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CHAPTER I

INTRODUCTION

Background and significance of the study

Schizophrenia is a severe psychotic diserder and chronic neurobiological
disease which is the most common diagnosis among patients admitted to psychiatric
hospital (Buchana & €Carpenier 2000; Meijel et al., 2006; Shives, 2006). It is one of
the major mental-health problems in Thaﬁiland. As schizophrenia is a critical problem,
which all countrysseriously works together to prevent disease for all people.

Patients with chronie schizophrer%ia have experienced severe and persistent
symptoms that are associated with impai;*me}lt in daily functions (Herz & Marder,
2002). These patients are in the residual “phase-’ of 1llness which have the psychotic

i

symptoms similar to prodromal-phase whi'ch the symptoms gradually progress and
patients need to receive help—before the%sy:f:ptom become severe (American
Psychiatric Assaciation, 1'979'4‘). Moreover,. 't“r‘i.e_ééj’pratients are~highly vulnerable to
relapses because-the ilfness Timits their ability to cope and prevent them from learning
to take care of themselves (Herz & Marder, 2002; Kennedy, Schepp & O’Connor,
2000). Previous studies have showed predicting factors to psychotic relapse in
schizophrenic patients including shame, having problems with other family members,
lack of knowledge about the treatment, economic problem, non-compliance with
treatinent and_drug abuse;a shorter length.of hospitalization, stress in {ife event, and
poor self-management with mental illness (Poonsiri et al., 1992; Charoensap, 1995).
The occurrence of psychotic relapse is a characteristic of patients with chronic

schizophrenia (Meijel, Gaag, & Grypdonck, 2004). The psychotic relapse rate of

schizophrenia has been reported to be 50%-80% within 5-6 years (Robin et al., 1999).



Especially, between 50% and 80% in the year following an episode of psychosis
without treatment have highly psychotic relapse (Wiersma, Nienhuis, Slooff, & Giel,
1998). Relapse can cause significant personal distress, interfering with rehabilitation
efforts, and resulting in psychiatric hospitalization (Lamberti, 2001). Outcome from
schizophrenic psychotic relapse Is multidimentienal and consists of several domains
such as psychopathology,.courses of ili;ness, activities of daily living, interpersonal
functioning, vocational funetioning, need for care, burden for the family, inducing
mental stress among family member, anﬁd the service delivery system (Holthasen et
al., 2007; Mueser &McGurlg, 2004): Ea.cljﬂ'.psychotic relapse can produce persisting
morbidity of the brain which result in bﬂ,roblems in family and impose enormous
economic on government (Dolder et al., 269_3;JI__amberti, 2001; Videbeck, 2001). In
addition, the problems of psychotic relapsé ia;n_dr rehospitalization among clients with
schizophrenia, and the correspanding econon.jiiic; Jé.(')cial, and health care costs, are the
cause of concerns among--mental- health pr{;ﬁdEfS and health care administrators
(Pancer, Addingten, & Addington, 2005).

As for Thailand, in 2006, 66.7% (6,863 cases pei-year) of patients with
schizophrenia were outpatients in Somdet Chaopraya Institute of Psychiatric. The
average~hospitalization=time swhen; they havephad psychetic=symptoms relapse is
approximately 3 monthsafter discharged from hospital. Moreover, the consequences
of recent national health care policy to decrease length of stay in psychiatric hospital
into 3 weeks' (21 days) \(Department of Mental’-Health; .Thailand, "2005), has
influenced the psychotic symptoms relapse (Beebe, 2001; Thompson et al., 2003;

Videbeck, 2001; Walker & Eagles, 2002; Dixon, 2002).



The main policy of psyhciatric hospitals in Thailand is to psychosocially
rehabilitate patients to be able to conduct self-care and pursue regular life as possible
in their community (Department of Menatl, Ministry of Public Health, 2006). The
convention psychiatric nursing care in out-patieat clinical setting and community for
patients with mental illness is composed of awrsing care for promoting safety of
patients, promoting self-care for daily V‘Iiving, establishing therapeutic relationship,
socially inappropriate”behaviors, teaching patients about caring, and establishing
support and care with Community. Howe{/er, the convention care provides knowledge
of taking care of the patient, but not devellog;i.ng the self-competence and self-ability to
manage with the eagly psychotic sympt(pms'. The medication is the mainstay of
treatment, and in outpatients ward nurses usé: ‘psy{_choeducation to support and promote
compliance of the patieats in continuously. taking medicine, in order to reduce
psychotic symptoms and limited these d istreséési 'Moreover, after discharged from the
hospitals most patients ofien-have relapse°ahd‘,z;1re readmitted to the hospital. The
relatives feel diseouraged or hopeless regarding cares for the patients, and finally felt
burdened and waiied the patient to be in the hospital instead-of at home. The impact
of psychotic relapse in schizophrenia on individuals and families is incalculable.
Therefore; this is an important-problem that:needs to be solved,

Studying ‘the person with™ chronic™ schizophrenia™is very” important and
significant. In addition, symptoms_are significant in schizophrenia because of their
disruptive! effect on! individual “functioning’ and they 'are potential “indicators of
impending relapse (Kennedy, Schepp, & O’Connor, 2000). The definition of relapse
is used in different ways in the literature. Some studies refer to worsened symptoms,

while others refer to hospital admission. Psychotic relapse means a recurrence of



positive symptoms such as delusion and hallucination after being discharged from a
psychiatric hospital (Lamberti, 2001).

Previous studies on schizophrenic symptoms have found that most patients
had early symptoms within 2-4 weeks' beforesrelapse (Meijel et al., 2004). The
prodromal symptom or early warning signs are.ihe earliest changes in illness stability
and predictorts of psychotierelapse (Blj;tillo, Buchanan & Carpernter, 1995; Herz &
Lamberti, 1995; Liberman,4995). The prodromal symptoms or early warning signs
occur before symptem relapsewhich sigr;ificantly influences schizophrenic patients to
psychotic relapse (Baker, 1998; Lamb.ef;'i., 2001; Hamera, Peterson, Young, &
Schaumloffel, 1992; Novagek & Raskin, 1?98;’ O*Connor, 1991, 1994).

Prodromal symptoms or early wam:i'r]_g signs can be defined as the subjective
experiences of early symptoms beiore the. j@l_arpse of schizophrenia occur (Herz &
Melville, 1980; Herz & Lamberii; 1995). Métié.érly symptoms are anxiety such as
tension, anxiousness, insomnia; agitation and'jti%édness (Herz, 1984; Glimcher et al.,
1986; Birchwood et al., 1989: Hamera et al., 1991 Changming, 2003). These
occurrences of early symptoms could be explained from the fact that schizophrenic
patients are vulnerable to any changes due to the neurological dysfunction that makes
them sensitive todntrapersonal, interpersonal; and environmental stressors (Zubin &
Spring, 1977 cited"in O*Connor, 1994). The chronic schizophrenia outpatients living
in a community are very likely to deal with_stress<induced situation and“health care
professionals. usually: emphasize that.stress is a sighificant factor that' may.lead to
symptom exacerbation and psychotic relapse. The active symptom management is
important in decreasing early psychotic symptoms in order to prevent symptom

relapse (Baker, 1998; O’Connor, 1991).



The psychotic relapse prevention means promoting mental health which is
consistent with the idea of self-help and being self-responsible for health. It implies
changing human behavior and draws on a holistic approach to health (Stuart, 2009).
The effects of early recognition and early intervention can also be defined in terms of
changed experience of the iliness. The application of early recognition and early
intervention would lead to«increased ser‘lf-efficacy of the patient as regards the self-
management of the_iliness and exercise of control over his or her own life (Meijel et
al., 2004). The study of relapse prevention in chronic schizophrenia proposed long-
term family psychoeducational approac.he:s:., which demonstrated effectiveness for
lowering the relapse rate over 1 to 2 years‘,‘!by’freducing expressed emotion, enhancing
medication compliance, and improving sQQia]_ functioning (Penn, Mueser, 1996;
Huxley, Rendall, Sederer, 2000; Bustillo; Lauriello, Horan, Keith, 2001; Pharoah,
Mari, Streiner, 2004). However, there were stLII 65hf|icting results from this approach.
Effects expected from psyehoeducation, which ‘d"irected solely at patients remained
unclear (Pekkala; Merinder, 2004; Pitschel-Walz, I eucht,Baumal, Kissling, Engel,
2001). Cognitive behavioral therapy (CBT) has been demonsirated to be effective and
valuable treatments for a range of positive and negative symptoms. However,
theoretical developments, and-advances:in cognitive treatments-of.disorders such as
anxiety and depression ‘have also helped to reveal @ more complex picture of the
transdiagnostic processes operating in schizophrenia. It is_becoming clear that it is
necessary to develop a broader.conceptualization and freatment.approacii to psychotic
symptoms that encompasses the heterogeneity and multifaceted nature of the disorder
(Christodoulides, Brown, & Beck, 2008; Rector, Seeman, & Segal, 2003; Sensky,

Turkington, Kingdon, et al., 2000).



The most important influenced factor causing psychotic relapse is poor self-
management in chronic schizophrenia patients because these patients tend to be
unaware of their illness and even misinterpret their symptoms, often ascribing them to
something unknown (Anzai et al., 2002, Eckman et al., 1992; Finkelman, 2000;
Kanungpairn et al., 2007; Kopelowicz et al., 2008; Meijet et al., 2006; Schaub et al.,
1998; Shon & Park, 2002; Sitthimongkori et al., 2007; Stenberg et al., 1998; Tait et al.,
2002). However, studies insThatland and Western countries have shown that some
individuals with chgenic sehizophrenia could identify signs of impending relapse and
develop coping stratégies to manage the.ir;gymptoms (Kennedy, Schepp, O’Connor,
2000; Changming, Sitthimongkel, Wattapapailin, & Ngamthipwattana, 2003), but
little is known about how, they -aecquire thjs self-management knowledge (Baker,
1995). Studies using symptom management programs have become increasingly
relevant for relapse prevention (Kennedy, Séhe"p'ﬁ, & O’Connor, 2000; Changming,
Sitthimongkol, Wattanapaikin, & NgamthipWa{téna, 2003; Sitthimongkol, Klainin,
Suthiumnuoykul=Likitlertlum, Watchalapong, &Chantarutkapeng, 2007).

Previous studies in Thailand and \Western countries indicated that patients with
chronic schizophrénia developed coping strategies to manage their symptoms (Cohen
& Berk;=1985; 1 Kennedy, Schepp, &+10’Connor, 20003 Changmingsy Sitthimongkol,
Wattanapailin, “& “Ngamthipwattana, "2003). StudieS~using Symptom management
program have become increasingly relevant for relapse prevention. Early intervention,
including clase maonitoring for. pradromal symptomstand psychosocial interventions,
together with antipsychotic medications, could be most effective for preventing
relapse (Herz, Lamberti, Mintz, et al., 2000; Buccheri, Trystad, Kanas, Waldron,

Dowling, 1996; Buccheri, Trystad, Dowling, et al. 2004; Schaub, Behrendt, Brenner,



Mueser, Liberman, 1998). Management rather than cure is the therapeutic issue and
important treatment goal is to limit the reappearance of psychotic symptoms by early
intervention at the decompensation. process (Baker, 1995). In order to prevent
psychotic relapse, the improvement of the patienis’ self-management ability to control
those symptoms will be considered. Prevention-of psychotic relapse in persons with
schizophrenia is much_challenged to Health care-provider in psychiatric practice
(Gleeson, 2005; Robinson«et. al, 1999; Santos, 2003; Thompson et al., 2003).
Developing a nursiag tntepvention progra{m could be effective in decreasing psychotic
symptoms and preventing psychotic.‘félapse among persons with chronic

schizophrenia. :

Symptom recogaition is an importah’gfap_tor for symptom self-management in
patients with chronic sehizophrenia (Changming, 2003; Kanfer, 1980, 1991).
Recognition of schizophrenic-symptoms inﬁicéfés the abilities to recognize early
symptom of illness before-it- vorsens to th'”e_‘e#tent that hospitalization is needed
(Birchwood et -alk, 1989). Symptom recognition requires carefulself-monitoring and
learning of past-symptom experience for self-evaluation. Therefore, the active
symptom monitoring is important in preventing symptom relapse (Baker, 1998;
O’Conner;, 1991)xI1f thesessymptoms, ean-notsbe; treated;the«impairment in daily
functioning, resulting in“medication non-adherence, ‘poor monitoring of illness and
leading to frequent relapse and rehospitalization ‘will be required (Fisher, Geller,
Altaffer, & 'Bennett,1992). The ‘extra“treatments will cause.higher cost and more
personal needs.

Psychiatric nurses have an important role in caring for the patients and

improving the patients’ quality of life. Therefore, it is essential for nursing to develop



a symptom self-management program for helping the patients to effectively manage
with early psychotic symptoms while living in the community. Therefore, developing
of effective nursing care to improve the symptom self-management ability of the
patients with chronic schizophrenia is neededs The purpose of this study is to evaluate
the effectiveness of a_symptom self-management program (SSMP) on psychotic
relapse in patients with chronic schizgc\)phrenia and.also receiving a conventional
nursing care compaied with'receiving a conventional nursing care only. This study
used concepts fromuthe vulnerability-stregs model to understand the predicting factors
to relapse and the self-management moc.iedlj'lto manage with these factors. Symptom
self-management Is the strategies that patiéﬂlnts‘apply to control and decrease psychotic
symptoms by utilizing appropriate methbgs with existing resources (Kanfer &
Gaelick-Buy, 1991)."The patients should take[ care of themselves, minimize stress on
their living, foster adaptation to life in i}é".i-i:ommunity, and continue taking
antipsychotic medication e “reduce and cohtréii’psychotic symptoms in order to
prevent psychetie symptoms (L amberit, 2001: McGlashan, & +Hoffman, 2000; Meijel,

Gaag, Kahn, & Giypdonck, 2003).

Research question
Does the symptom self-management program prevent psychotic relapse in

patients with chronic schizophrenic?

Research objective
1. To develop the symptom self-management program on psychotic relapse

in patients with chronic schizophrenia.



2. To compare the differences of psychotic relapse between patients with
chronic schizophrenia who received a symptom self-management program combined
with the conventional nursing care and those who received only the conventional

nursing care.

Theoretical framework
The Vulnerability-stress.model and The Self-management concept were used
as a conceptual framework n.this study. The vulnerability-stress model provides a
useful frameworkfor upderstanding, the psyghopathological and psychotic relapse
processes that characterize se¢hizophrenia. ;Fhis model can be integrated a holistic
perspective in which'both biological and pe'ychosocial variables in order to explain the
onset, course and outcome of sc’hiz‘ophrenia-(Mdc';lashan & Hoffman, 2000). In
)
addition, this model can e used-as a guideli.ﬁ':éfq understand predictive factors of
0rs2 fd
psychotic relapse (Lamberti, 200%; Meijet et aTZOOZ) This model shows the various
factors playingarole in the development ofa psychotlc relapses This concept was
expanded and déVeloped to describe the causes or relapse, which Vwere classified into
four inter-related factors as following (Yank et al., 1993; Nuechterlein et al., 1994):
1. Personal svulnerability factors including abnormal dopamine level, and
reducing ‘competence in cognitive process and information analysis;
2. Personal protective factors including compliance with antipsychotic
medication, ceping sKills, and self-efficacy beliefs;

3. Environmental protective factors including the family’s ability in problem

solving and supportive psychosocial interventions from health care professionals.
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4. Environmental stressors including stressful life events, a social with
highly stimulating environment, and the family with highly expressed emotional
atmosphere such as hypercriticism or emotional over involvement.

This model proposed the basis of ‘relapse prevention program should be the
modification of stress and vulnerability factors and emphasize on the protective
factors which acts as_a.buffer agaii-rklst the “effects of stress and biochemical
vulnerabilities or whieh minimize the severity of symptoms. The vulnerability-stress
model suggests thefprotective factors !to prevent the psychotic relapse including
compliance with medication, good cob‘iﬁb skills in patients and relatives, and
supportive environment ( Meijel -2003). !

The self-management proposed thi'a_,_(;op_cept of self-management to enhance
understanding about mental process in'the de\“/glio_prment of self-control. Self-management
is a set of skills that can help-people confroiér{d overcome obstacles in their lives
and prevent relapse into unwanted behavioré:(Kénfer, 1970 cited in Kanfer, 1980).
Self-managemeni=is_a_technique that equips individuals with the skills to become self-
directed change agents (Kanfer and Gaelick-Buy, 1991). The seli-management methods
help the clients acquire new behaviors. They need to apply self-control process to
modify their.behavior Jby using ;gognitive process: and;careful-planning. Therefore,
self-management 1S a process deriving from past learning experiences, social beliefs
and physical environment which contribute to one’s Self control. The techniques of
self-management can be understoad within the cantext of the'processes that.occur in
self-regulation (Kanfer and Gaelick-Buy, 1991; Kennedy, 1994; Creer, 2000). Self-

regulation involves three distincts as follows:
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1. Self-monitoring or self-observation. This stage is essentially described as
deliberately and carefully attending to his/her own behavior. Past experience will
motivate the person to change the behavior that needs to be changed, to anticipate the
outcomes of change and to compare the behaviopwith standard criteria.

2. Self-evaluation.  This stage is a discriminating response between self-
monitored behavior and_subject standarr‘d behavior-in _order to evaluate whether the
behaviors should he.maintained or discontinued. This process requires the client to
continually evaluaterthe situation and cbnsidering the many resources available, to
revise or change plan‘ot agtion as needed I(Ecsllnr.uks, 1999).

3. Self-reinforcement. The utilithioh of self-control mechanism to regulate
a given behaviors.” After comparing his/heir(‘be__havior with the standard criteria, the
person will have both positive and negative réactions, which affect the expectation of
outcomes and subsequent behavior. < 244

The method to deduce-the empirical data frem the theoretical concept in this

study is summarized in Figure 1.

Theoretical Self-management Better Health Outcome
Level |
Congepts Symptom Self-Management Pl Prevent Psychotic Relapse
Level |
Empirical Symptom self-management Brief Psychotic/Rating Scale
. . -
Indicators questionnaire (BRRS)

Figure 1 Hierarchy of Middle-Range Theoretical Deduction (Fawcett, 1993)

The researcher developed the Symptom Self-management Program (SSP)

that was derived from the Self-management concept. The major concepts of this
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program were symptom assessments, symptom self-management strategies, and
symptom evaluation. These were specifically used in persons with schizophrenia.
Nurse should improve the patient’s abilities to manage his/her symptoms.

The program is composed of /feurs phases to manage schizophrenia
symptoms. There are 1) the problem assessment and needs identification phase; 2)
the preparation for the symptom self-management. phase; 3) the practice for the
symptom self-managemeni phase; and 4) the evaluation for symptom self-
management phasesThese are dynamic processes and details of these processes are

shown in Figure 2.

/, Problem Assessment & Needs Ide‘:ntification Phase

N

Evaluation for Symptom e s 4 Preparation for Symptom
Self-Management Phase — Self-Management Phase

K Practice for Symptom /

Self-Management Phase

Figure 2 The Processesof a Symptom Self-Management Program

The Ifirst phase.of 'the program began with.assessment and identified the
psychotic symptoms that they experienced. This ghase is an important.step for a
nurse to understand the patients’,condition.

After the patient could clearly identify the problem, establishing the goal to

solve the problem, the nurse would proceed to preparation phase. The second phase



13

involves enhancing the patients’ knowledge and skill through the disease and
symptom self-management education.

The practice for symptom self-management phase, the third step, the patients
should set goals to achieve desirable joutcomes before they are required to
continuously performing the monitoring of Symptom of psychotic relapse. In this
phase the researcher should-encourage tae patients to.practice while they live at home.

The final _siep 1s.the evaluation phase. Patienis can evaluate daily their
psychotic symptoms"and.sympiom self-!management at home by using assessment
form for self-monitoring. 4 Then they woﬁlc;lln"discuss the situation with the researcher
by telephone and also face-to-face meeﬁging‘l If the desirable outcome can not be
achieved, then the"whole process would bef.s_glvp_d. I the evaluation is positive, the
patients will be reinforced to continue the symp_tpm self-management behaviors.

In summary, an elaboration of ttﬁri\fﬁlnerability-stress model specifies
relapse as a result of the interaction among fo‘Hr;ieomponents: personal vulnerability
factors, envirenimental stress, personal proteciors, and enwviranmental protectors.
Numerous researchies have been focusing on moderator inciuding symptom regulation
skill, perceived Social support and pharmacology therapy. Therefore, it can be
concluded thatyan: intervention to jcoentrol-schizophrenic-symptoms: and to reduce
relapse‘can be developed in two Ways: reducing stressors and ‘increasing moderators.
The knowledge from the Vulnerability-stress modelwas derived to this study in the
increasing of personal ‘protective.factors ‘which' aré enhacing. of compliance with
antipsychotic medication and increasing symptom self-managmenet skill with
prodromal symptoms or early warning signs and reducing stress. The concept of self-

management is evident that patients with schizophrenia need an initial skill to develop
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symptom self-management. That initial skill is cautious about self-monitoring of the

behavioral changes developed by using information from past experience for self-

evaluation and decision making about symptom management and by receiving

reinforcement from other people such as .family, friends, and health care

professionals. This program was composed of fourphases to manage early warning sign

symptoms. These are 1) the-problem assessment and.needs identification phase; 2) the

preparation for sympiom self-management phase; 3) the practice for symptom self-

management phasegand 4)the evaltation for symptom self-management phase.

The concepilial ffamework of the Symptom. Self-Management Program on

Psychotic Relapse in this study is summarizpd in Figure 3.

The predicting factors of
psychotic relapse
- Non compliance with
antipsychotic
- Poor self- management
- Stressful life event
- Poor early recognition
of Prodromal
symptom or Eagty
Warning Signs
(EWS)

- Increse compliance with
antipsychotic drug

- Decrease Prodromal
symptoms or EWS

- Increase symptom self-
management behavior

Symptom Self-management
Phase I Problem assessment
& 'needs identifieation

Phase II: Preparation for SSM
Phase I11: Practice for SSM
Phase |V:'Evaluation for SSM

Figure 3 The conceptual framework of the study

A 4

Psychotic
relapse
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Research hypothesis with rationales

The patients with chronic schizophrenia is highly vulnerable to relapse (Herz
and Marder, 2002; Kennedy, Schepp, and O’Connor, 2000). The illness limits
schizophrenic patients’ ability to cope and may prevent them from leaning important
communication and social skills. Their symptoms may. interfere with their ability to
develop options to solve~a problem " (Finkelman,..1997).  Patients with chronic
schizophrenia have_experienced: severe and persisient iliness that is associated with
impairment in dailyfunciioning and théy often fail to follow through outpatient
treatment, resulting in medication non-ad.hn('a.".rence and poor monitoring of illness and
leading to frequent relapse, re-hospitalizatjorr"and housing instability (Fisher, Geller,
Altaffer, and Bennett, 1992). Relapse can céyse___signiﬁcant personal distress, interfere
with rehabilitation efforts, and resultin psychiatric hospitalization (Lamberti, 2001).

The predicting factors of relapse Lr] "p’é'tients with chronic schizophrenia
include noncompliance with-medication (Gr_ay; “Robson, and Bressington, 2002;
Ayuso-Gutierrez-et al., 1997. Robinson, Woerner, Alvir, & Bilder, 1999; Csernansky
and Schuchart, 2002), social isolation (Meltzer et al., 1991; Rajkumar and Thara,
1989 cited in Lader, 1995), the role of expressed emotion (EE) in family (Kavanagh,
1992; Awthur et aly 2002; Addingten+and- Burnett; 2004; .=inszen et al., 1997;
Neuchterlein“et al';"1994; Wuerker, 2000), stressful“life events"(Brown and Birley,
1968 cited in_Lader, 1995), alcohol and substance abuse (Dixon et al., 1991; Regier et
al.,;1990; Swofford et al., 1996). “Allithese predicting factors to-psychatic relapse are
in congruent with the cause to psychotic relapse in the vulnerability-stress model.

The vulnerability-stress model suggests the protective factors to prevent the

psychotic relapse including compliance with medication, good coping skills in
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patients and relatives, and supportive environment (Meijel, 2003; Zubin and Spring,
1977). The components of the vulnerability-stress model are recognizable in the
structure of the intervention. With the account being taken of vulnerability of the
patients, the ways are sought to avoid Stress, i0 promote coping, and bring about
protection from the environment. Studies in. the past have revealed that enhancing
symptom self-management.is-a significané strategy that can help the patients to live in a
community for a longer period of time and to reduce the recurrence of the illness
(Middelboe and Maertensen, 1997; Hamera et al., 1991; Murphy and Moller, 1993;
Buccheri, Trygstak, Kanas, and Dowliné; ;"1.997; Kennedy, Schepp, and O’Connor,
2000; Sitthimongkol,#Chiam-chang, ‘& A!roohpord, 2000). Self-management had a
positive impact on thesphysiological -and psthological health status (Clark et al.,
1991). The major concepts of this program were symptom assessment, symptom self-
management strategies, and.'symptom evalgétfdﬁ these were specifically used in
persons with schizophrenia.-Fhe nurse shdulvdgimprove the patient’s abilities to
manage his/her -symptoms. The program is composed of Jour phase to manage
schizophrenia symptoms. There are 1) The Problem -Assessment and Needs
Identification Phase, 2) The Preparation for the Symptom self-management Phase, 3)
The Praeticeyfor the Symptom Self-Management Phase, .and.4), The Evaluation for
Symptom, , Self-management Phase. The program ‘able to “control and decrease
psychotic symptoms and relapse in patients with chronic schizophrenia. In addition,
the' symptom' self*management would“be of benefils if the.patients.with..chronic
schizophrenia received both the conventional nursing care and the symptom self-
management program. Therefore, the participants in this study have to receive both of

the conventional care and the symptom self-management program.
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The research hypothesis was:
The patients with chronic schizophrenic who received the symptom self-
management program combined with the conventional nursing care have significantly

lower psychotic relapse than those who recerved.enly the conventional nursing care.

Scope of the study

The researcher indieated'the scope of the study asfollows:

1. A randomized control-group pretest-posttest design was conducted to
evaluate effects-of a symptom self-managerpent Intervention on psychotic relapse in
patients with chronic schizophrenia. ,

2. The study was conducted am’qn(;] any gender in patients with chronic
schizophrenia who have bgen “attended-the -bUtb'atient clinic at Galya Rajanagarindra
Institute. All participantsin the control groﬁé’ ér)dﬂ the Intervention group received the

ool d
conventional nursing care from the outpatieﬁ cli.nic. Moreover, participants in the
intervention group attended the symptom s;eifi;ﬁ;ﬁagement program during the six-
week period.

3. The independent variable was a symptom self-management intervention.

The dependent variable was psychotic relapse.

Operational'definitions

1. Patients with chronic” schizophrenia «&fer to the personsy” who are
diagnosised ‘with “schizaphrenia agcording 10 the DSM-IV (1994), at least twa acute
schizophrenic episodes within the last 5 years, need for long-term neuroleptic
treatment, psychopathological stabilization within 4 weeks prior to the study and

receiving care from the out-patients clinics at Galya Rajanagarindra Institute.
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2. Psychotic relapse refers to the elevation on remitted psychotic symptom
on one of the symptom in hallucination, delusion, or disorganized thinking, up to 6
scores as measured by the Brief Psychiatric Rating Scale (BPRS) (Nuechterlein,
Miklowitz, Ventura, Gitlin, Stoddard et al., 2006).

3. Psychotic symptoms refer to the positive symptoms, negative symptoms
and affective symptoms.. Ihe severity (;f psychotic.symptoms was measured by the
Brief Psychiatric Raiing Scale (BPRS). The higher scores show the severity of the
psychotic symptoms: |

4. The symptom self-managerr.Ted;i.t program refers to the promotion of
patients’ symptom self=management progréﬂ;m that was holistic and continuing nursing
care. This program uses the structured priﬁ'gch_l of the Symptom Self-management
Program (SSP). The symptom self-managéme_nrt program based on the proposed of
Kanfer (1991) included self-meénitoring, self—éélﬁétion, and self-reinforcement. This
program was composed of feur-phases to manégééarly warning sign symptoms. These
are 1) the problem_assessment and needs identification phasey 2) the preparation for
symptom self-management phase; 3) the practice for sympton-self-management phase;
and 4) the evaluation for symptom self-management phase. These are dynamic
processes: This pregram-composeg, of 6 sessions:for;6.,weeks. The,time of each session
were session”17for“60 minutes, session 2 and 3 for 90 minutes, session 4, 5 and 6
depending on_patients’_needs. _The program for Symptom Self-Management = was
practiced forthe Symptom self-tnanagement strategies.as follows:

Phase 1 The Problem Assessment and Needs Identification

The first phase of the program began with assessing and identifying the

symptoms.
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Phase 2 The Preparation for Symptom Self-Management

After the patient could clearly identify the problem and establish a goal to
solve the problem, the nurse should enhance the patient’s knowledge and skill through
the disease and symptom management condition.

Phase 3 The Practice for Symptom Seli=Management Phase

This phase was implemented th-Je self-management process as following:

3.1 _Self-menitoring refers to a patient’s ebservation and recording of
early warning sign of psychotic symptorr;ls that Influence psychotic relapse.

3.2 Self-evaluatioh‘ refe.rsdl.'. to obtaining information from self-
monitoring, learningsand  practicing tH“g management strategies to appropriate
psychotic relapse preveation within his/hef_?gntji_tiona and contexts.

3.3 Self-reinforcement refers 10 the reward that schizophrenic patients
plan to give themselves, baset on successfuie}fbrmance in managing symptoms or
achieving goals. - .. -

Phase-4-The Evaluation for Symptom Self-Management

The finak-step is the evaluation for symptom self-management phase that
included the outcome evaluation and terminate the program.

4. Thejconventional nursing eare means the usual-psyehiatrie nursing care in
out-patient clinical setting and community. The usualcare is composed of the nursing
care for promoting safety of patients, promoting self-care for daily living, establishing
therapeutic “.relationship, “Wintervention ‘for deldsion, @ hallucination, '.socially

inappropriate behaviors, teaching patients about caring, and establishing support and

care with community.
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Expected benefits
1. The study could be used as a guideline for psychiatric nurse in promoting

schizophrenic patients’ capacity for preventing psychotic relapse in out-patient

clinical or community.
2. The result ¢ i stud 1d be ed a5 a.gu ideline for administrators in

the development of hez 7 : tients with chronic schizophrenic living in

community.
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1. Persons with chronic schizophrenia

Chronic schizophrenia refers to a ‘residual schizophrenia’. A residual stage
in the development of schizophrenic (disorder in which there has been a clear
progression from an early stage (comprising omne or more episodes with psychotic
symptoms meeting the general criteria for sehizephrenia in 1CD10) to a large stage
characterized by long-termy=though n(;t necessarily, ‘negative symptoms’ (World
Health Organization fWHQJ, 1992). Chronic schizophrenia who is in stable phase,
patients may be asymptomatic; manifest nonpsychotic dysphoric symptoms, such as
tension, anxiety, orsinsomnia; frequentiyc““.demonstrate deficit symptoms; or have
positive symptoms that are of miid intensity (Herz and Marder, 2002). This diagnostic
category is used when the individual has a h'iKs‘.to__rKy of at least two previous episodes of
schizophrenia with prominent psychotic symptoms. Chronic schizophrenia occurs in
an individual who has a chronic form of theic!iééése and is the stage that follows an
acute episode and residual phase: In the chroﬁic-ﬁage, there is continuing evidence of
the illness, although there are no prominent psychotic symptoms. Chronic symptoms
may include sociakisolation, eccentric behavior, impairmeni-in personal hygiene and
grooming, blunted or inappropriate affect, poverty of or overelaborate speech,
illogical-thinking,serapathy(Kaplan and-Sadock; 1985,citedsin.Fewnsend, 2000).

The "persons with chronic schizophrenia 'have two elements of the illness
experience which_are_important — demoralization”and_remoralization “(Finkelman,
2000). Most.persons withi.chtonic schizophreni¢ experience.demoralization.— low
self-esteem, low self-confidence, and problems with competence. Demoralization
results from their illness, past psychiatric treatment, and lack of or limited acceptance

of mental illness from the community. The illness limits their ability to cope and may
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prevent them from learning important communication and social skills. Their
symptoms may interfere with their ability to develop options to solve a problem
(Finkelman, 1997).

Patients with chronic schizophrenia have, experienced with a severe and
persistent illness that is associated with impairment in daily functioning. They often
fail to follow through on outpatient trea:[ment, resulting in medication non-adherence
and poor monitoring.ef the illness; and leading to frequent relapses, re-hospitalization,
and housing instability (Fisher, Geller, Aitaffer, and Bennett, 1992).

Individualswith ehronic schizoﬁhrgnia face multiple barriers to achievement
of optimal health, including apathy ané!, poor concentration, sedative effects of
medication, and poveity and lack of aci'(:g.ssJ_to health education and treatment
programs. In addition, the symptoms ofﬁ,{d_isease negatively affect their social
functioning, which may result-in isolation a@id&k of social support (Beebe, 2007).
During the residual phase —which may {ast up'técébout 6 months after the onset of the
acute episodes—patients are highly vulnerable to relapse {Herz/and Marder, 2002).
The relapse rate of schizophrenia has been reported to be 56%-60% within 5-6 years
in Japan (Robin et al., 1999). In addition, the incidence of relapse in patients with
schizophrénia whe have, experiencedyone.or more psychetic-episodes is high and
range between 50% and“80% in ‘the year following an“episode of psychosis without
treatment (Wiersma, Nienhuis, Slooff, and Giel, 1998).

1.1 Diagnostic guidelines

For a confident diagnosis, the following requirements should be met:
1. prominent “negative” schizophrenic symptoms, i.e. psychomotor

slowing, underactivity, blunting of affect, passivity and lack of initiative, poverty of
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quantity or content of speech, poor nonverbal communication by facial expression,
eye contact, voice modulation, and posture, poor self-care and social performance;

2. evidence in the past of at least one clear-cut psychotic episode
meeting the diagnostic criteria for schizophrenia;

3. a period of at least 1 year during Which intensity and frequency of
florid symptoms such_as«delusions, i-\and hallucinations have been minimal or
substantially reducedsand the “negative’ schizophrenic syndrome has been present;

4. absence gifdementia or c;ther organic brain disease or disorder, and of
chronic depression or institutionalism suff[;'fent to explain the negative impairments.
If an adequate information about the patingnt”s' provision history cannot be obtained,
and it therefore cannot be established that {:'r_i_t.erj_a for schizophrenia have been met at
some time in the past, it may be necessary:tiq make a provision diagnosis of residual
schizophrenia.

1.2 Disease phases - T =

Thes_American _Psychiatric Association —Practice+ Guideline for the
Treatment of Schizophrenia (1997) describes three phases-of the disorder for the
purpose of integrating treatment:

1. sAcute phase; /This is theyphase with flerid psychetic.symptoms such as
delusion and/or-halttcinations, involving severely disorganized thinking with greatly
impaired functioning, so that individuals are usually unable to care themselves. Negative
symptoms become ‘mare severe.during.this phase as well.

2. Stabilization phase. During this phase acute psychotic symptoms

gradually decrease in severity. This phase may last for an average of 6 months after
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the onset of an acute episode. During this phase the individual is most vulnerable to
relapse.

3. Prodromal phase. . Symptoms are relatively stable and almost
always less severe than in the acute phase. /Patients can be asymptomatic. Others can
have nonpsychotic symptoms, such as tension, anxiety, depression, or insomnia. Still
others may have persisting.negative and)or positive symptoms that are usually present
in attenuated forms.

1.3 Sympioems of schizophreni”a

Patientsswith schizophrenia.ﬁ;{.ve Impairments in attention, perception,
cognition, informatiom” processing and chial performance (McBride and Austin,
1996); as a result, they are presented with-(dis_grders In various aspects comprising
disturbance in thought process, perception, affect and behavior (Kaplan, Sadock,
1998). $52

The most recent format for the diégno"sis of schizophrenia has categorized
symptoms as “pesitive” and “negative” (American Psychitaric.Assocation, 1994).

1. Positive symptoms (additional behaviors)—are divided into two
dimensions; (a) psychoticisim and (b) disorganization. Symptoms within these
dimensions include hallucinations, [delusions; bizarre; behavior;,and-formal thought
disorders,(Arndt, Anderasen, Flaum; Miller, and Nopoulos, 1995). 'Halfucination is false
sensory perception_not associated with real external stimuli and may invelve any of
five sense. “The most commaon form of hallucination in schizophrenia'is auditory
hallucination and visual hallucination, which leads to suffer in the patients. Delusions
are mistaken or false beliefs about self or the environment that are firmly held even in

the face of disconfirming evidence. Delusions may take several forms such as
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persecutory delusion, grandeur delusion and nihilistic delusion. Disorganized speech is
the out-come sign of disordered thoughts and may range from less severe forms, where
the person moves rapidly from one topic to another, to more severe forms, where the
person’s speech can not be logically understoods Disorganized behavior may present
as agitated, non-purposeful, or random movement and as catatonic (American
Psychitaric Assocation, 1994): "

2. Negative'symptoms (ceficit of behaviors) have become one of the five
characteristic sympiom clusters (Americén Psychitaric Assocation, 1994) because of
their impact on funetioning /(Eaton, Th.arcéi Federman, Melton, and Liang, 1995).
Negative symptoms are less dramatic but qut as debilitating as the positive symptoms
and are usually found in residual phase. A'n(‘j.re_:s_en’s (1982, 1983) scale for negative
symptoms (SANS) has delineated negative symptoms: (a) affective flattening, (b)
alogia (poverty of thought.and cognition)n;("c)"-’ avolition-apathy, (d) anhedonia-
associality (lack of pleasure-willingness to -pér—ticipate), and (e) inattentiveness.
Flattened affect «described this restricted range of factal and bodily expression of
emotion as well as poor eye contact. The alogia are empty-verbal responses. This
poverty of speech is thought to be symptomatic of diminished thoughts and is
different-from arrefusal.to speak.

Becauseof their impact on functioning (Eaton et al.,"1995), the onset of
positive symptoms has been reported to be_more ‘reliable than negative“symptoms
(Breiser et al.,"1991), but through studies of'the ‘early course.of illness have.shown
that about 70% of patients with schizophrenia develop negative symptoms before
positive symptoms (Hafner et al., 1992). Among the most prominent symptoms of

acute schizophrenia are delusions and hallucinations (McCann and Bowers, 2005).
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Many clients have a long duration of illness and continue to experience psychotic
symptoms and beliefs despite neuroleptic medication. As a result, re-admissions are
frequent. Improving care outcomes for schizophrenic patients is therefore a challenge for
mental health nurses (Chan et al., 2000).

The progression of schizophrenia.ean be divided into three phases: 1)
prodromal phase, in which~the sympt(;ms gradually. progress and patients need to
receive help before_ the symptom become severe; 2) active phase, in which patients
suffer active and severe symptoms and :'Jlre usually present with positive symptoms;
and 3) residual phase, in which patient.s’d;i.ave symptoms similar to the prodromal
phase and the symptoms are mostly nega{'glive"e.g. withdrawal, inactive and ignoring
one’s self. Psychotic symptoms such as hal‘lzi]_gingtion or delusions may still be present
at the residual phase but not as severe as iﬂ,{thg earlier phase (American Psychitaric

Assocation, 1994). A

Evidences fromr previous study -"d'e'm.,enstrated that most schizophrenia
patients are chronically ill and have severe symptoms. Approximately two-third of the
patients tends to-have relapse of illness and each psychotic episode leads to the
deterioration of function (American Psychitaric Assocation, 1994). It was found that
the psyehotie, relapse rate of. sehizophteniashasbeen reported to,be-50%-80% within
5-6 years (Robert"and Heinz,” 2000; 'Robin et "al.; 1999). In" Thailand, a five-year
follow-up study found that 22 percent of the_schizophrenic patients_suffered the
iliness once.or 2-3 times ‘before’.complete recovery; 35 percent suffered frequent
relapse of illness and had residual symptoms or deterioration with dominant negative

symptoms (Lortrakul, 1996 cited in Changming et al., 2003).
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The consequent from schizophrenia and the psychotic relapse have impacted

on patient’s functioning and daily life living. These suffering from the symptoms

and Marder, 2002). Accord ;.:- / ' & gies differ for each phase of the

disorder. Active --c:_vg:‘.' miliesghe e offered routinely, emphasizing

education about-the illness, pro '“:“"‘":"::mz-;i fore, it is important
e — \‘.
/ B

of the variety of/i ianage individuals with

izophrenia (Table 1). | .
AUEINENINYINS
ARIAINTUNMINYINY
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Table 1 Treatment stages in schizophrenia (Herz and Marder, 2002)

Stage Clinical characteristics Treatment goals
Acute 4-8 Acute psychotic symptoms, Reduce psychotic symptoms
weeks hallucinations, delusions, with antipsychotic

disorganized speech and medications; protect patient
behavior from dangerous psychotic
behavior
Stabilization Symptoms are improved bui-the™ Reduce the likelihood of

(2-6 months)

patient remain vulnerable to
relapse if.drugdose is reduced

symptom exacerbation;
develop a plan for long-term

aLiftherefis environmental treatmen

stress \

Stable
(indefinite)

Rositive symptoms-have been
minimized or elkminated;;
pegative symptoms may.
domihate'the clinical ¢
présentiation )

Prevent psychotic relapse;
reduce negative symptoms;
facilitate social rehabilitation

Goal of treatment for acute episd_des: are to reduce their frequency and

i

symptoms severity while limiting harmfGF'*behaviors that may occur. Goals for
patients in the stable phase are-to-eliminate égl-“r:.'iﬂnimize symptoms while enhancing
role functioning. When the patient is in thé'-lé.féﬁlé'phase, it can be helpful for the
health care providertoreview the events, which-may have precipitated relapse and the
patient’s prodromal symptoms and behavior before the previous hospitalization. With
this understanding, patient may develop more insight into the events leading up to
relapse’and recagnize the development of early symptoms ‘of futurerelapses.

The therapy commonly used nowadays includes pharmacological therapy
and psychosetial therapy.

1. Pharmacological therapy

Pharmacological therapy is the mainstay of treatment, without which most

psychosocial treatment would not be possible. Antipsychotic are the primary

medication for schizophrenia, with major effects on the reduction of psychotic
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symptoms and prevention of relapses (Kane and Marder, 1993; VanDongen, 1997).
There is overwhelming evidence that antipsychotics can be effective in treating the
symptoms of schizophrenia (Thornley and Adams, 1998). The provision of support
encouraging patients to cooperate with treatmeniand maintain compliance with oral
medication will not only control the symptoms but also reduces the relapse of
schizophrenia and improves-dong-term p;ognosis of the i1liness (Rucher et al., 1997).

A synthetic review. of \three research studies on outcomes of
psychopharmacologysthavesfound that cbntinuing antipsychetic drugs significantly
reduced relapse ratesfor at least six mon.thné". (Nadeem, Mclntosh and Lawrie, 2003).
Antipsychotic agents have effects on neurqchemical disorders, which are probably the
cause of illness; as a result, the ‘psychotié'tg,y[r{]ptoms will be subsided. Generally,
schizophrenic symptoms will be improved within three weeks after the patient
received sufficient does of antipsychotic drug V\’ihen the symptom reduces and stable
symptom, the physicians witk gradually reduce f"medjeation does and maintains the dose
at the stable“level (Herz and Marder, 2002). Approximatel,.70% of the patients
receiving conventional neuroleptics experience a reduction in-positive symptoms during
the acute phase of the treatment (Dixon et al., 1995). During the 12 months following an
acute schizophrenia episede;about 23%:of patientsitakingneureleptie:-medication and
70% of those not taking medication will relapse (Dixor'et al., 1995).

However, the failure of many patients with schizophrenia to ‘follow their
prescribed ‘medication ‘regimen has Significantly: undermined the promise offantipsychotic
medication (Zygmunt et al., 2002). Rates of medication nonadherence among outpatients
with schizophrenia have been found to approach 50% during the first year after

hospital discharge (Weiden and Olfson, 1995). The actual rate of nonadherence may be
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even higher, as the estimates do not account for individuals who refuse treatment or
drop out of follow-up studies (Zygmunt et al., 2002). Noncompliance was also
clearly associated with relapse of .iliness and increased necessity for hospital
admission (Kane, 1989 cited in Razali and ¥ahya;, 1995).

Moreover, there is little evidence~that progress has been made in
increasing adherence, despitethe adventr‘ of newer antipsychotic medications with less
severe and disablingsside effects (Young et al., 1999). Common side effects of
antipsychotic drugssinclude autonomic side effects such as dry mouth, dry throat,
blurred vision, constipation, difficult \./oﬂi'.éiing, hypertension and side effects on
extrapyramidal systems such as tremors, rigor's, slow movement, stiff neck, rolled-up
eyes and akathesis. These side effects cause"pat_i:ents’ distress and are major causes of
non-compliance with" treatment _among schizophrenic patients (Herz and Marder,
2002). $52

The administration-of anticholinérgiés— is indicated to reduce these side
effects (Casey, 4995). Moreover, new aniipsychotic drugs -cuirently available can
improve cognitive-function, memory and attention with fewer side effects which are
lozapine, risperidon, olanzapine and zipasidone, etc. (Meltzer and McGurk, 1999).

2. Psychesocialtherapy

PSychosocial™ treatment “seeks™ t0 “improve’ the management of
schizophrenia_(e.g., coping. with symptoms, relapse prevention) and t0 _enhance
functioning 1 areas such as independent living, relationships,.and work' (Mueser and
McGurk, 2004). Psychosocial treatment is a treatment as well as a rehabilitation
method essential for patients with schizophrenia as it has been found that although

antipsychotic drugs are effective in controlling the symptoms, they can not treat
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psychosocial factors causing relapse of schizophrenia. Even if the patients are willing
to take the medications regularly, they are still at risk of having relapse of illness by
30-40 percent (Hogarty and Ulrich, 1998; Beebe, 2007).

Moreover, the results from the gprevious have shown that combination
treatment of psychopharmacolegy and psychesoeial therapy can reduce the frequency
of relapse more than the treatment Withr‘ psychopharmacology alone (Mojtabai et al.,
1998).

Even theugh,#most tfeatment with schizophrenic patients focuses on
compliance with psychopharmacology and various programs of psychosocial
treatment, the patients are still at risk of“!rela'pse. Therefore, health providers have
been interested inthe factors that can preveht. the relapse of tliness and in developing
more effective psychosocial treatment. Attention has been paid on the promotion of
symptom self-management skifls in patients @jth‘$chizophrenia because the previous
studies have shown that trainmg schizophrenié_paﬁents to increase ability in symptom
self-managemeni can improve their functioning and can reduce severity of psychotic
symptoms (Van Ben Hout et al., 1995). Therefore, symptom self-management is an
important factor that helps the patients to live in a community for a longer duration

and reduees relapse.

2. Psychotic relapse
2.1 Deiinition of psychotic relapse
Individuals with schizophrenia have a great vulnerability to biological,
psychological, and social stressors that can lead to relapse (Herz and Marder, 2002).
Relapses in psychotic symptoms can occur at any time during treatment and recovery.

Relapse is not inevitable; however, it occurs with sufficient regularity to be a major
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concern in the treatment with schizophrenia. The definition of relapse is used in
different ways in the literature. Some studies refer to worsened symptoms, while
others refer to hospital admission. Nevertheless, there are no generally accepted
criteria for relapse. In general, the term relapseds used to refer to a deterioration or
recurrence of positive rather than negative features. However, the boundaries of term
schizophrenic relapse are.not entirelyﬁf\clear (Ayuso-Gutiérrez and del Rio Vega,
1997). Previous studies by Almond et al. (2004) conducted the study with psychotic
relapse were charagterized by higher ra{es of hospitalization (63%), reemergence of
psychotic symptoms (60%) and aggravatic;njc;f positive and negative symptoms (43%).

Thereforegpsyehotic relapse rﬁ§ans the emergence of psychotic symptoms
in psychopathology withreither the recurren:(':g.of_psychotic symptoms to the point that
crisis intervention or hospitalization is réﬁujred, intensification or worsening of
positive symptoms that oftet €omposed of élhgions, hallucinations and conceptual
disorganization after discharged from psychi'afrié:hospital (Burn, Fiander, and Audini,
2000; Lamberti; 2001). Relapses can occur and are very detrimental to the successful
management of this disorder. With each relapse, there is a-fonger period of time to
recover, may result in the growth of residual symptoms (Shepherd et al., 1989), and
accelerating social disablement(Hegarty et al+1991).

2.2 Process of psychotic relapse

Since the literature on the process of relapse was largely anecdotal, Herz
and Melville' (1980) proposed the pracess 'of psychotic relapse In.persons with
schizophrenia (figure 4), which indicated that psychotic relapse is a complex process

that occurs over time and developed very gradually in prodromal phase with preceded
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by early warning signs (EWS) during a period from a few days, weeks or even

months.
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months which offers opportunities for preventive intervention by using early
intervention.
2.3 Early Warning Signs (EWS)

Early warning signs of psychosis can be defined as subjective
experiences, thoughts, and behaviors of the patient that eccur in the phase preceding a
psychotic relapse (Heinrichs and Ca?penter, 1985; Herz and Melville, 1980).
Prodromal symptoms=oftenscalled early warning signs—are the earliest noticeable
signs of relapse. Descriptive research !studies on prodromal symptoms or “early
warning signs” of persom with schizopﬁtéﬁia have been useful in describing the
symptoms of concera in ithis disorder ("jB,us‘t'iIIo, Buchanan, and Carpenter, 1995;
Marder et al., 1991). Prodromal stgns aﬁcj_.sy_mptoms are considered the earliest
changes in illness stability and may be pfg(ji_ctive of an impeding deterioration or
relapse (Bustillo, Buchanan,-and Carpentﬁ,ﬁ"i@%; Herz and Lamberti, 1995;
Liberman, 1995). The type-of - EWS experiehcédiin the month prior to relapse and
used in this prediction, include prodromal signs (e.g. dysphoia, increase anxiety,
sleep and appetite-disturbance) and incipient psychosis (e.g.-the beginning of auditory
hallucinations as occasional whispers, or delusions as vague feelings of unease)
(Jorgensen, 1998)sCommon;examples:of predromal symptems-aresnsomnia, tension
and nervousness, ‘eating” less,” difficulty” concentrating, social withdrawal, auditory
hallucinations, depressed mood, l0ss._of interest, decreased personal hygiene, and
irritability: (Herz and Melville, 11980): These accur of early’ symptom could be
explained from the fact that schizophrenic patients are vulnerable to any changes due
to the neurological dysfunction that makes them exquisitely sensitive to intrapersonal,

interpersonal, and environmental stressors (Zubin and Spring, 1977 cited in
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O’Connor, 1994). Moreover, schizophrenic outpatients living in a community are very
likely to deal with stress-induced situation and health care professionals usually
emphasize that stress is a significant factor. that may lead to symptom exacerbation.

Prodromal symptoms vary considerablyramong patients, but tend to remain
relatively consistent within a given individual-from_relapse to relapse. Prodromal
symptoms hence could be.a-clue to beﬁer undersiand the clinical development and
pathophysiology of iliness maniiestation and relapse.

It can be cencluded that this stu“dy, the early warning signs are symptoms of
anxiety such as tension, anxiousness, ins.orfw“.nia, agitation and tiredness (Herz, 1984;
Glimcher et al., 1986; Birchwood et aI.‘,‘! 1989; Hamera et al., 1991; Changming,
2003).

2.4 Predicting factors of psychotic relapse

The main factors'influencing relépsé‘ﬁre noncompliance with

antipsychotic medication (Giron & GomeZJBeﬁeS/to, 1998; Lamberti, 2001; Muller,
2004; Robinsen-et al., 1999: Taylor et al., 2005), negative symptoms, and poor
premorbid adjustment (Giron & Gomez-Beneyto, 1998;- Hollis, 2000, 2003).
Substance abuse Should be considered in all patients with worsening symptoms
(Talyorsetals; 2005) s Family; histery: o-sehizophrenia, Ansidious-onsetpoor premorbid
functioning, ‘severity of negative” symptoms, severity and "duration of untreated
psychosis are_associated with_relapse of schizophrenia (Bromet, Naz, Fochtmann,
Carson, &, Tanenberg-Karant, 2005; Taylor et al., 2005). The course of.schizophrenia
disorders is likely to be product of a number of different influences that can be
broadly separated into vulnerability stressor and protective factors (Nuechterlein et

al.,, 1994). Stress and protective factors are potentially relevant to psychotic



37

exacerbation or relapse. People with schizophrenia have neurology dysfunction that
makes them exquisitely sensitive to intrapersonal, interpersonal, and environmental
stressors (Liberman, 1986; Nuechterlein et al., 1994; Zubin and Spring, 1977). The
vulnerability-stress model suggests that the:ogeurrence of a full-blown psychotic
relapse in persons with schizephrenia depends-upon a complex interaction between
the personal vulnerability..and environr‘mental stressors, including, the absence of
protective factors that increase an individual’s liability above the threshold will
control in the onsgor exacerbation or “relapse of psychetic symptoms (Birchwood,
2000; Lamberti, 2001; Meijel et al’, 2003 McGlashan and Hoffman, 2000). In
addition, the most important infldenced fépto‘r’ to relapse iIs poor self-management in
schizophrenic patients pecause, the psychiét{ric__patients tend to be unaware of their
illness and even misinterpret their symptoms, often ascribing them to something
unknown (Eckman et al., 1992; Schaub et aI.;iégé; Stenberg et al., 1998; Finkelman,
2000; Anzai et al., 2002; Shon-and Park, 2002; fait et al., 2002; Kopelowicz, et al.,
2003; Meijelset=al., 2006; Kanungpairn et al. 2007 Siithimongkol et al., 2007).
Periods of relative stability alternate with the periods in which psychotic symptoms
are prominent. Therefore, chronic schizophrenia are anxious and confused; social
relations-become disturbed; dependence; on caresserviee inerease; and-social recovery
can last from months to years.

Vulnerability factors_ that_ increase _psychotic _relapse _may “include a)
pharmacological factars, such“as“noncempliance with medication ‘and" dasage, b)
psychosocial factors including high expressed emotions, c¢) alcohol and drug uses
(Ayuso-Gutiérrez and del Rio Vega, 1997; Malla, Cortese, Shaw, and Ginsberg, 1990),

and 4) poor self-management skill (Eckman et al., 1992; Schaub et al., 1998; Stenberg



38

et al., 1998; Finkelman, 2000; Anzai et al., 2002; Shon and Park, 2002; Tait et al.,
2002; Kopelowicz, et al., 2003; Meijel et al., 2006; Kanungpairn et al., 2007;
Sitthimongkol et al., 2007). In term of protective factors including compliance with
medication, good coping skills in patients and relatives, and supportive environments
can lessen symptoms and lower the risk of relapse (van Meijel, 2003; Zubin and
Spring, 1977). In particular, family " systems -ean_encourage patients to take
medications, avoid_substanees, develop communication and problem solving skills,
and get help quickly as needed, Obviohsly, the vulnerability-stress model suggests
that stress management should benefit .tfnlﬂése with schizophrenia. The way stress
affects vulnerability may be obvious, but igs mechanism in not clear (Gispen-de Wied
and Jansen, 2002).

In concluston, the predicting factors of psychotic relapse in schizophrenic
patients are included non “adherence to rﬁédiéation and psychosocial stressors,
especially high express emotion n family: énd,"s,tressful life event. These factors
confirmed by-the vulnerabtlity-stress model which proposed-that occurrence of a
full-blown psychotie relapse depends upon a complex interaction between an individual’s
degree of the personal vulnerability factors, the environmental stressors, and the
absence-of protective factors:thatincrease an-individual’s liability abeve the threshold
for an exacerbation or relapse of ‘psychotic symptoms™(Lamberti, 2001; McGlashan
and Hoffman, 2000; Meijel et al., 2003).

2.5 Evaluation of psychotic relapse

Psychotic relapse can be measured by either increase or worsening of

psychotic symptoms or rehospitalization (Burns, Fiander and Audini, 2000). Kane et

al. (1983) defined relapse criteria as an increased of “2” or more points on one of
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conceptual disorganization, hallucination, suspiciousness, and unusual thought content.
Marder et al. (1984) defined psychotic relapse as unfavorable outcome had three
categories: (1) psychotic exacerbation was defined as an increase of 3 or more BPRS
points on the Thinking Disturbance factor thairincludes Unusual Though Content,
Hallucinations, or Congceptual Disorganization.er the Hostile Suspiciousness factor,
which includes Hostility, Uncooperativeﬁess, and Suspiciousness, (2) relapse was the
failure to return to a baseline.medication dosage, and (3) hespital admission.

Birchwogod et al (1989) propc;sed that if seores of posttest are more than
base line and increase to two symptom.s,:".means he or she has psychotic relapse.
Meijel et al (2003) stated that'if scorég that elevation on a remitted psychotic
symptom up to two symptoms can be determine__q psychotic relapse. While, this study
using the relapse criteria @f Nuechterlein, Millowitz, Ventura et. al (2006) proposed
that the elevation on remitted- psychotic néln"”rﬁtom on one of the symptom in
hallucination, delusion, or-disorganized thinkring,,;up to 6 scores on Brief Psychiatric
Rating Scales{BPRS) can be determined psychotic relapse.

The Brief Psychiatric Rating Scale (BPRS) (Kolakowska, 1976 cited in
Kenedy, Schepp, ©’Connor, 2000) is an effective clinician-administered and research
tool that<was designeds, toy assess; psyehiatricy symptoms+ or~treatment change in
psychiatric patients'in a rapid andefficient and economic way. 1t was‘developed in the
late 1960s as a short scale for measuring the severity of psychiatric symptomatology.
It was developed primarily to assess change in psychatic inpatients and covers.a broad
range of area. In comparison to other interview and observational tools used in
psychiatric assessment, this instrument appears responsive to treatment change. It is

brief and does not take long to administer. This instrument consists of three subscales
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which covers 18 common psychiatric symptoms as following: 1) Positive psychotic
symptoms including somatic concern, conceptual disorganization, grandiosity,
hostility, suspiciousness, hallucinations behavior, unusual thought content, excitement
and disorientation, 2) Negative psychotic symptems. including emotional withdrawal,
mannerism and posturing, motor retardation, uneooperativeness, and blunted affect,
and 3) Affective symptoms-including, ;nxiety, guilt feelings, tension, inappropriate
affect and depressive.mood.

The BPRS nvalves a semisn!'uctured interview and a symptom severity
rating on 18 items (or 21 items, If the.e%'banded version is used). The scale was
developed for use with the patients with tbe diagnosis of schizophrenia (Overall and
Gorham, 1962 cited in Kenedy, Schepp, O‘:"(_;_annor, 2000). Score can range from 18-
126. Each item is ‘rated on a seven-poi:rl,t _spale varying from ‘not present’ to
‘extremely severe’; with high'scores indicati@ -rﬁ(')re sever symptoms. Rating on the
BPRS scale is based upon-ebservation of the-"pa'tit.antr and verbal report by the patient.
Minimum intefraier_reliability with a criteria rater for each BPRS subscale was .80 or
higher (p [is less than] .001, intraclass correlation coefficient),-and internal consistency
(for one sample) was good. As for using this instrument in this study, the content was
validated-by~5 experts;~1 physician, 2 nurse-instructor; and 2-praetical nurses. The
BPRS tried out with 30 patients with "chronic schizophrenia, the resultant reliability
for the questionniare was .87. The inter-rater reliability"between the researchers with 2
expert psychiatric nurses was .85.7In addition, the reséarcher and.the research assistant
were trained to use this instrument under supervisor of psychiatrist who is an expert in

this area.
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The measure of this instrument would be implemented for both groups in
two times which were at the day of recruit to the study and 10" week after the day of
recruit.

2.6 Interventions for psychotic relapse prevention

The prevention and mental healthpromotion are important parts of
psychiatric care. One of .the reasons grimary prevention is gaining momentum is
because the health care Sysiem.is beginning to provide seme economic incentive for
preventing illness rather than treating it.“lAnother reason 1s that it has been found that
good mental health improves thequalitlydl.af life for people with serious physical
illnesses and may contribute to lenger |iféllin"general (NFCMH, 2003 cited in Stuart,
2009). Therefore, the psychotic relapse pfgyep_tion means promoting mental health
which is consistent with the idea of self-he‘ig{zi_ind being self-responsible for health. It

implies changing human behavior and drawsj’(:).n:é;-*holistic approach to health (Stuart,

2009). 7N,

The primary _prevention activities in psychtatric eare have to basic aims
(Stuart, 2009):

e To help people avoid stressors or cope with them more adaptively

s Toschange,the resgurces,policies; orjagents-of theyenvironment so that

they no longer cause stress but rather enhance people’s functioning

A.review of researches conducted in Thailand and.in.foreign countries

reveals that the psychotic relapse prevention at present is based-on 5 major cencepts,

as detailed below.
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1. The compliance therapy

Compliance therapy is the mainstay of treatment, without which most
psychosocial Treatment would not be possible. Antipsychotic are the primary
medication for schizophrenia, with major effects. on the reduction of psychotic
symptoms and prevention of relapses (Kane™ and Marder, 1993). There is
overwhelming evidence thai antipsycho;ics can be-effective in treating the symptoms
of schizophrenia (Thernley.and Adams, 1998). However, the failure of many patients
with schizophrenia o follov their presé:ribed medication regimen has significantly
undermined the promise of antipsychotic.rrdl:é.dication (Zygmunt et al., 2002). Rates of
medication nonadhergnce among outpatiér}ts ‘with schizophrenia have been found to
approach 50% during the figst year after hoép[ta['_discharge (Weiden and Olfson, 1995).
The actual rate of nonadherence may be evehﬁdigher, as the estimates do not account for
individuals who refuse treatment or drop ou.t; bf"follow-up studies (Zygmunt et al.,
2002). Moreover, there is-little evidence tha’t*_p'tc.)gress has been made in increasing
adherence, despiie_the advent of newer antipsychotic medications with less severe and
disabling side effects (Young et al., 1999). Summarization-of previous studies on

interventions to improve adherence to medications were presented.

Zygimund et al; (2002)"demonstrated the cognitive intervention which
target on lindividual’s attitudes and beliefs toward medication centered on the
assumption that adherence=is ascaopingjbehavior, that is; heavily ,determined by the
personal construction of the meaning of medication and illness. Such ‘as medication
self management medication, and empowerment were often most effective to promote
medication adherence, especially when they relate to the causes of noncompliance

based on individual assessment, active patient involvement; collaboration and self-
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regulation emerge from the dedicated schizophrenia literature as being related to more
positive outcomes in terms of therapy and compliance. In addition, the interventions
targeted specifically at problems of nan-adherence were shown to be likely to be
effective. Concrete problem solving or motivational techniques were common
features of successful programmes. There 1S eonsisiency in the data confirming a
positive role for good therapeutic aIIiantEe in all approaches that proved successful in
improving adherence to _antipsychotic medications. Finally, there was modest
evidence that the assertive community“ treatment and intensive case management
models of community care; were effe(.:tic{}.e in promoting medication adherence.
However, not only does the content of ahy adherence intervention approach seem to
be important, but the time-course of outcoquev_aluation Is also relevant. The need for
‘booster therapy” seems to be important for maintaining some of the beneficial effects

NIJ 4

of adherence-improvement therapies.

Grey et al. (2002) proposed thé"tﬂ the behavior interventions that aim to
inform of the inportance-of-taking-medicine-and-hnk-taking-medicine with specific
routine were more successful in promoting adherence than psychoeducational. The
behavior interventions are assumed that adherence behaviors are acquired through
learning..and conditioning “and ‘can "de ' modified ' through' reinforeement, rewards,
punishment, frequent repetition, and provision of cues, modeling, and the promotion
ofsself-management.An suehsinterventionsy, a~detatledsy behavioral, apalysis of the
problem was often conducted, and treatment procedures were targeted at Specific
components of the behavior. Common behavioral strategies include providing patients
with detailed instructions and concrete problem-solving strategies such as skill

building and practice activities, behavioral modeling and contracting, medication



44

packaging, reminders, self-monitoring tools, cues, reinforcements, and dosage
modifications that helping persons to tailor their medication that fitted in their daily

routine behaviors.

Byrne et al. (2003) suggested the cempliance intervention that used
cognitive behavior technigues were more effective-tespromoting medical compliance
than other strategies.n order t0o manage of nonadherence with antipsychotic

medications in persens with schizophrenia.

In eonclusion, sthere  previous evidences. supported that behavioral
tailoring was effegtive ia enhancing comr;iiance and cognitive-behavioral techniques
appear to be the meost effective in enhahvciar;g compliance and preventing relapse
(Grey, Wykes & Gournay, 2002; Zygmur-rt'et? al., 2002). Zygmund et al. (2002)

¥

proposed that the most Successful prograr'ﬁ':'tb enhance adherence in persons with
e 4
schizophrenia should be given—information on fmedication self management, and
empowerment were often most effective to promo-te medicationsadherence,
2. Early,warning sign intervention

The recognition of early warning sign refers to the efforts that are made to
recognize the early_warning signs of a psychosis at the earliest stage possible.
American Psychiatric Assaciation: (2000) ‘has ' expressed the opinion that early
recognition and early intervention to prevent psychotic relapse should form part of all
treatment program. According-to the process ‘of psychatic relapsein.persons with
schizophrenia in figure 4, monitoring the early warning signs in prodromal phase with
the use of early intervention such as crisis supportive problem solving therapy and

increasing antipsychotic medication doses when such symptoms were detected in

order to promote the balance before the development of a full-blown episode has been
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a growing emphasis on effective of preventing psychotic relapses (Meijel et al, 2004;
Sutton, 2004). In addition, psychotic relapse can be prevented if optimal management or
early intervention is provided when the earliest warning signs of relapse are detected
(Meijel et al, 2004).

During the stable phase 25% to 50% of individual with schizophrenia
continue to experience persistent psycholtic symptoms. despite adequate treatment with
antipsychotic medication (Fowler, = Garety, and Kuipers, 1995). Coping with
schizophrenia is a major adjustrment for Both clients and their families. Understanding
the illness, the need for continuing medic.atciﬂén and follow-up, and the certainty of the
prognosis or recoveryiare Key: issues. Cliépt and families need help to cope with the
emotional upheaval caused by schi‘zophrenié.ﬁ‘.Tqaching the client and family members
to prevent relapse is an essential part of comprehensive plan of care. This include
providing factual information: about schiz@h?éﬁia, identifying the early sign of
relapse, and teaching healih ‘practices to prdmot"e'- physical and psychological well-
being. Murphy: and Moller (1993) have identified symptom-trigger, or factors that
increase the risk ofrelapse, in the areas of the client’s health-the environment, and the
client’s attitudes or behaviors as follows: 1)health risk factors e.g. impaired cause and
effect reasoning, impaired infermation processing, ;peon nutrition, lack of sleep, lack
of exercise, fatigue; and intolerable side effects of medication; 2) environmental risk
factors e.g. financial difficulties, housing difficulties, stressful changed inlife events,
poar accupational skills, inabilityto keep a job, lack Of transportation/resaurces, poor
social skills, social isolation, loneliness, and interpersonal difficulties; 3) behavior and
emotional risk factors, e.g., lack of control, aggressive or violent behavior, mood

swings, poor medication and symptom management, low self-concept, looks and acts
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different, hopeless feeling and loss of motivation. Therefore, early identification of
these risk factors has been found to reduce the frequency of relapse; when relapse
cannot be prevented, early identification provides the foundation for interventions to
manage the relapse.

The ‘stress-vulnerability model™ (Zubin_and Spring, 1977) views the
symptoms of schizophrenia-as the reSl;It of enwvironmental stressors acting on the
vulnerable individualyand prediets that a reduction in stress or the acquisition of stress
management skills should«egrease the chance of psychotic relapse. The association
of stressful life events (Hirsch et al, 1996) and the stressful home environments
(Kuipers and Bebbington, 1988) - with relapsefamong people with schizophrenia adds
weight to this model and its predictions. Théye is evidence that even after the onset of
early warning signs, stress management skills.may be helpful in preventing psychotic
relapse (McCandless-Glimcherét al., 1986; l—nl;oigéﬁy etal., 1997).

Previous studies_on schizophrehi‘ew."symptoms have found that most
patients had early_symptoms within 2-4 weeks before refapse(Herz and Melville,
1980; Birchwood-et al., 1989). These studies are congruent with Glimcher et al.
(1986) and Herz (1984) showed that most schizophrenic patients can tell worsen of
symptom-before accur-psychotie. relapse.~This jis eonsistent=with«the findings of
studies ‘conducted by Hertz ‘and Merville (1980) and Heinrichs et al. (1985), which
demonstrated that 70 and 63 percent of patients were able to monitor their'symptoms
and to identify: early 'symptom.before the relapse of.schizophrenia and the reported
early signs were both psychotic and non-psychotic symptoms. It is also found that
schizophrenic patients do not only recognize early symptom before the relapse but

they also try to use various strategies to manage those symptoms (Baker, 1995;
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Birchwood et al., 1989; Kennedy, 1994). It is congruent with Herz, Lamberti, and
Mintz (2000) postulated that closing monitoring for prodromal symptoms and prompt
early intervention such as crisis supportive problem solving therapy and increasing
antipsychotic medication doses when such' symptoms appear, were effective in
reducing rates of psychotic relapse in schizophireniC outpatients. Meijel et al. (2004)
who proposed that psychotierelapse car: be prevenied. if optimal management or early
intervention is provided when the earliest warning signs of relapse are detected.

The patients who achieve hidh scores of symptom recognition tend to use
symptom self-management more than th(.)sdé'. achieving low scores (Kennedy, Schepp
and O’Connor, 2000)s In addition, imprdyirrg] an individual’s ability to recognized
early symptoms could have a positive imbg_.ct on relapse prevention and employ a
wide range of management methods régé}rgrless of degree of insight present.
Therefore, improving an individual’s abilityi(:) -:rt;"cognize symptoms associated with
schizophrenia relapse couléhave a positive impai:{ on relapse prevention (Kennedy,
Schepp and O*Cennor, 2000).

The patients who recognize non-psychotic sympiems express higher level
of functioning than those recognizing psychotic symptoms (Hamera, 1990). These
studies support that schizophrenie:patients need-to have;thesability.te-recognize early
signs before “having severe™ psychotic Symptoms™—to develop ™ symptom self-
management, thus_symptom recognition _is_an_essential factor for symptom self-
management. The 'studies of symptom recognition and early warning signs to.relapse

in schizophrenic patients reviewed as below.
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Jorgenson (1998) studied early signs of psychotic relapse in 60
schizophrenic outpatients with self-reporting method. It was found that 70 percents of
participants could detect.

Birchwood et al. (1989) developed.scale for the measurement of Early
warning signs of psychotic relapse in persons with schizephrenia that called the Early
Signs Scale (ESS) which.is self-reportinr‘g. ESS can be classified the most common of
EWS in four subseales. (1) anxiety/agiatation, (2) depression/withdrawal, (3)
disinhibition, (4) ineipientpsychosis. The first two subscales occur primarily in the
dyspohoria phase, and the last two subsc.alcé“.s are visible when the process of relapse
has progressed. This scale can predict psy!cho'tic relapse with an overall accuracy of
79%.

Hogarty “et ‘al. (1997) proposed “personal therapy” which an
individualized and graded approach to stresngirr"\é."hagement, particularly focusing on
the identification and management of affecﬁveﬂysregulation preceeding psychotic
relapse was assoetated with a significant overall effect in delayadverse events.

Birchwood, Spencer and McGovern (2000) tesied a relapse prevention
program that involves five stages: (1) engagement and education, (2) identification of
the relapsé signature; (3)development;of a.relapsedrill that, considers three areas for
intervention: ‘pathway to Ssupport, Service ‘interventions and personal coping strategies,
(4).rehearsal and monitoring and (5) clarification of the relapse signature and relapse
drill. Thisstudy decreased in relapse rate when compared with control group.

Herz, Lamberti and Mintz (2000) developed the Program for Relapse
Prevention (PRP) that incorporating a number of interventions shown to be effective

in preventing relapse and maintenance pharmacotherapy in schizophrenia. The PRP
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included 5 components: 1) Education for patients and family members about relapse
and recognizing prodromal symptoms and behaviors; 2) Active monitoring for
prodromal symptoms by the treatment team, patient, family members and others in
frequent contact with the patient; 3) When proedremal episodes were identified, clinical
intervention within 24 _to 48 hours (mcrease frequency of crisis problem-solving,
supportive therapy visits.and lncreased medication.as needed); 4) Either one-hour
weekly supportive gioup therapy emphasizing improving coping skills or 30-to 45-
minute individual supportive iherapy sessions if patients refused group therapy; and 5)
90-minute multifamily psychoeducation g.roﬂl}.ps hat family members were encouraged
to attend. The TAU consisted” of biqukl'y individual supportive therapy and
medication management. They found that ou;gome rate over 18 months were 17% for
relapse in the PRP group, compared with 34% for relapse in the TAU group.

Tait, Birchwood. and " Trower £2064) studies coping strategies for
psychotic symptoms at municipal mental hosﬂbital”s'-by interviewing 50 patients. They
found that patienis who chose to avoid others had significantly lower self confidence
scores than those-utilizing a combination of strategies. The health care team played a
part in improving the patients’ confidence as well. In summary, most schizophrenic
patients-used: the strategy of avoiding:other-people more often-than-other strategies.
The patients™ choice to avoid social interaction is related to emotional trauma during
childhood, feelings of insecurity during adulthood, negative self assessment and belief
In ane’s own.abilities.

In conclusion, psychotic relapse is most often preceded by early warning
signs. Clinical practice should integrate this knowledge by ongoing monitoring

including self-report. Therefore, the early interventions are recommended mainly
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composing of early warning signs, medication therapy and psychosocial intervention.
This intervention can be provided by engagement psychoeducation about psychotic
relapse and early warning signs which include identification of detected individual
early warning signs (relapsed signature) /by aetive monitoring once a week, and
implement the coping strategies if the early warning signs occur.

3. Multi-Family psychoeduca;ion

Many paitents live with family members or have continuing contact with
relatives. Caring for orsmaintaining a close relationship with a person with
schizophrenia is associated with high |.€\n/..é.|S of burden in relatives. Additionally,
family stress can impinge on the patiérgt’s*fbiological vulnerability, precipitating
relapses and rehospitalization (Buizlaff andvlﬁ-‘lloqley, 1998). A meta-analysis in family
work studies by Mari and Streiner (1994) observed that these interventions were
effective in decreasing hospital admissionsiérid,"-"improving medication adherence.
They also elucidated that family interventionf"redL"xced the frequency of relapse over a
period of 6 'months to 2 years. In addition, the National lastitute for Clinical
excellence (NICE) guidelines on schizophrenia highlight that Family Interventions
reduce the likelihood of relapse in people with persistent symptoms, improved global
adjustment seores-and redueed: the ‘burden-of care’ upon families (National Institute
for Clinical excellence [NICE], 2002).

Among the family intervention, there™is substantial evidence that
multifamily psychoeducation group is.the most effectiveness on.reducing high.express
emotion in family and the rate of psychotic relapses in persons with schizophrenia (Herz
et al., 2000; McFarlane et al., 2003). Moreover, the multi-family psychoeducation

yielded significantly lower psychotic relapse rates than did the single-family and it
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may be cost effective than single family models in decrease high express emotion in
family and risk of psychotic relapse (McFarlane et al., 2003). Moreover, multi-family
groups also function to decrease the families’ sense of isolation and certainly more
cost effective. In conclusion, the multi-family psychoeducation is the most effective
on decrease high expression in family and has significantly reduced psychotic relapse
rates in persons with schizephrenia. "

4. Social Skill Training

Social _dystunetion, charactefized by poor relationships with others, few
friends, and lack of secialireciprocity;is p;ecr'.\“./asive in schizophrenia and contributes to
poor quality of life and worse autcome (Muéser and MecGurk, 2004). Social skills
training has been shown (0 improve inde'p‘en_d_ent living skills and to be able to
generalized outside the sgtting where it is taught (Singh, 2005). The goal of social
skills training (SST) is to.improve the pétiédf’s social competence through the
application of behavioral principtes (Mueser aﬁnd—Gurk, 2004).

Schaub et al. (1998) conducted fraining schizophrenid patients to manage
their symptoms -By the Social and Independent Living-Skills program (SILS)
(Liberman, 1993). The SILS program consists of a series 0f different modules for
teaching-skill areas such,as-grooming-and hygiene,jjob finding;-leisure and recreation,
medication, management and symptom management in“a sample 'of 57 schizophrenic
patients. Psychopathology, global  functioning and knowledge about schizophrenia
were Tassessed. Overall, patients. improved over the ‘treatment period on' most
dimensions of psychopathology as well as knowledge about psychosis.

Seo, Ahn, Byun, and Kim (2007) evaluated the effect of social skill

trainings on the social skills and self-esteem of 66 patients with chronic schizophrenia
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by using the basis training and problem solving training models. The experimental
group received 16 groups training sessions, and the control group received nursing
care. The training program consisted of two parts: conversational skills and
assertiveness skills. Data were collected at pretreatment and posttreatment. The
conversational, interpersonal relationship, and assertiveness skills, and self-esteem of
the experimental group_shewed signifii:ant improvement, whereas problem-solving
skills did not improve: Thesresulis indicate that training in social skills is effective for
improving the sociakskills and self-esteem!in patients with chronic schizophrenia.

In conclasiony social skills.’E;'éining addresses social functioning by
systematically teaching patients new interpérsdhal skills, such as starting conversations
and expressing feelings,Wsing social Iearninb_g,trg_tegies such as modeling, role playing
and homework (Bellack, Mueser, Gingerich‘-‘,ia!n_dr Agresta, 2004).

5. Psychoeducational Training 77" 244

Psychoeducatienal -training aime’d_'-rtc.x’providing schizophrenic patients
with a reduced risk of relapse. There is no uniform psychoedueational procedure in
the treatment of schizophrenic patients. According to a more-broadly valid definition
(Bernier, 1992) its components in general are provision of educational information and
various~methods s~based+, mainly~on spsychotherapy~and-behavioral interventions.
Psychoeducational™methods thus™ differ from mere" (educational) provision of
information to those concerned: although_increase”knowledge of the illness and its
treatment is'provided in this way, opening up new, inore realistic aspect, the-aim is

also to teach alternative behavior through specific techniques based on the theory of

the diathesis stress model (Zubin and Spring, 1977 cited in Hornung et al., 1996).
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This theory being a common basis of all psychoeducational methods supposes a
multiply conditioned lowering of the vulnerability threshold in schizophrenic patients.

The study of prevention of relapse in schizophrenia proposed long-term
family psychoeducation approaches have demonstrated effectiveness for lowering the
relapse rate over 1 to 2 years by reducing expressed emotion, enhancing medication
compliance, and improving-social funct;oning (Penn, Mueser, 1996; Huxley, Rendall,
Sederer, 2000; Busilo, Lauriello, ‘Haran, Keith, 2001; Pharoah, Mari, Streiner,
2004). But there was sullsconflicting resﬁults form this approach. Effects achieved for
psychoeducation dirgeted solely at patien.tsdlni'.s also effective remain unclear (Pekkala,
Merinder, 2004; Pitschel-Walz, Leucht, B;:}um'al, Kissling, Engel, 2001). In addition,
psychoeducation has ng effect von‘symptorﬁs,,_.fg'_nctioning, and medication adherence
(Pitschel-Walz, Leucht, Baumal, Kissling,:i,EQgel, 2001; Zygmunt, Olfson, Boyer,
Mechanic, 2002; Gharabawi, Lasser, Bossie,zﬁﬂl.-;' Amador, 2006; Sevy, Nathanson,
Visweswaraiah, Amador, 2004). Woreover, -'tine};psychoeducation do not require to
accompany patients after the group has terminated and suppoited them in integrating
the knowledge into their daily life (e.g. monitoring medication, stress, and early signs

of relapse) (Lincoln, Wilhelm, Nestoriuc, 2007).

3. Nursing intervention for prevention of psychotic relapse

Persons with schizophrenia are persons who suffer from a complex,
multifaceted, -oiologically based, environmentally ‘sensitive disease that affects all
areas of their life and functioning. Psychiatric nurses who work with schizophrenics are
doubly challenged. The first challenge is to learn the spectrum of problems and

combinations of problems that comprise the broad diagnosis category, schizophrenia.
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The second challenge is to understand and work with the broad variation in human
responses to live with this difficult, chronic illness (Wilson and Kneisl, 1992).
Nursing intervention for prevention of psychotic relapse focus on teaching
self-management of symptoms and identiiying symptoms indicative of relapse
(Moller and Murphy, 2001).  The key te _managing with psychotic relapse is
awareness of the onset of.behaviors inglicating relapse (Moller and Murphy, 2001).
About 70% of paticats and«90% of families are able to notice symptoms of illness
recurrence. It has been evident for the pe{st several decades that almost patients know
when symptoms are intensifying (Bustillcl),’déuchanan, and Carpenter, 1995; Marder et
al., 1991). These and other studies also idg;ntify a prodromal phase before relapse. A
prodromal phase ‘Is the time between th:é_,_.or]_set of symptoms and the need for
treatment. :i,{ "
With the majority of-patients and Erﬁiﬁes indicating a prodromal period
longer than 1 week, it is essential that nurses-’boiléborate with the patient, family, and
the resident “staif_regarding the onset of relapse (Moltei and Murphy, 2001).
Identifying and managing symptoms help to decrease the-aumber and severity of
relapses. Teaching this to patients and families is a cost-effective intervention that can
provideseantrol overone’s life-and deereasethe number ordength,of:-hoespitalizations.
Whenassessing” sympton stability ‘of any" chronic illness, it is important to
evaluate whether daily symptoms are better, about the_same, or worse than usual.
Some: patienis with schizophrenia' have psychotic Symptoms.daily: yet ‘are.able to
maintain adaptive responses and carry out activities of daily living. Relapse for these

patients are usually indicated by an increase in symptom intensity.
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The nurse conducting discharge teaching or working in an outpatient or
residential setting must stress the lengthy recuperation process, with special emphasis
on the sedative quality of the medication used to prevent relapse. When families and
residential supervisors who do not understand the length of time needed for
recuperation complain that the patient just“want to_sit around, smoke, and watch
television, the nurse is_eneouraged to }Jrovide information. Teaching in the health
promotion phase focuses onsprevention of relapse and symptom management through
engaging in a healthy lifestyle (Holmbeﬁrg and Kane, 1999). Patient teaching simple
methods that involve simple clear, antli’;:'.oncrete including repetition and return
demonstrations are the mast helpful. One""ulof ‘the keys to preventing relapse includes
identifying symptom triggers and strategies:fglr managing them.

According to Moller and Murphy. (NZiQO_lr) proposed the nursing intervention to
prevent psychotic relapse which composed oflbé'fbllowing:

1. Identify symptems that signal rela"pse; -

N

. Identify_symptom triggers.

3. Select-symptom management techniques.

4. ldentify coping strategies for symptom triggers.

5. ldentify supportisystem foryfuture-relapse,

6.. Document action plan‘in writing and file with key support people.

7. Facilitate integration into family and community.

According to Meijel, Gaag, Kahn et. al (2008), they proposed the application
of an intervention in nursing practice in relapse prevention in patients with
schizophrenia. The intervention protocol instructs nurses in how to draw up, together

with these patients and members of their social network, relapse prevention in
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function of the individual situation and how they can then work with it. The relapse
prevention plan contains a detailed description of early warning signs of psychotic
changes in feelings, thoughts, and behavior of the patient that can be considered early
warning signs of an impending psychosis on the basis of previous experience. The
intervention protocol consists of four phases:

1. The preparatory-phase comp;sed of

1.1 Thentroduction of the Theme “Working with relapse prevention
plan” with the paticats and‘with memberé of social network

1.2 Thedescription and anal;l/sdijé; of the characteristics of the patients and
the social network relgvangto working ef‘fé}:ti\’/'ely with relapse prevention plan

1.3 The pegformiance -of actiori"_;_:.regte favorable conditions for working
with a relapse prevention plan ¥ "

1.4 The determination of a stratei( ﬂ)r the preparation of working with a
relapse prevention plan -~ = d .

2. The isting_of early warning signs._This phase-ef-the intervention, the
nurse, the patient-and members of the social network looked back at previous psychotic
relapses. The assumption is that certain of those early signs would also occur in the
future in<they early. phase, of, aipsychosis: . Their, early. recognition would make early
intervention possible.

3. The monitoring of the early signs. In this phase, the nurse monitors
possible early signs at least'once’a week with the patients'and, if possible, with the
members of the social network.

4. The preparation of an action plan. In this part of the intervention protocol,

the nurse, the nurse, and the members of the social network together prepared an
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extensive action plan with the aim of contributing to the recovery of the patient’s
equilibrium in periods of impending relapse. Attention is given to the use of
medication, the prevention of stress, the enhancement of coping, and the use of
protection from the environment.

Kuntasaibua (2001) proposed the nursing prevention on psychotic relapse in
persons with schizophrenia«for the ps;chiatric nurses and family members are as
followed.

1. Providing thesinformation Bn schizophrenia and care for the family
member; especially in faciors predisposin.gdt'?é) psychotic relapse. The family members,
therefore, can help these patients-when thé"nproblem occurs.

2. Giving psychoeducation duringz't_he time of patient admission in hospital,
it should be in discharge planning includiﬁq _Iearning social skill, occupation skill,
problem solving skill. "In addition, nurses Q&é.i-"advice on factor predisposing to
psychotic relapse and how ie Self-care during-’li_vriﬁg in.a community.

3. Providing_the early prevention —inthe —outpatient department and
psychiatric community nursing to home visit the patients by-making them to aware of
the factors influencing to relapse and monitoring the early sign of psychotic relapse.

4. Setting,the self-help group:of,schizaphrenic patients-which they can share
experiences of illness and help“them to monitor" the“early symptom of psychotic
relapse. In addition, they can manage with problem and early symptom effectively.

The aursing intervention plan must be based of-an understanding of the.patient’s
disabilities, strengths, and preferences. Patient and family education about symptom

management and relapse prevention is a critical element of the plan. Evaluation is
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based on the patient’s satisfaction with the level of functioning and on the ability to
communicate improvement or impending relapse.

Nursing care for schizophrenic patient

Schizophrenia is a clinical syndgome or disease process that affects
cognition, perception, emotion, behavior, and secial functioning, but it affects each
individual differently. The.degree of im-;)airment in-both the acute or psychotic phase
and the chronic or long-term phase \aries greatly among individuals; so do the needs
of each patient andsthe nursing interven%ions. The nurse must not make assumptions
about the patient’s abilities or Iimitation.sdl.t;ased solely on the medical diagnosis of
schizophrenia. The Nursing process is corﬁposed of as followed.

1. Nursing assessment - -

According to Fontaine (199@).,-,{ the nursing assessment of clients’
responses to their illness and their functionqiit%tiﬂs includes assessment of patients’
reports, family or caregiver reports, and dire?:t'-nal.)servation or performance. Patients
who are not acuiely ill are usually able to provide accurate 4anformation about their
past history with-mental illness and their current experiences. Identification of
functional disabilities leads to the formulation of nursing diagnoses.

If patients are acutely-ill; it may-be difficult to-ebtain,infermation directly
from them. This™iS especially trte for "those who ‘are experiencing delusions and
hallucinations., Family members, roommates, friends, group. home supervisors, or case

managers may 'be the initial data 'source:when there is an admission to'the acute care

setting.
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2. Nursing diagnosis

According to Johnson and Pearson (2003), nursing diagnose that guide the
nursing care of the patient with schizophrenia including the following:

2. 1 Disturbed Thought Processes related to biochemical imbalances, as
evidenced by hypervigilance, distractibility, "peer concentration, disordered thought
sequencing, inappropriate. responses, an(; thinking net based in reality

2.2 Disturbed _Sensory / Perception (auditory or visual) related to
biochemical imbalanees, as'evidenced by“lauditory or visual hallucinations

2.3 Risks for Other-Directe.ddl.'.or Self-Directed Violence related to
delusional thoughts, hallucinatory commaﬁllds;’uhistory of childhood abuse, or panic, as
evidenced by overt aggiessive acts, threatevr_fi_riyg §;ances, pacing, or suicidal ideation or
plan A

2.4 Social isolation related to alté_ét-i%s in mental status and an inability
to engage in satisfying personal relationshfﬁs;-hs-evidenced by sad, flat affects;
absence of supportive significant others: withdrawal: tncemimunicativeness; and
inability to meet expectations of others

2.5 Noncompliance with medication regimen related to health beliefs and
lack of mativationyas evidenced by failure to-adhere to, medication schedule

2.6 Ineffective Coping related to disturbed thought processes as evidenced
by inability to meet basic needs

2.7" Interruptedt.Family Processes relate@ to shift.in health status of a

family member and situational crisis, as evidenced by changes in the family’s goals,

plans, and activities and changes in family patterns and rituals
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2.8 Risk for Ineffective Family Management of Therapeutic Regimen

related to knowledge deficit and complexity of patient’s healthcare needs.
3. Nursing care plan

Nurses have many opportunities to assist people with schizophrenia in a
variety of setting. These contaets may be long=term relationships or may be during crisis
periods of time. It is impoktant that patignts identify.their priority concerns if the plan
of care is to be effeciive. Change is more likely to happen when patients are invested
in the treatment proeess. Families, signifﬁicant others, or caregivers should be actively
involved in the plan of care and be taught.tc;'.implement many of these interventions.

4. Nursing evaluation !

According 10 Videbeck (2001):,'-_,§vg_luation of the plan of care must be
considered in the context of each patient ahpj tamily. The patient’s perception of the
success of treatment also plays-a part in evaluéiéﬁ-:' Even if all outcomes are achieved,
the nurse must ask whether-the patient is corﬁfdrf,able or satisfied with the quality of
life.

In a glebal sense, evaluation of the treatment of schizophrenia is based on
the following:

41 \Have the patient’s psychotic:symptom jdisappeared?-If not, can the
client carry. out his or her'daily life despite the persistence of some psychotic symptoms?

4.2 Does the patient understand the prescribed medication regimen? Is he
or she committed to adhererice'to the regimen?

4.3 Does the patient possess the necessary functional abilities for

community living?
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4.4 Are there adequate community resources to help the patient live
successfully in the community?

4.5 Is there a sufficient after-care or crisis plan in place to deal with
recurrence of symptoms or difficulties encountered in the community?

4.6 Are the patient and family= adequately knowledgeable about
schizophrenia? "

4.7 Dogsithe patient believe he or she has a satisfactory quality of life?

4. THE SYMPTOM SELF-MANAGEMEHNT CONCEPT

It is now.widely aceepted that pai;i"ents with schizophrenia can become active
participants in theirown ilingss managemént: and programs have been developed to
achieve this (Gingerich and Mueser, 2002; I—-I'o'gét'ry, 2002). This study is based on two
major concepts concerning. symptom sé]i’-?n“a:nagement. The first one is the
Vulnerability-Stress Model desighed by ZubTﬁ é;d Spring (1977), which O’Connor
(1994) later expanded and developed intoné '.f-li(-)lt-lel for helping and rehabilitating
patients with ‘schizophrenia. The other one Is the concept of self-management
proposed by Kanfer (1980, 1991).

4. 1 Vulnerability-Stress Model
The vulnerability-stress model is a commonly used theoretical framework

for the research into, and the treatment of, schizophrenia (Nuechterlein et al., 1992;
Nuechterleinand, Dawson, 1984; Nuechterlein et al.; 1994; Zubin & Spring, 1977;
Zubin, Steinhauer, & Condray, 1992). The vulnerability-stress model hypothesizes
that schizophrenia is not a chronic disorder, but rather a permanent vulnerability to
develop time limited episode of the disorder. Episodes of psychiatric disorder develop

in vulnerable individuals who are in a state of “coping breakdown” (Zubin & Spring,
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1977 cited in Kennedy, Schepp, & O’Connor, 2000). Major components of the
vulnerability model are summarized in Table 2.

Table 2 Vulnerability-Stress Model of Schizophrenia

Concept Definition

Vulnerability The empirical probabilitythataniindividual will experience an
episode of psychiatric disorder;anenduring trait.

Coping Effort Theenergy exerted in situations not adequately dealt with by
reflexes;orthogonal to vulnerability.

Competence The skills and abilities needed to achieve success in significant
pole contexis of everyday life; orthogonal to vulnerability.

Coping Ability Theresult of the initiative and skill that an organism brings to

pear in formulating strategies to master life situation;
ortiioggnal to vulnerability.
Effect of Stressors
Episodes of Occur in afl mdmdtjals when catastrophic situation arise and
Coping breakdown. render routine coping strategies ineffectual; do not necessarily
lead to episades of psychiatric disorder.

Episodes of Tend'to develop in vulnerable individuals who are in a state of
Psychiatric coping breakdown; tlmeJlmlted states of illness.
Disorder - =4,

._._‘_

(Zubin & Spring, 1977 C|ted in Kennedy Schepp, & O’Connor, 2000)

This mode! shows the various factors play arole in the de\{elopment of a

psychotic relapsg This concept was expanded and developed t,;.el'escribe the causes or
relapse, which were classified into four inter-related factors as followed (Yank et al.,
1993; Nuechterlein et al;x1994):

1. Personal pulnerability factors including abnarmal ;dopamine level,
reduced competence in cognitive process and information analysis;

2. 'Personal protective . factors including _compliance with_ antipsychotic

medication, coping skills, and self-efficacy beliefs;



63

3. Environmental protective factors including the family’s ability in
problem solving and supportive psychosocial interventions from health care
professionals.

4. Environmental stressors including stressful life events, a social with
highly stimulating environment, and the famuy with highly expressed emotional
atmosphere such as hypercritieism or en:otional over.involvement.

These factors'wergstised to explain the relapse of schizophrenia that patients
who have emotional stress factors and !personal vulnerability more than protective
factors will lead to fintermediate internﬁaﬂé;tates. Information processing overload,
tonic autonomic hyperagtivitation, and""ul deficient processing of social stimuli
characterize the condition of patient. These:'i_r_\.te[mediate states can, when they exceed
a certain threshold of gravity, lead to the. Qeyglopment of “prodromal symptoms”.
They will present with symptoms indicating ieidi'sturbances, leading to impairments
in social functioning and severe psychotic syrhptdms. They can be the precursors of a
psychotic relapse: On the other hand, patients who have protective factors will reduce
severity of symptoms and relapse. Examples of proteciive factors are social
competence of the individual and pharmacological and psychosocial treatment,
including-=commupity and. family resource.

O’Connor™ (1994) " presented * the model™ which ‘applied from the
aforementioned concept with new research findings to*develop an intervention model
for schizophienia ‘'management. Thistmodel described two' determinanis’comprising
stressors and moderators.

1. Stressors include neurological dysfunction, psychobiological stressors

and environmental and interpersonal stressors.
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1.1 Neurological dysfunction. A major disorder in schizophrenic patients
is the impairment in prefrontal dopamine system (PDS), resulting in increased
dopamine level and subsequently affecting control mechanism of the body. As a
result, the patients are sensitive and cannot effeciively respond to stressors, leading to
psychotic symptoms.

1.2 Psychaobiolegical stressinrs. The wuse of alcohol drinks or additive
substances is the strgssor of.thiskind as it increases psychotic symptoms. The patients
will have perception changes, confusihg cognition and will lose of interest in
identifying the symptoms: Personal or sc.>cdi'nélll experience relating with schizophrenia
can also be a stressorsi@s stress may be indyces from a person’s self-appraisal.

1.3 Environmental and interper%gnql_stressors. These factors contribute to
symptom exacerbation. This results of régerltr studies have shown that symptom
exacerbation relates with over-stimulation froﬁéfr.-"essors; for instance, high expressed
emotional in family member leads to increase-“oei;ﬁrrence of symptoms.

2. Meoderators are the protective faciors thai-help-patients to perform their
role with the highest efficiency. They protect patients from-the impacts of stress and
reduce the severity of symptoms. Moderators include symptom regulation skill,
perceivedsoeial support-andspharmacelogical-therapy:

2.1 Symptom regulation skill. Previous studies have reported in the effect
of monitoring and_coping with symptom that the patient’s ability in monitoring early
sign of illness ‘canvlead to Symptom management to ‘feduce the.severity and.relapse.
This ability would increase self-efficiency and improve patients’ functioning to take

care of themselves.
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2.2 Perceived social support. This protective factor is essential in
rehabilitating schizophrenic patients and for the reduction of psychotic symptoms. The
perceived social support derived from patients’ social network, self-help programs
and peer support. In addition, social suppert.would help the patient to enhance
motivation to do various activities and allows-the patients to express their feeling,
receive help and support,monitor thei; symptoms,.sclve problems and be socially
accepted.

2.3 Pharmacglogy therapy. The pharmacology therapy is a protective
factor to reduce amd control the sym.ptﬂgms. Pharmacological therapy increases
patients’ threshold te symptom exacerb!atit)n. The patients who have poor in
compliance with freatment would have higher__ relapse than patient who have good
compliance with treatment. i

The Vulnerability-Siress model derﬁ@n"sffated that schizophrenic symptoms
result from the vulnerability- of internal stféss&s to_external stimulators and the
vulnerability “of- physical system to the response. Thus,~stiess from personal,
interpersonal and-environmental factors can be Increased or-decreased, depending on
the moderators comprising symptom regulation skill, perceived social support and
pharmagelogy therapy.~. It eany bes coneluded: ithat jan+ intervention to control
schizophrenic symptoms and "to“reduce relapse ‘can~be developed in two ways:
reducing_stressors_and._increasing moderators. Moreover, the social supports from
family, friend, specialists or health-care prafessionals.are'a significant contribution to
increase moderators.

In this study, the vulnerability-stress model of schizophrenia provides a

useful framework for understanding the psychopathological and psychotic relapse



66

processes that characterize this disorder. An elaboration of the vulnerability-stress
model specifies relapse as a result of the interaction among four components: personal
vulnerability factors, environmental stress, personal protectors, and environmental
protectors. Numerous researches have beensfoeused on moderators, especially on
symptom self-management. These studies” shoewed that some individuals with
schizophrenia do identify.signs of impeaing relapse.and develop coping strategies to
manage their earlyssympioms (Changming, Sitthimongkel, Wattanapailin, 2003;
Kennedy, Schepp,# O’Ceonner, 2000;” O’Connor, . 1994). Therefore, helping
schizophrenic patients tosdevelop abilit;lf |n managing symptom from the early of
symptom occur Is the essential compohgants to reduce severity and prevent the
complication of the disgase.Management réthe(_ than cure is the therapeutic issue and
important treatment goal. The goal,is to limit'the reappearance of psychotic symptom
by intervening early in the decempensation p@cé'gs (Baker, 1995). Effective symptom
self-management can decrease -and control _thé severity of the symptom at the
beginning and-low level which it is necessary for prevention of severity of psychotic
symptom causing- for relapse. Moreover, it helps In maintaining the patients’
functioning and living in a community.
4.2 Self-Management Model

Kanfer™ (1980; "1991)" viewed ‘self-management "as' the strategies that
patients apply to control and prevent the exacerbation of their symptoms by using the
appropriate miethods with existing resources. Kanfer (1980;' Kanfer and. Geolick-Buy,
1991) introduces the concept of self-management to enhance understanding about
mental process in development of self-control. This concept was based on the belief

that each person has potential for seeking help and making effort in changing
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problematic situation with self-management. At a result, that person will learn new
behavior within the boundary of self-control. Self-management can also be used as
the means by which the patient learns to effectively solve and to cope with their
health problem with their own resources: (Nakagawa-Kogan, 1996). The self-
management framework rests on the following ratienale.

1. many behavigis-are only accéssible by-the.client;

2. responsibility tosmontior and alter covert behaviors rests with the client;

3. the clignf’s mibtivation for: change Is critical in a self-management
program; . | |

4. a change program must includé!geheralizable skills and coping strategies.

Kanfer’s concept was derived fromv'ghe social learning theory, which believes
that most daily behaviors is a chain of reaction automatically built from the learning
of past experience stored in-long-term mérﬁé& and subsequently modified into
spontaneous responses. Therefore, a person cén-cbnduct daily activities with no need
to make deciSion_or concentraie on the action. Neveriheless, the spontaneous
behaviors are not-applicable to every situation and sometimes people need to change
their behavior in response to the stimulating circumstance. They need to apply self-
control sprocess to. modify theirsbehavior. by jusing~cognitive~proeess and careful
planning,, , Therefore, self-management is a process deriving from“past experience
learning, social believe and physical environment that contribute to one’s self-control.

The technigues of ‘self:=management can be Gnderstoad-within'the context of
the processes that occur in self-regulation. Kanfer’s model of self-regulation (Kanfer
and Gaelick, 1986) provides the basis for this symptom management program. The

process of self-regulation under this model involves three phases: self-monitoring of
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symptoms, self-evaluation of symptoms related to significant indices of relapse, and
self-reinforcement of the use of self-control mechanism that are effective in regulating
target symptoms. The three phases are incorporated throughout the program as the
patients identify target symptoms and work goward finding coping strategies to manage
these symptoms.

The processes were-not only r‘the processes to solve or cope with health
problem but they alse*provided the appropriate way to live with unsolved problems
(Lorig, 2003). Through these processes,“ self-management strategies could empower
patients to have a greater sense of contr;jlc“"c.wer their iliness and treatment, and also
help alleviate of a patient’s current probI‘Qms; prevent further problems by resisting
temptations, and achieve their goals, or pfgye__nt of erosion of a goal achievement
(Creer, 2000; Kanfer, 1991; Nakagawa-Kegan, 1996). Thus, self-management
simultaneously had a positive impact on thei@ﬁ;):s'iological and psychological health
status (Clark et al., 1991). ‘In"-addition, thé_'stﬂdies of self-management training
program showed-improved health behaviors, changes in healthi.status such as pain and
psychotic symptoi reduction, less health distress or worry-about their condition, as
well as a decrease in the number of health care utilizations (Bodenheimer, Lorig, and
Holman;2002; Kanungpairmetials 2007;1Lorig et al., £999)~

In this 'study, * symptom=self-management “refers to "the” cognitive and
behavioral efforts to minimize or reduce symptoms ‘associated with relapse; including
nonpsychatic and stress-related symptoms by using the strategy.that is applied.among
schizophrenic patients in order to improvement knowledge about psychotic relapse,
enhance compliance with antipsychotic medication and symptom self-management,

identifying stress and personal warning signs of a psychotic relapse and coping with
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stress and warning sign or early symptoms through the process that includes self-
monitoring, self-evaluation, and self-reinforcement.
4.2.1 Self-management and Schizophrenia
The usefulness of self-management methods with schizophrenia are
(Kennedy, 1994):
1.1 individuals. with Jschizophrenia are capable of recognizing
symptoms that may lead to relapse;
1.2findividuals’ /with" schizophrenia attempt to manage the
symptoms of their disorder. . | |
According to self-managemeh!t model, behavior is influenced by three
sources of control® the immediate environrﬁqnt_,_the personal biological system, and
personal cognitive cues (Kanfer and Gaelick; 1986). These three variables interact to
ultimately shape behavior. The rélative impéirféﬁée of each this varies across times.
The effects of temporal fluctuations in biologrical_"and environmental variables can be
minimized with self-regulation, thus allowing an individual t0 pursue self-identified
goals with greaterfreedom (Kanfer and Gaelick, 1986). These three sources of control
provide potential Sites of self-management intervention.
Envirenment
Environmental influences "perceived as stressful by an“individual with
schizophrenia_may trigger._or_contribute_to increase symptoms_(Kenedy, 1994).
Environmental® stressor " include ‘the ‘patient’s family: life (Liberman ‘and Corrigan,
1993), the role of expressed emotion (EE) in family (Kavanagh, 1992; Butzlaff and
Hooley, 1998), the patient’s stressful life events, and variation in intensity of

symptoms (Norman and Malla, 1995). These problems are often compounded by poor
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social skills and inadequate social support system (Kenedy, 1994). Effective
psychosocial interventions may increase an individual’s ability to cope with
environmental stress factors (Liberman and Corrigan, 1993; Wallace, 1998; Lamberti,
2001; Kopelowicz, Zarate, Smith, Mintz, anc Liberman, 2003).

Biology

Biology influgneedto schizoriohrenia because schizophrenia may be caused
by either a relative excess«of dopamine in the brain or an overexcitation of post-
synaptic dopaminerecepior (Carptenter” et al., 1999), but the relationship between
dopamine and psychotic Symptoms “is ﬁqHspecific and does not explain negative
symptoms. The recent development of “atypic'al” antipsychotics has spurred research
into serotonin, with evidenge suggesting a'(qor__r_elation between negative symptoms
improvement and serotonin receptor antagonism, as well as feedback relationships
between serotonergic and dopaminergic neur%'ghé"ih the frontal lobe (lamberti, 2001).
Glutamate and other excitatory amino acids Iiké “aspartate have attracted the most
recent attention.as_possible offenders in schizophrenta, wiih-particular focus on
NMDA receptors-in temporal and limbic regions of the brain (Olney and Farber,
1995; Mohn, Gainetdinov, Cron, Koller, 1999). Negative symptoms have been
specifically linked:with “hypefrontality” = lowersblood:flow-or.glucese metabolism in
frontal 1obe Structures (Andreasen; Rezai, Alliger ‘et al., 1992). 'Neuropsychological
deficits are consistent with prefrontal lobe dysfunction, especially the dorsolateral
prefrontal icortex, an'area of the Brain“intimately with abstract thinkirg and.mental
planning (Weickert and Kleinman, 1998).

Stress appears to be a crucial link between the complex biological and

psychological factors contributing to relapse in schizophrenia (Lamberti, 2001). Stress



71

adds to the pathological process of schizophrenia initiated by the interaction of
predisposing and intermediating factors (O’Connor, 1994). The predisposition to
develop schizophrenia is created hy. changes within a person’s physical,
psychological, spiritual, or cultural envirgnmentsin conjunction with the presences of
stressors (Warren, 2003). Self-management .anterventions have the potential to
moderate the influence of~these varior‘us processes. Individuals can be taught to
recognize and adapt” to_.biological deficits, including neuroendocrine changes.
Numerous well-contfolled stdies established that neuroleptic medications have
antipsychotic effectsdn people diagnosed.V\c/“i“.th schizophrenia (Meltzer, 1992; Marder,
Amers, Wirshing and VanPutten,1993; U‘sher,fZOOO; Marder, and Wirshing, 2003).

Self v

According to Kanfer and Gaelick (1986) and Tarell (1989) the third
influence on behavior is the self; in the cont(;i){t"df' schizophrenia; self is the person’s
internal experience of the-iliness. Individ"uals; ‘with schizophrenia have a great
vulnerability to biological, psychological, and social stressors.that can lead to relapse
(Herz and Marder; 2002). The personal costs associated-with relapse including
impaired role functioning, disrupted interpersonal relationships, and demoralization
(Lamberti; 2001)s Hartfield, (1989) sddentifiedsfoursinternal sseureces of stress for
personal ,with “schizophrenia: ‘altered " perceptions, cognitive " confusion, attentional
deficit, and _impaired_identity. In addition, patients demonstrated wisdom and
creativity in'efforts ta cope with these internal stressars. ' Therefore, it IS important to
(a) avoid or decrease social stressors that may precipitate relapse and (b) utilize

therapeutic interventions with the patient to increase coping skills and/or strengthen
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the support system so that patient’s vulnerability to stress will be decreased (Norman,
et al., 2002).

Another subjective experience of schizophrenia is “insight”, or the ability
to understand that one suffers from a mental illness (Tarell, 1989). The ability to
recognize symptoms in_schizophrenia assoCiated with relapse dependent on the
presence of insight, a term commonlyi)used In psychiatry to describe awareness of
one’s disorder. Poogrrinsight has long been identified as a prevalent feature of
schizophrenia and is Often assoclated wfth greater frequency and severity of relapse
(Kennedy, Scepp and ©’Connor, 2000). Ithas been suggested that insight is crucial in
symptom management and that the degreé"npf insight required to use self-management
techniques is uncommen among ‘individugilglvyith schizophrenia because it will be
conducive to behavioral adaptatian, Whikgﬂ _in may intensify subjective distress
(Kenedy et al., 2000). Therefore, the problem.;(:)fi ih'sight is an important consideration
in the use of self-managementtechnigues. d -

4.2.2=Theoretical Basis of symptom self-management

The symptom self-management philosophy: is based on the belief
that each person 1S an intelligent human being and has the Tright to make his or her
own cheicess There jis astechnique that equips individuals-with-the-skills to become
self-directed changed agents (Kanfer and Gaelick, 1991). The term ‘self-management’
makes. reference to the activities people undertake to create order, discipline and
contral in their lives (Kanfer and Gaelick, 1991). Self-management has.been reported
as enabling people to minimize pain, share in decision making about treatment, gain a
sense of control over their lives (Lorig and Holman, 1993), reduce the frequency of

visits to medical doctors and enjoy a better quality of life (Lorig et al., 1998). The
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self-management methods help the clients to acquire new behaviors. They need to
apply self-control process to modify their behavior by using cognitive process and
careful planning. Through active engagement with the use of self-management,
people participate in self-regulatory behaviorssthat foster responsibility and self-
control, which encourage a eommitment to Change. Furthermore, the challenge is
teaching patients to manage-their own rﬁinds and-bodies, thereby achieving personal
control over the cognitive; aifective ‘and psychologieal process. There are two
theoretical frameworks Junderpinning ' the symptom  self-management concept,
including self-control; and.self=regulation tcc;“.eer, 2000; Nakagawa-Kogan, 1996).

Self-Control !

Self-controlys the coneept postuvlta.tir_!g about the personal control — a locus
of control (LOC) — there is either internal or external (Rotter, 1966). Further, LOC is
described as a general principal that a peré@ﬁ‘g" attempt to control their personal
environment is influenced by the internal or e&terﬁal factors. More specifically, it may
be described as ihe_extent to which an individual believes that events within his/her
personal environment are under his/her own control or are controlled by external
circumstances such as lick, fate or powerful others (Rotter, 1966). Kanfer and
Gaelick=Buys (1991) use therterm jself=controlyfor a:persen’s-actions in a specific
situation,, rather than a “personal“trait. Moreover, they describe self-control as the
probability behavior of the response to situation.

Self-Regulation

Self-regulation is the concept of the mind-body interface (Nakagawa-
Kogan, 1996). The term defines as self-generated processes that are planned and

cyclically adapted in an attempt to control personal, behavioral, and environmental
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factors (Clark et al., 1991; Zimmerman, 2000). Self-regulation is also defined by Maes
and Karoly (2005) as a goal-guidance process aiming at the attainment and
maintenance of personal goals. The self-regulation process requires self-observation,
self-judgment, and self-reaction. The principlesof self-regulation is related to the
notion that through self-regulatory processes individuals learn strategies to manage
their disease (Clark and Zimmerman, 192)0; Clark, Gong, and Kaciroti, 2001).
4.3.3 Precess of'Scif-management
Aecording te Kanfer (i991) process significant in self-management
training includes thiee processes, namel&alné.elf-monitoring, self-evaluation, and self-
reinforcement. Y
4.3.3.1 /Self~-monitoring Q}_rgelj;-observation
Self-monitering Eq,te_rs to deliberate attention to the
behaviour used to attain goal.process, and it @ti\?ﬁtes improvement in learning (Creer,
2000). Self-monitoring may--help patients recéghiée symptoms and common triggers.
This stage is essentially described as deliberately and carefully aitending to one owns
behavior. Past experience will motivate the person to change-the behavior that needs
to be changed, to anticipate the outcomes of change and to compare the behavior with
standard-¢riteria. ~Self-monitering ispusually- initiateel by-asking a-patient to record
specific aspects of behavior. This involves a period~during”which a patient must
define,the behavior or problem to be altered or measured, count frequencies, and note
the circumstances ofi occutrence:In‘addition, this iavolves information collection,
which included self-recording data (Creer, 2000). A person with inappropriate self-

monitoring may have unrealistic standard and may not achieve self-control.
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4.3.2 Self-evaluation

Self-evaluation refers to an obtained information from self-
monitoring will be compared with standard criteria set by the person or the society in
order to evaluate whether the behaviors should be maintained or discontinued. Patient
can establish realistic expectations about their.performance and assess whether they
need more training. They-also shou?d acquirerealistic expectations about the
limitation of self-management i helping to control their eondition.

4.3.3 Self-Reinforcement |

The# utilizagion® of sell;:égntrol mechanism to regulate a given
behaviors (Kanfer and Gaelick-Buys, 199}).’After comparing his/her behavior with
the standard criteria, the person will have tib_t_h positive and negative reactions, which
affect the expectation of outcomes and sulgﬁeggent pehavior. Positive reaction will
encourage that person to maintain the be@ividr', thus strengthening it. Negative
reaction, in contrast, will inhibit the behavi(")r_-rle.iading to modification of behavior.
Positive reactiony therefore, i1s an important mottvation for the cantinuation behavior.
The motivation may be enhanced with support from other-people such as family,
friends or healthcare professionals. Self-reinforcement™ is evident whenever
individuals set criteria-of performance to achieve and proeeed-to the self-reward of
attainment, exceeding their 'own expectation (Yates, 1986). Self-rewards are under
patients control, and demand motivation and commitment of individuals*to. monitor
sighs, sharpen perception, and produce change.

4.4. Application of Self-management

Self-management programs, for chronic illness, were designed and

showed effectiveness in varying degree in the control of many recurrent symptoms
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(Burckhardt, Mannerkorpi, Hedenberg and Bijelle, 1994; Dilio and Henrry, 1995;
Kalichman, Sikkema, Kelly, and Bulto, 1995; Keating and Ostby, 1996; Payne et al.,
1995; Zimmerman, Brown, and Bowman, 1996). Blair (1995) developed self-
management programs in home care residentss It revealed that self-management
strategies and processes encouraged patient t0.make more choice, take more control,
and become more responsible for their live. It produces a positive effect on patients’
behavior.

Self-mamagement / is /a -self-control process that emphasizes the
significance of self-responsibility. The prdéram for promotion of self-management
organized by healths care professionals just revises patients’ experience and
encourages them t0 be réspansible for their behaviors in managing the environment or
in making plan (Changming, 2003)."Model for_helping the patients may aim at three
outcomes such as 1) to help the €lient acquiré Vrﬁdr“e effective interpersonal, cognitive
and emotional behaviors, 2)-to-alter the client"s_'péreeptions and evaluative attitudes of
problematic situations, and 3) to either change a siress-inducing or hostile
environment or learn to cope with it by accepting that it is inevitable. Health care
professionals who assist patients to develop self-management require three significant
strategies: comprising 1) motivatingy the ~patients to rbe+satisfied-with the self-
management program, 2) training self-management regarding modification of specific
behavior and_3) giving support for the maintenance of certain _behavior by providing
reinforcement "to “enhance. patients’. effort lin achieving self-management.. Most
importantly, the health care professionals have to establish rapport with the patients at
the beginning of the therapy to ensure their cooperation in the self-management

program.
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Kanfer’s concept is widely accepted in current nursing practice and it has
been developed to promote self-management among patients  with
cognitive/behavioral techniques such. as sensitization and desensitization, cognitive
restructuring, and training in methods of physiolegical control. Patients who had been
trained with self-management program demenstrated changes in physical and
cognitive aspects and they.developed c;gnitive and.emotional behaviors that help in
improving self-managemeni((Nakagawa-Kogan and Betrus, 1984).

Kanfer’s# congepts 1s applicﬁable to the promotion of symptom self-
management, by utilizing self-regulatioﬁ’J;;'.rocess comprising self-monitoring, self-
evaluation and self-reinforcement to indﬂlucef reactions that require cognitive and
learning process, ‘decision making and su:'p_p.or; from other people such as family
friends and health care professionals. The éyppprt Is @ motivation and reinforcement
for patients to change undesired behavior amﬁoi 'ﬁ"laintain desire behavior. Therefore,
for the promotion symptom self-managemeht;i’in patients with schizophrenia,
psychiatric nurses_and other staff in the health care team need<to understand basic
factors relating with self-management process. That factor is-self-monitoring for early
symptom to be used as essential information for self-evaluation, leading to decision
making.aldout the management-of;symptem.and support from other people.

In conclusion, the "self-management program, which provided patients’
involvement in their own health management and families or health care providers as
the' supparter,” has been fassociated. 'with ‘greaterisatisfaction with. care,. better
compliance with the treatment program, better outcomes and more effective use of

heath services.
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4.5 The review of the symptom self-management of patients with

schizophrenia

Symptom management is @ major clinical problem in chronic mental
illness. Several researchers have conducted siudies on symptom management in order
to develop a guideline for effective symptom management strategies. Various terms in
attempt to describe sympioms management In patients with schizophrenia; coping
(Middelboe and _Meortensen, 1997;. Norman, Malla, and McLean, 2003;
Sonpaveerawng (2001; ), self-controlﬁ (Finkelman, 2000; Martyn, 2005), self-
regulation (Eckman et al.,1992), and syn%pdtjc'.)m management (Changming et al., 2003;
Dyck, Short, Hendryx; Norell and Myers,n"HIZOOO); Hamera et al., 1992; Kanungpairn et
al., 2007; Lee and Tsai, 2003; Murphy fé_r,y.d J!_\/Ioller, 1993; Kenedy et al., 2000;
Sitthimongkl et al., 2000; Sitthimongkol e“ti,-‘:al.7 2007; Stenberg, Jaaskela inen, and

Royks, 1998). 222 M4

The definitior-ofsymptom selfaﬁahégement was various as following;
Symptom self-management _means a_patient’s effort in_making decision to apply
various strategies-to eliminate, relieve or manage early syimptom of illness before
worsens to the extent that hospitalization is needed and the management only focuses
on the symptem oecurrencesituation (Murphy and Moller,2993).

Symptom management iS consistently ‘defined as"a Systemic process
consisting of _symptom experience, symptom management strategies and symptom
outcomes, that'is modified Dy ‘individual outcomes and the linfluences of the.nursing,
person, health/illness or environment domains (University of California at San

Francisco, UCSF, 1994; Larson et al., 1994; Dodd et al., 2001).
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Teel et al. (1996) defined symptom management as behavior resulting
from symptom interpretation. Symptom management depends on one’s feeling toward
symptom evaluation. If a person is familiar with the symptom or has positive attitude
about successful management of symptom, thussthis strategy would be used. On the
other hand, if a person.is not familiar with the“symptom and has negative attitude
toward a strategy of symptom managemént, the strategy would not be used.

Pollack«(1996)«defined as an important process of self-care that needs to
be taken into personal respensipility with the objective to control or reduce the impact of
illness. - %

Haworthsand Dluhy:(2001) d‘e!scribed Ssymptom management is a process
requiring a person’sg understanding ofv'(‘.sy_mptom experience and symptom
interpretation. i

Kennedy, ~Schepp - and O’Cobﬁéﬂ:-" (2000) defined symptom self-
management as schizophrenic-patients’ percebtioﬁ toward early symptoms before the
relapse of schizophrenia that leads to symptom management.

Kanfer (1981) and Kanfer and Guelick -{1991) explained self-
management as a process requiring basic skill for monitoring one’s behavioral
changes-earefully to use-as infermation for self-evaluation-and.making decision about
subsequent behavior. Thus, symptom recognition “iS” an "essential factor leading
schizophrenic patients’ to make decision about symptom self-management.

According 'to ‘the.\ulnerability-Stress tnodel ‘and.'the iconcept.of self-
management, the symptom management is evident that patients with schizophrenia

need an initial skill to develop symptom self-management. That initial skill is cautious

self-monitoring of behavioral changes developed by using information from past
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experience for self-evaluation and decision making about symptom management and
by receiving support from other people such as family friends and health care
professional (Changming, 2003).

In foreign countries, Briere and:Strauss (1983) conducted a study with
20 psychiatric patients by interview with a semi=structure questionnaire. They found
that 17 patients explained.iheir attempt; to contrel.symptoms in three ways: 1) self-
instruction such as _talking.io one’s self; 2) reduced invelvement in activity such as
using relaxation techniquewith breathind exercise, taking a walk, or having a shower;
and 3) increased iavolvement In activ.ityj'. such as making one’s self busy with
activities or work. Some patients did not "(;xpl'ain the attempt to control symptom on
account of their lack of capability for self;'gbsga_rvation and self-assessment, as they
refused having the symptom and lacked mofiydaliron for self-control.

Cohen and Berk'{1985) examin.i(:i b‘é"ping patterns in 101 schizophrenic
receiving care at an outpatient-elthic of a merit‘alﬁtllealth care center, using open-ended
and closed quesuonnpaire in the interview. They found that the patients used several
coping techniques-that could be divided into nine groups:-1) fighting back by not
thinking; 2) time out, 3) isolated diversion such as watching television, talking with
friends qand stalking ywith, member ofy family; 4) Social ;withdrawal; 5) Prayer; 6)
Medical treatment;7) Drug use; 8)'Do nothing with thefeeling of helplessness, and 9)
Do nothing with the feeling of acceptance. The mostfrequency used technigue was
fighting back; follawed' by.doing nothing ‘with the feeling of.acceptatice. The least
frequently used coping technique was using alcoholic drinks or drugs and do nothing
with the feeling of helplessness. The patients frequently used fighting back method in

coping with depression, schizophrenic symptoms and relationship problems. Time out
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and isolated diversion were mostly used in the management of anxiety. Medical
treatment was used in coping with schizophrenic symptoms and anxiety most
frequently. The patients did not report the feeling of helplessness in coping with
schizophrenic symptoms and relationship' problem. They expressed the feeling of
acceptance in coping with depression and _relationship problems. Praying was
specifically used in coping.with schizop%renic symptoms. The patterns of coping vary
according to personakeharagteristics and the patients” social and mental functions. For
example, employedsand unemployed pa{tients expressed significantly differences in
patterns of coping atstatistical level (p< (’)5) patients who lived alone and lived with
others demonstrated differgnt coping techh,iquies at a statistically significant level (p<
.01); and male and female patients alsé'_,_usJe_d different” coping technique at a
statistically significant level (p< .01). :i,{ "

Glimcher ‘et al.’ {(1986) studiei-ué.ing of symptom to monitor and
regulation their illness in 62 schizophrenic 6utpétients at community mental health
centers with open-ended interviews. They found that 98 percents.of participants could
tell when they were getting worse and the symptoms that-participants experienced
most frequently Were non-psychotic: nervousness or tenseness trouble sleeping,
greater thangusual-fatigue, and. depression..82 percents of-participants said that they
altered ‘their behaviors to regulate“their illness consisted of behaviors related to self-
treatment such as self-medication, engaging_in" some _diversionary “activity or
attempting to ignore the symptoms;iseeking assistance’such.as seeking assistance
from a mental health professional or mental health agency; and self-treatment and

seeking assistance.
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Murphy and Moller (1993) conducted a study on symptom management
in 95 patients with psychiatric disorders, consisting of 76 patients with schizophrenia,
7 patients with emotional disorders, and 12 patients with depression. To develop an
instrument for symptom management, ‘the patients were interviewed with a
questionnaire. They found that the patients Used symptom management techniques
that are similar to of the result of the stuay condueted by Cohen and Berk (1985). The
techniques could beselassified into six domains: distraction, fighting back, help-
seeking, attempts te" feel betier, isolatién, and escape behavior. It was found that
distraction, fighting.backy help-seeking,.‘e}Hd attempts to feel better could lead to
symptom stability and‘good health status. ‘I!soration leads to symptom stability but not
to good health status whergas escape behéyior___leads {0 symptom changes or more
severe disorder. i

Middelboe and Maortensen (1992); i"dﬁestigated the techniques of coping
with symptoms in 98 long-term mentally ill _'pﬁmnts in Copenhagen, using semi-
structure interview. It was found that with the patients used several techniques to cope
with the symptoms. These techniques could be categorized into 5 groups, as follows: 1)
Cognitive control, such as distraction, adaptation to problems, and emotional
suppressian hy ignoring-theveice;from auditory, hallucination,2) Behavioral control,
such as distraction”by watching television, “listening to music, signing rhythmically,
reading, having exercises or changing of posture, concentration on something, working
hard, 3) Social changes, such'as having more or less sacial interaction, 4) Rhysical
changes, such as using drugs, additive substances or alcohol, and 5) Symptomatic

behavior, such as using psychotic behavior. Therefore, the increase in interpersonal

interaction, cognitive control, and medical treatment are significant and effective
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coping techniques, as shown in other studies. At present, medical treatment, social
changes and behavioral changes are the most commonly used as the first choices of
treatment among all coping techniques.

Hamera et al. (1991) investigated symptom self management and
functioning of 51 schizophrenic patients receiving medical service at community
health centers in Merraim  and K;nsas by ~reviewing with an open-ended
questionnaire. They.feund that 59 of the respondents used more than one technigue to
control symptom at the nitial” phase !of the illness. The most frequently used
techniques were engaging one’s self wrth something else or paying attention to
general activities. Other techniques inclﬁﬂged' cognitive control, such as talking to
one’s self, relaxation, ofisolation. Only 20fb_§.rcge_nt of the respondents conducted self-
defeating action, such as using addictive subg{a_npes, drinking alcohol, or acting out.

Buccheri et al.’(1996) studiei-sg/'mptom management of auditory
hallucination in 12 schizophreniC patients With_'fgilow up during 1-year after received
symptom management program. They found that at 1-year.follow up the patients
learned using less: strategy to mange auditory hallucinations and more effect to
themselves. The most frequent strategies were talking with someone, watching TV,
listening~to scassette: with head-phane, /followed: were jself-menitoring, listening to
relaxation tape. The least frequently Strategies were ‘hiumming and“yell back at the
Voice,

Kenedy ‘et al (2000)"conducted’a study. on symptom self 'management
and illness reoccurrence in 60 hospitalized schizophrenic patients. The results
revealed techniques of symptom management were categorized into three groups, as

proposed by Murphy and Moller (1993). They found that 83 percent of the
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participants tried to live with the symptoms and 60 percent were not able to manage
the symptoms. The most frequently used techniques were positive thinking, followed
by medical treatment and trying to live with the symptoms. It was also found that the
score of schizophrenic symptom recognition eould significantly predict symptom self
management at a statistical level (p=.02). Patients with high score of symptom
recognition tended to have-more tecr;niques of-symptom self management than
patients with lower seore.

Bucchgri'et al#(2002) conaucted study on the behavirol management
strategies for auditory hallucinations: Thew study was a guasi-experiemental study
involvig 72 participants. The . results shOWed that characteristics of auditory
hallucinations decreased including frequency,.sc_a_lf-control, clarity, tone, distractibility
and distress, only one characteristic, loundness, did not change significantly. Post-
intervention scores on anxiety and depressiQnN'Were significantly lower than pre-
intervention scores. They--had continued a _'Ioﬁg-term follow up on the use of
behavioral management strategies in 2004, They found that drequency, self-control,
clarity and distractibility significantly decreased.

In Thailand, Changming (2003) investigated the relationship of symptom
recognitien sand sperceived; ;social support- with symptem-self<management in
schizophrenic patients. The sample“was composed of 100 schizophrenic patients who
receiving. treatment at Outpatient Department. The ‘results showed that mest patients
chose withdrawal techniques e.g. staying athame, sleeping, and.trying to live.with the
symptom, followed by responding to the symptom with positive attitude, avoiding the
situation inducing symptom, ignoring disturbing thoughts, and distraction such as

watching television, listening to the music, praying, or reading. They also tried to
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think in a more positive way, seeking help such as talking to the family or healthcare
professionals. Some patients avoided the symptoms by using addictive substances, or
drinking alcohol. The average score of perceived effectiveness of symptom self-
management in responding to the symptom was the highest, followed by isolation,
distraction, seeing help, trying to feel better, and avoiding (mean= 1.33, 1.30, 1.24,
1.18, 1.07, and .379, respeetively). It |s also found. that symptom recognition can
predict symptom seli=management by 14.7 percent at a statistically significant level
(p<0.05), and sympiem reeognaition in combination with perceived social support can
co-predict symptomsself-management bg/ 294 percent at a statistically significant
level (p<0.05). !

Sitthimongkol gt al. (2000) stUgjjegI_ status prior to hospital discharge at
Somdet Chaophraya ‘Hospital in 140 psychiatric patients and found that the patients
demonstrated health promotion behavior ann('is"y’t"hptom management at good level.
The first three methods of symptom manademént that were used mostly were 1)
distraction, 2)-avoiding isolation, and 3) help-seeking. In addition, perceived social
support and reception of advice regarding health care from nurses can co-predict
symptom management by 21 percent (p<0.05).

Sonpaveerawong+ (2001) studied sthe; level sof stress=and the coping
strategies. .in" 100™"schizophrenic™outpatients at ‘Somdet Chaopraya Hospital by
interview. It was found that the participants used erght strategies to cope with their
stress in daily life. " The most used coping strategies were seeking social support, doing
direct action, having a positive reappraisal, trying to realize “Tamjai” or “Phong”,
doing palliative activities, seeking spiritual support, avoidance and performing

maladaptive active.
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Kanungpairn (2005) conducted the study on effects of a symptom
management program on chareactristics and severity of auditory hallucinations in
schizophrenic patients. Eighteen schizophrenic patients who were attend the
outpatient clinic at psychiatric hospital: Fhe experimental group attended the

symptom management_program once a week«for 10 weeks, while control group
'
received standard care_and-ustal hospital services.. The results revealed that after

participation in the programthe experimental group had the scores of characteristics

1

and severity of symptoms.statistically significantly lower than prior to participation in

the program (p<.001). The scores of characteristics and severity of symptoms was

—

i

statistically significantly lower than for thé}coﬁtrol group (p=.001).

i

The above review of previou’s;ﬂ‘-‘-rés‘éarch papers has shown that patients
with schizophrenia patients are abfe to maﬁ"éi__}e_‘sy_mptom by themselves using various
d i it dd
strategies to control the symbtoms. Techniquesw?o manage or control may use self-
control, pharmarcological ihéfépy, seeking .F:él.bt,_;p-)dsitive thinking, fighting back or
accepting the éyfn"ptoms. Symptom management occurs in diffefénce techniques with
schizophrenic patiénts regarding with the relating factors. In addition, symptom

recognition and social support from family, friends and health care professions, are

protective factors for symptom self-management of schizophrenic patients.
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Table 3 Summary of the experimental studies of symptom management program
with schizophrenic patients

Author Design Sample Interventions Outcome measures Results
Eckman Quasi- 41 male Treatment: -Brief The patients who
etal., 1992 experiment  veterans with After received Psychiatric received skills
Schizophrenia ' /fluphenazine or Rating Scale training made
Most placebo, the (BPRS) and the  significant gains
participants had  partiCipants Schedule for in each of the
had 10.year or J receiving skills Assessment of areas taught,
more"years of training. Negative while those
treatment for Control: group Symptoms -Role  participating in
Schizephrenia therapy —playing test group therapy
” Time measured:  did not. The
TO=pretest skills learned
T1=posttest during training
'y T2= 6 months were retained
) T3=12months without
; significant
erosion over a 1-
f year follow-up
£ period.
Stenberg Quasi- 29 Treatment: 1) Personal The experiment
etal., 1998 experiment  schizophrenic Sym’ptofn self- assessment did not
patients in management skill  2) GAF Scaleto  significantly
control and 18 training, an evaluate the differ in quality
in_control group—educational patients’ global of life or
Control: functioning and  functioning from
Conventional guality of life. the control.
nursing care Time measured:
TO=pretest
T1=post-test
T2=3 month
T3=2,1.5,0r
lyr.
Anzai RCT 32 Treatment: 18 -REHAB The patients who
etall, 2002 schizophrenic one-hour session | Time measured:| [received training
patients of Community TO=pretest in the module
Re-entryControl: ~ T1=post-test demonstrated a
a conventional T2=1year significant
occupational increase in

rehabilitation
program

knowledge and
skills.
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Table 3 Summary of the experimental studies of symptom management program
with schizophrenic patients (conti.)

Author Design Sample Interventions Outcome measures Results
Shon and Quasi- 18 . 1) The medication  The participants
Park, experiment  Outpatient. icati Use scale who attended this

2002 with S ) 2) The relapse educational
schize o . symptom program reported
anagement significantly more
rogra he scale for improvement in

support in  self-efficacy
(p=0.014) and
medication
compliance
(p=0.005), and
—post-test significantly less
N relapse warning
symptom scores
(p=0.000) than the

/ A control
Tait Pilot study 20 Ireatment: ESM Continuously early
etal., tive ~ Time measured: signs monitoring
2002 schizop "_‘ O=pretest could be an
spectru — Ca :: g ’ T1=follow up effective tool in
dlsgnﬂ_‘g.-‘-"“'. ol "F ‘ . every two week, predicting relapse
e, for 10  in schizophrenia.
QE'—_MH s«(range 5-
v.!h ) ror ',4'
Kopelo- PANSS, There was a
wic experm t schlzophrenla month of skill ILS@ significant
et aI ¢ and 20 tralnlng (ST) ROMI, advantage for the
#sehizoaffective ~ Con ST group over the
AU Uineng
tp asure several symptom
TO=pretest measures, skill
455 T1=3month “acquisition and
AR mmm AP NS o e
ioning, and
rates of

rehospitalization.
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Table 3 Summary of the experimental studies of symptom management program

with schizophrenic patients (conti.)

Author Design Sample Interventions Outcome measures

Results

Kanung- Quasi- 18 Thai ‘ -CSAH scale
pairn experiment  outpatients . - Sessi Time measured:
etal., ‘ TO=pretest
2007

-NL.- =7

"-:J

The experimental
group experienced
significantly
decreased overall
scores of the
characteristic and
severity of auditory
hallucination.

Sitthi- Quasi- 9 patie . GAF
mongkol  experiment and 9 fa _5.4;_-2-5* : ZSFs
etal., Pilot study ~ member ~ session: Time measured:
2007 : : . A one-group

strategies, offer

support to.€ach

qﬂumwﬂmwmm

manage the
patlents

After the 6-month
follow-up session,
the score for
patients’ GAF,
interpersonal
behaviors were
significant increase
(p<0.05). The level
of independence
performance at the
3-month follow-up
session was
significant higher
than that of the 6-
month follow-up

ARIANNITN Mnanenases

follow-up session,
family attitudes
were significantly
improved (p<0.05).
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Note: BPRS=Brief Psychiatric Rating Scale; CSAH=Characteristic and Severity of Auditory
Hallucination Scale; ESM=Early signs monitoring questionnaire; GAF=Global Assessment of
Functioning; 1LSS=Independent Living Skills Survey; MMM=Medication Management
Module; PANSS=The Positive and Negative Syndrome Scale; RCT=Randomized Controlled
Trial; ROMI=Rating of Medication Influences Scale; SFS=The Social functioning Scale;
SMM=Symptom Management Module; T=Time measured

In conclusion from the literature review showed the relapse prevention has a
significant succeed with the psychoeducétion intervention. However, psychoeducation
does not increase thespersenal competency of schizophrenic patients and some
symptoms do not solve and still have the persistent symptoms which can relapse
occur. There are many studies of symptofn 'éelf-management program among western
schizophrenic patientswere effectively co‘xr;ducted, but there still have the conflicting
result in symptomsself management, thué this s_tudy want to prove the effective of
symptom self-management in Thai patients;,swi(th chronic schizophrenia. There are
only two evidence supports for. Thai people in-managing with auditory hallucination
for outpatients (Kanungpairn et ak; 2007) andi_.nc_"re_asing functioning of adult patients
(Sitthimongkol-et al., 2007). However, the studies of Kanungpairn et al. (2007) aimed
specific to copewith schizophrenic patients who have experienced only hallucination
which chronic sehizophrenia have varied of persistent psyehotic symptoms and the
study of Sitthimongkol et al. (2007) aimed~to improve _social functioning not to
prevent relapse: In.addition both.studies had small.sample 'size @nd using quasi-
experimental studies. In the past résearchers who have demonstrated that monitoring
for early symptoms of relapse successfully reduced hospitalization andsrelapse rates
while making it possible to use less medication, thereby reducing medication side

effect (Murphy and Moller, 1993 ; Kenedy et al, 2000). For relapse prevention, there

is always a need to manage and control a patient’s behavior. To manage relapse,
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patients should have specific coping strategies, which are developed from past
personal accomplishments, vicarious experienced, emotional arousal, and verbal

persuasion. For this reason, developing

mptom self-management programs for Thai

experimental designs of o’ \\ \:\ [ams among patients with

mi ne the effectiveness of

intervention and exp s mans \\\ s symptoms

ﬂumwmwmm
’QW’]Nﬂ‘iﬂJﬂmTc)mﬂﬂB



CHAPTER III

RESEARCH METHODOLOGY

In this chapter, the methodological aspects, including the research design,
population and sampling, the setting, instrumenis, data collection, threats to internal
validity, protection of the rights of .auman participants, and data analysis were

discussed.

RESEARCH DESIGN ’

This study is'experimental study.us'ii.ng a pretest-posttest control group design
(Shadish, Cook, Campbel, 2002)./In this d-gesign, participants were randomly assigned
(R) to the experimental or the. control f'grloqp. The Symptom Self-management
Program (X) was given only to these in the e}ggerimental group, and the posttests (O,)
are those measurements of'the dependen.t; \idfiables that were made after the
experiment intervention was:-introduced. At -ﬂie pretest phase, the sample was
gathered baseline data or pretest assessment about psychotic symptom that occurs. For
participants from.outpatients department, the pretest assessment was performed right
after the participants agreed to participate in this study. The posttest evaluation about
psychotierelapse was conducted ten weeks-after the pretest assessment. This design
diagrammed asfollowing:

R Oy ~ X O12  ‘Experimental group
R Ox Q22 | Control group

R = random assignment in order to place samples into either experimental

or control  group

X = The Symptom Self-Management Program
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011 = the psychotic symptoms scores of experimental group at the day of
recruitment to the study

012 = the psychotic sympt

’ ’EOFGS of experimental group at 10" week

after recruitment

O, = the p symptoms sc ol group at the day of the

recruitment / ‘
0z = tM ‘

recruitment

group at 10" week after the

with chronic schizophrenia

,.\Lﬂ lified participants in

the studie. The fomw' e artidipa@including.

ing criteria u
1. The p‘tlﬂs with chronic schii(.))hrenic from the outpatient clinic

cor E IR PR o

partmpaﬁl‘ who met the following wclusmn crlterla

Y1) SR EA A e
With chronic schizophrenia who had a history of 2 acute episodes in the past 5 years
and being clinically stable which determined by health care staff at the time of study

enrollment.
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1.2 Qutpatients complying with medical treatment by reviwing the

record files in history of illness of the patients.

1.3 No history of drug

”//ﬂing the record files in history of
¢ e —

’7d alcohol dependence, no diagnosed with

brain dysfunction or cognitj

illness of the patients. .

¥2173 0

Ji"ﬂﬂ —

study.

significant of .0

ﬁ'e' ower 0.80 (Cohen, 1992). The
A

sample should be“at least 38 participants in each group making a total sample of at

/421l N 163) 1R 120
RNV INYINY

When schizophrenic patients whose characteristics met the inclusion

criteria were selected for the study, they were randomly assigned either the control

and experimental group by using computerized simple randomization (SPSS) into two
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groups in the number of “0” and “1”. The researcher used the sealed envelopes with
mark the letter “E” for the experimental group and the letter “C” for the control. The
researcher would set the number “0” and draw a ballot out from the sealed envelop
and the number “1” would be the rest of envelep in order to assign the participants
into either experimental (N=44) or control group (N=44). This technique minimizes
the possibility of imbalaneeamong pdfentially confounding variable and achieves
better between the experimentaland control group assignment (Zeller et al., 1997).
4. Sampleattrition

Due to the lopg durationof t.heﬂzﬂnlprogram, an above average dropping out
of rate of participants was likely ‘to dqcur'. Ninety eight patients with chronic
schizophrenia were scrgened from the patignts_‘_’_ record file of outpatient ward and
excluded 10 of them because 8 cases had drug or alcohol dependence and 2 cases
refused to participate inthe program. 244

For the initial data collection, 88"'"p_arﬁeipants who fulfilled initial criteria
were approached-to participate in the study, but 8 patients were-tinable to participate
throughout the whole process of the study. The reasons-—for this dropout in the
experimental group were-two participants failed to maintain follow up after
intervention finished:anditwe participants couldnet;complete the.session. The reasons
for dropout in control groups weretwo participants refused to participate in the study
and two_participants had intensification_of psychotic symptoms and admitted to the
hospital. The final'sample therefore, consisted of 80 ‘patients, 40 of them were'in the
control group who obtained conventional nursing care while the other 40 were in the
experimental group who obtained conventional nursing care in addition to Symptom

Self-Management Program.
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Details of the sampling procedure are presented in Figure 5

98 case notes screen from
the patient’s record file of
out-patient wards

v

Principal reason for exclusion«(N =:88)
8 drug/alcohol-dependence
2 refused to participate in the study

v
48 fulfi_lled_ fpitial Random assign into group
criteria \
j ']
v _ v

Experimental group (N=44) i .| Control group (N=44)
Complete trial (N=40) . | Complete trial (N=40)
Dropped out (N=4) ‘ | JDropped out (N=4)

J

il

Figure 5 Details of the sampling procedure are presented

£y
5. Sample approach wethods

=1,

5.1 The researcher—would apmo;éh the participants and present
information regarding the intervention i.ri‘f".r;ct)'r;l:téchnical term, benefits of the
intervention aind"’protection of human rights in order to‘sgék their approval to
participate in the sfudy. Once the prospective participants agree to participate in this
study, they would ;sign a consent form (Appendix C). |

5.2 |After grouping, participants of the control group would receive the
conventional nursing care from the outpatient clinic, while the experimental group
would receivec) the Scheduled. appointment.'to participate in 'the Symptom Self-
Management Program (SSMP). Both groups completed the personal information sheet

(Appendix D) and the Brief Psychiatric Rating Scale questionnaires (Appendix D) for

the baseline. In addition, the experimental group would receive the Schizophrenia
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Symptom Self-management Booklet (Appendix F). The control group would receive
the SSMP booklet and medication box after finishing the program.

Setting

The study was conducted at the activity room in an outpatient ward, Galya
Rajanagarindra Institute, Bangkok, Thailand." The outpatient clinic provides medical
service Monday to Friday=from 8.06 a.m. t0-4.00 p.m. Each day, there are
approximately 100-200 patients receiving medical services at the department. The
services include medical treatment for ps“ychotic iliness by psychiatrists and provision

of information and adViceabout psychotic iliness from the psychiatrists and nurses.

RESEARCH INSTRUMENTS
The instruments used in this study comprised instruments for collecting data,

¥

monitoring the participants and for the interVé’niipn. The content validity of
oot d4
instruments was examined by 5 experts, inclujingjone psychiatric who was an expert
in schizophreniapatients; two nurse instructcn)fs'.\;\}ﬁt; were experts in psychiatric
nursing, and two psychiatric nurses who were experts in taking care of schizophrenia
patients. (Appendix A)
1. Data collection instrument

Two questionnaire instruments were used to measure the outcome of this
study. They were the Personal Information Sheet and the Brief Psychiatric Rating
Scale (BPRS), as,detailed below.

1.1 The personal information sheet

The instrument was developed by the researcher for the collection of

personal data of the sample concerning age, gender, marital status, education level,

occupation, number of hospitalization, and length of having illness.
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1.2 Brief Psychiatric Rating Scale (BPRS)

The Brief Psychiatric Rating Scale (BPRS) (Kolakowska, 1976 cited
in Kenedy 1994) is an effective clinician-administered and research tool that was
designed to assess psychiatric symptoms or treatment change in psychiatric patients in
a rapid and efficient and econemic way. The reasons. to choose this instrument were
the congruent concept of.ihe schizophrénic psyeheotic symptoms and relapse in the
study. In addition, the psychomeiric properties of this instrument from the previous
studies were good.

BPRS'wasiOeyelopedin t.hejnllate 1960s as a short scale for measuring
the severity of psychiatri¢ symptomatoldgy.’flt was developed primarily to assess
change in psychotic inpatients and. covers 'a‘.b[Koad range of area. In comparison to
other interview and obseryational tools used in psychiatric assessment, this instrument
appears responsive to treatment -change. Inrt;i"s"."-brief and does not take long to
administer. This instrument ‘consists of th*rée-sﬁbscales which cover 18 common
psychiatric symptoms as_following: 1) Postitve psychotie symptoms including
somatic concern,~eonceptual disorganization, grandiosity, hostility, suspiciousness,
hallucinations behavior, unusual thought content, excitement and disorientation, 2)
Negative« psychotic ; symptams sncluding.~emetional, withdrawal,~mannerism and
posturing, motor retardation, uncooperativeness, and ‘blunted affect, and 3) Affective
symptoms including, anxiety, guilt feelings, tension, _inappropriate “affect and
depressive moaad.

The BPRS involves a semistructured interview and a symptom severity
rating on 18 items (or 21 items, if the expanded version is used). The scale was

developed for use with the patients with the diagnosis of schizophrenia (Overall and
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Gorham, 1962 cited in Kenedy, 1994). The scores can range from 18-126. Each item
is rated on a seven-point scale varying from ‘not present’ to ‘extremely severe’; with
high scores indicating more sever symptoms. Rating on the BPRS scale is based upon
observation of the patient and verbal report by the patient. Minimum interrater
reliability with a criteria rater for each BPRS subseale was .80 or higher (p [is less than]
.001, intraclass correlation.ceefficient), a?1d internal-consistency (for one sample) was
good. The inter-raterrreliability between the researchers with 2 expert psychiatric
nurses was .85. In addition; the researchér and the research assisstant were trained to
use this instrument under supervisor of ps;yénﬁiatrist who is an expert in this area.

This study used the relapse Criin;eri‘a of Nuechterlein, Miklowitz, Ventura,
Gitlin, Stoddard, ‘et als (2006) which prép_osge_d that the elevation on a remitted
psychotic symptom on one of the symptom?si,-idrl hallucination, delusion, or conceptual
disorganized thinking up to.6 scores measie&‘;-by Brief Psychiatric Rating Scale
(BPRS) can determine psyehotic relapse. The BPRS tried out with 30 patients with
chronic schizephrenia, the resultant reliabtlity for the guesiicaniare was .87. The
research assistané-would use this Instrument for data cellecting. The inter-rater
reliability between the research-assistant and researcher was .80. The measure of this
instrument would hejimplemented.for/both groups in twe timeswhich-were at the day
of recruit.to the'study and 10" week after'the day of recruit.

2. Interventions instrument

2.1 Conventional Nursing Care Is the usual psychiatric nursing care-in out-
patient clinical setting and community. This care gives by health care staff at the
outpatient clinica. Theses patients receive this care during they come to visit or

followup. The usual care is composed of the nursing care for promoting safety of
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patients, promoting self-care for daily living, establishing therapeutic relationship,
intervention for delusion, hallucination, socially inappropriate behaviors, teaching
patients about caring, and establishing support and care with community.

2.2 The Symptom Self-Management.Program (SSMP) was developed by
using the vulnerability- stess model (Zubin“&=Spring, 1977) and self-management
(Kanfer (1991) as a theoretical frameW(;rk. The vulnerability- stess model was usd as
a theoretical framewaerk to_understand the predicting factors to psychotic relapse, the
pretectors of psychetic relapse and devélop coping strategies to manage with their
early symptoms. The self-management ﬁoéél was used as the strategies that patients
applied to control and prevented the exéﬁ:erbation of their symptoms by using the
appropriate methods with existing resouréég Therefore, the SSMP refered to the
cognitive and behavioral efforts to minirrii;p_qr reduce symptoms associated with
relapse, including nonpsychatie and stress-rel&e-cl’;‘;'ymptoms by using the strategy that
is applied among schizophrenic patients 'iﬁ‘_'éﬁder to improve knowledge about
psychotic relapse, enhance compliance with antipsychotic medication and symptom
self-management-identify stress and personal warning sigas of a psychotic relapse
and coping with stress and warning sign or ealry symptoms through the process that
includes=self-monitoring;. self<evaluation, and self-reinforeement. ;/Fhe development
process of the program was composed of 4 phases:

2.2.1 Incubation of the Program

Intervention of this stady, the Symptom Self-Management Program,
was focused on the ability of the patients to care the symptoms by themselves. The

researcher developed this program based on the self-management concept and
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vulnerability-stress model. The development process of the program composed of 4
phases:
2.2.1.1 The Problem Assessment and Needs Identification Phase
The first phase began with assessing and identifying the problem
in patients with chronic schizephrenia. According to vulnerability-stress model and
literature reviewed on the preblem in cr;ironic schizephrenia and predicting factors of
psychotic relapse in.Fhai and other countries both eastern and western countries, the
findings found thatsthe patients with chﬁronic schizophrenia had poor monitoring of
illness, misperception of the symptoms, iﬁéairment in daily functioning, stressful life
event, low self-efficacy, no self-managei*pent skill, non-adherence to psychotropic
drug, alcohol and substance abuse, Iimited:'a}pilj_ty to solve problem, social isolation,
rehospitalization, and housing instadility (A[thyr et al., 2002; Addington and Burnett,
2004; Ayuso-Gutierrez et al.; 1997, Csernésw' and Schuchart, 2002; Dixon, et
al.,1994; Fisher, et al., 1992, Gray ¢t al., 2002-#Herz and Marder, 2002; Kavanagh,
1992; Kennedy et al., 2000; Maijel, 2003: Melizer et al.~1991; Robinson et al., 1999;
Zubin and Spring, 1977). This information was the essential baseline data that
facilitate the effective development of the program.
2:2.1.2rPreparation for Symptom Self-management, Phase

After the patients could clearly identify the problem and establish a
goal to solve the problem, the nurse should enhance‘the patients’ knowledge and skill
through the disease'and symptam-management condition.'Education would be
immediately intervened to correct patients’ perception. The researcher should correct

their perception by giving systematic information in order to improve the symptom
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and symptom management perceptions, so that patients would learn the correct
knowledge and have self-awareness.
2.2.1.3 The Practice for Symptom Self-Management Phase
This phase would implemenithe self-management process
as following:

2. 2.3 Self-monito:ing refersto.a patients’ observation and
recording of early warning:sign of psychotic symptoms that influence to psychotic
relapse. It might invelve any or all of the“l‘process of self-control that requires attentive
monitoring of one’stbehavioral c‘hanges.," Jtl.ilased on information from the cognitive
process and learning from past experience:“-ll

221872 Self_-evaluationquf_esz_to obtain information from self-
monitoring, establish'goal to solve the problf%dand practice the management
strategies regarding to the setiifg goal to app@ﬁ'rﬁie psychotic relapse prevention
experiencing information within his/her condiT’i_onné and contexts.

2.2.1.3.3 Self-reinforcement refers to the reward that schizophrenic
patients plan to give themselves based on successful performance in managing
symptoms or achiéving goals.

2.2:1.4 The Evaluationfor Symptom;Self-Management Phase
The final step'is the evaluation for symptom self-management phase
that included the outcome evaluation and terminate the‘program. This process needed
the patient’s'self-monitoring strategy and active participation between the patient and

the researcher. If the desirable outcome were not achieved, the whole process would

be analyzed. The problematic process that was an obstacle for each patient would be
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identified and corrected. If the evaluation were positive, the patient would be
reinforced to continue the symptom self-management behaviors.
2.2.2 Program developmental phase
The data acquired from the needs assessment phase was used to plan

a Symptom Self-Management Program. Aceording to the vulnerability-stress model
(Zubin and Spring, 1977).suggested tr;alt the basis.of psychotic relapse prevention
program should be medification.of stress and vulnerability factors and emphasize on the
protective factors which agted/as a buffeﬁr against the effect of stress and biochemical
vulnerability. Thereiore, the researcher .dfaﬂ\'./eloped the ‘intervention to enhance the
personal protective factor to manage épd “reduced the psychotic symptom and
promoted prevention of psyehotic retapse ih"platj_ents with chronic schizophrenia. This
plan was flexible and allowed for, the indii/jggal implementation. The details of the
program were in the Manual -of Schizophreiﬁiéﬂlmptom Self-Management Program
(see Appendix E). The intervention comprised t'wdinanual booklets.

2:2.2.1 Symptom Self-management Manual-Becklet for patients with
chronic schizophienia. The booklet developed by the researcher was used as the
manual for the samples in the experimental group. It contained information about
schizophrenia, psyehoticrelapse.and how; to self-management-psyehotie-symptom.

2.2:2.2 Manual® of” Symptom Self-management for Patients with
Chranic Schizophrenia for the nurse. The researcher‘developed this manualto give the
nurse in Information: on how. to"promote the SSNIP for patients’ symptom self-
management. The conceptual framework, steps of the self-management promotion
program and substance knowledge illustration about schizophrenia and early warning

signs were included in this manual.
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These two manuals were content validated by 5 experts; 1 psychiatrist, 2
nurses’ instructors and 2 nurses’ practitioners to determine its appropriateness. The
comments and suggestions from the experts were too many sessions, long timing in
the seesions, too many details and contents; seme complicated contents, and too many
informations in manual booklet and worksheet.

2.2.3. Program.trial phase |

The revised'program manuals were try-gut on 5 multiple episode
schizophrenic patieats whe had similar characteristics to the patients in the study. The
objectives for condueting the pilot study. V\;ére (1) to determine the feasibility of the
proposed study, (2) ta identify problems ‘qf an experimental intervention, and (3) to
examine the validity and reliability of the 'rﬁqse__a_\rch instrument. Then the researcher
reported any problems to advisors. The results of try-out indicated that the researcher
should combine some related. contents becauéfi ih‘:s'ome sessions there were too many
contents to follow and in seme sessions more "Timéto practice skill was needed.

2.2.4-Modification phase

The suggestions from the experts and the results of try-out indicated
that the researcher should modify the protocol of the program by combining some
sessions-together and extending time of sessions; Therefore;the-protecol of Symptom
Self-Management Program is composed of session 1 with 60 minutes, session 2 and 3
with_90 minutes/session and session 4, 5 and 6 depending on patients. (4 weeks took

place’in Galya Rajanagarindra Institute;2 weeks were.followed.up by telephones).

Preparation of the research assistant
The research assistant in this study was a volunteer clinical psychiatric nurse

with master degree in psychiatric nursing and being an advanced practitice nurse
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(APN) from the Outpatient ward of Galya Rajanagarindra Institute who helped
administer the questionnaires to the samples. The due information necessary for the
assistant such as objective, procedures, and the questionnaires used in the study was
provided. To endure the mutal understanding of the factors mentioned above, the
question and answer were repeated until-the“assistant demonstrate the correct
understanding of the whole-process of tril-ie Program.ln addition, the assistant was well
trained to use all the instruments.
3. The instrument for monitorgng experimentation
3.1 The Schizephrenia and I.”sd}.:;chotic Relapse Test

This gnstrument.is for aéseSSment and evaluation knowledge and
understanding about sehizophrenia, psyc:hgtig'_ relapse and prevention by using
right/wrong choices (right =1 score, wrong é‘iO_score). The quiz tests (10 items) were
developed by the researcher.based on Iiteratie-: 'féview and created the items which
cover important content. After-that; the researbhér;ibrought these items to the expertise
which composed of 1 physician, 2 nurse instructors, and 2 practical nurses. The
content validity would be validated by the experts, the C\A=0.8. The reliability of
this instrument was tested on 30 persons with schizophrenia. The reliability of this
instrument was done;by-using Kueer Richardson-20 (KR-20) was,.81:

3.2" Symptom Recognition Questionnaire

Early Signs Scale (ESS), developed by Birchwood et al. (1989) was
utilized for'.monitoring early’ symptoms prior: to.'the relapse in "patients with
schizophrenia. The reasons to choose this instrument to this study were the congruent

concept of monitoring early psychotic symptoms by persons with schizophrenic in the
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study. In addition, the psychometric properties of this instrument from the previous
studies were good.

This instrument was developed based on an extensive literature review
and a monitoring of early signs prior to theshospitalization in 42 patients and their
families, using a semi-structured interview questionnaire with close-ended and open-
ended questions. The guestionnaire Wa; then developed into the Early Signs Scale,
which is a Likert Scale questionpaire containing 34 questions about early symptom
before the relapse. Jhe symptoms are cla{ssified into four domains comprising anxiety
or agitation (6 items), depression or wit.hglﬂr'.awal (11 items), disinhibition (7 items),
and incipient psychosis (10 items). !

The“answer for this, measure?n_eng_ Is four-point scale ranging from no
symptom (0), once a'week or no problem (i)g _several times a week but not everyday
or mild problem (2) to at least once a day or ﬁob‘é"rate problem (3). The total score in
this ranges from 0-102. - = 4 d -

Birchwood and associates (1989) measured-thespsychometric property
of this instrument by examining the concurrent validity with the brief symptom
inventory in 42 patients with schizophrenia. The results showed correlation value
between=0.74 andy0:86;+the, sensitivity-value for predicting illness-relapse was 63
percent'with the specificity for the'prediction of relapse'82 percent.

The reliability of this instrument is bétween 0.76 and 0.95. Birchwood
and associates (1989) examined the results of instrument utilization with both self-
report and observation methods and found the alpha-coefficient of the overall measure
=0.93 (0.95), for the questions concerning anxiety or agitation = 0.81 (0.86),

depression or withdrawal = 0.88 (0.90), disinhibition= 0.83 (0.83) and incipient
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psychosis = 0.90 (0.88). The trial was conducted again two weeks later with 19 out-
patients with schizophrenia; the correlation value of the self-report= 0.98 (P<0.05)
and the observation =0.84 (P<0.05).. It was also found that scores from the
observation is correlated with scores from seli-report (r=0.81, P<0.05).

Kennedy, Schepp and O’Connor (2000) used the ESS to assess symptom
recognition in 60 patients.with schizophrenia and-measured the internal consistency
reliability with Cronpach’s#Alpha. The Cronbach’s Alpha coefficient of the whole
instrument was at a,good level of 0.92 and the remeasurement of consistency resulted
in correlation coeffigient =0.35. . |

The Thai version 4s availahle“fwhich was translated by Changming
(2003) with the back-translation technigue 'a‘r)d___the content validity of the translated
version was examined by five experts. The scale points were rated by the frequency
of symptom occurrence with.the following agsw‘er choices: no symptom (0), once a
week (1), several times a week-but not everydayrkZ), and at least once a day (3). The
total score is i the ranges of the 0 to 102 points. The Alpha coefficient in 100 patients
with schizophrenia, the resultant reliability for the whole questionnaire = 0.88,
anxiety or agitation = 0.59, depression or withdrawal = 0.74, disinhibition = 0.61 and
incipientpsyehosis,= 0.77.

For this study, the content "validity by ‘the experts showed the CVI =
20/34 = 0.88. The ESS tried out with 30 multiple episode schizophrenic patients; the
resultant reliability-for the averall‘questionnaires was'0.84.

3.3 Symptom self-management questionnaire
The Moller-Murphy Symptom Management Assessment Tool (MM-

SMST), designed by Murphy and Moller (1993) was developed for the assessment of
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health problems and the management of symptoms indicating relapse, following the
concept of the Wellness Model. The reasons to choose this instrument to this study
were the congruent concept of coping with symptoms in persons with schizophrenia.
In addition, the psychometric propoties of this instrument from the previous studies
were good.

This instrumeni=was develgped based-on extensive literature review and
the interviews with«95 patients with psychotic disorders, using semi-structured
interview containing close-ended and! open-ended questions. The sample was
composed of 76 patients with schizophreﬁisil':'.? patients with affective disorders and 12
patients with depressive disorders. The fgea*éure was then developed into a Likert
Scale for assessment of symptom managj'e_,r_neJr'_\t composing of 38 question items
divided into six domains: 1) distraction, 13j{e_ms; 2) fighting back, 7 items; 3) help-
seeking, 5 items; 4) attempts-to feel better;G-:i’féms; 5) isolation, 4 items; and 6)
escape behavior, 3 items.-The first four ddm&ﬁ}srare positive approach that will
improve the symptoms and lead to healthy condition. The fifth approach sustains the
symptoms and dees not induce healthy condition. The six-approaches will lead to
abnormal symptoms.

The answer, for each question-in the original-measure-was divided into
three parts, The first part is related to"the length of time that'the patients have been
using.that approach (1 _month, 6 month, 1 year, and several years); the seeond part is
related to!the frequency of use (not-at all,” every imonth, every week, every day,
continuously); and the third part is related to perceived outcomes (seldom works,

works sometimes, often works, works constantly).
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Murphy and Moller (1993) examined the qualification of this tool by
measuring the content validity and internal consistency in 95 patients with schizophrenia.
The Alpha coefficient = 0.79.

Later, Kenedy, Schepp, and Q’Coanor (2000) modified this measure for
a study of symptom Self-management in 60 patients with schizophrenia. The Alpha
coefficient for the part cencerning symptom management = 0.91 and perceived
outcomes of symptomsmanagement = 0.92. The test-retest for symptom management and
perceived outcomes,of symptom self-mar{agement results in correlation value 0.84 and
0.38, respectively. . |

The symptom assessment ‘tpolf modified by Kennedy, Schepp and
O’Connor (2000) was stranslated by Chahgmi__ng (2008) with the back-translation
technique and the content validity of the  translated version was examined by five
experts. The scale for the frequency of usingihé-gymptom management was changed
to never (0), seldom (1), eccasiohally (2), fréquéncy (3) and always (4) so that it is
easier to understand for the sample. The total for each part of the-questionnaire ranges
from 0 to 152. A-high score indicates more management of-symptoms and the more
perceived outcomes of symptom self-management. A [ow score indicates less
managemeénts of ssymptoms ~and ;lessy perceived routcomes= of=symptom self-
management.” From™ the “trial of "Changming (2003),"the Alpha coefficient in 100
patients with _schizophrenia, the resultant reliability for frequency of using a strategy
for'symptom.management guestions were: Whole questionnaire-= 0.88, distraction =
0., fighting back = 0.62, help-seeking = 0.29, attempts to feel better = 0.28, isolation =
0.47 and escape behavior = 0.32. For perceiving outcomes of symptom self-

management, the results were: Whole questionnaire = 0.79, distraction = 0.71, fighting
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back = 0.58, help-seeking = 0.52, attempts to feel better = 0.36, isolation = 0.04 and
escape behavior = 0.13.

For this study, the content validiy by 5 experts showed CVI= 34/36 = 0.94
After having tried out with 30 multiple schizophrenic patients, the Alpha coefficient
in whole questionnaire showed in frequeney Of using strategy for symptom
management and perceving-outcomes of symptom-self-management were 0.73 and
0.79.

3.4 Self-assessmentof sympto”m management behavior form. This
checklist was developed by the researcr.\ecr'.“.for the participants in the experimental
group to use to monitor their dailay practipe while staying home. This checklist was
divided into three parts: /1) general sympt__o_ms condition and controlling; 2)
participants’ affective behaviors toward the symptom conditions; 3) specific symptom
self-management that the participants used tg ﬁéﬁdle a symptom when it occurred.
The participants were asked to-menitor them’”selvés according to the checklist in this
form for 10 weeks after recruitment to the program. The researcher collected this form
from the participants every week to ensure that each participant kept trace with the
procedures designed in this study. No participants failed to follow this monitoring

phase. (Appendix k)

THE PROTOCOL OF A SYMPTOM SELF-MANAGEMENT PROGRAM
Theprogram was. composed ' of ‘four ' phases /to "“manage ‘schizophrenia
symptoms. There were 1) the problem assessment and needs identification phase; 2)
the preparation for the symptom self-management phase; 3) the practice for the
symptom self-management phase; and 4) the evaluation for symptom self-management

phase. The intervention was composed of 6 sessions. Session 1, 2 and 3 were
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conducted as a group and duration of time consisting of 60 minutes in session 1 and
90 minutes in session 2 and 3. Session 4, 5, and 6 were conducted as an individual and
duration of time in each session depending on each participant. The intervention
process was summarized in Table 4.

Table 4 The summarization of the intervention.process

.

CONTENTS METHOD SESSION & TIME
- Trust building = Group process - Session 1
- Introduction to the pregram - 60 minutes

- Mutual goal setting
- Participation in progess

- Schizophrenia & Psychetic relapse | - ‘Group'prc'x'cess - Session 2
knowledge - Group.teaching - 90 minutes

- Early warning signs management = -, - Group fraining - Session 3
skill training . - 90 minutes

- Information about the resources
that effect the management

- Self-monitoring - .Daily self‘—_quinitoring form - Session 4 &
- Self-evaluation - Telephone follow up - Session 5

- Self-reinforcement “~Individual counseling

- Process evaluation = Daily self-n}T)njtoring form - Session 6

- Outcome evaluation ““ ="~ " Participate-with the researcher

The first-sesston-of-the-program-began-with-assessiment and identified the
psychotic sympfoms that they experienced. This phase was an important step for the
nurse to understand the patients’ condition. The researcher assessed 1) the patient’s
symptom,  experieince, : symptom . perception, ‘evaluation; and response, symptom
knowledge, and symptom management skill, 2) their level of knowledge regarding
mediginen3) their develofknowledgeregarding-thescause of their disordersand their
corresponding symptoms, 4) attitude toward taking ‘medication and their ability to
perceive disorders, 5) any difficulties in taking medication and any subjective

discomfort and impairment due to illness, and 6) coping strategies.
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After the patient could clearly identify the problems, establish the goal to
solve the problem, the nurse would proceed to preparation phases. The second phase
involved enhancing the patients’ knowledge and skill through the disease and
symptom self-management education. Educationswould be immediately intervened to
correct the patients’ perception. Then the training program would be designed to
develop patients’ ability..io0bserve r‘and analyze. any abnormal symptoms by
themselves and to enable them to make a decision. The symptom self-management
education for schizephrenic patients gi{/es patients relapse prevention knowledge;
educating the patients about the disease, t.htca'.“.prescribed medication and its side effect;
educating the patients of the ‘early warnipg 'sing of psychotic relapse and offering
them coping strategies; edugating the patiehts, of the critical necessity of taking their
medication; overcoming the patients’ unwillingness to take medication; offering
coping strategies to deal with.the side effect (nj;f;rﬁé"dication, and educating the patients
about the stress and coping-strategies . -

The -practice_for _symptom self-management phases the third step, the
patients should setgoals to achieve desirable outcomes before they were required to
continuously perform the monitoring of symptom of psychotic relapse. Self-
monitoring activities includedythe daily, observation-of the early sign of psychotic
warning and symptom self-management abilities. Effective self-monitoring would be
manifested if the patients were abled to continuously perform_those activities that
these'were taught in the second phasé. In this phase the researcher should encourage
the patients to practice while the patients lived at home.

The final step is the evaluation for the symptom self-management phase.

Therefore, the patients can evaluate daily their psychotic symptoms and symptom
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self-management at home by using Self-assessment of symptom management
behavior form for self-monitoring. Then they would discuss the situation with the
researcher by telephone and also face-to-face meeting. If the desirable outcomes were
not achieved, then the whole process would be analyzed. If the evaluations were
positive, the patients would be reinforced to continue the symptom self-management
behaviors.

The symptom self-management program in each session was presented as
following.

Session it

Objectives 1. Establish relationship between the patient and nurse

2. Assessment of patient’s problem and evaluate their needs

and provide information on their needs

Nursing activities: The 60 mintjfte-ééssion, the first session, began with
program orientation and -establishing the fr'appbrt between each subject and the
researcher to buid trust and cooperation. The participants were cooperating well with
the researcher by-giving the information of experiencing their illness and feeling of
having illness int0 group. They were able to explain about their problems from the
iliness such as delusion;-hallueinationganxiety, depression-or irritable-mood, etc. The
researcher, and" the™ participants “discussed ‘the "mental’ health problems, psychotic
symptom, and treatment in_order t0 have the mutual understanding of the problems
and how to solve problems:Membersiofithe group préposed the.coping imedthods that
they were used to group such as distraction technique or relaxation technique, to take
medication as psychiatrisst, recommend or to shout back with the sound that they

heard, etc. In addition, they discussed about the effectivness of the coping methods to
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others. The patients needed support from other people with similar issues, such as the
support from the group members and the mental health professionals, in order to use
effective management strategies and reduge their anxiety from prodromal symptoms
or early warning signs. The group discussion used in this session helped the patients
be aware of their symptoms and know they werenot alone. A group leader facilitated
safe interactions and shared experieril-\ces, and -emotional support among group
members. The researeher gave the manual of Symptom Self-Management Program, to
distribute the monitering instrument ‘Thﬁe Schizophrenia and Psychotic relapse Test’
to answer for assessment.of the knowled.g?ﬂ'.and the information about schizophrenia
and treatment, psychatic relapse, preventiqn of psychotic relapse and its management
before the researCher Beginning. of thisf's_,,(_e.ssj_on to the participants. After such
informations were given, the researcher d‘igt;u_srsed with the participants to confirm
whether he/she had correct undersianding abi@t@éhizophrenia and how to conduct in
a daily life. The researcher-provided 15 mint]teéie elosed session time for questions,
discussion and-evaluation session. The researcher assigned the participants to complete
the Self-assessment of symptom management behavior fori for their homework to
complete in every day and brought it back in next time of meeting. During the closed
session period, session eonclusions and the next:appointment were emphasized.
Session 2:
Objective: 1. Assessment _of _knowledge about schizophrenia and
psychotic relapse from the perception ofthe participants
2. Providing information on schizophrenia and psychotic relapse

about early warning signs of relapse and coping methods as their needs
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Nursing activities: The 90 minutes-session, the second session, took place
on the week after the first session. When the next session began, the researcher
reviewed the content of the last session for ten minutes and asked participants about
their problems while they stayed home /or helped to answer questions that the
participants were raised. Before starting this session, the participants completed the
Symptom Recognition Questionnaires f;r assessment.their early psychotic symptoms.
This session intendedto prepare the participants knowledge about early warning signs
of psychotic relapsesand iis managemen'g‘composed of stress management, enhancing
compliance with medication, méthods.‘ to cope with psychotic symptom, and
enhancing the symptem self-managemer{tl ability by giving information and using
booklet. The researcher asked the participér]_t.s to follow the action he/she saw from
the researcher to determine the participanfg-{&aining the symptom self-management
skills. If the participants could-foHow everyisieb':-épproached he/she is retained until
he/she had the appropriate skill for manégi"n.g- psychotic symptoms. Then the
researcher explained the procedures that the participants ceuld practice at home
towards the booklet. Before closing the meeting, the participants received self-
assessment of symptom self-management form to complete every day and send it to
the researcher every week. Fhe researeher provided 15 minutes-to clesed session time
for questions, discussion and evaluation session. During the ‘closed session period,
session conclusions and the next appointment were emphasized. The participants who

needed to! contact'the researcher'before the!appointment scheduled might.call the

researcher at any time.
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Session 3:

Objective: 1. Reviewing knowledge of schizophrenia, and treatment
especially in compliance with antipsychatie, schizophrenia relapse, stressful life event,
early warning signs of psychotic relapse and symptom self-management

2. Setting plan for managing with early warning by using self-
management strategies: self-monitoring,Jself—evaluation, and self-reinforcement

3. Practicing 'the stress management and coping with early
warning sign skill

Nursing aetivities: The 90 miﬁuﬁés-session, the third session, occured the

week after last session in the outpatient dqpar’tment. Before starting this session, the
participants completed: the  Symptom séi{f‘.-rr__lanagement questionnaire for their
baseline. In this session the participants submitted the self-assessment of symptom
management behaviors to “the researcher.:rht;’ researcher and the participants
evaluated the information-gaining together. f"If-‘tEe outcome did not meet with the
expected the “ouicome goal, the researcher and the pariicipanis underwent further
discussion until the participants understood the process correcily. In some case, the re-
training was needed to equip the participants with the necessary knowledge and skills.
The researcher informedsthe participants:about thejobjectives and activities that they
practiced,during staying"home. The researcher assigned the participants to complete
the Self-assessment of symptom management behavior_form_during they practiced
session 4 & S'at home.

Session 4: The participants practiced all the skills at home. The researcher
monitors by telephone follow up. This was done through verbal persuasion, praise of

performance accomplishment, and applause for their competency.
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Objective: 1. To practice all the process after receiving information and

skill building including: self-monitoring, self-evaluation, and self-reinforcement

2. To be able to monitor the early warning signs by
themselves

3. To be able to evaluate the early warning signs by
themselves "

4. Te develop 'the appropriate  the self-reinforcement in
symptom self-management

Nursing activities: In this ses;sif;ﬁ, the participants practiced all the skill at

home and duration of time of interveh!tion' depended on each participant. The
researcher monitors by telephone follow u'p:‘.at___one week after the third session. A
telephone follow up‘was €onducted in this session. For those who did not have the
telephone the participants used the public ttﬂéﬁﬂbne to report their symptom status
and symptom self-management-to the researcheri;’Fhe objective of this session was to
practice all the process after receiving information and skitt building including: self-
monitoring, self-evaluation, and self-reinforcement. The researcher and the
participants exchanged information and the researcher helped the participants when
the participantsyhad obstacles-or problems.~Theydetail of this.session was reviewing
the early.warning'signs, medication use, and'side effect management; inquiring about
success and obstacles from the weekly_Self-assessment symptom_management
behavior form by setting goals attainment, encouraging and assisting preblem.solving;
reinfoecing teaching and answering questions about schizophrenia and psychotic
relapse management; encouraging to practice symptom self-management techniques

which are distraction, fighting back, help-seeking, attempts to feel better, isolation
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and escape behavior; reminding the participants to practice weekly symptom self-
management plans including self-moitoring, self-evalaution, and self-reinforcement.
The problems that the participants consulted with the researcher about stress in life
events such as conflicting with family members, friends, or spouse; the side effect
from taking medication; Increasing early waning signs such as increasing of sound
that they heard, insomania;mood irr;tation, poor.appetite, social withdrawal, or
abnormal personality«The researcher and each participant set the individual goal of
attainment and plapsfor implementation! in his/her situations. The researcher called
each participant one time during this sessliodrffl, but the participants were allowed to call
the researcher at any time if they needed fnp. The researcher assigned the participants
to complete the Self-assessment of symptofrﬁ_.mgnagement behavior form during they
practiced session 4 af their homes; ¥/
Session 5: The participants practiéd '51! the skills at home. The researcher
monitored by using telephone follows up. d -
Objeetive: _1._To praciice all the process after reeeiving information and
skill building including: self-monitoring, self-evaluation, and-self-reinforcement
2. To be able to monitor the early warning signs by
themselves
37 To beable to ‘evaluate “the early "warning signs by
themselves
4. To 'develop “the appropriate’ the'.self-reinforcement in
symptom self-management
Nursing activities: In this session, the participants practiced all the skills at

home and duration of the time of intervention depending on each participant. The
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researcher monitored by telephone follows up at one week after the fourth session.
The objective of this session was to practice all the process after receiving
information and skill building including:; self-monitoring, self-evaluation, and self-
reinforcement. The researcher inquired aboui the success and obstacles for the goal-
setting and action plan from the last session.«The researcher and the participants
exchanged information and-the researcr{;:r helped when the participants had obstacles
or problems. If the preblems€ould not be solved, the researcher and the participant re-
analysed the problem again, revised !the goal attainment, and acting plan and
encouraged and assisted problem solving .byln'.giving advice for developing good family
support and seeked support from outside "tn,he family. For example, if the participants
had not enough money to spend. for theifr"_rl_.iving because of their illness, it made
stressed and anxious. The researcher and the participants set the goal-attainment to
decrease stress and anxiety by falking to (ihél‘.i-"members in the family about his
problem, using relaxation techniques, thinkiﬁg-rplositively with himself, and looking
for jobs to earn some money. The researcher called each participant one time during
this session, but the participants were allowed to call the researcher any time if they
needed to. The researcher assigned the participants to complete the Self-assessment of
symptom-management behavior form during-they practiced-session 5-at home.

Session 6: Evaluate and terminate the program

Objective: This session aimed to practice all the process after receiving
information and skill building andto evaluate the program. The.investigator continued
to enhance patients’ symptom self- management skills by encouraging them to make

progress toward their goals and to monitor their goal attainment.
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Nursing activities: This session aimed to evaluate outcomes and terminate
the program. The investigator continued to enhance patients’ symptom self-
management skills by encouraging them to make progress toward their goals and to
monitor their goal attainment. If the desirablg outcome can not be achieved, the whole
process will be analyzed and the problems will“be identified and corrected. If the
evaluation is positive, the.patient will be reinforeed to continue the symptom self-
management behaviers. It.was stated that the major therapeutic effect of these
participants were the self-responsibility in the core component of closed monitoring
for prodromal sympioms on a weekly baS|s with the prompt self-management skills
when the participants appeared to'be effec‘tjve“in detecting these symptoms earlier and
thus reducing relapse rates in experimentalvg‘.roy_p. The participants were encouraged
to assess their prodromal Ssymptoms or early warning signs, practice symptom self-
management skills to reduce’ prodromal syrﬁ@tbﬁhs in a group setting, practice the
skills in managing their +eal-lives at their hor":ne environment, and evaluate the
outcomes from their perspective. Furthermore, the partictpanis were asked to record
the use of their symptom management strategies in a Self-assessment of symptom
management behavior form provided by the researcher. By assessing and monitoring
their own’symptoms and, management strategies; thesparticipants reported that they
felt morg .accepting their symptoms” and ‘more ‘self-Control. In this session, the
participants completed the ‘Schizophrenia and pSychatic relapse test’,;” Symptom

recognition questionnaire’ and “Symptom self=managément guestionnaire’.

Procedure in the Control Group
1. The participants who were assigned to the control group received a set of

written materials on the date of data collection at baseline.
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2. The participants in the control completed questionnaires at the initial of the
program and 10" week after recruitment. Contact were kept with the control group by
telephone calls at two points (initial the program, and 8" week after recruitment) to
remind them of dates of appointments.

3. The researcher made appointments With'the subjects at 10™ week for
posttest. The time of the appeintments dr‘epend on health status of the subjects. During
the time of the physigian’s wisit, the subjects would attend conventional nursing care
at outpatient clinic genduct by the psychiétric health care team.

4. The subjects were got the symp.toﬂrﬂr“.] self-management booklet and the

medicine box in the day of assesses the pos!ttest.

THREATS TO INTERNAL VALIDITY Il\{ THE STUDY

Internal validity Is defined as the Slt;sfer\fgd effect of the dependent variable
that is actually due to the action of the indq)en&ent variable and not to extraneous
variable (Cook"and Cambell, 1979). Three{ts-_fc-)jinternal validity include history,
maturation, testing, instrumentation, and selection bias (Burns.and Grove, 2005).

History refers to an event that is not related to the planned study but that
occurs during the time of study. History could influence the responses of participants
to the ‘treatment. 'In this study, it is/ possible that the partiCipants received some
knolwdge from other sources such as psychiatrist or medical staff. However, the
threat should+ge miinimized by the randomization process in that each paiticipant will
have an equally likely chance of being in either group.

Maturation refers to the developmental, biological, or psychological
processes. Maturation is operated within an individual as a function of time.

Maturation is also external to the events of this investigation. This threat effect can be



122

possible in this study such as the age of participants and number of receiving
treatment in an inpatient. Participants who have more experiences the problem under
study can provide valued information.. This could constitute a threat to maturity.
However, the threat should be minimized by.the randomization process in each
participants will have an equally likely chance-of being either group. If the sample
size is sufficient these processes should ;Je equally-distributed across groups.

Testing refers t0 the eifect of taking pretest on the subject’s posttest score.
Although, this studystised the same test bﬁetween pretest and posttest, the long duration
of time could be minimized this threat: %

Instrumentation threat can be ddg to changes in measurement instruments
between the pretest and the posttest ratherfhrqn a result of the treatment. The validity
and reliability of the instruments, -have bégh_assessed and reported. To minimize
instrumentation threats in this study, the samtin-sﬁ*'ument (i.e., Brief Psychotic Rating
Scale) was used for all pafticipants. In additi'o_n}_.,the same person who collected this
outcome data-frem_all_participants and mintmized the bias, was well trained before
starting data collecting and verified the data with other experis in the clinical field.

Selection bias is an observed effect due to preexisting differences between
those wha velunteen forithe study and the-larger population frem-which they were
selected (Cook™ and” Campbell, 1979). It i1s the nature of cClinical trial to recruit
convenience or volunteer samples since_the parameters of the population are rarely
known. Te maintained high.ethical'standard, only: volunteers can be recruited..In this
study, most of the volunteers are males and young ages. Therefore, the selection bias
was minimized in this study by randomized volunteers to either the experimental or

the control group.



123

Mortality threat refers to participants who drop out of the study before
completion. Mortality becomes a threat when (1) those who drop out are different
types of persons from those who remain in the study or (2) there is a difference
between the kinds of people who drop out of the experimental group and the people
who drop out from the contrel group. Although-there were some dropping out from
the study in the experimenial-and the C(;ntrol group,.the large of sample still remained

and could represent pepulation of the study.

DATA COLLECTION PROCEDURES

1. Afteggthe gstudy fwas app;foved by the administration of Galya
Rajanagarindra Institute (Appendix 1), the ~’res;earcher informed the director of nursing
and head nurse of outpatient clinic, explainéd the study propose and procedure, the
beginning of the study and the approxi.rﬁ.éfewly length of data collection. They

oot A4
suggested the researcher about the problem (ﬁ att}ition rate of schizophrenic patients
from the out-patient.clinic and gave advice t(n)np'.rn-(é\/-é-nt drop outsfrom the study.

2. The researcher recruited the prospected sample according to the inclusion
criteria in this study. Once the sample had been identified, the researcher clearly
explained the details of the program including its advantages and disadvantages
before 'signing 'the- consent form-if the sample agreed to participate in this study.
Those whe wish to participate would read and sign an informed consent.

3. The demographic data of the sample were asked.

4. The research assisstant conducted the pretest by asking the participants to

answer the Brief Psychotic Rating Scale (BPRS). The research assistant explained the

method and the meaning of the scale measurements to the samples.
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5. The researcher explained the participants about which group they would
be in the control or the experimental group. The participants gave their addresses and
telephone numbers to the researcher.

6. The researcher randomly assigned the participants into an experimental
and a control group.

7. The researchei-ealled the egperimental group to set the date and time of
the program.

8. The reseafcheretthe time table for the date and time of implementing the
program with the participants. The res.ee}“r“.cher informed the participants that the
research called and notified the participants! about 2 days before starting each session.

9. The samplegn the control group"ﬁanq_the experimental group still received
conventional nursing €Care routinely,conducted by the health personnel at the outpatient
department. - 244

10. The researcher-implemented thef"Syrﬁptom Self-Management Program to
the participants A the experimental group.

11. When the participants came back to the hospitalior follow up in the next
month (at 10" Week aftere recruitment), they were asked to complete by Brief
Psychiatric Rating-Scale(BPRS).4 1 The, control group jhad, ne~chance to meet with
the experimental group because of different in appointment date.

12. The participants in the_control group-were _given the symptom self-

management.baoklet and the medicine box in the day'of evaluation.

PROTECTION OF THE RIGHT OF HUMAN SUBJECT
The study proposal was submitted to the Ethics Committee, Galya

Rajanagarindra Institute, for approval prior to data collection. After obtaining the
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permission to conduct a study from the administration of Galya Rajanagarindra
Institute, the potential participants who met the study criteria were informed of the
purpose, procedure, benefits, and risks of the study. The participants learned about
symptom self-management which helped them totake care of themselves and prevent
psychotic relapse due to the preblems of re-hespital before giving their approvals. The
written information declared-all the rigats the participants had (see Appendix B and
C). The participants.were clearly informed of their rights to terminate at anytime with
no consequences atall. They were assurﬁed that their willingness to participate in the
study had no implieatiops for the heallt‘r]ln'.care services that they received. Their
decisions to discontinue participating ‘in th"r-ﬂ; study did not affect their relationship with
health care providers ortheir access to any ”é'e;_r.vip_es available at the hospital.

This intervention program presentéiq no harm at all to the participants, and
did not interrupt with the routine nursing éré";c')r medical care. It also made the
effective nursing care te _encourage the-"‘_péﬁients’ symptom self-management
behaviors. Then-psychotic sympiom was decreased which could prevent psychotic
relapse in these -participants. Throughout the study process, the researcher made
attempt to avoid any possibility of discomfort, interference, Over excessive response
burden on'the participants. Confidentiality of.data collection was,ensured both during

and after.data collection.

DATA ANALYSIS

Data from two questionnaires were analyzed by descriptive statistice. The
statistic methods were presented as following:

1. Descriptive statistics were used to describe the demographic characteristics

of the samples, the patients with chronic schizophrenia characteristic including
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frequencies and percentages. In order to test the differences in the demographic data
between the participants in the control and the experimental groups, a chi-square and
independent t-test were conducted.

2. Charecteristics of data to be analyzed were initially considered to match
the appropriate statistical test. In this study; the discrepancy of the unit of
measurement was realized.~The unit ofi)measurement of the psychotic symptom and
psychotic relapse daia'was eonsidered. To maximize its usefulness to the knowledge
development, the imterval scaling was !assumed in collecting data concerning the
psychotic symptoms:and psychotic relaps;edgf the participants. This scale allowed the
researcher to compare@nd collatethe findf[gg from this study to other studies.

3. Considereration of the ‘distribut‘ib_rr_]. of the data was the next necessary step
to be taken. If the distribution of date was h,Qr_maI the parametric test could be used.
The result of Kolmogorov-Smirnoy Test sho@é"ﬁhe normal distribution of psychotic
symptoms of the total sampies;-the samples iﬁ‘the;ieontrol and the experimental group
at the pretestsand_posttesi_phase, parametric_testwas condueted to examine the
differences of the-variable. The distribution of psychotic-symptom variable at the
pretest and posttest of the whole group (Kolmogorov-Smirnov z-test = 0.76, p = .61)
found that thepdistributionsof the;dependent svaniable: at+the=pretest was normal.
Therefore,, the parametric test such as t-test"or F-test"'was conducted to examine the
difference of the score of those variables,

4. According to the psychotic relapse, it was @ norminal 'scale in.unit of
measurement. Therefore, a two proportion Kolmogorov-Smirnov z-test of dependent
and independent samples was used for comparison of psychotic relapse in the

experimental groups and the control group.



CHAPTER 1V

RESEARCH RESULTS

The purpose of this study was t@ examine the effect of symptom self-
management intervention on psychotic selapse among patients with chronic
schizophrenia. The sample was compoesed 0f 88" schizophrenic patients receiving
medical service at-the ouipatient clinic of the Psychiatry Department, Galya
Rajanagarindra Institute Fhe patients wrﬂose characteristics met the inclusion criteria
were randomed before iherefwerg assigned to either experimental or control group,
resulting in 40 patients in each group.;Patients in the experimental group who
participated in the symptom self-managerﬁer;t- program once a week for 6 sessions,
whereas patients in the control. group reéeiVEd conventional nursing care from

i

hospital staff. During the study,-four patierité‘ in the experimental group dropped out
because two of them failed t0-mantain folldﬁ' ujp after the intervention and another
two participants,could not'(':o'r‘nplete the ses.s'illd.r_l.: ;'I:hére were 4-participants dropping
out from the control group because two participants refused to participate during the
study and others two had intensification of psychotic symptoms. Thus, the numbers
of patients in both groups were eighty. Data were collected twice: the recruit date and
10™ week after recruitment, The patients were interviewed" about their personal
information and the characteristic and severity of psychotic symptoms for the
collectioniofdata.

The obtained data were analyzed with descriptive statistic. The research
findings were presented in two parts as following:

Part 1. The descriptive analysis of the demographic characteristics of the

samples
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Part 2. The results of hypotheses testing with the description of the
dependent variables.

OF THE DEMOGRAPHIC

PART 1: THE DESCRIPTIVE

:
CHARACTERISTICS
5 of the samples on Gender, Age, Marital
Status, Occupation
Table 5 Demographic tefistic of the cont ) oup and the experimental group:

Gender, Age,

l l@ r | T Exj 1\{%‘& x(dfy  p-value

Characteristic

Gender ¥ ,&. \ \
Female 13 1 240(1) 0.12
Male 27 ‘M%

Age tﬁf At ,.p
20 - 29 years -r..ﬂ-:;: 35 9.16(3)  0.03
30 - 39 years g Ab LN v 45
40 — 49 years (
50 - 59 years+ =

Mean = 36.16 years g ‘

Marital Status .
Single Ly 22 1 25 62.5 0.46(2) 0.79

Married 225

%ﬁﬁ? m ﬂmw N3 ..

Labor hire and Famer
Student and Unemployment

Q%%‘ilﬁﬂﬂ‘im ummmaﬂ

Secondary 125
High school 13 32.5 18 45
Diploma/Bachelor 9 22.5 5 12.5

p<.05
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From table 5 revealed the characteristics of the control group and the
experimental group. Most of the samples in this study were males (75%), were in the
age groups of 30-39 years (42.5%), single (58.75%), unemployed (32.5%), and
graduated from high schoo! (38.75%).

In the control group, about two-third theparticipants were males (67.5%), in
the age groups of 30-39 years (40%), siJngIe (55%),-and unemployed (30%). (32.5%)
graduating from elementary.and-high school.

In the experimentals group, trie majority of the participants was males
(82.5%), the age greups of 30-39r(45°/o‘)_,ﬂ'.gingle (62.5%), unemployed (35%), and
graduated from high sehoal (45%). #‘

Chi-squaretest srevealed no statiéfjt;qlly_ significant difference between the
control and the experimental group regarr‘q‘igg gender, marital status, education,
occupation, but there was statistically signifi@f:d-ifferent in age groups of the control
and the experimental group (p<value=.03). :E;z_irﬁéipants were randomly into groups,
thus, it could B assumed both groups were simtiar demographié gharacteristics.

2. Demographic characteristic of the control group and tHé experimental group
on Number of recéiving treatment and Duration of having illfiess

Table 6-Bemographic charaeteristic of-the control, group ang-the.experimental group:

Number “of hospitalization and Duration of having llness

Total Control Experimental
Characterisfics t df | p-value
Mean = SD. | Mean /SD. | Mean | SD.

Number of 245 7 073 © 240 067 @ 250 " 0.78 061 78 0.54
Hospitalization (time)
Duration of having 3.23 154 3.10 1.53 3.36 156 078 78 0.44
schizophrenia (time)

p>.05
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From table 6 revealed the characteristics of the control and the experimental

group. Number of hospitalization, the total participants’ number of hospitalization
ranged from 2 times to 5 times (X =2:45; SD=0.73). In the control group, the number
of hospitalization ranged from 2-5 times (X 22.40, SD=0.67). As for the experimental

group, the number of hospitalization ranged from 2-5 times (X =2.50, SD=0.78).

Duration of having=sehizophrenia in the total participants ranged from 1-5 years
(X =3.23, SD=1.54) likesthe experimental group, the duration of having schizophrenia

ranged from 1-5Years (X =3.36, SD=1.56)..:

PART 2: THE RESULTS OF HYPOTHESES TESTING WITH THE

DESCRIPTION OF THE DEPEND_ENT

Hypothesis: The patients: with™ chronic schizophrenic who received a
symptom self-management ‘program  and Cbn\}éntional nursing care would have
significantly lower psychotic. relapse thanft‘h_osg-who received only conventional
nursing care.

To answer Hypotheses, the psychotic symptom was compared and
Kolmogorov Smirmnov Z was performed.

From, the ;table 7 revealed,that.mean,total scores.of pretest in positive
symptoms, negative symptoms, affective ‘symptoms~and “total score were 11.63
(SD.=2.18), 7.89 (SD.= 2.30), 7.46 (SD.= 2), and 26:98 (SD. = 3.49), respectively.
The mean total score of post test in positive symptons, negative symptoms, affective
symptoms and total score were 14.88 (SD.= 6.14), 8.75 (SD.= 3.43), 9.93 (SD.=4.55),
33.55 (SD.=12.10), respectively. This table showed the mean score of psychotic

symptom in positive, negative and affective symptoms between the control and the
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experimental groups in pretest were similar, but in posttest means scores of all

psychotic symptoms in the experimental had lower than in that control group.

Table 7 The comparison of positive symptoms, negative symptom and affective
symptoms between the control group and the experimental group at the

pretest and posttest

BPRS Scores Total Control Experimental
Mean SD. Mean SD. Mean SD.
Pretest
Positive symptoms 11.68 218 § WR65 2.09 11.60 2.28
Negative symptoms #:89 2.30 : 7.50 1.99 8.28 2.54
Affective symptoms 7.46 2.00°=% #AM80 1.94 7.13 2.03
Total 26.93 [ 349 — 26,95 3.28 27.00 3.72
Posttest -
Positive symptoms 14888, 6.14 7 '} 16:68 6.60 13.08 5.11
Negative symptoms B 75 3.43 g 10:83 3.36 6.68 1.94
Affective symptoms 9.93 4.55 1012.33 3.83 7.53 3.92
Total 33054 #2410 -.39.83 11.06 27.28 9.68
;7
o

The comparison of psychetic relapséiéf’éﬂbetween the control group and the
experimental group at 10™ weelk after recruifméﬁt- revealed that there were 4 cases*
(30.8%) in the experimental group and 9 cases* (69.2%) in-the control group who
were experiencihg psychotic relapse (Appendix H) by using-the relapse criteria of the
elevation on remitted psychotic symptom on one of the symptom in hallucination,
delusion;*0r diserganizedithinking; upito 6 scores (Nuechterlein-et al;+2006).

The results showed that the patients with chronic schizophrenia who received
a symptom self-management was significantly lower psychatic.relapse thanthose who
received conventional nursing'care (p<:05) (See table 8). Therefore; hypothesis was

supported.
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Table 8 The comparison of psychotic relapse between control group and experimental

group
Psychotic Experimental Total Kolmogorov
p-value
Symptom N % Smirnov Z
None relapse 36 83.8
Relapse 4 16.3 4.52 0.00
Total 40

p>.05

AULININTNEINS
AR TUNN NN Y



CHAPTER V

DISCUSSION

This study is a randomized cantral trial research aiming to evaluate the effect
of symptom self-management intervention enspsyehotic relapse among persons who
are suffering with schizophremia. The sample-was composed of 88 schizophrenic
patients receivingeonventional” nursing care at the outpatient clinic, Galya
Rajanagarindra Institute, +The patients V\1hose characteristic met the inclusion criteria
were included to.the study. 44 were randomly assigned into the control group and 44
patients in the experimental group. Durinéathe study four patients in the experimental
group dropped out hecause two failed io rr;aith-ain follow up after the intervention and
another two subjectes could not‘complete-'ithe-' session. There were 4 participants

i

dropped out from the control group becau'sé‘ two participants refused to participate
during the study and others two-had intensifit,;atic;f: of psychotic symptoms. Thus, the
numbers of patients._in both groups were ei.gj“ﬁ'.t&/:.élsatients in the experimental group
participated in the symptom self-management program and the conventional nursing
care whereas patients in the control group received only the conventional nursing care
from hospital staff. The Kolmogorov Smirnov Z was performed for data analysis. The
results lwere discussed according. to the research Rypothesis, as presented below
followed by detailed discussion of their implication. Limitations of the study and
sugaestions for future researchiare also considered.

This chapter presents a discussion of the research findings. It presents
characteristics of the participants; elaborates the effects of the symptom self-

management program on psychotic relapse; discusses the theoretical aspects; and

finally, considers methodological issues.
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DISCUSSION OF FINDING

Deveopmental the Symptom Self-Management Program

The program enhanced the self-management ability to control and decrease
the psychotic symptoms in patients with chronic.schizophrenia by received skill
training regarding managing with psychotic symptoms over 6 weeks. Besides
knowledge improvement, preblem soIvi;g skill, goal setting, stress management skill,
and self-monitoring skill were improved by discussion, activities assignments, and
practicing in groupssand their homes. Aﬁlar attend group of each week, the subjects
practiced their self-management at home..Vy.I'.wen the subjects participated in the
symptom self-management group:in the for‘lljowing week, they shared their experiences
about self-management practices with othe'rjrplembers or asked questions that they had
in the group. Furthermore, the researcher us‘bﬁ a combination of helping techniques;
teaching, support guidance, consult, and prov@ﬁd-*a suitable environment, using the
circumstances of a good relationship between-”ﬁunrs..e and patients. These techniques
would build trusitand a good relationship between nurse and patients. All these
methods stimulatedthe subjects to learn about schizophrenia-care and gave them
internal motivation to change their behavior.

Effect ofthe Symptom Self-Management Program

Hypothesis: The patientS'with chronic schizophrenic who received a symptom
self-management program and conventional nursing care would have significantly_lower
proportion of psychotic relapse than'those who recéived anly..conventional.nursing
care.

To answer hypothesis, a Kolmogorove Smirnov Z was performed. The results

of psychotic symptom showed that the posttest mean score of the Brief Psychotic
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Rating Score (BPRS) in the experimental group after intervention had lower scores
than that of the control group (Table 7). After receiving the program, the posttest
means scores of all psychotic symptoms in the experimental had lower than that in
control group, thus, patients in the experimental group (mean=27.28, SD=9.68) had
lower psychotic symptom than those in the control group (mean=39.83, SD=11.06).
(Table 7) Therefore, this study showed Jthat the psychotic symptom had significantly
effected to psychoticselapse(Tahle 8). This study was congruented with Stengburg et
al. (1998) studied the effeets of the Liberman Module ‘Symptom Management’ with
readmission at the joutcome’ measure. ThIS indicated that the patients who had
participated in the training program had h!ad“fmuch less serious psychotic symptoms
than did the participantsin control group.

The results of this study showed most of the participants in the experiemental
group had decreased psychotie symptom scéléé,"but some of them still experienced
relapse (4 cases). On the ether hand, the COhIFO.nl group had an increased psychotic
symptoms and- relapse (9 cases) than the experimental group: The proportion of
psychotic relapse-in the experimental group had statistically-significant lower relapse
than that of the control group. Most of the patients experiencing psychotic relapse had
hallucination, (8 eases);~delusion (2 scases);~thoughty diserganization (1 case), and
hallucination"and delusion (2 cases). " The psychotic 'Ssymptom to enhace of relapse
supported in_the patients with_chronic_schizophrenia showed the mosSt“prominent
symptoms: of acute 'schizaphrenia ares hallucinations and delusion (McCann and
Bowers, 2005). Evidence from previous studies demonstrated that most schizophrenia
patients were chronically ill and had severe symptoms. Many clients had a long

duration of illness and continued to experience psychotic relapse and beliefs despite
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neuroleptic medication. As a result, re-admissions were frequent (Chan et al., 2000).
After gathering informations of the participants in the experimental group who had
psychotic relapse, they had conflicts with family members, and taking alcohol and
substance abuse.Therefore, the relapse in the experimental group can come from other
factors that influenced to relapse such as high experess emotion in family (Lamberti,
2001), and alcohol and substance proble;n (Talyoret.al., 2005).

The SSMP.was developed by using Vulnerability-stress model and self-
management model@as the«guideline to control early psychotic symptoms and prevent
psychotic relapse. The vulnerability = str(.ascs':.".model suggested that the basis of relapse
prevention program should be the modifiCa}tidn of stress and vulnerability factors and
emphasize on the protegtive factors which étgt as a buffer against the effects of stress
and biochemical vulnerabilities” or which' minimize the severity of symptoms
(Hultman, Wieselgren & Ohman; 1997, Meijélie"t‘él, 2003). In which this intervention
has been conducted to intervene the major f"p_redicting factors of psychotic relapse
which composed of medical non-adherence, stressful fife evenis and promoted the
protective factors-such as ability to coping with stress. The results of using the
vulnerability-stress model as a guideline to prevent psychotic relapse in this study was
congruent’ with; the study of sThengkhamred (2001)+whe+conducted the psychotic
prevention, progran in first episode schizophrenic patients.” The results showed the
psychotic relapse in the experiemental group had statistical significantly“fower than
the'control group.

The Early Signs Scale (ESS) (the monitoring instrument) showed the
participants in the experimental group increased overall mean score of symptom

recognition was from 47.25 (SD = 14.36) at pretest to 78.33 (SD = 8.17) at posttest
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(Appendix G), indicating high level of symptom recognition among the participants.
The results showed that the participants were able to identify the symptoms. The
symptoms that were recognized most was anxiety/agitation, followed by depression or
withdrawal incipient psychosis, disinhibition .and (mean 26, 25.25, 14, 13.08,
respectively). (Appendix G) These results are.relevant with the results of previous
studies on early symptoms~before relépsing of illness, which showed that most
schizophrenic patienis can.monitor and identify their early symptoms. Most early
symptoms are the.sympioms of anxiet”y such as tension, anxiousness, insomnia,
agitation and tiredness (Herz, 1984; Glirﬁéﬁer et al., 1986; Birchwood et al., 1989;
Hamera, 1991). These results could' be é;(prained from the fact that schizophrenic
patients are vulnerable 0 any changes due t'q.thg_e_ neurological dysfunction that makes
them exquisitely sensitive to intrapersonal, interpersonal and environmental stressor
(Zubin and Spring, 1977 cited in O’Connot, ;1"9'9'4). Therefore, the patients mostly
perceived and identified earty-symptom of anrkjet;"v/-agitation. Nevertheless, the results
regarding each symptom in details show that the symptom belag reported with the
three highest frequency of sample’s detection were precccupying with one or two
thoughts, feeling quiet and withdrawn and feeling of tense, fear or anxiety. This
finding refleets that thessample perceived the-importance inymonitoring these leading
symptoms . by ‘receiving“the information about illness and Self-management from
health, care professional that encouraged the patients to_perceive the importance of
monitoring psychotic symptoms ‘such™as preoccupying with.one or two thoughts,
which is severe symptom, and the symptoms of anxiety and agitation as significant
leading to illness relapse. Nevertheless, the results showed that the samples might lack

of knowledge in monitoring early symptoms of relapse in every aspect. Since the
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early symptoms included in this study are significant symptoms that patients should
know, recognize and be able to monitor and detect when they are at home, the finding
of this study indicated that the mean score of the Schizophrenia and Psychotic
Relapse Knowledge (Appendix G) after receiving program was significantly higher
than that of before receiving program. Knowledge mean scores after receiving the
program were 5.08 (SD=1.18) and befo;e receiving.the program were 8.53 (SD=.96)
(Appendix G). Thesesfindings illusirated that the symptom self-management program
can improve schizophrenia and psychot“ic relapse knowledge. This program helped
patients to better understanding about aII. p'.r".()droamal symptoms and able to monitor
early symptoms of relapse in all aspecis. | !

The participants fin,  the symp’gqm__ self-management group learned
schizophrenia and psychetic relapse such as pathology of schizophrenia, psychotic
symptom, prevention of psychetic refapse, arid édﬁizophrenia care by having several
activities such as group discussion, doing aésigﬁments, practicing some skills, and
study a set ofewwtiten schizophrenia materials at home whtlesthe participants in the
control group received conventional nursing care. The results of this study are
congruent with Anzai et al. (2002), which showed participations in the training group
had more<improving knewledge, than;the eontrol group.Moreever;the-participants in the
symptom.self-management group had a chance to discuss and share their experiences
about schizophrenia care and psychotic symptoms with the researcher and ether group
members. ! Interaction within the“group by 'sharing.experiences and.opinions can
reduce social isolation so that patients will not feel so alone (Buccheri et al., 2004).

In combination with advice, social support will provide a person with more

effective problem-solving techniques and stress reduction (Thoits, 1982 cited in
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Gasemgitvatana, 1994). Discussion among the patients and between the patients and
the researcher is encouraged in order to build relationships and help the patients have
the courage to be open about their symptoms within group (Kanungparin, 2005).
Promote self-esteem as having played a part in helping others (Buccheri et al., 2004).
Moreover, enhance mativation in dealing with-the illness and increase the patients’
ability in using strategies forsymptom sélf-management more effectively.

It was foundsthat sehizephrenic patients are able to monitor and manage with
early psychotic symptoms themselves: The management. program, which was
developed from the.concept of self-manlag.ément proposed by Kanfer (1991) could
promote the patients’ €apability for symptpmfself-management. The patients needed
to receive information about the iltness and(‘.thc__e_ early symptom of psychotic so that
they could understand the nature 0f the disease and the symptom. Group discussion
also promoted better understanding about thé;é);rfiptoms. For example, a patient said,
“l had experienced mood ifritation and get a’hgfyn easily because it was caused from
the chemical 'substance in the brain. I sometimes could not eontrol myself with the
anger and made me to have problems with others. So the docter gives me medications
and | feel better.” Another patient said “I felt distressed with my symptoms. | feel |
am not.the only one whe hadsemotional, problems;after talking-with-the group. I’ve
found that other people have the symptom, too.” The patients also learned about their
sufferings and the impacts of the symptom on their‘fives and spoke. it out.“The_group
shared the coping methads‘that'they were used which other patients would also learn
about effective strategies for symptom self-management, as well as the ineffective
ones, from the real experiences. For example, a patient reported that he did the

relaxation technique; effective breathing, and thinking positively when he had tension
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with other and it worked. This process provided the patients with opportunities to
learn how to manage with early symptoms. In addition, the patients felt that the
symptoms were controllable and they could manage the symptoms.

On the other hand, some patientssalso shared experience of ineffective
strategies. For instance, a patient reported, “I'feltsad from having this disease and did
not want to contact with otherpeople” Tﬂhe patients’ learning from shared experiences
helped in evaluating,smaking decision, and analyzing the method of a symptom self-
management that was appropriate for them. Moreover, the opinion and experience
shared in the groupsand mental support.‘f'.r".om the group induced motivation for a
symptom self-management. |n addition, ‘t!he“fresearcher made follow-up call every
week during home pragtice thus the patieh’gg could inquire about the techniques of
symptom self-managément and could ask for advice when they had any questions.
Apart from answering the patients’ questioné,; fHé' researcher also provided support,
encouraged, and gave the patients compliments When they succeeded in managing the
symptoms or found the right technique for them. This process, according to Dodd et
al. (2001), is an-essential component in effective sympiom management. It is
important that the health care staff should facilitate the exchange knowledge and
experieneé among. patients; with, earlys symptoms sthus~the~patients will clearly
understand the symptoms, have increased knowledge, shared their feelings, and have
chance to express their concerns and unhappiness to those who truly understand their
problems.  The'finding is somewhat similar from that of Kanugpairn (2005)..This is
because the program used the study knowledge about schizophrenia, symptoms and
treatment to the patients. The provision of knowledge about illness is an important

background for the patients to review their symptom experience.
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The patients also received more information about techniques for managing
with early symptoms. Moreover, they received mental support and motivated to
control the symptom from other patients, the family, and the outcome of effective
management. Some patients also reported thai their family members gave them
mental support and helped them follow the pregram by reminding them about the
exercises and encouraging-them to d(; the exereise _themselves. As a result, the
patients gained confidence and.tried to comply with the strategies for symptom self-
management. In thesevaluation of the prc;gram, some patients stated, “I have gained a
lot of knowledge from my illness and thé‘rﬁ"éthods to cope with my symptoms. | will
continue to use on using the techiiques thag I have learned”.

The results ofifthesstudy are con'g‘r.ue_z_nt with Shon and Park (2002) and
Kopelowic et al. (2003) which concluded that training skills improve the patient’s
ability to understand the disease, enhance Wltb r"ng'dication, monitoring and managing
with early symptom of psychatic relapse;a"n'd,;c,upport from others in medication
compliance, mckeased improvement in level of functioning-and decreased rate of
rehospitalization.-tn addition, this finding supports the concepts proposed by Kanfer
(1991) which stated that for effective symptom self-management the patients need to
learn about the disease and to understandthe-symptom; to be able to-monitor the early
symptom,and evaluate the changeof the symptoms and plans for managing with the
symptoms and receiving reinforcement from oneself and others for maintaining the
appropriate symptem self-management*behaviour. Moreover,.the patients could use
their home records to evaluate themselves and to share with other patients. The
records indicated that the patients were able to monitor themselves, leading to the

acceptance of the symptom and motivation for self-control. This supports the study
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conducted by Brier and Strauss (1983) and Tait et al. (2002) which found that the
patients tried to control their symptom, accept the symptom, and had motivation to
control themselve if they were able to examine and assess themselves.

An example of the case, a man was 30 years old and had mental illness since
he was 25 years old. He was admitted to the hospital 3 times. His symptoms showed
that he did not want to_centact with (;thers and-could not sleep at night. He felt
worried about the breakingsup. with his girlfriend. He felt discouraged and sad. He
tried to use the mapagement sirategies that he had learned from the SSMP to apply to
his distress by thinking positive, using va.ri(?ﬂf.Js relaxation techniques and talking to his
sister. He felt betters Hesalways took the ‘medications following the physician’s
recommendation.

The mean scores early recognition of psychotic symptom of the symptom
self-management group after.receiving progrém"\iias significantly higher than that of
before receiving the program: Symptom Rf"ecoénition mean scores between after
receiving thepregram were 5.08 (SD=1.18) and before receiving the program were
8.53 (SD=.96). (Appendix G) These results indicated that patients with high level of
symptom recognition are more likely to use symptom self-management. This finding
IS consistenty withs the~results, of the study- condueted oy Kennedy, Schepp and
O’Connor , (2000),"which found™that schizophrenic™patients with™ high symptom
recognition scores_achieve_high scores_of symptom ‘self-management, “In addition,
Baker (1995).found that patients’ experience suffering fram'mental illness will.induce
the sense of fear relapse; as a consequence, the patients were motivated to monitor
their behavioral and emotional changes while worsening symptoms. Therefore, the

patients will be able to identify symptom stimuli and warning signs of relapse and
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find methods for symptom controls and prevention of increasing senses of distress.
This was supported by Kanfer’ self-management model (1980, 1991) which proposed
patients need a self-monitoring process to gather information for assessment and
decision making about the management approach. The results of this study have
shown that the participants could monitor and-identify the symptoms thus making
decision to choose various techniquesﬂ for symptom_self-management in order to
reduce the severity ofitheir illness.

For perceived eifficacy of syr“nptom self-management, most participants
perceived the efficagy of distraction, folléWéd by fighting back, attempt to feel better,
isolation, help-seeking, and escape behayio“r' (posttest mean=33.83, 16.83, 12.65,
11.43, 11 and 5.48, respectively). (Appendjx G) The reported that the techniques
often worked every time was the efficacy of taking oral medication. This finding is
consistent with the results found by Kennedny,; éé-hepp and O’Connor (2000), which
indicated correlation between symptom sélf-rﬁanagement score and perceived
efficacy of symptom self-management score (r=_859, p<.01).(Appendix G). Itisalso
supports Kanfer’s-statement that positive response Is a signifieant factor motivating a
person to continue certain behavior (Kanfer, 1980). The highly perceived efficacy of a
symptom-self-management techniquey therefore,sis & metivatien fer schizophrenic
patients to continuously use that technique.

The participants _in the self-management group received skifl _training
regarding 'managing ‘with jpsychetic ‘symptoms ovel: 6 ‘weeks.' Besides' knowledge
improvement, compliance with medication skill, goal setting, stress management skill,
and self-monitoring skill were improved by discussion, activities assignments, and

practicing in groups and their homes. After attending group of each week, the
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participants practiced their self-management at home. When the participants
participated in the symptom self-management group in the following week, they
shared their experiences about self-management practices with other members or
asked questions that they had in the group. .Furthermore, the researcher used a
combination of helping techniques; teaching, Support guidance, consult, and providing
a suitable environment, using the circurr;stances of-a.good relationship between nurse
and patients. These.dechnigues would build trust and a good relationship between
nurse and patientsg?All these methods’ stimulated  the participants to learn about
knowledge of self-gare with schizophrénié and gave them internal motivation to
change their behavier; therefore the meahs symptom self-management scores
increased significantly after receiving the S'S(.‘I.\/II_?_ compared with before receiving the
SSMP.

The symptom self=management mithlé study was designed to improve
cognitive process and skill abilities, The program cbnsisted of 4 phases: (1) the problem
assessment and weeds identification, (2) preparation for symptom self-management,
(3) practice for syimptoms self-management, (4) evaluation fer symptom management.
All phases helped the participants gain more understanding schizophrenia, psychotic
relapse and management.withrearly psyehotic: symptoms. In.additiony-the participants
learned to practice symptom self-management both cognitive and practical skills in
the group. Cognitive skills were taught such_as_increasing, schizophrenia knowledge,
and ‘'managing any. problems “systematically. ! Practical skills ‘such' as. stress
management and managing skills with persistent psychotic symptoms (i.g.
hallucination, delusion) were practiced in groups and at their homes. The self-

management was based on self-monitoring, self-evaluation, and self-reinforcement. In
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addition, providing telephone call was beneficial for helping participants coping with
schizophrenia and for encouraging internal motivation to take care of themselve.
Holistic care for patients with schizophrenia was an important concern.

Responses of the participants to  the Symptom Self-management Program
(SSMP), the participants in the self-managementgroup showed a positive response to
the symptom self-management program.ﬂ In general; the participants were enthusiastic
about joining the pregram.@as evidenced by the fact that most of the participants
attended all 6 sessiofs of the/SSMP. “The participants suggested that symptom self-
management program likethis shouldbe h‘eld for other patients at the outpatient clinic
of the hospital. it would be beneficial to alj who can participate in the program and it
should be continted in every year. One pqrti_cipant said “l have gained a lot of
knowledge in schizophrenia because | feel relaxed and able to ask any questions that |
am curious in my mind. The program providé;d; édﬁugh time for discussion and taught
me everything about schizophrenia care: i’"ind; prevention of psychotic relapse.
Moreover, | felt inore confident by sharing mental iliness experience with others who
have the same illness as me.”

Some participants shared the schizophrenic care kriowledge which they had
learnt from the program with their friends- or itheir relatives, After the program
finished,, the partiCipants wanted to continue meeting together to share their
experiences about_schizophrenic care and relapse prevention and encodrage each
other'to maintain their schizophrenic care and symptoin self:managemerit.

These reflections showed that all the participants were satisfied with the
symptom self-management program. The program enhanced a process of leaning for

self-management with early symptoms of psychosis and increased their ability to take
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care of themselves. Moreover, the group process established cohesion with other
participant and the program provided an environment for sharing knowledge of
symptom self-management experiences.

The SSMP demonstrated effects in reduging the characteristic and severity of
early warning signs in gutpatients diagnosed wiih schizophrenia. The SSMP provided
knowledge and skill of sywmptom self-mﬂanagement concerning self-care management
from the actual experience of schizaphrenia, and the self-management for the
psychotic symptoms. Mareover, the SSMP increased the patient’s symptom self-
management ability.#These results are c<.)nc'§.i.ruent with previous studies (Buccheri et
al., 1997; Trygstag et al,; 2002; Kanun‘gpa‘rin et al., 2007). They stated that for
effective symptom self-management strategvi:e‘s, the patients needed to learn about the
disease and to understand the symptoms, including perceiving the symptom, being
able to assess the severity of the symptomsién"d."-'its threat to life, recognizing their
emotional and behavioral fespense to the syr'”r1pt6ms, practicing the skills to manage
the symptoms;-and evaluating the outcome. This finding tHusiraied that the symptom
self-management-program decreased psychotic symptom and prevented psychotic
relapse in patients with chronic schizophrenia.

In‘conclusion, this program;demonstrated theysuceessful, application of self-
management “stratégies among patients ‘with chronic schizophrenia. It showed its
effectiveness_in decresing_psychotic symptoms, while increasing the knewledge of
schizaphrenia, ‘enhancing of perceived+in 'symptomrecognition, compliancing with
antipsychotic medication and managing with side effect of medication, and increasing
of symptom self-management with prodromal symptoms. By assessing and

monitoring their own symptoms and management strategies, the participants reported
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that they felt more accepting their symptoms and more self-control. The research
results in this study indicated that poor recognition and managing of warning signs
was related to poorer treatment outcomes and greater use of extensive types of
services. Improvement of recognition was related to better treatment outcomes and
lower costs (Herz et al., 2008). The application-of the self-management of the illness
led to increase quality of life-of chronic schizophrenic patients by getting a hold of
their own lives, hawing asperspective to the future, and to learn to deal with

themselves and theigmental problems adequately (Meijel et al., 2003)

Theoretical aspeets

Methodological issues

This part discussed ‘the methodoidgféal Issues related to randomization
techniques, instrumentation issues, data an.a“i,.yéijs procedures, and generalizability of

oot di

the study findings.

Randomization Techniques

The randomized controlled trial (RCT) Is the most rigorous scientific method
for evaluating a symptom self-management program. The design in this study is the
most powerful method_for testing hypotheses of cause and effect relationships
between variables.-Random assignment to the groups used is to secure the comparable
group and-is the most effective approach to control all possible sources of extraneous
variahles. The participantsshave an ‘equal ¢chance ‘of being assigned i@ any group.
Therefore, the dependent variables are assured of being an effect of the treatment, not
of extraneous variables. However, any experimental studies involving human
participants can not control all extraneous factors such as personality, life problems,

pathology of the disease, and severity of illness. Therefore, randomization is no
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absolute guarantee that the groups will be equal (Cook and Campbell, 1979; Polit and
Hungler, 1999).

Although randomization was used to assign the participants to the symptom
self-management and control groups in this study, inequality of the age of samples
that participate in the experimental and the eonire! group was found. Thus, it should
be concerned in the future siudy.

Threat to vahidity may-occur if the participants behave in particular manner
because they are aware of their participation in a study. Therefore, double-blind
techniques should bgised: However, in n.ufﬂéling Intervention research it is not feasible
to use double-blind techniques because fl:;e nurse researcher must interact with the
participants who participate into the prografh_,_.Nyrsing interventions are more difficult
to disguise than other treatments and perhapg-“jt_ yvould be undesirable and unethical to
attempt to disguise them. Therefore, an equaéﬁéﬁtion was concerned for the control
group by the control group-received a set of a sYrﬁptom self-management booklet and

medication box after the experimental group fintshed the progean:

Instrumentation Issue

This study used. the well trained research assistant to measure the BPRS and
compared  inter-rator with the researcher. The ‘researcher assistant a psychiatric
nursing, had experienced working in an out-patient ward, and understood the
procedure ‘and. methods of the ' SSMP.“Therefare, it could minimize the igternal threat
of the data collection.

Generalizability

The design of this study was more concerned about threats to internal

validity by the selection of a heterogeneous sample; therefore, generalizability was
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lessened. Empirical evidence suggested that individuals agreeing to be randomized
may well be different from the average person seen in day-to-day care (Bowen and
Hirsch, 1992; Bowen and Barnes, 1994). Employing additional, rigid entry criteria
compounds this bias. For example, this study inclusion criteria stipulates that only
fully informed people with DSM-IV schizophrenia, and no additional pathology are
eligible, and those who reciuited will rebresent an important, but small, minority of ‘real
world’ patients. In_ihis study, homogeneous samples were obtained by balancing
between sufficient gohtrols and real clinical practice situations. Therefore, the results
of this study are generalizable only to mlulct'.i.ple episode schizophrenic patients at the
level of a community levels A community‘!leVéI in psychiatric hospitals in Thailand is
likely to share charagteristics sueh - as ggpg_r_aphies, size, health care services,
characteristics of patients with chronic schizophrenia, and treatments. However, there
are some points to be aware -of when thisisy"rﬁbtom self-management program is
implementing in other setting. The incluﬂéien; ‘criteria were quite restrict: the
continuous taking oral medication, the diagnoses for fess than five years, lacking of
pathology in braia-and history of drug dependent or addict, the age between 18 to 60
year old, level of severity of psychotic symptom in Brief Psychotic Rating Scale
scores have mot more than 30y and;funetional literatey jin=Thaiw This symptom self-
management ‘program have limited application for patients who "have limits on their

functional ability or with severe of psychotic symptoms.

RESEARCH IMPLICATION AND RECOMMENDATIONS
The findings of this study have implications for nursing practice, nursing
education, and national health policy. In addition, limitation and recommendations for

future research are presented.
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Implications for Nursing Practice

The symptom self-management program should be implemented at the
outpatients department in psychiatric hospital in Thailand. The conventional nursing
care was given to the control group whilg the experimental group received the
symptom self-management program and conventional nursing care. The result showed
psychotic symptoms and.ielapse in tr:e experimental group were lower than the
control group. Thissprogram should be run as part of sechizophrenia educational
services at outpatient departments. Theﬁ program may be introduced to a hospital
director. Staff nurses should /be" invited .tqln'.participate in the program to raise their
awareness of the impartance of this progrngm:flt IS important that nurses who deliver
care to schizophrenic patients recognize thé"i_mgortance of symptom self-management
for the patients, especially for those who takg medication regularly. The education of
schizophrenia was taught dusiag the time ofidtfé'nts’ admission in an inpatient and
before they were discharged-from the hosp'ital;i This kind of service may not be
effective becausesthe environments are different between-tnpatents and outpatients.
For effective application of this program, nurses need to eacourage the patients to
exchange their opinions and experience with each other, explore their experiences
with early psychatic: symptoms and: symptom management-strategies; and help them
to self evaluate the"outcomes of ‘their own symptoni self-management. In addition,
nurses. should also provide the patients with mental ‘support to promote“their self-
esteem and maintenance of ‘contindous practice.

They might have different problems of taking care of themselves and need
different nursing interventions. Therefore, it might be beneficial to schizophrenic

patients if the psychiatric hospital provides services on the day that they come to visit
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with physicians and provide the symptom self-management to the patients who need
it. The hospital should have a nurse responsible for schizophrenic care and they
should be trained in a symptom self-management program. This model may help
patients with multiple episode schizophrenia learn to manage their disease effectively.
Moreover, the symptom self-management program responds to Health Care Reform
Project policy which aims.te-provide qu;Iity serviees.to all people equally, responding
to people’s needs, andencaouraging people to participate in taking care of themselves.

Implication for Nursing Educ;tion

Nowadays trend of curriculum |n ﬁhrsing education should be developed for
training advanced nurSe practitioners. Thﬂlere‘fore, the knowledge of symptom self-
management should besa part of this curri:'c_rt_JIIqu o promote the patient’s ability to
respond of their own health. The, early iri'geiryention is the most important for the
patients with schizophrenia, ‘especially trainirﬁ iHése persons to detect the prodromal
symptoms and the process._of psychotic-'r'elap.lser is_essential for early clinical
intervention. Rukthermore, the caring for patients with chronie sehizophrenia is more
complicated, therefore they need more special intervention in order to prevent
psychotic relapse.

Implication for\National Health Pelicy

The" results of this" study "show" the ‘effectiveness "of" symptom self-
management _in patients with chronic schizophrenia at the community level. Given
these “findings, the' national’ health policy should bé concerned with'the following
points:

1. According to the policy of the Ministy of Public Health manandated, the

effective rehabilitation is essential to prevent the relapse and the complication of the
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liness. Therefore, the nurse should cover activities which promote self-management of
persons such as patients with schizophrenia and other chronic diseases as well as
medical treatment. Promoting models of health care delivery which focus on patient
self-management of their disease should be .emphasized. Patients with chronic
schizophrenia should have more choices to~participate in schizophrenic self-
management ability. :

2. The psychiatricanstitute should have the network to share the material or
resource regarding 40 schizophrenic knc;wledge to promote the quality of care with
these patients. %

3. The psychiatrig institute shoulfﬂl enhance the strength of ability of nurses to

implement the symptom self=management i_fi'_g,.chi_zophrenia and other chronic disease.
: _,J :

RECOMMENDATIONS FOR FUTURE R}ES]}:ARCH

1. This study should be replicated W”ﬁﬁ extendlng the longer duration of
follow up and leng-term evaluatlon as 2-6 months The long-term outcome should be
conducted beéausé schizophrenia runs a relapsing and remitting lifetime course for
many people.

2. A symptom_self-management program can be performed in various
clinical settings.

3. The patients’ satisfaction toward the program, the problem and the

barriers’ of “ifeir - participation in the | program should’ be “evaluated, for' further

development and application of the program.
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The limitations of this study are presented as following:
- This progrom can be used for the patients with chronic schizophrenia who

are in remitted of psychotic symptoms (Brief Psychotic Scale Score <30).

¥
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INSTRNMENTS FOR INTERVENTION
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INSTRUMENTS FOR MONITORING INTRVENTION
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Table 9 The comparison of the Symptom Recognition Questionnaire between pretest

and posttest for sample in experimental group.

Symptom
Recognition
Questionnaire

Posttest
' t df  p-value

-8.78 39 .00
-7.12 39 .00

Anxiety or agitation
Depression or

withdrawal

Disinhibition 39 .00

Incipient psychosi 39 .00

Total 39 .00

p <0.05

Table 10 The coi variso hotic relapse test between
pretest and

Measuremenf t df  p-value
The schizophrenia
and psychotic 39 .00

relapse test

p <0.05

17
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Table 11 The comparison of the Symptom Self-management Questionnaire
between pretest  and posttest for sample in experimental group

Symptom Self- Pretes Posttest

management t df  p-value
SD.

Questionnaire

Frequency of using

- Distraction -459 39 .00
- Fighting back -391 39 .00
- Help-seeking -242 39 .02
- Attempts to feel beite -3.19 39 .00
- Isolation -299 39 .00

- Escape behavio -391 39 .00

Perceive outcomes

Total l ‘f _{' ._?' ? '..\ ]\\'\ 5 348 39 .00
\

- Distraction 4 i \ -3.29 39 .00

- Fighting back ' P ﬂ 7. 33 232, 229 39 .03

- Help-seeking \ -594 39 .00
- Attempts to feel bette 11. 00 1‘, 12.65 ( -2.98 39 .00
- Isolation © 10.08" g 1.43 1.66 -3.64 39 .00
- Escape behavior ‘ G185+ ,;.3'23 ] 141  -476 39 .00
Total 8553 1538 0120 1061 295 39 00

p <0.05
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Table 12 The comparison of psychotic relapse between experimental and control

group at posttest

No Experimental Group Control Group
1 N =40
Posttest
hallucination delusion ¢ llucination delusion disorganization Mean
ing
1 1 1 NR
2 1 1 NR
3 4 1 NR
4 1 2 NR
5 1 3 NR
6 1 2 NR
7 1 1 NR
8 1 1 NR
9 1 1 NR
10 1 2 2 NR
11 1 1 NR
12 1 1 6 *R
13 1 1 1 NR
14 1 1 2 NR
15 6 1 1 NR
16 1 1 3 *R
17 2 3 1 *R
18 3 6 1 *R
19 6 1 3 NR
20 1 4 5 *R
21 1 1 3 NR
22 1 1 NR
23 1 L4 B | 4 *R
24 3 ‘ il | 4 NR
25 6 " _ 3 " 1 NR
26 1 - ' 1 NR
27 1 1 3 NR
28 1 ' 1 3 NR
29 3 ‘B 1 1 NR
30 1 1 1 3 NR
31 1 1 : ' 2 *R
32 1k (1 1 NR
33 QI3 1 5 *R
34 1 4 1 ¢ NR 4 4 é, NR
35 1 1 ) R 4 ‘ NR
: ' : : ‘ ol | NR
3 ) *R
38 1 1 1 NR 2 2 1 NR
39 1 1 1 NR 3 3 3 NR
40 1 1 3 NR 1 1 1 NR
Mean 1.85 1.63 1.40 4 2.33 1.85 13 9
SD. 1.61 1.27 74 1.84 1.39 1.34

* R = the case who was experiencing psychotic relapse at the posttest
NR = the case who was non experienced psychotic relapse at the posttest
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