that their child has been hurt and they are rushing to the 

hospital. How do you interpret their previous behaviour now? Instead of being angry, 

you might turn your attention to their obvious distress and express your concern. You 

might offer them a lift to the hospital. 

This example highlights the essence of the study of attributions in relation to 

interpersonal interactions. The basic premise of attribution theory is that causal 

attributions (explanations of behaviours) influence how people respond emotionally 

and behaviourally (Weiner, 1985, 1986). Bugental, Johnston, New & Silvester (1998) 

distinguish between state and trait concepts of attributions. A trait based 

conceptualisation of attributions views them as memory-dependent knowledge 

structures or attributional styles, and as relatively stable individual differences in 

interpretative styles. The concept of internal-external locus of control is consistent with 

this trait conceptualisation (Rotter, 1966), which refers to an individual’s general 

tendency to explain events as being either under their own control (internal locus) or 

under the control of external factors (external locus).   
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 In contrast, the state view of attributions is of causal reasoning processes 

related to a specific event dependent on the contextual information available. In other 

words, state attributions are transient interpretations of specific events. The 

phenomenon of interest in this thesis is how parents interpret the behaviour of their 

offspring that might be associated with an emerging psychosis. Such attributional 

processes are likely to reflect a state attribution, rather than a trait. The novelty of 

emerging behaviours to be explained means parents will not necessarily have a trait-

like attributional framework built up from past experiences to help them understand the 

behaviour. However, the attributions made after any specific behaviour might well 

reflect the interaction of attributional style with situational contextual cues.  

The proposition that causal inferences about behaviour mediate subsequent 

responses is central to attribution theory (Heider, 1958; Kelly, 1979; Weiner, 1986).  In 

this thesis the core question is how do parents’ attributions of their offspring’s problem 

behaviour relate to the parents’ own well-being when the offspring has psychosis?  

There is evidence connecting parental attributions for child behaviour with emotional 

and relationship outcomes of parents, but this is not related to psychosis. There is 

strong evidence of a connection between attributions for spouse behaviour and couple 

relationship adjustment. These two areas of investigation of attributions are reviewed in 

section 2.3, and suggestions are offered for the implications of understanding how 

parental attributions of offspring behaviour might influence parental adjustment to 

psychosis in an offspring. However, before addressing this it is necessary to analyse 

how attributions are conceptualised and assessed.  

2.2 The Assessment of Attributions 

In a review of attributional dimensions, Weiner (1986) argues that causes are 

judged according to the universal dimensions of locus, stability, control, and globality. 
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Locus refers to whom or what causes the behaviour. Stability refers to whether the 

cause remains stable over time. Control refers to the degree that a person can change 

the behaviour. Globality refers to the extent to which a given cause of a behaviour also 

causes other behaviours. Most researchers have adopted a dimensional approach and 

operationalise attributions along these dimensions (Bugental, Johnston, New, & 

Silvester, 1998), seeking to relate specific attributional dimensions to particular 

responses. For example, in Weiner’s (1986) classic theory of emotion and motivation 

he argued that success and failure outcomes lead people to make explanations for the 

causes of those outcomes, and these causal attributions determine emotional and 

behavioural responses. In Weiner’s model the attributional dimensions of stability and 

locus influenced people’s predictions of success and failure. For example, if failing an 

exam was attributed to a stable cause located within the person (“I am stupid”), rather 

than due to transient, external factors (“I was ill on the day”), prediction of failure is 

likely in future exams. The attributions of success and failure influence future 

behaviour. For example, if someone concludes “I am stupid” then he or she might infer 

that trying on academic tasks is unlikely to enhance future success, and might give up 

study.  

2.3 Attributions and Interpersonal Relationships 

The role attributions play in distressed couple relationships has been studied 

extensively (Bradbury & Fincham, 1990; Holtzworth-Munroe, 1988). Bradbury & 

Fincham (1990) used information processing theory in an attempt to understand the 

role attributions play in couple relationships. In their model they argue that a causal 

search begins after there has been a perceived relationship rule violation, such as, a 

partner forgetting a birthday.  A decision is made about the salience of the event, such 

as “It is important for my partner to remember my birthday because it is a sign that I 
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am important to him”. Salient, negative events often elicit a search for an explanation. 

If the event is seen as internal to the partner, e.g. “He forgot my birthday because he is 

a thoughtless person”, then a responsibility attribution is made, such as “He has 

forgotten my birthday but remembers other important events so he can control his 

forgetfulness”. Finally, a judgement of blameworthiness is made such as, “Because he 

chooses to forget something, and can control this, he is responsible for his 

forgetfulness, and because he should know it is important to me and he still chooses to 

forget he is blameworthy”. These negative attributions are argued to mediate a negative 

emotional response to the behaviour. In contrast, other attributions are proposed to 

mediate different emotional responses to the same behaviour. For example, the 

attribution “He has forgotten my birthday, he must have had a busy day at work and 

had too much on his mind” might lead to forgiveness.    

 There is an association between the attributions spouses make about 

relationship events and relationship satisfaction. Distressed couples view the causes of 

their partners’ negative behaviour as more pervasive, more selfish, and view their 

partner as behaving with negative intent (Bradbury & Fincham, 1990). Evidence from 

longitudinal studies show attributions for negative relationship events predict later 

relationship satisfaction (Fincham & Bradbury, 1987; Fincham, Harold, & Gano-

Phillips, 2000; Margolin & Weiss, 1978).   

Parental attributions for negative child behaviour also predict parental and child 

outcomes. Consistent with the pattern of findings in couple relationships, parental 

attributions that negative child behaviour is caused by the child, is purposeful, and has 

selfish motivation predicts aggressive reactions by parents towards their children 

(Smith & O'Leary, 1995). Parents who attribute their child as having a high degree of 

control over problem behaviour express more negative emotion to their child 
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(Bugental, Blue, & Cruzcosa, 1989). In a meta analysis of eight studies, parental 

attributions that negative child behaviour reflects a general negative, stable 

characteristic of the child predicted low parental satisfaction and poor later child 

adjustment (Joiner & Wagner, 1996). 

 An important limitation in attribution research involves the conceptualisation 

and measurement of attributions. There has been a lack of agreement and specificity 

over the dimensions of attributions needed to explain particular phenomena. This has 

contributed to a difficulty in interpreting evidence. For example, some of the problems 

with attributional research in the couple area as cited by Bradbury and Fincham (1990) 

also apply to problems in the area generally. These include the overlap of the various 

attributional dimensions identified (Bradbury & Fincham, 1990). More evidence is 

needed on the validity of the various dimensions. For example, responsibility, control, 

and blame are frequently correlated.  It is unclear to what extent they represent separate 

phenomena. Measurement issues can also contribute to problems in interpreting 

evidence. For example, using self reports of both attributions and outcome measures 

can contribute to problems of shared method variance.  

2.4 Attributions for Psychosis 

There is a well-established association between EE and patient psychotic relapse, as 

described in Chapter One. Hooley (1985) hypothesized that family attribution about 

behaviour in the patient, especially beliefs that the patient can control problem 

behaviour, leads to hostility and criticism by families. Brewin et al. (1991) further 

speculated that patients’ negative symptoms are more likely to elicit anger by families, 

as families might believe patients can control those symptoms. A body of research has 

investigated the attributions in families rated as high on EE based on the premise that 
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negative attribution might be a key characteristic of high EE families (Barrowclough & 

Hooley, 2003).  

A medline and psychInfo search was conducted for all studies looking at the 

association between relative attributions about patient behaviour and EE. Twelve 

studies were located and are described in detail in Table 1. The participants in the 

majority of the studies are relatives of people with chronic psychotic disorders. 

Participants in two studies were relatives of people with a recent onset psychosis. 

These studies included Patterson et al. (2000) who investigated the change in the EE 

status in relatives of people experiencing their first presentation and in the second study 

the participants had their initial onset of psychosis in the last two years (Weisman, 

Nuechterlein, Goldstein, & Snyder, 1998, 2000).  

 The first step in interpreting the research is understanding how attributions 

have been assessed in the body of research. The majority of the studies used transcripts 

from the CFI, (which are used to code EE), to extract attributional statements using the 

Leeds Attributional Coding System (LACS) (Munton, Silvester, Stratton, & Hanks, 

1999). The LACS is designed to classify attributional statements from naturally 

occurring speech. Attributional statements are coded according to the following causal 

dimensions:- Internal-external: Is the event believed to be caused by something 

internal to the person or is it caused by something external to the person; Stable-

unstable:Will the cause be likely to apply in the future under similar conditions; 

Controllable-uncontrollable: Can the person influence the outcome of a specific event 

or not; Personal-universal: Is there something personal to the individual in the 

relationship between a cause and event (personal) or would this association have 

occurred to anyone in the same situation (universal); Global-specific: Is the cause 

associated with only one outcome (specific) or a number of outcomes (global). These 
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dimensions are derived from the work of (Heider, 1958) and Weiner (1985, 1986) 

mentioned above and cited in Barrowclough & Hooley (2003, p855). 

From Table 1, the most compelling and consistent finding across studies is that 

high EE relatives made significantly more attributions that the behaviour was 

controllable than low EE relatives (Barrowclough, Tarrier, & Johnston, 1994; Brewin 

et al., 1991; Lopez, Nelson, Snyder, & Mintz, 1999; Weisman, Lopez, Karno, & 

Jenkins, 1993; Weisman, et al., 1998). There is also evidence that relative attributions 

that are internal and personal to the person are associated with high EE (Barrowclough 

et al., 1994; Brewin et al., 1991). It appears that parental attributions predict patient 

outcomes even when controlling for EE status (Barrowclough et al., 1994), although 

this finding needs replication. Further, shifts in EE status have been associated with 

changes in parental attributions. This was a key finding in one of the first studies 

investigating the relationship between attributions and EE. Brewin et al. (1991) 

investigated the attributional statements of 58 relatives of people with schizophrenia. 

Relatives’ statements made during the CFI were extracted using the LACS. A strength 

of this study was the attempt to look at situational variables which may impact on the 

attributions made other than EE status. These included specific behaviours, age, illness 

chronicity, and level of disturbed illness behaviour including aggression toward the 

family. In terms of the association of the attribution dimensions with specific 

behaviours, Brewin et al. (1991) found that more stable attributions were made for 

negative interpersonal behaviours compared with negative symptoms, illness (positive 

symptoms) and antisocial behaviours. More personal causes were attributed for 

interpersonal and antisocial behaviours than illness (positive symptoms) and negative 

symptoms. Antisocial behaviours were attributed as having more controllable causes 

than all other behaviours. In terms of the other variables, relatives living with patients 
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with disturbed behaviours made significantly less universal attributions and less 

uncontrollable attributions.
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Table 1 

Summary of Attributional Studies in the Psychosis Area  

_________________________________________________________________________________________________________________________________ 

Study     Participants      Key findings for attributions 

_________________________________________________________________________________________________________________________________ 

 
1. Brewin et al. (1991)    58 relatives (44.8% mothers, 19% fathers and    High EE critical relatives made  

       36.2% other relatives) of 49 people with schizophrenia. more controllable and personal   
       63% male patients; mean age 28 yrs (range 16-56yrs); attributions. No difference between 
       Mean time since first contact with services   Low EE and EOI relatives.  

4.8 yrs (range 1-21 yrs); 42.9% first onset in previous 
12 months.    

 
 
 

2. Harrison & Dadds (1992, 1998)   1992: 31 primary caregivers (93.5% female) of 31   High EE caregivers had poorer   
people with schizophrenia (70.9% male).    knowledge of schizophrenia; reported    
Mean age of patient 34 yrs (range 15-85yrs).    less ability to cope with the disorder 
The majority 74.2% had an illness duration >5 years. and were more likely to attribute the   
       cause of negative symptoms to the 
       patients personality. 
 
1998: 84 primary caregivers (88% female) 84 patient Poor illness knowledge, attributing 
with Schizophrenia (63% male).    the cause of negative symptoms to   
Mean age of patient 31yrs (range 15-85yrs).  personality and a smaller proportion of 
The majority 61% had an illness duration of >5 yrs.  of negative symptoms predicted                                     
                                             caregiver criticism of patients. 

 

_________________________________________________________________________________________________________________________________ 
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________________________________________________________________________________________________________________________________ 

Study     Participants      Key findings for attributions 
________________________________________________________________________________________________________________________________ 

 
 
3. Weisman et al. (1993)    46 relatives of 46 people with schizophrenia  High EE critical relatives perceived  

(Mexican American). 57% male     patients to have more control than low 
No details of illness chronicity.    EE relatives. There was a weak nonsig.  

trend between negative affect and  
perceived patient controllability.  
 

 
4. Brewin (1994)     26 relatives (57.7% mothers; 11.5% fathers;   Reductions in relative hostility  

30.8% other) of 22 people with schizophrenia.  associated with shifts towards  
54.5% male; mean age of 28 yrs (range 17-55 yrs).  more universal and uncontrollable 
An average of 2 previous hospital admissions.  attributions. Reductions in relative   

        criticism not related to attributional 
       change.  

 
 

5. Barrowclough et al. (1994)   60 relatives of 51 people with schizophrenia   High EE relatives made more internal 
(60% parents; some people resided with more   attributions than low EE relatives.  
than 1 relative). 47% of people with schizophrenia   Critical/hostile relatives more  
were males. Mean age 33.7yrs;     controllable and internal attributions  
Mean illness duration 5.9 yrs.    than low EE and High EE EOI. 
       Controllable and internal attributions 

associated with patient relapse after 
controlling for EE.  

    
________________________________________________________________________________________________________________________________ 
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_________________________________________________________________________________________________________________________________ 
Study     Participants      Key findings for attributions 
_________________________________________________________________________________________________________________________________ 
 

6. Barrowclough et al. (1996)  Same as for Barrowclough et al. (1994)   No association between relatives causal                                       
             attributions to patient and relative distress                          
             (GHQ). 
 

7. Provencher & Mueser (1997)  70 primary caregivers (81.4% female; 90% parents) Caregivers who perceived patients as 
of 70 people with Schizophrenia (74.3% male;   less responsible for negative symptom  
mean age 34.5 yrs).      behaviours reported significantly higher  
Majority illness duration >5years.    levels of objective burden (with severity of  

             negative symptoms controlled).  
 

8. *Weisman et al (1998)   40 relatives of 40 people with     High EE relatives perceived patients to have  
schizophrenia;<2yrs onset more control than did low EE relatives.  Less 

critical comments for positive symptoms than 
negative symptoms.   

 
 
 

9. Lopez et al. (1999)   40 relatives of 40 people with schizophrenia  Perceived controllability of patient positively                              
      (86% male). No details for illness duration.  associated with criticism and negatively  
             associated with warmth. Illicit drug use  
             associated with more perceived control by  
             relatives. Criticism, control attributions, and
             drug use predicting worse patient outcome.  

 
_________________________________________________________________________________________________________________________________   
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_________________________________________________________________________________________________________________________________
Study     Participants      Key findings for attributions 
_________________________________________________________________________________________________________________________________ 

 
 
 

10. Weisman et al. (2000)   35 relatives of people with schizophrenia  A nonsignificant trend (p<.08) for High EE relatives 
     from two samples (see Weisman et al 1998). to perceive patients as having more control the Low EE. 

No details on patient gender.    Low EE relatives from High EE households perceived patients 
All < 2 yr illness onset.    as having more control than did Low EE relatives from Low EE 

           households.  
 
 
 

11. Patterson et al. (2000)  39 key relatives (77% parents) of people with  EE status changed in 28.2% of relatives,   
first presentation of an acute psychosis.  predominantly from high to low over 9 months post   
61.5% male patients. Mean Age 23.1 yrs.  hospitalisation. High EOI and low criticism were associated  

with high perceived loss. The shift from high EOI to criticism was 
associated with a reduction in perceived loss.  

 
12. Provencher & Fincham (2000)   Same as for Provencher & Mueser (1997)  No difference in relative responsibility attributions for positive  

           and negative symptoms behaviours. Patient knowledge of    
consequences, and perceived intentionality were associated with 
attributed responsibility by relative for both positive and negative 
symptom behaviours.     

   

_________________________________________________________________________________________________________________________________ 

Adapted from Barrowclough & Hooley (2003) 
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There were non-significant trends for greater internal attributions with increasing 

patient age and illness chronicity. In terms of EE, critical and/or hostile relatives made 

more attributions to factors personal to and controllable by the patient. Relatives high 

on hostility made more internal attributions and gave fewer causes. 

Consequent studies have also found that there is a different pattern of parental 

attributions for different symptom behaviour. In some studies negative symptoms have 

been found to attract more criticism by relatives towards the patient (Harrison & 

Dadds, 1998; Weisman et al., 1998). In one study, the presence of illicit drug use was 

associated with more attributions of control and criticism, and attributions of control 

and drug use predicted poor patient outcome (Lopez et al., 1999). High EE has also 

been associated with poorer relative knowledge of the disorder and relative’s 

perception of their ability to cope with the disorder (Harrison & Dadds, 1992, 1998).    

 Support for parental attributions possibly having a causal influence in the 

development of EE comes from a follow up study (Brewin, 1994), which looked at the 

changes in attributions and EE over the course of an intervention designed to decrease 

expressed emotion. There was a significant decrease in criticality of the relatives post 9 

months, but these reductions were not related to attributional changes. Reductions in 

hostility, however, were associated with shifts to more universal and uncontrollable 

attributions. This provides support to Hooleys’ (1985) original hypothesis that 

attributions, especially those related to control, underlie the hostility associated with 

high EE.  

In summary, there is evidence that the same attributional patterns, in relatives with 

a person with a psychotic disorder are associated with poor relationship outcomes and 

possibly patient outcomes as those evident in the couple and child areas outlined above. 
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There is most support from cross sectional studies in Table 1 for an association 

between the High EE critical and hostility dimensions and attributions that their ill 

relative can control their behaviour and attributions that the behaviour is internal to the 

person. Further, like high EE, critical and hostile relative attributions predict relapse in 

psychotic symptoms. There is some support that changes to more universal and 

uncontrollable attributions are associated with a decrease in relative hostility towards 

their relative. Negative symptoms appear to be more prone to these critical and hostile 

attributions. Poorer knowledge and coping have been associated with critical and 

hostile attitudes held by relatives and attributions made about negative symptoms to 

personality. There is evidence that substance use attributions attract attributions the 

person can control their behaviour (Lopez et al., 1999).  

Attributional findings for first episode and recent onset families. Most of the 

research cited above is derived from the experiences of relatives of people with 

established psychiatric disorders. A recurrent argument in the literature has been that 

the experience of first episode and recent onset families is different from that of 

families of older people with established disorders. Consistent with this, the evidence 

supports EE as being less stable in earlier stages of the disorder (Butzlaff & Hooley, 

1998; Patterson et al., 2000). Further, in an extension of the attributional model to 

investigate the development of EE in first episode families one study found that 

appraisals of loss were linked to high emotional over-involvement (EOI) at baseline, 

but this perception of loss was reduced in relatives who were initially high EOI but 

changed to high criticism over a nine month period post hospitalisation (Patterson, 

Birchwood, & Cochrane, 2005). This finding is important because, as the authors point 

out, the reduction in loss appraisals in relatives who change from high EOI to low EOI 

or high criticism gives some clue as to a short-term adaptive process in high EE 
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families where over controlling behaviours by relatives may be seen as an attempt to 

restore the person to their previous functioning.  This finding may help explain why 

some of the attempts to use traditional family approaches, such as psycho education, 

problem solving and communication training, based on families living with people with 

established illnesses has not been effective for recent episode families (Linszen, 

Dingemans, Van der Does, & et al, 1996).   

Relationship between attributions and parents’ adjustment. The earlier research 

outlined in Table 1 provides little insight into how relative’s beliefs about patient 

symptoms relate to their own functioning. In an early study which looked at relative 

outcomes, no association was found between attributions and relative distress as 

measured by the General Health Questionnaire (Barrowclough, Tarrier, & Johnston, 

1996). However, as Barrowclough et al. (1996) point out, this was despite the 

consistent evidence on the high levels of distress in families of people with psychiatric 

disorder. For example, Fifty-five percent of the relatives in the Barrowclough et al. 

(1996) study met the threshold for a psychiatric case as assessed by the General Health 

Questionnaire (Goldberg & Williams, 1988; Goldberg, 1978).     

A possible explanation for this anomaly is that there are different attributional 

dimensions which are more predictive of different aspects of relative distress. Despite 

this early finding, there is later support for an association between parent’s attributions 

of patient behaviour and appraisal and their own well being. For example, a positive 

association was found between illness attributions and parental distress in a study by 

Provencher & Mueser (1997). The relationship between relative burden and 

responsibility attribution was investigated in 70 relatives of people who were recruited 

from self-help groups whose ill relatives were residing in the community. Caregiver 

distress was conceptualised as objective or subjective burden which relates more 
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specifically to the distress arising from the illness. Responsibility attributions were 

assessed in relation to parental ratings of eight positive symptoms and eight negative 

symptoms.  They found, contrary to their hypothesis, that caregivers who believed that 

the patient was less responsible for negative symptoms reported higher levels of 

objective burden. The association was not significant for positive symptoms. In other 

words, relatives who believed that patients were less in control of their negative 

symptoms may have taken on more responsibility for care giving tasks (for example 

taking care of finances and daily living tasks such as cooking and household chores).   

2.5 Parental Attributions and Family Interactions 

Various diathesis-stress models of EE have been put forward in an attempt to 

progress knowledge about the relationship between EE and relapse in psychotic 

disorders (Kavanagh, 1992). In brief, in diathesis stress models of EE,  relatives’ 

affective responses towards their ill family member (EE) is a function of the interaction 

or transaction between a number of patient and relative variables, including appraisals, 

emotion, coping, and external factors. For relatives, the symptomatic behaviours of the 

patient can be viewed as a stressor, in which relatives’ responses are influenced by a 

variety of variables including their appraisals. In turn, in biologically vulnerable 

individuals’ relative behaviours can be viewed as sources of stress (Hooley & Gotlib, 

2000; Kavanagh, 1992; Lazarus & Folkman, 1984). 

In more recent attempts to investigate the development of EE, diathesis-stress 

models have focused specifically on the role of relatives’ appraisals. Evidence from 

these studies supports the influence of relatives’ appraisals in predicting EE and related 

distress (Barrowclough & Parle, 1997; Hooley & Campbell, 2002; Patterson et al., 

2000; Patterson et al., 2005; Scazufca & Kuipers, 1996).   
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2.6 Attributions for Recent Onset Psychosis 

 In this chapter, the rationale and evidence for the usefulness of attributions in 

understanding how parents deal with psychosis has been outlined. However, the 

research to date in the psychosis area has a number of limitations in relation to 

understanding the association between attributions and parental adjustment. The 

relationship between attributions and parental adjustment is likely to vary across the 

stages of the development of psychosis. In the scenario of Brendan, the parents were 

faced with the difficult task of trying to work out the causes of their son’s negative 

behaviour. Due to the nature of psychosis, that is, the ambiguity of symptoms and the 

overlap of symptoms with other problems, this is not an easy task for parents. It is 

argued throughout this thesis that this is a significant source of distress for parents in 

the early stages of an emerging psychosis. It has been argued that attributions are 

important because they help guide coping responses to behaviour. If parents have 

difficulty working out what is causing the difficult behaviour this may complicate and 

impact on their ability to cope. In the early stages, the unique challenge for parents is 

differentiating between psychosis related problem behaviours and problem behaviours 

caused by other factors, for example, normal developmental challenges, drug related 

problems, and transient stressors. Even for families of people with established 

disorders it can be difficult to make attributions about what is disorder related 

behaviour.   

2.7 Issues in the Assessment of Parental Attributions 

 There are issues in the conceptualisation and consequent assessment of 

attributions in the psychosis literature which are relevant to this thesis. In the literature 

on established psychotic disorders, the common methodology has been to extract 

causal dimensions or attribution categories from transcripts generated from the CFI 



 

   43  

 

 

(Vaughn & Leff, 1976) using the LACS (Stratton, Munton, Hanks, Heard, & Davidson, 

1986; Munton, et al., 1999). There are a number limitations with this methodology in 

trying to answer the questions of interest in this thesis. The CFI relates to parents’ 

responses to global questions about how the patient’s illness and hospitalisation has 

impacted on them. However, evidence suggests that different behaviors may illicit 

different attributions (Brewin et al., 1991). For example, negative symptoms may be 

especially problematic for families in the earlier stages. Using the traditional 

methodology of the LACS to derive global attributional dimensions based on the CFI 

transcripts provides no way to tease out different parental responses to different classes 

of disorder related behaviour. It seems that knowing which specific behaviours are 

more likely to give rise to problematic attributions is crucial in designing appropriate 

interventions for families who are dealing with the earlier stages of the disorder.      

 For parents of people with a recently diagnosed or emerging psychotic disorder 

it has also been identified in the previous chapters that the lack of knowledge and 

experience of psychosis combined with the overlap of potential symptoms of psychosis 

with typical adolescent behaviours may create more difficulty for parents trying to 

make sense of those behaviours. Again the traditional methodology for assessing 

attributions using a global rating system does not assist in teasing out this issue. What 

is needed is a method for assessing parental attributions on a range of specific 

behaviours. Further, the behaviours should be representative of those that capture the 

overlap between disorder related behaviours and those typical in younger people. 

 In summary, attribution theory has been discussed in detail in this chapter. The 

nature of psychosis and the unique challenges parents face when confronted with an 

emerging psychosis were discussed in the previous chapter. The main argument of this 

chapter is that attribution theory provides an appropriate framework in which to 
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generate hypotheses in relation to parents trying to understand the ambiguous 

behaviour associated with an emerging psychosis. The next chapter is devoted to 

addressing the issues raised in this section. An assessment methodology is outlined 

which was developed to tease out the dilemmas parents face in trying to assess the 

causes of ambiguous problem adolescent behaviour. 
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Chapter 3 

STUDY 1: THE EFFECTS OF CUEING TO THE POSSIBILITY OF 

PSYCHOSIS ON PARENTAL ATTRIBUTIONS TO PROBLEM 

OFFSPRING BEHAVIOUR 

3.1 Background 

Chapter one began with a scenario of a young person, Brendan, who was 

experiencing his first psychotic episode. The scenario described his parents’ 

experiences as they attempted to make sense of their son’s increasingly abnormal 

behaviour. The scenario was intended to communicate the difficulty parents face in 

understanding problem adolescent behaviour in the early stages of an emerging 

psychotic disorder. A key argument in this chapter is that the ambiguous nature of 

behaviours associated with an emerging psychosis makes it difficult for parents to 

identify early psychosis and know when to seek help. It is proposed that it is only when 

parents recognize an extreme behaviour as a psychotic symptom that they are likely to 

be cued to the possibility that a psychiatric disorder may be underlying the behaviour. 

The attribution by parents of behaviours in their child as being part of a psychotic 

disorder may be important in parents seeking psychiatric care.  

 There are three reasons that all contribute to the difficulty parents have in 

identifying psychosis in the prodromal stage. (1) The prodromal symptoms, which 

usually precede the onset of an acute psychotic episode, are not sensitive to, nor 

specific, to psychosis (Jackson, McGorry, & Dudgeon, 1995). Even for professionals 

who have extensive training in the detection of psychotic symptoms, it can be very 

difficult to predict if the person will go on to develop a psychotic disorder. Parents  
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without specialist training have little understanding of psychosis, and are unlikely to 

identify emerging psychotic symptoms. (2) Adolescence is commonly perceived to be a 

developmental stage when there is an increase in behaviours viewed as problematic by 

parents (Buchanan, Eccles, Flanagan, & et al, 1990). This expectation of problem 

behaviours in adolescence may lead parents to misattribute the cause of problem 

behaviour to adolescence rather than psychosis. (3) There are very high rates of 

substance use in young people. The presence of substance use can make it very difficult 

to recognize an emerging psychotic disorder (Greenbaum, Foster-Johnston, & Petrila, 

1996). Rates of substance use are particularly high in young people who develop 

psychosis (Wade et al., 2005), with reports of up to 50% of adolescent inpatients with 

psychosis having co morbid substance use (Green, Young, & Kavanagh, 2005; 

Strakowski et al., 1993).   

3.1.1 The Challenge of the Prodromal Stage 

 

Prodromal signs are often identified retrospectively as predating an initial psychotic 

episode (Beiser, Erickson, Fleming, & Iacono, 1993;  Malla & Norman, 1994;  Malla et 

al., 2004;  McGorry, McKenzie, Jackson, et al., 2000). However, many behaviours 

commonly identified as prodromal occur frequently in the general population, and 

many overlap with other psychiatric disorders, for example, depression. An Australian 

study of the prevalence of behaviours often identified as prodromal symptoms of 

psychoses in a high school population highlights the lack of specificity of these 

behaviours to young people developing psychoses (McGorry et al., 1995). Of the 657 

students (mean age 16.5 years) that completed an amended version of the Early Signs 

Questionnaire, which lists common prodromal symptoms, 18% reported experiencing 

social isolation or withdrawal, 46% reported unusual perceptual experiences, and 51%  
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reported “magical ideation”.  The magical ideation question asked if the student had 

any unusual ideas, such as getting messages from the television or radio, or being able 

to communicate directly with god. The prevalence of psychotic disorders is around 4.7 

per 1000 in Australia (Jablensky et al., 1999), so it is clear that the majority of these 

students are unlikely to develop a psychotic disorder, yet they do evidence behaviours 

often classified as prodromal.   

Cornblatt et al. (2002) proposed that the experience of prodromal symptoms may be 

associated with vulnerability to developing a psychotic disorder, and this vulnerability 

interacts with a range of other risk factors to predict the onset of psychosis. For 

example, a stressful family environment, high life stress or substance use might 

exacerbate a vulnerability and lead to a psychotic episode. This conceptualisation is 

really an application of the stress-vulnerability model of psychoses proposed by 

Neuchterlein et al. (1992) and others. The limited capacity to predict the onset of 

psychosis is illustrated in the experience of the Personal Assessment and Crisis 

Evaluation (PACE) clinic established specifically to identify and assist young people at 

risk for developing a psychotic disorder (Phillips et al., 2002). Even with specific 

criteria used to define risk and a thorough clinical assessment, only 41% of people 

identified as at risk experienced an acute psychosis (Yung et al., 1998).  

The contribution of substance use to the interpretation of problem behaviours in 

adolescence, and prediction of the onset of psychosis, deserves special mention for 

three reasons. First, substance use is highly prevalent in young people to the degree that 

it can be regarded as normative in the younger population (Hops, Andrews, Duncan, 

Duncan, & Tildesley, 2000). Second, the prevalence of substance use is particularly 

high in young people with a diagnosed psychosis (Lambert et al., 2005). Finally, 

psychotic symptoms can be triggered by the use of psychomotor stimulants such as 
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amphetamines and cocaine (Dawe & McKetin, 2004; McKetin et al., 2006). Together 

these three factors may contribute to parents having difficulty in attributing the cause of 

behaviours which could be a psychiatric disorder. 

3.1.2 Adolescent Angst versus Psychiatric Disorder 

 Another reason parents find it difficult to attribute the causes of problem 

behaviours in their adolescent child is that parents in Western societies commonly 

perceive adolescence as a time when most young people exhibit high rates of problem 

behaviours (Buchanan et al., 1990). Arnett (1999) reported that the most commonly 

reported problems during adolescence were conflict with parents and withdrawal from 

family interaction (Laursen, Coy, & Collins, 1998), depression (Larson & Richards, 

1994; Petersen, Compas, Brooks-Gunn, & et al, 1993) and risk-taking behaviours 

particularly substance use. Each of these common problem behaviours in adolescents 

may be associated with psychiatric disorder, but more often there are other causes. For 

example, in Western countries it is developmentally normal for adolescents to reduce 

their interaction with parents and spend more time with peers. Bongers, Koot van der 

Ende, and Verhulst (2003) assessed 2076 children aged 4 to 18 years, every 2 years for 

10 years with the Child Behaviour Checklist (Achenbach, 1991). The normal trajectory 

for withdrawal was for it to increase during the adolescent years in both males and 

females. Thus, social withdrawal is both a prodromal symptom of psychosis and a 

common adolescent behaviour pattern. This creates a dilemma for parents trying to 

decide whether the withdrawal is a normal part of adolescence or a sign of psychiatric 

disorder. 

3.1.3 Attributions of Problem Adolescent Behaviour 

The attributions parents make for adolescent behaviour have numerous potential 

consequences. Attributions of problem behaviours to psychosis might mediate 
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treatment seeking. There is typically a substantial delay (of up to two years) in young 

people experiencing acute psychosis receiving psychiatric treatment (Larsen et al., 

2001; Larsen et al., 1996; Loebel et al., 1992). A complex array of factors most likely 

contributes to the delay in the treatment seeking of people experiencing a first 

psychotic episode. The difficulty parents have in recognising problem behaviours as 

symptoms of psychosis is likely one of these factors. There is little data on 

determinants of treatment seeking in people with psychosis, but treatment seeking in 

general is predicted by the perceived severity of the problem (Angel & Thoits, 1987).  

In the psychosis literature, severity of symptoms and previous family experience of 

psychosis correlate with families’ help-seeking (Chen et al., 2005). In a retrospective 

study of 131 first onset families, having a family member with a psychotic disorder and 

an acute presentation predicted a shorter DUP. In another retrospective study of 86 

people and their families, who accessed a specialist mental health service for a first 

presentation psychosis, the majority of people and their families (62%) did not access 

help before the onset of acute psychotic symptoms (Addington et al., 2002). This was 

despite forty (75%) of these people reporting that they experienced a range of 

concerning behaviours before they became psychotic. In contrast, after the appearance 

of acute psychotic symptoms, 84 (98%) made contact with the health service. This 

provides some support that it is the recognition of acute psychotic symptoms which 

prompts help-seeking.       

In addition to parental attributions influencing treatment seeking, attributions are 

also likely to influence parental responses to the adolescent. There is a relationship 

between attributions and negative attitudes by relatives towards family members with a 

psychotic disorder. Specifically, relative criticism and hostility are associated with 

attributions that the person can control their behaviour (Barrowclough & Hooley, 
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2003). For example, if a person is withdrawn, relatives who attribute this withdrawal as 

within the person’s control have more critical and hostile attitudes towards the person 

than relatives who attribute withdrawal to uncontrollable factors (such as stress). 

 The association between attributions of controllability of negative behaviour with 

hostility is observed in many families, and is not specific to families that include a 

member with a psychosis. For example, parental attributions of controllability of 

negative adolescent behaviour are associated with parental-adolescent conflict (Grace, 

Kelley, & McCain, 1993). Similarly, attributions of controllability about negative 

partner behaviour are associated with couple relationship distress and aggression 

(Bradbury & Fincham, 1990).  

The body of evidence supporting a relationship between a parent’s belief about how 

much a person can control symptoms of psychosis and critical and hostile reactions by 

the parent almost exclusively is cross sectional (Barrowclough et al., 1994; Brewin, et 

al., 1991). This raises questions about the causal links underlying these associations. 

Brewin (1994) found that in twenty-six relatives of patients with schizophrenia, 

reductions in relative hostility directed towards the patient predicted decreasing 

parental attributions of symptoms controllability. Thus, it is plausible that negative 

affect elicits more controllability attributions.     

3.1.4 Parental Distress in Recent Onset Psychosis 

The relationship between parental attributions of problem adolescent behaviour and 

parental adjustment is a critical area requiring further study. Caregivers of people with 

psychotic disorders experience very high levels of psychological distress at two to three 

times the rate of the normal population (Oldridge & Hughes, 1992). They also 

experience high conflict with their child (Raune, Kuipers, & Bebbington, 2004), and 

there is a correlation between parent-child conflict and relative distress (Boye et al., 
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2001). The association between parental attributions of patient behaviour with family 

conflict and relative distress might be parental attributions of patient behaviour causing 

conflict and parental distress. Consistent with this possibility, reductions in attributions 

of negative behaviours as controllable are associated with reductions in criticality and 

hostility by relatives (Hooley, 1985, 1987). Alternatively, levels of pre-existing relative 

distress might elicit negative attributions of problem behaviours and relative criticism, 

and these negative patient attributions may then contribute to an escalating cycle of 

conflict and family distress. Applying this idea to families already experiencing higher 

levels of distress, the development of a psychosis illness in an offspring might 

overwhelm  the parent’s ability to cope, and therefore elicit high conflict and more 

negative affect (Raune et al., 2004).     

  In summary, parental attributions of the controllability of adolescent behaviour 

is likely to mediate family responses to an emerging psychotic disorder (Raune et al., 

2004), influencing help-seeking responses to the person with psychosis and parental 

adjustment.  

3.1.5 Measurement of Attributions 

Research on attributions for psychosis has most often used the LACS to classify 

attributions (Munton et al., 1999). Attributions have most often been rated from 

transcripts from the semi-structured CFI designed to assess EE. The LACS counts the 

occurrence of categories of attributions (Internal-external; Stable-unstable; 

Controllable-uncontrollable; Personal-universal; Global-specific), and a summary score 

is derived for each category to reflect the proportion of all attributions rated in that 

category. Coding of the CFI using the LACS has some important limitations as a 

means of assessing response to problem adolescent behaviours. First, the LACS codes 

parents’ responses to questions about the onset of their offspring’s psychosis and the 
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impact on the family. The attributions arising from the LACS are not elicited in 

response to a common set of behaviours, and hence attributions may just reflect 

symptoms. Second, the stimuli of interest in the current research were the specific 

behaviours which may create confusion in parents because of the overlap with normal 

adolescence. Examples of these ambiguous behaviours include withdrawal from the 

family, irritability, sleep disturbance, and agitation. In my clinical experience, parents 

often attribute these behaviours to a variety of causes. Specifically, parents sometimes 

see these behaviours as a normal part of the developmental process for adolescents. 

Another possibility often mentioned by parents is external stress, like work or study 

demands. Another common attribution is to personality, an internal attribution to the 

person. Sometimes parents suspect drug or alcohol abuse contributes to their 

offspring’s behaviour, and some attribute it to psychiatric disorder. I wanted to develop 

a coding system that captured these causal attributions.  

As noted earlier, most existing attributional coding systems focus on internal versus 

external causes, and responsibility or blame (Bradbury & Fincham, 1990). In past 

research, attributions to personality and psychiatric disorder attributions were common 

among family members, and are associated with relative adjustment (Harrison & 

Dadds, 1992, 1998). However, these dimensions do not capture all the possibilities I 

have heard families describe. 

Ratings of the amount of blame of the young person in addition to the categories of 

normal development, stress, personality, drugs and psychiatric disorder, and the 

perception of the amount of control the young person had were included. These 

dimensions seemed potentially important predictors of family conflict and parental 

adjustment. For example, there is support for the association between blaming attitudes 

and poorer parental adjustment (Barrowclough & Hooley, 2003)  
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3.1.6 Aims and Hypotheses 

In summary, there are reasons to believe that the attributions parents make for their 

offspring’s problem behaviours mediate both treatment seeking and the adjustment of 

parents to their offspring’s disorder. Based on the available research and my own 

clinical experience, I hypothesised that the attributions parents make often do not 

identify psychiatric disorder as a potential cause, at least not initially. I further 

proposed that sometimes extreme behaviour may cue parents to the possibility that a 

psychiatric disorder might be causing problem behaviours. The aim of the current study 

was to investigate the effect of cueing to psychiatric disorder on the attributions of 

parents for the young people’s problem behaviour. Specifically, the aim was to test the 

proposition that parents are cued to psychosis as a possible cause of other less obvious 

problem behaviour after exposure to a very obvious psychotic symptom. For example, 

a father reported that he had dismissed many of his son’s problem behaviours as being 

due to his young age and substance use. However, one night he found his son 

wandering the street in a disoriented state. It was only then that the father reported that 

at that moment he finally realized his son had “gone crazy” and called the police for 

help.  

To test this proposal, two groups of parents were recruited. The first group had a 

son or daughter who had been admitted to a psychiatric hospital with a psychotic 

disorder (PSYCH +). This group can be viewed as having been cued to psychosis 

because of their exposure to psychotic behaviour via personal experience. The second 

group of parents had no family history of psychiatric disorder (PSYCH -). Hypotheses 

1 and 2 are designed to test for the cueing effect of exposure to obviously psychotic 

behaviour on parental attributions to more ambiguous problem behaviour. The specific 

hypotheses tested were as follows:  
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Hypothesis 1: PSYCH + parents will make more psychiatric disorder attributions 

about the causes of problem youth behaviour than PSYCH - parents.  

Hypothesis 1 was based on the reasoning that, having experienced their offspring 

developing a psychotic disorder, PSYCH + parents would be cued to psychiatric 

disorder as a likely explanation for problem youth behaviour. 

Hypothesis 2: There will be an interaction between prior exposure to psychoses and 

the effect of experimental cueing to psychiatric disorder as a cause of problem youth 

behaviour on parental attributions. Only PSYCH - parents will show an increase in 

psychiatric disorder attributions after the experimental cueing to psychiatric disorder.  

Hypothesis 2 was based on the reasoning that cueing the PSYCH - parents, who 

had no prior exposure to psychiatric disorder in their family, to the idea that psychiatric 

disorder might explain the behaviour (by showing them a behaviour that was obviously 

related to psychoses) would increase those parents attributions about problem 

behaviour to psychiatric disorder. In contrast, PSYCH+ parents would already have 

been cued to psychiatric disorder by their personal experiences. Consequently, the 

experimental cueing would have little or no effect on them. 

Hypothesis 3: PSYCH + parents will have significantly higher levels of 

psychopathology, and poorer relationships with their children, than the PSYCH -

parents. This prediction is based on prior findings that parents of younger people with 

psychotic illness report substantial difficulties in their relationship with their children, 

and that these parents also report significant personal distress with the burden of care-

giving to their son or daughter (Raune et al., 2004).  
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3.2 Method 

3.2.1  Participants   

Recruitment. Two groups of parents were recruited to participate in the study. The 

PSYCH - group consisted of 30 parents recruited from eight Brisbane secondary 

schools (five independent and three state schools) for a study of “the interpretations 

parents make about adolescent behaviours”. A brochure containing information about 

the research study was either forwarded to parents of year 11 and 12 students through 

the school (via the students), advertised in the school newsletter or, on one occasion, 

posted directly from the school to the parents’ residential address in one school. 

Prospective participants were invited to contact the researcher via telephone or e-mail 

to arrange an appointment to participate in the research. To be included in the study 

parents had to meet the following criteria:  

(a) Have a son or daughter attending the school in either Year 11 or 12;  

(b) The young person was living with them at least one day per week; 

(c) They reported no history of schizophrenia in their immediate family, or their 

families of origin;  

(d) No one in the family had been treated by a psychologist or psychiatrist in the 

last year. Participants were paid $30.  

The PSYCH + group consisted of 32 parents of a young person who had a hospital 

admission with a psychotic episode within the previous two weeks. These 32 parents 

were selected from a larger sample of 65 parents recruited to participate in a study 

evaluating a six-week family psycho education and support program.  

The PSYCH + parents were recruited from two mental health services in Brisbane, 

Australia (The Prince Charles Hospital and the Royal Brisbane Hospital Mental Health 
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District Services). Mental Health Teams across the two districts, including medical and 

nursing ward staff, were provided with written information and referral guidelines for 

the project. The services were general inpatient mental health units located in two 

major metropolitan teaching hospitals in Brisbane. The mental health services used a 

multidisciplinary team and case management model of care, but did not have an early 

psychosis support service or an inpatient family support program. Participants had to 

meet the following criteria to be included in the study:  

(a) They had at least weekly contact with a son or daughter who had been admitted 

to hospital with a psychotic episode within the previous two weeks;  

(b) The young person was suffering from a recent onset psychotic disorder, with 

not more than two reported psychotic episodes, and the initial onset must have 

occurred in the last three years;  

(c) The young person was between 13 and 28 years old.  

The definition of recent onset psychoses varies considerably across studies 

(Marshall & Rathbone, 2006), and in the current study the criteria were intended to 

reflect patients who had little previous contact with mental health services. The 

typical age of onset for psychosis is younger in men than women (Hoye, Rezvy, 

Hansen, & Olstad, 2006), which means it would be expected that men would be 

over-represented in a sample restricted to being not more than 28 years of age. 

Consistent with that gender difference, adolescent males made up the majority of 

the sample, with a smaller representation of young women. The diagnosis of recent 

onset psychoses is problematic, as the diagnoses often change in the first few years 

after onset (Menezes & Milovan, 2000). Therefore we included patients with any 

diagnosis including psychotic symptoms. The majority of patients recruited were 
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first episode psychosis patients (65.8%), the rest of sample were second episode 

presentations.  

3.2.2 Measures 

Demographics The following demographic information was collected from parents 

and the young person in both groups: parents marital status, education level and age of 

parents, age of young person, and number of siblings.    

Operational Criteria Checklist (McGuffin & Farmer, 2001). The OPCRIT is a 90- 

item checklist of signs and symptoms of psychiatric disorder linked to a computer 

diagnostic algorithm which generates DSMIII-R and ICD-9 diagnoses. The PSYCH+ 

young people were assessed to confirm the presence of a psychotic episode and 

diagnostic status in two stages. A clinical diagnosis was obtained from the treating 

doctor and the medical charts were reviewed to confirm a clinical diagnosis of a 

psychotic disorder.  Information for OPCRIT checklist was obtained from the parents 

and young persons’ reports, hospital charts and a structured clinical interview with the 

young person (PANSS: Kay, Fiszbein & Opler, 1987).  

The General Health Questionnaire (GHQ) is a 28-item self-administered screening 

test designed to detect psychiatric disorders and psychopathology in community and 

non-psychiatric clinical settings (Goldberg & Williams, 1988). The GHQ-28 is a 

widely used tool with good content validity with each item able to discriminate 

between respondents with and without a psychiatric disorder. The GHQ-28 consists of 

four scales: somatic symptoms, anxiety, social dysfunction, and severe depression 

(Goldberg & Hillier, 1979). Each scale consists of seven items, each of which is rated 

on a four point likert scale from less than usual (0) to much more than usual (3), for the 

presence of a psychiatric symptom in the last two weeks. A score is obtained for each 

subscale with a possible range of 0 to 21 and a total score obtained with a possible 
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range from 0 to 84. Higher scores indicate greater levels of distress. A cut-off of 21 has 

been used to indicate psychiatric caseness. 

The Family Attitude Scale (FAS-30) (Kavanagh et al., 1997) is a 30-item 

questionnaire that was developed to assess relationship conflict, especially the level of 

criticism directed towards a family member. The FAS-30 was designed to be a more 

cost-effective way of assessing family conflict compared with the CFI (Vaughn & Leff, 

1976). The FAS-30 has good validity with a very high internal consistency 

(alpha=0.95). Other evidence for convergent validity comes from a correlational study 

comparing the FAS-30 score with the criticism (r=.66) and hostility (r=.40) subscales 

of the CFI.  Each item of the FAS-30 is rated on how often each statement is true on a 

five-point scale from Never (0) to Every Day (4). Responses are summed to obtain one 

total score ranging from 0 to 120, with higher scores representing greater levels of 

criticism or relationship conflict.  

3.2.3  Assessment of Parental Attributions 

 A videotape containing two actors (one male and one female) portrayed six 

problem youth behaviours. Each of the behaviours was portrayed in a brief vignette of 

about 20 seconds duration. The behaviours portrayed in the vignettes were intended to 

be representative of behaviours often displayed by young people in the early stages of 

psychosis. Five of the six scenes portrayed behaviours that also commonly occur in 

young people who do not develop a psychotic episode and would be seen as problem 

behaviours by most parents.   

Each of the six videotaped vignettes portrayed interactions between a young person 

and family members. The behaviours portrayed were selected on the basis of a survey 

conducted with 30 parents attending a Sunshine Coast Mental Health Service. All were 

parents of a young person who had recently experienced a first episode psychosis. 
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These parents volunteered for a study assessing common problems experienced by 

parents of young people with a psychiatric disorder and completed the Family 

Questionnaire (Barrowclough & Tarrier, 1992) in which they rated the frequency of 

occurrence of 57 problem behaviours from never (0) to always (4), and how well the 

relative felt they coped with the occurrence of those behaviours from not at all (0) to as 

well as possible (4). Twenty behaviours were selected based on those rated as 

occurring most frequently across respondents, and from those 20 behaviours, eight 

were selected that were rated by the parents as most difficult to cope with. One of those 

eight behaviours was judged to be clearly related to a psychotic disorder (hearing 

voices). Finally, five of the eight behaviours were also selected because they were 

judged to occur even in young people without mental health problems.  

Six vignettes were scripted to portray typical family interactions around the six 

problem behaviours. A script was written and actors were hired to enact these six 

vignettes and they were filmed on videotape. A young male actor (age 19 years) was 

used in Vignettes 1 through 4, to depict the problem behaviours, while a young female 

actor (age 18 years) portrayed the problem behaviours in vignettes 5 and 6.  

Vignette 1 was intended to portray irritability in the young person. The vignette 

opens with a mother and father sitting at the breakfast table quietly eating their 

breakfast. Their son enters the room without acknowledging the parents. He pours 

himself a coffee, sits down, and tries to light up a cigarette. His mother asks him, 

“Don’t you want some breakfast? It is not good to start the day with just a cup of 

coffee”. The cigarette lighter is not working and the young man flicks at it with 

increasing impatience, then responds to his mother in an irritated manner, “Leave me 

alone”. His father responds sternly by telling him not to speak to his mother like that. 
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The son responds by telling his parents to leave him alone, throwing his lighter away, 

and stalking out of the room.   

Vignette 2 portrays a young person’s amotivation. This scene involves an 

adolescent male and his mother. The scene opens with the son lying on the lounge 

room floor playing video games. The room is obviously messy with dishes piled up in 

the sink. The mother arrives home laden with groceries and enquires in a defeated tone 

what the son had been doing all day.  He replies simply “nothing”. The mother, now 

obviously annoyed, brings in the shopping on her own.  

Vignette 3 portrays excessive sleeping. A family (mother, father and adolescent 

daughter) are discussing their plan to visit a relative for lunch in one hour’s time. The 

son is asleep in his room. The father enters the son’s room, and a close-up of a clock 

shows it is nearly midday. The son is sleeping and the father gently wakes the son, and 

asks if he would like to join them in visiting the relative. The son replies no, and rolls 

over to go back to sleep.      

Vignette 4 portrays auditory hallucinations and was intended to be the cueing 

scene.  The same family as in vignettes 1 through 3 above (mother, father and 

daughter) are watching television at night, when the son walks into the room holding 

his hands over his ears and starts shouting for someone to shut up and leave him alone. 

Both parents look at each other in bewilderment and confusion, and the mother asks, 

“Who are you talking to son?”  

This vignette portrayed behaviour that was intended to be clearly related to a 

psychotic episode (hearing voices), and this behaviour was intended to cue parents to 

the likelihood of psychosis as an explanation for deviant youth behaviour.  I saw the 

parent seeing this vignette as an experimental analogue of what I propose often 
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happens to parents of a young person with an emerging psychosis, the young person 

engages in an extreme behaviour that cues the parents that a psychosis is emerging. 

Vignette 5 portrays disturbed sleep and agitation. The parents, asleep in their 

bedroom, are awakened by the sound of their daughter doing something in another part 

of the house. The father turns on the light and comments to the wife, “What can she be 

up to, its three o’clock in the morning?” The parents walk into the lounge room and 

find their daughter rummaging loudly through CDs. They ask her what she is doing, 

and point out its three o’clock in the morning. The daughter initially does not respond 

and then replies, “Oh, is it?” in a distracted tone.      

Vignette 6 portrays poor concentration and social withdrawal. The vignette opens 

with a family (parents, son and daughter) having a meal together. The mother, father 

and son are engaged in a conversation about the son’s car needing repairs. The 

daughter looks into the distance and is not participating in the discussion. The father 

comments that it was a good meal, and puts down his knife and fork. The mother and 

brother have both finished eating. The daughter distractedly moves food around on her 

plate but does not eat. The mother asks the daughter if she is finished eating while 

collecting the dishes of the father and son. The daughter fails to respond and the mother 

asks again if she has finished eating. The daughter pauses then responds haltingly, 

“What?” 

Immediately after viewing each vignette, participant parents were asked a series of  

open-ended questions (Appendix A); Q1. “What is going on from the parents’ 

perspective?” Q2. “What is going on from the young person’s perspective?” These two 

questions were designed as a nondirective assessment of parents’ causal attributions 

about the behaviour seen on the videotape. Q3. “What is causing the young person to 

behave that way? In addition, parents rated the portrayed behaviours on two 10-point 
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likert rating scales on how relevant the behaviour was to their family from not at all 

relevant (1) to extremely relevant (10), and how much the young person could control 

their behaviour from not at all (1) to totally (10). Parent’s responses to the ratings of 

control of behaviour were summed over vignettes 1-3 and vignettes 5-6.  Parents’ 

verbal responses were recorded and transcribed, and their responses to questions 2 and 

3 above were coded.  

3.2.4 Procedure 

PSYCH + Parents. After being provided with information about the project, the 

young person’s treating doctor (consultant psychiatrist or psychiatric registrar) or ward 

staff approached potential participants and those agreeing were referred to the 

researcher.  An initial session was arranged with all potential participants to give 

further information on the project and seek informed consent. If participants consented 

further assessments were completed.    

Two assessment sessions for the PSYCH + parents were conducted at the Mental 

Health Unit of either the Prince Charles or Royal Brisbane Hospitals. In the initial 

session, PSYCH + parents signed the informed consent after all details of participation 

in the broader program of research were explained. Demographic information was 

collected, and the FAS and GHQ self report measures were given to the parents to take 

home to complete in a questionnaire booklet. The booklet also contained other 

measures which were part of a broader research project and not relevant to the current 

research. In the second session the attribution assessment task was completed. The 

videotape of the six vignettes was shown to the parents. After each vignette the 

researcher paused the tape and parents were asked a series of questions about the 

behaviour depicted by the young person in the vignette (Appendix A). The parents’ 
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responses were recorded on a cassette recorder and subsequently coded for the 

attributions they made. 

As part of a larger treatment study, PSYCH + parents were randomly assigned to 

either one of two conditions: 1) A four week family support program following the two 

assessment sessions, or 2) A four week waitlist condition. In the waitlist condition they 

began a family support program four weeks after they completed assessment. The 

support program provided them with four weekly individual sessions with a clinical 

psychologist. Parents were told the program would provide them with information 

about psychosis and recovery, individually tailored strategies to problems, and 

techniques to build on their families' strengths. The assessments that form the measures 

for the current study were conducted as part of the pre-intervention assessment for the 

randomized controlled trial of the family support program. Participants did not know 

whether they were to receive the immediate start or wait list condition at the time of 

assessment. The evaluation of the family support program (Strengthening Family Ties) 

is not the focus of the current thesis and is reported elsewhere. 

For the PSYCH + group, the young person’s written consent for their participation 

in the randomised controlled trial was also sought. Those young people who agreed to 

participate completed two assessment sessions with a different researcher to the one 

assessing their parents. Sessions were conducted either on the hospital ward or at the 

young person’s home, and the information for the diagnostic assessment (OPCRIT) 

was obtained during these assessment sessions.  

PSYCH – Parents. For the PSYCH - parents, one assessment session was 

conducted in the Psychology Clinic, School of Psychology, Griffith University. The 

parents also gave informed consent, completed demographic details, FAS, GHQ self 
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report measures, and completed the attributional assessment task. The procedure for the 

attribution assessment was the same as for the PSYCH+ parents.  

Ethical approval to conduct the study was granted by the Griffith University 

Research Ethics Committee, and the participating hospitals’ institutional ethics 

committees.  

 Coding procedure. Two research assistants independently rated the transcripts of 

parental responses to questions 2 and 3 (Appendix A) for each of the vignettes using a 

coding sheet (Appendix B), after training with the use of a coding manual (Appendix 

C). The two coders were blind to the hypotheses of the study. They received 

approximately 10 hours of coding training that consisted of training in code definitions, 

viewing the videotaped vignettes, reviewing examples of coding and then practice of 

coding with feedback. 

Each vignette was coded for the presence of up to five causal categories of 

attributions: 1) Teenager/Normal; 2) External Stressful Events; 3) Personality; 4) 

Psychiatric disorder; 5) Drugs. The definitions of each of the five attribution categories 

are presented in Table 2. For each of the five causal categories, if the attribution was 

coded as present a score of 1 was given, if absent a score of 0 was given.  

Raters also made a global rating of the degree of blame they thought the parents 

expressed toward the young person for engaging in the behaviour portrayed in each 

vignette. Ratings were made on a 7-point Likert scale from “no blame” (1) to “extreme 

blame” (7). Blame was defined as the presence of negative views directly expressed 

about the young person’s character, for example, they are nasty, lazy or selfish. 

Blaming statements were also those that suggested negative intent and control on the 

part of the young person. Low levels of blame were statements reflecting the young 

person had no or little control for behaviour, while moderate to extreme blame ratings 
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reflected attributions of behavioural control and overt statements of hostility towards 

the young person for extreme blame. The blame ratings were summed across the six 

scenes, with possible scores ranging from 0 to 42. 

Table 2 

Attribution Code Definitions 

Code and examples Definition 

Teenager/normal  

Examples: 

“He is rebelling, that is normal teenage 

behaviour” 

 “He is being normal for his age, wanting to be 

his own person” 

“He just wants to do his own thing” 

“He is just reacting to his parents, like a lot of 

teenagers” 

These are attributions to normal 

developmental processes. The age of the 

person is seen as the major cause of the 

problem behaviour. These attributions tend to 

be more benign and external to the person. 

There needs to be a direct reference to age 

and/or developmental issues as being 

responsible for the behaviour. Inferences that 

the parents are identifying teenage factors 

include references to behaviours or attitudes 

associated with that stage e.g. rebelliousness 

or striving for independence.  

External stressful events 

Examples: 

“He could have broken up with his girlfriend” 

“He might have lost his job” 

“He could be worried about an exam”  

These are transient stressful events that are 

clearly located outside the person. Examples 

include relationship break-up, being in an 

accident, general worries, or concerns about 

life events. There may be references to events 

that are normative for young people e.g. exam 

stress, but there is more emphasis on the 

transient specific nature of the event rather 

than developmental issues. 
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Table 2 (continued) 

Attribution Code Definitions 

Code and examples Definition 

Personality 

Examples: 

“He is selfish” 

“He is just lazy” 

“The way he thinks, some people are just like 

that” 

“He is an aggressive person” 

“He has got an attitude problem” 

These are things that are clearly located 

within the person and are enduring character 

traits or attitudes, e.g. He is selfish. They are 

different from developmental factors, which 

are more transient and normative. Personality 

attributions also tend to be associated with 

more hostility and blame.   

Psychiatric disorder/psychosis 

Examples: 

“He is unwell” 

 “Schizophrenia” 

 “He could be depressed” 

 “She might have an eating disorder” 

 “He is hearing voices” 

 “She has some sort of mental problem” “The 

medication can make them like that”  

 

These are clear references to a psychiatric 

disorder or mental health problem, e.g. 

Schizophrenia, depression, anorexia, 

psychosis, or the person being unwell or sick. 

There may be inferences that the behaviour is 

due to illness if factors such as side effects of 

medication or specific symptoms of a 

psychiatric disorder are mentioned. Examples 

may be references to hallucinations or fatigue 

due to a medication side effect causing the 

behaviour. 

Illicit drugs 

Examples: 

“It could be drugs” 

“She has taken something” 

 “He is out of it” 

 “Some sort of drugs, speed or heroin” 

These are direct references to illicit drug use 

and/or withdrawal as causing the behaviour. 

Specific drugs may be mentioned. Strong 

inferences of drug use such as “he has taken 

something” are coded here.   

 

In summary, parents were shown five videotaped vignettes depicting problem 

adolescent behaviour, and one vignette depicting a very obvious psychotic symptom 

(cueing vignette 4: hearing voices).  A researcher asked parents two open-ended questions 

after viewing each vignette to elicit causal attributions for the behaviour. For each vignette, 

parents were also asked how relevant the behaviour was to them, and the amount of control 
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they believed the young person had over that particular behaviour. For each vignette, 

coders rated the presence (1) or absence (0) of five causal attributions, from the parent’s 

transcribed responses to the open ended questions. The derived scores used for analyses for 

each of the five causal attributions were number of the vignettes 1-3 (pre-cueing) and 5-6 

(post-cueing) in which apraticular attribution was made. Thus, for the each of the five 

causal attributions categories the range of possible scores was 0 to 5. Finally, raters also 

coded the transcript for the severity of blame directed towards the young person. 

3.3 Results 

Retention rates and matching. Four parents withdrew from the larger evaluation 

study before completing their initial assessments, and 3 participants declined to 

participate in the relevant assessments for the current study. The data of 10 participants 

was lost due to technical problems with recording.  From the available 48 parents with 

data, we selected 32 PSYCH + parents who were matched to the PSYCH - parents on 

age of the young person. Five young people from the clinical group of 32 participants 

refused to be interviewed for the study. 

Participant characteristics and group comparisons. PSYCH - parents consisted of 

22 women (69% of sample) and 8 men, while the PSYCH + parents consisted of 22 

women (73% of the sample) and 10 men. A 2 X 2 chi-square of gender by group 

showed no significant difference in gender composition of the two groups. The PSYCH 

- women had a mean age of 44.7 years (SD =3.7) and the men a mean age of 43.3 years 

(SD = 3.3), while the PSYCH + women had a mean age of 47.0 years (SD = 6.9) and 

the men 48.5 years (SD = 5.48). Overall, PSYCH + parents were a little older (about 

three years) (M = 47.5 years, SD = 6.4) than the PSYCH - parents (M = 44.3 years, SD 

= 3.64), t (59) = 2.34, p < .05. 
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A 2 X 2 chi-square analysis of group (PSYCH + versus PSYCH -) by marital status 

(married versus separated) showed more of the PSYCH + parents were separated 18/32 

(56%) than of the PSYCH - parents 6/30 (20%), χ2 (1, N = 62) = 9.77, p < .01. Parents’ 

highest education attainment was classified into one of three levels: university degree, 

other post-school training, or secondary school only. A 2 X 3 group (PSYCH + versus 

PSYCH -) by educational attainment showed more PSYCH + 21/32 (65%) than 

PSYCH - parents 11/30 (37%) had no post-high school education, χ2 (2, N =62) = 7.04, 

p < .05. In summary, parents in both groups were similar in gender representation and 

age. The PSYCH + parents were more likely to be separated and have less education 

than the PSYCH - parents.  

Young person’s characteristics. Of the twenty-seven young people who provided 

information for the OPCRIT, 11 were diagnosed with schizophrenia or 

schizophreniform disorder, 8 with atypical psychoses, 6 with affective disorders with 

psychotic features, and one with a delusional disorder using DSM-IIIR criteria. One 

young person was diagnosed with a psychotic disorder not elsewhere classified.  

The young people were predominantly male in both the PSYCH - (N = 26, 86.7%) 

and PSYCH + groups (N = 23, 76.7%). A 2 X 2 chi-square of gender by group showed 

no significant difference in the gender composition of the two groups. The PSYCH - 

young people had a mean age of 16.4 years (SD = 0.81), and the PSYCH + young 

people were slightly older with a mean age of 17.3 years (SD = 1.85), t (60) = 2.61, p < 

.05. Most young people in both groups had a sibling, and there was no difference in the 

mean number of siblings in the PSYCH - (M=1.63, SD=.96) and the PSYCH + 

(M=1.16, SD=1.14) groups. 

Interrater reliability for attributional measure. Two research assistants 

independently coded the transcripts. There was a primary coder, and a randomly 
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selected sample of 50% of the transcripts was independently coded by the second coder 

to assess reliability. Kappas were calculated for agreement on the presence of the five 

attribution categories. The Kappa’s were all high: drugs 0.98; normal behaviour 0.83; 

personality 0.72; external stress 0.85; and Psychiatric Disorder 0.92. Based on criteria 

for evaluating Kappa as an index of reliability, the coding ranged from high to 

extremely high in reliability (Anthony, 1999). The intra-class correlation for the two 

assistants’ rating of blame across the six vignettes variable was satisfactory, ICC = 

0.69. The intra-class correlations for blame rating calculated separately for each of the 

six vignettes ranged from acceptable to high: vignette1 (irritability) ICC =  0.51;   

vignette 2 (inactivity) ICC =  0.87; vignette 3 (excessive sleeping) ICC =  0.67; 

vignette 4 (hallucinations) ICC = .64; vignette 5 (sleep disturbance) ICC =  0.80; 

vignette 6 (withdrawal) ICC = 0.63.  

 Handling of missing data and other data screening procedures. There was no 

missing data for the 30 parents in the PSYCH - group, but 4 of the 32 PSYCH + 

parents had some missing data on the attribution variables for some of the vignettes, as 

their responses were inaudible on the recordings. Maximum likelihood estimation was 

used to impute the missing PSYCH + data. However, one of the analyses described 

below, a McNemar analysis of the occurrence of specific attributions before and after 

the cueing scene, required a complete data set of pre and post values (McNemar, 1947). 

Although methods are available to impute missing values for the McNemar test 

(Marascuilo, Omelich, & Gokhale, 1988), there are several assumptions which must be 

met. Given the relatively small percentage of missing data, any gain in imputing values 

was minor and not likely to add to the results at the risk of violating the assumptions of 

the McNemar test. Therefore, 28 PSYCH + parents are included in this analysis.  



 

   70    

 

 

Validity Checks. The experimental cueing of parents to psychiatric disorder as a 

potential explanation for problem behaviour by a young person was a key aspect of the 

current study. To be effective as a cue, the vignette in which the young man portrayed 

hearing voices needed to be perceived by the parents in both groups as related to a 

psychiatric disorder. The success of the portrayal in the vignette was confirmed in that 

almost all parents in the PSYCH + group 31/32 (96.6%), and the vast majority of 

parents in the PSYCH - group 26/30 (87%), made an attribution that the hearing of 

voices was due to a psychiatric disorder. 

 It was also important to assess the validity of the behaviours portrayed in the 

vignettes by checking that the behaviour actually did reflect problem behaviours for 

families in both groups. An important element of the current study design was the 

assumption that although the behaviours were those most frequently encountered by 

families of people with recent onset psychosis, some of those behaviours would also be 

encountered by families of young people without psychosis. To investigate possible 

group differences in the relevance of portrayed behaviours a series of one-way 

ANOVAs of group (PSYCH + versus PSYCH -) on the parents’ relevance ratings of 

the behaviours portrayed in each of the six vignettes was conducted. The means, 

standard deviations, results of these ANOVAs, and effect sizes are presented in Table 

3. As might be expected, the most striking group difference was that PSYCH + parents 

rated the vignette portraying hearing voices as high in relevance to their family 

situation, while PSYCH - parents rated this of low relevance. PSYCH + parents also 

rated four of the remaining five behaviours (the behaviours of amotivation, excessive 

sleep, disturbed sleep and withdrawal) as being more relevant than to them than 

PSYCH - parents. Parents in both groups rated Vignette 1, irritability as being 

moderately and equally relevant. Furthermore, PSYCH - parents also rated amotivation 



 

   71  

 

 

and excessive sleep as of at least moderate relevance to their family around the mid-

point of the 10 point relevance rating scale. This suggests that the attempt to portray 

behaviours that might be perceived as problems, but occur in young people without a 

psychiatric disorder, was at least partially successful.   

Table 3 

Relevance of youth behaviours for parents of offspring with (PSYCH +) and without 

(PSYCH -) recent onset psychosis 

________________________________________________________________________ 

          Group 

Vignette  PSYCH +    PSYCH -  

(N=32)   (N=30)  F (1,60)  d 

________________________________________________________________________ 

Irritability  5.44 (3.56)  5.00 (2.84)  0.28    _ 

Amotivation  7.00 (3.43)  4.70 (2.84)  8.21**   .81 

Excessive sleep        6.97 (3.59)  4.83 (2.95)  6.51*   .73 

Hearing voices  6.13 (3.85)  1.47 (0.97) 41.40*** 4.80 

Disturbed sleep  4.91 (3.95)  2.00 (1.60) 14.10*** 1.81 

Withdrawal  5.00 (3.78)  2.33 (2.13) 11.54*** 1.25  

_________________________________________________________________________ 

*p < .05, **p < .01, ***p  ≤. 001 
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Table 4 

Correlations between Attributions,Control and Blame (N=62) 

___________________________________________________________________________ 

Response         1. 2.  3. 4.         5.   6.    7.  

________________________________________________________________________ 

Attributions 

1. Drugs    _        .10         .01 .23  .04 .05  .41** 

2. Teenager/Normal Behaviour _ _         .15 .01 -.24 .08  .30* 

3. Personality    _ _ _          -.15 -.03     -.07  .39** 

4. External Stress  _ _ _ _ -.08     .31**        .31* 

5. Psychiatric disorder  _ _ _ _ _        -.42**       -.10 

6. Control   _ _ _ _ _  _  .11 

7. Blame   _ _ _ _ _  _    _  

________________________________________________________________________  

*p < .05, **p < .01 

Table 4 presents the correlations between the attribution scores and ratings of 

blame and control. As is evident in the Table, the different attribution categories were 

independent of each other, which is not that surprising given that they were not 

mutually exclusive. Parents could, and often did, give multiple explanations for the 

same behaviour. Given this independence, in order to test Hypothesis 1 that PSYCH + 

parents would make more psychiatric disorder attributions than PSYCH -   parents, a 

series of one-way ANOVAs of group (PSYCH +  versus PSYCH -) on each of the five 

attribution categories was conducted. Scores on the psychiatric disorder attribution 

category were normally distributed without marked skew or kurtosis, but the remaining 

four of the five categories of attribution were positively skewed, as was the global 

rating of parental blame. There were no outliers. Square root transformations corrected 

the skew for normal behaviour, personality, external stress, and blame, and a 
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logarithmic transformation corrected the distribution of the most highly skewed 

attribution category, drugs. Analyses were performed on both transformed and raw data 

and the pattern of findings was identical.  Therefore the analyses presented are on the 

untransformed data.  

PSYCH + versus PSYCH - parental attributions. The means and standard deviations for 

the attribution categories, ANOVA analyses, and effect sizes are presented in Table 5. There 

were two striking differences between the groups. First, PSYCH + parents made significantly 

more psychiatric disorder attributions than parents in the PSYCH - group, and this was a large 

effect size difference. The means reflect that PSYCH + parents typically made reference to 

psychiatric disorder as a possible cause of the young person’s behaviour in response to between 

two or three out of the five vignettes, while PSYCH - parents typically mentioned this in 

response to just one or two vignettes. Second, PSYCH + parents attributed significantly less 

capacity to the young people to control the portrayed behaviours than did the PSYCH - parents, 

and again this was a moderate effect size difference. Interestingly, despite the difference in 

parental rating of the young person’s control, the two groups of parents did not differ in the 

blame they were rated as expressing toward the young person for the portrayed behaviour.  
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Table 5 

Means (Standard Deviations) of Attributions for Youth Behaviour by PSYCH + and 

PSYCH - Parents 

 

 

Attribution             

                  

                 Group  

PSYCH +             PSYCH - 

 (N=32)                    (N=30) 

 

 

F (1,61) 

 

           

          d 

 

Drugs                     

Normal 

Personality 

External Stress 

Illness 

Blame 

Control 

 

     

    .88 (0.93) 

    .66 (0.76) 

    .37 (0.58) 

    .79 (0.82) 

  2.60 (1.18) 

  9.05 (3.63) 

 20.56 (7.22)  

 

  .87 (0.90) 

  .70 (1.06) 

  .27 (0.52) 

1.13 (1.31) 

1.47 (1.38) 

8.17 (3.05) 

27.63 (9.38) 

 

    .01 

    .03 

    .51 

  1.54 

12.11* 

  1.06 

11.14* 

 

 

          _ 

          _ 

          _ 

          _ 

        .82 

         _ 

        .76 

*p <  .01 

Cueing Effects on parental attributions. The second hypothesis was that cueing 

parents that a psychiatric disorder might be the cause of the young person’s behaviour by 

showing them vignette 4, a young man hearing voices, would increase subsequent 

psychiatric disorder attributions in the PSYCH - but not the PSYCH + parents. I tested this 

hypothesis by classifying each parent as having made an attribution in the psychiatric 

disorder category in any of vignettes 1 through 3 (before the cueing scene), and whether or 

not a psychiatric disorder attribution was made for either vignette 5 or 6 (after the cueing 

scene). In order to test the possible effect of cueing on other categories of attribution, I also 

classified parents as having made particular attributions before and after cueing. Thus each 
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parent was classified by the presence or absence of particular categories of attribution 

before and after watching the cueing scene. A series of McNemar tests of the effects of 

cueing (pre and post) in the PSYCH + and PSYCH - parents were conducted (McNemar, 

1947). These analyses test the hypothesis that the proportion of participants using a 

particular category of attribution varies before and after cueing within a group. 

Table 6 

Number (%) of PSYCH + and PSYCH – Parental Attributions for Youth Behaviour Pre 

and Post Cueing to Psychiatric Disorder 

Group 

      PSYCH + (N=28)                              PSYCH - (N=30) 

Cueing                   Pre                Post                             Pre            Post 

 

Drugs                     4 (14)            15 (54)**                    4 (13)       17 (57)*** 

Normal                 12 (43)              4 (14)*                    12 (40)        1 (3)*** 

Personality             8 (29)              0  (0)**                     7 (23)        1 (3)* 

External Stress     11 (39)              6 (21)                      15 (50)        8 (27)  

Psychiatric           22 (79)             25(89)                        9 (30)       20 (67)*** 
Disorder 
 

McNemar’s test *p < .05, ** p < .01, ***p < .001  

 

Table 6 presents the number (%) of parents who made different attributions in each 

group, before and after cueing. Consistent with Hypothesis 2, there was a clear 

difference in the cueing effect for PSYCH + and PSYCH - parents with respect to 

psychiatric disorder attributions.  The proportion of PSYCH - parents making 

psychiatric disorder attributions was low before the cueing scene and then more than 

doubled after the cueing scene. In contrast, there was no cueing effect for the PSYCH + 



 

   76    

 

 

parents. The majority of PSYCH + parents made psychiatric disorder attributions 

before the cueing scene, and this was unchanged by the cueing scene. The interaction 

between group and cueing effects is clearly illustrated in Figure 1. PSYCH + parents 

are more likely than PSYCH - parents to make attributions to psychiatric disorder 

before the cueing scene, and this group difference decreases dramatically after cueing.  

In contrast to the interaction of group by cueing effect on parental psychiatric 

disorder attributions, there was a consistent cueing effect for both groups of parents on 

three of the four other categories of attributions. After the cueing scene more parents in 

both groups made attributions of the youth behaviours to drugs, and fewer made 

attributions to normal behaviour or to personality. There also was some decline in 

attributions to external stress for parents in both groups after cueing. Although this was 

not a statistically reliable change (p = .07), the shift is consistent with the pattern of 

results overall for a cueing effect on parental attributions to external stress.   

 

 

 

 

 

 



 

   77  

 

 

 

0

10

20

30

40

50

60

70

80

90

100

PSYCH + PSYCH - 

Group 

%
 p

a
re

n
ts

 p
s

y
c

h
ia

tr
ic

 
d

is
o

rd
er

 a
tt

ri
b

u
ti

o
n

s

Pre 

Post

 

 

 

Figure 1. Percentage of parents making a psychiatric disorder attribution pre and post 

cueing for parents of offspring who have (PSYCH +) and have not had (PSYCH -) a 

recent onset psychosis.  
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To evaluate the impact of the cueing scene on parental attributions of control the 

young person had over the portrayed behaviours, a two-way ANOVA of group 

(PSYCH + versus PSYCH -) by cueing (pre and post) was conducted. The pre cueing 

score was the mean of the parental control ratings for vignettes 1 to3, and the post 

cueing score was the mean parental control ratings for vignettes 5 to 6. There was a 

large main effect of group. The PSYCH - parents rated youths as having higher control 

(M = 5.17, SD = 1.58) over their behaviour, than did PSYCH + parents (M = 3.84, SD 

= 1.58), F (1, 60) = 10.90, p <.01, d = 0.84. There was a very large main effect of 

cueing such that both groups of parents rated the youth as having much less control 

post cueing (M = 2.91, SD = 1.91), than pre cueing (M = 6.05, SD = 2.50), F (1,60) = 

76.00, p <.01, d = 1.64. There was no cueing by group interaction.  

To investigate the impact of cueing on rated parental blame of the young person, a 

two-way ANOVA of group (PSYCH + versus PSYCH -) by cueing (pre and post) was 

conducted. The pre cueing score was the mean of the parental blame ratings for 

vignettes 1 to 3, and the post cueing score was the mean parental blame ratings for 

vignettes 5 to 6. There was a moderate effect of cueing such that both groups of parents 

were less blaming post cueing (M = 1.47, SD = 0.78), than pre cueing (M = 1.92, SD = 

0.94), F (1, 60) = 11.57, p <.01, d = .58. There was no effect of group, or cueing by 

group interaction.    

Parental mental health and parenting relationship. In order to test Hypothesis 3 

that PSYCH + parents would have more psychopathology and a poorer parenting 

relationship with their son or daughter than the PSYCH - parents, a series of one-way 

ANOVAs of group (PSYCH + versus PSYCH -) on the General Health Questionnaire 
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(GHQ) and the Family Attitude Scale (FAS) was conducted. The means and standard 

deviations for both parental groups, and the result of the ANOVAs are presented in 

Table 7. As predicted, PSYCH + parents had significantly higher psychopathology as 

measured by the GHQ than did PSYCH - parents, and the difference was a large effect 

size. Using the GHQ cut off of 21 for detecting a likely diagnosable psychiatric 

disorder, 24/32 (75%) of the PSYCH + parents, and 7/30 (23%) PSYCH - parents met 

the criterion of likely diagnosable disorder.  Also, consistent with Hypothesis 3, 

PSYCH + parents reported more criticism and distress in their parenting relationship 

with their son or daughter as measured by the FAS than did PSYCH - parents. This 

group difference was a moderate effect size.  

Table 7 

Means (Standard Deviations), ANOVA Results and Effect Sizes for Parental 

Psychopathology and Family Attitudes for PSYCH+ and PSYCH-Parents  

Group 

PSYCH +               PSYCH -  

Measure                       (N = 32)                      (N = 30)                        F (1,61)                   d 

 

FAS Total                     45.00 (22.36)             33.27 (18.49)                  5.03*                    .63 

GHQ Total                   30.55 (12.68)             15.90 (7.84)                  29.44**                 1.87 

FAS = Family Attitude Sale; GHQ = General Health Questionnaire; *p < .05 **p < .001 

3.4 Discussion 

The first hypothesis, that the PSYCH + parents would make more psychiatric 

disorder attributions about the causes of problem youth behaviour than PSYCH - 

parents, was supported. This was a large effect, with PSYCH + parents making three 

times more illness attributions about the causes of problem youth behaviour than 
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PSYCH - parents. Parents in the two groups were equally likely to attribute the causes 

of problem youth behaviour to illicit drug use, normal teenage behaviour, personality, 

or external stress. PSYCH - parents also rated the young person as having significantly 

more control over their behaviour than PSYCH + parents, but there was no difference 

between the two groups on ratings of parental blame of the young person.    

The second hypothesis was also supported. There was a significant interaction 

between prior exposure to psychosis and the effect of experimental cueing to 

psychiatric disorder on parental attributions. PSYCH - parents increased their 

psychiatric disorder attributions after the experimental cueing but PSYCH + parents 

did not.  

The third hypothesis was supported, as PSYCH + parents had significantly higher 

levels of psychopathology, and poorer relationships with their children than the 

PSYCH – parents. This finding replicates prior research that parents of people with 

psychosis report substantial difficulties in their relationship with their children (Hooley 

& Richters, 1995), and that these parents also report significant personal distress with 

the burden of care-giving to their son or daughter (Addington et al., 2003; Cook et al., 

1994; Wolthaus et al., 2002). 

Specific implications of cueing effects.  There was strong convergent support in 

the current study for a cueing effect to psychiatric disorder influencing parental 

attributions for problem adolescent behaviour. A strength of the current study’s design 

is that cueing effects were tested in two ways, by group comparison and experimental 

manipulation. This is the first study that has directly tested the hypothesis that parents 

who have been exposed to psychiatric disorder make more psychiatric disorder 

attributions about problem adolescent behaviours than other parents. People with prior 

psychotic episodes seek treatment for an emerging psychotic episode more quickly than 
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people experiencing a first psychotic episode (Herz & Melville, 1980), which is 

consistent with the notion of prior cueing prompting attributions to psychiatric 

disorder. Some problem behaviours reliably predate psychotic episodes, and have been 

termed “early warning signs” of a psychosis. Cueing patients and family members to 

monitor warning signs and use their emergence as a possible signal of an emerging 

psychotic episode and to seek treatment promptly (Birchwood et al., 1989) can help 

reduce the frequency and severity of psychotic relapse (Birchwood, 1995).  

An important finding in the current study is that parents in both groups had 

difficulty in attributing the behaviours depicted in the vignettes as solely attributable to 

any one cause, such as a psychiatric disorder. The parents’ attributions presented in 

Table 4 highlight that parents often offered more than one possible cause for each 

behaviour. This underscores the complexities of family experiences when trying to 

understand difficult behaviour, and how hard it is to predict the progression to a 

psychotic disorder (Bell, 1992; Jackson et al., 1995). In summary, having a child with a 

psychotic disorder may increase parents’ ability to identify frank psychotic symptoms 

when they occur, but parents may still struggle with the ambiguous nature of 

behaviours associated with emerging psychosis symptoms.  

The current study clearly demonstrates that it is possible to influence parents to 

consider a psychiatric disorder as a possible explanation for problem adolescent 

behaviour by being cued to an obvious psychotic symptom. The experimental cueing 

effects for the PSYCH - parents were intended as an analogue of the real world 

phenomena of parents being initially exposed to acute psychotic symptoms via their 

child developing the disorder. For PSYCH - parents, being exposed to an obvious 

psychotic symptoms not only doubled the likelihood of attributing to a psychiatric 

disorder, but also made them over four times more likely to attribute post cueing to 
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substance use, and significantly less likely to attribute to more benign causes such as 

normal adolescent behaviour, or personality.  

In the introduction evidence that parental perceptions of problem severity may 

prompt treatment seeking was reviewed (Angel & Thoits, 1987). There is very little 

evidence on the cues that elicit treatment seeking by parents in the early stages of 

psychosis in their offspring. The current findings provide further evidence that it is the 

perception of problem severity which drives treatment seeking. Further research is 

needed to test whether parental attributions predict treatment seeking.   

Control and blaming attributions. Although no specific hypotheses were made 

with regard to parental attributions that the young person could control their behaviour 

and the level of parental blame towards the young person in the two groups, the 

significance of these variables in the literature on caregivers of people with psychosis 

warranted their inclusion in the study. A belief often exists in relatives with hostile and 

critical attitudes towards their ill relative, that the person can control their illness-

related behaviour (Hooley, 1985, 1987), as well as a belief that the person is 

responsible and blameworthy. Attributions of controllability and blameworthiness of a 

negative behaviour are associated with conflicted relationships in other areas of family 

psychology, like couple relationships (Fincham, Beach, & Nelson, 1987). PSYCH - 

parents rated the young person as having significantly more control over the behaviours 

depicted in the video, than PSYCH + parents. Given that PSYCH - parents also made 

fewer attributions to a psychiatric disorder, their lack of familiarity with psychosis may 

underlie the tendency to attribute control over problem adolescent behaviours. 

Supporting this link, there was a moderate negative association between the number of 

attributions to a psychiatric disorder and the degree of control parents attributed to the 

depicted behaviour. However, parents in both groups were rated as equally blaming of 
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the young person, which seems inconsistent with findings that high conflict is 

associated with higher blame (Barrowclough & Hooley, 2003). The mean blaming 

score was quite low for both groups, and blame ratings were not associated with 

attributions to a psychiatric disorder, but were associated with personality attributions. 

Given this, one possibility is that blame was only attributed when seen as intrinsic to 

the person. It is also possible that the blame rating, which consisted of one 7 point 

rating scale rated from transcripts, was not sensitive enough to detect variations in 

parental blame. 

 There were cueing effects for parental attributions of control and blame such that 

parents in both groups were less blaming of the young person and rated the young 

person as having less control after been cued to a psychiatric disorder. It has been 

demonstrated that the attributions of relatives of people with psychosis who have high 

levels of hostility and criticism can be shifted, and that reductions in hostility and 

criticism are related to reductions in blaming and control attributions (Brewin, 1994). 

In summary, the findings suggest that parents’ levels of blame and attributions of 

control over problem adolescent behaviour can be reduced. Moreover, Patterson et al. 

(2000, 2005) showed that reducing criticism and hostility, which often are associated 

with attributions of blame and controllability, can enhance parental adjustment to 

psychosis in an offspring.  

Parental mental health and parenting relationship. The observed high rates of 

psychopathology in the PSYCH + parents is consistent with the well-established 

finding that parents who are living with and caring for a family member with a 

psychotic illness suffer significant levels of distress in their role (Barrowclough et al., 

1996; Oldridge & Hughes, 1992; Vaddadi, Soosai, Gilleard, & Adlard, 1997). The high 

rate of parents in the PSYCH + group (75%) who met criteria for psychological 
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caseness is also consistent with high levels of psychological distress in parents, and 

supports the documented appeals for mental health services to be responsive and 

supportive to families of people with psychiatric disorder, and not just focus on the 

person with the disorder (Dixon et al., 1999; Fadden, 1998).  

The high rates of conflict in their relationship with their child for PSYCH + parents 

also replicates previous findings that parents of people with an established psychotic 

disorder also report high family conflict, and such conflict is common from the initial 

onset of psychosis (Raune et al., 2004).  

Problems with design and alternative explanations for cueing effects. There were 

some issues with the design which need to be highlighted in interpreting the results. 

First, the cueing effect may be confounded by the order of presentation of vignettes. 

Ideally, the cueing vignette would be presented at varying points to see if the effect was 

independent of order. It cannot be ruled out that the last two vignettes just happen to be 

perceived to be more related to psychiatric disorder than the first three vignettes. 

However the degree of change post cueing for both groups would suggest this is 

unlikely. Second, there were two different families portrayed in the first three vignettes 

pre cueing and in the last two vignettes post cueing. A young male actor was used to 

portray the behaviours pre the cueing vignette and a young women post cueing. This 

change in gender would make it more unlikely that the parent’s perceptions of 

behaviour would be influenced by the behaviour portrayed in the first three vignettes.  

In considering the observed group differences on attributions, it is important to note 

that the PSYCH + and PSYCH - groups also differ on some other characteristics. 

PSYCH + parents are over three times more likely to be single parents, and twice as 

likely to have only secondary education level compared with PSYCH –parents. 

PSYCH + parents also had more negative relationships with their adolescent, and were 
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over three times more likely to suffer from a psychological disorder themselves than 

PSYCH – parents. The differences between parents in the two groups may have 

influenced the parental attributions. However, rates of attributions to psychiatric 

disorder were not correlated with any of the demographic variables making this 

unlikely.  

   The role of substance use by the young people may also be of significance.  

Substance abuse has been associated with family conflict and conduct problems 

(Andrews, Hops, Ary, Lichtenstein, & Tildesley, 1991; Rutter, 1985) and it can also 

put a young person at a higher risk for a psychotic disorder (Hides, Dawe, Kavanagh, 

& Young, 2006).  The substance use by the young people in the PSYCH - group was 

not assessed. However, consistent with the known rates of co- morbid substance use in 

psychotic disorders (Lambert et al., 2005), there were very high rates of substance use 

in the offspring of the PSYCH + parents. These high rates of substance use in the 

PSYCH + group may have been contributing to the differences between the groups’ 

parental distress and family conflict.   

In summary, parents cued to psychosis via their experience of a recent onset 

psychosis in their offspring or via experimental exposure to an obvious psychotic 

symptom, made more attributions of problem adolescent behaviour to a psychiatric 

disorder than parents who had not been cued to psychosis.  

A premise that leads to the current research is that identifying the causes of 

problem behaviour in young people with an emerging psychosis is very difficult for 

parents. We know that there are significant delays in parents and young people 

accessing help. The results of this study support the difficulty that parents have in 

making causal attributions about problem behaviour which may or may not be 

associated with a psychotic disorder. However, the strong effects of cueing show that 
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parental attributions for problem ambiguous behaviour can be shifted very 

dramatically, such that parents will be more likely to attribute to a psychiatric disorder 

in response to seeing very obvious psychotic behaviour.  

A broader question is how do parental beliefs about problem behaviour in their 

offspring relate to their own distress? Greenley (1986) found that anxious and fearful 

families were more hostile and critical towards their ill family member. These 

observations lead to a hypothesis that this anxiety in parents drives attempts to reduce 

their distress by behaving in a more controlling manner towards their ill offspring. It 

has been established that parents of children with recent onset psychosis are more 

distressed in the relationship with their child and in their own well being. The rest of 

the thesis is devoted to addressing the broader question relating to the relationship 

between parental attributions and parental adjustment. In the next chapter the aim is to 

investigate the relationship between parental attributions of problem behaviour and 

parental distress during the six weeks immediately following their child being 

hospitalised for a psychotic episode.  
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Chapter 4 

STUDY 2: PARENTAL ATTRIBUTIONS, PARENTAL 

DISTRESS, AND FAMILY RELATIONSHIPS 

4.1 Background 

Living with and caring for someone with a psychotic disorder impacts significantly 

on the psychological adjustment of family members (Hatfield & Lefley, 1987; Oldridge 

& Hughes, 1992). Parents of younger people with recent onset psychosis experience 

particularly high levels of distress (Addington et al., 2003; Tennakoon et al., 2000). In 

previous chapters it was argued that parental attributions about their child’s problem 

behaviour influences parental adjustment. The aim of the current study was to evaluate 

this proposition.   

Parents are impacted by their offspring’s psychotic disorder in a number of ways. 

First, there is the obvious stress that any parent might experience if their child is 

seriously ill and hospitalised, regardless of the specific nature of the illness. Second, 

the chronic nature of many psychotic disorders impacts on many aspects of parent’s 

lives (Szmukler et al., 1996). For example, Hoenig and Hamilton (1966) identify the 

considerable financial burden associated with supporting a young adult offspring who 

is unemployed, and who might require expensive treatments. In addition, the demands 

of care giving often leave little time for recreation, or to care for other children.  Third, 

there is the distress many parents experience from a sense of loss that their child no 

longer seems the person they were, and guilt that their behaviour as parents might have 

contributed in some way to the onset of the disorder (Tennakoon et al., 2000; 

Szmukler, et al., 1996; Patterson et al., 2005). In addition, there are the challenges of 

dealing with the often difficult behaviours associated with psychosis. All of these 
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stressors often combine to produce distress in the relatives, also referred to as care 

giver burden.  

The high levels of stress to which parents are exposed might, at least partially, 

account for the elevated rates of psychiatric disorders in parents of young people with 

psychoses. The most common diagnoses in the parents are anxiety and depressive 

disorders (Goldberg & Hillier, 1979). Parents caring for a child with a psychotic 

disorder are likely to become high users of the health care system, and reducing their 

suffering is important in its own right. Effective help also might assist them to continue 

to support their child.  

The psychological adjustment of parents influences outcomes for the child with a 

psychotic disorder. High EE has been defined as relative’s expressed hostility and 

criticism towards the person with a psychotic disorder. As described in earlier chapters, 

there is clear evidence that young people living with parents high in EE have poorer 

outcomes than young people living with low EE relatives (Kavanagh, 1992). Self-

report of family conflict by relatives also predicts poor patient adjustment in young 

people with first admission psychoses (Halford, Schweitzer & Varghese, 1991). Direct 

observation of family interactions shows that high rates of negative family 

communication, combined with low rates of positive family communication, predict 

high rates of patient relapse, and poor patient functioning (Halford, Steindl, Schweitzer 

& Varghese, 1999). Admittedly, high EE appears to be more variable in families of 

younger people with recent onset psychosis than in families of people with longer 

histories of psychosis. Furthermore, the association between high EE and patient 

relapse is not as strong in families of younger people with recent onset psychosis than 

in families of people with longer histories of psychosis (Butzlaff & Hooley, 1998). 
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Nonetheless, family environment, in particular conflict and negativity, seem to predict 

poor prognosis in the patient (Kavanagh, 1992; Leff, & Vaughn, 1985).  

Relative attributions as predictors of family conflict. Negative relative attributions 

about the psychotic disorder are even better predictors of patient relapse than high EE 

(Barrowclough & Hooley, 2003). Hooley proposed that negative relative attributions 

underpin the criticism and hostility that define high EE. Specifically, she proposed that 

relative beliefs that the person can control their psychosis-related behaviour mediate 

criticism and hostility in high EE relatives (Hooley, 1985).  In support of this 

proposition is the finding that reductions in relatives’ negative attributions about the 

behaviours associated with the disorder are associated with reductions in hostile 

attitudes towards the person with the psychotic disorder (Brewin, 1994).  

The association between attributions and relative criticism is moderated by the 

nature of the problem behaviour. Behaviours associated with positive psychotic 

symptoms (e.g., hallucinations and delusions) are attributed by almost all relatives to 

the psychotic disorder, are judged not to be controllable by the patient, and show 

limited association with high relative EE (Weisman, Nuechterlein, Goldstein, & 

Snyder, 1998). Behaviours which are associated with negative symptoms (e.g., social 

withdrawal and anhedonia) are more likely to be attributed as controllable by the 

patient and to be associated with high EE attitudes (Weisman et al., 1998).   

Attributions as predictors of parental adjustment. Although it is well established 

that parents of people with psychotic disorders suffer stress and high rates of 

psychiatric disorder, there is considerable variability in the adjustment of parents. 

There is little information about what moderates or mediates parent’s adjustment to an 

offspring with psychosis. However, there is a substantial body of evidence on parent’s 

adjustment to a range of children’s physical illnesses (Folkman & Lazarus, 1984;1985) 
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that shows the nature and severity of the illness accounts for only a modest amount of 

variance in parent’s psychological adjustment.  The appraisal that parents make about 

their child’s illness, such as whether it is life threatening and how much the child is 

suffering, are important influences on parental adjustment to many different types of 

children’s illnesses (Lazarus & Folkman, 1984). Similarly, there is some emerging 

evidence that parent’s cognitive appraisal of their child’s psychotic disorder predicts 

parental distress  (Hooley & Campbell, 2002; Patterson et al., 2005; Raune et al., 2004; 

Webb et al., 1998). However, there has not been an extensive investigation of the role 

of parental attributions of problem behaviour as predictors of parents’ adjustment in 

recent onset psychosis.  

An argument was made in previous chapters that parental attributions for problem 

behaviour may be important correlates of the psychological adjustment of the parents 

of younger people with recent onset psychosis. This argument is based on the following 

four points. (1) The basic assumption of attribution theory is that the interpretation of 

behaviour determines the emotional and coping responses made, and that attributions 

are made in response to negative and unexpected behaviours (Weiner, 1986). (2) There 

is evidence from the psychosis literature that changes in family members’ attributions 

about the patient are associated with changes in negative family attitudes towards the 

patient (Brewin, 1994). (3) There is emerging evidence that parents’ appraisals of 

psychiatric disorder predicts their own distress. (4) Parents of younger people with an 

emerging or recent psychotic disorder have limited knowledge and experience with 

psychiatric disorders, and seem likely to engage in a causal search when confronted 

with ambiguous behaviour. 

In the last chapter it was demonstrated that parental attributions about negative 

behaviours shift to focus on a psychiatric disorder when parents are cued to the 
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potential importance of a psychiatric disorder. This cueing effect was consistent with 

the idea that exposure to extreme behaviour (e.g., hearing voices) increased attention to 

a psychiatric disorder as a likely cause of negative youth behaviour. The next logical 

step in this thesis was to assess if parental attributions made about problem youth 

behaviour predicted parent’s psychological adjustment in families in which an 

offspring has a recent onset psychoses. 

If parental attributions about problem behaviour predict parental adjustment, then 

targeting interventions to change maladaptive attributions might reduce distress in 

parents with children suffering from a recent onset psychosis. Family education and 

support programs that reduce relative distress after a recent onset of psychoses often 

include education about the nature of psychiatric symptoms and the role of medication 

in controlling symptoms, as well as problem solving and communication training 

(Dixon & Lehman, 1995; Pharoah et al., 2001).  Together, these educational strategies 

might reduce blaming attributions and thereby decrease hostility and distress. However, 

providing relatives with information alone might not be enough to alter blaming or 

other negative parental attributions. A framework is needed to help determine how 

parents may interpret that information within their existing knowledge and promote 

parents making helpful attributions that enhance their own adjustment (Berkowitz, 

Eberlein, Kuipers & Leff, 1984; McGill, Falloon, Boyd & Wood-Swerio, 1983).  

Proposed attibutional predictors of parental adjustment. It is proposed that there 

are two key aspects of attribution that could predict parental adjustment to recent onset 

psychosis. The first is whether parents attribute problem behaviour to a psychiatric 

disorder, and the second is whether they attribute the behaviour to substance use.  

Given the high rate of co morbidity of psychotic disorder with substance abuse in 

young people, parents might attribute problem behaviour in their offspring to a 



 

   92    

 

 

combination of psychiatric disorder and substance abuse. Making such an attribution 

might predict parental adjustment. However, it seems unlikely that parents will identify 

both psychiatric disorder and substance abuse as co-existing causes of problem 

behaviour in young people for a couple of reasons. First, the parents of interest in the 

current study were parents with limited exposure to psychiatric services, (the majority 

of parents were witnessing the first episode of psychosis in their offspring). This 

limited exposure is likely to correlate with limited knowledge of the effects of either 

psychiatric disorder or substance use on behaviour, and hence initial attributions are 

unlikely to be complex multi-factorial explanations. Secondly,  theories of the role of 

emotion in cognitive processing emphasize that high levels of distress leads people to 

reduce the complexity of their cognitive processing of events (Teasdale, 1999). Given  

that parents often are very distressed about the onset of psychosis in their offspring, it 

seems unlikely that they would be making complex attributions for the behaviour and 

at a time of acute crisis.  

Patterson et al. (2005) suggested that, if problem behaviour is attributed to a 

psychiatric disorder, parents often associate this attribution with negative expectations 

that their son or daughter might never recover. These negative expectations that parent 

have for their son or daughter’s future is likely to be associated with a high sense of 

burden in the parents associated with expectations of ongoing care giving, and negative 

affect in the parent in response to the perceived bleak future of the offspring.. However, 

attribution to psychiatric disorder also is likely to lead to attributions that the 

offspring’s abnormal behaviour is not under his or her control, and therefore the parent 

would show low levels of anger and hostility toward their offspring. In contrast, 

parental attributions that behaviour is due to substance use might be judged as within 

the patient’s control. As mentioned previously, parental beliefs that patients can control 
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their behaviour is associated with anger by the parents and family conflict 

(Barrowclough & Hooley, 2003). Therefore, it was predicted that substance use 

attributions would be associated with more relationship conflict with the offspring than 

attributions of psychiatric disorder. 

 An attributional variable related to, but not identical to, control is the degree of 

blame the relative has towards the patient for the behaviour. There is consistent 

evidence in the psychosis, adolescent and couple research literature that blaming 

attributions are associated with angry affect and relationship conflict (Barrowclough & 

Hooley, 2003; Grace, et al., 1993; Bradbury & Fincham, 1990). Consequently, it was 

predicted that blaming attributions would be associated with more relative anger and 

relationship conflict.  

 Aims and hypotheses. The aim of the current study was to investigate the 

association between parental attributions and their distress, and how these parental 

attributions predict adjustment to a recent hospitalisation of their child for a psychotic 

episode. The current study was conducted as part of a broader program of research 

evaluating a brief family support program for parents of young people with recent onset 

psychosis (See Appendix D for a detailed outline of the brief support program content). 

Parents were randomly assigned to the 4-week family support program or a waitlist 

control. Parental adjustment was then assessed on two occasions six weeks apart, 

before and after the support program. A major aim of the evaluation trial, conducted by 

another doctoral candidate, was to assess any group effects between the waitlist control 

group and the family support program. To test hypotheses in relation to parental 

adjustment, adjustment was defined in the current study as the amount of improvement 

on key measures of parents’ well-being and relationship functioning with their 
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offspring assessed over the 6 weeks, after parents were randomly assigned to the two 

conditions.     

There are two important characteristics of this sample which need to be taken into 

account in generating hypotheses about parental adjustment in this study. (1). Half the 

group of parents in the sample participated in the brief family support program. The 

aim of this support program was to target parental beliefs about their offspring’s 

behaviour which were judged by the clinician working with the family to impact 

negatively on the parents’ adjustment. Therefore parental participation in the support 

program needed to be entered into the analyses. Of note there were no group effects 

found in the evaluation study over the six week period for the measures of parental 

adjustment in the current study, so this was a conservative strategy. (2). Consistent with 

other inpatient psychiatric populations, there was a high degree of co-morbid substance 

use in the offspring of the parents who participated in the current study. A key finding 

of the study described in the previous chapter was that PSYCH + parents, who had 

been cued to psychosis because they had a child with a psychotic illness, made 

significantly more attributions to a psychiatric disorder compared to PSYCH - parents.  

It was possible that parents who had been exposed to significant substance use because 

their offspring had a substance use problem may also have been cued to make more 

substance use attributions. Therefore, it was important to take into account the actual 

substance use of the young person in interpreting the impact of substance use 

attributions in parental adjustment and assess the presence and impact of any cueing to 

substance use.  

Cueing effects of psychiatric disorder. As mentioned above, the previous study 

found support for a cueing effect, whereby having experience of a psychiatric disorder 

increased parental attributions of psychiatric disorder and substance use for problem 
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youth behaviour. As noted earlier, the actual severity of a psychiatric disorder has 

consistently been shown to have very modest association with parental distress 

(Heikkila, Kartsson, & Taiminen, 2002; Raune et al., 2004).     

Proposed model of parental adjustment. The amount of control parents believe the 

young person to have over their behaviour, and the extent to which parents blame the 

young person for that behaviour, are hypothesised to be associated with the parental  

relationship with the young person. As noted earlier, a number of studies find parents 

that attribute high control to their offspring over the offspring’s psychosis related 

behaviour are more hostile and critical toward the offspring (e.g., Hooley, 1985, 1987). 

This finding is consistent with findings that attributions that a person can control and is 

blamed for negative behaviour are associated with family conflict in the absence of 

severe psychopathology (Fincham et al., 1987).  

It is not simply the case that high control and blame are associated with negative 

parental adjustment. Provencher and Mueser (1997) found that relatives who attributed 

high responsibility over negative symptoms to a young person reported low burden in 

their lives from the psychiatric disorder, compared to relatives that attributed the young 

person’s behaviour as being low in blame. Thus, there seems to be a differential 

association of parental attributions with conflict versus a sense of burden.  

Figure 2 depicts a two-pathway model of parental adjustment derived from general 

appraisal (Lazarus, 2000; Lazarus & Folkman, 1984) and attribution theories (Weiner, 

1986). In the model, the hypothesized relationships between parental attributions about 

problem behaviour in a young person and different aspects of parental adjustment in 

the initial phase of onset of a psychotic disorder are shown. Two different aspects of 

parental adjustment are included: 1) relationship conflict, and (2) relative adjustment in 

terms of a sense of burden and parental psychopathology. It is important to note that a 
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two-pathway model of parental adjustment is hypothesized based on the following 

reasoning. Although people with recent onset psychosis present frequently with co 

morbid substance use problems (Lambert et al., 2005), it is proposed that parents when 

in the very early stages of dealing with a psychotic disorder do not necessarily 

understand or identify the interaction between substance use and psychiatric disorder. 

Pathway 1 is associated with psychotic disorder attributions for problem behaviour. 

It is predicted that such attributions are also associated with attributions that the young 

person has low control and blameworthiness for the problem behaviour. These 

attributions are predicted to be associated with negative expectations by the parents for 

improvement in problem behaviours, and a consequent parental sense of burden and 

distress, which is likely to be chronic. In other words, the parents perceive the problem 

behaviours as reflecting a chronic and unremitting problem that they will have to 

manage. This pathway is likely to be connected with the sense of sadness that it was 

noted previously many parents report experiencing when their son or daughter develops 

a severe psychiatric disorder.  

Pathway 2 is associated with substance use attributions, which are proposed to be 

associated with parental attributions of high control and blameworthiness for the 

problem behaviour. This pattern of attribution is predicted to be more likely to be 

associated with conflict in the relationship between the parent and offspring, which is 

consistent with previous literature that control and blame attributions are associated 

with parent’s criticism and relationship conflict (Hooley & Barrowclough, 2003). At 

the same time, attributions of control also infer that change is possible and hence it is 

predicted that while this pathway is associated with high initial relationship conflict, it 

is likely also to be associated with recovery in such conflict. It is also proposed that the 

presence of greater conflict is likely to increase relative distress and psychopathology 
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by contributing to an escalation of negativity in the parent and the young person.  
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Figure 2. Proposed two-path model of relationship between parental attributions of 

problem youth behaviour to parental adjustment 

 

Young person problem behaviour 

Psychiatric disorder 
attribution; low control, 
low blame 

Negative expectations for 
future = high parental burden 
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Based on the model, a series of four hypotheses were tested in the current research. 

Hypotheses 1 and 2 below relate to the cross-sectional associations between parental 

causal attributions to psychiatric disorder, substance use, blaming attributions, 

attributions of control, and parental adjustment (burden, psychopathology and 

relationship conflict). Hypotheses 3 and 4 relate to the longitudinal associations 

between these same attributions and the extent of improvement on the measures of 

adjustment. Hypotheses 1 and 3 reflect predictions consistent with pathway 1 in the 

proposed model (Figure 2), and Hypotheses 2 and 4 reflect predictions consistent with 

pathway 2 in the model.  

Hypothesis 1: Cross sectionally, it was predicted that parental attributions to a 

psychiatric disorder would be associated with attributions of low control and blame, 

and high parental burden and psychopathology as measured by the Relative Stress 

Scale (RSS) and the GHQ, respectively.  Hypothesis 2: Cross sectionally, it was 

predicted that parental attributions to substance use would be associated with 

attributions of high control, high blame attributions, and high relationship conflict  

(FAS), burden and psychopathology. Hypothesis 3: It was predicted parents who 

attribute the young person as having a psychiatric disorder would predict little 

improvement in parental burden or psychopathology over time (RSS and GHQ). 

Hypothesis 4: It was predicted parents who attribute the young person’s behaviour as 

being due to substance use would have greater improvement in their relationship 

conflict (FAS), psychopathology and consequent burden over the six weeks.  
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4.2 Method 

4.2.1 Participants 

Participants were the 48 parents whose offspring had a recent hospital admission 

for a psychotic episode. The parents included in the study identified themselves as the 

primary caregivers.  Initially a larger sample of 65 families was recruited to participate 

in a study evaluating a 4-week family psycho education program, as described in the 

previous chapter. Figure 3 shows the flow of participants through the first 6 weeks of 

the randomised trial (Altman et al., 2001).  The total sample for the current study 

included 24 parents (22 in the RCT and 2 pilot parents) who had received the 4 week 

intervention immediately, and 24 parents who received the intervention 6 weeks after 

being recruited into the study.  

4.2.2 Measures  

 Questionnaires. The GHQ-28 (Goldberg & Hillier, 1979) was the measure of 

parental psychopathology, and the FAS-30, was the measure of relationship conflict 

(Kavanagh et al., 1997). These measures were described in Chapter 3.  

The Relative Stress Scale (RSS) is a 15-item self-report measure of the impact of 

care-giving on relatives or relative burden (Greene, Smith, Gardiner, & Timbury, 

1982). Each item is measured on a five point scale from Never (0) to Always (4). A 

total score is derived by adding up the score for each item. This scale was originally 

devised to measure the impact of caring for relatives with dementia, but has been 

applied to assess burden experienced by relatives living with someone with a range of 

disorders, including alcohol abuse (Halford, Price, Kelly, Bouma & Young, 2001). In a 

validation of the scale, Greene et al. (1982) found that relative’s distress 
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Figure 3. Flow of participants from the randomised control trial through the recruitment, 

allocation and six week follow-up and analysis stages for the current study  
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was related mainly to patient’s apathetic and withdrawn behaviour not the severity of 

their dementia.  

The Positive and Negative Symptoms Scale (PANNS) (Kay, Fiszbein, & Opler, 

1987) is a 30 item rating scale. Information for rating the PANNS is derived from a 

combination of sources including a formal 30 to 40 minute semi-structured interview, 

mental health professional, and family reports. Each item is rated on a seven point scale 

from absent (1) to extreme (7). The 30 items are grouped into three scales: (1) Positive 

Scale, which reflects positive symptoms of psychotic disorders or symptoms which are 

additional to a normal mental state. (2) Negative Scale which represents negative 

symptoms or symptoms which are absent from a normal mental state. (3) General 

Psychopathology Scale is a measure of the overall severity of the psychotic disorder. 

The general psychopathology scale was used in the current study and was derived by 

summing the last sixteen items of the PANSS.  The PANNS has good psychometric 

properties including good inter-rater reliability (Kay, Opler, & Lindemeyer, 1989), 

good internal consistency, good to fair test-retest reliability, and has demonstrated 

discriminant validity (Kay et al., 1987).    

The DrugCheck (Kavanagh et al., 2000) is a reliable and validated screening tool 

for substance use developed for inpatient and community populations. It consists of a 

list of commonly abused substances including alcohol and illicit substances. The 

person is asked to endorse Yes or No “During the last three 3 months have you had 

any……”.  The person is also asked to nominate their most problematic substance use 

and there are further items on the DrugCheck relating to the impact of their most 

problematic substance use (Problem List). It was this information from the DrugCheck 

which was used as the assessment of the young person’s reports of the presence or 

absence of alcohol or illicit substance use in the last three months.  
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Parents were also asked about any alcohol or illicit substance use by the young 

person in the past three months. On initial assessment, parents were asked “To your 

knowledge has your relative used any of the following drugs?” Parents were asked to 

tick the box of the substances which they believed their offspring had used in the last 

three months. Both the parents and the young person reports of substance use were 

coded into present (alcohol, or any illicit substance use including marijuana, 

amphetamines or opiates an identified problem) or absent. 

Assessment of parental attribution. The assessment of parental attributions used in 

the current study were the same as the assessment protocol described in the previous 

chapter. The presence or absence of each of the five causal categories was coded from 

the transcripts of the parents’ responses to the videotaped vignettes of problem youth 

behaviour. The five attribution causal variables are psychiatric disorder, illicit drug 

use, external stressful events, normal teenage behaviour, and personality. Parent’s 

responses on each of these categories were again summed over vignettes 1 to 3, and 5 

and 6. In addition to coding attribution categories, raters also made a global rating of 

the degree of blame they thought the parents expressed toward the young person for 

engaging in the behaviour portrayed in each vignette. Ratings were made on a 7-point 

likert scale from no blame (1) to extreme blame (7). Blame was defined as the presence 

of negative views directly expressed about the young person’s character, for example, 

they are nasty, lazy or selfish. Blaming statements were also those that suggested 

negative intent and control on the part of the young person. Low levels of blame were 

statements reflecting the young person had no or little control for behaviour, while 

moderate to extreme blame ratings reflected attributions of behavioural control and 

overt statements of hostility towards the young person for extreme blame. Mean blame 

ratings were calculated by summing each rating across the five vignettes and dividing 
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by five. Parents also made ratings of how much the young person could control their 

behaviour after viewing each of the videotaped vignettes from not at all (1) to totally 

(10). Parent’s mean responses to the ratings of control of behaviour were also 

calculated.   

4.2.3 Procedure 

After being contacted by researchers, an initial session with the participants was 

arranged. This was usually while the young person was still an inpatient. Sessions were 

conducted at the Mental Health Unit of either the Prince Charles or Royal Brisbane 

Hospitals or at the parent’s home if the young person had been discharged and the 

family lived some distance from the hospital. Parents completed the range of self-report 

measures of their coping and adjustment described above in addition to some others 

related to their participation in the randomised controlled trial of the parenting support 

program.  

 In the initial session parents signed the informed consent after all details of 

participation were explained. The young person’s written consent for their participation 

in the randomised controlled trial was sought. Those young people who agreed to 

participate completed two assessment sessions conducted either on the hospital ward or 

at the young person’s home, and the information for the diagnostic assessment on the 

OPCRIT and PANSS and demographics was obtained and the DrugCheck completed 

during these assessment sessions.   

Personal and demographic information was collected during the initial session. At 

the end of the initial sessions, parents were given a questionnaire booklet which they 

were asked to complete and bring to the next assessment session.  This questionnaire 

booklet included the GHQ, FAS, and RSS. In the second assessment session parents 
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viewed the videotaped vignettes, and completed the attributional assessment task 

described previously, and completed the assessments for the clinical trial. 

Details of family support program and waitlist conditions. Parents who had been 

allocated to begin the program immediately and the two pilot families began the four 

weekly hour sessions with one of two clinical psychologists involved with the RCT and 

the current research. They began the program one week after completing the second 

assessment session. Parents who were allocated to the waitlist condition did not begin 

the program for another four weeks but were contacted by phone weekly by the clinical 

psychologist who was to conduct the program with them.  

At the beginning of the program, two to three priority areas were selected based on 

problems identified in the assessment. Examples of these priority areas included: 

dealing with the mental health system, understanding of psychosis and recovery, 

looking after the parents’ own mental health, and managing patient suicidal and self-

harming behaviour.  Two key therapeutic strategies were used to assist in developing a 

general problem solving framework for parents to apply to these problem areas. (1)The 

psychologist and parents wrote down for each parent, the young person, and the family 

as a whole what they perceived their strengths were as well as their problems. (2) The 

psychologist and family went through a problem solving framework, for each identified 

problem area. The framework consisted of defining the problem, brainstorming 

solutions, developing an action plan, and evaluation of the plan. A strengths focus 

(Rapp & Wintersteen, 1989) was introduced by asking families to think of ways to 

utilise their identified strengths when brainstorming solutions and developing an action 

plan.       
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4.3 Results 

4.3.1 Participant characteristics 

The mean age of the 48 parents who participated in the current study was 48.3 

years (SD=7.4 years). The majority of the 48 primary caregivers who participated in 

the current study were the biological mothers 41(85%) of the young person, 2 parents 

were biological fathers (4%), and 3 were adoptive mothers, and 2 were stepmothers.  

Just over half, 25 (52.1%) of the parents had been separated or divorced. The remaining 

23 (47.9%) parents were currently married to the other biological parent of the young 

person in hospital. Educational attainment was classified into university degree, other 

training, or secondary school only. The majority of parent’s 27 (56%) highest 

educational training was secondary school; 8 (16.7%) had attained other post-school 

qualifications, and 13 (27%) had attained a university degree. The majority of parents, 

29 (60.4%), had at least one other child.   

Of the 48 offspring who participated in the current study the majority were males 

35 (72.9%), with a mean age of 19.5 years (SD=3.7 years). Only 38 of the 48 young 

people agreed to participate in the clinical interview to confirm the presence of a 

psychotic episode using the Operational Criteria Checklist for Psychotic Illness 

(OPCRIT) (McGuffin & Farmer, 2001).  Of these, 26 (68.4%) recorded a primary 

psychotic disorder (mostly schizophrenia, schizophreniform disorder or atypical 

psychosis), 10 (26.3%) recorded an affective disorder (either mania or depression) with 

psychotic features, and 2 (5.3%) had no diagnosis recorded using DSM-IIIR diagnostic 

criteria.                 

4.3.2 Handling of Missing Data, Data Transformations and Screening procedures  

The levels of missing data for the study were low. Of the 48 parents who completed 

the attribution assessment task, six parents had some missing data on some of the five 
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attribution categories for some of the vignettes due to some of the parent’s audio taped 

responses being inaudible. All of the 48 parents had complete data on all self-report 

measures. Two parents had missing data on the General Health Questionnaire, Relative 

Stress Scale, and Family Attitude Scale at the post-assessment. There was missing data 

for 4 of the young people (who had a recent psychotic episode) on the PANSS. 

Maximum likelihood estimation was used to impute all missing values.   

It should be noted that the data collection procedure for the PANSS was less than 

ideal. Only 38 of the 48 offspring provided information for the PANSS via a structured 

interview. For six young people, estimates were made of their PANSS based on reports 

by parents and ward staff. For four patients, it was judged the data available was 

insufficient to estimate a PANSS. The PANSS data was not central to the goals of the 

current study, and all families were included, even where the PANSS data should be 

interpreted with caution.  

4.3.3 Substance Use by the Young Person 

Thirty-seven of the 38 young people who agreed to participate gave assessment 

information relating to their substance use on the DrugCheck (Kavanagh et al., 2000). 

Of these 37 young people, 23 (62.16%) reported problems with substance use; 14 

(37.83%) identified the main problem was with cannabis; 7 (18.92%) identified 

amphetamines as their main problem drug, and 2 (5%) identified a problem with 

alcohol. Of the 48 parents, 31 (65%) reported problems with substance use in their 

offspring; 15 of these parents (31.25%) identified problems with cannabis; 9 (18.75%) 

with amphetamines; 1 (2%) with opiates, and 6 (12.5%) with alcohol.  

A 2 x 2 comparison of the young person’s reports of substance use with the parent’s 

reports of substance use showed very high agreement, Kappa = .89.  Only one young 

person reported no substance use when a parent reported substance use, and conversely 
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only one young person reported substance use being present when the parent reported it 

being absent. Based on this high concordance, a variable of substance use was created 

based on the combination of the young person’s, and their parent’s, reports of 

substance use. If either the young person or their parent reported substance use it was 

defined as present, based on the assumption that under-reporting an illegal behaviour 

was more likely than over-reporting.        

4.3.4 Parental Attributions, Parental Adjustment and Patient Psychopathology  

Table 8 presents the means and standard deviations for parents’ attributions of the 

young person’s behaviour summed across the vignettes, the measure of the young 

person’s psychiatric symptomatology (PANSS), and the means and standard deviations 

for parental adjustment at initial assessment, at post-assessment, and the recovery 

between assessments. As is evident from Table 8, there was statistically reliable 

improvement on parental psychopathology on the GHQ, conflict on the FAS, and sense 

of burden on the RSS. Effect sizes were moderate to large for the extent of recovery. 

Using Jacobson and Revenstorf’s (1988) criteria for assessing the variability of change, 

the majority of parents showed improvement across the six-week period. Specifically, 

29 out of 48 (60%) parents reliably improved on the RSS and GHQ, and 27 out of 48 

(56%) reliably improved on family conflict on the FAS. Moreover, applying criteria for 

clinical significance suggests these changes were substantial for some families. For the 

GHQ, 35 out of 48 (73%) parents met criteria for caseness at pre- assessment 

(Goldberg, 1978). Of these 35 parents, 10 (28%) improved to a clinically significant 

degree in that they had both reliably improved and no longer met criteria for case-ness 

on the GHQ at post- assessment.  
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Table 8 

Means (standard deviations) on Pre, Post and Change scores for Measures of Parental 

Distress, and Young Person's Illness Symptomatology and Parental Attributions of 

Problem Offspring Behaviour at Initial Assessment 

 

 

               

                  

       Time of assessment__     

     Initial                6 week  

      (Pre)                 (Post)       

 

 

Extent of Improvement  

(Pre - Post)            t(47)          d 

Parent 

GHQ                      

FAS 

RSS 

Young Person 

PANSS Gen 

PANSS Pos 

PANSS Neg 

Attributions 

Drugs                     

Normal 

Personality 

External Stress 

Psychiatric Dx       

Blame 

Control 

     

 29.66 (13.23)  

 45.29 (21.87) 

 28.33 (11.10) 

  

38.69 (9.59) 

17.61 (8.05) 

15.86 (7.06) 

 

 .86 (1.06) 

 .57 (0.72) 

 .38 (0.58) 

 .88 (0.95) 

2.50 (1.26) 

1.82 (0.79) 

4.29 (1.73)  

 

23.36 (12.13) 

35.73 (19.96) 

21.74 (10.93) 

 

      — 

      — 

      — 

 

     — 

     — 

     — 

     — 

     — 

     — 

     — 

 

  6.30 (13.91)        -3.30**      0.5 

  9.56 (15.99)        -3.02**      0.5 

  6.59 (9.37)          -4.12***    0.7 

  

     — 

     — 

     — 

    — 

    — 

    — 

    — 

    — 

    — 

    — 

**p < .01, ***p < .001 

Note. Higher scores reflect a greater extent of improvement for GHQ, RSS and FAS  
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The young person means on the PANSS are comparable with the severity of 

disorder reported for other samples of people with schizophrenia (Bell, Milstein, Beam-

Goulet, & et al, 1992). The means on the attribution categories show that psychiatric 

disorder attribution was the most common, with such an attribution being made to 

about half of the scenes portrayed in the vignettes. It is important to remember that the 

blame attribution was made on ratings by coders from 1 to 7, and the mean blame 

rating was low. The control attribution was a rating made by the parent on a scale from 

1 to 10, and the mean of 4.29 suggest a moderate parental attribution of extent of 

control over the behaviour by the young person.  

The correlation between the measures of parental adjustment at pre- and post- 

assessment are presented in Table 9 below. From Table 9, the pre-assessment scores 

are positively associated with post-assessment scores for all measures (the RSS, GHQ 

and FAS). Higher scores at pre- assessment on all measures are associated with greater 

improvement, which probably reflects that those who are most distressed initially have 

more potential for improvement.  Comparing the correlation between the three 

measures, there are moderate positive associations between all measures at pre- and 

post- assessment.  
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Table 9 

Correlations between Measures of Parental Adjustment Relative Stress Scale (RSS), General 

Health Questionnaire (GHQ) and Family Attitude Scale (FAS) at Pre and Post Assessment 

(N=48)  

_________________________________________________________________________ 
Measure  RSS   GHQ     FAS  

Pre    Pst      Pre   Pst      Pre   Pst     

___________________________________________________________________ 

RSS 

Pre  -     .64**    .59**  .28        .49** .42**           

Post -      -         .46**  .60**    .64**  .74**    

     

GHQ 

Pre  -     -           -        .40**    .38** .31*              

Post -     -               -         -               .39** .44**      

 

FAS 

Pre  -     -                   -          -             -         .71**     

Post -     -    -   -  - - 
___________________________________________________________________ 

*p < .05, **p < .01 
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The correlation between parental attributions, parental adjustment, patient 

psychopathology and substance use are presented below in Table 10. The correlation 

between the attribution variables are similar to those reported in the last study, which 

included attributions of relatives without psychiatric disorder in the family. Like the 

previous study, the five attribution categories are independent of each other. Parental 

blame attributions are moderately associated with attributions to substance use and 

personality, while parents who attribute behaviour to a psychiatric disorder show low 

blame. Parental attributions to external stress were associated with parent’s attributions 

of the young person having control over their behaviour. 

Parents who attributed behaviour to substance use reported high levels of conflict in 

their relationship with their offspring (FAS), high psychopathology (GHQ) and distress 

(RSS) at pre-assessment.  
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Table 10 

Correlations between Parental Attributions of Youth Behaviour, Measures of Parental 

Adjustment, Reported Substance use and Patient Symptomatology (N=48) 

_________________________________________________________________________________ 

Measures    1. 2.  3.  4.           5.   6.  7.  8. 9.                   

_________________________________________________________________________________  

Parental Attributions 

1. Drugs       _  -.15        .01  .05  .04       -.21      .56**       .01      .03 

2. Teenager Behaviour     _ _   -.11       -.04        -.21       .07       .08           .09      .21 

3. Personality     _ _ _           -.15         -.03     -.07       .39**      -.38**  .17 

4. External Stress   _ _ _  _           -.08       .36*     .13           .02      .11 

5. Psychiatric Disorder   _ _ _  _  _         -.22      -.32*         .09    -.10 

6. Control    _ _ _  _  _ _         -.03         -.21      .11 

7. Blame    _ _ _  _  _ _           _           -.04      .08 

8. Substance Use   _ _    _  _  _ _ _   _       .08 

9. PANSS     _ _           _  _  _  _   _   _         _ 

Relative Adjustment 

Family Attitude Scale 

  Pre Score    .37** -.07 -.01 -.16       -.10 -.17 .39** .15       .02 

  Post (6 week) Score   .15 -.15 -.01 -.11 -.01 -.05 .25     .14       .04 

  

Relative Stress Scale 

  Pre Score    .29* .06 -.20 -.05 -.24 -.18 .34* .26      -.06 

  Post (6 week) Score   .21 -.09 -.11  .01 -.03  .05 .37** .02        .05 

  

General Health Questionnaire 

  Pre Score    .41** .19 -.04 -.09 -.22 -.16 .35* -.02       .06 

  Post (6 week) Score  -.02 -.13  .07  .01 -.26  .19 .13 -.23      -.06 

  

_______________________________________________________________________________ 

*p < .05, **p < .01; PANSS  =  General Scale  
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Parents who displayed more blaming attributions at pre- assessment reported high 

conflict with their own offspring (FAS), high burden (RSS) at pre- and post-

assessment, and high psychopathology (GHQ) at pre- assessment.  

Attributions to both Substance Use and Psychiatric Disorder.  It was noted 

previously that parents could make attributions to both psychiatric disorder and 

substance abuse, but it was argued that this was unlikely to occur. To test the validity 

of the prediction that few parents make both attributions for a particular behaviour, the 

number and percentage of parents making a joint attribution to psychiatric disorder and 

substance abuse was calculated and is presented in Table 11.  As shown very few 

parents in this recent onset sample nominated two causes for a particular behaviour.  

Table 11 

Frequencies for parents making attributions to both substance use and psychiatric disorder 

across vignettes 

 

Vignette  Number (Percentage) of parents attributing to both 

substance use and psychiatric disorder  

1. Irritability 

2. Amotivation 

3. Excessive 
Sleeping 

4. Hearing voices 

5. Disturbed sleep 

6. Poor 
concentration 

2 (4.2) 

1 (2.3) 

1 (2.2) 

3 (6.8) 

8 (17.8) 

5 (11.6) 
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Hierarchical regressions. Three hierarchical regressions were conducted to test 

hypotheses 3 and 4 relating to the prediction of parental adjustment on the RSS, GHQ, 

and FAS. As mentioned in the introduction, parent’s participation in the 

psychoeducation program needed to be controlled for in assessing the importance of 

parental attributions as predictors of parental adjustment. Half the parents in the sample 

were randomly assigned to receive the brief family support program, and half were 

were assigned to a waitlist control over the six week period. Participation may have 

influenced parental attributions or adjustment. All regressions of parental adjustment 

were hierarchical regressions in which two blocks of variables were entered. (1) 

Condition was entered as a dummy variable where the waitlist = 0, and the family 

support program = 1; The baseline scores on the relevant measures of adjustment (RSS, 

GHQ or FAS) and (2). Parental attributions to psychiatric disorder, parental attributions 

to substance use. These hierarchical regressions are presented in Tables 12, 13 and 14, 

respectively. As is evident from Table 12, a total of 47% of the variance of relative 

burden was explained. The first block predicted RSS at 6 weeks, with the RSS 

baseline, but not condition predicting. Parental attributions entered at the 2nd step did 

not predict the RSS at 6 weeks.  
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Table 12 

Prediction of Adjustment on the Relative Stress Scale (RSS) 

Criterion 
variable 

Block/Variables R2        F         Df   B        SE           

 
RSS (6 
weeks) 

 
 
Block 1.     
 
Condition 
 
RSS baseline 
 
 
Block 2.   
   
Condition 
 
RSS baseline 
 
Parental 
Attributions  
  
Psychiatric 
disorder  
 
Substance Use 
 
 

 
 
.45 
 
 
 
 
 
 
.02 

 
 
18.10** 
 
 
 
 
 
 
.87 
 
 
 
 
 
 
 
 
 
 
 

 
 
45 
 
 
 
 
 
 
43 
 
 
 
 
 
 
 
 
 
 
 
  
        

 
        

 
 
 
 
-4.28    2.44      -.20 
 
   .60    0.11       .60** 

 
 

 
 
-4.52     2.46     -.21 
  
 0.61      .12        .62** 
 
 
 
 
1.26      1.01       .15 
 
 
0.74       1.21      .07 

 
 
 

 

**p < .001 
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Table 13 

Prediction of Adjustment on the General Health Questionnaire (GHQ)  

Criterion 
variable 

Block/Variables R2        F         Df   B        SE           

 
  
GHQ 
(6 weeks) 

 
 
Block 1.     
 
Condition 
 
GHQ baseline 
 
Block 2.   
   
Condition 
 
GHQ baseline  
 
Parental 
Attributions  
  
Psychiatric 
disorder  
 
Substance Use 
 
                         
 
 

 
 
.23 
 
 
 
 
 
.07 
 
 
 
 
 
 
 
  
 

 
 
6.67* 
 
 
 
 
 
2.13 
 
 
 
 
 
 

 
 
45 
 
 
 
 
 
43 
 
 
 
 
 
 
 
 
 
  
         
 
         

 
 
 
 
-6.29     3.16    -0.26†     
 
 0.35     0.12      0.38* 
 
   
 
 -5.61     3.10    -0.23 
 
  0.39     0.13     0.43* 
 
   
 
 
 -1.92     1.28    -.20 
 
 
 -2.60     1.62    -.23 
              
 

 
 
 

 

*p < .01 
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Table 14 

Prediction of Adjustment on the Family Attitude Scale (FAS) 

Criterion 
variable 

Block/Variables R2        F         Df   B        SE           

 
FAS 
(6 weeks) 

 
Block 1.     
 
Condition 
 
FAS baseline  
 
 
Block 2.   
   
Condition 
 
FAS baseline  
 
      
Parental 
Attributions  
  
Psychiatric 
disorder  
 
Substance Use 
 
 

 
.53 
 
 
 
 
 
 
.01 
 

 
24.97** 
 
 
 
 
 
 
.61 
 
 
 
 
 
 
 
 
 

 
45 
 
 
 
 
 
 
43 
 
 
 
 
 
 
  
        

 
        

 
 
 
-5.77    4.19       -.15 
 
 0.62    0.10       .67** 
 
  
 
  
-5.26    4.29      -.13 
 
 0.66     0.11       .72** 
 
 
 
 
 
0.80     1.68        .05   
 
 
-1.91    2.16       -.10 

 
 
 

 

**p < .001 

 

The pattern of results for the GHQ was similar to the RSS. The first block predicted 

the GHQ at 6 weeks, with the RSS baseline predicting but not condition. The addition of 

the parental attributions in block two did not significantly predict the GHQ at 6 weeks. 

Similarly from Table 14, the first block predicted the FAS at 6 weeks, with the baseline 

score for the FAS, but not condition predicting. Parental attributions in block two did not 

predict the FAS at 6 weeks. 
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4.4 Discussion 

There was mixed support for the four hypotheses. Hypothesis 1: As predicted, there 

was a cross-sectional association between parental attributions to a psychiatric disorder 

and low attributions of blame. However, contrary to this hypothesis, there were no cross-

sectional associations between parental attributions to a psychiatric disorder, parental 

attributions of control, parental burden (RSS), or parental psychopathology (GHQ). 

Hypothesis 2: Cross-sectionally, as predicted parental attributions to substance use were 

associated with high parental blame and relationship conflict (FAS) at pre assessment. 

However, contrary to what was predicted, parental attributions to substance use were not 

associated with parental attributions of control. Hypothesis 3: There was no support for 

Hypothesis 3 with parental attributions to a psychiatric disorder not predicting 

adjustment on relative burden (RSS) or psychopathology (GHQ) over the 6 weeks. 

Hypothesis 4: There was no support for the hypothesis that parental attributions to 

substance use predicted adjustment on any of the measures.  

In summary, the results did not support the proposed two-path model of relationship 

between parental attributions of problem youth behaviour to parental adjustment. 

Contrary to the proposed model, parental attribution of control was not associated with 

parental attributions to psychiatric disorder, substance use, or parental blame. Previous 

cross-sectional studies reported no association between parental causal attribution and 

parental psychopathology measured on the GHQ (Barrowclough et al., 1996), whereas 

Provencher and Mueser (1997) found that parental blame attribution was associated with 

low relative burden. In the current study, parents who made blame attributions reported 

more burden at pre-intervention. However, blame attributions did not predict the 

adjustment over the 6 weeks. This pattern of findings raises significant doubts as to 

whether parental attributions have a reliable association with parental burden, at least in 
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the initial crisis of diagnosis in the families of patients with recent onset of psychosis. In 

the current study there was no reliable association between family criticism and conflict 

as assessed by the FAS and parental attribution.   

The current finding contrasts with earlier research showing a replicable association 

between relative attribution of control and high EE by relatives (Barrowclough & 

Hooley, 2003). High EE and the FAS each assess criticism and conflict within the 

family, and there is evidence supporting the convergent validity of the FAS with hostility 

and criticism assessed in the Camberwell Family Interview (CFI), which is used to 

derive the EE construct (Kavanagh et al., 1997).  The lack of association between 

parental attributions with family criticism and conflict in the current study might be 

attributable to several differences between the current and previous studies. Attributions 

were assessed in the current study by showing parents videotaped vignettes with actors 

portraying standardised problem behaviours, and the parents rated the extent of control 

they believed the person had over these hypothetical behaviours. In contrast, in previous 

studies control attributions were coded from transcripts of parents completing the CFI, in 

which they reported on the actual behaviours of the person with psychosis. Thus, the 

current study assesses attributions for hypothetical behaviours, whereas previous studies 

assessed attributions for actual behaviours, and the process of forming attributions is 

closely linked with the actual behaviours of the person with psychosis. This raises the 

possibility that any association of attribution with relative burden might be an artefact of 

an association between the behaviour of the person with psychosis and relative burden. 

The methodology in the current study has the advantage, by using standardised stimulus 

materials, of assessing any potential effect of attribution bias per se. Of course, it may be 

that people’s attributions about hypothetical behaviours differ from their attributions 

about actual behaviour.  
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A second problem in the methodology of previous studies is that assessment of 

attributions and EE have both been derived from the CFI. Assessing both the 

independent variable (attributions of control) and the dependent variables (EE) from the 

same interview might generate an artefactual association due to shared method variance. 

Future research needs to apply a range of methods to assessing parental attribution to 

determine if there is multi-method convergence of findings.  

Another possible explanation for the lack of association between attribution and 

relationship conflict in the current study when it has been found in other studies is 

difference between the sample of participants in the current study and the samples in 

previous studies. Referring back to Table 1 in Chapter 2, it can be seen that all the 

previous studies that assessed the association between relative attribution and high EE 

included participants that were older, and had much longer histories of psychosis, than 

the participants in the current study. The relationship between parental attribution and 

family conflict might change across the course of a chronic psychosis. It is clear that the 

level of family conflict does change over time, with conflict tending to show transient 

rises during acute exacerbations (Patterson et al., 2000). It is widely recognized that 

attributions also change with context (Heider, 1958; Lazarus, 2000; Hooley & Gotlib, 

2000), and hence attributions may well change from when the family is confronted with 

a recent onset of psychosis, to when they are caring for the person with a long 

established chronic disorder. There is a need for more longitudinal research to evaluate 

the course of both family adjustment (including burden and family conflict) as well as 

parental attributions if we are to better understand the process of family adjustment.  

The findings relating to attributions to substance use are interesting in that it is 

appears that parents did not recognize substance use as a cause of problem behaviour as 

readily as they did psychiatric disorder. Given the high level of actual substance in the 
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sample it may mean that the messages about the problem of co morbidity and the role of 

substances in possibly contributing to exacerbations in psychiatric symptoms were not 

getting through to parents. Clearly this needs to be replicated before it can be seen as a 

reliable finding.   

4.4.1 Theoretical and Clinical Implications of Study 2: Parental Attributions, Parental 

Distress, and Family Relationships 

The time of initial onset of psychosis seems to be one of great turmoil for many 

families. The data on adjustment, as assessed on the GHQ, showed nearly three-quarters 

of parents themselves meet criteria for psychiatric caseness at the time of admission of 

their offspring. Yet, just six weeks later, more than a quarter of those parents who 

initially were so distressed that they themselves could have been patients, no longer met 

criteria for caseness. In the many interviews of families I conducted as part of this thesis, 

the parents reported the extreme distress they experienced in the lead up to the 

hospitalisation. For example, parents presented with psychological symptoms indicating 

extreme distress, one parent temporarily lost her hearing, and another mother vomited 

when recalling the experience of hospitalising her son. The process of hospitalisation 

was often distressing, yet at the same time provided many relatives with respite. Parents 

often reported at last being able to have a good nights sleep knowing their son or 

daughter was safe once they were hospitalised.   

Almost all the young people in the current study returned home after leaving 

hospital. The changes in parental adjustment observed across the study period need to be 

understood relative to the context of crisis, respite, and return home. The sample of 

people with psychosis in the current study had a very high rate of co-morbid substance 

use, which is consistent with the literature on high rates of such co-morbidity cited in 
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Chapters 2 and 3.  However, parents at the time of hospitalization did not identify 

substance abuse as often as psychosis and did not identify the interaction between 

substance abuse and psychiatric vulnerability as a cause for the problem behaviour. With 

our accumulating knowledge about the interactions between psychosis and substance 

abuse this finding is an area of clinical concern (Mueser & Drake, 2007).This highlights 

the importance for clinicians to explore parent’s beliefs about the causes of their 

offspring’s problematic behaviour, and to assess how these beliefs may be contributing 

to parent’s coping and overall psychological adjustment.  Little is known about parental 

coping with the problem of co-morbidity (Townsend et al., 2006). Clinicians’ views are 

likely to reflect the objective evidence that a co-morbid substance use problem predicts 

poor prognosis for psychoses, but parents might not share this perspective, at least in the 

early stages of the disorder and around the time of hospitalisation.  

It is important to note that Study 1 showed parental attributions for offspring 

behaviour can change quite dramatically when parents are cued to the possibility of 

psychiatric disorder. The experimental paradigm used was argued to be an analogue of 

the family experiences common across the onset of psychosis, in that a dramatic 

experience of abnormal behaviour can shift attributions. In a similar manner, parents of 

people with recent onset of psychosis are also likely to be having new experiences as 

they encounter psychiatric treatment facilities for the first time. Education is likely to 

shift the attributions of parents of young people in the early stages of treatment after 

onset of a psychosis, and we need to better understand how parental attributions change 

and how this might affect parental, as well as patient, adjustment.  
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4.4.2 Limitations and Future Directions 

There are a number of limitations of the current research. First, for the regression 

analyses with power = .80, ( = .05) with the sample size of forty-eight and with four 

variables for each regression the power to detect a large effect was adequate but not 

enough to detect medium to small effects using Cohen’s formula (Cohen, 1992). With 

the relatively small sample of 48 participants an obvious improvement would be to 

increase the sample size to detect medium (N=84) to small effects (N=600) which may 

be occurring in the brief time frame tested.  Second, the current study assessed 

attributions on only one occasion and, as noted above, parental attributions may well be 

changing a lot during the initial stages of treatment of the young person. Third, parental 

adjustment was assessed on just two occasions only six weeks apart. Assessing 

attributions and adjustment on multiple occasions over a longer time period would allow 

assessment of the trajectory of change, separating out the intercept, linear, and 

curvilinear components of variables trajectory over time (Diez Roux, 2002). 

Exploring the associations between specific attributions and different aspects of 

parental adjustment over time could guide what content would be useful for parents and 

sufferers. Knowing how education influences parental attributions, the beliefs associated 

with those attributions, and parental adjustment could help develop more sophisticated 

approaches to assisting families caring for someone with a psychosis. For example, 

education about the nature of psychosis might be interpreted by some parents to mean 

that there is little chance of recovery of functioning for their offspring. Exploring the 

early attempts by parents to understand the behaviour of their relative with psychosis 

might allow a more sensitive and better response to families. A repeated measures 

longitudinal design also could assist in teasing out the relationships between actual 

substance use, attributions to substance use, and parental adjustment in people with co-
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morbid substance use. As highlighted several times in this thesis, co-morbidity is a very 

important area clinically because of the prevalence, typically poor service response, and 

poor prognosis of people with co-morbid substance use and psychosis (Mueser & Drake, 

2007; Teesson & Byrnes, 2001). A concern raised by the finding in study 2 that families 

who attribute to substance use have better adjustment, is that this adjustment is transient 

and response to the forced abstinence or reduction in substance use during 

hospitalization. Once the patient returns home, adjustment may deteriorate if the person 

returns to substance use. A longer follow-up period than that used in the current study 

could test that hypothesis. 

4.5 Conclusion 

In conclusion, parental attributions about their offspring’s problem behaviour seem 

likely to influence different responses by parents to that behaviour. Study 1 demonstrated 

that cueing parents to the possibility of psychotic disorder in a young person 

dramatically shifted their attributions for a range of problem behaviours. This cueing 

effect was seen in two forms. Parents who had experienced their son or daughter having 

a psychiatric disorder were three times more likely to attribute problem behaviour to 

psychiatric disorder. Parents without personal experience of psychiatric disorder in their 

family increased their attributions to psychiatric disorder once cued to that possibility. 

The experimental cue used was showing a young person behaving in ways that clearly 

reflected psychosis (hearing voices).  

The cueing paradigm used in study 1 was argued to be an analogue of what many 

parents experience when their offspring develops a severe psychiatric disorder. That is, it 

takes an obvious extreme behaviour to cue the parents to consider psychiatric disorder as 

a potential explanation of problem behaviour. It seems likely that making an attribution 
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to psychiatric disorder is necessary to initiate seeking psychiatric treatment. The well 

documented delay, before initial onset of psychosis and treatment seeking, might reflect 

the lengthy process before parents attribute problem behaviours to psychosis.  

Once treatment is initiated, parental attributions might influence how the parents 

adjust to the experience of having someone with a psychiatric disorder. However, in 

study 2 no consistent association was found between attribution to psychiatric disorder 

and parental adjustment. Rather, parental attribution to substance use and blame were 

cross-sectionally associated with more parental distress. The lack of consistent 

longitudinal findings might well be attributable to those attributions changing as parents 

have contact with psychiatric treatment teams. 

Clearly, there are many complex challenges for families caring for their offspring 

that develop a psychosis. We need a better understanding of how parents grope their way 

toward an understanding of what is happening, and how this might influence their 

adjustment. The current thesis shows parental attributions shift markedly with new 

information, and further longitudinal research tracking parental attributions across the 

course of treatment could further elucidate these processes. For families the onset of 

psychosis in one of their members is the beginning of an evolving adjustment process, 

and understanding attribution could help professionals provide more effective assistance. 
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Appendix A 

Prompt questions used in the assessment of parental 

attributions 

 

1. What do you think is going on here from the parents’ perspective?  

 

2. What about their child’s perspective? (coded) 

 

3. What do you think is causing Steve/Sue to behave in this way? 

(coded) 

 

4. If you were the parent in this situation what would you do? 

 

5. Of the specific things you mentioned which of these are the most 

helpful for you?  
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Appendix B 

Attribution coding sheet used in the coding of transcripts of interviews 
 

ID Number: ________________________ 

0  o o o o 

1  o o o o 

2  o o o o 

3  o o o o 

4  o o o o 

5  o o o o 

6  o o o o 

7  o o o o 

8  o o o o 

9  o o o o 

 

Date Coded:___________________ 

Scene Number: 

O   O  O  O  O  O 

1  2  3  4  5  6 

Micro Coding: 

              Present           Absent 

Teenage Normal    0   0      

External Stressful Events   0   0 

Personality     0   0 

Illness/Psychosis    0   0 

Illicit Drugs     0   0 

Blaming 

O            O       O  O     O         O              O 

1  2       3  4     5         6               7 

Absent   Mild   Moderate  Extreme 

Likelihood of Change 

O            O       O  O     O         O              O 

1  2       3  4     5         6               7 

Absent   Mild   Moderate  Extreme 
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Appendix C 

Coding manual used in the assessment of parental attributions 

 

PSYCHOSIS: SOME COMMON PROBLEMS 

ATTRIBUTIONAL CODING MANUAL 
 

 

 

 

 

 

 

Denise L. Robertson & Prof Kim Halford 

School of Applied Psychology 

Griffith University  

 

 

 

 

 

 

 

 

 

 

 

 

 

Please do not copy without author’s permission  

Copyright 2002   
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DESCRIPTION OF TASK 

 

Description of Video; Psychosis: Some Common Problems 

The transcripts you have been provided with are taken from an interview where parents 

viewed a video of some common problems experienced by young people. The video depicts six 

problems families commonly encounter when their son/daughter has experienced a psychotic 

illness. Some scenes are more obviously related to a mental health problem than other scenes.  

The six scenarios on the video were developed based on a combination of parent’s self 

reports of difficult and frequently encountered situations and the clinical experience of the 

authors.  

Parents of young people who had recently experienced a psychotic episode and parents of 

young people with no documented history of mental health problems were shown the video and 

asked a series of questions about each scenario. The question of interest is question three, which 

relates to the causes for the behaviour depicted on the video (causal attributions). The parents’ 

responses to these questions were audiotaped and transcribed. 

What are Attributions? 

All people try and make sense of the world around them. An attribution is a causal 

explanation of an event. They can related to inferences about external events, other people’s 

behaviours or their own behaviour. Attributions are important because they help guide our 

behavioural responses to events and are associated with different emotional responses to events. 

Therefore attributions may be important in understanding how different people adjust to 

situations especially novel or ambiguous situations.  

Process of Coding 

The attribution question is only one of four questions asked in the interview. The first 

question is:- “What is going on from the parent’s perspective?” The second question is:- “What 

is going on for the young person?”. The attribution question is the third question. The prompt 

for this questions is “What do you think is causing steve/sue to behave in this way?”. The fourth 

question is “What would you do?”  
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You are provided with a typed interview transcript and coding sheet for each parent/s. 

Coding follows a two-step process. The first step is to conduct Micro coding. Micro coding 

is when a transcription is provided of responses and you code each statement or semantic unit of 

the transcription. In this case the coding unit will be the parents responses to Questions two and 

three on transcript. You will notice that for some transcipts there are no responses to transcribe. 

This is because the parent could not respond or their responses were not audible. Ignore this, 

obviously you can only code when there is a recorded response.  

You will see the transcripts that there are six scenes for each interview. Thus, for each scene 

one through to six, you will record on the coding sheet whether or not the attribution category, as 

defined below, was present or absent (See Table). 

Macro coding is when you indicated your answers or impressions on likert scales after 

reading the transcript. A detailed description of the process for both of theses coding steps is 

outlined below.   

CODING TRANSCRIPTS 

STEP ONE: MICRO CODING 

In the envelopes provided, you will have a set number of typed interview transcripts and a 

summary coding sheet for each family identified by the same identification number. Please 

ensure these correspond and stay together. With the transcripts provided for each parent/s go 

through and code on the summary sheet whether or not any statement which fits the following 

categories below is present or absent in Questions two and three for each of the six scenes.  

The categories are not mutually exclusive therefore it is possible to have more than one code 

recorded as present for the one scene in a particular interview. However, be careful not to code 

the same source material in more than one category because you are not sure which category 

it fits into. In these cases it is important to refer to the definitions and the decision rules below.  

The categories below are to be memorized during the training process but as above please 

refer to code definitions and decision rules whenever in doubt.   
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ATTRIBUTIONAL CODES AND DEFINTIONS 

Code and examples Definition 

Teenager/normal  

Examples:- 

“He is rebelling, that is normal teenage 

behaviour; “He is being normal for his age, 

wanting to be his own person”; He just wants 

to do his own thing”; “He is just reacting to his 

parents, like a lot of teenagers” 

These are attributions to normal developmental 

processes. The age of the person is seen as the 

major cause of the problem behaviour. These 

attributions tend to be more benign and 

external to the person. There needs to be a 

direct reference to age and/or developmental 

issues as being responsible for the behaviour. 

Inferences that the parents are identifying 

teenage factors include references to 

behaviours or attitudes associated with that 

stage e.g. rebelliousness or striving for 

independence.  

External stressful events 

Examples: 

“He could have broken up with his girlfriend”; 

“He might have lost his job”; “He could be 

worried about an exam”  

These are transient stressful events that are 

clearly located outside the person. Examples 

include relationship break-up, being in an 

accident, general worries or concerns about life 

events. There may be references to events that 

are normative for young people e.g. exam 

stress but there is more emphasis on the 

transient specific nature of the event rather 

than developmental issues. 
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Attribution code definitions 

Code and examples Definition 

Personality 

Examples: 

“He is selfish”; “He is just lazy”; “The way he 

thinks, some people are just like that”; “He is 

an aggressive person”; “He has got an attitude 

problem” 

These are things that are clearly located within 

the person and are enduring character traits or 

attitudes e.g. He is selfish. They are different 

from developmental factors, which are more 

transient and normative. Personality 

attributions also tend to be associated with 

more hostility and blame.   

Psychiatric disorder/psychosis 

Examples: 

“He is unwell”; “Schizophrenia”; “He could be 

depressed”; “She might have an eating 

disorder”; “He is hearing voices”; “She has 

some sought of mental problem”; “The 

medication can make them like that”  

 

These are clear references to a psychiatric 

disorder or mental health problem e.g. 

Schizophrenia, depression, anorexia or 

psychosis or the person being unwell or sick. 

There may be inferences that the behaviour is 

due to illness if factors such as side effects of 

medication or specific symptoms of a 

psychiatric disorder are mentioned. Examples 

may be references to hallucinations or fatigue 

due to a medication side effect causing the 

behaviour. 

Illicit drugs 

Examples: 

“It could be drugs”; “She has taken 

something”; “He is out of it”; “Some sought of 

drugs, speed or heroin” 

These are direct references to illicit drug use 

and/or withdrawal as causing the behaviour. 

Specific drugs may be mentioned. Strong 

inferences of drug use such as “he has taken 

something” are coded here.   
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CODING DECISION RULES 

 Only code statements which are clearly causal statements (attributions) about 

the young person’s behaviour on the video.  

Include causal statements about the parents own son/daughter when relating the behaviour on 

the video they see to their own child.  

 Avoid  speculating about what the parents may be thinking is causing the 

behaviour  

Use the above key words in the category description as as guide. For example, in the first 

category if there is no reference to age and/or developmental issues then the statement cannot 

be coded as a causal attribution related to teenager behaviour. Record as absent.  

 Do not code statements that are elaborations or clarifications of previous 

statements in the complexity code 

For example, “it is his attitude, some people are just like that. That happened at home the 

other day. His father is the same.”  This is all an example of a personality attribtution with 

the key word in italics.   

 Do not code statements that are purely descriptions of behaviour (e.g. she is out 

of it; he is unmotivated) or mood (e.g. he is angry; she is tired). 

 Do not code statements that parents make about themselves (or the parents on 

tape) including self-attributions 

 e.g. If that were me I would be angry. Use only these statements to help put into context 

actual attributions about the young person’s behaviour.  

 When unsure of which category a particular statement fits into, for example, 

“He is a sick little bugger” refer to the surrounding text for context. 

Without context you might initially think the parent is referring to an illness. However the 

exact meaning is unclear because of the numerous meanings of the word sick. The 

proceeding statement and following statements may be for the given statement. “Kids these 

days are such selfish little bastards. He is a sick little bugger. He is really pushing her 

buttons” In this context the parents is not attributing the behaviour to an illness but to a 

personality characteristic of the young person. Affect and tone helps us to also make the 

decision typically but given you are using written transcript you will have to rely more on the 

context of the surrounding text.  
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 Use the Bolded key words and phrases of the above definitions to guide your 

decisions  

For example, a statement that the behaviour is normal is not enough to make a judgement 

according to the given definitions. You need to look at the surrounding text to clarify. For 

example, “that is normal, most kids his age go through that” or alternatively “that is normal 

he has had a late night probably from studying or partying”. The first sentence is an example 

of the first attribution category because there is a direct reference to age. The second 

sentence is an example of a transient external event.   

 

 Use affect and tone of statements to help guide decisions 

As mentioned in the introduction attributions are associated with different emotional 

responses. Although it is more difficult with just text you may be able to use context to get an 

idea whether a person is expressing sadness or hostility or is indifferent or neutral (lack of 

affect). For example, illness attributions are more likely to be associated with the parents 

expressing sadness or empathy. “It is such a shock you just don’t know what to do when they 

are like that, such a waste” “It must be really difficult for them to deal with, I think they 

really suffer a lot” Personality attibutions however are more likely to be associated with 

hostility and/or blame “he is such a selfish….I get so frustrated with him I just want to 

throttle him” 

 When parents are referring to drugs only record as attribution to drug use 

when they explicitly refer to illicit drugs versus prescribed drug use associated 

with the treatment of a mental illness 

 When rating Blame use the whole transcript. If there are no attributions to rate 

record as nil blame/absent 
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STEP TWO: MACRO CODING  

AFTER READING THE TRANSCRIPT AGAIN MAKE RATINGS TO THE BELOW 

QUESTION AND RECORD ON THE SUMMARY CODING SHEET. 

 

BLAMING: How much does the parent blame the young person for their behaviour? 

Evidence of blame involves negative views which are directly expressed about the young 

person’s character. For example, they are nasty, lazy or selfish. These statements also suggest 

negative intent and control on the part of the young person. 

1- Absent. Parent does not blame the young person at all. No 

evidence of blaming statements. Behaviour is seen as being totally outside of 

the persons control thus responsibility. For example “she does not know 

what she is doing, she is ill”   

2-3 Mild Blame. There are some references to the young person having 

some control, acting with intent and having responsibility for behaviour. 

However, there are also references to the contributions which are external to 

the person, that is, extenuating circumstances, for example, the parent’s 

behaviour towards the young person or being tired.  

4-5 Moderate Blame. There may be no overt expressions of hostility. 

However, there are suggestions that the person can exert significant control 

over their behaviour and are choosing not to. For example, “He is being just 

lazy, doing what he likes” No extenuating circumstances are given. 

6-7 Extreme Blame. Includes overtly hostile statements directed towards 

the young person. Include extreme verbal expressions of hostility, for 

example, “He is such a little bastard I really hate him when he does that” and 

actual references to physical violence “I would hit him with the shopping 

bags”  
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Appendix D 

Session outline for a brief family intervention given to some parents who participated in studies 1 & 2 

Below is a list of elements of each session of the program.  

Session 1 Session 2-3 Session 4 

 Build rapport 

 Review assessment findings 

 Identify and prioritized key family issues  

& corresponding modules to be addressed 

 __________________________ 

 __________________________ 

 __________________________ 

 __________________________ 

 Identification of family strengths and adaptive coping strategies  

(normalisation) 

 

 Develop a shared understanding of the stressors, vulnerabilities, 
and strengths of the family (stress mediation model)  

 

 Summarize session 

 Module:______________ 

_________________________ 

 Resources given 

 Family based problem solving 

 Family action plan  

 Module:______________ 

_________________________ 

 Resources given 

 Family based problem solving 

 Family action plan  

 Module:______________ 

_________________________ 

 Resources given 

 Family based problem solving 

 Family action plan  

 Module:______________ 

 

 Review of Issues covered in program 

 Review of family’s utilisation  

of positive and adaptive coping and 

management strategies (skill maintenance) 

 Identify and review approaches  

and strategies to mange & cope with  

future critical issues in family (skill generalisation)  

 Review ways in which salient mental health 
information could be sourced in future 

 Qualitative Information (audiotape) 

 What has been the hardest thing for you through this? 

 What have you learnt? 

 What advice would you give to others 

Follow-up (reinforce coping strategies) 

 Phone call 1 

 Phone call 2 

 Phone call 3 
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