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Abstract

Background: Expressed emotion (EE) is a robust predictor of relapse in individuals with schizophrenia-spectrum disorders. However,
the evidence on this relationship has not been fully examined in individuals with bipolar disorder (BD). This systematic review was
conducted to provide updated evidence on the association between EE and relapse in BD.Methods: A systematic search was conducted
in seven databases and two registries from inception to 29 December 2025. The Joanna Briggs Institute’s (JBI) critical appraisal check-
lists were used to assess the risk of bias in the included studies. The review process was conducted independently by two reviewers,
with consensus for each step achieved through consultation with a third reviewer. A narrative synthesis was performed to categorise the
findings, with particular focus on the impact of global EE and its subdomains on relapse in BD. Results: Of the 2963 records identified,
seven studies were included in this review. The majority of studies were rated as having a low risk of bias. The narrative synthesis
indicates that high EE is significantly associated with an increased risk of relapse in BD, particularly for depressive episodes, and is
linked to critical comments and emotional over-involvement, two key subdomains of EE. Conclusions: This review provides evidence
of a potential association between high EE, its subdomains, and relapse in BD. These preliminary findings contribute to the develop-
ment of family-based interventions for BD and highlight the need for larger-scale, longitudinal prospective cohort studies to further
clarify this relationship. Registration: The study has been registered on https://www.crd.york.ac.uk/prospero/ (registration number:
CRD42025632303; registration link: https://www.crd.york.ac.uk/PROSPERO/view/CRD42025632303).
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Main Points
• High expressed emotion, particularly critical com-

ments and emotional over-involvement, is potentially asso-
ciated with an increased risk of relapse in bipolar disorder.

• High expressed emotion is more likely to be linked
with depressive episodes than with manic relapses in bipo-
lar disorder.

• Development of family-focused therapies to modify
components of expressed emotion may lower relapse rates
and improve quality of life for individuals with bipolar dis-
order.

• More primary studies are required to clarify the im-
pact of specific domains in expressed emotions and their
mechanisms on the relapse of bipolar disorder.

1. Introduction
Bipolar disorder (BD) is a condition that is esti-

mated to have affected over 0.5% of the world popula-
tion in 2019 [1]. Individuals with BD experience periods
of mood disturbance, which may be accompanied by de-
pressive episodes and are associated with severe psychoso-
cial and occupational dysfunction [2,3]. Intensive treat-

ments such as augmentation of antipsychotics and benzo-
diazepines with mood stabilizers, are used to treat the acute
or refractory condition [4]. However, despite the treatment
options, more than 90% of individuals with BD experi-
ence relapse in their lifetime, especially within two years
of the initial occurrence of symptoms [5]. Relapse in in-
dividuals with BD further worsens their condition and di-
minishes their quality of life. A study conducted by Konno
et al. [6] revealed that individuals experiencing manic and
depressive episodes had a higher likelihood of unemploy-
ment. Additionally, the recurrence of symptoms in individ-
uals with BD has been linked to impaired family relation-
ships, frequent hospitalization and increased suicidal risk
[7,8]. Given the negative consequences brought by relapse,
identifying modifiable risk factors that trigger relapses of
BD allows for the development of new interventions to pre-
vent relapses in the long term. Several modifiable risk fac-
tors related to sociodemographic and clinical aspects have
been found to influence the relapse rate of BD. For instance,
treatment non-adherence has been reported as a significant
risk factor for predicting relapses in many studies [9–11].
Other factors such as disruption of circadian rhythm, unem-
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ployment, low education level and alcohol misuse are also
found to be associated with an increased chance of relapse
in BD [12–15].

In addition to sociodemographic and clinical predic-
tors, family-related factors have emerged as critical and
modifiable influences on relapse in BD. Among these, ex-
pressed emotion (EE) is one of the family-related factors
that has been extensively emphasised in recent decades for
its impact on relapse. EE is described as the attitude of rel-
atives or close friends towards an individual with a psychi-
atric disorder, which involves critical comments, hostility,
positive remarks, warmth and emotional over-involvement
[16,17]. To assess the level of EE in family members, sev-
eral assessment instruments, such as the Camberwell Fam-
ily Interview (CFI), Five Minutes Speech Sample and Ex-
pressed Emotion Scale, are available. Among these, the
Camberwell Family Interview is considered to be the most
reliable assessment tool [18,19]. Using a semi-structured
interview format, the Camberwell Family Interview aims
to assess the emotional climate between a key relative and
patient with a mental disorder and hence classify the rela-
tive into high EE or low EE [19]. High EE, characterized by
critical comments, hostility, or emotional over-involvement
from a relative, can exert stress that negatively affects the
overall functioning among individuals with mental disor-
ders, leading to an increased relapse risk and compromised
clinical recovery [20,21].

While previous studies have shown that high EE is an
established predictor of relapse or hospitalization among
patients with schizophrenia and various psychiatric ill-
nesses [22–24], the association of EE with relapse in BD
remains uncertain, with the existing evidence being frag-
mented. An investigation into this association is essential,
as it assists the development of a targeted, family-based in-
tervention, such as family psychoeducation, which can re-
duce relapse rates and support long-term recovery through
tackling the root of the suffering [25,26]. Moreover, the
exploration of this area is particularly important, given the
substantial personal, social, economic, and healthcare bur-
dens associated with individuals and the care of individuals
with BD and relapse [27–30]. Therefore, to bridge this gap,
this review aims to systematically evaluate the available ev-
idence in this area and identify any patterns of association
between EE and relapse of BD. By clarifying the role of EE,
this review seeks to contribute to more evidence-based and
informed care strategies to improve outcomes and overall
quality of life of individuals living with BD.

2. Methods
2.1 Eligibility Criteria

To maximize the number of studies included, any ob-
servational or clinical studies reporting the relationship be-
tween EE and relapse of BD, for example, randomized
controlled trials, quasi-randomized trials, cross-sectional,

case-control, retrospective, and prospective cohort studies.
Studies were included if they met the following criteria:
(1) Adult individuals with BD diagnosed using valid and
modern diagnostic methods (e.g., Diagnostic and Statisti-
cal Manual of Mental Disorders, Fourth Edition or Fifth
Edition (DSM-IV or DSM-V), International Classification
of Diseases, Tenth Revision or Eleventh Revision (ICD-10
or ICD-11) or equivalent version of the international diag-
nostic manual), (2) outcome measures included the level of
EE and bipolar relapse (or relapse-related outcome). The
exclusion criteria were: (1) individuals diagnosed with BD
have co-morbidity of long-term physical disabilities or neu-
rodevelopmental conditions, (2) articles investigating BD
with other psychiatric illnesses without reporting separate
outcome data.

2.2 Information Sources

A comprehensive search was conducted in the
following databases: MEDLINE (https://pubmed.ncb
i.nlm.nih.gov/), Embase (https://www.embase.com),
CINAHL (https://www.ebscohost.com/nursing/prod
ucts/cinahl-databases/cinahl-complete), Web of Sci-
ence (https://www.webofscience.com), PsycINFO
(https://www.apa.org/pubs/databases/psycinfo), Sco-
pus (https://www.scopus.com), and Cochrane Central
Register of Controlled Trials (https://www.cochranelibr
ary.com/central). Additionally, two trial registries, Clin-
icalTrials.gov (https://clinicaltrials.gov/) and the ISRCTN
Registry (https://www.isrctn.com/), were searched for
ongoing studies. Secondary searches included Google
Scholar (https://scholar.google.com/) and the reference
lists of included articles. All sources were searched from
their inception to 29 December 2025, and limited to
English-language publications.

2.3 Search Strategy

The search strategies were developed using the Popu-
lation, Exposure, Outcome (PEO) framework and Medical
Subject Headings (MeSH) terms, in consultation with a uni-
versity librarian. The primary search terms included “Bipo-
lar” AND “Expressed emotion” AND “Relapse”, applied to
title, abstract, and keyword fields. The search strategies for
MEDLINE were provided as an example: (“BD”[MeSH]
OR “Bipolar” OR “Manic-Depressive”) AND (“Expressed
Emotion”[MeSH] OR “Family Conflict”) AND (“Recur-
rence”[MeSH] OR “Relapse” OR “Readmission”). Sim-
ilar strategies were adapted for other databases, with fil-
ters for English-language articles and human studies. Sec-
ondary searches in Google Scholar used the same key-
words, and reference lists of included studies were man-
ually screened. The full search strategies across elec-
tronic databases and trial registries were attached in the
Supplementary Material. This review was prospec-
tively registered in PROSPERO (CRD42025632303) and
adhered to the Preferred Reporting Items for Systematic
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Reviews and Meta-Analyses (PRISMA) 2020 checklist
(Supplementary Material) [31].

2.4 Selection Process

Two independent reviewers (SYT, MCHD) screened
titles and abstracts against the inclusion criteria. Poten-
tially relevant studies were retrieved in full and assessed
for eligibility. Discrepancies were resolved by a third re-
viewer (AHTY). The selection process was conducted inde-
pendently, with no automation tools used. A PRISMA flow
diagram was generated to document the number of records
screened, assessed, and included.

2.5 Data Collection

Data were extracted by two independent review-
ers (SYT, MCHD) using a standardized data extraction
form. Extracted data included author, year of publication,
study design, geographical location, sample size, partic-
ipant characteristics (e.g., age, gender, bipolar subtype),
assessment tools for EE, relapse measures, number of re-
lapse events, time of follow-up, and methodological qual-
ity. Cross-checking was performed by the two reviewers
(SYT, MCHD) to ensure the accuracy of the extracted data,
and any discrepancies would be resolved by the third re-
viewer (AHTY).

2.6 Study Risk of Bias Assessment

Two independent reviewers (SYT, MCHD) critically
appraised the eligible studies using the Joanna Briggs Insti-
tute (JBI) SUMARI version Sep 2022 (JBI, The University
of Adelaide, Adelaide, SA, Australia) with adherence to the
PRISMA guideline for systematic review, and the method-
ological quality of the included studies was assessed inde-
pendently using standardized critical appraisal instruments
from the JBI. As the included papers consisted of 6 non-
experimental studies and 1 experimental study, different
appraisal instruments corresponding to each study design
were utilized.

For non-experimental studies, the JBI’s Critical Ap-
praisal Checklist for Cohort Studies and the JBI’s Critical
Appraisal Checklist for Analytical Cross-sectional Studies
were used to assess the quality of cohort studies (k = 4) and a
cross-sectional study (k = 2), respectively [32]. For experi-
mental studies, the Revised JBI’s Critical Appraisal Tool for
the Assessment of Risk of Bias for Randomized Controlled
Trials was applied to appraise the included randomized con-
trolled trial (k = 1) [33].

Each JBI’s critical appraisal checklist consists of 8 to
13 questions, depending on the study design. Each question
was rated by two independent reviewers (SYT,MCHD) and
could be scored as Met (yes), Unmet (no), Unclear, or Not
Applicable. The included studies were operationally cat-
egorised into high, moderate, and low risk of bias (RoB),
based on the number of ‘yes’ responses to the checklist

questions. Low RoB would be given to studies with scores
of ≥9 on the JBI’s checklist for cohort studies; ≥8 on the
JBI’s Critical Appraisal Checklist for Cross-sectional Stud-
ies;≥10 on the Revised JBI’s Critical Appraisal Tool for the
Assessment of Risk of Bias for Randomized Controlled Tri-
als. Moderate RoB would be given to studies with scores of
6 to 8 on the JBI’s checklist for cohort studies; 6 to 7 on the
JBI’s Critical Appraisal Checklist for Cross-sectional Stud-
ies; 7 to 9 on the Revised JBI’s Critical Appraisal Tool for
the Assessment of Risk of Bias for Randomized Controlled
Trials. High RoB would be given to studies with scores
below the thresholds of that from moderate RoB. These re-
sults were documented in the appraisal form, reported nar-
ratively, and summarised in a table. Any disagreements that
arose during the quality review process were resolved by the
third reviewer (AHTY).

2.7 Procedures for Data Synthesis
Results from the individual included studies were cat-

egorized into multiple sections to report the summary find-
ings. A table was used to overview the included study
characteristics and their key findings. The planned meta-
analysis, subgroup analyses, and sensitivity analysis were
not conducted due to the small sample size (i.e., ≤10 stud-
ies with retrievable data for pooling).

3. Results
3.1 Study Selection and Characteristics
3.1.1 Overview of the Selected Studies

The study selection process for this review is detailed
in the PRISMA flow diagram (Fig. 1). A total of 2963 stud-
ies were identified from the database (k = 2891) and reg-
istries (k = 72) searches. After removing duplicate studies,
1654 studies were retained for title and abstract screening,
and 30 studies were sought for retrieval. 30 studies entered
full-text screening. 7 articles were eligible for inclusion in
this review, while the remaining 23 articles were excluded
for the following reasons: not measuring relapse (k = 16);
using outdated diagnostic criteria for BD (k = 6); no sepa-
rate data of relapse on BD with other psychiatric disorders;
the proportion of participants with BD <60% (k = 1).

Additionally, 323 studies were identified via citation
searches from the included articles and Google Scholar.
Of the 7 eligible studies for full-text screening, 6 were ex-
cluded because they did not measure relapse events, while
1 was included. In total, 7 articles were included in this re-
view, with 6 being non-experimental studies (i.e., 4 cohort
studies; 2 cross-sectional studies) and 1 being an experi-
mental study (i.e., Randomised controlled trial (RCT)).

3.1.2 Study Characteristics
The year of publication of the included studies ranged

from 2004 to 2025, with being conducted in the US (k = 2),
Europe (k = 2) and Asia (k = 3). There were a total of 528
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Fig. 1. PRISMA flow diagram. PRISMA, Preferred Reporting Items for Systematic Reviews and Meta-Analyses.

participants with BD were involved in the included studies:
321 were diagnosed with bipolar I disorder, 25 with bipolar
II disorder, and for 182 participants, the type of BD was un-
specified (Bipolar I: 60.8%, Bipolar II: 4.7%, unspecified:
34.5%). For the demographic data, there were more males
(n = 276) than females (n = 252), with a weighted mean age
of 40.9 years.

3.2 Measurement Tools Used for Expressed Emotion and
Relapse

To assess the level of EE from relatives or friends,
the Family Attitude Scale (FAS) (k = 3) was the predom-
inant tool used. Other instruments included the Camber-
well Family Interview (CFI) (k = 2), Perceived Criticism
Scale (PCS) (k = 2), and Five-Minute Speech Sample (k
= 1). Valid assessment tools, clinical evaluation, and hos-
pital admission records were used to determine the occur-
rence of relapse episodes. Follow-up durations ranged from
9 months to 33 months, with 2 studies reporting 12 months,
while the average attrition rate of the included prospective
cohort studies and an RCT was 14.6% (standard deviation
(SD) = 17.9%; range = 0–39.2%).

3.3 Narrative Summary Findings of the Included Studies
3.3.1 Association of Expressed Emotion and Relapse or
Symptom Exacerbation

Across the 7 available studies, a general trend sug-
gested an association between high EE and increased re-
lapse risk or symptom exacerbation in BD patients. For in-
stance, high EE was significantly associated with depres-
sive recurrence in BD (adjusted odds ratio (OR) = 5.39, p
< 0.03), but not manic recurrence [34], while a similar as-
sociation between high EE and higher levels of depressive
symptoms was also noted (p = 0.03) [20]. Shimodera et al.
[35] found a 100% relapse rate in the high EE group versus
0% in the Low EE group (p = 0.005). Both Endreddy et al.
[36] and Verma et al. [37] conducted cross-sectional stud-
ies to reveal that there was a significant association between
high EE and relapse (χ2 = 12.26, p < 0.01) or the number
of hospitalisations (r = 0.433, p < 0.001).

3.3.2 Subdomains of Expressed Emotion

The findings of the included studies showed that crit-
ical comments were more strongly associated with depres-
sive relapses compared to manic relapses. A study con-
ducted by Lex et al. [38] found that critical comments in-
creased the risk of depressive recurrences in the support-
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ive therapy group but not in the cognitive behavioural ther-
apy group. Perceived critical comments, as measured by
Scott et al. [39], were significantly correlated with hospi-
tal admissions (adjusted OR = 3.33, p = 0.004), especially
when coupled with other risk factors, such as low medica-
tion adherence and poor family knowledge. However, emo-
tional over-involvement showed mixed results, with Kim
and Miklowitz [20] reporting no significant impact on re-
lapse, while Shimodera et al. [35] linked emotional over-
involvement ≥3 to relapse (p = 0.005).

3.3.3 Source of Expressed Emotion
Four articles mentioned the categorization of EE, to-

talling 234 participants, in which 102 were categorized
into the high EE group, and 132 were in the Low EE
group [20,34–36]. Another four articles described the
EE experienced by the service users were mainly from
spouses (45.6%) or parents (34.1%), totalling 340 relatives
or friends [20,34,36,37]. Within the high EE group, 67 of
them were from the US [20,34], while 35 of them were
from Asia (India [36] and Japan [35]). High emotional
over-involvement was significantly reported among parents
than among the spouse (p = 0.004) [20], while high global
EE was significantly reported among spouses than parents
(64% vs 37.5%, p = 0.017) [36].

3.4 Quality Appraisal
For the quality appraisal, 5 studies were rated as high

quality, and 2 were rated as moderate quality. The details
of each included study and the results of the quality review
are presented in Tables 1 (Ref. [20,34–39]), 2a (Ref. [20,
34,35,39]), 2b (Ref. [36–38]), respectively.

4. Discussion
This study has examined the existing findings from

primary studies to provide a comprehensive overview of the
association between EE and relapse of BD. From our re-
sults, several key findings have been found. First, high EE
appears to be significantly related to relapse, regardless of
the relapse duration and stage of the disease. Similar results
have also been reported in other psychiatric disorders such
as schizophrenia, first episode psychosis, and depression. A
meta-analysis conducted by Mazza and his colleagues [40]
reported an overall OR of 2.09, suggesting that high EEmay
be a strong predictor of relapse in schizophrenia and major
depressive disorder. Another review investigating the asso-
ciation between EE and the first episode of psychosis also
found that high EE is significantly associated with relapse
in first episode psychosis [41].

Beyond the finding that high EE may be associated
with relapse among BD, our results revealed that, out of the
five subdomains of EE, emotional over-involvement and
critical comments are the two subdomains that are most
potent in driving relapse. This finding is consistent with
Keegan et al. [41], where emotional over-involvement

and critical comments are the two most significant compo-
nents correlated with relapse. Additionally, familial critical
comments were directly correlated with relapse, while high
perceived criticism by service users was also significantly
linked to more frequent hospital admissions. This suggests
that the patient’s perception of their family’s comments is
as clinically relevant as the objectively measured critical
comments themselves. The possible mechanism behind the
stronger association between emotional over-involvement
and critical comments with relapse is that these subdomains
are more likely to intensify the negative perceptions in indi-
viduals with BD during emotional processing [42,43]. Such
intensified responses may increase the chance of emotional
distress or exhaustion, making the individuals more prone
to relapse [44].

Although the planned meta-analysis and subgroup
analyses could not be performed due to insufficient data, the
narrative synthesis of the included studies suggests a plausi-
ble pattern that high EE may demonstrate a stronger associ-
ationwith depressive episodes rather thanmanic episodes in
BD. In a prospective cohort of 64 outpatients with Bipolar
I disorder, the findings revealed that high EE significantly
predicted depressive recurrence, but not manic recurrence
[34]. Similarly, Kim and Miklowitz [20] have demon-
strated that a higher level of critical comments predicted a
higher level of depressive symptoms of service users across
two-year follow-ups. Lex et al. [38] also echoed these find-
ings, showing that relatives’ criticism ratings specifically
predicted recurrences of depressive episodes, while no sig-
nificant risks for manic episodes were observed. Moreover,
the influence of EE extends beyond the risk of relapse to en-
compass the overall burden of illness. It tends to be linked
to a significantly higher depression severity. However, the
moderating effects of age, clinical stages, duration of con-
dition, and EE tools used on the association between EE and
relapse remain unclear.

Given that depressive episodes dominate the course of
BD and the potential linkage between high EE and depres-
sive relapse, the non-pharmacological treatment alleviating
familial high EE should be a central target mechanism of
change for the prevention of depressive relapse in BD [45].
Previous studies have demonstrated that medications alone
cannot maximize the treatment effect on preventing recur-
rence of bipolar episodes, and psychotherapy can be im-
plemented alongside to elicit protective effects against re-
lapse [25,46,47]. Psychotherapies such as family-focused
therapy have been used as an adjuvant treatment with med-
ications and show positive results in minimizing relapse
[7,8,26,47,48]. Given that EE may be a predictor of bipo-
lar relapse, our findings provide both research and clinical
practice directions for the development of family-focused
therapy to lower the relapse rate of BD. Strategies can be es-
tablished by modifying the components of EE among fam-
ily members of bipolar patients. Negative attributions de-
scribed by Hooley and colleagues [49] could be a potential
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Table 1. Summary of included studies on expressed emotion and relapse in BD.
Study (Author, Year) Design Location Baseline

sample size
Mean age (years) BD type EE tool Follow-up

(months)
Relapse measure Key findings

Kim & Miklowitz (2004) [20] Prospective Cohort USA 125 35.89 Bipolar I & II CFI 24 SADS-C High EE was not linked to
faster relapse, but associated
with higher depression sever-
ity (p = 0.03).

Yan et al. (2004) [34] Prospective Cohort USA 64 42.0 Bipolar I FMSS 12 SCID High EE predicted depressive
recurrence (OR = 5.39, p <

0.03), not manic.
Scott et al. (2012) [39] Prospective Cohort UK 81 42.2 Bipolar I & II PCS 12 Hospital admissions High perceived criticism was

correlated with hospital ad-
missions (p = 0.004).

Shimodera et al. (2012) [35] Prospective Cohort Japan 12 49.7 Bipolar I CFI 9 BPRS & HDRS The high EE group had a
100% relapse rate vs 0%
in the Low EE group (p =
0.005).

Lex et al. (2022) [38] RCT Germany 76 43.96 Bipolar I & II FAS & PCS 33 Clinical interviews, diaries Perceived critical familial at-
titudes were linked to depres-
sive recurrence (HR = 1.03, p
= 0.01).

Endreddy et al. (2024) [36] Cross-sectional India 50 43.8 Bipolar Affective Disorder FAS N/A Prior relapse events Significant association be-
tween high EE and relapse
(χ2 = 12.26, p < 0.01).

Verma et al. (2025) [37] Cross-sectional India 120 85% of participants
ranging from 21–40*

Bipolar Affective Disorder FAS N/A Number of hospitalizations High EEwas significantly as-
sociated with the number of
hospitalizations (r = 0.433, p
< 0.001).

Footnote: BD, bipolar disorder; EE, expressed emotion; CFI, Ccamberwell family interview; AS, affective style; PSP, patient symptom profile; FMSS, five minute speech sample; PCS, perceived criticism scale;
FAS, family attitude scale; BPRS, brief psychiatric rating scale; SADS-C, the schedule for affective disorders and schizophrenia-change version; SCID, structured clinical interview for DSM disorders; HDRS,
hamilton depression rating scale; RCT, randomised controlled trial; OR, odds ratio; HR, hazards ratio. *The mean age was not provided in the article.
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Table 2a. Risk of bias of the included cohort studies.

Study (Author, Year) Design
Question number from the JBI’s Critical Appraisal Checklist

Score Risk of bias
1 2 3 4 5 6 7 8 9 10 11

Kim & Miklowitz (2004) [20] Prospective cohort N Y Y Y Y Y Y Y Y N Y 9/11 Low
Yan et al. (2004) [34] Prospective cohort Y Y Y Y N N Y Y Y NA Y 8/11 Moderate
Scott et al. (2012) [39] Prospective cohort N Y Y Y Y Y Y Y Unclear Unclear Y 8/11 Moderate
Shimodera et al. (2012) [35] Prospective cohort Y Y Y Y N Y Y Y Y NA Y 9/11 Low
JBI, Joanna Briggs Institute; N, no; Y, yes; NA, not applicable.

Table 2b. Risk of bias of the included non-cohort studies.

Study (Author, Year) Design
Question number from the JBI’s Critical Appraisal Checklist

Score Risk of bias
1 2 3 4 5 6 7 8 9 10 11 12 13

Lex et al. (2022) [38] RCT Y Y Y N N Y Y Y Y Y Y Y Y 11/13 Low
Endreddy et al. (2024) [36] Cross-sectional Y Y Y Y Y Y Y Y - - - - - 8/8 Low
Verma et al. (2025) [37] Cross-sectional Y Y Y Y Unclear Y Y Y - - - - - 7/8 Low

target mechanism of change of family-focused therapy for
high EE families, as caregiversmay attribute patients’ nega-
tive behaviours, for example, social withdrawal and drowsi-
ness, to internal and personal factors, rather than illness or
adverse effects of medications. Family-focused therapy fo-
cusing on emotional regulation in high EE familiesmay also
be beneficial to reducing relapse by modulating caregivers’
reactions towards BD patients [50,51]. Fredman et al. [52]
have proposed the mechanism of family-focused therapy,
where caregivers are educated in identifying symptom re-
currence in BD patients, and in limiting self-sacrificing and
over-involvement behaviours in families. Consequently,
emotional distress displayed towards BD patients can be
minimized to prevent relapse episodes. The findings from
this review align with the proposed mechanism and the po-
tential targets of family-focused therapy in existing litera-
ture, which reinforces the efficacy of family-focused ther-
apy’s role in modifying EE to minimize BD relapse risks.
The majority of studies included in this review were from
Western societies; future studies may consider investigat-
ing family dynamics in other cultures or regions and their
corresponding influence on EE and relapse of BD. Further-
more, future studies could provide a novel perspective by
studying individual subdomains of EE in-depth or explor-
ing the mechanism of how different subdomains of EE lead
to relapses of BD, thereby providing a more comprehensive
explanation at different analytic levels.

From our included studies, various instruments with
different cutoffs and operational definitions were applied
to determine the level of EE and relapse of BD, respec-
tively. This measurement heterogeneity may limit the
comparability across studies in detailed resolution. For
example, Camberwell Family Interview assesses the EE
in five subdomains: critical comments, hostility, emo-
tional over-involvement, and two protective subdomains
(i.e., warmth and positive comments), in which classifi-
cation of EE is mostly based on any one of the first three

subdomains [53], whereas Family Attitude Scale and Five
Minute Speech Sample did not measure hostility or emo-
tional over-involvement [54,55]. Their global construct
measurement was fundamentally similar: the attitudes of
relatives or close friends towards individuals with psychi-
atric disorders. Although the Camberwell Family Inter-
view is regarded as the gold standard for measuring EE,
other EE measures are also valid and comparable in terms
of concurrent validity and predictive validity [56]. Sim-
ilarly, the operational definitions of relapse varied across
the included studies across the globe. Some adopted clini-
cal interviews or assessor-rated scales tomeasure relapse by
cut-offs or changes in symptom exacerbation or deteriora-
tion [20,34,35,38], while some adopted the number of psy-
chiatric hospitalisations or readmissions based on medical
records [36,37,39]. These differences were usually rooted
in the study design, analysis or aim of the individual studies,
depending on research resources and labour intensity. The
International Society for Bipolar Disorder [57] reviewed
that the use of clinical interviews (e.g., SCID), global rat-
ing scales (e.g., morbidity index, including hospitalization),
and severity rating scales (e.g., Hamilton Rating Scale for
Depression) are common in defining relapse, and they rec-
ommended to specify the period (i.e.,>8weeks after remis-
sion) to complement the definition of relapse, regardless of
the index episode. In our included four cohort studies and 1
RCT, they followed up the participants for at least 9 months
to suffice time for relapse. As various measures are used for
relapse, there seems to lack a global consensus on such op-
erational definitions, unlike a recent consensus definition of
relapse in schizophrenia, including valid scales used (e.g.,
Positive and Negative Syndrome Scale), severity of symp-
toms (e.g., 12 points change on global score or 4 points
change on subdomain scores), and duration (e.g., ≥1 week
or require immediate intervention) [58]. Additionally, this
recent systematic review and international consensus study
also found that 81% of trials used hospitalization alone as
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an indicator of relapse [58], which may be a reliable proxy
variable for immediate intervention to severely deteriorat-
ing symptoms.

For themechanism of howEE relates to psychiatric re-
lapse, the underlying biological processes are not yet fully
understood. One possible explanation is the use of the con-
sensus model of BD [59]. However, it should be viewed as
theoretical, hypothesis-generating, rather than the conclu-
sive findings generated from this review, as this model was
based on multiple observational neuroimaging studies be-
yond the included studies. Drawing on the consensusmodel
of BD and indirect evidence from neuroimaging studies,
dysfunction in prefrontal-limbic circuits has been proposed
as a potential pathway [59]. In healthy individuals, the
prefrontal cortex modulates amygdala activity within the
limbic system, contributing to emotional processing [59].
However, among individuals with BD, disruptions in white
matter connectivity and pruning of the prefrontal area have
been noted. These disruptions weaken the connection be-
tween the prefrontal-limbic network to regulate emotions
[59,60], and several functional Magnetic Resonance Imag-
ing (fMRI) studies have reported greater amygdala activa-
tion in BD patients in response to negative emotional stim-
uli [61]. On this basis, when individuals with BD are ex-
posed to high EE environments, they may perceive these
situations as negative emotional tasks, stimulate the lim-
bic system and cause over-activation of the amygdala [62].
Notably, the studies included in this review did not directly
assess neural function, so this prefrontal-limbic account re-
mains speculative and requires direct examination in future
mechanistic research.

Strengths and Limitations

Our review has several strengths. To ensure the com-
pleteness of our search, a wide variety of search terms were
used by exploringMeSH terms and reviewing the keywords
in relevant published articles related to our topic. Addi-
tionally, authors of the included studies were contacted to
request more information on articles that were without full-
text or raw data. Another strength was that to achieve a
thorough understanding of the association between EE and
bipolar relapse, the findings from different subdomains and
sources of EE were synthesized and evaluated.

However, caution is required when interpreting the
findings with the following limitations. Significant clini-
cal and methodological heterogeneity within the included
studies exists as the major limitation. Between-study het-
erogeneity manifests, for example, from different EE as-
sessment tools, differing study designs, and relapse mea-
sures. The narrative synthesis from multiple studies using
various EE instruments may incur incomparable findings at
the levels of subdomains of EE. Diverse definitions of re-
lapse employed by included studies also contribute to het-
erogeneity within our results. Also, our findings were lim-
ited by the information reported in the included studies. As

themethods of presenting results varied among the included
studies and some data were unretrievable, we were unable
to pool the effect estimates from all included studies (k =
7). Similarly, the predominance of Western studies in this
review limits the generalizability of our findings in other
regions. López et al. [63] examined the cultural variability
and its influence on EE among schizophrenia and depres-
sion, specifically in Anglo-American families and Mexican
American families. Their findings suggested that culture af-
fects the expression of emotions within families and family
attitudes towards ill relatives. These results call for adapt-
ing EE measurements to the culture’s characteristics, like
the substantial cultural differences betweenMexican Amer-
ican, Asian and Jewish populations [63,64]. Future studies
may consider investigating family dynamics in other cul-
tures or regions and their corresponding impact on EE and
relapse of BD. Furthermore, the relapse frequency and time
to relapse were underreported in the included studies, lead-
ing to limited resolution to understand this association. Ad-
ditionally, the definitions of high EE and relapse were not
unified across studies, whichmay contribute to the variation
of findings. Given the observational nature of our analysis,
the factors linking EE and BD relapse remain ambiguous.
EE may also reflect illness severity, chronicity and care-
giver burden, suggesting a potentially bidirectional or con-
founded relationship with various factors acting as a mod-
erator, mediator, or confounder. Therefore, it is important
to consider multiple factors when estimating BD relapse.
Moreover, subdomains of EE were not investigated in most
of the articles, making it difficult to interpret and conclude
the findings regarding the relationship between different
subdomains of EE and relapse in BD. Besides, as the num-
ber of prospective cohort studies on this topic was scarce,
relevant cross-sectional and experimental studies were also
included in the review to supplement a broader picture. The
inclusion of treatment-related studiesmay interfere with our
results by introducing other confounding factors. Finally,
two studies with moderate RoB [34,39] were included in
the narrative synthesis. Respective RoB in the individual
study should be carefully considered when interpreting the
individual study’s findings.

5. Conclusions
This review underscores the potential association be-

tween high EE and the risk of relapse in BD by providing
updated evidence. These findings are beneficial to foster-
ing the development of care strategies aimed at reducing
the level of EE from relatives and friends. Future primary
studies are required to validate the association and to ex-
plore how different subdomains of EE impact the risk of
relapse in BD.

Availability of Data and Materials
All data used in this study are available from the cor-

responding published articles and their additional files.

8

https://www.imrpress.com


Author Contributions
SYT: writing—original draft, investigation, data cura-

tion, visualisation; MCHD: writing—original draft, inves-
tigation, data curation, visualisation; AHTY: investigation,
data curation; YL: writing—review and editing, method-
ology; DCFM: writing—review and editing, methodology,
visualisation, supervision. All authors contributed to edi-
torial changes in the manuscript. All authors read and ap-
proved the final manuscript. All authors have participated
sufficiently in the work and agreed to be accountable for all
aspects of the work.

Ethics Approval and Consent to Participate
Not applicable.

Acknowledgment
Not applicable.

Funding
This research received no external funding.

Conflicts of Interest
The authors declare no conflicts of interest.

Supplementary Material
Supplementary material associated with this article

can be found, in the online version, at https://doi.org/10.
31083/AP47961.

References
[1] GBD 2019 Mental Disorders Collaborators. Global, regional,

and national burden of 12 mental disorders in 204 countries and
territories, 1990-2019: a systematic analysis for the Global Bur-
den of Disease Study 2019. The Lancet. Psychiatry. 2022; 9:
137–150. https://doi.org/10.1016/S2215-0366(21)00395-3.

[2] Association AP. Diagnostic and statistical manual of mental dis-
orders: DSM-5™. 5th edn. American Psychiatric Publishing,
Inc.: Arlington, VA, US. 2013.

[3] Vieta E, BerkM, Schulze TG, Carvalho AF, Suppes T, Calabrese
JR, et al. Bipolar disorders. Nature Reviews. Disease Primers.
2018; 4: 18008. https://doi.org/10.1038/nrdp.2018.8.

[4] Shah N, Grover S, Rao GP. Clinical Practice Guidelines for
Management of Bipolar Disorder. Indian Journal of Psychi-
atry. 2017; 59: S51–S66. https://doi.org/10.4103/0019-5545.
196974.

[5] Perlis RH, Ostacher MJ, Patel JK, Marangell LB, Zhang H,Wis-
niewski SR, et al. Predictors of recurrence in bipolar disorder:
primary outcomes from the Systematic Treatment Enhancement
Program for Bipolar Disorder (STEP-BD). The American Jour-
nal of Psychiatry. 2006; 163: 217–224. https://doi.org/10.1176/
appi.ajp.163.2.217.

[6] Konno Y, Fujino Y, Ikenouchi A, Adachi N, Kubota Y,
Azekawa T, et al. Relationship BetweenMood Episode and Em-
ployment Status of Outpatients with Bipolar Disorder: Retro-
spective Cohort Study from the Multicenter Treatment Survey
for Bipolar Disorder in Psychiatric Clinics (MUSUBI) Project.
Neuropsychiatric Disease and Treatment. 2021; 17: 2867–2876.
https://doi.org/10.2147/NDT.S322507.

[7] Belete H, Ali T, Legas G. Relapse and Clinical Characteristics
of Patients with Bipolar Disorders in Central Ethiopia: A Cross-
Sectional Study. Psychiatry Journal. 2020; 2020: 8986014. http
s://doi.org/10.1155/2020/8986014.

[8] Reinares M, Bonnín CM, Hidalgo-Mazzei D, Sánchez-Moreno
J, Colom F, Vieta E. The role of family interventions in bipo-
lar disorder: A systematic review. Clinical Psychology Review.
2016; 43: 47–57. https://doi.org/10.1016/j.cpr.2015.11.010.

[9] Chakrabarti S. Treatment-adherence in bipolar disorder: A
patient-centred approach. World Journal of Psychiatry. 2016; 6:
399–409. https://doi.org/10.5498/wjp.v6.i4.399.

[10] Gaudiano BA, Weinstock LM, Miller IW. Improving treatment
adherence in bipolar disorder: a review of current psychoso-
cial treatment efficacy and recommendations for future treat-
ment development. Behavior Modification. 2008; 32: 267–301.
https://doi.org/10.1177/0145445507309023.

[11] Hong J, Reed C, Novick D, Haro JM, Aguado J. Clinical and
economic consequences of medication non-adherence in the
treatment of patients with a manic/mixed episode of bipolar dis-
order: results from the European Mania in Bipolar Longitudi-
nal Evaluation of Medication (EMBLEM) study. Psychiatry Re-
search. 2011; 190: 110–114. https://doi.org/10.1016/j.psychres
.2011.04.016.

[12] Giménez-PalomoA, AndreuH, Olivier L, Ochandiano I, de Juan
O, Fernández-Plaza T, et al. Clinical, sociodemographic and en-
vironmental predicting factors for relapse in bipolar disorder: A
systematic review. Journal of Affective Disorders. 2024; 360:
276–296. https://doi.org/10.1016/j.jad.2024.05.064.

[13] Lagerberg TV, Icick R, Aminoff SR, Nerhus M, Barrett EA,
Bjella TD, et al. Substance Misuse Trajectories and Risk of Re-
lapse in the Early Course of Bipolar Disorder. Frontiers in Psy-
chiatry. 2021; 12: 656912. https://doi.org/10.3389/fpsyt.2021.
656912.

[14] Takaesu Y, Inoue Y, Ono K, Murakoshi A, Futenma K, Ko-
mada Y, et al. Circadian Rhythm Sleep-Wake Disorders Pre-
dict Shorter Time to Relapse of Mood Episodes in Euthymic
Patients With Bipolar Disorder: A Prospective 48-Week Study.
The Journal of Clinical Psychiatry. 2018; 79: 17m11565. https:
//doi.org/10.4088/JCP.17m11565.

[15] WalkerWH, 2nd, Walton JC, DeVries AC, Nelson RJ. Circadian
rhythm disruption and mental health. Translational Psychiatry.
2020; 10: 28. https://doi.org/10.1038/s41398-020-0694-0.

[16] Brown GW, Carstairs GM, Topping G. Post-hospital adjustment
of chronic mental patients. Lancet. 1958; 2: 685–688. https://do
i.org/10.1016/s0140-6736(58)92279-7.

[17] Hooley JM. Expressed emotion: A review of the critical liter-
ature. Clinical Psychology Review. 1985; 5: 119–139. https:
//doi.org/10.1016/0272-7358(85)90018-2.

[18] Çetinkaya Duman Z, KuşcuMK,Özgün S. Comparison between
Camberwell Family Interview and Expressed Emotion Scale in
Determining Emotions of Caregivers of Schizophrenic Patients.
Noro Psikiyatri Arsivi. 2013; 50: 301–305. https://doi.org/10.
4274/npa.y5832.

[19] Van Humbeeck G, Van Audenhove C, De Hert M, Pieters G,
Storms G. Expressed emotion: a review of assessment instru-
ments. Clinical Psychology Review. 2002; 22: 323–343. https:
//doi.org/10.1016/s0272-7358(01)00098-8.

[20] Kim EY,Miklowitz DJ. Expressed emotion as a predictor of out-
come among bipolar patients undergoing family therapy. Jour-
nal of Affective Disorders. 2004; 82: 343–352. https://doi.org/
10.1016/j.jad.2004.02.004.

[21] Kymalainen JA, Weisman de Mamani AG. Expressed emotion,
communication deviance, and culture in families of patients with
schizophrenia: a review of the literature. Cultural Diversity &
Ethnic Minority Psychology. 2008; 14: 85–91. https://doi.org/
10.1037/1099-9809.14.2.85.

9

https://doi.org/10.31083/AP47961
https://doi.org/10.31083/AP47961
https://doi.org/10.1016/S2215-0366(21)00395-3
https://doi.org/10.1038/nrdp.2018.8
https://doi.org/10.4103/0019-5545.196974
https://doi.org/10.4103/0019-5545.196974
https://doi.org/10.1176/appi.ajp.163.2.217
https://doi.org/10.1176/appi.ajp.163.2.217
https://doi.org/10.2147/NDT.S322507
https://doi.org/10.1155/2020/8986014
https://doi.org/10.1155/2020/8986014
https://doi.org/10.1016/j.cpr.2015.11.010
https://doi.org/10.5498/wjp.v6.i4.399
https://doi.org/10.1177/0145445507309023
https://doi.org/10.1016/j.psychres.2011.04.016
https://doi.org/10.1016/j.psychres.2011.04.016
https://doi.org/10.1016/j.jad.2024.05.064
https://doi.org/10.3389/fpsyt.2021.656912
https://doi.org/10.3389/fpsyt.2021.656912
https://doi.org/10.4088/JCP.17m11565
https://doi.org/10.4088/JCP.17m11565
https://doi.org/10.1038/s41398-020-0694-0
https://doi.org/10.1016/s0140-6736(58)92279-7
https://doi.org/10.1016/s0140-6736(58)92279-7
https://doi.org/10.1016/0272-7358(85)90018-2
https://doi.org/10.1016/0272-7358(85)90018-2
https://doi.org/10.4274/npa.y5832
https://doi.org/10.4274/npa.y5832
https://doi.org/10.1016/s0272-7358(01)00098-8
https://doi.org/10.1016/s0272-7358(01)00098-8
https://doi.org/10.1016/j.jad.2004.02.004
https://doi.org/10.1016/j.jad.2004.02.004
https://doi.org/10.1037/1099-9809.14.2.85
https://doi.org/10.1037/1099-9809.14.2.85
https://www.imrpress.com


[22] Butzlaff RL, Hooley JM. Expressed emotion and psychiatric re-
lapse: a meta-analysis. Archives of General Psychiatry. 1998;
55: 547–552. https://doi.org/10.1001/archpsyc.55.6.547.

[23] Ma CF, Chan SKW, Chung YL, Ng SM, Hui CLM, Suen YN,
et al. The predictive power of expressed emotion and its com-
ponents in relapse of schizophrenia: a meta-analysis and meta-
regression. Psychological Medicine. 2021; 51: 365–375. https:
//doi.org/10.1017/S0033291721000209.

[24] Pourmand D, Kavanagh DJ, Vaughan K. Expressed emotion as
predictor of relapse in patients with comorbid psychoses and
substance use disorder. The Australian and New Zealand Jour-
nal of Psychiatry. 2005; 39: 473–478. https://doi.org/10.1080/j.
1440-1614.2005.01606.x.

[25] Miklowitz DJ, Schneck CD, George EL, Taylor DO, Sugar CA,
Birmaher B, et al. Pharmacotherapy and family-focused treat-
ment for adolescents with bipolar I and II disorders: a 2-year ran-
domized trial. The American Journal of Psychiatry. 2014; 171:
658–667. https://doi.org/10.1176/appi.ajp.2014.13081130.

[26] Miklowitz DJ, Chung B. Family-Focused Therapy for Bipolar
Disorder: Reflections on 30 Years of Research. Family Process.
2016; 55: 483–499. https://doi.org/10.1111/famp.12237.

[27] Bessonova L, Ogden K, Doane MJ, O’Sullivan AK, Tohen M.
The Economic Burden of Bipolar Disorder in the United States:
A Systematic Literature Review. ClinicoEconomics and Out-
comes Research. 2020; 12: 481–497. https://doi.org/10.2147/
CEOR.S259338.

[28] Dembek C, Mackie D, Modi K, Zhu Y, Niu X, Grinnell T. The
economic and humanistic burden of bipolar disorder in adults in
the United States. Annals of General Psychiatry. 2023; 22: 13.
https://doi.org/10.1186/s12991-023-00440-7.

[29] Depp CA, Mausbach BT, Harvey PD, Bowie CR, Wolyniec PS,
Thornquist MH, et al. Social competence and observer-rated so-
cial functioning in bipolar disorder. Bipolar Disorders. 2010; 12:
843–850. https://doi.org/10.1111/j.1399-5618.2010.00880.x.

[30] Hirschfeld RMA, Vornik LA. Bipolar disorder–costs and comor-
bidity. The American Journal of Managed Care. 2005; 11: S85–
S90.

[31] Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC,
Mulrow CD, et al. The PRISMA 2020 statement: an updated
guideline for reporting systematic reviews. BMJ (Clinical Re-
search Ed.). 2021; 372: n71. https://doi.org/10.1136/bmj.n71.

[32] Moola S, Munn Z, Tufanaru C, Aromataris E, Sears K, Sfetcu
R, Currie M, Lisy K, Qureshi R, Mattis P, Mu P. Systematic re-
views of etiology and risk. 2020. Available at: https://doi.org/
10.46658/JBIMES-24-06 (Accessed: 11 January 2026).

[33] Barker TH, Stone JC, Sears K, Klugar M, Tufanaru C, Leonardi-
Bee J, et al. The revised JBI critical appraisal tool for the assess-
ment of risk of bias for randomized controlled trials. JBI Evi-
dence Synthesis. 2023; 21: 494–506. https://doi.org/10.11124/
JBIES-22-00430.

[34] Yan LJ, Hammen C, Cohen AN, Daley SE, Henry RM. Ex-
pressed emotion versus relationship quality variables in the
prediction of recurrence in bipolar patients. Journal of Affec-
tive Disorders. 2004; 83: 199–206. https://doi.org/10.1016/j.ja
d.2004.08.006.

[35] Shimodera S, Yonekura Y, Yamaguchi S, Kawamura A, Mizuno
M, Inoue SA, et al. Bipolar I disorder and expressed emotion of
families: A cohort study in Japan. Open Journal of Psychiatry.
2012; 2: 258–261. https://doi.org/10.4236/ojpsych.2012.24035.

[36] Endreddy AR, Ch LR, Veeramachaneni H. Role of expressed
emotions and its impact on relapse in bipolar affective disorder.
Annals of Indian Psychiatry. 2024; 8: 110–115. https://doi.org/
10.4103/aip.aip_161_22.

[37] Verma M, Bagul KR, Gangwal R, Rastogi P, Mudgal V, Singh
A. Expressed Emotions in Families of PatientsWith Bipolar Dis-
order. Cureus. 2025; 17: e82847. https://doi.org/10.7759/cureus

.82847.
[38] Lex C, Hautzinger M, Meyer TD. Perceived Criticism and Fam-

ily Attitudes as Predictors of Recurrence in Bipolar Disorder.
Clinical Psychology in Europe. 2022; 4: e4617. https://doi.org/
10.32872/cpe.4617.

[39] Scott J, Colom F, Pope M, Reinares M, Vieta E. The prognos-
tic role of perceived criticism, medication adherence and family
knowledge in bipolar disorders. Journal of Affective Disorders.
2012; 142: 72–76. https://doi.org/10.1016/j.jad.2012.04.005.

[40] Mazza C, Formica F, Ferracuti S, Ricci E, Colasanti M, Biondi
S, et al. High Expressed Emotion (HEE), Assessed Using the
Five-Minute Speech Sample (FMSS), as a Predictor of Psychi-
atric Relapse in Patients with Schizophrenia and Major Depres-
sive Disorder: A Meta-Analysis and Meta-Regression. Journal
of Clinical Medicine. 2022; 11: 6533. https://doi.org/10.3390/jc
m11216533.

[41] Keegan C, BrownK, Gaynor K. A Systematic Review Exploring
the Relationship Between Family Factors and Symptom Sever-
ity, Relapse and Social or Occupational Functioning in First-
Episode Psychosis. Early Intervention in Psychiatry. 2025; 19:
e13643. https://doi.org/10.1111/eip.13643.

[42] Chen Q, Bonduelle SLB, Wu GR, Vanderhasselt MA, De
Raedt R, Baeken C. Unraveling how the adolescent brain deals
with criticism using dynamic causal modeling. NeuroImage.
2024; 286: 120510. https://doi.org/10.1016/j.neuroimage.2024.
120510.

[43] Hinojosa-Marqués L, Domínguez-Martínez T, Kwapil TR,
Barrantes-Vidal N. Ecological Validity of Expressed Emotion in
Early Psychosis. Frontiers in Psychiatry. 2019; 10: 854. https:
//doi.org/10.3389/fpsyt.2019.00854.

[44] Hinojosa-Marqués L, Domínguez-Martínez T, Kwapil TR,
Barrantes-Vidal N. Predictors of criticism and emotional over-
involvement in relatives of early psychosis patients. PLoS
ONE. 2020; 15: e0234325. https://doi.org/10.1371/journal.pone
.0234325.

[45] Kupka RW, Altshuler LL, Nolen WA, Suppes T, Luckenbaugh
DA, Leverich GS, et al. Three times more days depressed than
manic or hypomanic in both bipolar I and bipolar II disorder.
Bipolar Disorders. 2007; 9: 531–535. https://doi.org/10.1111/j.
1399-5618.2007.00467.x.

[46] Shimodera S, Furukawa TA, Mino Y, Shimazu K, Nishida A,
Inoue S. Cost-effectiveness of family psychoeducation to pre-
vent relapse inmajor depression: results from a randomized con-
trolled trial. BMC Psychiatry. 2012; 12: 40. https://doi.org/10.
1186/1471-244X-12-40.

[47] Miklowitz DJ, Simoneau TL, George EL, Richards JA, Kalbag
A, Sachs-Ericsson N, et al. Family-focused treatment of bipolar
disorder: 1-year effects of a psychoeducational program in con-
junction with pharmacotherapy. Biological Psychiatry. 2000;
48: 582–592. https://doi.org/10.1016/s0006-3223(00)00931-8.

[48] ReaMM, TompsonMC,Miklowitz DJ, GoldsteinMJ, Hwang S,
Mintz J. Family-focused treatment versus individual treatment
for bipolar disorder: results of a randomized clinical trial. Jour-
nal of Consulting and Clinical Psychology. 2003; 71: 482–492.
https://doi.org/10.1037/0022-006x.71.3.482.

[49] Hooley JM. Expressed emotion and relapse of psychopathology.
Annual Review of Clinical Psychology. 2007; 3: 329–352. https:
//doi.org/10.1146/annurev.clinpsy.2.022305.095236.

[50] Asen E, Fonagy P. Mentalization-based treatment with families.
Guilford Publications: New York. 2021.

[51] Miklowitz DJ,WeintraubMJ, DenennyDM,Merranko JA, Hoo-
ley JM. Parental expressed emotion, family conflict, and symp-
tom severity in adolescent offspring of parents with mood disor-
ders. Journal of Affective Disorders. 2025; 389: 119620. https:
//doi.org/10.1016/j.jad.2025.119620.

[52] Fredman SJ, Baucom DH, Boeding SE, Miklowitz DJ. Rel-

10

https://doi.org/10.1001/archpsyc.55.6.547
https://doi.org/10.1017/S0033291721000209
https://doi.org/10.1017/S0033291721000209
https://doi.org/10.1080/j.1440-1614.2005.01606.x
https://doi.org/10.1080/j.1440-1614.2005.01606.x
https://doi.org/10.1176/appi.ajp.2014.13081130
https://doi.org/10.1111/famp.12237
https://doi.org/10.2147/CEOR.S259338
https://doi.org/10.2147/CEOR.S259338
https://doi.org/10.1186/s12991-023-00440-7
https://doi.org/10.1111/j.1399-5618.2010.00880.x
https://doi.org/10.1136/bmj.n71
https://doi.org/10.46658/JBIMES-24-06
https://doi.org/10.46658/JBIMES-24-06
https://doi.org/10.11124/JBIES-22-00430
https://doi.org/10.11124/JBIES-22-00430
https://doi.org/10.1016/j.jad.2004.08.006
https://doi.org/10.1016/j.jad.2004.08.006
https://doi.org/10.4236/ojpsych.2012.24035
https://doi.org/10.4103/aip.aip_161_22
https://doi.org/10.4103/aip.aip_161_22
https://doi.org/10.7759/cureus.82847
https://doi.org/10.7759/cureus.82847
https://doi.org/10.32872/cpe.4617
https://doi.org/10.32872/cpe.4617
https://doi.org/10.1016/j.jad.2012.04.005
https://doi.org/10.3390/jcm11216533
https://doi.org/10.3390/jcm11216533
https://doi.org/10.1111/eip.13643
https://doi.org/10.1016/j.neuroimage.2024.120510
https://doi.org/10.1016/j.neuroimage.2024.120510
https://doi.org/10.3389/fpsyt.2019.00854
https://doi.org/10.3389/fpsyt.2019.00854
https://doi.org/10.1371/journal.pone.0234325
https://doi.org/10.1371/journal.pone.0234325
https://doi.org/10.1111/j.1399-5618.2007.00467.x
https://doi.org/10.1111/j.1399-5618.2007.00467.x
https://doi.org/10.1186/1471-244X-12-40
https://doi.org/10.1186/1471-244X-12-40
https://doi.org/10.1016/s0006-3223(00)00931-8
https://doi.org/10.1037/0022-006x.71.3.482
https://doi.org/10.1146/annurev.clinpsy.2.022305.095236
https://doi.org/10.1146/annurev.clinpsy.2.022305.095236
https://doi.org/10.1016/j.jad.2025.119620
https://doi.org/10.1016/j.jad.2025.119620
https://www.imrpress.com


atives’ emotional involvement moderates the effects of fam-
ily therapy for bipolar disorder. Journal of Consulting and
Clinical Psychology. 2015; 83: 81–91. https://doi.org/10.1037/
a0037713.

[53] Rutter M, BrownGW. The reliability and validity of measures of
family life and relationships in families containing a psychiatric
patient. Social Psychiatry and Psychiatric Epidemiology. 1966;
1: 38–53. https://doi.org/10.1007/BF00583828.

[54] Magaña AB, Goldstein JM, Karno M, Miklowitz DJ, Jenkins J,
Falloon IR. A brief method for assessing expressed emotion in
relatives of psychiatric patients. Psychiatry Research. 1986; 17:
203–212. https://doi.org/10.1016/0165-1781(86)90049-1.

[55] Kavanagh DJ, O’Halloran P, Manicavasagar V, Clark D, Pi-
atkowska O, Tennant C, et al. The Family Attitude Scale: re-
liability and validity of a new scale for measuring the emotional
climate of families. Psychiatry Research. 1997; 70: 185–195.
https://doi.org/10.1016/s0165-1781(97)00033-4.

[56] Hooley JM, Parker HA. Measuring expressed emotion: an eval-
uation of the shortcuts. Journal of Family Psychology. 2006; 20:
386–396. https://doi.org/10.1037/0893-3200.20.3.386.

[57] Tohen M, Frank E, Bowden CL, Colom F, Ghaemi SN, Yatham
LN, et al. The International Society for Bipolar Disorders
(ISBD) Task Force report on the nomenclature of course and
outcome in bipolar disorders. Bipolar Disorders. 2009; 11: 453–
473. https://doi.org/10.1111/j.1399-5618.2009.00726.x.

[58] Howes OD, Bukala BR, Chen EYH, Correll CU, Hasan A,
Honer WG, et al. Relapse in Schizophrenia: A Systematic Re-
view of Criteria for Clinical Studies and International Consen-

sus Guidelines to Improve Them. The American Journal of Psy-
chiatry. 2025; 182: 969–983. https://doi.org/10.1176/appi.ajp
.20241040.

[59] Strakowski SM, Adler CM, Almeida J, Altshuler LL, Blumberg
HP, Chang KD, et al. The functional neuroanatomy of bipolar
disorder: a consensus model. Bipolar Disorders. 2012; 14: 313–
325. https://doi.org/10.1111/j.1399-5618.2012.01022.x.

[60] Šimić G, Tkalčić M, Vukić V, Mulc D, Španić E, Šagud M, et
al. Understanding Emotions: Origins and Roles of the Amyg-
dala. Biomolecules. 2021; 11: 823. https://doi.org/10.3390/bi
om11060823.

[61] Phillips ML, Swartz HA. A critical appraisal of neuroimaging
studies of bipolar disorder: toward a new conceptualization of
underlying neural circuitry and a road map for future research.
The American Journal of Psychiatry. 2014; 171: 829–843. https:
//doi.org/10.1176/appi.ajp.2014.13081008.

[62] Bigot M, Alonso M, Houenou J, Sarrazin S, Dargél AA, Lledo
PM, et al. An emotional-response model of bipolar disorders
integrating recent findings on amygdala circuits. Neuroscience
and Biobehavioral Reviews. 2020; 118: 358–366. https://doi.or
g/10.1016/j.neubiorev.2020.07.037.

[63] López SR, Ramírez García JI, Ullman JB, Kopelowicz A, Jenk-
ins J, Breitborde NJK, et al. Cultural variability in the manifesta-
tion of expressed emotion. Family Process. 2009; 48: 179–194.
https://doi.org/10.1111/j.1545-5300.2009.01276.x.

[64] Bhugra D, McKenzie K. Expressed emotion across cultures.
Advances in Psychiatric Treatment. 2003; 9: 342–348. https:
//doi.org/10.1192/apt.9.5.342.

11

https://doi.org/10.1037/a0037713
https://doi.org/10.1037/a0037713
https://doi.org/10.1007/BF00583828
https://doi.org/10.1016/0165-1781(86)90049-1
https://doi.org/10.1016/s0165-1781(97)00033-4
https://doi.org/10.1037/0893-3200.20.3.386
https://doi.org/10.1111/j.1399-5618.2009.00726.x
https://doi.org/10.1176/appi.ajp.20241040
https://doi.org/10.1176/appi.ajp.20241040
https://doi.org/10.1111/j.1399-5618.2012.01022.x
https://doi.org/10.3390/biom11060823
https://doi.org/10.3390/biom11060823
https://doi.org/10.1176/appi.ajp.2014.13081008
https://doi.org/10.1176/appi.ajp.2014.13081008
https://doi.org/10.1016/j.neubiorev.2020.07.037
https://doi.org/10.1016/j.neubiorev.2020.07.037
https://doi.org/10.1111/j.1545-5300.2009.01276.x
https://doi.org/10.1192/apt.9.5.342
https://doi.org/10.1192/apt.9.5.342
https://www.imrpress.com

	Main Points
	1. Introduction
	2. Methods
	2.1 Eligibility Criteria
	2.2 Information Sources
	2.3 Search Strategy
	2.4 Selection Process
	2.5 Data Collection
	2.6 Study Risk of Bias Assessment
	2.7 Procedures for Data Synthesis

	3. Results
	3.1 Study Selection and Characteristics
	3.1.1 Overview of the Selected Studies
	3.1.2 Study Characteristics

	3.2 Measurement Tools Used for Expressed Emotion and Relapse
	3.3 Narrative Summary Findings of the Included Studies
	3.3.1 Association of Expressed Emotion and Relapse or Symptom Exacerbation
	3.3.2 Subdomains of Expressed Emotion
	3.3.3 Source of Expressed Emotion

	3.4 Quality Appraisal

	4. Discussion
	Strengths and Limitations

	5. Conclusions
	Availability of Data and Materials
	Author Contributions
	Ethics Approval and Consent to Participate
	Acknowledgment
	Funding
	Conflicts of Interest
	Supplementary Material

