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CHAPTER |
INTRODUCTION

1.1 Background and Rational
A report on the global burden of diseases in 2010 [1-3] revealed the following

breakdown on the lifetime impacts of diseases. From this study, it was determined
that mental, neurological and substance-use disorders accounted for 10.4% of global
DALYs (Disability-adjusted life years), 2.3% of global YLLs (Years Lost to
premature mortality), and 28.5% of global YLDs (Years Lived with Disability). For
the global DALY s total, mental health had the greatest impact (56.7%).

Schizophrenia is a chronic and severe mental illness affecting more than 23
million people worldwide. It more commonly occurs among male subjects than
females. It is associated with certain disabilities and is also associated with emotional
and occupational impacts. Schizophrenic patients or persons with schizophrenia
(PWS) are 2 to 3 times more likely to die earlier than members of the normal
population, and this outcome is often associated with a range of physical illnesses [4,
5].

In Thailand, the overall prevalence rate of mental disorders for the entire
population was 12.2% [6]. The degree of prevalence as classified by the mental
health illness group was as follows: 1) Substance Alcohol Use Disorders 12.4, 2)
Suicidality 6.4, 3) Dementia 3.9, Mood Disorders 3.3, 4) Substance Non-alcohol Use
Disorders 1.4, and 5) Psychotic Disorders 1.2 [6]. The survey prevalence of
schizophrenia for members of the Thai population aged between 15 to 59 years in
2003 was 8.8 per 1,000 [5]. The health care costs associated with productivity losses
per person per year for schizophrenia ranked from 86,004 to 146,526 Baht [7].
Although Nakornratchasima Rajanakarindra Psychiatric Hospital (NRPH) is a
medium-sized hospital, this institution ranks second in terms of treating mental
disorders. At NRPH, schizophrenia was the form of mental disorder with the highest
number of admitted patients at around 6% of the hospital’s total list of patients.
Therefore, almost of them reside within their own community [5, 8, 9]. However,
family caregivers for Schizophrenic patients also face a significantly high burden
[10].



According to the Public Health Reform act in 2012, NRPH was established to
address and serve the mental health needs of the community. The following year,
NRPH implemented the psychiatrist mentor project which aimed to provide mental
health services at the community hospital level with the assistance of general doctors.
Since 2013, Department of Mental Health has implemented the Mental Health Gap
Action Program (mhGAP) in 14 districts of Public Health Region 9. In this region, 5
of the districts were in Nakornratchasima Province. The mhGAP program aimed to
increase the accessibility rate of mental health services by providing proper care,
psychosocial assistance and medication for local communities [11]. In this program,
individuals diagnosed as schizophrenia will be able to benefit from mental health
services at their community hospitals. With regard to the actual benefits of the two
projects mentioned above, it will be more convenient and cost-effective than in the
past for individuals identified as schizophrenia to obtain mental health services.
According to the outcomes of these projects, each patient could save around 200-300
baht per one visit to the NRPH [12]. Nevertheless, these projects are more focused on
the patient than the family members who serve as caregivers. However, many studies
have reported that there is a significant impact upon the family’s members that act as
caregivers over the course of the recovery process for individuals diagnosed as
schizophrenia.  Notably, individuals identified as schizophrenia who meet their
relatives on fewer occasions than once a week tend to suffer a decrease in quality of
life [13].

Caregiving have been defined as ‘a basic component of human nature and a
primary element of close relations’ [14]. Thai family caregivers are divided into two
groups, those who are willing to provide care and those who are unwilling to provide
care. Both of them require some degree of background information on schizophrenia
and should be willing and eager to know how to offer proper care for their family
members in need. In theory, they can help schizophrenic patients by providing
routine care, searching for alternative treatments, avoiding psychotic episodes, and

planning for the future [15].



As schizophrenia is a severe mental disease [16], its sufferers are significantly
dependent upon family caregivers. A family member’s illness is an important event
which can lead to increased levels of stress among all other members of the family
unit [6]. A recent study revealed that family caregivers of schizophrenic patients are
faced with shouldering a significant burden [17]. The burden of care placed upon the
family caregiver for the recovery process of a schizophrenic patient has increased
over the last two decades [18]. The burden of care can have a negative effect on the
behavior of caregivers [19]. The burden of care actually has two relevant components
[20]. These components are labeled as objective and subjective. The objective
burden includes the amounts of time and finances that are devoted to care as can be
seen in the economic constraints and financial demands that family caregivers have to
bear. Subjective burden deals with how the family caregivers perceive the burden of
care. It encompasses elements of emotional distress that are associated with family
conflicts, a low quality of life (QoL) measurement, as well as feelings of anxiety and
depression [20]. Although family caregivers of schizophrenic patients have positive
experiences, they can also experience the negative side of dealing with a loved one
who has been diagnosed as schizophrenia. Family caregivers tend to be the group that
is most at risk of experiencing their own mental health problems because the burden
of mediation is commonly associated with certain other stressors and elements of
psychological distress [21]. The level of stress that results from providing care for a
schizophrenic patient increases someone’s own level of exposure to emotional distress
and to other potential physical and mental health problems such as depression [22].
The rates of significant depressive symptoms among family caregivers of
schizophrenic patients can vary across countries [22], with reported rates of 34% in
the United States, 66% in India, 83% in Italy, 6% in Malaysia [23] and 19.5% in
Thailand [22]. For older caregivers with lower levels of education, there can be a low
level of psychological well-being, whereas the siblings of those individuals can have
higher levels of well-being. Notably, there is a strong negative correlation between a
caregiver’s burden and their psychological well-being [24]. Even though the public
health system has increased the accessibility rate of mental health care, this
psychological issue still remains an important concern for family caregivers. A study

conducted in health region 9 revealed that the family caregivers of those suffering



from mental illnesses reported a low to moderate burden score, whereas their quality
of life was also found to be very low [25]. However, their subjective burden score
was higher than their objective burden score. Examples of this would be that they
experienced feelings of stress and felt hopeless or unfortunate with regard to their

situation. Some claimed to suffer from depression or even had ideas of suicide.

From previous studies involving family caregivers of schizophrenic patients,
the high-value knowledge of experienced mental health professionals on the attitudes
or skills needed for providing patient care to schizophrenic patients was presented
[26, 27]. A number of studies aimed to reduce the levels of expressed emotions,
feelings of stress and family burdens in order to enhance the capacity of relatives to
address problems and to reduce potential relapses and subsequent hospitalizations of
individuals identified as schizophrenia. Most family-based intervention regimens
focused more on the results of the patients than on the family caregivers. Overall, the
main objective of the family-based intervention program was to enhance the family
atmosphere and to decrease incidences of relapses for schizophrenia. However, there
is no evidenced-based intervention regimen that focuses on the positive aspects of
being a family caregiver of schizophrenic patient. Additionally, the strategies needed
to strengthen the psychological well-being of family caregivers for those identified as
schizophrenia need to be developed. Therefore, family caregivers of schizophrenic
patients would require an intervention program that focuses on developing their own
specific strengths rather than on solving the problems for schizophrenic patients. The
Enhanced Psychological Well-Being Intervention will be developed in the form of a
group of workshops for family caregivers of schizophrenic patients and will be
comprised of four workshops that take place every other week. Mainly, the program
aims to change the negative feelings (automatic thoughts) and replace them with
feelings of well-being [28].  All activities were developed based on the
Transtheoretical Model (TTM) [29] and involved positive psychology (Mindset
Theory [30, 31], psychological well-being theory [32, 33], positive psychology
intervention [20] and the process of well-being therapy (WBT) [18, 19].

This study involved a quasi-experiment group, an intervention group and a

control group for family caregivers of schizophrenic patients in Nonsung District,



Nakornratchasima Province. It aimed to evaluate the effectiveness of the Enhanced
Psychological Well-Being Intervention by increasing the psychological well-being,

and decreasing the burden of care of family caregivers of schizophrenic patients.

1.2 Research Questions
1.2.1 Does the Enhanced Psychological Well-Being Intervention increase the

family caregivers’ psychological well-being?

1.2.2 Does the Enhanced Psychological Well-Being Intervention decrease the

family caregivers’ burden of care?

1.3 Objectives

1.3.1 General objective
To evaluate the effectiveness of the Enhanced Psychological Well-Being

Intervention of family caregivers of schizophrenic patients before and after the period

of intervention.

1.3.2 Specific objectives
1.3.2.1 To determine and compare the family caregivers’ psychological

well-being before and after the period of intervention.

1.3.2.2 To determine and compare the family caregivers’ burden of care

before and after the period of intervention.

1.3.2.3 To determine and compare the different scores of family

caregivers’ psychological well-being between the intervention and control groups.

1.3.2.4 To determine and compare the different scores of the family

caregivers’ burden of care between the intervention and control groups.



1.4 Hypotheses

Ho : Psychological well-being scores among family caregivers were not
different between the intervention group and the control group after implementation

of the intervention.

H: : Psychological well-being scores among family caregivers were different
between the intervention group and the control group after implementation of the

intervention.

Ho @i =p2 As i = family caregiver in the intervention group

Hi: e # pe u2 = family caregiver in the control group

Ho : Burden of care scores among family caregivers were not different
between the intervention group and the control group after implementation of the

intervention.

Hi. : Burden of care scores among family caregivers were different between

the intervention group and the control group after implementation of the intervention.

Ho:pwi=pe As 1 = family caregiver in the intervention group

Hi:p #pe p2 = family caregiver in the control group



1.5 Conceptual Framework

Independent Intervention Dependent Variable
Variable
1. Family caregiver Intervention Outcome
characteristics . Group - Psychological Well-
e Care duration )
The Enhanced Being
* Health status Psychological - Burden of care
e SES Well-Being
- Age Intervention (based
- Sex on TTM, Positive
- Family * Psychology, and
relationship WBT)
- Marital
Status = "
- Education
- Economic
status
(Employment,
Income) Control Group
2. Schizophrenic
patients’ (Standard
characteristics Service) A
e Functioning >
e Symptoms
e Duration of
illness

Figure 1 Conceptual Framework

1.6 Expected Outcomes
The intervention program could ease or prevent mental health problems with

regard to the burden of care among family caregivers of those diagnosed as

Schizophrenic patients.



1.7 Operation Definitions
Family caregiver [34, 35] defined as a family member

(father/mother/sibling/husband/wife/daughter/son/ son- or daughter-in-law/brother- or
sister-in-law) aged 18 years old or older who provides most of the long-term care
required for a family member diagnosed with schizophrenia on a voluntarily basis.

Age [36] defined as the number of years that a family caregiver has lived. It

can be rounded up to 1 year if the duration is more than 6 months.

Sex [37] defined as the biological characteristics which define a family

caregiver aS a man or woman.

Family relationship [38] defined as some degree of kinship — whether
through blood, marriage, or adoption between family caregivers and Schizophrenic
patients such as father, mother, sibling, husband/wife, daughter, son, son- or daughter-

in-law, and brother- or sister-in-law.

Marital Status [39] is defined as the family caregivers’ state of being single,

married, widowed, divorced, or separated, whether in-law or not.

Education [21] is defined as the final education level of the family caregivers:
uneducated, primary, secondary, Vocational Certificate/ Technical Certificate, High
Vocational Certificate/ Diploma, Bachelor’s Degree, or others.

Economic status [21] is defined as a situation of employment or of being
unemployed and the amount of income per month one receives from all sources

including allowance for disabilities, support from others, and so on.

Duration of Schizophrenic patients’ illness [3] is defined as the number of
years since the Schizophrenic patients had been diagnosed as schizophrenia until the

present. It can be rounded up to 1 year if the duration is more than 6 months.

Schizophrenic patients’ Symptoms [40] is defined as both positive
symptoms such as delusions, hallucinations, catatonic behavior, disorganized speech,
and negative symptoms such as poverty of speech, affective flattening, avolition, or

other psychotic symptoms.



Schizophrenic patients’ functioning [41] is defined as the Schizophrenic
patients’ performance in daily life activities (self-help in eating, dressing, bathing,
excretion) which were recorded by the family caregiver and classified. These can be
divided into four functioning groups: deficit, ineffective, questionable, and complete.
Deficit functioning is defined as how much longer the Schizophrenic patient takes
than normal and whether they need a lot of help from others. Ineffective functioning
is determined when Schizophrenic patient is inefficient in completing basic tasks and
takes longer than normal but can finish the task. Questionable functioning is
determined when a Schizophrenic patient is inefficient in completing basic tasks but
can finish on time. Complete functioning is determined when a Schizophrenic patient

can do daily activities as normal.

The Enhanced Psychological Well-Being Intervention program is defined
as a group of workshops for family caregivers of Schizophrenic patients that is
comprised of four workshops taking place every other week. Mainly, this program
aims to increase psychological well-being and to decrease the burden of care placed
on the caregiver by employing the Transtheoretical Model, Positive Psychology
(Mindset, Psychological Well-Being, Positive Psychology Intervention), and Well-
Being Therapy.

Psychological well-being [33, 42-44] is defined as the balance of wellness
that encompasses concepts of autonomy, environment mastery, personal growth,
positive relations with others, feelings of purpose in life, and self-acceptance. It will
be assessed through the use of the Psychological Well-Being Scale (PWBS).

Burden of care [18, 20, 45, 46] is defined as either the positive or negative
perception and experience of being a family caregiver for Schizophrenic patients. It

will be assessed through the use of the Zarit Burden Interview (ZBI).
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CHAPTER II
LITERATURE REVIEW

2.1 Schizophrenia
Schizophrenia is characterized by ‘“cognitive, behavioral and emotional

abnormalities, including positive symptoms (e.g., delusions, hallucinations, catatonic
behavior, disorganized speech) and negative symptoms (e.g., poverty of speech,
affective flattening, avolition)” [40].

As referenced by the International Classified Listing of Diseases (ICD-10)
[47], the general characteristics of schizophrenia involve a distortion of thinking and
perception and other related inappropriate affects. The important symptoms of
schizophrenia can be divided into nine groups:

(1) thought echo, thought insertion or withdrawal, and thought broadcasting;

(2) delusions of control, influence, or passivity, clearly referring to body or
limb movements or specific thoughts, actions, or sensations; delusional perception;

(3) hallucinatory voices giving a running commentary on the patient’s
behavior, or patients carrying on a conversation with themselves, or other types of
hallucinatory voices coming from within;

(4) persistent delusions of other types that are culturally inappropriate and
completely impossible, such as perceived religious or political identity, or superman
powers and abilities (e.g. being able to control the weather, or being in
communication with aliens from another world);

(5) persistent hallucinations in any modality, when accompanied either by
fleeting or hale-formed delusions without clear affective content, or by persistent
over-valued ideas, or when occurring every day for weeks or months on end;

(6) breaks or interpolations in the train of thought, resulting in incoherence or
irrelevant speech, or neologisms;

(7) catatonic behavior, such as excitement, posturing, or waxy flexibility,
negativism, mutism, and stupor;

(8) “negative” symptoms such as marked apathy, paucity of speech, and
blunting or incongruity of emotional responses, usually resulting in social withdrawal
and lowering of social performance; it must be clear that these feelings are not due to

depression or to neuroleptic medication;
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(9) significant and consistent change in the overall quality of some aspects of
personal behavior, manifesting as a loss of interest, aimlessness, idleness, a self-
absorbed attitude, and social withdrawal.

In acute phases of schizophrenia, positive symptoms are easily noticed [48].
For example, the Schizophrenic patient will experience a loss in contact with reality,
delusions, hallucinations, thought disorders and movement disorders. These
symptoms can be severe in some cases, but some are hardly noticeable. In the chronic
phase of schizophrenia, negative symptoms are dominant while positive symptoms
can reoccur [48].

The risk factors for schizophrenia are either environmental or genetic [49].
For the environmental factors, these include infection, malnutrition, cannabis use, and
certain social factors such as migration, childhood trauma, and socioeconomic status.
The genetic factors are relevant to a subject’s genes and their interactions with others,
as well as certain genetic and environmental conditions, and exposure to different
environments.

Schizophrenia is a worldwide pervasive neuropsychiatric disorder with a
prevalence of 1% in the adult population and a mean annual incidence rate of 0.2 per
1,000 people at a range of 0.04-0.58 per 100 people [40]. However, the prevalence
and incidence rates are varied due to the differing definitions of schizophrenia. In a
2003 survey of schizophrenia of the Thai population aged 15-59 years [5], the
prevalence was found to be 8.8 per 1,000 people with a male to female ratio of 1.1 to
1. The modeled incidence rate was 0.3 per 1,000 and was highest for subjects aged
15-24 years for both male and female individuals. The average duration of time for
schizophrenia was 30 years in men and 34 years in women. The YLD of
schizophrenia per capita in Thailand (0.004) was higher than the average number
across the world (0.002) and among all other Southeast Asian countries (0.001).
Chronically disturbed cognition levels of subjects identified as Schizophrenic patients
can affect the executive function and verbal fluency of the subjects [40]. For all
individuals who have been diagnosed as living with schizophrenia for more than ten
years [48], only 25% might completely recover. Another 25% of these individuals
would experience some degree of improvement but would need a support network,

and 15% would show no improvement and so would need to be re-hospitalized.
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Furthermore, the Schizophrenic patients and family members will also have to
absorb direct and indirect costs related to providing care [50]. The main cost is the
cost of hospitalization, and the rest include out-patient services and medication. The
range of costs per year per person of schizophrenia is approximately THB 87,000 to
THB 31,000. Whereas the indirect, unemployment, absenteeism and presenteeism
values of Schizophrenic patients and family members was 61% of the economic
burden of schizophrenia. The indirect costs also include intangible costs (such as
pain, suffering, and quality-of-life) and direct non-health care costs (such as those
associated with law enforcement and the criminal justice system). The recommended
treatment for schizophrenia includes generic risperidone as a first line of treatment in
combination with family intervention programs, and treatment with clozapine for
those who do not respond to risperidone [51]. The factors viewed as the facilitators of
recovery were illness acceptance, hope, and adherence to treatment, whereas the
barriers included a low level of self-responsibility and other illness-related factors
[52].

A study in Thailand revealed that the overall perception of a person diagnosed
with schizophrenia can be divided into four themes: perception of mental illness,
perception of the cause of illness, perception of discrimination, and attempting to live
with schizophrenia [48]. Individuals identified as Schizophrenic patients perceived
their illness as one that is chronic with a need for regular medication and treatment,
and as one with a low recovery rate. They believe that supernatural powers, bad
karma from past actions, or biological factors were the causes of their illness. They
were commonly discriminated against by the community and were often called “phee-
bha (mad)”. Consequently, they believed that their illness was chronic and had to find

a way to live with their illness.

2.2 Family caregiver and burden of care
Caregiving is defined as the activities delivered by family members who have

established certain roles and relationships with the Schizophrenic patients, for
example wife-husband, and child-parent. Support is given in the form of care that they
are not able to provide for themselves [14, 53]. A principle caregiver is someone who

provides the greatest level of care and support to a patient [35]. Informal caregiving
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is used to describe the relationship between the caregiver and the client, and involves
offering care in the form of time, effort, et cetera with no payment being given [20].
A study in Finland reported that there are five types of caregivers for people with
mental illnesses [54]. The frequency for the indicated type is as follows: coping
(43.4%), resigned (20.5%), activating (20.1%), anxious (11.9%), and supervising
(4.1%).

The situations of family caregivers in Thailand are divided into two groups:
those that are willing and those that are unwilling [55]. The first group refers to a
family caregiver who is willing, and the second refers to an individual who is
unwilling to care for the Schizophrenic patients. Nevertheless, both groups would
require some information and knowledge of schizophrenia with regard to the proper
care for an individual diagnosed as Schizophrenic patients, and the appropriate
treatment for them. Family caregivers could help the Schizophrenic patients in
providing routine care, searching for alternative forms of medicine, preventing
psychotic episodes, and by planning for the future. At a stable stage of illness, family
members of Schizophrenic patients may have a stronger impact on their psychological
status due to the presence of other stresses that are associated with family life [56].

From the 3 C strategies [57] (Client-Caregiver-Community) of caring for the
Schizophrenic patients in the community, the first role of the caregiver is that they
should understand and accept the Schizophrenic patients. Secondly, they should
observe the warning signs associated with Schizophrenic patients, and have
appropriate skills for providing care for Schizophrenic patients. Finally, they should
also manage their own mental health state in order to prevent feeling excessively

stressed.

Thai family caregivers engage in “tactful monitoring” in order to prevent the
occurrence of a potential “psychotic event” [58]. Tactful monitoring includes
unobtrusive observation and strategies for calming the subject.  Unobtrusive
observation is done by keeping an eye on the subject, checking medications, and
questioning the subject (asking about symptoms, reminding about medications, and
preventing strong beverage intake levels). One strategy of calming involves family

caregivers using the phrase “getting better” (low expectations with Schizophrenic
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patients). The other strategies involved helping the Schizophrenic patients to get
better by attending to the activities of daily life, using positive words, preparing
favorite foods, and encouraging socialization.

The burden of care is a complex construct with a range of challenges and has a
simple definition. It is normally characterized by being both broad and negative [35].
It is frequently defined by its impacts and the consequences it projects on caregivers.
These include the emotional, psychological, physical and economic impacts that are
both obvious and distressing such as shame and embarrassment, as well as feelings of
guilt and self-blame. The experience of providing care can be used instead of the
“burden of care” because it has both positive or negative aspects [35].

The development of the level of burden over a period of twelve months among
Schizophrenic patients family caregivers is comprised of six types: 1) a constantly
high level of burden, 2) an increased level of burden, 3) a reduced level of burden, 4)
a shifting level of burden, 5) a preeminence of other burdens, and 6) a consistently
low level of burden [59]. The types of burden can change based on the symptoms of
the Schizophrenic patients. In the acute phase [59], family caregivers suffer from an
increased level of burden (8%), and a preeminence of other burdens (19%). There is a
concern over the degeneration of burdens associated with the care of a Schizophrenic
patients, and other non-illness-related burdens such as those involved with health,
financial, and other concerns. In the chronic phase [59], family caregivers had a
consistently low level of burden (8%), as those classified as Schizophrenic patients
had little or no impairments. They also had a reduced level of burden (14%) when
they were accepting of or had knowledge of the Schizophrenic patients who was in
recovery. Sometimes, their level of burden fluctuated from an increased level of
burden to a reduced level of burden. This was classified as a shifting level of burden
(8%). Conversely, a consistently high level of burden was observed along with the
highest level (40%) of burden among family caregivers who cared for individuals
identified as Schizophrenic patients with severe and permanent psychological
function deficiencies.

Family caregivers’ burden can be divided into two types: objective and
subjective burdens [20, 35, 59]. Objective burdens affect one’s family life as a result

of the relevant psychotic symptoms. These effects impact upon the family in terms of
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demands on their time. The burden places financial demands on the family. Subjective
burden is identified by the extent to which an informal caregiver perceives the burden
of care. In Sweden [60], informal caregivers committed 22.5 hours per week and
around 14% of their income toward addressing the objective burden. For the
subjective burden, mental problems were found to be the most prominent issues.
Most informal caregivers perceived subjective burden as being the most troublesome.
Informal caregivers stated that 54% of care providers had their own mental health
problems, and 50% of them experienced relational problems as a result of providing
care for a family member. The burden of family caregivers is a multi-dimensional
phenomenon that encompasses issues related to mental health, physical conditions,
social life, and financial status, as well as the overall functioning of the family as a
whole [18].

With regard to the symptoms phase of schizophrenia [59], in the acute phase,
family caregivers can feel powerless and helpless, and experience emotions of fear,
annoyance, and anger. In the chronic phase, they can feel guilty over being a poor
parent, or feel hopelessness, grief, loss, and may worry about the future of the
Schizophrenic patients. The psychological experiences of the family caregiver of a
Schizophrenic patients can fluctuate in either positive or negative ways during the
process of providing care [61]. Some studies have suggested that those who
experience greater negative caregiving experiences also do experience positive
caregiving experiences [61]. Obviously, caring for Schizophrenic patients can
involve some degree of inconvenience and can even be associated with feelings of
suffering [18, 61-63]. They can feel sad, disappointed, concerned and discouraged as
a result of caring for a Schizophrenic patient. The three most common forms of
dysfunction experienced by family members who care for a Schizophrenic patients
involved issues related to problem-solving, communication, affective responsiveness,
and affective involvement [3]. Family caregivers were able to establish some degree
of emotional coping by acceptance, positive self-talk, relying on religious principles
or beliefs, and by comparing their suffering with others [61]. From the tactful

monitoring process, even though family caregivers accepted the illness of the
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Schizophrenic patients, they still felt significantly tired and sad because of their
situation [58].

Schizophrenic patients family caregivers face significant burdens [17]. They
tend to be a group of people who are at risk of developing their own mental health
problems because the burden may be mediated by an association between stressors
and psychological distress [21]. The stress that caregivers experience from providing
care for Schizophrenic patients increases their level of vulnerability to emotional
distress and to physical and mental health problems, such as depression [22, 64]. The
rates of significant depressive symptoms among family caregivers of Schizophrenic
patients can vary across countries [22], with reported rates of 34% in the United
States, 66% in India, 83% in Italy, 6% in Malaysia [23] and 19.5% in Thailand [22].
Studies in Germany found that family caregivers of impaired elderly individuals with
and without certain mental disorders exposed them to an increased risk of some form
of mental disturbance [65]. Dutch family caregivers of mental disorders, and
especially those with somatic diseases, experienced higher degrees of subjective
burdens than those of family caregivers who did not have a somatic disease [66].
Family caregivers of Schizophrenic patients indicated that they had a middle to high
level of subjective burden in China [67], India [14], Nigeria [21]. Additionally,
family caregivers of Schizophrenic patients experienced a higher level of burden than
family caregivers of Bipolar Disorder in terms of the caregivers’ routine, external
support and other relations [14]. In Nigeria, 91.6% of family caregivers of
Schizophrenic patients defined the subjective burden in terms of ‘any member
becoming depressed, weepy, irritable’ [21]. A study on the prevalence of burden
among family caregivers of Schizophrenic patients in Malaysia reported that 14% of
family caregivers of Schizophrenic patients experienced some degree of
psychological distress [23], whereas chronic family caregivers in Singapore
predominantly experienced feelings of embarrassment and worry [68]. A study in
Thailand revealed that 65.5% of family caregivers of Schizophrenic patients
perceived themselves to be in a poor physical state of health [22]. However, there
were fewer studies on the correlation between the burdens and the psychological well-

being of family caregivers of Schizophrenic patients. A review of current literature
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identified two relevant studies. Indian family caregivers of Schizophrenic patients
reported that 80% of them felt a moderate level of burden among older caregivers and
spouses [24].

Nevertheless, being a family caregiver can result in some positive experiences
[61, 62]. The positive aspects of providing care have been measured and identified as
positive caregiving experiences, caregiving satisfaction, caregiving gains and finding
meaning through caregiving, all of which emerge as the positive aspects of providing
care. Studies have suggested that caregivers of patients with schizophrenia and
psychotic disorders experience caregiving gains (in the form of becoming more
sensitive to persons with disabilities, gaining clarity about their priorities in life and
having a greater sense of inner strength), experience good aspects of relationship with
the patient and acknowledge a range of potentially positive experiences. They also
gain a sense of understanding, and of being calm, accepted, and responsible for taking
care of the Schizophrenic patients [61]. For Thai Buddhist family caregivers, caring
is a Buddhist belief that is correlated with feelings of compassion, acceptance, and
management [63]. Caregiving is a Buddhist belief according to the notions of Karma
(merit and demerit), past lives and rebirth, and dharma. Caregiving is considered a
state of compassion by providing care (metta) and support (karuna). Caregiving is
distinguished by three concepts: stress, symptoms, and treatment. The perception of
someone labeled as Schizophrenic patients with schizophrenia in Thailand is strongly
related to certain underlying cultural practices, beliefs and attitudes that are unique to
Thai society, including notions on the causation of schizophrenia as mystical powers,
black magic, and bad karma stemming from past actions [48]. Due to this uniquely
sensitive perception of Schizophrenic patients, the informal caregiver should be more

sensitive in caring and living with these individuals.

2.3 Factors related to the subjective burden of family caregivers
Based on the stress model [69], the stress process can have four domains: the

background and context of stress, stressors, the mediators of stress, and the outcomes
or manifestations of stress. The burden of care is one of the consequences of stress, as

is shown in Figures 2.
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Figure 2 Conceptual Model of Caregiving Process and Caregiving Burden for those
with Schizophrenia and Severe Mental IlInesses
2.3.1 Background and context

Socioeconomic situation

Age: Age of Schizophrenic patients and Schizophrenic patients caregivers
with regard to the physical health and mental health of others [21, 70]. A study in
Singapore found that age was associated with a high level of perceived burden [68].
Age was also positively correlated with the burden of care [71].

Sex: Sex is related to the family caregiver’s level of subjective burden [18,
60] and their psychological well-being [72]. Females reported feeling greater
amounts of anxiety and/or depression than male caregivers, and also were more
concerned about their economic situations. In Singapore, female family caregivers
for those with any chronic illness were more likely to perceive a degree of subjective
burden than male caregivers [68]. With regard to Schizophrenic patients, being a

female patient have a significant relationship to high levels of emotional distress
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among family caregivers [73]. Additionally, the relationship between gender and
family caregiver burden has been mediated by resilience [74].

Family relationship: A number of studies reported on the important effects
of the family relationship on Schizophrenic patients in countries like Thailand, Africa
and Chile [2, 70]. There were a range of positive factors for the capabilities of family
caregivers in caring for Schizophrenic patients [2]. For instance, the relationship of
the family caregiver and the Schizophrenic patients can have an effect on the physical
and mental health of all those involved [21]. Being the partner [66, 75, 76], parent
[59, 75] or a child [66] of a person identified as a Schizophrenic patients can also be
associated with a higher level of subjective burden.

Marital status: Marital status is significantly and independently associated
with a high perception of burden. [68]

Education: Education level of family caregivers of Schizophrenic patients
is related to the burden of care [21, 68, 70] and was found to be a negative predictor
of burden [71]. Education was significantly and independently associated with a high
degree of perceived burden [68]. Additionally, lower education levels are associated
with a high level of emotional distress and increased levels of caregiver burden [73].
The best predictor of the burden of family caregivers was found to be their level of
education [67]. Some studies have found that the negative predictors for the burden
of care [71] included having a lower level of education with even more burden being
identified in residential and rural areas [17].

Economic status (employment, income): Even though no main determinant
was identified, the socioeconomic situation seemed more clearly linked to the family
caregiver’s level of objective burden [18, 20]. Some studies in places like Africa and
Chile revealed that caregiver employment was associated to the family caregivers’
degree of burden [70]. Caregiver employment and income are related to the
caregiver’s burden when they have a job and receive a salary [66, 68]. Low income
levels can lead to even greater levels of burden, especially when the individuals in
question reside in rural areas [17]. On the other hand, patients who were unemployed

have been associated with high levels of caregiver burden [73].
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2.3.2 Source of process (Stressors)
Schizophrenic patients’ characteristics

Function (ADL): The limited capabilities of Schizophrenic patients who
were engaged in self-care can have a negative effect on the function of providing that
care [19]. Caregiver burden was negatively correlated with Schizophrenic patients
functionality [71]. Some studies argued that the functional level of the ability of the
Schizophrenic patients to administer self-care did not relate to the psychological
morbidity of those individuals [56].

Positive or negative symptoms: The severity of the positive or negative
symptom behaviors was related to the degree of subjective burden, whereas the
severity of the negative symptom behaviors was related to the objective burden [77].

Duration of Schizophrenic patients illness: The levels of
psychopathology and disability were directly correlated with the caregivers’ burden
[78]. The number of hospitalizations of patients was also related to the burden of the
family caregiver [71, 78]. Longer durations of providing care were also associated
with caregiver burden [74].

Care duration: Stress directly relates to the caregivers’ burden. Care
duration has a negative effect on the caregivers’ level of stress, whereas the patient’s
condition has a direct effect on the caregivers’ level of stress [3, 56]. The amount of
daily time spent with the patient was negatively correlated with caregiver burden [71].
More than 50 hours of providing care per each week, and providing less than three
years of care for the Schizophrenic patients, were related to the objective burden of
the caregivers [66]. Living together with Schizophrenic patients in the same house
was related to the objective burden [66], although it was a positive predictor of that
burden [71].

Health status: Health status was found to be one of the factors that
were related to the burden of care. Caregivers with a low quality of life and those
who have had an illness were related to a higher subjective burden [66]. The mental
health status of family caregivers with various disorders, such as dysthymia, major
depression, bipolar disorder, generalized anxiety or obsessive compulsive disorder,
was associated with a high perceived burden [68]. Chronic illnesses among family



21

caregivers were a negative factor for their capabilities in terms of providing care for
Schizophrenic patients [2].
2.3.3 Mediators of stress (Intervening resource)

A study was conducted on three relevant factors (cognitive appraisal,
coping strategies, and social support) and their relationship to subjective burden and
wellbeing [79]. It was found that a greater number of positive and negative symptoms
were related to behavior perception. Notably, problem-focused oriented coping
strategies associated with negative symptoms, and problem-solving oriented coping
strategies associated with positive symptoms, were both related to high levels of
subjective burden. Moreover, a lower perceived frequency of positive symptom
behavior and social support were found to be related to well-being.

Coping mechanisms, personal traits, and family functioning all can
have an effect on the burden of care [80]. There was a significant correlation between
the level of burden and the type of family caregiver (psychoticism) [81]. Coping
levels were significantly correlated with extrovert personality types. This type of
personality can deal better with Schizophrenic patients in the family than other types
of personalities (psychoticism, and neuroticism) [81]. Good coping levels were
correlated with environmental health (the fourth domain of QoL). Family caregivers
of Schizophrenic patients who lived in nuclear families employed better coping
strategies than those living in extended families [81]. A study on anger found a
positive and weak relationship between burden and anger [82]. Bademli, Lok, and
Kilic [82] found that emotional burden had a negative and strong relationship with
anger control, while physical burden had a positive and strong relationship with traits
of anger and the concept of anger-in. Time-dependency burden had a positive and
medium relationship with traits of anger. Development burden had a negative and
strong relationship with anger control, a positive and medium relationship with trait
anger, and the concepts of anger-out and anger-in. Lastly, social burden had a
positive and weak relationship with trait anger and the anger-in concept.

Emotionally-focused coping strategies: A caregiver’s personality was
associated with the burden of providing care. The predictors of caregiver burden
included “being able to open up” to other members or friends [68], anxiety[22] and

emotionally-focused coping strategies (self-control and escape-avoidance) [22].
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Social support: Perceived social support had an inverse correlation
with caregiver burden [78]. Seeking social support and the relevant coping strategies
had a positive correlation with caregiver burden, whereas no consistent correlation
was found between problem focused strategies and the burden of providing care [83].

Intrapsychic factors

Sense of coherence and the perception of a serious illness: Family
caregivers who perceived Schizophrenic patients as being less responsible for their
negative symptom behaviors were associated with higher levels of objective burden,
whereas the perceptions for positive symptom behaviors were not related to the
objective burden [77].

A number of studies were conducted in a Thai context. The factors that were
related to family burden included duration of illness, mothers’ employment status,
family functioning, cash demands, seeking spiritual support, family appraisal of the
situation, and the psychological mobility of relatives [3, 56]. The relationship
between the family caregiver and the Schizophrenic patients was influenced by the
duration of care, age, and social support as the positive factors for family caregivers’
capabilities of providing care for the Schizophrenic patients, whereas a chronic illness
in the family of the caregiver of the Schizophrenic patients was found to be a negative

factor r21.

On the other hand, there are arguments claiming that these factors were not
related to the family caregiver’s subjective burden. Subjective burden was not
associated with the caregivers’ sex, caregivers’ marital status, years of living together,
patients’ sex, patients’ education level, patients’ employment, government support,
and total number of episodes, knowledge and the family caregivers’ capabilities in

caring for Schizophrenic patients [2, 70].

2.4 Measurement tools for psychological well-being and burden of care

2.4.1 There are various tools used to measure the level of psychological well-
being [24, 84]. Some make direct assessments, but some assess only the issues that
are deemed to be relevant to psychological well-being. Other tools are web-based
resources employing quality of life and well-being related scales, as well as

Satisfaction with Life Scale (SWLS), Psychological Well-being Scales, the Subjective
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Happiness Scale (SHS), Authentic Happiness PANAS (Positive and Negative Affect
Schedule), CES-D, Fordyce Emotions Questionnaire, Approaches to Happiness Scale,
Warwick-Edinburgh Mental Well-being Scale (WEMWABS), and Psychological Well-
Being Scales (PWBS).

Other scales are used to measure specific mental health issues such as GHQ-
12, Patient Health Questionnaire (PHQ-9), Center for Epidemiologic Studies
Depression Scale (CES-D), PANAS (Positive and Negative Affect Schedule), and

Bradburn’s Affect Balance scale.
2.4.2 Measurement of burden of care [24, 85-88]

There are many measurement tools that are used to assess the burden such as
Zarit Burden Interview (ZBI) by Zarit et al. (1980), Social Behaviour Assessment
Schedule (SBAS) by Platt et al. (1980), Family Burden Interview Schedule (FBIS) by
Pai and Kapur (1981), Feetham Family Functioning Scale (FFFS) by Roberts and
Feetham (1982), Caregiver Burden Inventory (CBI) by Novak and Guest (1989),
Burden Assessment Scale (BAS) (Reinhard et al., 1994) [85], Experience of
Caregiving Inventory (ECI) by Szmukler et al. (1996), Perceived Family Burden
Scale (PFBS) by Levene et al. (1996, Involvement Evaluation Questionnaire (IEQ) by
Van Wijngaarden et al. (2000), Family Burden Scale (FBS) by Madianos et al.
(2004), CarerQoL Instrument (CarerQoL) by Brouwer et al. (2006), the Schizophrenia
Caregiver Questionnaire (SCQ) by F. Hoffmann-La Roche, Zarit et al. (2012), and the
Burden Assessment Schedule (BAS). However, only the Zarit Burden Interview
(ZB1) and Burden Assessment Schedule (BAS) have been made available in Thai
versions. Both tested the psychometric factors of the caregiver with regard to

dementia and schizophrenia.

2.5 Intervention for family caregiver of Schizophrenic patients
As family caregivers are accepted as important resources for Schizophrenic

patients, a significant amount of empirical evidence has been studied. Family
intervention as psychoeducation and support groups were found to have a beneficial
effect on the course of Schizophrenic patients [18]. Psychoeducation is a strategy for

teaching patients and families about mental health diseases, treatment strategies,
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coping techniques and resources. Examples of the results of psychoeducation include
a decrease in the degree of burden, and positive results were especially noticed among
mothers and caregivers with lower education levels [89]. A support group was
formed that focused on client-led interventions to professionally-controlled mental
health interventions. An RCT study involving mutual support groups for families of
Schizophrenic patients found that the duration of patient re-hospitalization and
increased family functional levels increased the degree of the family burden [53].

The trend of psychosocial interventions for family members of Schizophrenic
patients nowadays is believed to encourage the establishment of positive
environments, while decreasing the levels of expressed emotions. From the Cochrane
database of systematic reviews [26, 27], there have been 369 studies involving brief
family interventions and 327 studies involving family intervention programs.
Nevertheless, only 4 of the 369 studies, and 53 of 327 studies followed the
randomized control trial design. Intervention programs can work by reducing levels
of expressed emotion, stress, family burden, and by enhancing the capacity of
relatives to solve problems whilst maintaining patient compliance with medication
regimens. Additionally, family intervention programs aim to reduce any potential
relapses and the subsequent need for hospitalization.

Briefly, family intervention programs for Schizophrenic patients [26] are
comprised of five sessions or less and should be delivered by mental health
professionals. The aims of the intervention program are to improve the capabilities of
relatives in anticipating and solving problems, achieving significant changes in
relatives’ behavior and belief systems, supporting relatives by setting and maintaining
suitable limits and by maintaining some degree of separation as appropriate. The
intervention program also aims to minimize emotions of anger and guilt felt by
relatives, minimize negative family environments, build therapeutic coalitions with
the caregivers of a person with schizophrenia, and to encourage an understanding of
the limitations to patient performance. It was designed to educate the Schizophrenic
patients and their family members about the illness, create an alliance in planning the
treatment strategy and to provide mutual support to all those involved and then to
generate an understanding of the disease. In family intervention programs, family

members can provide insight to researchers into the signs and symptoms of the illness.



25

Family intervention programs for Schizophrenic patients [27] involve six
sessions or more and are delivered by skilled and specifically trained mental health
professionals. The intervention program is constructed through an alliance with
relatives who care for the Schizophrenic patients. The aim of the program is to reduce
the presence of an adverse family atmosphere (by lowering the emotional climate in
the family by reducing stress and burden on relatives), to enhance the capacity of the
relatives to anticipate and solve problems, to reduce any expressions of anger and
guilt experienced by the family members, to maintain reasonable expectations in
terms of patient performance, the encouragement of relatives to set and keep to
appropriate limits whilst maintaining some degree of separation when needed, and to
attain desirable change in the behavior and belief systems of relatives. The
intervention program was designed to include motivated interviews and a regimen of
cognitive behavioral intervention. There would be 24 hours of support made available
to family therapy groups, along with a crisis-oriented family intervention plan, a
relaxed training strategy, role play activities, and homework exercises.

In Thailand, helping the family members of Schizophrenic patients involves
four major stages; establishing trust, strengthening connections, promoting readiness
to care, and supporting the family [90]. Further studies on the keys to success for
building a system of supportive care for Schizophrenic patients revealed a five-stage
approach [91]. First, the approach would involve building trust between psychiatric
nurses and informal caregivers. Second, there would be a procedure of engagement
with the family members to assess their concerns and needs. Third, a mutually
arranged preparation plan for giving care would be established. The fourth, stage
would involve broader cooperation between all involved with Schizophrenic patients
care. Finally, a system of monitoring outcomes would need to be employed.

In Thailand in the past, families were seen as one of the causes of
schizophrenia. Over the last two decades, family caregivers in Thailand have been
considered in the development of a system of treatment of Schizophrenic patients
[92]. Family caregivers tend to suffer from a range of Schizophrenic patient
symptoms and also experienced increases in the amounts of burden they shouldered.
They also lacked knowledge with regard to the background of schizophrenia and how

to provide care. Nowadays, these individuals are exposed to various intervention
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programs that deliver knowledge and skills on providing care, instruction on the
benefits of family therapy and how family groups can be supportive. All of these
focused on supporting and helping the family caregivers in providing care for
Schizophrenic patients. Some examples of this in Thailand are presented in Table 1.

Table 1 Examples of family caregiver of Schizophrenic patient intervention strategies

in Thailand

Intervention

Contents

Results

Holistic caring

program [93]

Six sessions

1) rapport and motivate building
2) self-esteem building

3) spiritual well-being

4) knowledge of Schizophrenic
patients caring

5) health caring

6) social skill developing.

Decreased caregivers’

burden

Combined individual
and family
psychoeducation
[94]

Psychoeducation at home

For Schizophrenic patients

1) Orientation and knowledge of
schizophrenia

2) Relapse prevention

3) Symptoms observation and
important of regularly medication
intake

4) Relationship and
Schizophrenic patients
responsibility

5) Stress management

1. Increased knowledge
of both the
Schizophrenic patients
and the informal
caregiver

2. Increased daily
function abilities score
among Schizophrenic

patients.
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Intervention

Contents

Results

Combined individual
and family
psychoeducation
[94]

For family caregiver

1) and 2) same as Schizophrenic
patients

3) Acute and rehabilitation phase
treatment

4) Family role in caring

5) communication, family
construction and problems

6) stress management

Case management on
medication adherence
behavior of

Schizophrenic

Case management following the
individual case management
manual and clinical pathway for

Schizophrenic patients in the

1. Increased medication
adherence behavior
scores

2. Decreased the burden

patients community of care
[95]
Psychiatric Family Six sessions Deceased the burden of

Caregiving Program
[96]

1) Knowledge of Schizophrenic
patients care

2) Knowledge of schizophrenia
and Schizophrenic patient
symptoms

3) Knowledge of medication and
other treatments

4) Daily functioning skill

5) Adversity behavior
management

6) Medication management

care
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Intervention

Contents

Results

Caregiver’s
empowerment
program of
schizophrenic
patients with auditory
hallucinations [97]

Three activities

1. how to learn about the effects
on caregivers from caring for a
schizophrenic patient with violent
behavior

2. effectiveness of coping with
the problem

3. how to request assistance from
other support systems to manage
a schizophrenic patient with

violent behavior

The care behavior scores
of schizophrenic patients
with auditory
hallucinations were

higher than the control

group

coping skills
enhancement
program
compounded with

seven activities [98]

Seven activities

1) relationship building

2) appraisal of caregiving related
stress

3) seeking resources and
enhancement of knowledge/ skills
vital for schizophrenia’s caregiver
4) communication skills training
5) problem-solving coping skill
training

6) emotion-focused coping skill
training

7) reappraisal

Increased the level of
caring ability of
Schizophrenic patients’

caregivers

A number of other studies were conducted and found that psychological well-

being could be applied to the family caregiver of Schizophrenic patient intervention

program, as is shown in Table 2.
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Table 2 Examples of intervention programs that focused on psychological well-being

Intervention | Target Contents Results
Worldwide

Positive Elderly | Self-administered positive 1. Gratitude visits, three

Psychology psychology intervention in | good things, using

Intervention
[99]

an online setting
1) Gratitude visit
2) Three good things
3) Three funny things
4) Using signature
strengths in a new

way

signature strengths in a
new way increased
happiness.

2. Three funny things and
using signature strengths
in a new way decreased

depressive symptoms.

Lighten up! A
community-
based group
intervention
[100]

Elderly

Eight sessions, each 90 mins
: Teach to identify and savor
positive experiences across
multiple domains of
eudaimonic well-being

1) well-being in everyday
life

2) well-being in the past

3) obstacles to savoring
well-being

4) automatic thoughts and
impacts on well-being

5) cognitive reconstructing
6) domains of well-being

7) strategies to improve
well-being

8) well-being and health

1. Increased psychological
well-being, life
satisfaction, social well-
being

2. Decreased levels of
depression, physical
symptoms, sleep

complaints
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Intervention | Target Contents Results
Thailand
Holistic Family | Six activities 1. Capabilities in caring
Caring Caregiv | 1. Rapport and motivation increased.
Program [93] | er of 2. Self-esteem development | 2. Burden of care
Schizop | 3. Spiritual well-being decreased.
hrenic | 4. Schizophrenic patients
patients | care knowledge and attitude
5. Health education
6. Social skill development
Personal Elderly | Twelve sessions 1. Psychological well-
Growth - 3 to 5 sessions per week being increased
Group [101] - 1to 1.30 hrs. per each 2. Key success factor
session 2.1 Positive interactions
Group process of personal and warm and trusting
growth group counselling relationships between the
- Security stage leader and group members
- Acceptance stage 2.2 Supportive and
- Responsibility stage meaningful relationships
- Working stage experienced by group
- Closing stage members
Successful Elderly | Six key factors of high -
aging of Thai psychological well-being
elderly [102] 1. Mindfulness with life

2. Engagement in
worthwhile activities
3. Pride in oneself

4. Satisfaction with life
5. Positive family
relationship

6. Good health
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Generally, family interventions tend to focus on various communication
strategies that include problem solving and stress management techniques, as well as
by providing a level of psychoeducation on schizophrenia and the management of it.
There have only been a few studies that were specifically focused on the impacts and
the easing of the burden of care placed on informal caregivers [35]. Most of the
family caregiver intervention programs have been focused on the level of burden of
the family caregiver, or on the negative aspects of providing that care along with the
methods of coping for family members as the main outcomes. Researchers in this
field have recommended that future family intervention programs should be set up as
follows [18, 56, 79]. First, they should be developed based on the resiliency model in
conceptualizing family life with Schizophrenic patients [56]. Second, they should
employ a narrow focus but should still include the other dimensions of providing care
such as quality of life (of either Schizophrenic patients or informal caregiver),
feelings of being recognized and feelings of being valued as an individual [18].
Third, they should involve creative and multi-dimensional approaches in supporting
both family caregivers and Schizophrenic patients [18]. Fourth, they should use
problem-focused coping techniques that include the positive symptom behaviors
which may decrease the level of subjective burden [79]. Fifth, programs should be
focused on the links between multiple dimensions of health and the eudaimonic
aspects of well-being that can provide purpose in life [100]. Sixth, Schizophrenic
patients family caregivers should be given knowledge and support to cope with their
burden and any feelings of anger they may experience [82]. Finally, there should be
mediation of the positive effects of family psychosocial intervention on Schizophrenic
patients’ outcomes involving feelings of sympathy by the relatives and a lack of

dominance [103].

2.6 Theory for developing intervention

There are three strategies of prevention that can be included in the guidelines
for the design of any intervention program [104]. The first involves the concept of
universal prevention. This strategy is designed to be provided to all population
members without regard to any individual risk factors. The second strategy involves

selective prevention. This strategy is designed to be provided for specific members of
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the at-risk population such as substance abusing adolescents. Finally, the last strategy
involves the concept of indicated prevention. It is designed to be provided to
individuals who show early signs of certain important risk factors such as school
failure, stress, and so on. Individuals at this stage have not yet reached the point of

receiving any clinical diagnosis.

In a Thai context [6], for the general public, knowledge of mental health and
mental health illnesses passes the minimum criteria (60%). In contrast, their attitudes
toward these issues did not pass the criteria (53%). The NRPH reported on the
percentage of either clients or family caregivers with knowledge of mental illness
upon being admitted to the hospital [105]. In the Acute Phase II, clients have
knowledge and understanding of caring at 90%, whereas family caregivers have this
type of knowledge at 86%. In the Sub-Acute Phase, clients have knowledge and
understanding of caring at 90%, while family caregivers have knowledge at 87%. In
accordance with the findings of a study conducted in Turkey [71], there was no
correlation between burden and knowledge with regard to schizophrenia among
Schizophrenic patients family caregivers. Therefore, in developing an intervention
program in this study, the researcher focused on the attitudes of family caregivers of
Schizophrenic patients by changing any negative thoughts and emotions, and also by
strengthening their degree of psychological well-being. The theories or concepts that
are being used are as follows: The Transtheoretical Model (TTM), Positive
Psychology (Mindset, Psychological Well-Being, Positive Psychology Intervention),
and Well-Being Therapy.

2.6.1 Transtheoretical Model (TTM)
Transtheoretical Model (TTM) [29] employs the stages of change to integrate

the processes and principles of change across major theories of intervention. TTM
was developed by Prochaska and colleagues from a comparative analysis of the
principal theories of psychotherapy and behavior change in a determination to
integrate all of the more than 300 recognized theories. The core construct of TTM
involves the stages of change, processes of change, decisional balance (Pros and
Cons), and self-efficacy. The model is briefly outlined in Table 3.
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Table 3 Transtheoretical Model Constructs

Stage of Change

Precontemplation  No intention to take action within the next 6 months

Contemplation Intends to take action within the next 6 months

Preparation Intends to take action within the next 30 days and has taken

some behavioral steps in this direction

Action Changed overt behavior for less than 6 months
Maintenance Changed overt behavior for more than 6 months
Termination No temptation to relapse and 100% confidence

Processes of Change

Consciousness Funding and leaning new facts, ideas, and tips that support the

raising healthy behavior change

Dramatic relief Experiencing negative emotions (fear, anxiety, worry) that go

along with unhealthy behavior risks

Self-reevaluation  Realizing that behavior change is an import part of one’s

identity as a person
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Environmental Realizing the negative impacts of unhealthy behavior or the
reevaluation positive impacts of healthy behavior on one’s proximal,

social and/ or physical environment

Self-liberation Making a firm commitment to change
Helping Seeking and using social support for healthy behavior
relationships change

Substitution of healthier alternative behaviors and cognitions

Counterconditioning for unhealthy behavior

Reinforcement Increasing rewards for positive behavior changes and
management decreasing rewards for unhealthy behavior
Stimulus control Removing reminders or cues to engage in healthy behavior

and adding cues or reminders to engage in healthy behavior

Social liberation Realizing that the social norms are changing in the direction

of supporting healthy behavior change

Decisional Balance

Pros Benefits of changing
Cons Costs of changing
Self-Efficacy
Confidence Confidence that one can engage in healthy behavior across

different challenging situations

Temptation Temptation to engage in unhealthy behavior across different
challenging situations
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2.6.2 Positive Psychology Intervention

Positive psychology asserts that a perfect science and practice of psychology
should regard knowledge of pain versus happiness and validated intervention
methods. Positive psychologists attempt to develop intervention programs that have a
well-organized perspective of human experience and can augment mainstream
interventions [106]. Seligman [30] said that treatment is not just fixing an unpleasant
life; it also involves creating a pleasant life. Psychology is not just about disease; it is
about work, education, insight, love, growth, and play. Positive psychology
interventions (PPIs) are the techniques that activate ‘the plesant life, the engaged life
and the meaningful life’[107]. On the other hand, Sin and Lyubomirsky [108] give a
definition of positive psychology interventions that includes the treatment procedures
that are developed to cultivate positive feelings, behaviors or intelligence levels.

m Set point mIntentional Activity m Circumstances

10%

Figure 3 Pursuit of Happiness model

As can be seen in Figure 3, there are three factors that characterize the chronic
happiness level; 50% of happiness set point, 10% of circumstances and 40% of
intentional activities [109]. The happiness set point is controlled by genetics that need
to be fixed, are certain and can be difficult to change. Circumstances, including
national, geographical, cultural region, demographic factors, as well as life story and
life status, are the general factors, but these are fixed by a person’s actual

circumstances. Intentional activities refer to the different ways people think and
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perform. Therefore, changing a person’s intentional activities is a more effective way

of increasing a person’s happiness rather than by trying to change their circumstances.

2.6.3 Well-being Therapy

2.6.3.1 Structure
Well-being therapy (WBT) [28, 110] is based on Ryff’s cognitive model of

psychological well-being. WBT aims to achieve “a state of euthymia”. The
definition of a state of euthymia is constructed of three specific features as follows.
First, there is a lack of mood disturbances that can be subsumed under diagnostic
rubrics. Specifically, if one has a previous history of having a mood disorder, one
should be in full remission. Also, if sadness, anxiety or an irritable mood are
experienced, they tend to be short-lived and are usually related to specific situations.
Ultimately, they do not significantly affect one’s everyday life. Second, one feels
cheerful, calm, active, interested in things and their sleep is refreshing or restorative.
Finally, one displays balance and integration of psychic forces (flexibility) and has a
unifying outlook on life that guides action and feelings in shaping their future
accordingly. They also display a resistance to stress (resilience and anxiety or

frustration tolerance).

Table 4 Definitions of theory-guided dimensions of well-being

Autonomy

High Score Is self-determining and independent; able to resist social
pressures to think and act in certain ways; regulates behavior
from within; evaluates self by personal standards.

Low Score Is concerned about the expectations and evaluations of others;
relies on the judgments of others to make important decisions;
conforms to social pressures to think and act in certain ways.
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Environment mastery

High Score Has a sense of mastery and competence in managing the
environment; controls a complex array of external activities;
makes effective use of surrounding opportunities; able to
choose or create contexts suitable to personal needs and

values.

Low Score Has difficulty managing everyday affairs; feels unable to
change or improve surrounding context; is unaware of
surrounding opportunities; lacks a sense of control over

external world.

Personal growth

High Score Has a feeling of continued development; sees self as growing
and expanding; IS open to new experiences; has sense of
realizing his or her potential; sees improvement in self and
behavior over time; is changing in ways that reflect more self-

knowledge and effectiveness.

Low Score Has a sense of personal stagnation; lacks a sense of
improvement or expansion over time; feels bored and
uninterested with life; feels unable to develop new attitudes or
behaviors.

Positive relations with others

High Score Has warm satisfying, trusting relationships with others; is
concerned about the welfare of others; capable of strong
feelings of empathy, affection, and intimacy; understands the

give and take of human relationships.
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Definitions of theory-guided dimensions of well-being

Low Score Has few close, trusting relationships with others; finds it
difficult to be warm, open, and concerned about others; is
isolated and frustrated in interpersonal relationships; not
willing to make compromises to sustain important ties with

others.

Purpose in life

High Score Has goals in life and a sense of directedness; feels there is
meaning to present and past life; holds beliefs that give life

purpose; has aims and objectives for living.

Low Score Lacks a sense of meaning in life; has few goals or aims, lacks
sense of direction; does not see purpose of past life; has no

outlook or beliefs that give life meaning.

Self-acceptance

High Score Possesses a positive attitude toward the self; acknowledges
and accepts multiple aspects of self, including good and bad

qualities; feels positive about past life.

Low Score Feels dissatisfied with self; is disappointed with what has
occurred in past life; is troubled over certain personal

qualities; wishes to be different than what he or she is.

The therapists’ goal is to lead the clients from an impaired level to an
optimal level with regard to the six dimensions of psychological well-being (details
presented in Table 4). The important role of a therapist is not to encourage their
clients to pursue the highest levels in all dimensions of psychological well-being, but
to encourage them to gain a balanced sense of functioning. In a clinical setting, the
therapist may use various techniques to overcome the impairment of psychological

well-being.  These include cognitive restructuring techniques (modification of
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automatic or irrational thoughts), the scheduling of activities (mastery, pleasure, and
graded task assignments), assertiveness, and problem-solving techniques.

WBT is differentiated from standard Cognitive Behavior Therapy (CBT)
in four ways. First, WBT is focused on instances of emotional well-being, whereas
CBT is focused on psychological distress. Second, the goal of WBT is to promote
psychological well-being based on Ryff’s model, but the goal of CBT is to decrease
distress thoughts and to establish automatic thought control or contrast. Third, WBT
may be conceptualized as a specific strategy within the broad spectrum of self-
therapies, although both can share similar techniques and therapeutic ingredients.
Finally, WBT relies on a client’s evaluation of their positive self-progression, while
CBT can be explained by its own rational and the relevant strategies of the clients.

WBT’s sessions can range from 8 to 16-20, or may be shortened to 4-6
sessions taking place every week or every other week. The duration for each session
may range from 45 to 60 minutes. WBT can implement either normal or clinical
populations. Originally, WBT was designed for individual therapy with residual
symptoms; and it could be applied to a group therapy approach. The benefits of group
therapy may increase by sharing optimal experiences and the personal understanding
of psychological well-being. Nonetheless, in the clinical population, WBT may be
used in sequential combination with other psychotherapeutic strategies such as CBT.
WBT is specifically recommended for second or third-line treatment programs.

The development of WBT sessions involves 3 phases.

1) Initial phase: (1-2 sessions) Identifying the episodes of well-being

2) Intermediate phase: (3-5 sessions) Identifying well-being related

automatic thoughts

3) Final phase: (6-8 sessions) Positive Cognitive Restructuring

2.6.3.2 Four characteristic features of WBT
1) Monitoring of Psychological well-being

The client is persuaded to recognize episodes of well-being and to set
them into a situational context. Then, they have to record their reactions in a
structured diary regarding the circumstances surrounding their episodes of well-being

and to rate their experiences on a scale of 0-100. The scale ranges from 0 (an absence
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of wellbeing) to 100 (the most intense state of well-being). This concept leads the
clients to a perception of high environmental challenges and the importance of
environment mastery, deep concentration, involvement, enjoyment, control of the
situation, clear feedback on the course of activity and intrinsic motivation.
2) Identification of low tolerance to well-being by seeking automatic
thoughts
After the monitoring of one’s psychological well-being, the client is
encouraged to identify thoughts and beliefs that may lead to premature interruption of
well-being (automatic thoughts). Unlike CBT, as is illustrated in Figures 4, the
trigger for self-observation in WBT focuses on the optimal situation and negative
thoughts that lead to distress and obstruct well-being. A therapist and client can
discuss the optimal activities and assignments that let the client have optimal

experiences. These can develop the growth and improvement of one’s self.

o Situation (+)
Situation

? ‘ Feeling of well-being —J

‘ Negative (automatic) thoughts T
{ Negative emotions (distress) [ Distress 7

Cognitive Therapy (CBT) Well-being Therapy (WBT)

Figure 4 Basic mechanism of cognitive therapy and well-being therapy

[ Negative (automatic) thoughts

3) Cognitive restructuring using specific psychological well-being

models

Through the monitoring of a well-being episode, the therapist can
understand the impairment level of the client by following the WBT conceptual
framework (as illustrated in Table 5). The client will then learn how to address any
well-being interruptions and pursue optimal experiences by using cognitive behavior
techniques.

In reference to the cognitive model presented in Figures 4, the
restructuring model in this intervention program will be as follows.

Stressors = negative thoughts - negative emotions = burden of care

4) Individualized and balanced focus
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A client obtains a degree of balance functioning, which includes and
contains positive characteristics such as gratitude and autonomy under the rubric of
euthymia. There are no negative or positive aspects, and the impact depends on each
situation and the interaction with any level of concurrent distress as well as the

psychological attitudes of others.

2.6.3.3 WBT conceptual framework
As has been mentioned before, WBT is a cognitive restructuring of a strategy

[110, 111] that follows Ryff’s conceptual framework. However, there are some
individual differences with regard to the optimal and balanced feelings of well-being

due to each client’s individual factors such as personality, social role, and culture.
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Table 5 Modification of the six dimensions of psychological well-being according to

Ryff’s (1989) Model

Impaired Level Optimal Level

Dimension 1: Environment mastery

subsequent sense of regret washing over them.

This dimension is the most frequent impairment in clients. The lack of sense of
control leads clients to miss surrounding opportunities, with the possibility of a

The subject has or feels difficulties in
managing everyday affairs; feels unable to
change or improve their surrounding contexts;
is unaware of surrounding opportunities; lacks

a sense of control over the external world.

The subject has a sense of
mastery and competence in
managing the environment;
controls external activities; makes
effective use of surrounding
opportunities; is able to create or
choose contexts suitable to

personal needs and values.

Dimension 2: Personal Growth

experiences).

Clients often feel their goal is too far beyond reach to achieve. The impairment
is the inability to recognize similarities between events and situations that were

handled successfully in the past and those that are about to come about (transfer of

The subject has a sense of personal
stagnation; lacks a sense of improvement or
expansion overtime; feels bored and
uninterested with life; feels unable to develop

new attitudes or behaviors.

The subject has a feeling of
continued development; sees self
as growing and expanding; is open
to new experiences; has a sense of
realizing own potential; sees
improvement in self and behavior

over time.
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Impaired Level Optimal Level

Dimension 3: Purpose in life

Clients may perceive a lack of a sense of direction and may devalue their

function in life. This would be the consequence

of the environment and a sense of personal goal.

of impairment in terms of mastery

The subject lacks a sense of meaning in
life; has few goals or aims, lacks a sense of
direction, does not see purpose in past life;
has no outlook or beliefs that offer life

meaning.

The subject has goals in life
and a sense of directedness; feels
there is meaning to both present
and past life; holds beliefs that
give life purpose; has aims and

objectives for living.

Dimension 4: Autonomy

Clients may perceive the lack of self-worth leads to unassertive behavior.

The subject is over concerned with the
expectations and evaluations of others; relies
on the judgment of others to make important

decisions; conforms to social pressures to

think or act in certain ways.

The subject is self-determining
and independent; able to resist
social pressures; regulates
behavior from within; evaluates

self by personal standards.

Dimension 5: Self-acceptance

Clients may maintain unrealistically high standards and expectations, driven by
perfectionistic attitudes (that reflect a lack of self-acceptance) and/or endorsement

of external instead of personal standards (that reflect a lack of autonomy).

The subject feels dissatisfied with self; is
disappointed with what has occurred in the
past life; is troubled over certain personal
qualities; wishes to be different from what he

or she is.

The subject has a positive
attitude toward the self; accepts
his or her good bad qualities; feels
positive about his or her past life.




44

Impaired Level Optimal Level '

Dimension 6: Positive relations with others

Positive relations with others may be damaged by the impairment in self-

acceptance (with the resulting belief of being rejected and unlovable).

The subject has few close, trusting The subject has warm and
relationships with others; finds it difficult to be | trusting relationships with
open and is isolated and frustrated in others; is concerned about the
interpersonal relationships; is not willing to welfare of others; is capable of
make compromises to sustain important ties with | strong feelings of empathy,
others. affection, and intimacy;
understands the give and take

of human relationships

2.6.3.4 Validity implementation of WBT

As mentioned, WBT is recommended as a second line of treatment in the
residual phase. There are four clinical groups that are employed in order to determine
the effectiveness of WBT [110]. The first group involved the residual phase of
affective disorder. WBT can increase the PWB on the Personal Growth subscale.
Improvement of the residual symptoms may be based on a sense of balance between
the positive and negative effects. The second group involves the prevention of
recurrent depression. WBT is considered a part of CBT and incorporates lifestyle
modifications. The intervention group is comprised of a lowering of residual
symptoms and a lower relapse rate with 2 years of follow-up assessment. The third
group involves a loss in clinical effects. As a treatment strategy, WBT is combined
with CBT and antidepressant drug-taking. WBT may restore and continue remission
with antidepressant drugs when a response fails or is going to fail. Finally, it is
considered a treatment for anxiety disorders. In this way, WBT works in conjunction
with CBT. Both can reduce anxiety and increase PWB. However, the application of
WABT in the acute phase of psychotic patients can be quite difficult. It can be a part of
a broader approach to therapy such as CBT. There have been some studies on WBT

when it has been combined with CBT in terms of treatment resistance in affective
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disorders, body image disturbances, health psychology, and obsessive-compulsive

disorders.



46

CHAPTER Il
METHODOLOGY

3.1 Study Design
This study followed a quasi-experimental design, along with the pretest-

posttest no-treatment control group design [112]. The experiments employed in this
study evaluated the effects of the Enhanced Psychological Well-Being Intervention by
comparing the family caregiver’s psychological wellbeing and the degree of burden

that exists between the intervention group and the control group.

Both groups were assessed to establish a baseline one week before the first
workshop. Due to the need to consider stages of change [29], in the preparation stage,
participants were expected to take action within the subsequent 30 days and to take
some behavioral steps in the appropriate direction after the intervention program was
implemented. For the action stage, participants were asked to change their behaviors
for less than 6 months after the intervention program had been implemented.
Therefore, the first follow up would take place at the end of a final workshop and the
second follow up would take place three months after the intervention was
implemented. The intervention program was administered at the health promotion
hospital (HPH).

3.2 Study Area

Nakhonratchasima Province, or Korat [113], is located in the northeastern part
of Thailand, around 250 kilometers from Bangkok. The area covers approximately
20,000 km?. In this province, there are 32 districts and the population is around 2.6

million.

Nonsung District of Nakornratchasima Province, with the exception of Muang
District, reported the highest number of Schizophrenic patients [105]. This study was
conducted in the HPHSs that were located in Nonsung District of Nakorn Ratchasima
Province [114]
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Figure 5 Adapted Nonsung District Map
3.3 Study population and sample group
3.3.1 Population: Family caregiver of Schizophrenic patients from 18 HPHSs,

Nonsung District, Nakornratchasima Province.

3.3.2 Sample: Family Caregivers of Schizophrenic patients from 7 HPHs
considered medium or big in size[115]. A medium-sized HPH has the responsibility
of caring for 3,000 to 8,000 people and has a nurse practitioner on staff. A big-sized
HPH has the responsibility of caring for populations of over 8,000 people. In this
study, the researcher selected the medium or big-sized hospitals because the minimum
number of participants for a group intervention program should have at least 8

persons per group [116].
3.3.3 Inclusion criteria for participants

3.3.3.1 One who is a family caregiver of Schizophrenic patients (father/
mother/ sibling/ husband/ wife/ daughter/ son/ son or daughter in law/ brother or sister

in law)

3.3.3.2 One who is 18 years old or older
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3.3.3.3 One who can read and write in the Thai language

3.3.3.4 One who does not have any mental illness (as determined by the
score from 2 Questions resulting in a Depression Screen score of zero) such as

psychosis, schizophrenia, and so on.

3.3.3.5 One who does not have any physical illness such as cancer,

tuberculosis, and so on, with the exception of Diabetes, Hypertension.

3.3.3.6 In the event there is more than one family member providing care in
the family, the participant will be the one who devotes the highest numbers of hours

per week to providing caring for the Schizophrenic patients.

3.3.3.7 The Schizophrenic patients under the care of the participant does not
have any physical illnesses such as cancer, tuberculosis, and so on, with the exception
of DM, HT.

3.3.3.8 One who agrees to participate in this study

3.3.4 Exclusion criteria for participants
3.3.4.1 One who has lived and cared for more than one relative with a
chronic mental or physical illness

3.3.4.2 One who has cared for a Schizophrenic patient for less than 1 year

3.4 Sample size calculation
This study employed the n4study [117], which is an application developed for

iPhone or Android devices to calculate a sample size by employing the following
equation [118].

He lrzl_ﬁ T ‘-'-'1_-::.'2]2 o
= F]
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In reference to a previous study, Martin-Carrasco et al. [119] assessed the
efficacy of a psychoeducational intervention program (PIP) on the burden of

Schizophrenic patients family caregivers. The burden in the intervention group was
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significantly decreased with a moderate effect size at 4 and 8 months (SMD = -0.35,
and -0.40). An effect size of 0.40 with a statistical power of .8 and a Type | error (o)
of .05 were determined. A sample size of 118 was selected for the two groups.
Assuming a 10 % rate of quitting, the study required an additional 12 participants. In
total, there were 130 participants for this study, 65 of which were assigned to the

intervention group and 65 were assigned to the control group.

3.5 Sampling Technique
A purposive sampling technique [120-122] was employed. This is because the

study was conducted within the community, which requires a certain criterion for the
sample. It was also selected for reasons of cost and time-effectiveness. On the other
hand, this technique has the disadvantage of employing a biased form of selection and
is limited to a representative sample of the population. Before sampling, the
researcher invited all 18 HPHs in Nonsung District to participate in this study. The
researcher then administered the sampling procedure as follows. First, the researcher
conducted the area sampling procedure by using the railway to distinguish between
the west and east sides of the district in order to decrease chances of contamination.
Each side was comprised of eight sub districts, that were either urban or suburban.
There was a total of 18 HPHs; 9 HPHSs located in the west (188 persons) and 9 HPHs
in the east (171 persons). Second, the researcher administered a simple random
sampling step to determine whether the east side or the west side would be designated
as the intervention group or the control group. The west side was designated the
control group, and the east side was designated the intervention group. Third, the
researcher conducted a purposive sampling step after being granted acceptance by the
directors of the HPHs to participate in this study. There were 5 HPHs that made up
the control group, and 3HPHs made up the intervention group. Researchers sent a
formal letter to the directors to verify the name list of family caregivers for
Schizophrenic patients. There were 104 persons at 5 HPHSs that agreed to participate
as members of the control group, and 102 persons from 3HPHSs that agreed to
participate as members of the intervention group. Fourth, the researcher screened the
caregivers of the families of the Schizophrenic patients through the use of the

inclusive and exclusive criteria. The researcher then persuaded them to participate in
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this study. The researcher provided all potential participants with information on the
study, informed them of their rights to protection, and asked them to complete the
consent from. The application process was closed as the number of either the control
or the intervention group reached 65. Finally, there were 65 eligible participants in
the intervention group, and 65 in the control group. The number of participants
located at each HPH group varied in relation to the number of patients that were

administered at each HPH. A flowchart of recruitment is presented below.

The researcher did not match pairs according to the burden score and the
severity level of the Schizophrenic patients. This is because the number of
Schizophrenic patients was considered inadequate. In the event the participant
refused to continue taking part in the study or could not participate in all 4 workshops,
they were asked to drop out of the study. Ultimately, the researcher calculated a

sample size of 10% or more to account for that dropout rate.
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3.6 Intervention Development

3.6.1 Process of intervention design

Researcher did the process of intervention design as follow [123-125].

3.6.1.1 Review of literature (previous studies and theories)
3.6.1.2 Design of the intervention program

3.6.1.3 Approval of and content validity conducted by three experts;

one psychiatrist, one clinical psychologist, and one psychiatric nurse

3.6.1.3 Correction of the intervention program according to the

experts’ recommendations
3.6.1.4 Pilot study to test the intervention program
3.6.1.5 Improvement and correction of the intervention program

3.6.1.6 Implementation of the intervention program in this study with

the use of a sample

3.6.1.7 Editing of the final version of the intervention manual

3.6.2 Intervention Design
According to the previous study, it was recommended that the

intervention program should be identified by the type or burden (objective versus
subject), and then by the selection or design of the intervention program [20]. From a
review of relevant literature, the informal caregiver experienced more problems in
terms of the subjective burden than with the objective burden. Thus, the objective
burden could be addressed by the recommended policy, whereas the subjective burden
may be solved through the implementation of the intervention program. The
researchers of this study, therefore, designed the intervention program for only the

subjective burden.

The intervention design was based on the theory of the
Transtheoretical Model (TTM), Positive Psychology (Mindset, Psychological Well-
Being, Positive Psychology Intervention), and Well-Being Therapy. It aimed to

increase the psychological well-being and to decrease the burden of care. Facilitators
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collaborated with a group leader and two co-group leaders. The researcher was one of
the group leaders. The primary group leader was a licensed clinical psychologist and
had more than ten years of experience in administering group psychotherapy. There
were two co-group leaders. One of the co-group leaders was a registered psychiatric
nurse who had more than ten years of experience in administering group psychology
and serving the mental health community. The other co-group leader was a licensed
clinical psychologist working in the community hospital who had more than five
years of service working in the mental health community. They also helped the group
leader to oversee the ice-breaking activities, run the small groups and encouraged
group members to participate. They were trained (via a one-day workshop) to
facilitate the activities of this intervention program by the researcher. Facilitators
oversaw the activities with a relaxing atmosphere. The overall process for each
workshop began with a mindfulness activity, followed by the workshop content and
ended with a period of reflection. Afterwards, a group discussion was held and the
participants took part in role play activities.

The intervention program was divided into 3 phases.

1. Initial phase: (workshop 1) Identifying the episodes of well-being

2. Intermediate phase: (workshop 2) Identifying well-being relative to
automatic thoughts

3. Final phase: (workshop 3-4) Positive Cognitive Restructuring

Each workshop was held for 180 minutes with a 15-minute break.
Assessments were made of the cooperation of participants of each workshop.
Participants were assessed with the use of the Psychological Well-Being and Burden
of Care model one week before the beginning of workshop 1, again at the start of
workshop 4, and 3 months after the completion of the intervention program.

The conceptual framework for the Enhanced Psychological Well-
Being Intervention is shown in Figure 7 with more details for each workshop

presented in Appendix D.
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Well-Being Therapy (WBT)
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Figure 7 Conceptual framework for the Enhanced Psychological Well-Being
Intervention
Based on the cognitive model presented in Figure 7, the burden of care

emerges from stressors, negative thoughts and emotions. In contrast, psychological
well-being emerges from positive thoughts and emotions, and mediated burden of
care. There are two strategies employed to increase psychological well-being and
decrease the burden of care. One strategy is to manage the situation with stressors.
This intervention program was focused specifically on coping and the interpersonal
deficits of family caregivers of Schizophrenic patients. The other strategy is to
reconstruct any negative thoughts and emotions. Workshop one (W1) aimed to help
participants cope with the stressors through the use of positive feeling regulation,
exploring the situation and through an assessment of the intensity of well-being.
Workshop two (W2) aimed to help participants become aware of any negative
thoughts and emotions. They would then be able to understand the relationship
between situations, automatic thoughts, and negative emotions. They were also
informed on how to practice distress monitoring. Workshop three (W3) aimed to
reconstruct the perception of stressors (coping) by understanding the fixed and growth
mindsets that were related to the psychological well-being of each participant. It also
aimed to enhance their understanding of environment mastery, personal growth,
purpose in life and autonomy. Workshop four (W4) aimed to enhance self-acceptance
and establish positive relationships with others. Participants would then be able to
understand and practice self-compassion, and establish positive relationships with

others.
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This intervention program was developed through current research and had
never before been administered in Thailand. Therefore, it required approval in terms

of its content validity by three experts as follows:

1. Dr. Dutsadee Jungsirakulwit

- child and adolescent psychiatrist; expert level

- Director of Rajanakarindra Institute of Child Development
2. Mr. Wee Mekwilai

- clinical psychologist; professional level

- Division of Mental Health Technology, Department of Mental Health
3. Miss Praneat Chumputsa

- psychiatric nurse

- Head of Mental Health Community Division

- Nakornratchasima Rajanakarindra Psychiatric Hospital

All experts agreed with the prescribed activities (I0C = 1) and offered detailed
recommendations to the program. For example, it was suggested that the well-being
diary activity may not be suitable in a Thai context and participants should be
encouraged to engage in group discussions instead. Consequently, a researcher
amended the intervention program according to the experts’ recommendations. A
pilot study was then conducted involving family caregivers of Schizophrenic patients

from the out-patient department of NRPH.

3.7 Measurement Tools
The questionnaire in this study was comprised of three sections:

Section I: General information, 10 items
Section 1I: The Psychological Well-Being Scale (PWBS), 42 items
Section I11: Zarit Burden Interview (ZBI), 22 items

3.7.1 Psychological Well-Being Scale (PWBS)

PWBS was used to assess the following six dimensions [33]: 1) autonomy -

whether respondents viewed themselves to be living in accordance with their own
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personal convictions; 2) environment mastery - how well they were managing their
life situations; 3) personal growth - the extent to which they were making use of their
personal talents and potential; 4) positive relationships — the depth of connection they
had in their ties with significant others; 5) purpose in life - the extent to which
respondents felt their lives had meaning, purpose, and direction, and 6) self-
acceptance — the knowledge and acceptance they had of themselves, including
awareness of personal limitations. PWBS has been associated with high test-retest
reliability in a range from 0.81 to 0.88, and the six dimensions of the questionnaire
were determined to have high internal reliability with alpha coefficients for each
dimension ranging from 0.86 to 0.93 [44, 126]. PWBS was comprised of four
versions [126]; 1) 84 items, 2) 54 items 3) 18 items, and a special version with 42
items was used in the National Survey of Midlife Development in the United States
(MIDUS 1I) during the period of 2004 to 2006. The psychometrics for each
dimension were as follows: anatomy (a=.71), environment mastery (a=.78), personal
growth (a=.75), positive relationships with others (a=.78), purpose in life (a=.70),
and self-acceptance (a=-84) [127].

PWBS is classified as an instrument of self-report. The items identified from
six dimensions were mixed. Participants can respond using a seven-point format
[127]: strongly agree (1), somewhat agree (2), a little agree (3), neither agree nor
disagree (4), a little disagree (5), somewhat disagree (6) and strongly disagree (7).
PWBS results were ultimately constructed by calculating the sum scores. Responses
to negatively scored items (R) were reversed in the final scoring procedures so that
high scores would indicate high self-ratings on the dimension being assessed. There
were no specific scores or cut-points for defining high or low levels of well-being.
Those distinctions were best derived from distributional information obtained from
the collected data. For example, high well-being values (for short or long versions of
the scales) could be defined as scores that were in the top 25% (quartile) of the
distribution, whereas low well-being values could be defined as scores that were in
the bottom 25% (quartile) of the distribution. Another alternative would be to define

high well-being values as scores that were 1.5 standard deviations above the mean,
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whereas low well-being values were scores that were 1.5 standard deviations below
the mean [126].

A Thai version of PWBS was developed by Rohitarabutra [101]. It was
comprised of 48 items and was given a total reliability score 0.88. The number of
items and the reliability of each dimension are as follows: autonomy (5 items, a=.60),
environment mastery (13 items, o=.60), personal growth (7 items, a=.58), positive
relationships with others (9 items, a=.76), purpose in life (6 items, a=.61), and self-

acceptance (8 items, a=.62).

The intervention program was developed based on the psychological well-
being theory of Ryff [33]. The PWBS Thai version [101] was also developed based
on the psychological well-being of Ryff. There were 48 items in the Thai version, but
the items in each domain were not equal. For example, there were 13 items in the
environment mastery dimension, whereas there were 6 items in the purpose in life
dimension. Thus, it may useful to assess the overall degree of psychological well-
being. On the other hand, the items in each dimension in any version of the original
PWBS were equal. Therefore, the original version of the PWBS was more suitable
when used to measure and observe the changes for each dimension of psychological
well-being. In this study, the version comprised of 42 items was used because it was
associated with a high internal reliability score and a proper number of items.

3.7.2 Zarit Burden Interview (ZBI)

ZBI [128] is classified as a self-administrated instrument that can be used to
assess the level of burden experienced by the principle caregivers of older persons
with senile dementia, along with disabled persons. It has been wildly administered
among principle caregivers of Nervous System Diseases and Mental Disorders, and
especially to caregivers of those diagnosed with Dementia. It was developed by Zarit
et al. in 1980 and is comprised of 29 items. It was then reduced down to a 22-item
version. There are also short form versions that are comprised of 18 items, 12 items,

and screening 4 items.

There are English versions of this instrument in the USA, Australia, Canada,
and the UK. It has been wildly used and translated in many languages such as the
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French, German, and Thai languages. There are both paper-based and e-versions.
The scaling and scoring of the ZBI are as follows [129]. It is comprised of five
domains: burden in the relationship (item 1, 8, 11, 14, 18,20), emotional well-being
(item 2, 4, 5, 9, 10, 21, 22), social and family life (3, 6, 12, 13), finances (item 15),
and loss of control over one’s life (item 7, 16, 17, 19). A higher score means a greater
level of caregiver distress or burden. Each item employed the Likert scale with five
possible responses from “never” (0) to “nearly always” (4) for item 1 to 21, and from
“not at all” (0) to “extremely (4) for item 22. Total scores ranged from 0 to 88. The
scoring and interpretation were done if 75% of the items were completed. Internal
consistency was found to be high (alpha 0.91), and the test-retest reliability was 0.86.
Convergent validity with GHQ was found to be 0.63 [89].

In this study, the ZBI instrument with 22 items was used because it measures
the subjective burden and is associated with high internal reliability. The Thai version
of the ZBI [130] was validated by the caregivers of the patients with chronic illnesses:
schizophrenia, dementia, and epilepsy. Convergent validity testing with the Hospital
Anxiety Depression Scale (HAD) revealed a score of 0.92. Additionally, there is a
shorter version of the ZBI that is comprised of 12 items. The Cronbach’s alpha

coefficient score of the short version was 0.88.

3.7.3 Development of Thai version of Psychological Well-Being Scale (PWBS)
PWBS was developed by using a back-translated process [130-135].  First,

the initial translator blindly translated the PWBS instrument into Thai. Second, a
reviewer checked the Thai language version for language accuracy. Third, a second
translator blindly produced a back-translated version into English. Fourth, a content
validity check was done using face validity. The two versions of the PWBS (original
language version and back-translated version) were compared for concept equivalence
by both translators and a reviewer until all agreed that the two versions of the PWBS
were identical in content and had no errors in meaning. Fifth, the researcher
administered a cognitive test to 5 family caregivers of Schizophrenic patients from the
out-patient department of NRPH. Finally, the degree of internal reliability [131] was

tested by conducting a pilot study involving 30 family caregivers of mental health
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illness from the out-patient department of NRPH. The Cronbachs’ alpha coefficient

was recorded at .88.

PWBS is an instrument of self-report. The items involving six dimensions
were mixed. Participants responded using a seven-point format [127]: strongly agree
(1), somewhat agree (2), a little agree (3), neither agree nor disagree (4), a little
disagree (5), somewhat disagree (6) and strongly disagree (7). The PWBS was
constructed by calculating the sum scores. Responses to negatively scored items (R)
were reversed in the final scoring procedure so that high scores indicated high self-
ratings on the dimension being assessed. There were no specific scores or cut-points
for defining high or low well-being values. Those distinctions were best derived from
distributional information obtained from the data collected. For example, a high well-
being value (for short or long versions of the scales) could be defined as scores that
were in the top 25% (quartile) of the distribution, whereas low well-being values
could be defined as scores that were in the bottom 25% (quartile) of the distribution.
Another alternative would be to define high well-being values as scores that were 1.5
standard deviations above the mean value, whereas low well-being values included

scores that were 1.5 standard deviations below the mean value [126].

The qualifications of the translators and a reviewer are described as follows.
The first translator was a researcher who graduated with a Master’s degree from the
UK. The second translator was a freelance translator who graduated with a
Bachelor’s degree in the English Language. The reviewer was a senior psychiatrist
who graduated with a Master’s degree from the UK. She also earned her Master’s
degree in Translation. Because the language preference of the first translator and the
reviewer was Thai, they were involved in the translation from English to Thai. The
second translator was able to communicate fluently in both Thai and English
languages and had a firm understanding of both cultures. Therefore, she was involved
in the back-translation of the materials from Thai to English. Overall, all individuals

engaged in the procedure of face validity.
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3.8 Data Collection
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Figure 8 Timeline of Data Collection

As can be seen in Figure 8, all participants were assessed in terms of
psychological well-being and burden of care one week before workshop one (W1),
after finishing workshop four (W4), and in a follow-up session three months after the
intervention program. The members of the intervention group were asked to attend an

appointment every other week (for 6 weeks of the intervention program).
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3.9 Data Analysis
For the purposes of comparison with regard to the parameters of the study

group, Fisher’s exact test for categorical variables and general linear regression

(GLM) for continuous variables were employed.

At baseline, there was a significantly different between the intervention group
and the control group in sex, relationship, marital status, income, and schizophrenic
patients’ symptom. These variables much be controlled for and ANCOVA allows for
the inclusion of these variables in the equations as controls. Intervention effects were
tested by using the repeated measurement ANCOVA [136-138], because ANCOVA
used to determine whether there are any significant differences between two of more
independent (unrelated) groups on a dependent variable while statistically control the
confounding variables as sex, relationship, marital status, income, and schizophrenic

patients’ symptom.

The results reported with the estimated marginal means [140] because it gives
the adjusted means (controlling for sex, relationship, marital status, income and
schizophrenic patients’ symptom). The effect of sex, relationship, marital status,
income and schizophrenic patients’ symptom has been statistically removed, and 95%

confidence intervals (CIs) were determined.

3.10 Ethical Considerations
This study was approved of by the Research Ethics Review Committee for

Research Involving Human Research Participants, Health Sciences Group,
Chulalongkorn University (COA no. 048/2561). The intervention group received a
program of enhanced psychological well-being intervention, whereas the control
group received standard service and was then given the intervention program after a

follow-up session was completed for the intervention group.
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CHAPTER IV
RESULT

This study was a quasi-experiment study. It aimed to test the effectiveness of
the enhanced psychological well-being intervention on psychological well-being and
burden of care in family caregivers of schizophrenic patients. This chapter shows the
results in two sections. The first section presents the general characteristics of
participants at baseline. The second section presents hypothesis testing composed of
the effectiveness of the enhanced psychological well-being intervention on increasing
psychological well-being and decreasing burden of care in family caregivers of
schizophrenic patients.

4.1 General characteristics of participants at baseline

Of the 130 participants who enrolled at baseline, 127 (97.69%) were available
at 3 months follow up. During the intervention 3 participants dropped out: 2
participants from the intervention group, and 1 participant from the control group.
Baseline characteristics comparison of the family caregivers of schizophrenic patients
in Table 6 shown no statistically significant differences between the intervention and
the control group in age, education, job, length of care, schizophrenic patients’
symptom, schizophrenic patients’ function (p-value < 0.05). However, there were
statistically significant differences between the intervention and the control group in
sex, relationship, marital status, income, and schizophrenic patients’ symptom (p-

value < 0.05).
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Table 6 Comparison of Socio-demographic characteristics between the intervention

group and the control group at baseline (p-value < 0.05)

Characteristics Intervention Control p-
=63 (%) =64 (%) value
Sex 0.002*
Male 10 (15.9) 27 (42.2)
Female 53 (84.1) 37 (57.8)
Age: year 0.249
<40 2(3.2) 7(10.9)
41 -60 32 (50.8) 32 (50.0)
>61 29 (46.0) 25 (39.1)
Mean (SD, min-max) 58.7 (12.30, 22- 57.0 (13.07,
80) 29-82)
Relationship 0.003*
Father 5(7.9) 8(12.5)
Mother 21 (33.3) 16 (25.0)
Sibling 17 (27.0) 11 (17.2)
Husband/ Wife 3(4.8) 17 (26.6)
Daughter/ Son 8 (12.7) 10 (15.6)
Others 9(14.3) 2(3.1)
Education 0.942
Primary 48 (76.2) 50 (78.1)
High School 12 (19.1) 12 (18.8)
Diploma/
Bachler Degree vt 2GD
Marital Status 0.042*
Married 42 (66.7) 53 (82.8)
Others 21 (33.3) 11 (17.2)
Job 1.000
Unemployed 24 (38.1) 24 (37.5)
Farmer 23 (36.5) 24 (37.5)
Employed 16 (25.4) 16 (25.0)
Income: Bath 0.008*
< 5,000 50 (79.4) 36 (56.3)
> 5,000 13 (20.6) 28 (43.8)
Length of Care: year 1.000
<5 22 (34.9) 22 (34.4)
>5 41 (65.1) 42 (65.6)




Table 6 Comparison of Socio-demographic characteristics between the
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intervention group and the control group at baseline (p-value < 0.05) (continue)

Characteristics Intervention Control p-
=63 (%) =64 (%) value

Schizophrenic patients’ 0.006*
Symptom

Negative symptoms 32 (50.8) 51 (79.7)

Positive psychosis 10 (15.9) 3(4.7)

symptoms

Positive

disorganization 8 (12.7) 5(7.8)

symptoms

Remission 13 (20.6) 5(7.8)
Schlzgphrenlc patients’ 0.526
Function

Deficit 7(11.1) 4 (6.3)

Ineffective 6 (9.5) 3(4.7)

Questionable 11 (17.5) 11 (17.2)

Complete 39 (61.9) 46 (71.9)

From table 6, sex, relationship, marital status, income, and schizophrenic
patients’ symptom could be the confounding factors. Therefore, researcher did the
covariance analysis to compare the baseline psychological well-being score and
burden of care score of family caregivers of schizophrenic patients. The result shown
in table 7. Overall, at p value < .05 there was no significantly different in
psychological well-being score (p value .542), and burden of care score (p value .062)
between the intervention and control group. For the sub domain of psychological
well-being score at p value < .05, there was no significantly different between the
intervention and control group in environment mastery, personal growth, positive
relationship, purpose in life and self acceptance, but there was significantly different
in autonomy. For the sub domain of burden of care score at p value < .05, there was
no significantly different between the intervention and control group in relationship,
social and family life, and finance, but there was significantly different in emotional

well-being and loss of control over one’s life.
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Table 7 Comparison of psychological well-being score and burden of care score
between the intervention group and the control group at baseline (p-value < 0.05)

Intervention Control
Variables =63 =64 p-
Mean (SD) Mean (SD) value
Psychological well-being 202.3 (23.9) 203.8 (26.3) .542
score
Domain 1 Autonomy 35.4 (5.5 32.9 (5.0) .009*
Domain 2 .506
Environment mastery 332(6.0) 329 (54)
Domain 3 132
Personal Growth 95,(63) 7.2 (47)
Domain 4 Positive 941
relation with other 3p- 045D B769)
Domain 5 128
Purpose in life 29.4 (6.9) 32.0 (5.5)
Domain 6 .869
Self-acceptance 34.7 (5.9) 35.9 (6.9)
Burden of care Score 25.0 (15.8) 18.3 (13.8) .062
Domain 1
the relationship 7.2 (5.2) 6.1(4.4) .592
Domain 2 N
emotional well-being ) 55 (4.9) 047
Domain 3
social and family life PAACE) 1929 AL9
Domain 4 finance 2.0(1.5) 1.6 (1.2) 332
Domain 5 loss of 5.3 (4.6) 3.1(2.7) 002

control over one’s life
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4.2 The effectiveness of the Enhanced Psychological Well-being Intervention on
psychological well-being and burden of care

The analysis of the enhanced psychological well-being intervention
effectiveness on psychological well-being and burden of care, researcher controlled
for the confounding factors as sex, relationship, marital status, income and
schizophrenic patients’ symptom.

From table 8, the family caregivers’ psychological well-being in the
intervention group increased after received the enhanced psychological well-being

intervention whereas in the control group decreased.

Table 8 Estimated Marginal Means for psychological well-being score at baseline,
post intervention, and 3 months follow up controlling for sex, relationship, marital
status, income, and schizophrenic patients’ symptoms

95% Confidence
Group Time Mean Std. Interval #
Error Lower Upper
Intervention  Baseline 204.62 3.2 198.190 210.932
(n=63) Post 216.1° 3.6 208.880 223.296
intervention
3 months 205.22 3.4 198.554 211.837
follow up
Control Baseline 201.6% 3.2 195.305 207.934
(n=64) Post 19992 3.6 192.722 207.010
intervention
3 months 19352 3.3 186.928 200.093
follow up

a. Covariates appearing in the model are evaluated at the following values: Sex =
1.71, RelaGroup = 3.20, MariGroup = 1.25, IncomeGroup = 1.32, SympGroup =
1.73.
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From table 9, the family caregivers’ psychological well-being in the
intervention group had a significantly increased after received the enhanced
psychological well-being intervention at post intervention, but had not sustained at 3
months follow up. In the control group, the family caregivers’ psychological well-
being had no significantly decreased at post intervention, but had a significantly

decreased at 3 months follow up.

Table 9 Pairwise comparisons of the different measurement of psychological well-
being scores for the intervention (n=63) and the control group (n=64)

Group Time (I) Time (J) Mean p- 95%
differe value ? Confidence
nce Interval 2
(1-J) Low Up
er per
Intervention Baseline Post -13.413* .003 -22.960 -3.865
(n=63) intervention
Baseline 3 -4.032 .645 -11.965 3.901
months
follow
up
Post 3 9.381* .051 -.027 18.789
intervention | months
follow
up
Control Baseline Post 3.609 1.000 -5.723 12.942
(n=64) intervention
Baseline 3 months 11.453* .012 2.080 20.826
follow up
Post 3 months 7.844 .303 -3.764 19.452
intervention  follow up

Based on estimated marginal means
*The mean difference is significant at the 0.05 level.
a. Adjustment for multiple comparisons: Bonferroni
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From table 10, the family caregivers’ burden of care in the intervention group
gradually decreased after received the enhanced psychological well-being
intervention. In the control group the family caregivers’ burden of care was
fluctuating. It decreased at post intervention and decreased than baseline at 3 months

follow up.

Table 10 Estimated Marginal Means for Burden of care score at baseline, post
intervention, and 3 months follow up controlling for sex, relationship, marital status,
income, and schizophrenic patients’ symptoms

95% Confidence
Group Time Mean Std. Interval 2
Error Lower Upper
Intervention Baseline 24472 1.9 15.094 22.731
(n=63) Post 238° 20 17172 24.865
intervention
3 months 1932 21 14074 22.329
follow up
Control Baseline 1892 1.9 20.553 28.259
(n=64) Post 210° 19 19.942 27.703
intervention
3 months 1822 21 15123 23452
follow up

a. Covariates appearing in the model are evaluated at the following values: Sex =

1.71, RelaGroup = 3.20, MariGroup = 1.25, IncomeGroup = 1.32, SympGroup =
1.73.
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From table 11, the family caregivers’ burden of care in the intervention group
had no significantly decreased after received the enhanced psychological well-being
intervention at post intervention, but had significantly decreased at 3 months follow
up. In the control group, the family caregivers’ psychological well-being had no

significantly decreased at post intervention, and at 3 months follow up

Table 11 Pairwise comparisons of the different measurement of burden of care scores
between the intervention (n=63) and the control group (n=64) controlling for sex,
relationship, marital status, income, and schizophrenic patients’ symptoms

Group Time (I) Time (J) Mean p-value @ 95% Confidence
difference Interval 2
(1-J) Lower Upper
Intervention | Baseline Post .873 1.000 -3.663 5.409
(n=63) intervention
Baseline 3 months 5.746* .010 1.102 10.390
follow up
Post 3 months 4.873* .031 .333 9.413
intervention follow up
Control Baseline Post -2.391 400 -6.263 1.482
(n=64) intervention
Baseline 3 months .094 1.000 -5.343 5.531
follow up
Post 3 months 2.484 .719 -2.671 7.640
intervention follow up

Based on estimated marginal means
*The mean difference is significant at the 0.05 level.
a. Adjustment for multiple comparisons: Bonferroni



A repeated measure ANCOVA was conducted to compare the
effectiveness of the enhanced psychological well-being on psychological well-
being and burden of care whilst controlling for sex, relationship, marital status,
income, and schizophrenic patients’ symptom. Levene’s test and normality
checks were carried out and the assumptions met.

From table 12 and figure 9, across three times, there was a significant
difference in psychological well-being [F (1, 120) = 8.436, p = .004] between the
intervention and control groups whilst adjusting for sex, relationship, marital
status, income, and schizophrenic patients’ symptoms. The partial Eta Squared
value indicates the effect size was 0.01 = small, 0.06 = medium and 0.14 = large
[146]. It can be seen that the effect size of the enhanced psychological well-being
intervention on psychological well-being is medium (0.066).

Apart from between-subjects effect, Table 12 demonstrates the within-
subject effect and further indicates that there was no difference across three time
periods over psychological well-being (F(2, 240)=1.396, p=.250) and the null
effect across time periods was held for both groups as indicated in insignificant
difference of the interaction effect between Intervention and Time (F(2,
240)=2.252, p=.107).
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Table 12 Repeated measure ANCOVA of psychological well-being scores between

the intervention

and the control (n=127)

Source of SS df MS F p- Effect
variation value size
Between subjects
Group 7758.926 1 7758926 8.436 .004 0.066
Error (between = 110371.409 120 919.762
group error)
Within subjects
Time 1381.138 2 690.569 1.396 .250
Group x time 2229.182 2 1114591 2252 107
Error 118762.328 240 494.843 0.018

(Time Error)

Significant at p-value < 0.05

SS: Sum of squares, df: Degree of freedom, MS: Mean Square
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Figure 9 Change over times on psychological well-being scores between the
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Covariates appearing in the model are evaluated at the following values:
Sex =1.71, RelaGroup = 3.20, MariGroup = 1.25, IncomeGroup = 1.32, SympGroup = 1.73

Error bars: 95% Cl

intervention and control group

Researcher also analyzed in subdomains of psychological well-being. Across

three times, it found that there was a significant difference between the

intervention and control group in domain 1 - autonomy [F (1, 120) = 18.020, p =



.000] and domain 3 — personal growth [F (1, 120) = 22.008, p = .000].
Nevertheless, there was no significant difference between the intervention and
control group in domain 2 - environment [F (1, 120) = 3.534, p = .063], domain 4
— positive relationship [F (1, 120) = .960, p = .329], domain 5 — purpose in life [F
(1, 120) = 1.042, p = .309], and domain 6 — self acceptance [F (1, 120) = 2.850, p
=.094].
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From table 13 and figure 10, across three times, there was no significant
difference in burden of care [F (1, 120) =1.695, p=.195] between the intervention and
control group whilst adjusting for sex, relationship, marital status, income, and
schizophrenic patients’ symptom. It can be seen that the effect size of the enhanced
psychological well-being intervention on burden of care is small (0.014).

In addition to between-subjects effect, Table 16 shows that there was no
difference across three time periods over burden of care (F(2, 240)= 1.314, p=.271)
and the null effect across time periods was also found for both groups as indicated in
no difference of the interaction effect between Intervention and Time (F(2, 240)=
1.020, p=.362).

Table 13 Repeated measure ANCOVA of burden of care scores between the
intervention and the control (n=127)

Source of SS df MS F p- Effec
variation value t size
Between
subjects
Group 718.062 1 718.062 1.695 195 0.014

Error (between 50829.430 120 = 423.579

group error)

Within subjects

Time 310.791 2 155395 1.314 271
Group x time 241.430 2 120.715  1.020 .362 0.008
Error 28392.835 240  118.303

(Time error)

Significant at p-value < 0.05
SS: Sum of squares, df: Degree of freedom, MS: Mean Square
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Figure 10 Change over times on burden of care scores between the intervention and
control group

Researcher also analyzed in subdomain of burden of care. Across three times,
it found that there was no significant difference between the intervention and control
group in domain 1-relationship [F (1, 120) =.552, p=.459], domain 2 — emotional well-
being [F (1, 120) =3.389, p=.068], domain 3 — social and family life [F (1, 120) =.029,
p=.866], domain 4 — finance [F (1, 120) =.324, p=.570], and domain 5- loss of control
over one’s life [F (1, 120) =2.214, p=.139].



75

CHAPTER V
DISCUSSION, CONCLUSION AND RECOMMENDATIONS

This chapter provides an important discussion and establishes the significance
of the conclusions of this study with regard to the effectiveness of an enhanced
psychological well-being intervention program on the psychological well-being and
burden of care of family caregivers who look after schizophrenic patients. The
findings of this study have been supported by comparing and contrasting them with
the results of previous studies. In addition, the conclusion, the limitations of the
study and future research will be discussed in this chapter.

5.1 Discussion

This study examined the effectiveness of an enhanced psychological well-
being intervention program on the psychological well-being and burden of care
among family caregivers of schizophrenic patients.

The results revealed that the degree of psychological well-being of those in the
intervention group significantly increased after implementation of the intervention
program, but no significant increases were observed at the 3-month point during the
follow-up period. The intervention group also reported a significant increase in
psychological well-being when compared to the control group. With regard to the six
sub-domains of psychological well-being, the intervention group also revealed
significant increases in the categories of autonomy and personal growth, but reported
no significant increases in the categories of environmental mastery, positive relations

with others, purpose in life, and self-acceptance when compared with the control

group.

In this sense, the findings relate well with the pursuit of happiness model
[109]. This model proposes that a sense of well-being is governed by genetic factors
(50%), circumstantial factors (10%), as well as by certain relevant activities and
practices (40%). It can be assumed that our degree of happiness can change. Our
findings are also supported by the social psychological theory in that psychological

well-being is based on how experiences are interpreted [32]. The mindset theory
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similarly acknowledges an association between one’s perception of their abilities and
their qualities [30, 31].

Due to the degree of enhanced psychological well-being that was obtained
based on the positive psychology theory and WBT, family caregivers were trained to
monitor their levels of well-being and distress through the use of a well-being diary.
They seemed to acquire a greater understanding of the relationships between a given
situation, a sense of well-being, negative emotions, and negative thoughts. They also
learned to evaluate and reconstruct their negative thoughts and emotions. WBT may
help to maintain flexibility and a sense of balance in terms of the psychological
dimension that motivates optimal human functioning [139]. As a result, WBT, in the
long-term, could increase the degree of psychological well-being within the personal
growth domain [28].

The intervention program included mindfulness activities as part of the
mindfulness movement, along with relevant breathing exercises that enabled
participants to apply and practice stress management techniques and embrace the
concept of here-and-now. Evidence of improvements in the level of psychological
well-being through mindfulness activities has been supported by numerous studies.
Notably, mindfulness practice had a medium effect on the physical and mental health
of participants [140, 141]. It also decreased their levels of psychological distress,
while increasing their positive emotions [142-144]. Stress management was found to
also decrease the participants’ feelings of anxiety, while elevating their degrees of
resilience, gratitude, happiness, life satisfaction, and a general sense of quality of life
[145, 146]. Participants who reported less stress in terms of social relationships also
experienced a greater sense of purpose [147], while making the realization that they
had acquired techniques to positively interact with others [145].

In this study, writing strategies were employed involving well-being diaries along
with activities that were designed to acknowledge the best possible sense of self. The
systematic literature review and meta-analysis 34 RCT revealed small overall effects
on feelings of positivity and optimism, and indicated no sustainable follow-up effects
[148]. Other studies found that the activities employed to achieve the best possible

sense of self could increase feelings of positivity, self-determination, situational
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motivation, optimism, and elevate the participants’ perceptions of positive future
expectations and academic commitments [149-151]. The intervention program also
decreased the number of incidences of illness [152] , negative moods [153] and
psychiatric symptoms [154]. In terms of personal growth, the success of effective
learning relies on self-reinforcement, meaning, engagement, and positive emotions.
One who is happy and comfortable with oneself is more likely to learn more
effectively and faster than someone who is not particularly comfortable [155].

However, the strongest effects on positive emotional outcomes were identified
through the assessments that were done immediately after implementation of the
intervention program [148]. These outcomes involved longer-term benefits to well-
being and cognitive processes, while feelings of self-regulation appeared to have been
limited [151]. Some participants found that talking about their own life goals was
more difficult than writing about them [153].

The degree of the burden of care among members of the intervention group was
not found to have significantly decreased after implementation of the intervention
program. At the 3-month follow-up point, the burden of care was found to have
gradually decrease among members in the intervention group but fluctuated among
participants in the control group. The intervention group also reported no
significantly different decreases in the level of burden of care when compared with
members of the control group. With regard to the four sub-domains of the burden of
care category, the intervention group also reported no significantly different decreases
in terms of relationships, emotional well-being, social and family life, finances, and
loss of control over one’s life when compared with the control group.

Evidence indicates that family caregivers of those with severe and permanent
psychological function deficiencies typically experience a high level of burden [59].
According to the burden of care of the family caregiver during the chronic phase, the
level of burden can actually fluctuate between a reduced level to an increased level
[59, 61]. It is likely that the family burden would be able to stabilize after thirteen
years of caregiving [156]. In this study, the average length of care was found to be
twelve years when the Schizophrenic patient symptoms were chronic. These social
factors are assumed to be the cause of a small change in terms of the family burden.

The symptoms of Schizophrenic patients in this study were in remission at a level of
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14.2%, while 65.4% had negative symptoms and 20.4% reported positive symptoms.
Other studies have suggested that a small clinical change in chronically ill
Schizophrenic patients would be insufficient to affect long term experiences of burden
[157]. Notably, burden decreased to the extent that family caregivers were able to
perceive positive and/or negative symptoms. A high level of burden of care was
related to a greater number of Schizophrenic patients who were able to perceive their
own positive and/or negative symptoms [79]. Among members of the intervention
group, their burden gradually decreased even if it was not significantly different from
the baseline. It is assumed that they were trained to redirect their own negative
perceptions toward more positive perceptions, whereas members of the control group
were not.

In contrast, some intervention measures could effectively decrease the burden of
care, such as those employed in the case management on medication adherence
behaviors of Schizophrenic patients, Holistic Caring Program, and so on [93, 95, 158,
159]. Those also focused on important aspects of knowledge, attitude, and practice in

taking care of Schizophrenic patients.
5.2 Conclusion

Our findings suggest that the Enhanced Psychological Well-Being
Intervention is an effective intervention program for enhancing family caregivers’
psychological well-being, especially in terms of autonomy and personal growth,
although it did slightly reduce the burden of care. Nevertheless, the perception of
difficult circumstances can be highly influential [32]. This could possibly be
explained by the extent to which there is a perception of the family caregiver of the
symptoms of the Schizophrenic patients, along with the other struggles they may be
facing in their lives. Greater perceptions of positive and negative symptoms could
increase the burden of care, but fewer perceptions of the positive symptoms could
increase the degree of psychological well-being [79]. It seems that anyone can live
with happiness even if they feel that have a lot of problems.
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5.3 Limitations of this study and Future research

There were several limitations to this study. First, participants were selected
by purposive sampling which did result in a disadvantage in the form of bias
selection. This was because the participants in the intervention group were selected
from a specified group, were voluntary and who were then required to join the
workshop continuum. Therefore, the intervention group had more female members
than the control group. Second, the number of participants in this study may not be
able to be effectively generalized for all family caregivers of Schizophrenic patients in
Thailand. Third, all measurements were obtained by self-report questionnaires.
Consequently, the data may have been impacted by socially desirable factors and
recall bias. Finally, the study did not account for the symptoms of the Schizophrenic
patients and their degree of medication adherence, which may have affected the

Schizophrenic patients’ symptoms during the course of this study [160].

Despite these limitations, this study had strengths that were related to well-
known clinical measurements and intervention measures that were based on the
positive psychology theory. This theory was focused on strengths rather than
weaknesses.  Furthermore, this study excluded the depressive symptoms of the
sample. Further research needs to be done to develop specified interventions that
would better alleviate the burden of care on family caregivers. Future intervention
programs should consider including certain specific skills for the caring of
schizophrenic patients such as those related to psychoeducation. It would be
beneficial to conduct future research studies that involve developing support systems
in the community which could help prevent incidences of Schizophrenic patient
relapses. In terms of the unsustainable effects observed at the 3-month point of the

follow up procedure, the researcher may need to include a booster session.
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Appendix A: Questionnaire on Socio Demographic Characteristics of care giver

and Schizophrenic patients’ Characteristics



Section I: Questionnaire on Socio Demographic Characteristics of care giver and
Schizophrenic patients’ Characteristics

1. Sex O male O female 2. Age.......... years

3. Relationship with Schizophrenic patients
O father 0O mother O sibling O husband O wife O daughter [ son

Osoninlaw 0O daughterinlaw O brother in law O sister in law
4. Marital Status
O single O married Owidowed [Odivorced [ separated
5. Education
O Primary 0O Secondary [ Vocational Certificate/ Technical Certificate
O High Vocational Certificate/ Diploma [ Bachler Degree O Others.........
6. Employment
O unemployed O farmer O self-employed
0 employee O government officer O Others.....................

7. Income per month (from all sources)
O no income O less than 5,000 Bath O 5,000-10,000 Bath

[ 10,001-15,000 Bath O 15,001- 20,000 Bath O 20,000-30,000 Bath
O more than 30,000 Bath

8. Duration of Schizophrenic patients illness
Olyear DOZ2years DO3years O4years OS5years 0O.....years

9. Symptoms
[ affective flattening [ poverty of speech O avolition [ delusions

[ hallucinations [ catatonic behavior [ disorganized speech/ thinking
O Others (specific)..........coovenenn..

10. Schizophrenic patients functioning in daily life (self-help in eating, dressing,

bath, excretion)
O Deficit: a Schizophrenic patient take long time than normal, and need a lot of help from others.

O Ineffective: a Schizophrenic patient is inefficient, take long time than normal, but can finish.
O Questionable: a Schizophrenic patient is inefficient, but can finish on time.

O Complete: a Schizophrenic patient can do daily activities as normal.
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Appendix B: Psychological Well-Being Scale



Section I1: Psychological Well-Being Scale [33, 127]

Instruction: Circle the number that best describes your present agreement or disagreement
with each statement.

Items

(1) sa4be
A|buons
(2) s04be
JeyYMBLLIOS
(g) 9a46e
amil e
)
aa4besip dou
ga4be Jayliau
(g) sa4besip
amil e
(9) sa4besip
1eUYMBLIOS
(2) @a4besip
Ajbuo.as

1. I am not afraid to voice my
opinions, even when they are
in opposition to the opinions of
most people. (R)

2. My decisions are not usually
influenced by what everyone
else is doing. (R)

3. ltend to be influenced by
people with strong opinions.

4. 1 have confidence in my
opinions, even if they are
contrary to the general
consensus. (R)

5. It's difficult for me to voice my
own opinions on controversial
matters.

6. |tend to worry about what
other people think of me.

7. 1 judge myself by what | think
is important, not by the values
of what others think is
important. (R)

8. Ingeneral, | feel I am in charge
of the situation in which I live.
(R)

9. The demands of everyday life
often get me down

10. 1 do not fit very well with the
people and the community
around me.

11. I am quite good at managing
the many responsibilities of my
daily life. (R)

12. | often feel overwhelmed by
my responsibilities.




Items

13.

I have difficulty arranging my
life in a way that is satisfying
to me.

14.

| have been able to build a
living environment and a
lifestyle for myself that is
much to my liking. (R)

15.

| am not interested in activities
that will expand my horizons.

16.

| think it is important to have
new experiences that challenge
how you think about yourself
and the world. (R)

17.

When | think about it, | haven't
really improved much as a
person over the years.

18.

| have the sense that | have
developed a lot as a person
over time. (R)

19.

For me, life has been a
continuous process of learning,
changing, and growth. (R)

20.

| gave up trying to make big
improvements or changes in
my life a long time ago.

21.

| do not enjoy being in new
situations that require me to
charge my old familiar ways of
doing things.

22.

Most people see me as loving
and affectionate. (R)

23.

Maintaining close relationships
has been difficult and
frustrating for me.

24,

| often feel lonely because |
have few close friends with
whom to share my concerns.

25.

| enjoy personal and mutual
conversations with family
members or friends. (R)

26.

People would describe me as a
giving person, willing to share
my time with others. (R)

(1) sa4be
A|buons
(2) sa4be
JeyYMBLLIOS
(g) 9a46e
smile
)
aa4besip dou
gaabe Jayliau
(g) sa4besip
smile
(9) sa4besip
1BUYMBLLIOS
(2) @a4besip
Ajbuo.as
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D | @ | @ |gree| (5 | 6) | (7)
(4)
27. | have not experienced many

warm and trusting relationships
with others.

28.

| know that I can trust my
friends, and they know they
can trust me. (R)

29.

I live life one day at a time and
don't really think about the
future.

30.

| have a sense of direction and
purpose in life. (R)

31.

| don't have a good sense of
what it is I'm trying to
accomplish in life,

32.

My daily activities often seem
trivial and unimportant to me.

33.

| enjoy making plans for the
future and working to make
them a reality. (R)

34.

Some people wander aimlessly
through life, but I am not one
of them. (R)

35.

| sometimes feel as if I've done
all there is to do in life.

36.

When | look at the story of my
life, I am pleased with how
things have turned out. (R)

37.

In general, | feel confident and
positive about myself. (R)

38.

| feel like many of the people |
know have gotten more out of
life than | have.

39.

| like most parts of my
personality. (R)

40.

In many ways, | feel
disappointed about my
achievements in life.
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41. My attitude about myself is
probably not as positive as
most people feel about
themselves.

42. When | compare myself to
friends and acquaintances, it
makes me feel good about who
I am. (R)
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Section I11: Zarit Burden Interview (ZBI) [129]

Instruction: The following is a list of statements, which reflect how people sometimes feel
when taking care of another person. After each statement, indicate how often you feel that
way; never, rarely, sometimes, quite frequently, or nearly always. There are no right or
Wwrong answers.

1. Do you feel that your relative asks for more help than he/ she need?
0. Never 1. Rarely 2. Sometimes 3. Quite frequently 4. Nearly always

2. Do you feel that because of the time you spend with your relative that you don’t have
enough time for yourself?

0. Never 1. Rarely 2. Sometimes 3. Quite frequently 4. Nearly always

3. Do you feel stress between caring your relative and trying to meet other
responsibilities for your family or work?

0. Never 1. Rarely 2. Sometimes 3. Quite frequently 4. Nearly always

4. Do you feel embarrassed over your relative’s behavior?

0. Never 1. Rarely 2.Sometimes 3. Quite frequently 4. Nearly always

5. Do you feel angry when you are around your relative?

0. Never 1. Rarely 2. Sometimes 3. Quite frequently 4. Nearly always

6. Do you feel that your relative currently affects your relationships with other family

members or friends in a negative way?
.Never 1. Rarely 2. Sometimes 3. Quite frequently 4. Nearly always
Avre you afraid what the future holds for your relative?

.Never 1. Rarely 2. Sometimes 3. Quite frequently 4. Nearly always

0

7

0

8. Do you feel your relative is dependent on you?

0. Never 1. Rarely 2. Sometimes 3. Quite frequently 4. Nearly always
9. Do you feel strained when you are around your relative?

0. Never 1. Rarely 2. Sometimes 3. Quite frequently 4. Nearly always
10. Do you feel your health has suffered because of your involvement with your relative?
0. Never 1. Rarely 2. Sometimes 3. Quite frequently 4. Nearly always
11. Do you feel that have as much privacy as you would like because of your relative?

0. Never 1. Rarely 2. Sometimes 3. Quite frequently 4. Nearly always
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12. Do you feel that your social life has suffered because you are caring for your
relatives?

0. Never 1. Rarely 2. Sometimes 3. Quite frequently 4. Nearly always
13. Do you feel uncomfortable about having friends over because of your relative?
0. Never 1. Rarely 2. Sometimes 3. Quite frequently 4. Nearly always

14. Do you feel that your relative seems to expect you to take care of him/ her as of you
were the one he/ she could depend on?

0. Never 1. Rarely 2. Sometimes 3. Quite frequently 4. Nearly always

15. Do you feel that you don’t have enough money to take care of your relative in
addition to the rest of your expense?

0. Never 1. Rarely 2. Sometimes 3. Quite frequently 4. Nearly always
16. Do you feel that you will be unable to take care of your relative much longer?

0. Never 1. Rarely 2. Sometimes 3. Quite frequently 4. Nearly always
17. Do you feel you have lost control of your life since your relative’s illness?

0. Never 1. Rarely 2.Sometimes 3. Quite frequently 4. Nearly always
18. Do you wish you could leave the care of your relative to someone else?

0. Never 1. Rarely 2. Sometimes 3. Quite frequently 4. Nearly always
19. Do you feel uncertain about what to do about your relative?

0. Never 1. Rarely 2. Sometimes 3. Quite frequently 4. Nearly always
20. Do you feel you should be doing more for your relative?

0. Never 1. Rarely 2. Sometimes 3. Quite frequently 4. Nearly always
21. Do you feel you could do a better job in caring for your relative?

0. Never 1. Rarely 2. Sometimes 3. Quite frequently 4. Nearly always
22. Overall. How burdened do you feel in caring for your relative?

0. Never 1. Rarely 2. Sometimes 3. Quite frequently 4. Nearly always

©QOOOOOOOOLOOOOOOOOOO
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Workshop 1 My well-being

Theme
1. Making rapport and building the relationship between the group member
2. The situation and intensity of well-being

Objectives
1. Todo the icebreaking among the group member, leader, and co-leaders
2. To regulate the positive feeling by a savoring practicing
3. To explore the situation and the intensity of well-being

Evaluation

1. The content and understanding of exploring the situation and intensity of well-

being
2. Participant’s cooperation
Time Activities Materials
30 mins 1. Ice breaking activity - percussions
- flip chart

1.1 Clap your hand

- clap your hand following the group leader
suchas 1/ 3/ 5

- clap your hand plus 1 such as leader say 1,
all have to clap 2

- clap your hand minus 1 such as leader say 2,
all have to clap 1

1.2 Song “Wan nee yin dee”

- all stand in two circles; in and out

- group leader sing a song

“wann nee yin dee, yin dee tee rao pob kan
wann nee yin dee, yin dee tee rao pob kan, yin
dee, yin dee, yin dee, ter gub chan pob kan
sawaddee, sawaddee krab, sawaddee ka”

- as leader sing a song, all move to the right
side and do “sawaddee” with the others

- game to divide all into 3 small groups, 7-8
persons in each group, divided by the three
seasons.
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Time Activities Materials
15 mins 1.3 Chit-chat (work in pair)
1) what make you happy in this week
2) the best event of you in today
3) what do you expect from this
intervention
1.4 discuss the all answer with all
15 mins Break - Snack
5 mins 2. Mindfulness activity - Flower Bloom VDO
file
(Sathina-
Dhammasathan Song)
25 mins 3. Savoring Practicing [161] and discuss in pair | - Information sheet no.
1
45 mins 4. My well-being [162] - Flip chart or activity
- work in pair, talk about the situation which sheet no.1
you feel good (10 mins each)
- describe/ write the situation when feel good
- describe/ write what he/she experienced
- rating on a scale of 0-100. The scale ranges
from 0 (being absence of PWB) to 100 (the
most intense PWB)
- share the story to all
30 mins 5. Discussion for the reflection form all - Flip chart
activities
15 mins 6. Mindfulness movement - Body movement

VDO

(Thai Health
Promotion
Organization)
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Information sheet

No. 1 Savoring Practicing [161]

Savoring practicing processes through which people regulate their positive feelings by
attending to: (a) memories of past positive experiences (through reminiscence); (b)
ongoing positive experiences in the present (by savoring the moment); or (c) future
positive experiences (through anticipation). Savoring is a mindful process of
attending to pleasurable feelings and either amplifying or dampening them,
prolonging or curtailing them. Savoring requires focused attention on or “meta-
awareness” of pleasurable feelings. There are four critical conceptual components:
savoring experiences, savoring processes, savoring strategies, and savoring beliefs.

1) Savoring experience consists of “the totality of a person’s sensations, perceptions,
thoughts, behaviors, and emotions when mindfully attending to and appreciating a
positive stimulus, outcome, or event, along with the accompanying environmental or
situational features of that encounter”. Examples include soaking in a warm bubble
bath, reading a novel, or spending the day with your best friend.

2) Savoring process is “a sequence of mental or physical operations that unfolds over
time and transforms a positive stimulus into positive feelings to which a person
attends”. Examples include thanksgiving (regulating gratitude in response to good
fortune), marveling (regulating awe in response to perceived grandeur), basking
(regulating pride in response to personal accomplishment), and luxuriating (regulating
pleasure in response to positive sensations).

3) Savoring strategy or response is a specific concrete thought or behavior that
amplifies or dampens the intensity, or prolongs or shortens the duration, of positive
feelings. Examples include carefully taking a “mental photograph” of a spectacular
vista for later recall, mentally congratulating oneself in response to a personal

achievement, and closing one’s eyes to focus attention while tasting a delicious wine.

4) Savoring beliefs reflect people’s perceived ability to enjoy positive experiences, as
distinct from their ability to obtain positive outcomes. Savoring beliefs encompass
three times frames: the ability to reminisce about past positive experiences, the ability
to savor positive experiences in the present, and the ability to anticipate positive

experiences that may happen in the future.



Activity sheet

No.1 The Well-being Diary 1 [162]
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Situation

Feeling of well-being

Intensity
(0-100)

0 indicates the complete absence of well-being, while 100 indicates the most intense

well-being the you could actually experience.
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Workshop 2 My thought and psychological well-being

Theme

1. Mechanism of Cognitive Therapy (CBT) and Well-being therapy (WBT)

2. The episodes of psychological well-being (PWB)
Objectives

1. Tounderstand the relationship between situation, automatic thoughts, and

negative emotions
2. To practice the distress monitoring
3. To continue the well-being diary
Evaluation
1. The content from the activity sheet no.2

2. Participant’s cooperation

Time Activities

Materials

5 mins 1. Mindfulness activity

- Flower Bloom VDO
file

10 mins 2. Ice breaking activity

- all stand in a circle

- leader dance and all follow

- co-leader dance and all follow

- ask volunteer to lead any dance and all
follow (easy or funny style)

- Flock danced song
VDO such as ‘kor jai
lak bur to’

15 mins 3. Review the experienced of well-being
(group activity)

- the situation

- well-being

- intensity

- Flip chart

30 mins 4. Mechanism of Cognitive Therapy (CBT)
[28]

- Information sheet
no.2

15 mins Break

- Snack

30 mins 5. Mechanism of Well-being Therapy (WBT)
[28]

- Information sheet
no.2

15 mins 6. Practicing the advance well-being diary
[162]

- explain about interrupting thoughts and
observer’s interpretation

- group activity and discussion on the advance
well-being diary

- Flip chart
- Activity sheet no.2
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Time Activities Materials

15 mins 7. The dimensions of psychological well-being | - Information sheet
(PWB) [33, 163] no.3 and 4

30 mins 8. Discussion for the reflection form all - Flip chart
activities

15 mins 9. Mindfulness movement - Body movement

VDO
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Information sheet

No. 2 Basic mechanism of Cognitive therapy and Well-being therapy [28]

‘ Situation J ‘ Situation (+) J
‘ Feeling of well-being
Negative (automatic) thoughts

‘ Negative (automatic) thoughts T
{ Distress 7

Cognitive Therapy (CBT) Well-being Therapy (WBT)

[ Negative emotions (distress)

Cognitive Therapy (CBT)

One has to identify the situation and the negative thought (automatic thought) which
lead to distress.

Well-being Therapy (WBT)

One has to identify the situation, negative thoughts and beliefs which lead to
premature interruption of well-being (automatic thoughts), and finally lead to distress.
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Information sheet
No.3 The Psychological Well-Being Dimensions [33, 163]

THE PSYCHOLOGICAL WELL-BEING
DIMENSIONS

self
autonomy  geceptance

personal purpose
growth in life
positive

environmental

relationship mastery
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NO0.4 Modification of the six dimensions of psychological well-being [110, 162]

Dimension Impaired Level Balanced Level Excessive Level
Environment The person The person has a The person is
mastery feels difficulties in | sense of mastery looking for difficult

managing and competence on | situations to be

everyday affairs,
feel unable to
change or improve
things around, is
unaware of
surrounding
opportunities, lack
sense of control,
and is over the
external world.

managing the
environment,
controls external
activities, makes
effective use of
surrounding
opportunities, and
is able to choose
what is more
suitable to personal
needs and values

handled, is unable to
savor positive
emotions and leisure
time, and is too
engaged in work or
family activities

Personal Growth

The person has
a sense of being
stuck, lacks a sense
of improvement
overtime, feels
bored and
uninterested with
life, and feels
unable to develop
new attitudes or
behaviors

The person has
a feeling of
continued
development, sees
self as growing and
expanding, is open
to new experiences

The person is
unable to elaborate
past negative
experiences,
cultivates illusions
that clash with
reality, and sets
unrealistic standards
and goals

Purpose in life

The person lacks a
sense of meaning
in life, has few
goals or aims,
lacks a sense of
direction, does not
see purpose in past
life, and has no
outlooks or beliefs
that give life
meaning.

The person has
goal in life and a
sense of
directedness, feels
there is meaning to
present and past
life, holds beliefs
that give life
purpose, and has
aims and
objectives for
living.

The person has
unrealistic
expectations and
hopes, is constantly
dissatisfied with
performance and is
unable to recognize
failures
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NO.4 Modification of the six dimensions of psychological well-being [110, 162]

Dimension

Impaired Level

Balanced Level

Excessive Level

Autonomy

The person is
over concerned
with the
expectations and
evaluation of
others, relies on
judgment of others
to make important
decisions, and
conforms to social
pressures to think
or act in certain
ways.

The person is
self-determining
and independent,
able to resist social
pressures, regulates
behavior from
within, and
evaluates self by
personal standards.

The person is
unable to get along
with others, to work
in a team, to learn
from others, and is
unable to ask for
advice or help.

Self-acceptance

The person feels
dissatisfied with
self, is disappointed
with what has
occurred in past
life, is troubled
about certain
personal qualities,
and wished to be
different from what
he or she is.

The person has
a positive attitude
toward the self,
accepts his or her
good bad qualities,
and feels positive
about his or her
past life.

The person has
difficulties in
admitting own
mistake, he/ she
attributes all
problems to others’
faults.

Positive relations
with others

The person has
few close, trusting
relationships with
others, finds it
difficult to be open
and is isolated and
frustrated in
interpersonal
relationships, and is
not willing to make
compromises to
sustain important
ties with others

The person has
worm and trusting
relationships with
others, and
understands the
give and tale of
human
relationships

The person
sacrifices his/ her
need and well-
being for those of
others, low self-
esteem and sense of
worthlessness
induce excessive
readiness to forgive




Activity sheet

No.2 A Well-being diary 2 [162]
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Situation

Feeling of well-
being

Interrupting
thoughts

Observer’s
interpretation

* Interrupting thought or automatic thought can be a thought or visual image that
person may not be aware of unless specific attention is focused on it. It can precede
episode of distress (in CBT), but can also lead to interruption well-being, which may
or may not be followed by emergence of distress.

* An observer’s interpretation is pretending to think what another person may think in

that situation.
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Workshop 3 My growth
Theme
1. Mindset

2. Environment mastery and personal growth
3. Purpose in life and autonomy
Objectives

1. To understand the fixed and the growth mindset which related to
psychological well-being

2. To enhance environment mastery, personal growth, purpose in life and
autonomy

3. To continue the well-being diary
Evaluation

1. The content from meaning and purpose in life flip chart, and activity sheet
no.3

2. Participant’s cooperation

Time Activities Materials
5 mins 1. Mindfulness activity - Flower Bloom VDO
file
10 mins 2. Review the experienced of well-being diary | - Flip chart
30 mins 3. Mindset [30, 31] - Cards (3 sets)
A card game - Information sheet

- assign each group build the tower from cards | no.5
as high as they can

- discuss the feeling and thinking about
yourself and toward others either success or
failure

- summarize the card game and link to the
concept of mindset

15 mins Break - Snack

30 mins 4. Meaning and purpose in life [164] - Flip chart
- reflect on the past life since they’ve started to
be a family caregiver of Schizophrenic
patients, and identify two areas in which
growth has occurred

- tell a short story which represent future
growth




32

Time Activities Materials

30 mins 5. Best possible self-activity [30, 165] - Information sheet
- draw your current state on the left side, and no.6
your desired new reality on the right side of - Activity sheet no.3
paper (blank A3 size)
- do the visual goal setting - pencils & pencil
- one representative from each group present colors/ pastel colors
to all

15 mins 6. Discussion for the reflection form activities

15 mins 7. Mindfulness movement - Body movement

VDO




Information Sheet

No.5 Mindset [31, 166]

Two Mindsets

Gapiics by Mgl Hotmes based on mseann by Camt Dwect. stnpsiowentg DONGWHATW ZRKS
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Information sheet
No.6 Best Possible Self [30, 165, 167]
To draw your dream into reality, need three steps
1. seeit 2. believe it 3.act it
To reach your goals with visual goal setting need seven steps.

Step 1: Your Name: Draw your name at the top of the paper. Have fun with this,
maybe try bubble letters, swirls, or whatever feels right at the moment.

Step 2: Current State: On the left side of your paper, draw your current state using
words and images that come to mind. You may want to choose a single color or a
darker color for this section. Don’t worry if it’s not perfect, just do your best. In her
book, Patti provides some great sample images to draw from. Reflect on what you see
and how you feel.

Step 3: Desired Reality: Before you start on this section, take a break and allow
yourself to change your focus. Go for a walk, play loud music, or drink a glass of
water. Once you feel like your mind is clear, get your pens and pencils ready. On the
ride side of your paper, draw your desired future reality using words and images that
express the feeling you’d like to achieve. Where do you want to see yourself in one
year? If your inner critic shows up, banish it from the room. Allow yourself to dream.
Reflect on what you see and how you feel.

Step 4: Bold Steps: Now, look at both sides of the paper, where you are now and
where you want to be a year from now. On a separate piece of paper, brainstorm a list
of steps you could take right now to achieve your goals. Get as many ideas as you
can, and when you’re finished, narrow the list down to your top three. Write down
your three Bold Steps in the center of your document.

Step 5: Action Steps: Under each bold step, make a list of 8-10 smaller actions you
can take to achieve each bold step. For example, on mine, one of my bold steps is to
List Our Current House. Some smaller action steps include: Prepare the house for
sale, Clean and declutter each room, make any necessary repairs, and Paint the stairs.
Do this for each of your 3 Bold Steps.

Step 6: Success Measures: Set success measures for each of your Bold Steps. When
you complete the Bold Step, what will success look like to you? For my Bold Step of
Listing Our Current House, my success measures include: Having our house ready to
present to potential buyers, completing all necessary repairs, and Having freshly
painted stairs. Complete this for each of your 3 Bold Steps.

Step 7: Revisit and Reinvigorate: Staying motivated and inspired to achieve your
goals is essential. By revisiting your map each week and feeling what success would
feel like, you can maintain your enthusiasm. According to Patti, it’s also important to
celebrate each success. When you accomplish a task, no matter how small, say, “I
drink this in celebration of my continued success with ”
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Workshop 4 Me and the others
Theme

1. Self-acceptance and positive relations with others
2. Planning to maintain the PWB
Objectives
1. Tounderstand and to practice the self-compassion
2. To understand and to practice the positive relationship with others
3. To continue the well-being diary
Evaluation
1. The content of group discussion and reflection

2. Participant’s cooperation

Time Activities Materials

5 mins 1. Mindfulness activity - Flower Bloom VDO
file

15 mins 2. Review the experienced of well-being diary | - Flip chart
and the random acts of kindness

30 mins 2. Self-compassion activity [168, 169] (in pair) | - Information sheet
2.1 Self-compassion break no.7

- think about your life situation right now that | - Self-compassion
is difficult for you (but not too difficult) such | audio file [169]

as concerning, relationship problem, or stress.
- get in touch with the situation: What’s going
on? What’s happen or might happen? Who’s
said what?

- focus on the three phases:

1) This is the moment of suffering. Itisin
present. Find some language that speak to you
such ‘this is really hard right now’.

2) Suffering is a part of life. Find some
language that speak to you such ‘it’s not a
normal to feel this way’.

3) May | be kind to myself at this moment?
Bringing kindness to yourself. Find any
language that support any kindness as you talk
with a good friend in your same situation, such
‘I’'m here for you’. You will be well, and
relief from suffering.

- observe your body, and allow it as you are.
2.2 practice the self-compassion/ loving
kindness meditation
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Time

Activities

Materials

15 mins

Break

- Snack

40 mins

3. Dry leaf game [170] (in pair)

- one will be a dry leaf and fold yourself as
tight as you can, and other will try to unfold a
dry leaf.

- repeat, and this time one try to unfold a dry
leaf with the kindness, to comfy a dry leaf

- discuss the experienced as a dry leaf and an
unfold person.

- discuss the feeling as an unfold person

1) what do you think about its’ feeling?

2) what do you want to do with them?

3) what is your feeling as you unfold it, 1% and
2" time?

4) who is a dry leaf in your life?

- group discuss and leader link to the
awareness of positive interpersonal
relationship and positive communication

- Information sheet
no.8
- Flip chart

30 mins

4. Discussion for the reflection form all
activities

5. Reflection all workshops in term of
implementation.

- Flip chart
- Information sheet
no.9

15 mins

6. Mindfulness movement

- Body movement
VDO

30 mins

Follow up

- PWB Scale
- Zarit Burden
Interview (ZBI)
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Information Sheet
No.7 Self-compassion [168, 169]

Having compassion for oneself is really no different than having compassion for
others. Think about what the experience of compassion feels like.

v First, to have compassion for others you must notice that they are suffering. If
you ignore that homeless person on the street, you can’t feel compassion for
how difficult his or her experience is.

v Second, compassion involves feeling moved by others’ suffering so that your
heart responds to their pain (the word compassion literally means to “suffer
with”). When this occurs, you feel warmth, caring, and the desire to help the
suffering person in some way. Having compassion also means that you offer
understanding and kindness to others when they fail or make mistakes, rather
than judging them harshly.

v Finally, when you feel compassion for another (rather than mere pity), it
means that you realize that suffering, failure, and imperfection is part of the
shared human experience. “There but for fortune go I.”

Self-compassion involves acting the same way towards yourself when you are having
a difficult time, fail, or notice something you don’t like about yourself. Instead of just
ignoring your pain with a “stiff upper lip” mentality, you stop to tell yourself “this is
really difficult right now,” how can I comfort and care for myself in this moment?

Instead of mercilessly judging and criticizing yourself for various inadequacies
or shortcomings, self-compassion means you are kind and understanding when
confronted with personal failings — after all, who ever said you were supposed
to be perfect?

You may try to change in ways that allow you to be healthier and happier, but this is
done because you care about yourself, not because you are worthless or unacceptable
as you are. Perhaps most importantly, having compassion for yourself means that you
honor and accept your humanness. Things will not always go the way you want them
to. You will encounter frustrations, losses will occur, you will make mistakes, bump
up against your limitations, fall short of your ideals. This is the human condition, a
reality shared by all of us. The more you open your heart to this reality instead of
constantly fighting against it, the more you will be able to feel compassion for
yourself and all your fellow humans in the experience of life.
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Information Sheet
No.8 Positive interpersonal relationship and positive communication [170]
Positive interpersonal relationship

Every day we have to communicate and make a relationship with others both in and
out our family. Good relationship can balance our psychological well-being, and lead
to happiness. Almost the cause of problem in any relationship is because the
misunderstanding. People always need attention from others more than pay attention
to others. The problem can emerge by the need without regarding the others.

A dry leaf game is the metaphor pattern of someone who have some frustration or
suffering and can crack easily. Tightly self-folding seems like the way to protect
themselves, don’t need anyone to contact them. To unfold a dry leaf is the same as
positive interpersonal relationship. You need to be aware, be gentle, and pay more
attention with them. This activity emphasizes you to understand and be empathy with
others. Love and compassion to the others are the secure bridge for friendship and
relationship building

Positive communication is the communication with awareness, positive feeling and
happiness. Positive communication can lead to agreement, resolve the conflict, build
the good relationship. It should have two components: deep listening and loving
speech.

1. Deep listening: listen the others story with highly attention, no critic, no bias.

2. Loving speech: creative and positive speech which create confidence, hope,
and positive feeling.



Information Sheet

No0.9 Seven positive practice [171]

7 POSITIVE PRACTICES

Positive emotion

Generating positive emotions helps
broaden and build our resources and
moves us toward greater wellbeing.

Mindset

Adopting a positive attitude and Growth
Mindset enhances learning and opens our
mind 1o new ways to raise happiness levels.

Mindfulness

Mindfulness is the opposite of
mindlessness. Learning to be mindful
allows us 10 stay present in the moment.

Resilience

Resilience is the capadity to withstand and
adapt 1o the challenges life throws us.
There are many ways 1o build resilience.

Optimism

Optimism is a tendency to expect the
best possible outcomes. We can leamn
strategies to be more oplimistic.

Gratitude

Practicing gratitude makes us aware of the
good things that happen and connects us
to a sense of life's wonder.

Strengths

When we use our strengths, we enjoy
what we are doing, do it better, and feel
we are working toward our potential.
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Inclusion and Exclusion Criteria
Inclusion

.......... 1. family caregiver (who has the highest hours per week of caring for
Schizophrenic patients)

O father O mother [ brother/ sister O husband [ wife
O daughter O son O son or daughter in law O brother or sister in law

.......... 2. age 18 years old or older
.......... 3. can read and write in the Thai language

.......... 4. who does not have any mental illness (as determined by the score from 2
Questions resulting in a Depression Screen score of zero) such as psychosis,
schizophrenia, and so on.

O felling down, depressed or hopeless
O little interests or pleasure in doing things

........... 5. who does not have any physical illness such as cancer, tuberculosis, and
so on, with the exception of DM, HT.

.......... 6 In the event there is more than one family member providing care in the
family, the participant will be the one who devote the highest numbers of hours per
week providing caring for the Schizophrenic patients.

.......... 7 The Schizophrenic patients, under the care of the participant does not have
any physical illnesses such as cancer, tuberculosis, and so on, with the exception of
DM, HT.

.......... 8. who agrees to participate in this study.
Exclusion

.......... 1. has lived and care for more than one relative with a chronic mental or
physical illness

.......... 2. has cared for a Schizophrenic patient for less than 1 years
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Professional Name List
Translators and reviewer for the face validity of Psychological Well-being Scale
1. Assoc. Prof. Dr. Pornjira Pariwatcharakul

Psychiatrist, and Lecture at Department of Psychiatry, Faculty of Medicine
Siriraj Hospital, Mahidol University

MSc in Clinical Neuroscience (Distinction), Institute of Psychiatry, King's
College London, UK

Research Fellowship in Neuropsychiatry, South London and Maudsley
NHS Foundation Trust, UK

Clinical Observership, Movement Disorders Clinic, King's College
Hospital, London, UK

2. Miss Prapatsorn Leerat
Freelance Translator

Bachelors’ Degree majoring in English Language, minoring Psychology
with Second Class Honours, Thammasat University Faculty of Liberal
Arts

Doing a content validity of the Enhanced Psychological Well-Being Intervention
1. Dr.Dutsadee Jungsirakulwit

Child and Adolescent Psychiatrist; Expert Level, and being a Director of
Rajanakarindra Institute of Child Development.

MSc in Global Mental Health (Distinction), Institute of Psychiatry, King's
College London, UK

2. Mr.Wee Mekwilai

Clinical Psychologist; Professional Level, Division of Mental Health
Technology, Department of Mental Health.

BA. Psychology, Thammasart University
MSc. Applied Positive Psychology
3. Miss Praneat Chumputsa

Psychiatric Nurse, Head of Mental Health Community Division,
Nakornratchasima Rajanakarindra Psychiatric Hospital

BSc. Nurse, Nakornratchasima Nurse College

MSc. Psychiatric Nurse, Kornkan University
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Abbreviation List

BAS = Burden Assessment Scale

CarerQoL = Carer Quality of Life Instrument
CBI = Caregiver Burden Inventory

CBT = Cognitive Behavior Therapy

CES-D = Center for Epidemiologic Studies Depression Scale
DALYs = Disability-adjusted life years

ECI = Experience of Caregiving Inventory
FBIS = Family Burden Interview Schedule
FBS = Family Burden Scale

FFFS = Feetham Family Functioning Scale
GHQ-12 = General Health Questionnaire

HAD = The Hospital Anxiety Depression Scale

HPH = The health promotion hospital

ICD-10 = The International Classified Listing of Diseases
IEQ = Involvement Evaluation Questionnaire

mhGAP = The Mental Health Gap Action Program
NRPH = Nakornratchasima Rajanakarindra Psychiatric Hospital
PANAS = Positive and Negative Affect Schedule

PFBS = Perceived Family Burden Scale

PHQ-9 = Patient Health Questionnaire

PIP = Psychoeducational Intervention Program

PWS = Persons With Schizophrenia

PWBS = Psychological Well-Being Scale

QoL = Quiality of Life

SBAS = Social Behavior Assessment Schedule

SCQ = The Schizophrenia Caregiver Questionnaire

SHS = The Subjective Happiness Scale
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SWLS = Satisfaction with Life Scale (),

TTM = The Transtheoretical Model

WBT = Well-Being Therapy

WEMWABS = Warwick-Edinburgh Mental Well-being Scale
YLD = Years Lived with Disability

YLLs = Years Lost to premature mortality

ZBI = Zarit Burden Interview

69



NAME

DATE OF BIRTH
PLACE OF BIRTH
INSTITUTIONS

ATTENDED
HOME ADDRESS

VITA
Mrs.Yada Thongthammarat
25 July 1975
Chiangrai
College of Public Health Sciences, Chulalongkorn
University

202/7 village no.8, Muanwai, Muang, Nakornratchasima
30000



	ABSTRACT (THAI)
	ABSTRACT (ENGLISH)
	ACKNOWLEDGEMENTS
	TABLE OF CONTENTS
	LIST OF TABLES
	LIST OF FIGURES
	CHAPTER I INTRODUCTION
	1.1 Background and Rational
	1.2 Research Questions
	1.3 Objectives
	1.3.1 General objective
	1.3.2 Specific objectives

	1.4 Hypotheses
	1.5 Conceptual Framework
	1.6 Expected Outcomes
	1.7 Operation Definitions
	CHAPTER II   LITERATURE REVIEW
	2.1 Schizophrenia
	2.2 Family caregiver and burden of care
	2.3 Factors related to the subjective burden of family caregivers
	2.4 Measurement tools for psychological well-being and burden of care
	2.5 Intervention for family caregiver of Schizophrenic patients
	2.6 Theory for developing intervention
	2.6.1 Transtheoretical Model (TTM)
	2.6.2 Positive Psychology Intervention
	2.6.3 Well-being Therapy
	2.6.3.1 Structure
	2.6.3.2 Four characteristic features of WBT
	2.6.3.3 WBT conceptual framework
	2.6.3.4 Validity implementation of WBT


	CHAPTER III   METHODOLOGY
	3.1 Study Design
	3.2 Study Area
	3.3 Study population and sample group
	3.4 Sample size calculation
	3.5 Sampling Technique
	3.6 Intervention Development
	3.6.1 Process of intervention design
	3.6.2 Intervention Design

	3.7 Measurement Tools
	3.7.1 Psychological Well-Being Scale (PWBS)
	3.7.2 Zarit Burden Interview (ZBI)
	3.7.3 Development of Thai version of Psychological Well-Being Scale (PWBS)

	3.8 Data Collection
	3.9 Data Analysis
	3.10 Ethical Considerations
	CHAPTER IV  RESULT
	4.1 General characteristics of participants at baseline
	4.2 The effectiveness of the Enhanced Psychological Well-being Intervention on psychological well-being and burden of care
	CHAPTER V  DISCUSSION, CONCLUSION AND RECOMMENDATIONS
	5.1 Discussion
	5.2 Conclusion
	5.3 Limitations of this study and Future research
	REFERENCES
	Appendix
	Appendix A: Questionnaire on Socio Demographic Characteristics of care giver and Schizophrenic patients’ Characteristics
	Appendix B: Psychological Well-Being Scale
	Appendix C: Zarit Burden Interview (ZBI)
	Appendix D: The Enhanced Psychological Well-Being Intervention
	Workshop 1 My well-being
	Workshop 2 My thought and psychological well-being
	Workshop 3 My growth
	Workshop 4 Me and the others

	Appendix E: Inclusion and Exclusion Criteria
	Appendix F: Professional Name List
	Appendix G: Abbreviation List

	VITA

