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Persons with schizo A are pe. ava disturbances of thinking

mood, and behaviors thai scﬂ}us mt of a person’s day-to-day

functioning. This means.that fifiilies must provide a great deal of support to their ill

farml],r memhers The fan nily metwbers had en with difficulties in caring for
members tried to avoid

involvement in ca.nn or theirpatients. Psychat n’mﬁs have a great role in
supporting families in sugh cdrgl Tlie purpose o 'th:s study was to explore the
relationships betweern, ps Al nurses family members of persons with
schizophrenia. This reseafch/eniployed ¢ lﬂhtl ¢ research method, grounded
theory. Data were collgétedthfoughin- "'-*_ inferviews, observations, and field notes
with 16 psychiatric nurseg. Data ‘analyzéd with constant and comparative
methods by Glaser (1978 lert - :
Galr < T
The present study reveahé:‘!he 1al process of facilitating living with

persons with schizophrenia, Ihﬁjpkﬂc m of four major stages- Establishing

trust, strengthemng _pnner.:hnn, prom readggﬁp re, and supporting. In the
& sed-th tabiishing trust to make the family

nse s about their concerns and
needs. Later, the stag c-f strength motmg readiness to care,

and supporting were em E loyed to famlltate thc fﬂIﬂl]}' mEmbers to be able to care for

and support mﬁﬁaﬁ aﬁ”ﬂﬁ i«w E\Ii 1!;,,r
This substantia ry suggests a new knowled insights into ways to

help family mcmbcrs of persons with schizophrepia. It can be usedsas a basis for
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CHAPTER |
INTRODUCTION
1.1 Background and significance of the study

Schizophrenia is a chronic disease and.consists of a large group of disorders
characterized by disturbanees.in thinking, meod;.and behavior (Barry, 2002).
Schizophrenics will exhibit strange behaviors, bizarre beliefs, and often experience
visual and auditory hallucinations, and the majority of persons with a diagnosis of
schizophrenia experiencg'relapse (Sutton;;_ZF:OO4). The relapse of schizophrenia can
occur at any time during treatment and durirnag recovery. The main reason for a relapse
is noncompliance with taking/medication. dﬁhér factors also contribute to a relapse,
such as the degree of stigmatization, comml_Jf_-ity.-- resources, and the responsiveness of
family members. There is a need to take time -f&recover from each relapse, and it is
necessary that personswith schizophrenia get help from mental health professionals
and their family members because schizophrenia is not a.disease that can be treated
once and then it-gees away:~I hey: need;sameone thatcan carefor and support them in
living in the family (Boyd, 2005).

In psychiatric,nursing, psychiatric nurses play a great role in-caring for
persons with schizophrenia and their families so that they can live together in the
community under a policy that has been called “deinstitutionalization,” as many
hospitalized psychiatric patients return to live with their families (Tsang et al., 2002).

In order to help persons with schizophrenia to be better and to be able to return to the

family, the psychiatric nurses need to work with family members because the family



is an element of the patient’s environment that can contribute to the patient’s
recovery.

Family members play an essential role in caring for persons with
schizophrenia, just like psychiatric nurses. The psychiatric nurses are in a better
position than other health workers to provide professional support to the family and
they play a key role in establishing sound partnerships with family members as well
as patients and other health professionals. However, the mental health professionals
and family members’ perceptions and behavigrs.iewards each other have not always
been positive (Hatfield, 1994, Conn, 2003). Sometimes, the mental health
professionals have a tendenCy.t0 see the family members as problematic rather than as
someone that needs theigSupport, or as a c&llaborator In promoting outcomes of care
for the patients (Reed & €lark, 1999): At thersame time, the family members
sometimes do not want to become involved_- |n "'(-:aring for patients (Jeon, 2004).
Collaborating effectively with the family m‘e-n"1b9rs necessitates involvement in the
decision making process throughout the illness trajectory. Obviously, collaboration
between psychiatriciiurses and family members appears t© be one of the major
challenges in caring for patients.

In previous studies;as:Jeon (2004):-has noted eancerning the work shared
between nurses‘and family members, the nurses and family members can be
characterized by lack of mutuality in sharing the common goal of fielping the patients;
especially, during the first phase of meeting, they can have passive attitudes and
behaviors toward each other. Nurses sometimes try to care only for the patient and
pay no attention to family members. At the same time, some nurses are concerned
about the demands imposed by family members and therefore avoided meeting with

them (Laakso & Routasalo, 2001). As Friendemann, Montgomery, Maiberger and



Smith (1997) have noted, staff often overlook the family’s needs, exclude the family
from decision making, and the nurses are exhibit an unfriendly manner. At the same
time, the family members try to avoid seeking help from nurses (Jeon, 2004).

In addition, Jeon (2004) has also noted that the relationship between nurses
and family members could be developed in partial mutuality; here, nurses and family
members begin to share perspectives and experiences with each other, but this
interaction is sometimes limited by the different perspectives they hold, and because
of their experiences and attitudes, all of which'may-add up to important problems.
Furthermore, the family'members.still sometimes do not expect the health
professionals to have all the answers as to why the illness has happened or what the
future might be (Rose, 1998): The family m.embers then might not ask for help from
the health professionals about caring . for the batients or ignore problems that may
occur in the future. |

According to these findings; it is ir;fé}esting that the relationship between the
nurses and family members can-affect the patients” recovery and families. As Jeon
(2004) states, as a result of a negative or detached relationship, nurses often do not
understand the family-members’ needs and problems while giving care to the patients
because of miscammunpicationgn turngthedamily members,are-sometimes not given
the necessary information/education and are not encouraged to become involved in
caring for patients; The patients would be not being better-and would not be able to
return home (Friendemann, Montgomery, Maiberger and Smith, 1997). The nurses
then should try to understand their relationship with the family members since in the
first meeting. If the nurses have this understanding, they will be able to find ways and
use strategies with the family members to make them recognize their need for

involvement and become collaborators in caring for the patient from the very



beginning. In addition, when the relationship is performed in partial mutuality, these
findings have not discussed how the nurses encouraged the family members to share
their problems and had an understanding about the illness and situations. The findings
do not discuss how nurses can decrease their limitations in working with the family
members in caring for the patients.

However, the nurses’ and family members’ relationship could be performed
in terms of constructive mutuality. That means that the nurses and family members
have greater understanding-and work together-in.caring for patients. The nurse-family
relationship then becomes collaborative and 1s based on mutual trust, respect, and
understanding (Jeon, 2004); inithisiway, & good working relationship between nurses
and family members candeadto positive oncomes. The nurses can understand the
family members’ needs and problems-and héip the family members deal with
difficulties while providing care 1o the patiérits': The nurses also could understand the
patients’ problems in order to plan-suitable 7cra;relfor them (Gladstone & Wexler, 2000;
Donovan & Dupuis, 2000).

In turn, the family members value their relationship with the nurses. The
family members appreciated the nurses’ care and attention in caring for the patients;
additionally, theipatientsreceived highly,cempetent nursing,care. At the same time,
the family memibers perceived that the nurses attended to them when they had to
contactithe hospital1n addition, the family members were-given imnportant
information and more opportunities to ask questions and to take care of themselves in
their daily activities, and they were also given suggestions about giving care to their
patients. Some families expressed empathy for the nurses, helped the patients to do
activities, and thought that care giving for their patients helped them to develop good

and strong relationships with the nurses. In this way, they could deal with their



difficult problems. They also would have opportunities to engage in solving the
patients” problems with the nurses. Therefore, the patients would be better able to
return to their families (Gladstone & Wexler, 2000; Donovan & Dupuis, 2000;
Friendemann, Montgomery, Maiberger and Smith, 1997).

In working with the family members, there is a growing need to understand
how the psychiatric nurses should work with them in order to help them care for their
patients. The psychiatric nurses also should understand how they can educate the
family members via relationships so that the family-members can have the necessary
information to make informed.decisions about their patients’ healthcare, health
promotion, disease preventionyand attainment of a peaceful death (Riley, 2000;
Arnold & Boggs, 2007) it 1s@lso necessarj; that the nurses be prepared to learn new
skills and expand these appropriately.to theirremerging healthcare understanding and
managing of technology for families.and pét_iehts (Arneld & Boggs, 2007). In
addition, in order to help the family membe‘rs"be;- able to care for persons with
schizophrenia, the psychiatric nurses must combine scientific knowledge with critical
thinking and clinical reasoning skills in helping the family members to live with their
family (Arnold & Boggs, 2007). At the same time, the psychiatric nurses must help
the family memfbiers be:able-toitake:care forthemselveswhile.providing care for their
patients.

The studies’in Thailand; however, have not discussed the relatianship between
nurses and family members; these studies were based on the nurse-patient relationship
by studying patients’ experiences in general nursing and psychiatric nursing, and most
of the studies were quantitative (Sasichay, 2001; Luepongluckkana, 1992;

Limvipaveanunt, 1991). These studies reflect the fact that there is no existing



knowledge on the relationship between psychiatric nurses and family members of
persons with schizophrenia in Thailand.

The studies on this relationship have been conducted outside the traditional
Thai context. The findings also could not specifically explain the relationship between
psychiatric nurses and family members of persons with schizophrenia because those
findings explained the relationships between nursing staff and family members of
persons with mental illness, including schizophrenia, depression, and other diseases.
The findings also reflected-enly certain types-and-phases of the relationships. The
studies also explored therelationship between nurses and family members in general
nursing and the communiiy seiting (Ryan & Scullion, 2000; Jeon, 2004; Sawatzky &
Fowler-Kerry, 2003; Kung, 20083; Jungbauér, Wittmund, Dietrich & Angermeyer,
2004). These studies explored the relationshi:b in different focuses and contexts of the
nurses and family members, such as studyiﬁg in different diseases and settings. Thus,
the evidence illustrates that extensive know;egjg_e on this relationship has not been
identified in the phenomena strrounding psychiatrie.nursing, especially regarding
psychiatric nurses and family members of persons with schizophrenia in the hospital
context. Therefore, the purpose of this study was to explore substantive knowledge
from the perspective of; Thatpsyehiatricnurses,and grounded:theory is well-suited to
explicate the basic social processes that comprise this relationship.

Thissstudy willcontribute valuable knowledge that-is absent in psychiatric
nursing. The researcher has explored the relationship between psychiatric nurses and
family members in caring for persons with schizophrenia and has generated a
substantive theory of this relationship. An account of the relationship in the Thai
context will contribute to nursing science, especially to psychiatric nursing.

Psychiatric nurses will then have a model of this relationship in order to help family



members care for persons with schizophrenia in living with their family. For other
health professionals that work with family members of persons with schizophrenia,
this study will increase their understanding of the relationship and provide them with

a guideline to help the family members.
1.2 Research question

What is the relationship between psychiatre nurses and family members of

persons with schizophrenia?
1.3 Purpose of the study

The purpose of the study was to expl'o'r-e the relationship between psychiatric
nurses and family members of persens with sehizophrenia. This research used a
qualitative research method, grounded theory, in order to capture the nurses’

perspectives.
1.4 Scope of the'study.

Thissstudy focuses on exploring the relationship between psychiatric nurses
and family members of persons with schizophrenia. Data collection involved in-depth
interviews with psychiatric nurses working in in-patient wards at psychiatric hospitals

in Thailand.



1.5 Definition of the relationship

The study focused on the relationship between psychiatric nurses and family
members of persons with schizophrenia. Thus, the term “relationship” was defined by
the participants after this study was completed. This study provided, however, a
preliminary definition of the relationships as a guide for the interviews.

Relationship in this study refers to the process of psychiatric nurses helping
family members of persons-with schizophrerta so-that the family members would be
able to care for their patients and iake care of themselves while providing care for the
patients. This relationshipawasexplored through in-depth interviews from the

psychiatric nurses’ perspective.

1.6 Significance of the study

Knowledge about psychiatric nurses’ experiences regarding their relationship
with family members 0f persons with schizophrenia will shed light on the basic social
process of the relationship between psychiatric nurses and these family members. The
basic social precess that was,explored fram:the psyehiatrie-nurses’ perspective was a
significant guideline for helping persons with schizophrenia and their family members
to live together in the ecommunity. Understanding this relationshipiis an advantage for
psychiatric nurses and other health professionals in terms of helping family members
care for persons with schizophrenia and in helping them to live with persons with
schizophrenia.

The findings of the study are seen as important information for developing

psychiatric nursing practices that can help family members live with persons with



schizophrenia effectively. Psychiatric nurses that are working in inpatient wards and
other nurses that are working in community hospitals and other medical centers will
have a model of this relationship so that they can assist family members in caring for
and supporting persons with schizophrenia and in living with their family in the
community. As regards educational nursing, nursing students can learn about and
practice helping family members to live with persons with schizophrenia. Moreover,
in terms of nursing research, the findings of this study can provide research questions
for further study by exploring-and developing this-relationship from different
perspectives.

This study contributes new knowledge to nursing science, whose goal is to
promote the health and well-being of patiehis and families while emphasizing holistic
nursing care. Psychiatrighugses are expected to be able to support and assist family
members in caring for persons with schizobhréhia. In Thailand, however, there are no
studies that focus on the relationship betwetiahﬁpsychiatric nurses and family members
of persons with schizophrenia.” This study, therefore,.is conducted to explore the
relationship between nurses and family members of persans with schizophrenia,

information about which is absent in the existing knowledge in nursing science.
1.7 Summary

The relationship between psychiatric nurses and family members of persons
with schizophrenia is a nursing phenomenon that should be explored, and a
substantive theory on this relationship should be generated. This chapter presents
information on the background of the study, the research questions, the purposes of

the study, a definition of the relationship, and the significance of the study. These are
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addressed in order to help the researcher with the research process and in this way

readers will understand why the study was conducted.
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CHAPTER I
LITERATURE REVIEW

This chapter presents selected literature relevant to the current study. The
purpose of this study was to explore substantive knowledge on the relationships
between nurses and family members in caring for persons with schizophrenia. The
researcher has explored thewrelevant literature relaied to the study. This chapter
summarizes the reviewed literaitre that focuses on major four topics: (1) psychiatric
nursing, (2) relationship iapsychiatric nursing, and (3) grounded theory methodology.
The three topics were condugted hy a searéﬁ from various sources in both electronic
journals and through manual Searches; such és books, theses, and other materials from
both in Thailand, eastern, and Western con_t-e_Xt"é. The literatures were included in this

study from both quantitative and gualitative 'studies.

2.1. Psychiatric nursing

Psychiatrie nursing-foguses on earingand rehahilitation of persons with
mental illness. Psychiatric nursing, as a special area of nursing practice, applies the
study of human behaviors to the care of people with mental illness! In-addition,
psychiatric nursing uses research and theory from the physiological, psychological,
and social sciences to explore and respond to the needs of the clients. At the same
time, psychiatric nurses aspire to provide holistic care and treating a person as a
whole (Mohr, 2003). Areas of concern in psychiatric nursing are mental health

problems, such as stress, emotional crisis, self-concept changes, development issues,
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physical symptoms as a result of psychological changes, and mental disorders, such as
psychoses (Boyd, 1998). Psychiatric services consist of primary, second, and tertiary
care and focus on prevention, intervention, and health promotion. These services
require psychiatric nurses, as well as other mental health professionals, to combine
knowledge, experiences, and skills in the care for and/or healing of people with
mental illness (Mohr, 2003; Perraud, 2006).

Psychiatric nurses use the nursing progess as the foundation for making
decision in clinical practices through a problem-selving approach. The nursing
process in psychiatric nursing.fecuses on standards of care, which describe nursing
activities through assessment, aursing diagnosis, planning, implementation of
interventions, and evaluation/{(Perraud; 200-6). The nursing process remains an
important guide/ tool forpsyehiatric nurses |n caring for psychiatric patients (Perraud,
2006; Mohr, 2003; Boyd, 1998). In additio_r-y' n"hrsing care is planned to meet an
individual client’s unique needs and situatic;n"\ivi-th respect the client’s goals and
preference. To meet the client’sgoals, nurses must provide education to clients so that
the clients have necessary information to make informed decisions about their health
care, health promotion,.disease prevention, and attainment of a peaceful death. The
nurses must alsolestablish a-pastnership with-clients and,otherhealth professionals
(Riley, 2000; Arnold & Boggs, 2007). At the same time, the nurses must be prepared
to learmnew and expand skills apprapriate to emerding health care 'understanding and
managing technology for clients. Most important, the nurses have integration of
scientific knowledge with critical thinking and clinical reasoning skills in caring for
clients (Arnold & Boggs, 2007)

Psychiatric nurses have developed standards of practice that outline the

expected competencies relevant to this specialty area. The standards of psychiatric —



13

mental health nursing are being developed and implemented by the representative
national association. The first were published in 1994 by American Nurses
Association et al. to help psychiatric nurses provide appropriate nursing practices.
Each standard of care provides measurement and indicators for meeting the standards.

In psychiatric nursing, the nurse must integrate his or her skills and
knowledge in providing care for the client through the process of care in an
interpersonal relationship. The psychiatric nurses’ roles are still predominantly in the
medical specialty of psychiatry. Psychiatric nursing-has practice levels that are both
“basic” and “advanced practice:” -The basic practice level is characterized by
interventions that promotes@ndSupport health, assess dysfunctions, assist patients to
improve their ability to cope with problems{; and to prevent further disabilities. This
practice level requires nursesto work-with iﬁdividuals, families, groups, and
communities to assess mental health needs_é_'nd-to apply the nursing process, including
nursing diagnosis, planning, implementatio;r, "a‘n_d evaluation. Therefore, the functions
of mental health nurses at this fevel'must include health promotion and health
maintenance, intake'screening and evaluation, case management, milieu therapy, self-
care activities, psycholiologic intervention, health teaching, crisis intervention,
counseling, home visitpand-advocagy (Boyd; 1998):

Another practice level is advanced practice. In Thailand, as in other
countries such as the Wnited States, this level requires psyehiatricnurses to have
earned a master’s degree and to be nationally certified as a specialist in mental health
and psychiatric nursing (Thai Nursing Councils, 1999). It includes, as well, nurses
specialized in mental health that have earned a doctorate in Nursing Science. The
functions of mental health nurses at the advanced practice level are psychotherapy,

psychobiologic interventions, clinical supervision and consultation, and consultation-
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liaison (Boyd, 1998). Hence, the key element at this advanced practice level is the
integration of skills and knowledge in nursing practice and care provision.
Furthermore, as in the north American situation, the Thai Nursing Council has
developed the national standards of The National League for Nursing (ANA, 1991)
that are currently in use, including quality of care, performance of appraisal,
education, collegiality, ethics, collaboration, research, and resource utilization (Thai
Nursing Councils, 1999). These standards; however, of professional performance
must be within the area of the standards of care,.and these nurse’s roles and functions
are expressed through the nurse=chient relationship.

Furthermore, as in'the'North America situation, the Thai Nursing Councils
has developed national siandards of The Nétional League for Nursing (ANA, 1991)
that are currently in use, ancluding quality of bare, performance of appraisal,
education, collegiality, ethics, collaboratioﬁ,'rééearch, and resource utilization (Thai
Nursing Councils, 1999). The standards, hoWéVer, of professional performance must
be within the area of the standards of care. In addition, holding a holistic care and an
ethical care are also considered and applied during the care. Ethics principle is a
significant element thatpsychiatric nurse should realize-and apply it into all nursing
practices. Within thejinterpersenal selationship; progess;there.ds-an ethic that occurs
during all the processes. The ethics is called relational ethics (Austin, Bergum &
Dossetor, 2003).

“Relational Ethics”, within the process of interpersonal relationships, there
are ethics that occur during all of the processes. These ethics are called relational
ethics (Austin, Bergum & Dossetor, 2003). Relational ethics are defined as an “action
ethic” (Bergum, 2004, p. 486) that explicitly situates ethics in a relationship.

Relational ethics represent a moral responsibility within the context of human
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relations that emphasizes human interdependency and reciprocity within which
personal autonomy is embedded. Relational ethics require health care providers to
base ethical actions on relations and commitments to patients, families, and others
(Bergum & Dossetor, 2005). In Canada, the Relational Ethics Project was developed
by Vangie Bergum (a nurse) and John Dossetor (a physician). Their research was
conducted at the University of Alberta, Canada (1993-2001). The project explored
the ethical commitments required by everyday health care situation. The core
elements of these relational-ethics are described assmutual respect, engagement,
embodiment and environmentin Relational Ethics: The Full Meaning of Respect.
These core elements, howeveryare not to be interpreted as final themes (Austin, 2001;
Bergum & Dossetor, 2005). Descriptionsdf these core elements are addressed as
follows.

Engagement is a eentral theme-in r-e'lait-ional ethics. Engagement concerns
human to human connection andis situatediiinﬁthe commitment between individuals.
Ethical professional practice reéquires understanding.of the other’s situation,
perspective, and vulpérability (Austin, 2001; Austin, Bergum & Dossetor, 2003). One
question that would signal a good opening for nurses in-establishing relationships with
family membersiisy “How do weengagewith eachother?-(Bergum & Dossetor,
2005, p. 103). The aspects of engagement include looking at a person as a whole,
appropriate vulneranility, conversation, and time management. It appropriate
engagement is possible, under-engagement and over-engagement will not occur
(Bergum & Dossetor, 2005). A relationship can be reconstructed by an action ethics
where people connect with other and have mutual respect.

Mutual respect occurs when people connect with others. This involves self-

respect and respect for others and from others. This respect for something is not
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easily achieved. It may depend on different attitudes, gender, experience, knowledge,
beliefs, culture, power, etc. If the care provider’s perspective differs from the
person’s viewpoint, mutual respect is made difficult (Bergum & Dossetor, 2005). The
expression of respect for nurses who work with patients and families requires
reflection of self-understanding and others- understanding. Mutual respect cannot
occur if nurses work without family members’ understanding, interdependence,
personhood, and connection. If health care professionals and family members can
establish mutual respect, thisimutual respect willlead to mutual power and re-
empowerment. Additionally, the sprit between body and mind and objectivity and
subjectivity should be integrated and respected in a relationship.

In relational ethies, therole of emation in our ethical decisions and actions is
acknowledged. Relationships requireboth objective and subjective knowledge. That
means that relationships cannet occur with;;l_jt'émbodiment. Our body is the means by
which we experience the world (Merleau-P(‘)n"ty',.- 1962). It is impossible to separate
our mind from our body (Matthews; 2002). “Embodiment knowledge focuses on
healing the sprit between the difference between body and mind, self and others, and
objective and subjective. Within relationships, we will find a relational space where
the opposition between:body. and,mind; ebjective and subjective, and self and others
is found. This relational space in a relationship needs attention to intersubjectivity,
where body /and mind‘cannot be separated (Bergum & Dassetor, 2005).

The practice of relational ethics also requires an interdependent environment.
The environment can be defined as the circumstances, objects, or conditions by which
one is surrounded. Health professionals need to pay close attention to the
environments surrounding individuals, including the health care system, social, and

community. Ethical practices cannot occur without personal, social, or political
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elements. Supportive environments not only help people who are vulnerable to cope
better, but also increase their ability to relate to other people (Bergum, 2004). This
type of environment requires giving freedom and choice for making decisions, which
involves individual and social choice. The context of care should always be
considered in clinical practice (Bergum & Dossetor, 2005).

Some studies have used relational ethics as a framework to explore human
experiences and to understand clinical phenomena (Austin, 2001; Austin, Bergum &
Nuttgens, 2004; Marilyn, Bergum, Bamforth & MaePhail, 2004). One study found
that some of the core elements.of relational ethics are mutual respect, engagement,
and attention to the environment,” These core elements can offer a foundation for
considering ethical practice in forensic sett'i-'.r\gs, for example. Nurses need to be
concerned about those elements in order to p"r-ovide good nursing care and to be
informed about how to act'in erisis situatioﬁé. ‘Relational ethics help nurses to
recognize the value of opening dialogue, thé-—c!dnsideration of diversities of
perspectives (Austin, 2001). Similarly, Evans, Bergum, Bamforth and MacPhail
(2004) studied relational ethics and genetic counseling. Their study was conducted in
order to describe how telational ethics can enhance the effectiveness of genetic
counseling and-to explore the realities ofcoaunseling in-erder to-identify effective
ways of counseling. The researchers found three themes of relational ethics:
engagement, dialogueyand presence, and these can improve quality and outcomes for
genetic counseling. For instance, many of the participants perceived the value of
friendliness from counselors; the dialogue was seen as a connection between clients
and counselors; and “presence” helps clients to contact and share their experiences

with someone.
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Thus, relational ethics is an important component in relationship between
nurses and family members, which can be a basic concept for health practitioners to
know how to act ethically in complex and critical care situations: psychiatric nursing
needs to establish relational ethics in order to guide the development of relationships
between nurses and family members of persons with mental illness. The researcher
believes that if psychiatric nurses emphasize relational ethics through interpersonal
relationship processes, families will be able to deal with serious problems more

effectively.
2.1.1 Nursing practiee and the persons with schizophrenia
2.1.1.1 Persenswith schizorr-)hrenia

There are fifty million‘persons Witﬁis:chizophrenia worldwide and thirty-three
million persons with schizophrenia in developing countries; especially, in the U.S.A.
approximately 1.9 mithon Americans suffer from schizophrenia (Sadock & Sadock,
2001). In 2001-2007 i Thailand, 1t was found that the aumber of persons with
mental illness istrapidly: inereasingpwith-449,545 persons with-mental illness and
104,920 persons with schizophrenia (Mental health department, 2007). The most
comman symptomsiappear between the ages of 15 and 35(50 % below ages 25), and
the male to female ratio is 1: 1 (Sadock & Sadock, 2001). Forty percent of persons
with schizophrenia attempt suicide, 10% percent die by suicide, and 50% cannot
accept or do not believe that they have a psychotic disorder. The relapse rate is
approximately 40-42% within 1 or more years on medication and 80% in 2 years off

medication (Torabi & Kalafi, 1996 and Andrew, 2004).
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Persons with schizophrenia are diagnosed according to the criteria of The
Diagnostic and Statistical Mental Disorders-fourth edition, revised (DSM 1V-R) or the
ICD X. Schizophrenia is commonly classified as a chronic mental illness, as sub-
chronic, or in remission. Some persons with schizophrenia have been living with
long-term impairment, and most likely, the schizophrenia disorder is not a single
disease but consists of several distinct disorders (Barry, 2002). Persons with
schizophrenia are often accompanied by actiie episodes of delusions, as false beliefs
that cannot be corrected by-reason, hallucinattonsusually in the form of voices, long-
term impairments such as diminished emotion, lack of environmental interest, and
depressive signs. The symptoms of schizophrenia are generally classifying into two
categories. First, positive symptoms includ-"e hallucinations, delusions, disorganized
thinking and speech, and.disgrganized beha\;ior. Second, negative symptoms include
decreased emotional expressiveness or affe_é_ﬁ&é flattening, reduced speech, and
poverty of speech, inabilityto conduct dailx;-a"c‘ti.vities, loss of ability to experience
pleasure, and decreased initiation of goal-directed behavior (Herz & Marder, 2002).
These may be particularly stable over time and not or less responsive to treatments.

Persons with-schizophrenia often go through fluctuations in terms of the
severity of symptoms and itis @ long:term.diserderwith, threesphases: the acute phase,
the stabilized phase, and the stable phase. The signs and symptoms are described as
follows: during the acute phase, lasting about 4-8 weeks, persons with schizophrenia
have severe psychotic symptoms in both positive and negative symptoms, such as
hallucinations, delusions, disorganized speech and behavior; furthermore, their
thinking is severely disorganized and their judgment impaired (Herz, & Marder, 2002;
Shean, 2004). The stabilization phase lasts about 2-6 months, when patients are

recovering from the acute phase. Their symptoms are improved but the patients
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remain vulnerable and sensitive to relapse if they show noncompliance in taking
medicine or if they face stressful life events or environment stress. This phase is
highly vulnerable to relapse. During the stable phase or indefinite, the patients may
be asymptomatic or they may manifest nonpsychotic dysphonic symptoms or negative
symptoms in the clinical domain, such as anxiety, tense emotion, or insomnia (Herz,
& Marder, 2002).

The consequences of living with schizephrenia are described in this section.
Most persons with schizophrenia that are living.ia-the community have often
encountered negative consequences of schizophrenic disorder, including suicide and
other accidents which candeadto death. For example, a study revealed that 10 percent
of persons with schizophrenia have a risk iorf suicide, which is about 12 times the
general population in both developed countri:és and developing countries (Herz &
Marder, 2002). Thus, the.mortality of pers_c-)_hsrvvith schizophrenia has still
significantly increased overtime,and this i;-p"(is_sibly related to unhealthy lifestyles
and restricted access to the mental health service system: social stigma refers to
negative attitudes and beliefs of a group of people in sociéty and is a powerful barrier
to courses of treatment;'some patients and their families.suffer from such a stigma; the
impact on caregiversjincludes economicrand-economic-hurdens; the stress of coping
with disturbed behavior, disruption of routine activities, emotional reactions such as
guilt, asfeeling of loss;fear about the futureand disruption-of social activities, and
problems in coping; social costs refer to the economic impacts of schizophrenia in
each country. Moreover, persons with schizophrenia have social disabilities,
including psychological, physiological, and anatomical functional impairments or
abnormalities as well as restrictions in decision making or lack of the attention

necessary to do things (WHO, 1998; Herz & Marder, 2002; Shean, 2004).
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2.1.1.2 Nursing care for the persons with schizophrenia

Schizophrenia is a psychotic disease or a severe brain disorder that can
causes long-term hospitalization. The disturbances of the persons with schizophrenia
sometimes lead to clinical management. Treatments for persons with schizophrenia
include psychopharmacological treatments such as standard antipsychotics, and
typical antipsychotics that can control both'pesitive and negative symptoms in order
to improve the quality of life.@f persons with schizephrenia.

However, treatment with.medication alone is insufficient in curing persons
with schizophrenia. The psychesecial treatments include individual psychotherapy,
group therapy, family therapy, psychoedﬁp_étion, peer support, and self-help groups;
and therapeutic settings, suchas hospital treéfment and community settings, are also
important because these can provide patien_t-'g' with & human connection by helping
them to develop social skills and by educati_rig; them about living with their relatives
and in the community, about their-course of il—l‘né'ss, about what to expect in their life,
as well as offering support over the long-term. In terms of psychosocial treatment, the
therapist should take care to provide the appropriate behaviors and emphasize the
person’s age, culturej believe, and level of symptomatetogy,(Antai-Otong, 2003;
Cutler & Marcus, 1999). The persons with schizophrenia also need caring from their
families, Itis necessary that the family members to learn how to care for and support
their patients. To help the family members to be able to care for and support the
patients, psychiatric nurses need to relate to the family members through helping the

family members.
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2.1.1.3 Helping family members of persons with schizophrenia

Serious mental illness as schizophrenia produces a persistent and lifelong
impact on families (Rhoades, 2000). Persons with schizophrenia and families need
care and support from mental health professionals. There various treatments to help
the persons with schizophrenia to be better and return to families. At the same time,
helping family of persons with schizophrenia‘isian important issue in caring for
persons with schizophrenia-because the family-as-an-element the persons with
schizophrenia’s environment that ean support the individual’s recovery. There are
various approaches in assisting families to be able to care for persons with
schizophrenia, includingstraiégies for imp'r-'.oving interaction between persons with
schizophrenia and family‘members, providirfg supports for families who are
experiencing with a burden associated with_-t_'hé- care of a member with schizophrenia,
and educational programs that imgrove the ;‘a;ni,lies’ understanding of schizophrenia,
its treatments, and caring for persons with sehizophrenia (Herz & Marder, 2002;
Shean, 2004).

A strategy of improving the emotional climate in family is an important
intervention to-stpport:both-family:members and; persons with-schizophrenia. In the
families, when persons with schizophrenia returned to the families, the relapse rates
were higher/because of high expressed emotion in the families. The definition of high
express emotion was characterized by critical comments, hostility, and emotional
over-involvement (Herz & Marder, 2002). Then, the improving the emotional climate
in the family was thought that can decrease high expression emotion and increase
relationship between family members and persons with schizophrenia in order to

living with together in community between family members and persons with
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schizophrenia. Then, these strategies were based on psychodynamic theories and
focused on repairing relationships that were thought to have caused the illness.

Another strategy, however, for supporting family members of persons with
schizophrenia is family counseling interventions that were based on family’s
problems oriented. The family counseling interventions that include psychotherapy
and working with family as a group can be used to support the families.
Psychotherapy more often used by family therapist and counselors to provide
supportive and solutions- feecused intervention. Thetherapeutic works include the
learning and reinforcement of problem-solving and community-living skills. Working
with family as a group therapycanbe used to help families reattribute problems
behaviors to the illness as'schizephrenia ra{her than the person. The family group will
help the family membersio learn and imprO\}é communication between family
members, and enhance prablem solving Wi_t-h'iri'-the family. For working with family
consists of single-family. The single-family‘tr;e{apy can help the family improve
coping methods and communication with each other.in the family. The therapy works
include educating the family about the iliness and Its management, avoidance of
blaming the family, and establishing hope (Rhoades, 2002). As Peplau (1991) states
that in psychiatric purses; nursesmust provideredueation and eounseling clients to
make them to learn, self-awareness, and self- understanding. At the same time, nurses
must take great roles in helping the clients as a counselar to help the ¢lients to manage
problems. These strategies were employed to assist family members of persons with
schizophrenia in caring for and supporting the persons with schizophrenia to live in
community.

In helping family members, the psychiatric nurses need to understand the

family members’ difficulties in caring for persons with schizophrenia. Because of
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severity of symptoms and persistence of illness, persons with schizophrenia produce a
significant burden on the families. When a member of the family was diagnosed
schizophrenia, other family’s members in the family have often been impact from
caring the persons who living with schizophrenia. Many studies have been shown that
family members of persons with schizophrenia are suffering from giving care for the
persons with schizophrenia (Rhoades, 2000; Tsang et al., 2002; Conn, 2003;
Jungbauer, Wittmund, Dietrich & Angermeyer,2004). Not only family members are
encountering difficulties in-earing persons with sehizophrenia, but also persons with
schizophrenia are suffering while living with schizophrenia. The descriptions of living
with schizophrenia of family andpersons with schizophrenia are presented as follows:
The severity of symptoms and therbersistence of schizophrenia in persons
with this illness can be burdensome te famili:és (Rhoades, 2000). In the 1950s, as
mental health services movedaway from p_s-yc"hiatric hospitals to community-based
rehabilitation programs under a pelicy that c‘:a-l-re_d deinstitutionalization, many
hospitalized psychiatric patients rettrned to live with.their families. In fact, a study in
the United States estimated that 40-60 percent of discharged patients returned to their
homes (Tsang et al., 2002). Similarly, studies have reparted that the burden of family
members that aré providing-care-fos persons-with mental illness is increasing. Family
members increasingly find themselves becoming the primary source of care and social
supportifor relativeswith @ mental liliness such as schizaphrenia, and the role of
family caregivers has become an important issue (Jungbauer, Wittmund, Dietrich &
Angermeyer, 2004). As well, the World Health Organization (2001) has identified the
burden of caring for a family member with mental illness as a significant world
problem. According to family caregivers of persons with schizophrenia became major

issues, the results of a national survey of the schizophrenia society of Canada revealed
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that there are many caregiver roles in providing care for persons with schizophrenia,
such as emotional support, financial support, coordination of health and mental health
services (making appointments and arranging services and transportation), and
personal care (bathing, eating, dressing, taking medicine) (Stual, 2005).

Research indicates that most primary caregivers perceive some burden
arising from caring for relatives with mental illness, including schizophrenia (Conn,
2003; Jungbauer, Wittmund, Dietrich & Angermeyer, 2004). At the time of diagnosis,
some families feel shocked-because of their new.e¢are giving role. Many families
expect that, with treatment, their relative will have a speedy recovery from the mental
illness. When a relative beginstreatment, the family learns that psychiatry is not a
science and that the patignt mayrequire Iqﬁg-term treatment. Primary caregivers
consequently may suffer from the burden of -'I-ong—term care giving of a relative with a
mental illness. -

Such a burden can be elassified int;) two groups. First, objective burden
refers to the practical difficulties that family' members encounter while giving care to
their relative with a mental iliness. These difficulties include housing, food and
laundry, transportation, management of medication, money management,
companionship-and recreation crisis jintervention, and.seeking:help from the police
(Conn, 2003; Sawatzky & Fowler-Kerry, 2003; Kung, 2003). Second, subjective
burdenzrefers to thevnegative emation that family members experience In response to
caring for their relatives with a mental illness, including grief, fear, guilt, and anger
(Conn, 2003).

Researchers in North America have found that most family members of
persons with schizophrenia have experienced both the objective and subjective type of

burden, including the negative impact of stigma and discrimination or social isolation,
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ineffective or inadequate mental health services, unemployment and financial
difficulties, the disruption of household routines, such as helping the patient to get up
in the morning: bathing, dressing, cooking, and managing money; experiences of
frustration and anxiety, low self-esteem and helplessness, fear, loss, and grieving
(Schwartz & Gidron, 2002; Tsang et al, 2003; Sawatzky & Fowler-Kerry, 2003;
Kung, 2003; Jungbauer, Wittmund, Dietrich & Angermeyer, 2004; Austin, 2005). In
Thailand studies on the impact on the caregivers of psychiatric patients have found
that most caregivers experience stress and perceived burden from caring for their
relatives with such mental'ifinesses as schizophrenia (Petcharat, 2004; Thummathai,
2003; Vanaleesin, Chetchaovalit,/Aowchareon & Chaimongkol, 2003; Pipatananond,
2002; Upasen, 1998). As'in the/North Amé'rica studies, this burden is both objective
and subjective in type.

The stigma of mental 1liness can hé\}é a strong impact on patients and family
members that are far-reaching, muItifaceted’,; énd unambiguously negative (Austin,
2005). Thus, the social stigma and isolation associated with providing care for persons
with schizophrenia ¢ai be a source of family stress and burden. Stigma can be
defined as “a mark or label that sets an individual apart as being different in the
negative sense;makingithem undesirable, and precipitating-social rejection and
discrimination”“(Austin, 2005, p. 336). A study by Philo et al. (1993) identified
sourcesiof stigmatization ofi persons with mental illness that covered all media,
including local newspapers, magazines, children’s comics, and television news. Such
sources were: 1) Jokes expressed to others, when psychiatric patients are presented as
the source of a joke; 2) Violence to others, as people with a mental illness are seen as
being a source of violence; 3) Violence to self/suicide, with stories that mention self-

harm associated with mental illness; 4) Sympathetic/positive behaviors, as some
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family members experience eating disorders while giving care for persons with a
mental illness; and 5) Critical representation, with stories which focus on the issues of
mental illness examined in depth (Philo et al. cited in Brunton, 1997).

Other studies have also noted that many psychiatric patients and their
families have a feeling of stigmatization from the behaviors and attitudes of mental
health professionals, such as using inappropriate humor, separation or isolation of the
person with mental illness, inattention, inadequate services, and blaming of parents
and other family members (Hinshaw, 2005; Schulze & Angermeyer, 2003). Many
families feel unsupportedin their role of caregiver, even though health professionals
believe that they have helped these patients in their caring (Rhoades, 2000). Thus,
family members who live'with persons Wi’th schizophrenia have encountered with
disturbances of the persons with schizophrehia. In helping the family members of
persons with schizophrenia to deal with the-difficulties, the psychiatric nurses use
strategies by via relationship. The relationsﬁi;; In psychiatric nursing is a powerful

tool in helping the family members and their patients.
2.2 Relationship in psychiatric nursing

Relationship is an important paradigm for all nursing contexts. It can be
definedhas the way: in which two peaple or two groups behave towards each other
(Summers, 2001). In this context is called a helping relationship (Sudeen, Stuart,
Rankin & Cohen, 1998). The nature of the relationships is established through the
process of interaction between nurse and client (Raingruber, 2003). The relationship
between nurse and client (patients/families/people) is an interpersonal relationship

(O’Brien, 2001). There are many definition of relationship which is various meaning
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in each discipline. For example, the meaning of interpersonal relationship in the
encyclopedia is defined as the “social association, connection, or affiliation between
two or more people who may interact overtly, covertly, face or may remain
effectively unknown to each other” (Wikipedia, the free encyclopedia, 2007, p. 1). In
addition, nursing in the perspective of Peplau is that “Nursing is a service for people
that enhance healing and health by methods that are humanistic and primarily non-
invasive” (Fitzpatrick & Whall, 2005: 48)./In'more specifically definition of nursing,
Peplau stages that nursing is-a “significantly therapeutic interpersonal process which
functions cooperatively with oih€i-human processes that make health possible for
individuals” (Fitzpatrick &Whall, 2005:48). These definitions reflect that “Nursing”
in psychiatric nursing cam be.called “Theraﬁeutic relationship” for helping clients to
meet enhance healing and health.

In the relationship, there are three types of relationship in nursing practice.
Stevenson, Grieves and Stein-Patbury (2004) "aim.d Videbeck (2001), for example, state
that interpersonal relationships consist of three types: social relationships, intimate
relationship, and therapeutic (professional) relationship. A social relationship is
“primarily initiated for.the purpose of friendship, socialization, companionship, and
accomplishmentiof,ajtask”(p. 91). Andntimate relationship-can-be defined as “two
people who are‘emotionally committed to each other and are both concerned about
havingdheir needs met.and helping eachother” (p. 92). | Atherapeutic-relationship
focuses on the needs, experiences, feelings, and ideas of the client. Nurses need to use
various skills, such as communication skills, personal strengths, and understanding of
human behavior, in order to interact with the client. All these types of relationship

demonstrate nurse’s various roles while interacting with clients.
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Relationship between nurses and clients reflects role expectations. The role
of the nurse can be defined in many different ways. Peplau (1952) indicated that the
roles of nurses depend on the needs of the clients and the skills and creativity of the
nurses, including strangers, resource persons, teachers (educator), leaders, surrogates
for significant others, counselors, arbitrators, change-agents, researchers, and experts
(Peplau, 1991; Peplau, 1952 cited in Forchuk, 1993; Martin and Street, 2003). Some
clients have the expectation that nurses musthelp them to be clinically better and
more comfortable (Stevensen, Grieves & Stemn-Parbury, 2004). Relationship in

psychiatric nursing focuses on.henurse-client relationship.
2.2.1 The nurse-glient relationship

The nurse-client relationshipééri be a vehicle for the application of the
nursing process. The interpersonal relationsiﬁirb‘s,-in the nurse-client relationship are
essential to the practice of psychiatric and mental health nurses (Raingruber, 2003;
Peplau, 1991). Peplauhas studied and written about the ntirse-client relationship
based on the notion of-interpersonal relationship, wherethe nurse-client relationship is
considered a therapeutic one, The client will-be referredito-a person who is
experiencing mental illness, and their families and significant others (Fontaine, 2003;
Peplaupl991). She'wrate @ book; Interpersonal relations in nursing: A conceptual
frame of reference for psychodynamic nursing, which can help nurse practitioners to
deepen their understanding of interpersonal relations in the nursing situation (Peplau,
1991). Similarly, King (1990) has defined interpersonal relationship as an important

element in the practice of nursing. She views the nurse-client relationship as a
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learning experience involving two people that interact to face health problems, to
share and to discover ways to adapt to a situation, and to resolve problems.

The nurse-client relationship is a therapeutic tool in all nursing contexts, and
it is goal directed. That means that nurses and clients decide together what the goal of
the relationship will be. The objectives of the relationship are focused on learning,
growth promotion, and problem solving. In addition, it is an effort to change some
aspects of the client’s life, where the nurse and.¢lient determine together how much
time they are able to spend:The nurses need t0 previde information based on facts
and without bias or personal identification. Moreover, nurses should emphasize the
client’s feelings and opiniens when interacting with him or her and in an atmosphere
of mutual respect and undersianding (Towhéend, 1999; Forchuk, 1993; Eby & Brown,
2005). Moreover, Peplaud(1991) noted that n'L-Jrses must be aware of communication
and pattern integration in this interaction. b

The nurse-client relationship is a|S(7)'ié significant tool for mental health
nursing, and some studies reflect on this relationship.(Martin & Street, 2003; Eby &
Brown, 2005). For instance, a study reported that nurses in forensic psychiatric
nursing have perceived.the nurse-patient relationship as‘a powerful one in providing
care for patients: Theyalsorecognizedithevalue of.oral,ceammunication as being more
significant than‘written communication (Martin & Street, 2003). As well, Eby and
Brown2005) reparied that nurses learn from this process-how tadeal with clients
and how to provide nursing interventions for them. Thus, the nurse-client relationship
is an important tool for helping clients in psychiatric nursing.

In the nurse-client relationship, psychiatric nurses must make therapeutic use
of self in providing care for client and in the process of establishing relationships.

This means that psychiatric nurses use themselves as a tool to establish relationships
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with a client. The therapeutic use of self is the ability to use one’s self with
consciousness and with awareness in an attempt to establish nursing interventions
(Eby & Brown, 2005). The therapeutic use of self requires nurses to have “a great
deal of self-awareness and self-understanding, having arrived at a philosophical belief
about life, death, and the overall human condition” (Townsend, 1999, p. 99). That
means that the nurses must also understand their abilities and attempt to combine
these abilities and emotions to help others.: Fhere is a need for nurses to have
understanding. Similarly, Peplau (1952) has described the therapeutic use of self in
the nurse-client relationship wherenurses need to have a clear self-understanding in
order to promote the clieqi’s growth and well-being (Peplau, 1952 at cited in
Videbeck, 2001).

Self-awareness is another important boncept In improving the therapeutic use
of self: nurses must first know themselves t-)e'fb-re beginning to understand others. The
important things that the nurse must know éb(;Ut- himself or herself are their own
values, thoughts, feelings, beliefs, attitudes, and strengths and weaknesses. This
process has been referred to as the process of developing and understanding of self-
awareness. Such self-awareness includes an understanding of the client’s emotions,
personality, sensitivitypmotivations; ethiesephilosephy-ofdife;physical and social
image, and capagcities; and this self-awareness allows nurses to observe, understand,
attend, weflect on and interact with clients (Videbeck, 2001). Nurses developing self-
awareness and understanding can begin by using aspects of their perception, feelings,
intelligence, needs, coping skills, and perception in order to create a relationship with
clients (Videbeck, 2001; Townsend, 1999). Another way to learn about oneself is the
Johari window, which describes a person according to four areas and reflects how

well a person knows himself or herself. The four areas are: 1) the open/public area,
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where a person knows about him/herself and others 2) the blind/unaware area, where
a person knows only others; 3) the hidden/private area is where a person knows only
him/herself; and 4) the unknown area, which is an “empty area” as undiscovered by
oneself or others (Videbeck, 2001). Thus, understanding the notion of self-awareness
and how to improve and develop this self-awareness on the part of psychiatric nurses
are very helpful for providing effective interventions for the client through each phase

of the nurse-client relationship.
2.2.1.1 Phases.of'the nurse-client relationship

Nurse-client relationships can be'éétablished in different forms. Peplau
(1991) has identified the nurse-client relatiohéhip into four phases, including the
orientation, identification,exploitation, and- resolution phase. Descriptions of these
relationships are as follows. %

First, The orientation phase focuses on seeking assistance based on felt
needs. When patients.come to the hospital, they have maore feelings uncertainty about
their illness. They and.their family may perceive and react differently to the illness.
They often ask-guestions;to-the, health professionals, such.as “What is wrong with me
or my son?,” “Why should this thing happen with me?,” “What caused it?,” and
“What ean the doctor do?” The psychiatric/nurses adjust their behavior in terms of
helping the patients and their families according to these questions encourage nurses
to recognize how to help the patients and their families on the basis of needs. Peplau
(1991, p. 26) mentions that “every patient needs to be assisted in harnessing energy
that derives from tension and anxiety connected with felt needs to positive means for

defining, understanding, and meeting productively the problem at hand.” During the
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orientation phase, nurses’ roles that are important include providing information and
understanding the illness and treatment. Nurses will realize what education needs the
patients and families have and what they need to recognize and understand about the
present situation in order to resolve problems in the future. In addition, nurses will
encourage the patient to fully participate and to fully integrate his or her illness into
his or her life experiences (Peplau, 1991).

Second, The identification phase focuses on helping the patient/family to
identify their problems. When the patient/family aeeepts and understands their illness
and feelings, they need to ideniify their problems. Notall patients/families can easily
identify their problems. During this phase, there is, therefore, a need for the nurse to
use skills and to offer experiences as well as enable the patient/family to identify
problems and sufficiently express feelings. Nursing needs to use the notion of the
nurse-client relationship te be a key tool fo_r- _dr"i-ving the work with the patient/family,
and the patient/family identifies with nurse on the basis of needs and services that are
considered as useful._ They-also-identify with the nurse on the basis of their past
experience and expectation. Thus, the major function of the nurse in this phase is to
make use of his or her-professional education and skill in-helping the patient/family
(Peplau, 1991):

Third,"The exploitation phase focuses on making full use of the services
offered:to the patient/family. When a patient/family has identified'wvith a nurse who
understands the interpersonal relations in the situation, the patient/family will
perceive that the services offered to him/her are fully useful. That means that the full
value that the patient/family receives comes from the relationship. In this phase, the
patient/family will be exploited on the basis of self-interest and need. The

patient/family may feel fully at home and participate in all of the services offered to
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him/her. At the same time, he/she will explore all of the possibilities of the changing
situation. Sometimes, many patients may experience a conflict with their life in terms
of being unable to decide directly about something they wish for—they may try to
keep a balance between dependence and independence. Nurses need to understand
what happens as regards the patient/family and what should be done to change the
patient’s behaviors (Peplau, 1991).

Fourth, the resolution phase focuses on helping a person to develop the
strength to withstand more:~This cutcome will'be-aehieved when all of the earlier
phases are met in terms of psyeholagical mothering based on “unconditional
acceptance in a sustainingsrelationship that provides fully for need-satisfaction;
recognition of and responses o growth cueg, however, trivial, as and when they come
from the patient; shifting/of power from the ﬁurse to the patient as he becomes willing
to delay gratification of his wishes and to e_>-(pe"hd his own efforts in achieving new
goals” (Peplau, 1991, p. 40). This phase car;-\;i‘ew in‘terms of a freeing process
whereby the nurse helps the patient/family to manage his/her actions while staying in
the hospital and in thriving in their social life in the future.

Each phase of the relationship overlaps with others. For instance, the phase
of exploitation-overlaps with those:of identificatiomand resalution; and the phase of
orientation overlaps with the previous social and family situations. The nurse’s
functions in/the four phases are interlocking. The functions are: (&) the role of the
resource person as giving specific and needed information to the patient/family. This
information can help the patient/family understand their problems and the new
situation; (b) the role of counseling in terms of understanding the events in the
patient’s life that made him/her come to hospital and his/her feelings; (c) the role of

the surrogate mother, father, and sibling in helping the patient to re-enact and examine
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generically older feelings and new feelings that involved in the patient’s life; (d) the
role of technical expert in terms of understanding the various professional devices
and managing these devices with skills to help the patient.

Within these relationships, nurses must use their skills and utilize their
existing knowledge while work on creating a relationship with the client. One
previous study reflected on the integration of skills and knowledge through the
process of the nurse-client relationship. Hanson and Taylor (2000) developed the
model of the nurse-client relationship in termsof.the I-Thou relationship (Being-with)
and the I-It relationship(Doing=with) as a way of establishing the nurse-client
relationship. Both being-with.and doing-with relationships are considered important
requirements for commuanity. mental health'hursing and can also create relationships
of the client with the community. Theterm “Client™in this study can be defined as

“family”.
2.2.1.2 Important components in-relationship

An interpersonal relationship is the result of the.mutual endeavor between
health care professionalsjand patients/families(Stevenson;Grieves & Stein-Parbury,
2004). In orderto improve the nurse-client relationship, there are many components
that need ta ke investigated: These components are described as follows:

First, Trust is an important component of the nurse-client relationship. Trust
is also considered as the keystone of this relationship. Trust provides a good
interpersonal climate in which the clients are comfortable when interacting with the
nurses. In the context of the helping relationship, trust is defined as “the assured belief

that other individuals are capable of assisting in times of distress and will probably do



36

so” (Travelbee, 1971 as cited in Sundeen, Stuart, Rankin & Cohen, 1998: p. 151).
There are several characteristics of trusting person, including a feeling of comfort
with growth in self-awareness and an ability to share this awareness with other;
acceptance of others as they are without needing to change them; openness to new
experiences; long-term consistency between words and action; and ability to delay
gratification (Sundeen, Stuart, Rankin & Cohen, 1998). This trust however can also be
replaced with mistrust between nurse and client: For the persons who tends to be
distrustful generally showsepposite characteristies:~Not only does mistrust impact on
communication but also'on the-processes and outcomes of healing (Boggs, 2003).
Theses characteristics cande used to be a guideline to assess the family members’
ability to trusting and self~assessment.

Second, Empathy is“the ability to bé sensitive to and communicate
understanding of the client’s feelings” (Bog-g's,'-2003). It is a significant component
that leads to a helping relationship-(Ancel, 2006) An empathic nurse will perceive
and understand the client’s neéds and feelings accurately. Sometimes, the nurse may
fail to provide empathy for the client because of lack of time, lack of trust, lack of
privacy, or lack of support from other professional colleagues. Some studies have
noted that in psychiatrie nursing-the basis of-therapsutie,cemmunication is important,
and this includes' the therapeutic use of self, listening, assertiveness, self-disclosure,
rapportpgenuineness, empathy; respect, and confrontation-and limiting the setting in
order to establish relationships with the patient/family (Videbeck, 2001; Eby &
Brown, 2005; Deering, 2006; Townsend, 2000).

Third, Empowerment is defied as “assisting the client to take charge of his
own life.” Nurses use interpersonal processes to provide information, tools, and

resources to the clients to be able to build skills that can be used for them to reach
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well-being by themselves. Nurses will empower clients to feel valued, to adapt
successful coping methods, and to think positively during the relationships. This
means that empowerment should be achieved by clients so that they can take control
of their lives (Boggs, 2003, p. 145-146). One study in Australia reported that lack of
information about providing care for the patient, managing medicines, or recognizing
the patient’s behaviors in crisis intervention were the major impediments to
empowering family members in caring for theiwill relatives (Wilkes, White, & O’
Riordan, 2000 cited in Boggs; 2003). Hence, nuises should empower clients by
providing complete informationinorder to increase their power and confidence while
care for persons with menial 1liness.

Fourth, Self-diselostirg is defined és opening up ones’ self to others. That
means that if we self-disglosg to others, we héve to open our feelings, our thoughts,
and some of our personal experiences. 1In thé nurse-client relationship, nurses need to
self-disclose to clients to let them te know ébé‘u—t— the nurses’ thought, feelings, and
experiences to show that they tunderstand them.  This self-disclosure can develop
close relationships between nurses and clients. One study has demonstrated the
factors that are related-to positive relationships betweenstaff and families. First,
contact with purpase; each.contactbetween-nursing staff and families should identify
the mutual purp@se in planning to care for the patients. Frequently meetings,
however, are not'areflection of such a close relationship. ‘Knowing the purpose of
contact helps family members to know how to do the right thing for their relatives and
how to work with staff. Second, shared experiences; family members and staff
develop their relationships by sharing experiences. Some family members are

perceived to be closer to staff when they have shared their experiences in providing
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care for the relative, such as medication management and in dealing with the
emotional problems of the residents and others (Gladstone & Wexler, 2002).

Fifth, Respect is the acceptance of the client’s ideas, feelings, and
experiences. Acceptance can be shown by using verbal and non-verbal
communication. Receiving respect makes people feel important, cared for, and
worthwhile. When people, do not receive respect, however, they feel hurt and
ignored (Riley, 2000). In the nurse-client relationship, nurses should respect clients in
order to make them feel valued. Nurses can show-respect to clients by the way in
which they observe the clients, by aifering help, maintaining eye contact, smiling,
calling the client by nameand.niroducing themselves and making contact through
gentle touching. For instance, some Canad-i.an studies reported that families were
appreciative of the staff’s'care and respect. fhe patients were also given care and
attention. The families felt that the staff Wés_' \}éry warm, tolerant, and polite with their
relatives and provided care with'/high comp(;t(;ncy. Staff also attended to family
members by doing things such as stopping to say hello, knowing the family members
by name, and accepting help from the families (Gladstong & Wexler, 2000; Donovan
& Dupuis, 2000).

In additigngin the nurse-client relationship sthere are, fagtors that are related to
this relationship.’ One study reported that there are two factors: contact with purpose
and shared experiences related'ta the relationships among staff and families
(Gladstone & Wexler, 2002), and these factors are important for developing
relationships between nurses and family members. First, in the relationship, the
purpose of the contact between nurses and family members is an important factor.
The purpose of the contact refers to determining the goals of meeting. Each time the

contact between nurses and families takes place, the purposes should be determined to
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be a guideline for the meeting. Nurses and family members will know what they will
do. Knowing the purpose of the contact helps family members to know how to do the
right things for their relatives and how to work with staff. Frequent meetings are not
a reflection of a close relationship. If nurses and family members have not determined
goals in the contact, the relationship will not occur. Second, family members and
nurses develop their relationships by sharing experiences. Sharing experiences is an
important factor in the relationship. Some family members are perceived as being
closer to nurses when they have shared their experiences in providing care for the
patients, such as medication management, dealing with'emotional problems of the
patients, and others. In addition, they learn to deal and live with the patients in their
society.

Thus, relationship is'an important péradigm in the practice of psychiatric
nursing. The nature of therelationships is e;c,_taﬁlished through the process of
interaction. The nurse-client relationship is ‘co"ris_idered an effective tool in providing
care for individuals with mentakiliness and their families. Psychiatric nurses must
integrate their skills'and knowledge in providing care for the client and play the
nurse’s roles through the process of the nurse-client relationship. The nurse-client
relationship is eanducted; in-various,ways. Fhenursesfamily,relationship is a concept
that the psychiatric nurse should understand and be attentive to while provide nursing
care fonthe client. “Some studies have outlined the companents that influence these
relationships, such as trust, empathy, empowerment, self-disclosure, respect, and
genuineness. Two factors are related to this relationship: contact with purpose and
shared experiences. These components and factors can develop positive and close

relationships between nurse and family members.
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2.2.2 Relationship between nurses and family members

The nurse-family relationship refers to the nurse and family members
working together to help patients (Jeon, 2004). Previous studies have discussed the
relationship between nurses and family members while providing care for their
patients both from the nurses’ perspective and the family members’ perspective.

These studies are presented as follows.

2.2.2.1 Relationship between nurses and family members: the

nurses’ perspective

The findings of previous studies on 'p-)sychiatric nursing care have shown the
difficult and distant relationships between ndréés and family members of persons with
mental illness, including schizophrenia and depression (Ryan & Scullion, 2000; Conn,
2003; Jeon, 2004). For example, Jeon (2004) studied:the relationship between
community psychiatrie nurses and family members of older people with mental illness
and noted that there are‘three phases of the relationship between nurses and family
members. In the first phase ofithe relationship; hurses:and-family members are
characterized by-lack of mutuality in.sharing the common goal of helping the patients:
they have passive attitudes and behaviars toward each other. Nurses tried to care only
for the patient and paid no attention to the family members. At the same time, the
family members tried to avoid seeking help from the nurses. Similarly, another study
reported that sometimes neither nurses nor family members wanted to be involved in
caring for the patients at the same time (Ryan & Scullion, 2000). The second phase of

the relationship is partial mutuality; here, nurses and family members begin to share
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perspectives and experiences with each other, but these are limited by the different
perspectives, experiences, and attitudes that may lead to important problems. Nurses,
however, still have limitations in terms of their capacity to negotiate, reflect, and
respond to the needs of family members. The third phase of the relationship is
constructive mutuality. In this last phase, nurses and family members have more
understanding and work together in caring for patients. The key strategies that the
nurses used included reflecting and validating the psychiatric nurses’ attitudes,
actions, and interactions; transforming their practiee; and understanding the situation
and validating the family'members’ role (Jeon, 2004).

In addition, as Hertzberg, Ekman and Axelsson (2003) have noted, the nurses
perceived that the familysmembers (relativéé) were an important resource that could
support their work. The majority of the nurséé indicated that the family members were
a resource for the patients®well-being beca_l-J_'sé'-the family members visited the patients
(residents). The nurses also said that the far;liiy'members visiting the patients could
contribute to the patients’ psychological well-being. Furthermore, the nurses said that
the family members\were a support to the nurses while caring for the patients. The
nurses also explained that they received necessary information from the family
members.

Furthermore, Hertzberg, Ekman and Axelsson (2003) have noted that the
family members were'a part ofithe nurses” work. The nurses stated/that the family
members were seen as part of their job, although this was not given priority.
However, in working with the family members, the nurses said that it was
complicated because the nurses did not have enough time. The nurses also said that
the family members’ involvement made the family members feel that they were

important, felt confident, and that they were taken into account as team members.
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Moreover, most of the nurses said that the family members were nice, but
sometimes demanding. The nurses felt that they had positive feelings towards the
family members but some of the family members were rather demanding: they had
their own problems or seemed to be experiencing a difficult period; some of them had
inadequate knowledge of the illness but they could learn about the illness; they would
not accept the patients’ real conditions; they were anxious about the patients’ well-
being, were under severe strain, were too protegtive, and had feelings of guilt. The
nurses also expressed the idea that some famity imembers avoided by the nurses
because the family members were.complaining and demanding. The nurses explained
that the illness was a straint” A.consequence of this strain was that the nurses tried to
avoid meeting with the family members and preferred talking with them only as much
as was necessary. The nurses also said that sbme of the family members had bad

relations that were difficult to repair (Hertzbér'g, Ekman & Axelsson, 2003).

2.2.2.2 Relationship between nurses and family members: the

family members’ perspective

Previgus studies havetreflected on-thenature ofitheynarse-family relationship
in nursing practice and it has been found to exhibit both positive and negative
outcomes. Some studies in general nursing’have discussed the relationships between
staff and family members (Gladstone & Wexler, 2000; Donovan & Dupuis, 2000;
Friendemann, Montgomery, Maiberger & Smith, 1997). The findings revealed that
families appreciated the staff’s care and attention; the staff was warm, tolerant, gave
positive verbal and non-verbal responses, and was polite with relatives as well as

demonstrated highly competent nursing care. The family members also expressed that
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the staff attended to them, with such activities as stopping to say hello, knowing the
family members by name, and agreeing to help them. Moreover, the family members
expressed that they were given important information and more opportunities to ask
questions and to take care of themselves in daily activities, and they were also given
suggestions about giving care to their patients (Gladstone & Wexler, 2000; Donovan
& Dupuis, 2000; Friendemann, Montgomery, Maiberger & Smith, 1997). Moreover,
the family members indicated that they had opportunities to engage in joint problem-
solving. The family members.also stated that they-had actively participated in
discussions with the staff'on specific care issues about their patients. The family
members, therefore, said that they felt asthough they were special elements in caring
for the patients because they were given atféntion from the staff and they expressed
their appreciation to the staff(Gladstane & Wexler, 2000).

For this reason, many family mern_b_ér"s; tried to understand and acknowledge
the staff, and some families expressed empa;tﬁyfor the staff by being physically
demonstrative towards them by-giving them a htg or.shaking their hands. The family
members also said that they helped the patients do activities and thought that care
giving for their patients'helped them to develop good and'strong relationships with the
staff. They triedto:do the best for the staff.anddid mot.demanstrate any criticism of
the staff. In this'way, they tried to deal with real, potential conflicts in several ways,
and with difficult problems which might have arisen in their relationship with the
staff. The family members perceived that their relationships with the staff were
characterized by a collegial, professional, and friendship relationship (Gladstone &
Wexler, 2000).

In contrast, some studies in general nursing found instances of negativity in

the relationships between nursing staff and family members, such as inattention,
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inadequate health service, and discontinued care of clients (Friendemann,
Montgomery, Maiberger & Smith, 1997; Gladstone & Wexler, 2000; Ryan, 2000).
These studies reported that most family members described that the staff overlooked
the special needs of the patient and family and gave impersonal care or showed them
no compassion. The family members also stated that the staff lacked a sense of
personal safety toward the patient, which means that the staff neglected or abused the
patient or lacked a sense of competence or was.careless. At the same time, the family
members expected that they-should be respected and acknowledged by the staff. The
family members also needed ceoperation from the staff, including open
communication and the sharing of information. They needed guidance about how to
care for their relatives aswell'as encouragéfnent in the sharing of the care. The staff,
however, still overlookedthe families’ needs: The families were deprived of making
decisions and none of them had participated 'in',- nor were invited to participate in, the
care planning. In the same way; the family ;ﬁémbers said that some nurses did not
want to include them.in the processof caring. The family members also said that the
staff thought that carifig for the patient was their responsibility and not that of the
family members (Friendemann, Montgomery, Maiberger-& Smith, 1997; Gladstone &
Wexler, 2000;Ryan,;2000):

Moreover, the family members stated that they were living in an environment
with unanswered questions about the futureand how to deal with'the patient’s
unpredictable behavior. They also explained that they were concerned about the
management of the patient’s changing appearance and what it meant. They had a
feeling of being stuck, even though they had been dealing with the illness for many
years. They still did not receive the answers they wanted from the nurses. At the same

time, they were frustrated because they were criticized by the nurses about their



45

behavior and were informed that they needed to change it (Rose, 1998). In this way,
the family members perceived that their relationships with the nurses were
characterized as tense and distant (Gladstone & Wexler, 2000).

Thus, the nurse-family relationship involves the work between the nurse and
the family members of the person that is ill. Some qualitative and quantitative studies
from both psychiatric nursing and general nursing reflect both positive and negative
relationships between the nurses and family members, relationships that influence the
nursing care of the patients-and helping the families: However, in order to care for the
patients and to help themto returnr-home, psychiatric nurses need to work with family
members in helping them.and the patient live together as a family. In addition, these
findings indicate that thesmurse-family relationship iS very important in helping family
members to be able to care for their patients.' -If the nurses understand the relationship,
the nurses will be able to gare for the patien-té and families. Then, the nurse-family
relationship should be explored./Grounded iHéOry methodology was used to explore

the relationship between psychiatric nurses and family members.

2.3. Grounded Theory methodology

This study.aims 'to explore the substantive knowledgesconcerning the
relationships_between psychiatric nurses and famifymembers in caring for persons
with schizophrenia. A qualitative approach, grounded theory, was used in this study.
In order to provide understanding of the grounded theory method, its historical
background, the fundamental characteristics of grounded theory, and the
methodological features of grounded theory, generating theory, constant comparative
analysis, theoretical sampling, coding process, and memoing are described in the

following.
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2.3.1 Historical background of grounded theory

Grounded theory is a general research approach for behavioral science
developed by two sociologists, Barney Glaser and Anselm Strauss (Strauss & Corbin,
1998: p. 9). The successful collaboration of Glaser and Strauss in their research
constitutes the constant comparative method or grounded theory. Glaser and Strauss
came from different backgrounds. Glaser was trained in quantitative methodologies
and theory generation from-Celumbia University.~On the other hand, Strauss was
trained in qualitative approaches and was a symbaolic interactionist from the Chicago
school of qualitative research (Glaser, 1998: 21-23; Strauss & Corbin, 1998: 9).
Strauss’s perspectives onrthe development ef the grounded method focused on (a)
“the need to get out into ihe field to discoverrvvhat Is really going on; (b) the relevance
of theory, grounded in data, to the developr_eerﬁ of a discipline and as a basis for
social process; (c) the complexity-and variaei[ity of phenomena and of human actions;
(d) the belief that persons are actors who take an active role. in responding to
problematic situations; (e) the realization that persons act'on the basis of meaning; (f)
the understanding that-meaning is defined and redefined.through interaction; (g) a
sensitivity to thefewolving and unfelding-nature of events;and:(th) an awareness of
interrelationships among conditions, actions, and consequences.” Glaser’s thinking,
however, focused on “the need|far making comparisons between data-to identify,
develop, and relate concepts” (Strauss & Corbin, 1998: 9-10). Even though they
came from different philosophical and research traditions, their studies are
acknowledged. They collaborated in developing a qualitative approach that focused
on generating a substantive theory or formal theory (Glaser & Strauss, 1967: 31-34).

Both of them collaborated in their writing about grounded theory, including research
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on dying in the hospital, which was addressed to audiences and disciplinary

colleagues (Strauss & Corbin, 1998: 10).
2.3.2 Fundamental characteristics of grounded theory

The foundation of grounded theory came from sociology and focuses
on exploring basic social process. The philosophical underpinning of grounded
theory is symbolic interactionism (Glaser & Strauss; 1967; Schreiber & Stern, 2001:
17; Strubert & Carpenter, 2003:110). .In symbolic interactionism theory, it is
believed that “people behave andinteract to object, institute, and other situations
based on how they interpret or give meahixrié to specific symbols in their lives,” such
as verbal and nonverbal gxpressions or stersJ-Of uniforms. Another fundamental
characteristic is constant comparative analy-'s_;isi- The constant comparative analysis
consists of guideline data generation-and tre_ét_-ment and combines an analytic process
of constant comparison with a coding proce’éé—’fér‘ generating substantial theory
(Strubert & Carpenter, 2003: 110-111). Thus, the major theme of the grounded theory

method is the discovery of theory from data that are systematically obtained from the

social process (Glaser & Strauss; 1967z 2).
2.3.3 Methodological features of grounded theory

The main features of grounded theory methodology are generating
theory, constant comparative analysis, theoretical sampling, coding process, and
memoing. All of these simultaneously occur throughout the study in order to generate

a substantive or formal theory. In order to understand the main features of grounded
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theory, descriptions of generating theory, constant comparative analysis, theoretical

sampling, the coding process, and memoing are described as follows.
2.3.3.1 Generating theory

The grounded theory approach is focused on generating theory. The
generation of theory or development of theowy is a complex process. The term
“theorizing” is considered as-a sign of developing-theory. Theorizing is a significant
task that consists of both'intuiting4deas and formulating data into a logical,
systematic, and explanatory scheme (Strauss & Corbin 1998: 21). The generating
theory in grounded theopy methedology often uses the constant comparative analysis
method to look for substantive knowledge‘of -theory. The two basic kinds of theory
that are developed are substantive and form-égll fheory. Substantive theories may be
referred to substantive, empirical; and areas_é}‘spciological inquiry such as family
care, patient care, and race relattons. On the b’thé'r hand, formal theories refer to the
development of a formal or conceptual area of sociological inquiry, such as stigma,
deviant behavior, and authority and power. Although the.generating level of

substantive theorydiffers from:farmaltheory, both-substantive:and formal theory

needs to be grotnded in data (Glaser & Strauss, 1967: 32-33).
2.3.3.2 Constant comparative analysis
Constant comparative analysis or comparative analysis is used to generate a

substantive and formal theory. The comparative analysis is a common method for

analyzing data, as with statistical analysis. Some theorists use the term “comparative
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analysis” to analyze both the small social units and large social units in the world. The
main purpose of comparative analysis is to generate theory from data. The specific
objectives of the comparative analysis depend on the researcher’s goal to in
generating the theory (Glaser & Strauss, 1967: 21-23). During the data analysis,
theoretical sensitivity is considered as a significant aspect of grounded theory. Hence,
the researcher needs to maintain sensitivity in all research procedures. In addition, as
regards comparison among codes, Strauss and Corbin (1998: 78-80) discussed two
kinds of comparison. The first is the compartson-efincident to incident or object to
object and looking for similarities-and differences in the same characteristics. The
second is making a theorgtiCal.comparisan; this refers to comparing categories to
similar or different concepts in order to ext'r.act the possible properties and dimensions
from evidence. There arg four states of ihe cbnstant comparative method: comparing
incidents applicable to eagh category, integl-féti'hg categories and their properties,
delimiting the theory, and writing the theorg/r; V‘These stages will be used from the
beginning of the data analysis unti the analysisis completed (Glaser & Strauss, 1967:
105).

2.3.3.3Fheoretical sampling

Theoretical sampling is the simultaneous collecting, coding, and analyzing of
data togenerate theory,  Theoretical sampling is a complex process from which
categories and theories emerge (Schreiber & Stern, 2001: 64). It is defined as
“sampling on the basis of emerging concepts, with the aim being to explore the
dimensional range or varied conditions along which the properties of concepts vary”
(Strauss & Corbin, 1998: 73). This means that the data gathering is driven by

concepts derived from evolving theory and based on the concept of making a
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comparison. Thus, this theoretical sampling process is controlled by emerging theory,
both substantive and formal. This is carried out in order to discover categories and
their properties and then to link these into a theory (Glaser & Strauss, 1967: 45).
Throughout the research process, grounded theorists need to continue the theoretical
sampling process until they achieve data saturation or until no new information
emerges, and then the process of theoretical sampling will be completed (Strubert &

Carpenter, 2003: 113).
2.3.3.4 Codingprocess

The coding progess is an essential 't'ask In the grounded theory approach to
generating theory. This coding process occufé simultaneously with data collection and
analysis (Strubert & Carpenter, 2003: 116).- Schreiberand Stern (2001: 67-68) noted
that through coding, the researcherwill traﬁéf;)‘rm raw data into theory. The coding
consists of three levels. The first-level of coding IS epen coding. That means that
small data will be conceptualized. As Strauss and Corbin (1998: 103) suggest, the
conceptualizing process helps the researcher to identify,.categorize, and conceptualize
data from phenomena by;naming,and grouping, similarities-and-differences of
activities in the‘events based on a common classification. The second-level of coding
consists,0f synthesizing, examining, and collapsing cades into categories. The third-
level of coding is examining the relationship between and among categories. In
addition, Glaser (1978) states that coding process consists of two types: substantive
coding and theoretical coding.

Strauss and Corbin (1998) noted that the coding in grounded theory includes

open coding and axial coding. Open coding is the first step in building a theory. Itis
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defined as “the analytic process through which concepts are identified and their
properties and dimensions are discovered in data” (p. 101). This means that open
coding focuses on generating categories and their properties and then trying to see
how the categories vary dimensionally. Axial coding is defined as “the process of
relating categories to their subcategories and linking categories at the level of
properties and dimensions” or “the act of relating categories to subcategories along
the lines of their properties and dimensions (p. 423). That means that the categories

are systematically developed-and linked with stubeategories.
2.3.3.5 Memotng

Memos in grounded.theory consist o-f “the theorizing write-up of ideas about
substantive codes and their theoretically codéd-relationships." It is the core stage in
grounded theory methodology. - Memos Wililioﬁc‘cur during the coding, the collecting of
data, analyzing data, and in-memoing. The memos will be captured and considered to
be a guideline in collecting data. The process of memoing helps the researcher to
recruit participants in terms of theoretical sampling (Glaser, 1998: 177). Grounded
theorists often useimemos with;three objectivesi toomake explicit the researcher’s
assumptions; to‘record the methodological decisions in the study; and to consider and
analyzeithe data.. The'researcher,writes memos from the beginning plans until the
study is completed. In general, the researcher writes memos in whatever form; they
may be a jot of a few words, a phrase, or in the form of questions on an idea that
require answers during data collection. In addition, the memos can be the researcher’s
short stories based on personal experience (Schreiber & Stern, 2001: 72). Thus, the

memos are anything that captures the meaning of the conceptualized ideas. There are
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no forms and no requirements regarding English grammar. Glaser (1998: 178)
suggests that the memaos should be sorted, rewritten, and then re-sorted.

Thus, grounded theory methodology is a method that focuses on basic social
processes based on symbolic interactionism. The purpose of this method is to generate
a substantive theory from data. The major features of grounded theory methodology
include generating theory, constant comparative analysis, theoretical sampling, the
coding process, and memoing. This methodelogy is proper for the exploration and

generation of substantive knoewledge from datz.
2.4 Summary

In this chapter, it has been seen that'-psychiatric nursing focuses on the caring
for and rehabilitation of persons with mentél'il'l-ness as a special area of nursing
practice, and applies the study ef-human beﬁ%/iors to the care of people with mental
illness, families, and communities: Relational ethics.bases ethical practice in
relationships, which are acknowledged as the focus of psychiatric nursing as well. It
is proposed that relational ethics can be an appropriate approach and ethical guideline
for mental health professionals;in the imprevement:of the.quality of nursing care and
of the lives of patients, families, and nurses. It has been found that family members
that have reletives with schizophrenia perceive burdens arising from providing care.
Nursing care practice for the persons with schizophrenia and family members are
important in helping them to live together in community. A number of studies have
recommended that psychiatric nurses help family members deal with their relatives.
Some studies reflected both positive and negative relationships between nurses and

family members that lead to ethical problems. Grounded theory methodology is
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considered an appropriate approach for the exploration and generation of substantive
knowledge concerning the relationships between nurses and family members of

persons with schizophrenia.
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CHAPTER Il
METHODOLOGY

This chapter describes the methodology used for this study. In order to gain
substantive knowledge about the relationships between psychiatric nurses and family
members of persons with schizophrenia, the researcher explored the perspectives of
psychiatric nurses. The cheice of a qualitative tesearch method for the study,
grounded theory, is discussed.inthe section of research design in this chapter. In
addition, research settingsesearch participants, recruitment of the participants,
instrumentation, data coliection procedure,'brotection of human subjects, data
analysis, and evaluating trustworthiness of thé data coneerning the research are

presented.
3.1 Research design

The research-guestion of this study was “Whats the relationship between
psychiatric nurses and family members, of persons with-schizophrenia?” The purpose
was to explore the relationship between psychiatric nurses and family members of
persongiwith schizophrenia. Therefare, the qualitative researchapproach of grounded
theory was appropriate for this study because it allowed the researcher to explore,
conceptualize, and generate substantive knowledge concerning the relationships
between psychiatric nurses and family members of persons with schizophrenia.
Grounded theory consists of the systematic generation of theory from data. The

philosophical underpinning of grounded theory comes from sociology and is based on
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symbolic interactionism (Glaser, 1998). The main purpose of grounded theory was to
explore basic social processes and to generate theory from real situations and
perspectives of people that are living in society (Speziale Streubert & Carpenter,
1999: 107-113).

Grounded theory is a significant methodology in qualitative research for the
study of nursing phenomena. Grounded theory methodology is focused on exploring
the richness of human experience in order to.0enerate and develop middle-range
theories in nursing. The emerged theories are-mostfrequently focused on behavioral
concepts, such as caring; coping, parenting, and these theories are helpful in their
application to nursing praetice:and are applicable to the generation of theories (Glaser

& Strauss, 1967).

3.1.1 Research settings

The research settings in this study were psychiatric hospitals in Bangkok
and Nontaburi province, Thailand. The Psychiatric hospitals are divisional units of the
Department of Mental-Health, under the Ministry of Public Health. The clients that
came to the hospitals;were personsiwith mental iliness-and-brain disease. These
hospitals provide psychiatric treatments for all psychiatric patients. These psychiatric
hospitals in /Thailand are also large and were selected because they have psychiatric
nurses that have had experience in caring for persons with schizophrenia and in
relating to the family members of these persons. When persons with schizophrenia
exhibit abnormal symptoms or an active phase of schizophrenia, they are taken to the

hospital and are hospitalized in in-patient wards. Thus, psychiatric nurses have
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experience with both persons with schizophrenia and with their family members. The

participants in the study were psychiatric nurses working in such in-patient wards.
3.2 Participants

The study of the participants’ experiences in relation to the relationships
between psychiatric nurses and family members of persons with schizophrenia was
completed with data obtained from the p__sychiatric nurses’ perspective that could
explain these relationships. TheSaturated data were gained through data collection
from 16 psychiatric nursesithai'have had direct experience with family members of
persons with schizophrenia. The demogrépfﬁic characteristics of the psychiatric nurses
are described and presented in Table 1. THE_: 5articipants were composed of 13 females
and 3 males. All of the participants work in-'i,h-*batient wards. The ages of the
participants ranged from 33-56+years, with t-F-l_eiz'a'verage age being 42.75 years. All 7
participants had both a master degree and a'ﬁé‘éfgraduate degree in mental health and
psychiatric nursing. TWo had master’s degrees in mental health and psychiatric
nursing. In addition, 7-of the participants had completed-both a bachelor degree and
postgraduate degree insmental health;and, psychiatric nursing..Fhe length of time the

participants hadworked in a psychiatric hospital ranged from 10 to 34 years. Most

participants/hiad worked in a psychiatric haspital for more than 20vyears.
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case no. Sex Age Education level Length of
working
(years)

1. Female 38 RN, PG (PSY) 15
2. Female 42 Master Degree (PSY) 18
3. Female 52 RN, PG (PSY) 28
4, Female 53 Vaster Degree, PG (PSY) 31
5. Male 39 Masteir-Degree, PG (PSY) 20
6. Female Y RN, PG(PSY) 30
7. Female 43 RN, PG (PSY) 25
8. Female 44 Vj\}iaster Degree, PG (PSY) 25
0. Female 33 ‘7 Master Degree, (PSY) 10
10. Male 32 Master Degree, PG (PSY) 10
11. Female 38 VRN PG (PSY) 15
12. Male 33 Master Degree, PG (PSY) 11
13. Female 46 Master Degree, PG (PSY) 24
14. Female 43 RN, PG (PSY) 18
15. Female 56 RN; PG*(RSY) 34
16. Female 40 Master Degree, (PSY) 20

3.3 Recruitment of the participants

The purpose of this study was to explore the relationships between

psychiatric nurses and family members of persons with schizophrenia. The
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participants in this study were psychiatric nurses that had met the following initial
inclusion criteria: (a) a registered nurse that has been working in an inpatient ward for
at least ten years and is currently in that position; (b) having received a master degree
in mental health and psychiatric nursing, or having graduated with a postgraduate
(PG) degree in mental health and psychiatric nursing; and (c) were willing to
participate in the study.

The reason for selecting the nurses that had had at least ten years of
experience in their current the position was that these individuals have had sufficient
experience in terms of their relationships with family members of persons with
schizophrenia. These psyehiatric.nurses have also had epportunities to relate to these
family members and exhibit the ability to ihrélp them through these relationships. This
reason is consistent with Benner (1984), th-')- noted that nurses that have been on the
job and in the same situation for more than_f_ivé years can develop the skills,
competence, and proficient performance re(iu-i-r‘e_d to become experts in providing care
for clients. At the same time, the expert nurses must be able to make clinical
judgments and manage complex clinical situations. Further, the expert nurse must
have systematic documentation of expert clinical performance and must have
provided consultation te other nurses:

The initial inclusion criteria were used to recruit research participants for
four cases. Each case was analyzed to look for tentative core cancepts or categories so
that the next participants could be recruited. This obtained data is then guide the
researcher in term of what data would be collected next, and where to find the next
participants. This process is called “The theoretical sampling”. Later, the theoretical
sampling method was used to recruit the next participant until the data were saturated.

The theoretical sampling was simultaneously collected, coded, and the data were
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analyzed in order to generate substantive knowledge on the relationships between
psychiatric nurses and family members of persons with schizophrenia. The theoretical
sampling consisted of data gathering driven by concept or substantive theory derived
from the evolving theory and based on the concept of making comparisons among the
persons, places, and events.

The inclusion criteria were still used as a means of selecting new participants
in other cases. The researcher began by asking participants to think of experiences
related to helping family members of persons Withssehizophrenia. In addition, the
researcher looked for the'next paricipants through the use of interviews while
considering various aspecis of.the participants, such as sex, and experience in
working. For example, aiter analyzingthe aata in each case, the researcher found that
four psychiatric nurses who hadan understaﬁding of the family members were
female. An emerging hypothesis concerned _What the male participants thought about
the family members. The aspect:of gender v;/a"s‘considered to be a criterion for
recruitment of the next participant. The researcher then looked forward to recruiting
participants that were imale for the study. These participants who participated in this
study were believed to-have experience in working and €annecting with family
members of persons with sehizophrenia,

At the'beginning of the participant recruitment, the researcher sent a letter to
the directors of the psychiatric haspitals, ta the nurse director of the nursing
department, and to the head nurses in each psychiatric ward to ask for permission to
collect the data. The researcher approached the nurse director of the nursing
department and head nurses to introduce herself and to ask about the staff nurses. The
head nurses were informed of the objectives of the study and were given a brief of the

research process as well as initial inclusion criteria. Later, the head nurses provided
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the name lists of psychiatric nurses with the characteristics identified in the initial
inclusion criteria. Then, the researcher first approached the potential participants to
make an appointment for interviews. The information sheet and consent forms (in
Thai version) were distributed to the potential participants (see Appendix B). The
researcher also informed potential participants about the research process and selected
potential participants to be interviewed for the study. After receiving written
permission from the participants in the hospitals, the researcher made an appointment
with them to collect the data-in their wards following the participants’ requirements.
The date and time of the'meetingswith the participants depended on the participants’
convenience. Most of thentepviews were conducted during the daytime and during
weekdays. Three of the interviews, howevef, were conducted during the daytime on

the weekend.

3.4 Instrumentation

In this qualitative study, the important instrument was the researcher. The
quality of data collection and data analysis depend upon.the ability of the researcher.
In this study, the researchertook-amajorrele inithe process,of-inquiry because the
findings of the study depended on the interaction between the data and the researcher.
In addition, the creative process of coding, theorizing; and-generating-the emerging
theory was conducted by the researcher. The researcher needed to be trained in
qualitative methodology as grounded theory in order to ensure that the she was able to
conduct this study.

The researcher has a master’s degree in mental health and psychiatric

nursing, and the researcher also worked as an educator in mental health and
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psychiatric nursing, teaching student nurses. She has had experience in providing
care for persons with mental illness, both in the hospital and in the community. In
addition, during the researcher’s master’s degree program, the researcher studied the
role and burdens of primary caregivers of persons with schizophrenia and took a
qualitative course for 3 credits in the Faculty of Nursing. She also studied a natural
research that focused on a qualitative research course for 3 credits in the Faculty of
Education at Chulalongkorn University that included the practice of two qualitative
studies in actual settings. Moreover, the researcherattended a workshop called
Thinking in Qualitative'Researeh.ior five days at The International Institute for
Qualitative Methodology (IQM ) at the University of Alberta in Edmonton, Alberta in
Canada.

From the researeher’s experience Wbrking with persons with schizophrenia,
their families, and with psychiatric nurses, éhd-from the researcher’s training in
qualitative research, the researchér-had the zialbriﬂl‘ity to establish rapport with psychiatric
nurses in order to gain trust-in conducting the interviews for this study. In addition,
the researcher was trained, supported, and supervised in doing qualitative research
from her advisors, wha-have had experience In this methedology, throughout the

research process:
3.5 Data collectionprocedure

Data collection began in May, 2007 and lasted until June, 2008 in three
psychiatric hospitals. In-depth interviews were used to explore the relationship
between psychiatric nurses and family members of persons with schizophrenia. In

addition, field notes were used to record the interactions, observations, and events that
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occurred during the interviews and were useful when the researcher analyzed the data.
All interviews were conducted individually and privately so that they were not
interrupted and so that the participants were assured of privacy. For the most part, the
interviews took place in a private room in the inpatient ward in the hospital or in the
head nurse’s room of the participants’ wards. The length of the interview was 45-60
minutes in each case. The average interview was 50 minutes. The variation of the time
was due to the richness and complexity of the information provided. In this study, all
participants had experiencesn-dealing with and hielping family members of persons
with schizophrenia, so they were able to deseribe their experience in detail. The
interviews were conductedonly once in all participants because the gained
information was complete and rich enough;.so the second interview was not
necessary.

An interview guideling was prepare(-:i'b'e-fore the interviews. The semi-
structured interview consists of fwo parts. The first part of the semi-structured
interview is the guideline for the interview. The second part of the semi-structured
interview focuses on the collection of demographic data (Appendix A). The in-depth
interview technique was chosen for the psychiatric nurses because it was a method
from which more information gould bejobtained bysexploring.the psychiatric nurses’
experiences in their contexts. The in-depth interview was conducted with both a
“granddour guestign’“and with:“probing questions.” The grand tour gquestion was
characterized by being broad and unspecified. This helped the researcher in exploring
the participants’ experience about their relationship with family members of persons
with schizophrenia; for example, “Tell me about your experiences in working with
family members of persons with schizophrenia.” After employing the grand tour

question, the relevant probe questions were used to interview the psychiatric nurses
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when the researcher wanted to understand their experience deeply and in detail; for
example, “Please tell me more about that,” “How did you deal with that?,” “Why did
you do that?” or “What are your concerns when you talk to family members of
persons with schizophrenia?” These questions helped the psychiatric nurses to
express themselves fully and in greater detail. Before the end of the interview, the
psychiatric nurses were asked questions concerned with demographic data. The
interview questions were used throughout the study to gain information in order to
verify the working hypotheses and concepts.

During the interviews; most of the participants expressed the willingness to
share and the feeling of being eomiortable in sharing experiences about working and
connecting with family mempers of person§ with schizophrenia. Interviews with three
participants were interrupted by other nursesrthat wanted to talk to the participants
about caring for patients who were in the aél_jté-phase at that time, and the interviews
were paused for a while. Later; the intervie;/v;‘vyere conducted again. All of the
participants were able to participate so that they could continue their sharing
experiences until the End of the interview. The interview data were tape recorded to

assure accuracy of infarmation and the tape recordings were transcribed. Each

interview recording was transcsibed verbatim forjthe data.analysis.
3.5.1 Memo'writing

Memos in grounded theory consist of “the theorizing write-up of ideas
about substantive codes and their theoretically coded relationships” (Glaser, 1998:
177). Itis the core stage in grounded theory methodology. For this study, the memos

were written while coding, collecting, and analyzing the data. The process of
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memoing helped the researcher to recruit participants in terms of theoretical sampling.
The researcher used memos to make explicit her assumptions, to record the obtained
data of the study, and to consider and analyze the data. The researcher wrote memos
from the beginning plans until the study was completed. The memos could be a jot of
a few words, a phrase, or in the form of suggestions on an idea of the researcher that
required answers during the next data collection, such as “the researcher should ask
and deeply explore about dealing with family members,” “male and female participant
have different perspectives;*and “why did theresearcher ask that?” Thus, the memos
in this study captured the'meaning of the conceptualizing perspectives of the
researcher and helped theresearcher to integrate codes and to generate a substantive

theory and a model.

3.5.2 Field note writing

The researcher wrote field hotes both during.the interview and as soon as
possible after each interview ended. The Interaction, observation, and events which
occurred during the interview were recorded In the fieldnotes. These included the
general appeararice andinon=verbal-behaviors of the participants while they were
involved in the interviews, such as facial expression, posture, gesture, or tone of
voice. In'addition, the'events and ather circumstances while interviewing were
recorded in the field notes. The obtained information from the field notes was used to
remind the researcher to think about the events, actions, and interaction between the
researcher and the participants and to trigger the thinking process. For example:

The psychiatric nurse talked about the family member who had negative
attitude towards the patient and did not understand the patient’s behaviors.
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While talking, her face looked likely unsatisfied the family member. She spoke
loudly (Case 1, June 7, 07)

3.5.3 Participants-researcher relationship

The relationship between the researcher and participants profoundly
influenced the nature of the data. In this study, the difference between the role of the
participants and the researcher.was realized.during the interviews. The researcher was
for the most part familiar.with.the participants. In.the beginning of the interview, the
researcher informed the pariicipanis that she was a doctoral student from the Faculty
of Nursing, Chulalongkern Univeisity, and that she was a psychiatric instructor that
took nursing students for practice/in the aftéa of mental health and psychiatric nursing
in the hospital. In addition, the researcher‘r_espected the participants as
knowledgeable and for having experience ir_i{hélping family members of persons with
schizophrenia. The participants™facial expréééiéhs, gestures, and responses to the
interview questions were shown with genui’nrve:_éi—-n-cerity during the interviews. The
researcher attentively-listened to what the participants said; asked for clarification and
explanation, and did not assume that the meaning of the participants’ words and
statements wasalready known. 'The researcher also.did nat use,questions leading to

expected answers from the participants.
3.6 Protection of human subjects
The present research proposal was submitted to the Institute of Review

Board on Human Subjects, the Mental Health Department of Ministry of Public

Health. The research proposal was approved by the Health Ethics Review Board in
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the Mental Health Department of the Ministry of Public Health. Then the approved
research proposal was submitted to the Institute of Review Board on Human Subjects
of the selected hospitals, Srithunya Hospital, the Institute of Psychiatry Somdet
Chaopraya, and the Glanlaya Rajanakarin Institute, before recruitment of the
participants (Appendix C, D, E, F). When the committee approved the proposal,
seeing that there were no risks to the participants and that there were no amendments,
the research process was performed. The keyethical considerations for ensuring the
rights of the participants in-this study were inforimed consent, risks and benefits, and

confidentiality and anonymity.~These are described asfollows:
3.6.1 InformediConsent

In this study, the researcher provi-d'ed- the participants with an informed
consent form in order to protect their rights: ;‘I:his informed consent was used to
encourage the participants to become aware of the benefits and potential risks that
could occur during the study. The informed consent contained information that was
provided in order to help the participants in their decision making to participate in the
study. This infermed;censent providedinformation:about the purpose of the study, the
process of the study, and confirmation of confidential of data related to the
participants’ decision to participate in it or to withdraw from the study If they so
wished. The written information was in Thai. The researcher received the
participants” written consent before interviewing.

The information sheet in this study included the purpose of the study, the
research procedure, risks and benefits, the right to participate in or withdraw from the

study at any time, the confidentiality of the data, and the name and address of a person
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to contact if the participants wanted to talk about the study, including questions,
comments, and concerns (Appendix B). The consent form as well as an information
sheets were distributed to all of the participants before data collection. The
participants had a right to know and ask about the information connected with the
study. Therefore, in this study, the researcher explained in detail the contents of the
information sheet and the consent form in order to increase the participants’
understanding and to help the participants insmaking their decisions. The participants
had an opportunity to ask any-questions about thestudy before they completed and

signed the consent form;and aiany time during the study.
3.6.2 Risks and'benefits

There are both risks and benefits f-o'r barticipants in qualitative research.
Although informed consent'wasa good Wayi/;tr(‘)‘ protect participants from risks, the
participants could have experienced risks and harm.. The nature of a qualitative study
makes it very difficultto predict what might happen. Unéxpected events might occur
at any time. In this study, psychological and emotional problems did not occur during
the research precess.; The researcherprovidedinformation-abeut risks and benefits to
the participants'so that they could be comfortable during all of the processes of the
research, such as previding them with a brief on the research process and about
keeping the obtained data from the study. In addition, the methods for reducing any
risk to anonymity were clearly mentioned in the consent form, such as letting the
participants ask any question at any time and letting the participants stop the interview
or not answering the interview question when they were uncomfortable. However, the

participants had some questions for the researcher concerning the research process.
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The researcher had answered their questions clearly, and the participants understood
the research process. They answered all of the researcher’s questions. Moreover, the
researcher provided a resource for the participants that could help them if they
experienced distress during the data collection; but in this study, no harm to the
participants was exhibited. The researcher identified and informed them of the
expected benefits prior to their decision to participate in the study before the consent
forms were completed. In this study, the participants did not directly receive these

benefits.
3.6.3 Confidentiality’and anonymity

A significant role of the researchek-in a qualitative study is providing
confidentiality and anonymity to the particibéhfs. The researcher held and applied the
principles of beneficence and justice in con;‘ird‘e‘ntiality regarding the people being
studied. In this study, the researcher informed the participants of their right to
confidentiality and that their personal identification would not be publicly reported.
The researcher also infarmed the participants that all obtained information and all
obtained data recordedawould be'kept in-a eabinet thatwould be locked in the
researcher’s house and known only to the researcher. The researcher did not mention
the participant’s name\during the interview nor in the transcripts or the findings. Use
of a pseudonym hid the identity of any quotes. During the data analysis, the data were
sent to dissertation advisors by hard copy without the name of the participants in order
to check and confirm the accuracy of the data analysis and findings. After the

researcher checked and completed the transcripts, the data were analyzed.
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3.7 Data analysis

The data for the qualitative research were collected from interview
observation and field notes. The data collection occurred at the same time as the data
analysis and the recruitment of participants. The data analysis was completed by the
researcher with the audit trail of the co-advisor throughout the process of the study.
The data analysis in this study used the constant comparative analysis method
described by Glaser and Strauss (1978). The constant comparative method and coding
process, substantive coding (open.coding and selective coding) and theoretical coding,
were employed to managethe date analysis in this study.

3.7.1 The constant.comparison ‘aﬁélysis

The constant comparison method_\iv_-z{s'_.employed to analyze the data in this
study. It was used in each line; sentence, and ﬁafagraph from the transcriptions to look
for concepts emerging from the data. Each code was compared to all codes to look for
similarities, differences, and general patterns. This method helped the researcher to
gain insight intoithe relationships of the concepts in each event.of the interviewing.
The data analysis procedure in grounded theory is a tool by which new knowledge
from data fram the phenomenaof interest can be generated. In this study, the data
analysis procedure began after the first interview was transcribed verbatim and lasted

until the writing of the data was completed.
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3.7.2 Coding process

In the procedure of the data analysis, the process of collection, coding,
memoing, and analysis was carried out simultaneously. The coding process is used in
a grounded theory investigation and is a method of delimiting raw data into concepts
that were developed into categories. Then, the categories are integrated into a theory
(Schreiber & Stern, 2001). The coding progess.in this study was comprised of open
coding, theoretical coding, and selective coding. Fhe descriptions of each coding are

presented as follows:
3.7.2.1 @pen coding

The coding consisted of three Ieve-l's.'-The first-level was the open coding.
That means that raw data were conceptualiééa.‘ The conceptualizing process helped
the researcher to identify, categorize, and conceptualize the data from the phenomena
by naming and groupiing similarities and differences of activities in relation to the
events based on a common classification. The second level of coding consisted of
synthesizing, examining, and colapsingthe:cades into-categories. The third level of
coding consisted of examining the relationships among each category. In this study,
the researcher analyzed the data with the dissertation advisars throughaut the research
process. The dissertation advisors and the researcher opened the codes separately.
The researcher opened the codes by “breaking” the raw data and reading the
transcriptions of each participant line-by-line, including words, phrases, sentences,
and paragraphs. The data were then conceptualized into a substantive or vivo code. In

addition, the researcher identified the types of events, activities, and behaviors that the
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participants experienced. Then, the researcher coded the data and compared them with
other data within the same or different incidents and contexts in order to identify
similarities and differences; then similar events were grouped together to form the
same name or category. In this open coding, the initial concepts were formed and
developed into categories that reflected concepts that were more abstract but which
were based on the obtained data. The categories were then assigned to a cluster
according to their properties.

In order to demonstrate the coding process; an example is given here: The
words of the participants'were:*“L.give time for family members to speak, to share
problems, | only had to listen to her speaking.”” This statement clearly indicates “open
coding,”, such as “Giving time, Sharing prr('.)blems, and Listening.” Another example
is: ““l used easy words when talking about diéease, and | told her that there are three
causes of this disease.” Such:sentiments sﬁt_jvx}éd “Using easy language, Telling
disease, and telling the causes afthe disease‘:"" ‘As the amount of the open coding

proliferated, the researcher examined and collapsed the codes into categories or more

abstract concepts inthe next stage of the data analysis.
3¢7.2.2 Theoretical coding

Theoretical coding is a process of systematically-linking'categories and
developing their properties. Theoretical coding, however, is based on sorting memos,
not based on sorting data. Theoretical coding is also abstract at a second and higher,
conceptual level than from raw data (Glaser, 2005). At this level, categories were
related to each other by applying theoretical codes from the coding families to help

conceptualize how those categories were related to each other as hypotheses to be
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integrated into a theory. This stage was begun after the researcher analyzed the data
and received a group of codes that had emerged. Then, the researcher took some of
the families’ codes that fit the understanding of the linkage among the codes in order
to integrate them into a theory. For example, after the categories emerged, the phases
and chains in the process family were applied to link the categories of establishing
trust, strengthening connections, promoting readiness to care, and supporting
together as a core category called facilitatingliving with schizophrenia. The process
family: phasing and staging-eould conceptuatize hew those categories were linked to
each other. That means that the-hypotheses were integrated into the substantive theory
of facilitating living with_persens'with schizophrenia. The researcher also applied the
strategy family and the Six C’s o describe :énd develop the properties of each sub-
category. The strategy families included straiégies, tactics, mechanisms, methods of
management, way, dealing with, manipulat_i-(_)'n';- etc. The Six C’s included causes,
context, contingencies, consequences, coval‘fié-nc;e, and conditions (Glaser, 1978: 7-
76). The Six C’s also_provided an explanation of the relationships among the
categories. For instance, the promoting care ability was a reason why the psychiatric
nurses were able to help family members care for and support persons with
schizophrenia. Thus, the strategy;families andthe Six €’ savere-methods which the
researcher employed to develop properties and dimensions of establishing trust,
strengthening connections, promoting readinessito care, and supporting.

In order to demonstrate employing the strategy family to link the properties of
each category, an example is given here: the researcher developed the properties and
dimensions of the establishing trust category by looking for strategies that the
psychiatric nurses used to build trust with family members of persons with

schizophrenia. The strategies for establishing trust were found, including making an
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acquaintance, showing respect, prolonging engagement, communicating
understanding, and ensuring good care and patient safety. These strategies also helped
the psychiatric nurses to assist the family members living with persons with

schizophrenia.
3.7.2.3 Selective Coding

Selective coding is-aprocess of delimiting codes by looking for a core
variable. The core variable theabecomes a guide to further data collection and
theoretical sampling. In thiS studly, selective coding also was applied to look for a core
category. The categorieswere then integrét_éd to form a large theoretical scheme, and
the research findings would be calleda theofy or medel. The core category was a
central phenomenon that gould group other_-'(_:;at"égories together to form an explanatory
model. The core category can e cast in mt;é abstract terms than all of the other
categories. In this study, the core category was '6btained through delimiting the
coding, drawing diagrams, and sorting through memaos as'well as by consulting the
dissertation advisors. ‘Einally, the core category was determined to be a basic social

process that explained the process of helping people that are living with persons with

schizophrenia.
3.7.3 Comparison findings with existing theories
The final stage was comparison the findings with the existing theories. This

comparison was used in the end of the study to minimize the risk of the imposition of

preconceived ideas of the researcher on data analysis. In this study, the researcher
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compared the substantive knowledge developed from the study with critically
reviewing theories and concepts, such as the researcher compared the concept of
strengthening connection and improving the emotional climate, promoting care ability
and educational program, and supporting and providing support. This comparison can
help the researcher to explain the variations of concepts. These concepts are described

in chapter five.
The researcher’searning from data analysis process

During data analysis.process, the researcher has learned about data analysis
process in term of grounded theory. For exémple, in the process of open coding,
theoretical coding, and sglective coding, the "r-esearcher compared and discussed the
codes with her dissertation advisors in orde_-r_'td-look for correctness in the coding
process. In the discussion, the researcher fc;u-r-1d,.-that some codes did not reflect the
facilitating activities that the participants employed with family members of persons
with schizophrenia. ' As a result, the researcher needed to revise the opened codes by
rereading the transcriptions numerous times and by re-opening the coding based on
the research questioniand purpese ef the-studys Dusing-this\process, it was learned
that the researcher always needed to think about what the research question in the
study was and whatithe purpose of the study was. The research questions and purpose
of the study could then be a guideline for the analysis of the data. The researcher also
tried to ascertain the relationship among categories. During the open coding process,
memo writing was carried out to make explicit the researcher’s assumptions, the

methodological decisions of the study, and to remind the researcher to explore

correctly and deeply the phenomena of interest in order to analyze the data.
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During the data analysis, the researcher was attentive to evaluating the
trustworthiness of the data and to making the data fit and is workable, relevant, and

modifiable.
3.8 Evaluating trustworthiness

The researcher was also attentive to'maintaining the trustworthiness of the
data in order to establish the guality of this qualiiative research. An important
component of establishing trusiworthiness is that the researcher emphasized the
personal cultural perspective, thepossible bias, and the agenda of the participants.
Regarding grounded thegry, Glaser and Stxr'éuss (1967) stated that the proper criteria
for judging the credibility; fittingness; and‘stébility of findings are based on flexible
research. These criteria of judgment should-'_!bé- based on the element of actual
strategies used for collecting data, and for c_c);di‘ng, analyzing, and presenting the data.

The researcher enhanced the credibifity, fitt’ihgnéss, and stability of the findings of

this study as follows:
3.8.1,Credibility.

In this stuady;trustworthiness was of cancern throughout'the research
process. The credibility of the study was mentioned in the study. Credibility can be
evaluated through the vividness and faithfulness of the description of a phenomenon.
In order to increase the credibility of this study, the researcher controlled and

enhanced the credibility of the findings as follows:
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First, the researcher selected the appropriate participants—psychiatric nurses
that have had experience supporting and helping family members of persons with
schizophrenia. Various personal information about the participants was used in the
study, including age, gender, and position or responsibility in working with the family
members. In this study, all of the participants that were of different ages and genders,
and that had different responsibilities, could share their experiences with the
researcher about supporting and helping family.members fully.

Second, prolonged engagement, persistentattention, and observation in the
field were considered and attempted throughout this research process in order to
provide more time to gaigsmose information about the multiple realities that the
participants had experienced, la this study',fthe researcher took time for engaging in
the field: from May, 2007 to June, 2008. In ihis way, the researcher was able to
perceive the truth of the experiences of the_b_éﬁicipants’ support and help with family
members of persons with schizephrenia. )

Third, the researcher attempted to establish a.good relationship with the
participants in order.to build trust and rapport before collécting the data. The
researcher had good relations with all of the participants.- The researcher also
perceived the partigipants’ facialexpressions, gestures;-and-geod responses during the
interview questions with genuine sincerity during the interviews.

Fourth, in grder ta be sure that all data were complete and'true, member
checking was employed. This is a way to increase the rigor in a qualitative study. If
the researcher was not sure about some of the words that the participants said, the
researcher returned some of the findings to nine of the participants for validation and
confirmation. After validation from the participants, they acknowledged that the

findings were true to their experience, and the researcher then revised the
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transcription for completion. For example, the researcher did not understand the
following: I have to see whether “the giver has sufficient knowledge or not?”
According to this statement, the researcher was not sure who the giver was that was
mentioned. The researcher returned this finding then to the participant to be checked
and confirmed. After that, the research knew that the giver was a family member (the
receiver), not the participant. Moreover, the participant gave information to the
researcher. For example, the participant said‘that “the psychiatric nurse should not
express high authority with-the family members,.and that the nurse should be friendly
and collaborative with them”..-Fhen, the researcher revised and added this
information to the transcription'in erder to analyze the data again.

Fifth, other methads were used to ir'-\'.c:rease the trustworthiness of the study.
The researcher used varigus data collecting rﬁethods, such as in-depth interviews,
observations, and field notes, to make sure _ih'a:t-the findings from each methods of
collecting the data were not different. in ad(‘i-it"ibn, the researcher promoted the

credibility by collecting data with the theoretical sampling method, which verified

information from various sources, such as the data setting:
3.8.2 Fittingness.of findings

Fittingness is.an'interchangeable term of transferability/or generalization. It
refers to the application of a set of findings to another setting. Fittingness is judged
based on a “thick description” about the time and context of the findings that are
provided by the researchers (Carpenter, 1995 & Beck, 1993). This means that the
findings of the study will be strengthened by providing rich, thick slices of data in

order to make transferable judgments. In addition, a test of fittingness will be passed
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when the findings reflect the phenomena being studied. Moreover, if the readers of
the explanation of the theory derived from the data find them meaningful in terms of
their own or other familiar contexts, this reflects the fittingness of the findings. In
order to ensure that fittingness was accomplished in this study, the researcher
respected the participant’s responsibility during the interviews and accepted the
responsibility of explicating the settings of the study, the sampling methods, and the
characteristics of the participants. Then, theoretical sampling was employed to recruit
participants that had had direct experience in-helping with family members of persons
with schizophrenia. Thereseareher found that the participants were able to share their
experiences with the researcher completely and with richness. The researcher also
found that each categorysncluded propertiéé that were rich and thick descriptions of

data.

3.8.3 Stability of findings

Dependability and confirmability constitute the Stability of findings. The
evaluation of confirmability is based on the characteristics of the data rather than on
the researcher’s-Characteristicsy A good way-of,enhancing.the.stability or
confirmability of findings is through the “audit,” which is a major technique of
establishing the stability of data (Burns & Grove, 2003). In this study, two
dissertation advisors were debriefers and audit trials. One advisor was available for
ongoing consultation related to mental health and psychiatric nursing. She shared her
ideas with the researcher and was available for ongoing discussion related to
substantive areas. Another advisor was available for ongoing consultation related to

grounded theory methodology. She opened codes independently. Then, she discussed
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about coding with the researcher and talked about the coding process. The coding,
concepts, and the preliminary categories were compared and discussed for agreement
between the researcher and the advisors regarding the preliminary categories or core
categories of the relationships between psychiatric nurses and family members of
persons with schizophrenia.

In conclusion, the trustworthiness of the data in this qualitative study was
addressed in order to ensure the validity and aceuracy of this qualitative study.
Especially, the credibility, fittingness, and stability-of the study have been considered
carefully in the study. In‘addition; the researcher had to understand the findings
regarding the entire studygincluding actions, events, and other relevant contextual
factors and strategies in @rder to establish 'the trustworthiness of this qualitative

research.

3.9 Summary

This chapter discussed some of the methodological issues that are involved in
a grounded theory study. The methodology of the grounded theory, the researcher’s
roles, the participants, the researeh:design,and;data colection;analysis, and
evaluation of trustworthiness were defined, explained, discussed, and described in
order te.develop a,good designifor generating an emerging theary:! In-addition, the
attempt to control the quality of the research by emphasizing ethical considerations
throughout the research process and the protection of the human subjects was

discussed as well.



CHAPTER IV
FINDINGS

This study aimed at exploring the relationshipA@stn psychiatric nurses and
family members of persons with schizophrenia. Thigpter describes the processes
that psychiatric nurses used with family membergestons with schizophrenia to
help them care for and support their patients.-€hegpter also begins with an
explanation of four strategies that comprised tloelehof “Facilitating living with
persons with schizophrenia,” including establishigt, strengthening connections,
promoting readiness tg'care, and suppbrting. Witenexplanation of the four major
strategies, direct quotations from the pakficipdira\se been included to make the
emergent model more clear. The next s_écfion prevadeummary of the findings,
which focus on the emergent precess of:“ri:aciligatiming with persons with

schizophrenia.”
4.1 The findings

This study investigated the process of facilitalimong with persons with
schizophrenia among sixteen psychiatric nurses.obit@ned data from in-depth
interviews with the 16 psychiatric nurses were wred by using the constant
comparative analysis method. Facilitating livinglwpersons with schizophrenia was
the process that the psychiatric nurses employéeélimthe family members be able
to care for and support the persons with schizaparna living with the family. This

process is composed of four major stages: estatdigirust, strengthening
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connections, promoting readiness to care, and stipgoThe explanations of the

four major stages are presented as follows.
4.1.1 Establishing trust

Establishing trust was the first stage that theepsyric nurses employed with
family members of persons with schizopirefiithen the psychiatric nurses met with
family membersvhile they-were visiting with the patients in tmepatient wards, the
psychiatric talked with'them.The psychiatric nsre@countered the fact that the
family members had a_sense of mistrust, incomyiiest, or complete trust with them.
The psychiatric nursesiried to establish' trusbwhie family members so that they
might be comfortable in talking abeut prdblems,duaeand other concerns while
giving care to their patients'and before _h_élbin[jwither stages. At the first meeting,
the family members were anxious abouthw theiep&t would do while
hospitalized. The family members also had concabusit the patients’ symptoms.
The family members’ concerns reflected that théyuesure about whether the
patients would receive good care and be safe.dritiad; some of the family
members wereafraid;of telling the truth-abouttipedpblems:to the psychiatric nurses
when in reality'they did not want to take the paiisehome.

The psychiatric nurses realized that the family-ibers were afraid of asking
about the caring for the patients and speakingrttie about their concerns to the
psychiatric nurses and avoided being involved nnggfor the patients because of
these problems. The psychiatric nurses used fragegfies to build trust with the
family members, who had either a sense of mistmisbmplete trust, or complete

trust according to different patterns, in ordentake them more comfortable with the
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patients while hospitalized and so that they cahidre their concerns about the
patients’ needs. The findings in this study revedhat the psychiatric nurses
established trust with the family members beginnuingn they first met them, using
the following five strategies: making their acquairce, showing respect, prolonging
engagement, communicating understanding, and exgsgood care and the patient’s
safety. These strategies allowed the psychiatnisesuto build trust with the family
members of the schizophrenic patient. Thus, thetpatric nurses could employ
these strategies to establish trust with family.imera before helping at other stages,
including strengthening connections, promoting neesk to care, and supporting. The

concept of establishing.drusithat emerged ingtusly, as presented in Figure |

Figure I: A summary of establishing trust concept

Making acquaintance

Showing respect

Establishing.trust Prolonging

engagement

Communicating
understanding

Ensuring goad care
& patient’'s'safety

4.1.1.1 Making acquaintance

Making the acquaintance of the family members wsisaegy that the
psychiatric nurses employed with family memberp@fsons with schizophrenia to

make the family members familiar with the psycheaturses before talking about
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their concerns and needs as well as caring for gaients. This making their
acquaintance could be called a strategy for estahly trust between psychiatric
nurses and family members of persons with schizaphar The psychiatric nurses
used this strategy with all family members; esdgithe family members that had a
sense of mistrust or incomplete trust towards thEme. psychiatric nurses also used
smiling and small talk with the family members thatl a sense of complete trust.
Even with the family members had complete trushulie psychiatric nurses, the
psychiatric nurses still used smiling and smak-&ttategies with them during all
meetings in order to maintainagood relationship.

Each method was used to. make the acqguaintance ¢drtily members when
the family members toek patients to the hospitad] éne use of these methods
depended on the psychiatric nurses’ peréonalit)a Asnsequence, after making their
acquaintance, the family members weré 'c'o'mfortabtalking with, and were
familiar with, the psychiatric nurses. Thus, beaogniamiliar with each other created
trust while they were talking.

In meeting with the family members that had a seriseistrust or incomplete
trust, the psychiatric-nurses and family membenewet familiar with each other,
especially during:the first-meeting;in the-hospikbst,of-the-psychiatric nurses and
the family members did not know each other. Whey aw the family members,
they greeted them by smiling and saying “hello.€&though thé psychiatric nurses
were working, they would stop their work and thetead a greeting to the family
members by smiling and speaking with. At every nmgetvith the family members,
not only did they smile with them but the psych@atrurses used small talk to make
the family members be familiar with them beforeiagkabout their problems or

needs in caring for their patients. The generat®hat were mentioned in the small
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talk included their transportation, atmosphere &bgting on the way, and others.
These methods were used by the psychiatric nunseske the acquaintance of the
family members that had a sense of mistrust anohnpdete trust towards them. This
means that smiling and small talk can be a causanafiarity and trust between
psychiatric nurses and family members. The follanguiotation illustrates the point:

...Greeting with saying “hello” and smiling to the fésnmembers. (Case 3,
line 215, p. 8)

... The first time_ |l saw the family - member, | greetee family member and
smiled at her to make her acquaintance. My openuegstion was to ask the
family member what the family members wanted hetpamd what they were

worrying about(Case 1, line. 205-208, p. 8)

...The first time we met, | talked about generaids. It seems that...talking of
general topics, such/as ‘how are you?” and askirgpat their relationship
with the patient because sometimes, there are nssogs. We may make the
family members feel like-we are listé‘ning to thenthey trust us. We will not
speak formally... (Case 14, line 89-96, p..3-4)

At the same time, using dialect is an importaninaet of talking with the
family members. This is a method that some psycbiatirses used to make the
acquaintance of the family members. Seme of thetpatric nurses sometimes had to
use dialect and simple words when they talkedéeddimily members who spoke a
different dialect. The family members, therefore;epted talking with the psychiatric
nurses. Most importantly, the psychiatric nursada@d@eommunicate directly with the
family members. The psychiatric nurses neededam | speak in the dialect that the
family members used. The method of using dialeth Wie family members allowed
some of the psychiatric nurses used to the makedbguaintance strategy. As one of

the psychiatric nurse said,
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....I used dialect with the family members. | codthmunicate with the family
members. Sometimes, the family members would lkabtas if | did not use
dialect with them. My thought was that it seemed thcould not establish a
relationship with the family members. | would uasyewords when | talked to
them. (Case 11, line 389-394, p. 13)

...l tried to speak with the family member using ldeaguage so that the
family member would understand our information dile If | spoke with the
family member in this dialect, the family membeuldospeak or gave us
information better. (Case 10, line'346-349, p. 11)

In terms of meeting with family members that laesense of complete trust,
most of the psychiatric nurses siill used the sigitechnique when they saw the
family members. However, according to the famitiabetween some psychiatric
nurses and the family' members, sometimes the psychnurses just smiled at the
family members. The psychiatric nurseS’did notarsall talk with the family
members because they and the family m-e.rrﬂlsbers werigdawith each other. They
were able to understand the family membeés' problefen, when they saw the
family members, they smiled and asked the familynimers about the patients or

other problems. As one psychiatric nurse said,

....I and the familysmember were familiarity with leaather. At the beginning
of each meeting, sometimes | smiled and askedathigyfmembers why they
did not take the patientthome. (Case 7, line 44g52)

The strategy of smiling and small talk can be usethe same time, depending
on the psychiatric nurses’ personality. The mehastome psychiatric nurses might
smile before the small talk with the family membdrst some might use both smiling

and small talk together. At the same time, the psydc nurses could use the
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showing respect strategy to demonstrate that theeg willing to help the family

members and patients in order to establish trut them.
4.1.1.2. Showing respect

While making the acquaintance of the family mempsin®wing respect was a
strategy that the psychiatric nurses usedwhilerglwith the family members in
order to establish trust with. them, trust that wagortant particularly since they were
taking care of a schizophrenic patient. The psyobiaurses showed respect to all
family members to express.their recognition tofemaily members’ human being.
Every time the psychiatric nurses metiv@ith the tgnmembers, most of them
encountered both family membersthat h'éd positedrigs and some that had
negative feelings of the issues surround-i:h'g'j the oatheir patients and the situations
that related to the patients. Thie family r;rgm_bem\@d their feelings and behaviors
in different manner towards the psychia’tfi’c nurSmmnetimes, the family members
demonstrated mistrust or incomplete trust to wénespsychiatric nurses. Some of
them showed complete trust with the psychiatricsagiThe psychiatric nurses
realized this. Fhey showed theirrespect-to;thdlfamembers in two patterns:
showing respect with the family members that dertratesd mistrust or incomplete
trust, and showing respect with the family membkeas had complete trust.

Some of the psychiatric nurses gave examples ofjube strategy of showing
respect with the family member that had a sensmistirust with them. When the
family members came to the hospital, the family raers felt unsure about caring for
their patients, such as why the patients were attehy why the patient had physical

problems, and why the patients were restrained.faimdy members showed their
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behaviors by characterized of making loud noisguiag with the psychiatric nurses,
and often asking about patient’s caring. This sitmaillustrated that the family
members mistrusted the psychiatric nurses in tefriseir ability to care for the
patients. For instance, when the family membersteaithe patient was restrained,
they did not understand why and they had argumeitiisthe psychiatric nurses. In
this situation, the psychiatric nurses had to tlwakefully about what happened and
how to deal with the family members. Laier; thegdrto deal with the family
members by listening to them, being calm andwvelitg and by avoiding expressing
authority over the family members and avoiding argwith them every time they
spoke with them. The psychiairic nurses let thelfamembers complain until they
calmed down, and thea'the psychiatric'r'\urses exgdigihe situation clearly. This
behavior on the part ofithe'psychiatric nljfsesdaltdid that they accepted the family
members’ behaviors, feelings, ideas, aﬁd éxperiaeerm following quotation
illustrates this point: 7‘

.... Sometimes, | felt why the family member doescumpt the patient after
our suggestigns.-i-ieli-that-but-l-thed-to-be-gandpeaking... Because in this
special ward,-sometimes, we were calm and onlgrned to what the family
members warted and what problems they had so tkatomld help they

directly-based-on theif problems«(Case/; line-484; p. 15)

....| needed to_speak softly and was polite witlfah@ly member. | know that
the family 'member was unsatisfied with:our servicgayve him information in
order to make him understand that now the patiesst wot better really... so
the patient was restrained. It was difficult to coonicate to make him
understand. (Case 3, line 328-347, p. 12)

Most of the psychiatric nurses still used thistsgg with all the family

members during meetings, even if the family membadscomplete trust with them
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or incomplete trust with them. The psychiatric rsrsealized that showing respect
would make the family members accept the psychiatirses and feel important in
caring for patients, which led to building trustlvthem. The psychiatric nurses still
always used the being polite strategy, being ga@peaking, and listening to the
family members while talking with them. Some of thsychiatric nurses gave
examples about showing respect to the family mesthet had complete trust in
them at every meeting, and they showed respecothydpeaking directly and
through non-verbal expressions with the familymermsbsuch as saying “Always
welcome,” using eye contack; opening the door andiing them into the ward, and
providing nurse’s assistance to continue to welctmdamily members. These
nurses’ expressions reinforced the famiiy membeesception that the psychiatric
nurses understood, and this led totrust in thelpatric nurses. The following
quotation illustrates the point: |

...They have come several times, and | always sawaiidy member. When
the family member saw me, she said “I came againsaid to the family

member ...“Fhat's ok. If your family member- is ilpnece here. We always

welcome you.”(CaseB, line 32-34, p. 2)

... We went outto-bring the family member-ingaitt§Wait a moment,” told
the family memberto take a ‘seat,” And"later |'@egul information and other
documents to inform the family membér about whatheaild know. (Case 9,
line 484-492, p. 16)

The evidence above indicated that showing respetiet family members
could make them feel important in order to builastrwith the psychiatric nurses
while providing care for and supporting personshweithizophrenia. Thus, showing

respect refers to the manner in which the psydhbiatirses accepted the family
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members’ behaviors, ideas, and experiences. Thigyfemambers, therefore, listened
to the psychiatric nurses and accepted them aseofirst day. The showing of respect
in a short time might be not be effective enoughelsablishing trust with the family
members. Prolonged engagement, then, is a strdtaggllows the psychiatric nurses

to have time to show respect towards the family rens
4.1.1.3. Prolonging engagement

At the same time, prolonging engagement was aeglydhat helped the
psychiatric nurses and family members have an appity to learn about each other.
All the psychiatric nurses realized that |n meetwth family members, providing
time for them was impgrtant. During prO\}iding ctoethe persons with
schizophrenia, most of the family mem_béré had nsoreerns about caring for their
patients and needed to receive help fro}hr‘the payrahinurses. The psychiatric
nurses tried to prolong their engagement with tibgrbeing with and talking to the
family members several times. In talking and beamiy just once might not make the
family members feel-belief in the psychiatric n&s&hen, the psychiatric nurses tried
to be with ang-talk to-the-family members many sBmiEhis strategy also helped the
family members perceived that there would havepyehiatric nurses keep helping
them. While talking with the family members, the/gsiatric nurses received
information about both the patients and family membproblems and needs. The
psychiatric nurses had more opportunities to explbe family’s background.

Most of the psychiatric nurses tried to prolongrtie@gagement with all
family members that visited the patients in thepias$ by staying to talk with them

directly as long as possible. However, the amotititree they stayed with the family
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members depended on the family members’ needstess. The psychiatric nurses
could provide time for talking with the family memmis. As the psychiatric nurses
stated,

....The time for talking depended on the distressheffamily members, |
listened ... she said her nephew was stubborn or thamge She wanted to tell
me. | had time; | sat down and listened to her.9€43, line 345-347, p. 11-12)

...I tried to be with the family members to talk witem. When they visited
their patients, | provided time for talking betwetre family members and
patients. Later, lLiavited the family members tiktédo ask about preparing

taking the patientS torreturn home or meeting whigm. (Case 5, line 227-229,
p. 8)

However, it might always be not pbssible for thenilg members to visit the
patients. The psychiatri¢ nurses unders_f_bdd th@yanembers’ limitations. They
had decided to use the strategy of calliﬁgr‘th”e lfamembers when they wanted to
inform them about the patients; treatment, and suppvery time they called the
family members, théy would ask the family membengre the family members
preferred to receive the call because some fam@gbiers did not want other
family’'s members ar relatives-tosknew about thaerds..These family members did
not want the psychiatric nurses to call them at éofen, the psychiatric nurses
needed to call thevfamily members where they Felt it was canvenient to receive a
call. The psychiatric nurses called the family menslio make an appointment for
meeting, to ask for some information, and to follagvon how they and their patients
were. As one psychiatric nurse said,

....| contacted the family members to ask about #ieeqt by calling her at
her workplace. | would not disturb her at home. Tdommily members preferred
me to call her at her office. (Case 4, line 326-32711)
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This evidence indicates that the prolonging engagerstrategy was an
important on in terms of building trust with therfdy members of persons with
schizophrenia. Having prolonged engagement witmthiee this would help the
family members felt that the psychiatric nursesaglsvwere with them. Prolonging
their engagement also made the family membergtiaethe psychiatric nurses could
keep helping them. Moreover, this prolonging engagyet helped the psychiatric
nurses to have more time for showing respect tdaimdly members. At the same
time, the psychiatric nurses needed to use thiegiraf communicating
understanding with the"family tnembers while prologgheir engagement with them.
That means that these strategies could be usedtaimausly. The length of
prolonging engagement employed for télking with lgmmembers, however,

depended on the family members’ problé-ms.
4.1.1.4. Communicating understanding

While prolonging their engagement with the familgmbers, communicating
understanding was also used with them. It was anegsion of understanding which
the psychiatricthurses showegd toward the family: ensrofpersons with
schizophrenia’iMost psychiatric nurses tried to wnmicate their understanding of
the family membersiin orderto demonstrate that threlerstood the family members
while caring for and supporting them: the psycltaturses understood that the
family members were suffering with difficulties vidaicaring for their patients, such
as being afraid of the patient’s violent behaviows, having time for caring for the

patients, financial problems, and physical heattibfems.
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The psychiatric nurses also communicated their tataieding about
difficulties and needs while providing care for thetients of the family members
when the family members visited the patients inhtbgpital or called them. This
communicating of understanding was an importa@ategy for establishing trust
between the psychiatric nurses and the family mesndée methods that the
psychiatric nurses used to communicate understgrutinsisted of both verbal and
non-verbal communication, including telling dirgcthllowing expression, and
assisting as requested. These methods wereudedlivimily members. While
using this method, the"psychiairic nurses couldtiusestrategies of showing respect
and prolonging engagemeni with the family membinsibaneously. The
communicating of understanding concebt emergedigstudy is presented in Figure

Figure 1l: A summary of communicating understanding

Telling directly

Communicating
understanding

Allowing, expression

Assisting
as/requested

First, with reference to the “telling directly” ategy, in communicating their
understanding of the family members of persons sathizophrenia, most of the

psychiatric nurses spoke with them directly in ordeshow that they understood the
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family members’ difficulties and needs. The psytitanurses spoke about their
understanding of the family members, including sgyil do understand” and “I
know you are tired.” The psychiatric nurses alwagsimunicated their
understanding, it reflected that the psychiatricsea accepted and understood the
family members. Therefore, the family members wadtithe feeling that there was
someone that understood them. Most important,ahely members would trust and
always participate in caring for their patientsthis way, the psychiatric nurses
established trust with the-family members. Thesfolhg quotation illustrates this
point:

....While listening tosthe family members, we sumabthem, saying “I do
understand” and #You might be tired.” It was a refition that we accepted
and understood them. It is @ congept of psychiatdcsing. If we apply the
concept, | can say that we will.get a good respoiiée family members will
get a feeling of understanding ahd-they will kndwattwe will keep helping
them. (Case 4, line 81-85, p. 3)

....Support by speaking: “I understand you” (becatree=family member was
very old). You must be tired and have health proisldt was understood that
if she took the patient home, there would be negaer for the patient. “We
do understand.™(Case 2, line 134-137, p. 5)

This evidence indicated that most psychiatric naligenmunicated
understanding with the family members that werdesuifg with difficulties while
caring for their patients. Telling directly was &tmod of communicating
understanding of the psychiatric nurses with tmeiliamembers when the family
members visited the patients in the hospital dedahe nurses. It helped the
psychiatric nurses to express their feelings tow#ne family members. Not only

could the psychiatric nurses communicate undersigra/ speaking to them directly,
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but the psychiatric nurses could also express tedp by assisting of the family

members as requested.

Secondin terms of “assisting as requestetthis was a way of communicating
understanding through helping behaviors. Not osing direct speech to
communicate understanding with the family membleus also using the assisting
behaviors was an important way to communicate wtaeding. Assisting as
requested reflected that the psychiatric nursesunddrstanding and were willing to
do everything they could forthe family members.

Some of the psychiatricsnurses always provided feglthe family members while
visiting the patients, such as transportafion effmily members, foods, money, and
other belongings for the patients. As the Jpsych:iamnrses said,

....When she came (o the hospita_i in the morningesoras we provided a
nurse aide who took her from ouféidg the ward itheoward. After she
finished visiting, we took-her to a taxi; we calkedaxi for her. (Case 2, line
188-189, p. 7) g

....The family member left some food, such as soksland deserts, for the
patient... | gave.the food to the patient. (Casdih&,205-210, p. 7)

One psychiatric nurse provided nurse aides forrmymedicine for the patient
instead of the family member eachitime becauséarhdy member had physical
problems. The family member could not walk to aeottuilding, so the psychiatric
nurse helped her. This was done when the psyahiairse assessed that the family
member could not take care of herself becauserdidrdth problems. The data

reflected that the psychiatric nurse had assistedamily member to do all that they



95

could for caring for the patients and for the fammiembers. As the psychiatric nurse
said,

....I did understand the family member, when theljamémber contacted us
in this ward; we helped her to do activities, fermeple, the family member
had to go to another building to pay for the patigtreatments. | provided a
nurse’s aide to help the family member do thosasé, line 30-32, p. 2)

The evidence indicates that the psychiatric nuusesl the strategy of assisting
as requested to make the family members_perceatdlih psychiatric nurses could
do all things for them and-that they were willimglielp them without conditions. This
perception on the part of the family members lasfemily members to trust the
psychiatric nurses. Thusg; the psychiatric nursespkhelping the family members in
doing activities for giving care to the patientglahis helped the family members
establish trust with the psychiatric nurses. L ates, psychiatric nurses used the
strategy of allowing expressiom with thévfarrﬂl._ily miwars to make them perceive that

the psychiatric nurses always had understanding.the

The third strategy, “allowing expression,” was eaygd when the nurses
perceived that the familysmembers were sufferintgpwroblems in caring for their
patients. They.wouldprovide time and allowed tmity members to talk about their
problemsjiconcerns, andifeelings. Allowingexp@ssvas away that the psychiatric
nurses used to show that they understood the famelybers and that they were
willing to listen to them to help relieve their c@rns and feelings. This helped the
psychiatric nurses to be able to communicate utal@lsg to the family members.
The following quotation illustrates the point:

....Letting him talks and express himself. ...I usedethod of ventilation by

encouraging the family members to talk... “How are going at home?” and
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kept supporting the family member, saying “I undengl you,” “I understand
a family member like you that has such a burdefage 12, line 160-165,
171-173, p. 6)

In addition, some of the psychiatric nurses usedsthategy of allowing
expression with the family members that had areetdif anger about and
dissatisfaction with the nursing care services. psychiatric nurses allowed the
family members to express their feelings of anger dissatisfaction with them. They,
however, did not argue with the family members.yTederstood that the family
members were feeling angry.and dissatisfied alimihursing care of the patient.
They tried to be gooddn speaking and calming dvenfamily members. As one
psychiatric nurse said; .

...I know that the family member was feeling anggidinot pay attention to
the family member’'s emaotion. | u_héerstood. It mighta feeling of anger of
the family member: The family ﬁiémper might be vimgrwhy the patient was
not better. | listened to him and was ”'good in speakvith him. | know | must
be conscientious and help the pétié.rit. to caim dd@ase 10, line 200-204, p.
7)

....The family member made a_loud noise with didsatisn...The family
members did not 'want to take the patient home.fdimdy member also said,
“I am not ready to pick the patient up to go horhdid not prepare anything
forithe patient” <Later «the familyy member,went-eftheward. We did not
say anything. After a day, we tried to be goodperaking. We informed the
family member that the patient was better and washarged. (Case 4, line
558-565, p. 18-19)

This evidence illustrates that the psychiatric eargsed the strategy of
allowing expression with the family members to amege the family members to

ventilate their feelings and behaviors. The psyteitiaurses used this strategy with
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all the family members, especially, the family memrsbthat were suffering with

caring for their patients. Even though the psycluaturses used this strategy with the
family members to relieve their concerns, the fgrmembers might still want to

know that their patients would receive good car lag safe. The psychiatric nurses
needed to use the strategy of ensuring good caréharpatient’s safety with the
family members to make them confident that the pstdc nurses could help them

and their patients.
4.1.1.5. Ensuning.good care and the patient’s safet

Another strategy of establishing 'trust was emgugood care and the patient’s
safety, which the psychiatic nurses empl-oyed aitifiamily members of persons
with schizophrenia. In meeting with the farhily mezrd) most of the psychiatric
nurses had understanding that the family members werried about the patients,
especially the family members that had just comtbedhospital for the first time.
They did not know How the patients would be if tiségyed in the hospital. They tried
to ask the psychiatric-hurses how the patients weney times during the day and
sometimes, theyasked the psyehiatric.nurses Hirectalled-at the ward to ask
about the patiént’s condition. The psychiatric esrgied to deal with the family
members In theirability to care for the patiefitsen, the psychiatric nurses informed
the family members about the nursing care for thtéepts and the activities during
hospitalization. As the psychiatric nurses said,

....We provided information for the family member patlent. For example,
from 5:00 AM we would encourage the patient to dibycactivities for himself.
We told the family member later at about 7 AM, that patient was taking his
medicine, having breakfast or something like thatl anformed the family
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member about the need to keep the patient in the Wwacause the patient

often escaped from it. (Case 1, line 78-85, p. 3)

....We explained that there would be nurses to aar¢hle patient 24 hours,
including caring, having food, taking a bath. Wevays care. We do that.

Later, we provided time for asking questions. (CH3€ine 124-127, p. 4-5)

Some of the psychiatric nurses had to encountdr same family members
who were afraid of asking about the patieni's gismelhe family members asked the
psychiatric nurses just once on the first day afi@dion, and they were worried
about the patients becausethe family members vig@ed them. The psychiatric
nurses had also informedall’of the famj{ly memidless all patients receive good care
while staying in the hospital: The psychiatric regsised this strategy to make the
family members believe thatthe psychiatri_p nuiEasdd care for their patients and
receive good care and be safe:Fhe psyéhiatriceelalso informed the family
members that the patients were prepare;j_ _t;léformmgjhome. They, therefore,

would be able to take care of themselves. As theaific nurses said,

....I informed-the family members about activitieat tve provided for all
patients, such as therapyaking medicing exercises, and managing the
environment; forthe, patientsy (Case 16, dine-67p( B)

....1 told the family member that | could*take cafeéhe patient. | advised the
family member'to gothame or'stay overnight at@R®D. (Case 10, line 94-95,

p.4)

These data indicated that the psychiatric nursed to tell all family members
regarding the psychiatric nurses’ ability to casethe patients that the psychiatric
nurses could help the patients to become bettes.Strategy helped the psychiatric

nurses to show that the patients would receive gaoel and be safe while being
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hospitalized in order to gain the trust of the figrmmembers and to ease their minds
about leaving the patients in the hospital.

In meeting with the family members of persons vgithizophrenia, psychiatric
nurses can use some of the above strategies, afrth# strategies, to build trust.
These strategies include making their acquaintaste®ying respect, prolonging
engagement, communicating understanding, and exgsgood care and the patient’s
safety. These strategies allow the psychiatricesits establish trust with the family
members in order to participate in caring for thesfore moving on to the next stages,
including the stage of'strengthening connectioris Wie patient, promoting care
ability, and support in helping the family memberdive with persons with

schizophrenia.
4.1.2 Strengthening connections a

After establishing trustwith family members, psiathic nurses needed to
strengthen their corihections with the family membet meeting with the family
members, the psychiatric nurses had encounterédmast of the family members
avoided visiting theirgpatientsiisome of thesfarmigmbers did not want the patients
to visit home ot return to home after they werekiisged. Some of the family
members did not'want to partiCipate or become nealin caring for the patients or
in doing activities with the patients. The psych@hurses realized that these
problems that might affect the care of the patidfthe family members tried to go
away from the patients, the nurses, or avoid cdonghe patients, it is difficult for

the patients to return home.
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The psychiatric nurses realized that the strenfjtheoconnections would help
the family members have positive feelings in cafmgthe patients and living
together. The strengthening of connections wasngoitant strategy that the
psychiatric nurses used with family members of @esswvith schizophrenia to
increase the connections between the family mendetsheir patients. However,
the psychiatric nurses also realized that the famimbers have the strength of the
connections with psychiatric nurses was animpodarwell. If the family members
did not have the strength-of the connectiens vaéhrturses, the family members
would not become invelved.in garing for the patsefthe family members might try
to get away from the psychiatrc nurses becauseditkenot to involve in caring for
their patients. The psyehiatric nurses uéed tlzegires of strengthening connections
with patients and strengthening connectibns witts@sl with the family members. A

summary of the strengthening connectio_'n's“ concgpeisented in Figure llI.

Figure Ill: A summary.of strengthening connections category

Strengthening
connections

with patients

Strengthening
connections
with nurses

Strengthening ‘connections

4.1.2.1 Strengthening connections with the patients

Strengthening connections with patients was an rtapostrategy that most of

the psychiatric nurses used with family membensestons with schizophrenia to
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improve their relationship with them. In meetinglwihe family members, some of
the family members tried to avoid caring for theatients—they refused to take the
patients home, they did not visit the patients, @fdsed to participate in activities
with the patients. The psychiatric nurses undetstbe reasons why the family
members refused or avoided visiting the patientsks@toming involved in caring for
their patients: that the family members were afcdithe patient’s violent behaviors,
they had to work, or they did not have other familpembers to help them in caring
for the patients.

The psychiatric'hurses tried to use various methodsrengthen the
connections between the family,members and patiéhts methods of strengthening
the connections with patients consiste‘d'of increganderstanding and promoting re-
acquaintance with the patients. Increasihg undedgtg was a method that the
psychiatric nurses usedwith all family. r_ﬁ_éfhbersvdls used to create understanding
on the part of the family members abouf-:th'e.- patieistor her disease, and treatment.
Promoting re-acquaintance with the patient wasksmranethod that the psychiatric
nurses employed with family members. It was useshitourage the family members
to participate in doing activities with their patts in order to reacquaint the family
members and-patients; Fhese,methods-would.theslpfihin-strengthening the
connections between the family members and thepsnsith schizophrenia. In this
way, the strengthening of connections would hegppbrsons with schizophrenia to
become better. At the same time, the family memiexdd be able to accept taking

the patients home and living together.

“Increasing understanding” was a strategy that siyelpatric nurses used

with the family members of persons with schizopraga strengthen their
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connections with the patient. In this study, thegbgatric nurses had assessed the
family members and then, they found that some milfamembers tried to avoid
caring for the patients, refused to take the patieme when the patients were better
and discharged, and had no time to visit the pttieshile they were in the hospital.
The psychiatric nurses understood that the caudesving avoidance to care for the
patients and to involve in caring of the family mwmars because of the difficulties of
the family members in caring for the patients weeebad behaviors of the patients,
being with stubborn patients, the patients retgnandrug use, and the patients
denied listening to the'familymembers. Accordiadhe causes of the family
members’ having avoidance'to care for the patienteflected that the family
members had no understanding about the patiemmess; the family members did not
know why the patients were with bad or étrange bielns and why the patients did
not listen of the family members’ advisihg.""rhelref,dhe family members did not
recognize the patients and paidiess attérrl‘ti‘olarﬁn@for the patients.

These data indicated that most family members dichave an understanding
of the patients’ illness. Such an understandingleaa to strengthening connections
between family members and persons with schizodar&he psychiatric nurses
realized that when the family membersdearned atteupatients’ disease, symptoms,
and treatments. Later, the family members woulckehmositive feelings toward the
patients and pay attention to caring for them.dditon, the family ' members would
get the answers why the patients were with thexg&dehaviors. For this reason, the
psychiatric nurses tried to increase their undaditey of the family members by
giving them information. After that, the family méers better understood the disease,
its treatment, and the patients, and this leddtvengthening of the connections with

the patient.
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In providing this information, the psychiatric nassgave information both to
the individual and to the family members. In givingprmation to the family
members that had a low education and that had awlkdge about the disease and
its treatments and patients was different fromrgjvinformation to the family
members that had high education and that had seimenation about the disease and
its treatments and the patients’ symptoms. The oustfior conveying this
information included the following: (1) assessihg family member’s understanding
before giving the information, (2) using easy ieforsgiving the information, such
selecting appropriate words.and avoiding diffisuatrds, (3) taking more time to
explain, especially regarding information aboutgitaization, legal issues, the
court’s decisions, the patient’s safety, ‘ahd \ngitihe patient, (4) using precise speech,
and (5) using dialect. These metheds Wéfe usefuaking the family members
understand the diseaseand its treatme_h_t and tieaisa

In giving this informatign; the ps&éﬁiatric nuraesed the methods of
explaining directly to all family members. Majormdents_that were mentioned
included informationi‘about the disease, the coafsehizophrenia, the symptoms,
and its treatments. For example, the psychiatisesiexplained about the causes of
schizophrenia;aboutithe-impeortance-of-continuttake-medication, medicine
modification, and the length of treatment of théigres. The psychiatric nurses also
discussed the signs‘and symptoms that occurrediingtpatients to-inform the family
members about how the patients were while stayirtbe hospital, for example,
whether the patients were better while stayingeghEwen though the family members
and patients had been in the hospital many tinhesps$ychiatric nurses always spent
time giving information about medicine and managingontrolling the medicine to

the patient. The reason why the psychiatric nuabgays spent more time in giving
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this information was that the patients often ex@ased fluctuation of symptoms and
for this reason the patients’ treatments might Haen modified many times. The
psychiatric nurses needed to give this informatiomerous times. The following
guotation illustrates the point:

.... We said there might 3 causes; it might be dheironment or genetics.
Later his father told us that the patient's motted had a mental illness, but
she died. It might be genetic. We told the famigynimer several times that the
patient might not be the same, even_ though themasilways took medicine.
The family member-had more undersianding. (Casaeés100-105, p. 4)

...| explained hew we'looked after the patientserdthe patients were treated
for a week, werhad'to explain to family members tha patients still were

being treated and .that their rriédication might bedified. The patients’

symptoms might/be not-seen clearly and how theg Wwecoming better. It
might take more time: Treatment must take more tikfeeexplained this to the
family members:(Case 1, line 27-32, p. 1-2)

A4

However, in increasing the understanding of theilfamembers, some of the
family members were-persens-that-had-a-high-e@icatd had some knowledge of
the disease and its treatments and of the patisysptoms. The family members
would ask deep gquestions.about the disease or istwes. The methods that some
psychiatric nurses used to increase the ‘understqudithese family members were a
little bit-different thendfram giving informatiorotfamily members that had little or
not knowledge of the disease. The methods that adated with the family members
included: using technical terms for giving the imi@ation and explaining with logical
thinking, especially regarding information abowgdeissues, the court’s decisions,
and the patient’s safety. These methods illustiaethe psychiatric nurses needed to
learn ways to increase the understanding of théyanembers. However, the topics

for increasing understanding like the topics thatpsychiatric nurses talked with the
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family members who had no knowledge, such as theasaof schizophrenia,
continuing to take medication, medicine modificatithe length of treatment of the
patients, and signs and symptoms. As the psycbiatiises said,

...Some family members who have high education askelgeply about the
disease. Then, | needed to give them informati@plgieand clearly, such as
the causes of the illness. | think that we shoul@ ghformation clearly with
the family members. It was different from givinfpimation with some family
members. (Case 9, line 467-471; p. 45)

...Some family members who have knowledge, | talkdd them using
technical terms, sueh as when | mentioned aboutammedand the disease and
its symptoms. The family members are persons whk wahe Ministry of
Public Health. (Case/10, line 361-363, p. 12)

After providingthis information, the psychiatricrses found that the family
members understood the disease and its 't.reatnnleausatient, and the nursing care
system. The most important things Were-tha:t_ thalyjamembers paid attention to and
became involved in-caring for and SuppOI;tiI”]g thieepés. - Thus, the connections
between the family members and patients were sinengd. However, increasing
understanding might not be enough for strengthetiiagonnections between the
family members and their-patients. Even if the/fgmiembers were given
information to create a better understanding,éffdomily membeérs and patients had
no oppartunity to be close with each other, it @#scult for their connections to

increase or deepen. The psychiatric nurses needadmote re-acquaintance

between the family members and patients.

“Promoting re-acquaintanceeith the patient” was a strategy that most of the

psychiatric nurses used for strengthening the odioreof the family member with
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the patients. This strategy was used with all #meily members to help them and the
persons with schizophrenia to have time to be tegeto that they all could be
familiar with each other again. When the family ntems and patients were familiar
with each other, the connections among them weeegthened. The methods for
promoting re-acquaintane@th patient included encouraging visiting, faatihg
spending time, and encouraging home visit trialss Theans that the family members
and their patients had an opportunity to spend together in doing activities within

in the hospital and outside the hospital. The famiembers also had opportunities to
learn about and understand.ihe‘patient’'s behasimicapabilities while doing
activities in order to inciease the connection leemvthe family members and the

patient.

First, “encouraging visitirithés a method of promoting re-
acquaintanceith the patient that'some psychiatric nurses tsetrengthen the
connections between the family members and thhizephrenic patients. In meeting
with the family menibers, some of the psychiatricses found that in the past, the
family members were'acquainted with the patientsvéver, after the patients
developed schizephrenia; somefamily.members hatderstanding about why the
patients exhibited abnormal symptoms or behavitms. family members tried to get
away from the patients and they avoided visitirgh Then, in‘promoting re-
acquaintancevith the patient, the psychiatric nurses encouragedamily members
to visit their patients while in the hospital.

In encouraging them to visit the patients, sompsytchiatric nurses needed to
think carefully about whether the family could commmcate with the patient. Some

family members were the loved persons of the ptidrhe patients wanted to see,
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talk to, and live with the family members. Howewiie family members avoided
visiting the patients. The family members ofterdtthie psychiatric nurses that they
did not have time to visit the patients becausg tta to work and had physical
problems. Then, the psychiatric nurses tried t@arage visiting. At the same time,
the psychiatric nurses informed the family memladrsut the patient’s feelings if the
family members did not visit him or her. As the gsiatric nurses said,

...I said that “You visited the patient.and that vgaed.” We thought that the
patient felt good. Mest psychotic paiients would ere for a long time. We
did not want the family members {0 leave the patienthe hospital. We

wanted the family.members to visit the patientsst\dd patients have a feeling
of fear in being left inthospital. (Case 4, lIne312425, p. 5)

One of the psychiatric nurses encouraged the famégnbers to visit their
patients. The nurse advised the family membersuite other family’s members to
visit the patients. However, before givirfgj fhg§ @@y the psychiatric nurse needed to
assess the relationship between the patients hed faimily members. This was an
important issue. If thedamiby sinembers-were-paswhom the patients disliked, the
patients would argue with them. The psychiatricseualso informed the family
members about why thepatients needed-the famitylmes to visit them while the
patients were in the hospital. The'following quistatilustrates this point:

. We'said that the “family; member-should visit thégnt each time or come
tagether to visit this patient. Now the patienti@ allowed to'go home. On the
weekend, you could visit the patient. You couldemther family members to
come here or something like that to make the patieal that the family
members had not left him”. (Case 13, line 679-G842)

Second, the “Facilitating spending time togetheasvanother method

that some psychiatric nurses used to establiskqaaantancef the family members



108

and persons with schizophrenia. Some family memdnesgl participating in
activities with the patients. The family membemngtimes, refused to take the
patients back to the family. Facilitating spendimge together was a method of
making the family members and patients become familith each other again. The
psychiatric nurses realized that when the familyniers and patients spent time
doing activities together, they would have conrawiwith each other.

The psychiatric nurses employed the method ofifatel spending time
together included on the phone them, speakingem ttirectly, writing letters to the
family members to visit'the patients, and helping family members and patients to
spend time together, sueh as iraveling with theepit and nurses. For example, the
psychiatric nurses provided projects so fhat theeps and family members could
spend time with each other, including goihg shogpgoing to a temple, and
attending the skill training of the patient_-s'. Afp&rrticipating in the projects, both
family members and patients were satis;friéd,-witmdmg time with each other, and
the family members learned that the patients wetkeband had more social skills.
The family members also learned that the parti@padf the patients and nurses had
more importance and 'benefits for both the patiantstheir family. The following
quotation illustrates this point:

...l invited the family member to participate in @gtivities. Another activity
was “family day,>and the day)consisted of4+5 jities that\were conducted
in, which' the family member participated in"this Wailhe activities that the
family members could participate in included traigithe patient in life skills

in order to live in the community. (Case 8, line& p. 3)

...We focused on increasing the relationships antbeg by setting activities
to go out of the hospital. In the past, we didreahy activities, such as taking

the patients on a study tour and inviting familynnbbers to participate. We
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had always set a project such as a study tour &naple before setting other

activities. It was easy to do. (Case 8, line 83{8R8)

In addition, the findings above indicated that pisgchiatric nurses made time
for the family members and the person with schizepia to be together. One of the
psychiatric nurses found a connection that occupetdieen the family members and
the persons with schizophrenia after making timglem; that is, the family
members were satisfied in helping andhada goadeaxiion with the persons with
schizophrenia. As the psychiatric nurse said,

...It was a connection where the family member padted in doing activities.
The family memberhad lunch with the patient. Emeiliy member told us that
she was fully satisfied'and happy and had a gooeé thaving lunch with her
son. The family member did not have time to talkeioson like that because
the family member had to work. The patient hadime tto eat food with his
parents. At that time, the family member cried aaidl that she was very glad.
(Case 8, line 115-124, p.-4) #1244

Third; m-terns-of-the “encouraging-homme visit isfacategory, most of
the psychiatric nurses used this to promote re-aotpncebetween the family
members and persons with schizophrenia in ordstrémgthen the connection
between the family'members and their patients:"Whematients were better, the
psychiatricurses tried:o bargain withithefanmigmbers«te takethe patients to visit
their home. The methods for this establishing rguamtance with the patient
included using simple words to describe the bemefila home visit trial and visiting
the patients, always trying to bargain with the fgmmembers while visiting the
patient, and speaking several times with the famiémbers; all were used with the
family members. At the same time, the psychiaturcsas informed the family

members of the purposes of the home visit andsfing the patients in the hospital;
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that is, to promote the patients’ development,dlip hhe patients to begin living with
their family and in society, and to prevent thagras from depending on the hospital.
After encouraging the family members to take thigepds on a trial home visit, the
family members began to accept and agreed with lthisddition, the family

members were delighted that the patients werermtié were allowed to visit their
home. The following quotation illustrates the point

...1 tried to tell the family member'several timeddke the patient home, but
the family member tried to bargaia about that, awe reported to the

physician that the family member wanted to postpbfa one or two weeks.

(Case, 7, line 421-427,p. 14)

...I tried to tell the tfamily,member that the patieeeded to return to society,
to live there,sand/not stay for a long time in thespital. We told them the
reasons why theé patient needed to return home.gCakne 451-456, p. 15)

However, in using the method ofre:f‘l'couraging horsé tnals, some of the
family members refused to take the patients honea éor one or two days. Even
though the psychiatfic nurses informed the famignmbers about the purpose and
various reasons for home visiting, the family merstsgill refused to take the patient
home for a visit. Then, the psychiatric nursegtte invite,and encourage them to
take the patients to visit home for just a day. Tdmily members accepted the
patients leaving the ‘hiospitaliin the morning anchio back in/the evening. As one
psychiatric nurse said,

... spoke about the home visit trial with the fanmigmbers, We wanted the
family members to take the patients to visit hoewabse our project focused
on home visit trials; at least the patient couldivhome for one or two days in
order to be evaluated. Mostly, the family membeak tthe patients to eat out
and then took them back to the hospital. (Casa8,328-334, p. 110)
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This evidence illustrates that the psychiatric eargsed the strategy of
increasing understanding and promoting re-acquatetavith the patient to
strengthen the connections between the family mesrdoed patients and also with the
psychiatric nurses. However, while strengtheniregéconnections, the psychiatric

nurses could use the strategy of strengtheningestioms with nurses.
4.1.2.2 Strengthening connections with nurses

While the psychiatricnurses tried to strengthendonnections between the
family members and their patient; the strengthewincpnnections with nurses by
way of clarifying the siation/\was emp|'byed togh&mily members have stronger
connections with the psychiatric nurses és welliirtastrong connections with the
psychiatric nurses could make the fami_l-y' rhembéhi;rtgxwith and doing activities
with the psychiatric nurses incaring forrt-hr‘e'wpaﬁ;eAt the same time, the family
members had opportunities to spend time and deiteesi with their patients which
led to strengthening.connections among them.

Some family members did not understand the sitnatibat related to the
patients: why:theypsychiatrie nurses cared-foptigents;-and then the patients were
not better; why.the patients had physical probleans; why the psychiatric nurses
tried taxmake them take the patient home. Moshefgsychiatric nurses realized that
these problems might make the family members avea@ming involved in caring
for the patients if they did not understand thesear In addition, these problems
could make the family members have a sense of usistowards the psychiatric
nurses. Then, while strengthening connections thighnurses, the psychiatric nurses

could employ the strategies of establishing trugh the family members. Most of the
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psychiatric nurses clarified some of the situatisegarding the patients where the
family members might have misunderstood the psygbiaurses. The family
members’ misunderstood with the psychiatric nutsdghe family members had
negative attitude or feelings towards the psycitiatonrses. Therefore, the family
members might try to avoid meeting the psychiatticses.

The methods that were used for clarifying thesgasibns included explaining
and informing reasons about the situations withféingly members. These methods
helped the family members had understanding thehistyic nurses that the nurses
had more attention to'care for the patients. Moeeowhile clarifying the situation,
the psychiatric nurses ceuld'use methods of progighformation to increase the
understanding of the family members; s'uch as ugimple words, being precise in
speaking, and other ways.

In the case of maving the patienf to another werel family members did not
understand what had happened-and why the patienmesed. The family members
complained about the situation with the psychiatticses and the psychiatric nurses
clarified the situation to the family members. Igsgchiatric nurses informed them of
the reasons for moving the patient to a rehahitedvard. The psychiatric nurses had
explained aboult the situation togmake the familynbers-understand the nurses, and
this lead to the strengthening of the connectioitis @ach other. As one psychiatric
nurse explained,

... explained that “because the patient must be halsped for a long time,
we needed to move the patient to the rehabilitatiand”... we informed the
family members. The first time of visiting we s#id if “you are not ready to
take the patient home, he might be moved to thabriation ward the next
time.” We said that because after the assessmaést,phtient had to be
hospital for a long time, and the patient shouldtlhere to be trained in social
and occupational skills. (Case 13, line 142-1515)p.
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The situation that some of the psychiatric nurges to explain to the family
members concerned expectations regarding the |lefigtiay in the hospital and the
period before the medication took effect. Somehefgsychiatric nurses tried to
clarify these situations with all family memberspecially at the first meeting.
However, some family members that had been to dlspital might ask again and
some might not ask about the situations that tlalyrhisunderstood. The psychiatric
nurses would always provide a clarification.in arthe help the family members
understand because some family members did norstade and complained about
why the psychiatric nurses cared for the patiedtf@or she was not getting better
quickly. There is a needfor.the psychiatric nutsegse their knowledge for
answering questions and glasfying issués, sudhafength of stay in the hospital
and other nursing caredssues, for.the pafiermsdar to help the family members
better understand the situation.. As one_- péycbiaurse explained,

... explained that this'iime, the patient must siaytreatments and that the
patient’'s medicine might be modified, so the pasesymptoms might be not
better. It takes time. The patient was with ill fodong time. The patient’s
treatments might take more time. | explained-tofémeily member. (Case 1,
line 28-32, p.1-2)

One of the psychiatric nurses had explained tdahmely member about the
nursing care for the patientthat had physicalthgaioblems:; When the family
members visited the patient, the psychiatric nhestinformed him or her about the
patient’s condition during hospitalization, incladiphysical health problems. After
providing this information, the family members didt understand and complained
about her nursing care. They did not understandtw@yatients were not better, why
the patient had physical health problems, and \bypsychiatric nurse did not tell

the physician about the patients’ symptoms. Thelpsyric nurse had clarified the
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situation to the family members in order to make fdmily members feel more
comfortable about the patient. As the psychiatursa explained,

...We said that we have stages of working when thenpsiwere not better or
have problems. We have a process when we havetot t® the physician
because we have to report to the physician. Fomgle, in the evening, he
came here; he saw that the patient had gotten a.caAt that time, the
physician was not in the hospital. It was over ¥aorking on that day. We
would tell the in-charge ward. The family membekeasus why we did that
and why we did not tell the physician directlywhts a process of our working.
(Case 1, line 95-101, p. 4)

This evidence indicaies that the psychiatric nutsed to increase the family
members’ understanding of these situa't'ions byfglag the situations with reason.
The psychiatric nurses/didithis in erder tb maleefémily members understand why
the psychiatric nurses cared for the pat_iénfs.riﬁyehiatric nurses realized that if the
family members understood the psychiailtrrri‘cinurmfamily members would
recognize and have strong cennections with theasubviously, when the family
members have good and strong connections withurges, the family members will
acknowledge help fram the psychiatric nurses. Ndy.oould the strategy of
strengthening-connegtions helpthefamilymembeeswith.their patients, but also
the strategy of promoting readiness to care coeld the family members live with

the patients.
4.1.3 Promoting readiness to care

While psychiatric nurses strengthened the conoestbetween family

members and patients and also with psychiatricasithe psychiatric nurses could
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promote the family members’ readiness to care.pyehiatric nurses realized that it
was important that the family members be readyate ¢or their patients and have
strong connections both with the patients and suf@emoting readiness to care was
a strategy that was used to prepare the family neesrtio care for and support the
persons with schizophrenia. It could be a significsirategy that helped the family
members and their patients live together in thelfarnm talking with the family
members, most of the family members were anxiowsite for or support their
patients. In addition, the family members, Somesimeanted to abandon their
patients in the hospital: Theyhad often mentiginedpatients’ violent behaviors and
difficulties in caring for them: At.the same tinteey talked about their suffering
while caring for the paiients. They Iackéd of cdefice in their ability to provide care.
Therefore, the family members did not want to tieepatients home.

The psychiatric nurses, however_-,_'héd a great rotaiing for the patients: to
make them better and to be able io returrrnq to lizd their families. The psychiatric
nurses realized that the family members” willingmaad care ability had an influence
on the patients’ symiptoms. There was a need fopsigehiatric nurses to inform the
family members about the patients’ ability befazaving the hospital. The psychiatric
nurses used twoystrategies topromote.the familnbees’ readiness to care for the
patient: by improving their attitude and by promgttheir care ability. These
strategies made the'family members understandatients’ symptoms and behaviors
and have a positive attitude towards their patidntaddition, the family members
developed the ability to care for the patients. plgchiatric nurses tried to promote
the readiness to care on the part of all family toers when the family members
visited their patients in the hospital and whenfdmaily members called the

psychiatric nurses while giving care to their patiseat home. Some psychiatric nurses
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also called the family members, they promoted #agliness of the family members to
provide care as well. The concept of promoting ek to care that emerged in this

study is presented in Figure IV.

Figure IV: A summary of promoting readiness to care category

Improving attitude

Promoting
readiness to.caie

Promoting care ability

4.1.3.1 Improving attitude’

Improving their attitude was a strategy-that psstic nurses used to promote
family members’ readiness to-care torand supp@irschizophrenic patient. In
meeting with family members, the psychiatric nuisad assessed the bonding
between the family members and the persons wittzgghrenia; the psychiatric
nurses knew that the family members had a negatfitade towards the patients.
Somefamily membhers tried-to-abandon the patientisé hospital because they
always thought that the patient would never beebetihe patient often exhibited
bizarre and violent behaviors, and the patientddcoat take care of themselves. The
psychiatric nurses tried to adjust and improvefémaily member’s attitude to be
positive with the patients. A method of adjustimglamproving this attitude was

informing the family of the patient’s behavior atidcussing the patient’s good
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characteristics so that the family members wouldlifiggheir attitude towards the
patients in order to help the family members actepthem. The psychiatric nurses
tried to tell the family members that the patientse better and were ready for living
in the family and in the community, and that thégyas were able to take care of
themselves and were strong enough to live in faenily and the community. After
speaking with them, the family members understbed patients’ behaviors and felt
sure that the patients were better and ready torréd the family. These methods
allowed the psychiatric nurses to be able to Hegpfamily members have a positive
attitude, acceptance, and the willingness to relfterpatient to the family. The
following quotation illusiraies this point:

...At first, the family'member had a negative atgttmlvard the patient. | gave
the following information: “Actually, when the patit stayed in the hospital,
he had no symptaoms, and the patient calmed dowoHlel live in society. |
explained that during treatments, the patient welds. | suggested this to the
family member. | ‘also educated the family membeyutlhe disease and
taking medicine and having a positive attitude taide patient. (Case 2, line
24-29, p. 1-2)

....| tried to make the family members understandotteent’s behaviors and
that it was a disease. So, the family members bidy to adapt themselves to
the patient's emotion. Some were better when I #gt.. The family member
complained, but the familymember accepted takiegottient home. (Case 10,
line 438-443,'p. 14)

In addition, some of the psychiatric nurses algmltto use the strategy of
promoting love and bonding with the family membeis had a negative attitude
towards the patients, such as avoid visiting theepts and refusing to take the patient
home. The psychiatric nurses believed that if #reify members love and bonded

with their patients, the family members would haveositive attitude towards them.
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The psychiatric nurses said that an important waywas used was talking about
love and bonding between the family members ang#tients. They had talked with
the family members about connections since theljamembers lived with their
patients so that the family members would have ko care for the patients in order
to establish a positive attitude towards the pédiewhile talking with, the psychiatric
nurses also provided emotional support for the flamembers and suggested that the
family members talk about the patients with otteenity members as well. Then, the
family members understeod and agreed with.ihe payrahinurses. The following
quotation illustrates this poiat:

...l talked with the family member and | had a quest'Do you think that
you can help your younger sister or not? The famigmber began crying. |
also said, “I do understand your feelings. Actualpu love and connect with
the patient begause you are the closer person ¢optitient. But you don't
have and opportunity t0 provide _Cére; you work imeXica. | will not press
you. | want you to think carefully’vahq_ talk to attiemily members about how
to help your younger sister.” (Case 4 line 190-2007)

In the same Way, some of the psychiatric nurseswsed the strategy of
promoting love and bonding with the family membet® had a positive attitude
towards the patientssThe-psychiatricinurses itegdll-the family members about the
love between them and the patients in order to niadéamily members develop a
positive attitude. As‘one psychiatric nurse said,

...We told all family members that “It is very impont that the patients want
to get love and understanding from you. So, thelyamembers should make
the patients felt important by visiting them andecthem.” (Case 8, line 66-70,
p. 3)
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As the evidence presented above shows, the psgichmatses used the
strategy of improving the attitude of the family migers so that they could have a
positive attitude towards the patient by informthgm of the patient’s ability and
talking about the love and bonding between the famembers and the
schizophrenic patient. These strategies allowegbslyehiatric nurses to improve the
family members’ attitude towards the patients. phgchiatric nurses realized that
when the family members have a positive tewardp#ients, the family members
will be willing to care for their patients. Net'gashould the family members improve
their attitude, but they'shoulaalso increase toaie ability so that the family

members can be ready. 0 care ior their patients.
4.1.3.2 Pgometing care abilfty

Promoting care ability'was a strategy that thecpgtric nurses used to help
family members care for and-support their patientalking with most of the family
members, the family member had more anxiety/tensioie providing care for their
patient. The psychiatric nurses perceived thafahely.members lacked confidence
in caring for and suppartingthein patients becahseamily.members did not
understand thé patients’ symptoms or the strateggeded for caring. For this reason,
the psychiairic nurses tried to pramote the famibmbers’ care ability so that the
family members would have the skills and strategigs confidence in caring for and
supporting their patients. Most of the psychiatnicses promoted the care ability of
the family members while visiting the patients gradlticipating in activities in the
hospital. Then, the psychiatric nurses promotect#re ability of the family members

through the strategies of identifying concernsciéag about patient care, modifying
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their behavior, and encouraging patient particgatiThe concept of promoting care

ability that emerged in this study is presenteBigure V.

Figure V: A summary of promoting care ability

Identifying
concern

Teaching patient

Promoting care 17y care
ability
Modifying
behavior

Encouraging care
patient
participation

First, in “identifying concerns” when the family méers arrived at the
hospital with their patients or visited the patjzgnhey had anxiety about them. They
did not know why the patients had abnormai_symptontww to care for the patients
and control their symptoms. Most of the family menrshoften asked the psychiatric
nurses, “When will the patient’s symptoms go awaya@ine family members suffered
and were embarrassed about talking withsotherstaheur patients’ symptoms and
cried with the psychiatric Aurse. Fhe anxiety/tensof the family members caused
the psychiatrie-nurses to-find ways to help-themadditionthe-family members had
concerns about the patients’ symptoms, the wagsuahg for their patients, financial
problems, and how to live with the patients by tifging these concerns. The
methods that most psychiatric nurses used for iigerd the concerns included direct
asking, actively listening and through continuasetvation, and encouraging asking.
The psychiatric nurses used these strategies Witdinaily members at all meetings

because each time, the family members might hawecoacerns. It was necessary
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for the psychiatric nurses to identify the familgsncerns in order to plan for helping
them.

Therefore, the identifying of the family’s conceresn make both the
psychiatric nurses and the family members of pexrsdth schizophrenia understand
the problems and needs of the schizophrenic pati&fdst important, the family
members recognized their problems and needs im twdi;d ways to resolve their
problems and support their needs effectively. lditaah, the family members had an
opportunity to talk about their concerns with ti@ehiatric nurses. The concept of

identifying concerns that emerged in this studyresented in Figure VI.

Figure VI: A summary of identifying concerns concept

Asking directly

Active listening

Identifying concerns

Keep-ebserving

Encouraging
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“ Asking directlywasta method that the psychiamuoses used to
identify the family’s concerns. In meeting with fayymembers of persons with
schizophrenia, the psychiatric nurses always netmlade directly questions with the
family members in order to make them understand whiacerns the family members
had in giving care to their patients. The topiaduded the following needs and

guestions of the family members: why the family nbemdid not want to take the
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patient home; their feelings while giving carehe patient, such as feeling unsure
and suffering in caring for the patient; the famrmhgmber’s readiness to provide care
at home, taking the patient home, meeting withptimgsician, and the patient’s
behaviors while living at home; their attitude todsthe patient and caring for the
patient while living at home. The following quotatiillustrates this point:

...Most family members will be asked informatiolwitheir problems about
what happened in the past and why the family mendwde the patient to the
hospital, and other histories. | found that the fignrmember had no time for
taking care of the patient, so!the patient hadaket medicine by herself or
sometimes took Care.of herself in daily activitilse family member has often
said that she*had no time./\When the patient rethimame, the patient would
be alone. (Case 3,line 13-20, p..1)

...We asked the family member Why they refused ¢othakpatient home. We
found that the family member hadno confidenceaiing for the patient, so

we needed to ask what-the family» member lackeddemtle about. (Case 9,
line 9-16, p. 1) =

The evidencé presented above indicates that pdsicarses need to use the
strategy of asking directly in order to identinetfamily’s concerns every time they
meet with family members of persons withsschizopta®r when the family
members call the psychiatric nurses. At the same,tthe psychiatric nurses need to
actively listen to the'family members’ in/ordemmke them understand their
concerns and in order to plan for promoting caiétgb

“Actively listening” to the family member’s concesiis a method that
all psychiatric nurses used while talking with theily members of persons with
schizophrenia. While asking the family members alioeir concerns, most of the

psychiatric nurses tried to listen to the familymieers’ speech. In this way, actively
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listening made the psychiatric nurses understa@datmily’s concerns and this led to
identifying the concerns in order to plan for sbieahelp based on their needs and
problems. It also shows that the psychiatric nupseg attention to the family
members. The family members would say somethimgpsychiatric nurses needed
to listen carefully. The psychiatric nurses hawned that it is necessary to try to
listen to the family members’ concerns as muchassiple when they have time. In
this way the psychiatric nurses would learn.abodt @nderstand the family
members’ concerns. Forexample, the psychiatrisasiactively listened to the
family members regarding theiidifficulties in gagifor the patient, such as living
with blockages, burdens; counterforce, and lacen@igy sources while caring for
them, including avoiding taking the pati'ént honefusing to care for the patient, and
the need to postpone taking the patient Home.sttim@ortant that the psychiatric
nurses always listened to what the famjiy membatsth say. The psychiatric nurses’
listening also encouraged the family méfhb‘ers toesteeply their problems, which
reflected trusting the psyechiatric nurses. Theofelhg quotations illustrate the point:

...We needed to be calm and listen to the family raesrand what they want
and what problems they have in order to help thailfa members directly
based on their needs or problems. (Case 7, lined/, p. 15)

...We listened to the family member’s problems. Mdathily members who
come' herelike 4o, share their jproblemsabaut wihetpatient's behaviors

were while living at home. (Case 13, line 204-2077)

...We only listened. The most important things wkes we listened to the
family member and thought about one, two, and thmedlems. When they
say anything, we must listen carefully to eachas¢Gase 15, line 594-599, p.
19)
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The evidence from this study indicates that thechsytric nurses used the
strategy of active listening to identify the famdélyzoncerns. While actively listening
to the family members, the psychiatric nurses atseded to keep observing the
family members in order to monitor their behavidlss is related to problems
occurring while giving care to persons with schizamia.

In terms of the “keep observing” method, duringiagkand actively listening
to the family members, the psychiatric nurses ne¢d&eep observing them and
their behaviors, their health, and paying atteni@moaring for their patient, as well as
learning about the disease..Continuing to obseiviéewalking to family members
helped the psychiatric nurses acquire informatmipfanning to help them. The
psychiatric nurses neededtokeep obsérving thaeyfanember’s behaviors while
talking with the nurse in order to determine if taeily members were anxious,
satisfied, or unsatisfied with the nursing- _ééf\tigzetem, as well as concerns while
giving care to the patients. This observailtri;)'n,-hdaltbna psychiatric nurses understand
how the family members were as they spoke.

Some of the family members did not listen to theses while they gave them
information. In addition, the family members pagdd attention to giving information
and that some-were good-at;praviding informatidmetT,.the-psychiatric nurses tried
to give information several times to the family ni@rs. As one psychiatric nurse
said,

...| tried to tell the family member about the patiemany times. The family
member did not listen to me and did not open hemdnto accept the

information that | gave her. She still had thoughéat the patient was not
better. Even though I tried to give her informatishe refused the information.
(Case 2, line 201-204, p. 8)
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Some of the psychiatric nurses kept observingdh@ly members’ speech and
they found that the family members did not spea&ktthth about the patient’s
problems or problems in the family. This observati@lped the psychiatric nurses
identify the family’s concerns and why the familymbers behaved in the way they
did, why the family members did not tell the trutith the psychiatric nurses, and
why the family member paid less attention to reicgynformation from them. The
following quotation illustrates the point:

... felt that some family members felt ihat theyewgiffering with the patients
and did not tell the-truth-about their patients.n8ofamily members cried and
always asked when_ ihe patient would be fine...I fabatthe family member
had often asked and seemed to be worried. Theyfameimbers would ask,
“When will the patient be fine?” We tried to suppand give information and

give reassurance. (Case 10, line 69-74, p. 3)

While talking with the family member, some psychimhurses observed that
the family members were very worried about thegudtiThe family members were
very worried at every meeting and later tHe’famiI@/mbers began getting health
problems, such as hypertension and heart disease2\ér, the psychiatric nurses
also observed that the family members did not noomit help the patient. This
observing helped the psyehiatric nurses-had anretatelingthat the family members
lacked attention in monitoring the patient’s syfmptand behavior. As the psychiatric

nurses stated,

...| saw that he was very worried. The family membemsned to manipulate
the patient. If the patient had a little disturb@y¢he family members would
take the patient to the hospital as soon as passide did not observe or
assess the patient concerning what to do or howelp the patient at first.

(Case 9, line 320-329, p. 11)
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...| found that the family member was very worriecbuabthe patient’s

symptoms and illness. The family member came henee3, and she still was
worried about the patient. However, the family membould ask less about
the patient. | think the family member was worrgewl concerned every time.

The family member began to be not fine. (Casené, 61-64, p. 3)

... saw that the family member was very old. Shédaoat walk well and has
physical health problems, such as hypertension lagalt disease. She still
visited the patient and kept taking care of thegudt (Case 2, line 179-181, p.
7)

The evidenceaboye indicates that the psychiatnises used the method of
continual observation ofithe family members in ordadentify the family’s concerns.
Continuing to observe is another important waydehiifying the family’s concerns
in addition to directly asking questions and adgilistening. The psychiatric nurses
would understand the family members’édnﬂqernsuhiidg anxiety, health problems,
and being afraid of telling the truth, in ordeipian for promoting care ability in
caring for persons with-schizophienia-Moreoves fisycniatric nurses needed to use
the method of encouraging questions in order tsyzsgfe the family members to ask

about everything that they.did not understand.

“Encouragingrasking questions’»was a method thepsychiatric
nurses used with the family members of persons sattizophrenia in order to
identify the family’s concerns. Most of the psydhi@nurses encouraged the family
members to ask about everything that they wantéaowv. Encouraging questions
helped the family members to have an opportunigstoabout something that the
family members did not understand or were worrieodud. In talking, some family

members were afraid of asking physicians aboupétent’'s disease and his or her
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symptoms and treatments. For this reason the famgiybers had anxiety/tension in
caring for their patients. This was a reason wleypgsychiatric nurses tried to
encourage the family members to ask questions dbeutatient’s illness all the time,
both with the nurses and the physicians, by talkinthem directly and by providing
time for asking these questions. The following a@tion illustrates the point:

... suggested to the family members and asked tlt¢awe you ever asked
the physician about this disease?”’ Some family neeswere afraid of asking
because they did not want to distueb the nurse.nNlhaesked, they said that
they did not. They came many times.. So, | provimedmation to them. (Case
10, line 235-239,p. 8)

...We provided tige for questions from both family tmerm and patients.
(Case 13, line 468473, p. 15)

...| wanted to talli'to the family member. When tingilfamember arrived, we
provided time for asking: ‘i our ward, we did niotit time for visiting. (Case
5, line 165-167, p. 6) e

Second, in ‘téaching about patient catbg psychiatric nurses tried to
promote care ability-that most family members had@nfidence in caring for
persons with schizephrenia because-the family. mesrdid noet know how to care for
or support theit patients, or how to behave andvitttthe patients when they
exhibited abnormal symptoms. The psychiatric nulhssktried to improve the care
ability of the family members by teaching them abpatient care strategies.
Teaching patient care was a strategy that the petyichnurses used to increase the
family members’ care ability. However, in teachihg family members, the

psychiatric nurses tried to teach with various radthor techniques in caring for the
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patients as well as giving examples for dealindhhie patients. The various methods
helped the family members had understanding hovate for their patients.

In meeting with the family members, most family ners lacked confidence
because they did not know how to care for or suppensons with schizophrenia if
the patients exhibited abnormal symptoms. The patrot nurses, therefore, taught
the family members about care strategies for canmysupporting the patients.
Teaching patient care was a strategy to help tmdyfanembers learn how to manage
and deal with the patients’ symptoms, how to-edritre patients’ bizarre behaviors,
and how to manage the enviroament of the patidiggics that were taught to the
family members included symptom management, maditaidministration,
promoting self-care, menitoring the paﬁént’s Syams, managing the environment,
and psychological support: After teachind them,fémeily members better
understood how to care forand suppor_f _t'h"éir petien

Symptom managementwas a vrvraqy?ﬂof Increasingateability of the family
members. In meeting with family members, some efftmily members did not
understand the patient’'s symptoms. Especially, wherpatient had abnormal
symptoms, including hallucinations and delusiohe,family members did not know
how to manage themnand:se the psyehiatric nurssbto-teach them about symptom
management.‘In addition, the family members ladadidence in dealing with the
patients’ psychotic symptoms; such as how to déalsnd howto manage the
patients’ violent or inappropriate behaviors, artthivo do when the patient did not
sleep. The psychiatric nurses also used theseitgachre strategies in dealing with
the patient’s symptoms and behaviors in order tkemthe family members be able to
care for the patients and be comfortable in cafiinghem at home. The following

quotation illustrates this point:
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...We told the family member that, the patient hasghts which we could not
control. For example, when the patient talked alsméing a ghost, we had to
tell the family member to ask the patient, “Whesdhe ghost?” and tell the

patient to mark where the ghost was. Later | invitthers to see it and

explained to the patient. We would explain to #raify member what it was.

(Case 15, line 670-676, p. 22)

...1 told the family member to, say “Now mom did ree anything” and told
the family member to say this. “If mem sees it, maktell you” and “What

did you see?,” like that., “Mom ‘will.make you safahd | told the family
member that if she/he saw the patient have an ¢iabition, don’t be afraid,
the patient will do.harm. But the family membeowdd say, “Mom will take
care of you.” (Case 15, line 690-696, p. 22)

...We told the family,member that there are many w@ayake the patient to
the hospital, such as telling a peliceman to tale patient. The patient will be
afraid of the policeman. | also tol_d"-the family niers to find someone who
can bring the patient here. (Casé’:?”, line 285-288,0)

Medication management was a topicf that some psychrairrses mentioned

in dealing with thefamily members of persons vathizephrenia. In caring for

persons with schizophrenia, medication adminisirai$ an important way to make

the persons he able 1o live in'the community eivedy. Mast family members were

anxious about the patients takingsmedicine. Thalfamembers often said that they

could not manage the medication for. the patientaise they had/to work outside the

home and the patients often refused to take theamned Then, the psychiatric nurses

taught the family members about this with variowategies, including continuing to

observe the side effects of the medicine and tonethe patient to always take his or

her medicine and avoid smoking, drinking, or usiinggs. The following quotation

illustrates the point:
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...Mostly we talked about taking medicine and whalatevhen the patient had
to go home. Both family members and patients weoemed about what to do,
such as decreasing smoking; sometimes it was infp@dsecause it was a
problem that couldn’t be resolved. We talked alipihg to decrease or avoid
using drugs. It would be good. It was talking tassure the family member to
encourage the patient to try to do activities wjthod concentration. (Case 10,
line 379-388, p. 12-13)

...l explained that the family member must partiapet giving medicine to
the patient, such as this medicin€.must be takethenmorning, it is an
antidote medicine, and. it might make the patientehsome symptoms. | said
that it was neededdputthat it might make the patieel uncomfortable, that is,
we had to explaia'the side effects as with theepatiThe family member must
observe, for example, the warning signs of psyshesid side effects, such as
more saliva. About continuing to take the mediciwbat to do and how to
remind the patiént to not forgetto take the mediodr how to persuade the
patient to take medicine. (Case 9,_'Ii"r-1e 270-2849)p.

¥

The patient’s self-care ability promation was amottopic that some
psychiatric nurses taughit-to-family-members-of@assvith schizophrenia. The
psychiatric nurses realized that teaching the pahew to care for themselves was an
important issue in helping:the family members darghe patient. Sometimes, the
family members often-complained that the ‘patientdatnot any work or help them
to do housework:sThe psyehiatric nurses taughtahely:members:about teaching
the patient to do house chores, encouraging therpab do daily activities by
themselves, and to avoid drug abuse (drinking amok&ég). As well, the psychiatric
nurses advised family members to encourage théera to do activities to develop
social skills for living in the family and in th@mmunity, and to prevent regression
of the patients ability to do other activities, Bwas continuing to encourage them to

read books if the patients could. The psychiatuisas also told the family members
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to look for jobs that were appropriate for the @ats in order to train them in

occupational skills and life skills in their commiyn The psychiatric nurses used the

method of teaching the patient self-care abilityhvihe family members while

visiting the patients or while calling the familyembers. The following quotation

illustrates the point:

... told them that they should keep caring about ionee, doing daily
activities by letting the patient do them for himherself as usual. (Case 7,
line 268-269, p. 9)

....We suggested abeutetting the patient work aalubut not to work with
machines becauserthe patient took medicine angbdtient might be sleepy.
(Case 6, line 218-220; p. 7)

....| talked abeut /communication with the patientsd eencouraging the
patients to work begause Jif we did not allow théigra to do anything, the
patient would regress;. at teast the patient wilbknhow to take care of him or
herself. Here we trained patients td be able toecéor themselves. Some
family members ignored this becaUSé the patiente wwibborn. The family
members expected the patients just to know hoaki rhedicine. Sometimes,
we talked about the patient's competence, sayingXample that the patients
could arrange their bed and bedding in the morniagd that the family
member should let them ‘arrange the bedding and wksks after eating and
do hygiene care for themselves. (Case 8, line @417. 22)

Monitoring the patient’s symptoms was a topic t@he psychiatric nurses

taught the family members in order to improve tladlity to care for persons with

schizophrenia. In talking with family members, frsychiatric nurses had an

understanding that some family members were abitle patient’'s symptoms. The

family members did not know what the symptoms w8@netimes, the family

members did not keep observing the patients’ symptand they often took the
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patients to the hospital as soon as possible wienfound that the patients were not
better. Then, caring for persons with schizophreraa explained to the family
members to help the family members had understgrithw to deal with the

patients’ symptoms. The information that was mergwto the family members
before visiting home or going home concerned tasaas why the patient was
discharged. In addition, the family members wexegiinformation so that they

could keep observing the patient’s sympioms, f@amexe, suicide behavior, sleeping,
etc. The following quotatien illustrates this point

...We suggested abeut the side effecis of the medifie also said, “the
patient will not"do.harm to others,” but if the jpatt has symptoms, he must
observe the patient's @abnormal symptoms, such teeipatient did not sleep
without causehe should take the patient to sdeckor or bring the patient
here. It depended on the family members and weested them to call us too.
(Case 6, line 220224, p..7-8)

...| advised that “At night if the patiént did noesp, you have medicine for
the patient. If the patient -has stress or feelsetipgou can bring the patient
here; don't ighore-the-patient-until-the-appomntrhéme. (Case 7, line 271-
274, p. 9)

Psychological support'was something that someepsychiatric nurses had
advised family members on to help them provide &@ar@ersons with schizophrenia.
In talking with thexfamily members,some family mgens paidless.attention to being
with or talking to the patients. Then, the psyaticaturses advised the family
members always to give mental support to theirepétito promote the patients’
mental health in order to decrease their acute symg The psychiatric nurses also
suggested that the family members give psycholbgigaport to their patients at any

time, such as giving praise to the patients whew thd good things, giving courage
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to the patients, and providing time for talkinghem. In addition, the psychiatric
nurses advised the family members to find waystorehse the patients’ stress by
encouraging them to participate in the stress aedlan programs that the family
members selected for them. As the psychiatric sustaed,

...1 told the family member, “You should give courage praise the patient.”
“Did you do that?” The family member smiled; thaeams that they might
never have done that. “You know that when we doefuing, we hope that
there will be someone to say that ii'is'good, mdy comment, or it's not like
that, it's not correet. So you, should.give couragethe patient,” and the

family member beganto understand. (Case 13, #8535, p. 17)

... told the family member, “You must keep greethg patient and provide
time for him” and saying “Howéfe you?” Observe Hece; if he seems that
he is not fine, you should ask, “Do you have argbfgms?” “Does mom need
to help you?” What about your stress?’ The familgmber must observe like
that. (Case 13, line 310-314, p. 10)

Preparing the environment was another topic thatespsychiatric nurses had
talked to the family members about in preparing exahaging the environment for
the patients. Some family members did not know tmwrepare the environment for
the patients. Fhespsychiatric;nurses had-adyisedatinily-members by preparing an
appropriate place for the patient, providing belagg, and preparing the community
whereithe patients'were to live as usual with #meifly. In addition, the psychiatric
nurses told the family members to distribute infation advising other family
members and friends. However, in providing thi®infation to the family members
and friends, the psychiatric nurses had askedamédyf members if they had no

feelings of stigmatization. The psychiatric nura&s® used the strategy of forming
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networks; the psychiatric nurses had coordinatel thie community mental health
nurses to support the family.

The environment that the psychiatric nurses meetiomith the family
members for preparing and managing was compriseersbns, things, and the
community. For example, the psychiatric nursesretfeehoices for the family
members, such as looking for a new community ae@aaing other family members
and neighbors to understand the patients’ behavidriliness. However, in advising,
the psychiatric nurses were concerned about-ithéyfaratigmatization. The
psychiatric nurses advised these choices to somiyfenembers that did not have a
problem with this. Afteradvising them, the psych@nurses reported that the family
members agreed with the suggestions."The followinmation illustrates the point:

...We advised the following; “Try'-to look for othemily members to take
care of the patient.” We ebserved the family memskee could not look after
the patient. But she had €hoices.“The head of thenwinity might help the
family member and patient. The hafiﬂtént might stag social work institute in
the province, The patient's parents could. visitilgagCase 13, line 121-127, p.
4-5)

...| advised all things to the family member, and family member has
knowledge, He works atithe;Ministry of, PublicsHealtle loves his kids and
family." Some patients were discharged and retutm@ade, while other family
members disliked the patient. The patient was senthe hospital again

because af psychosis. Inithis case, the otheryamédmbers live in another
house. These family members could take care gfatient. The family and the
people in the community could more greatly infleetie patient. (Case 6, line
490-496, p. 16-17)

The evidence above indicates that the psychiatnises used the strategy of

teaching patient care with the family members. €l@e many patient care strategies
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that were mentioned to the family members, inclgdiealing with the patient’s
symptoms and behaviors, medication management,ginogrthe patient’s self-care,
psychological support, and preparing the envirortrfmrthe patient. These teaching
patient care strategies helped the psychiatricasuis be able to promote the care
ability of the family members of persons with saphrenia. At the same time, the
psychiatric nurses needed to persuade the familgbrees to modify their behaviors

while giving care to the patients.

Third, “modifying behavier” was a strategy that soof the psychiatric nurses
employed to promote the care ability of the fanmigmbers in caring for their
patients. In talking withefamily members"of persavith schizophrenia, some of the
family members exhibiied behaviors thaf-affecte}jphtients, such as manipulating,
causing stress, controlling, and neglect_i-r_ig"'théepatThe patients, therefore,
exhibited stress, sadness, anxiety, and 7Ié;:k,-dfrumd care. That means that the
family members’ behaviors influenced the patientbath physical and psychological
aspects. The psychiatric nurses tried to makeamay members understand their
behaviors several times that could influence theepts.- The psychiatric nurses also
had persuaded thefamily-members,to modify themali®r while caring for the
patients because appropriate behavior on the pdredamily members could
support the patient's,feelings, make the patiettebeand promote the patient’s
quality of life. Most important, the family membes®uld be able to understand the
strategies of approaching, supporting, and calngheir patients with using
themselves as a treatment. The methods of thisfymoglincluded talking to them,
explaining, and advising. The topics for modifyiing family members’ behaviors

focused on emphasizing appropriate behaviors wjivi@g care to their patient, such



136

as avoiding manipulation, not neglecting him or, imet being too close to the patient,
and not pressing the patient.

The psychiatric nurses used various methods tofyntie family members’
behavior so that the family members would try tpustitheir behavior while giving
care for the patients. After persuading them séveng, the family members
understood and listened to the psychiatric nurseggestions. However, modifying
the family members’ behaviors was an impertantaés3ine psychiatric nurses had to
be careful while reflecting-or in providing feedisamn the family members’ behaviors.
Some family members'mighi-have been upset if tirehpatric nurses talked about
their behavior. Consequently, the psychiatric nsiiged to select appropriate words
for talking with the family members-in drder to nealhem understand and accept
them and not blame them The folIowingﬁuotatidinsﬁrate the point:

.| suggested abgut continuing caifé; such as obsgitvie patient’s behaviors.
Another thing was accepting the.’pét‘iﬂent and tryimgjive spirit to the patient.
The family member must educate thé patient as Wed.family member must
keep talking*to and advising thé paiiént. Forgsexemp the patient exhibits
inappropriate behaviors, don't reproach the patibeicause the patient might
be sad. About communication with the patient, apdaking with patient,
don’t blame the patient. (Case 8, line 488-49716).

...We tald him “Calm down; sometimes the patienthiniie stressed, and you
mustbeicatm hinmdown: Dan’'t haveshighemaotionith. 7l itried to tell the
family member to calm down, and later the familyrner was comfortable
and listened to us. (Case 13, line 414-420, p. 14)

The evidence above indicates thapHyehiatric nurses used the method of
encouraging behavior modification with the familgmbers. This allowed the
psychiatric nurses to promote the care abilityhef tamily members by using

themselves as a treatment for caring and suppgoengpns with schizophrenia.
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Another means of promoting care ability was encgungithe family members’
participation in care.

Fourth, “encouraging patient care participatiovas another strategy for
promoting the care ability of the family membersaring for persons with
schizophrenia. Most family members lacked confideinccaring for persons with
schizophrenia because they did not understand b@art for the patients. Then, the
family members tried to abandon or leave the pttienthe hospital. In addition, the
family members did not want to be involved in-ortigpate in the care. Therefore,
most of the psychiatric'nurses iried to encouragddmily members to participate in
the care. In order to achieve this the family merathad to learn about the strategies
needed for caring for the patients and ‘they hdtht@ confidence in caring for them,
for example in being c@-assessors:

Some psychiatric nurses encour_é_géd the family mesrdmyeral times to
participate in the care by Inviting them ta be,-esessors in assessing the patients’
symptoms, behaviors, and thinking. When the famigmbers visited the patients
while in the hospital; the psychiatric nurses tii@anhvite the family members to
assess the patients Ly allowing them and the patiettalk and participate in
activities together. In-addition; the psychiatrig ses taught.the family members
about assessifg the patients, such as teachirigntiily members about observing the
patientis behavior; speaking to them, and otheatiens- After that; the psychiatric
nurses and family members talked together aboypdkients and whether the patients
were better or not in order to prepare them forrdtern home. As the psychiatric
nurses said,

...We provided time for the family member to assesspatient for him or
herself—to see how the patient was. After that weldvtalk together about

the patient. We said, “The patient was better amel patient was staying on
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medicine modification. The physician modified tredimation for the patient,
so the patient might be here a while, and later plagient might be able to
return home. You must prepare for taking the patleame.” (Case 3, line
136-142, p. 5)

...We let the family members observe the patiemtisatiors and talk to the
patients. The family members were then able to nstaled how the patients
were today. (Case 8, line 311-316, p. 10)

The findings above indicate that mosipsychiattcses used the method of
encouraging patient care-participation to helpfiéimeily members be able to care for
and support persons'withsschizophrenia. This mewaslused with all family
members when they visited'the patients. The psiahiaurses also explained that
some family members that understood how to caréhpatients and that were ready
to care for the patients were invited to be cossses as well. The psychiatric nurses
invited the family members justonce, and tp_e fgrmembers accepted to be co-
assessors in assessing the patients’ symp_tgmszibehsmd thinking. As well, the
strategies of teaching-care-ability-and-modityvieiaviors helped the psychiatric
nurses to be able to promote the care ability @fiéimily members of persons with
schizophrenia. While promoting the readiness offéingily members to provide care,
the psychiatric.nurses-could provide support tofdinely'members so that they had

the opportunity te-ask far, helpfromvarious resss:
4.1.4 Supporting
“Supporting” was another stage that the psyciciatirses used to help

family members successfully live with persons vathizophrenia. The psychiatric

nurses provided support to help the family membeakse opportunities or choices in
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healthcare services and other resources both watidnoutside the hospital while
giving care to their patients. The strategy of suppg was used by the psychiatric
nurses with all family members when they visiteélitipatients or called the
psychiatric nurses. The methods of supporting @inalfy members included providing
resources, forming them of networks, providing ediagions, and offering help.

While providing support for the family members, frsychiatric nurses employed the
strategies of strengthening connections with thiepg promoting readiness to care,
or returning to establishing trust if the family.meers felt unsure about their patients.

The concept of supporting that emerged in thisystsiggresented in Figure VII.

Figure VII: A summary of supporting'concept

Providing resources

Forming networks

Supporting

Providing
censultation

Offering help

4.1.4.1Providing resources

In meeting with the family members of personshweithizophrenia, the
psychiatric nurses suggested resources to helfathiéy members have more
opportunities to ask for help for their patienteo\Rding resources was a strategy that

most of the psychiatric nurses used to help thelyamembers and patients get help
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while living in community. The psychiatric nursagygested that the family members
participate in health resources that took pladgkénhospital and to look for other
resources in the community. However, in advisirggfamily members, the
psychiatric nurses let the family members makesieciindependently. The family
members were given information about the resources.

Most of the psychiatric nurses had advised all kamiembers to participate in
the family group sessions that took place withim tlospital to provide help in caring
for persons with schizophrenia. Some family. membaght participate or not in
these groups; however, the psychiatric nursesrimddrthe family members about the
purposes and activities.of the family groups. As paychiatric nurse said,

...We invited the family membe'r's to participate imifg group therapy. The
group focused on counseling families to better wstdad why the patients
still had problems and why the family members coudd take the patient
home. (Case 8, line 811-316, p. 10)

A4

Some of the psychiatric nurses had suggested thigyfemembers that live far
away from the hospital to look for a hospital thais near the patients’ home where
they could be hospitalized when the patients exdubactive psychotic symptoms;
additionally, callingipelicemen;te help takesthaipats,to-the-hospital was mentioned.
As the psychiatric nurses explained,

.. We suggested to everyone that “when the medi@sdihished, which we
provided for one month, you can go to another haspHowever, you can
come back any time; we will not forbid it. You ntigie inconvenienced
because it is so far.” (Case 6, line 283-286, p. 10

...I told the family members that “there are mangyw for taking the patient
hospital. You can call policemen to help you tcetéthe patient to come here.
The patients would be afraid of the policemen. €Cadine 285-287, p. 10)
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Moreover, in case of the family members and thatrgmts were stigmatized
from other people in community and about using driggo of the psychiatric nurses
suggested that the family members look for a nemvmaanity where the patient could
live, such as taking the patients to live with ottedatives who live in another
community. However, the psychiatric nurses alsgested the family members live
with the patients in the new community. The psyelganurses also informed the
family members that sometimes, by living in a nemmunity, the patients might be
better because they could-learn to live in-ahiemesp In the new community, the
patients would be not'stigmatized from other peofifeer suggesting other resources,
the family members acgepted the suggestions. Tileiag quotation illustrates the
point:

...I advised the family member to look for othemoaunity so that the patients
would get away from wusing drugs' or smoking... | haidrmed the family

member that changing eemmunity~or society mighthedp the patient avoid

using drugs. It was a ¢hoice for t"he"ﬂ‘family memdned patient. (Case 5, line
245-251) ;

The evidence-above indicates that the psychiatnises used the strategy of
providing resources for-the family members befaeefamily members took the
patients to visit the homeor returned hame, alwiily advising the family members
about participating in_family groups, going to ‘@hial near home, calling policemen
for help;,and looking for a new comimunity for thetipnts. At the same time, the
strategy of forming networks was used to help #milly members and patients live

together.
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4.1.4.2. Forming networks

“Forming networks” was a strategy tbaine psychiatric nurses employed
with family members of persons with schizophrewoid¢lp the family members live
with their patients. In helping the family membefgersons with schizophrenia,
some psychiatric nurses also needed to coordin#tteotiher health resources as a
multidisciplinary team to help the family memberglgersons with schizophrenia
when the patients were discharged from the hespita¢én they returned home, or
went home to visit. Additionaily; forming network&s a strategy that the psychiatric
nurses employed to help'the family members andpsraith schizophrenia live in
society as usual. The pSychiatric nurseé formesktinetworks both in the hospital
and in the community, including coordinéﬁng wikietcommunity psychiatric nurses,
physicians, and social workers. In form_i-n'g"hetwothe psychiatric nurses informed
about the family members’ problems anrc;l qn'eeds. Timemetworks would know how
the family members’ problems and needs in ord@lda helping with the family
members. At the safme time, the family members 8adurces for helping them. The
family members could ask for help from those neksawhen they had to deal with
difficulties while earing;for,the patients.

Some family members had financial problems. Thalfamembers were
suffering about financial probléms, and this mibatrelated to caring for their
patients. The psychiatric nurses coordinated vattisd workers to help the family
members and took them to meet with social worketslk about payments. However,
before coordinating with social workers, the psgathic nurses had asked about the

family members’ willingness. If the family membexgreed with the psychiatric
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nurses, coordinating with the social workers prdege As one psychiatric nurse
explained,

...If the family members have real problems, we thekn to meet with a
social worker each time they had to make a paym&he& payment for
treatment was discounted by 15% for the family neembrhe social worker
would interview the family members about their réiss. (Case 8, line 927-
930, p. 29-30)

In addition, some of the psychiairic atrses haddaioated with community
psychiatric nurses to visit the family members patients while visiting home or
living in the communityy'where the family membeeailtl consult the community
psychiatric nurses when ihey had problems in congersons with schizophrenia at
home. The psychiatri€ nurses also had advisedatinéyf members to tell the patients
to take their medicine or get'shots at the printeagithcare center where the
community psychiatric nurses were Wo'rking. In aiddit the psychiatric nurses
coordinated with community psychiatricr r-1u.r's-.es tiplweher people understand the
patients, the disease, and how to care fof p’emﬁh$chizophrenia. As one

psychiatric nurse said,

...We told the health care providers in the commuitgrovide care, not us.
We coerdinated with the community psychiatric nerdeney would talk with
people in the community by explaining what theatisewas and how to care
forathepatients:and something: like“that,.;» aftertiilae] people in the
community accepted the patients. (Case 15, line&®7 p. 27)

The evidence above indicates that the psychiatnises used the strategy of
forming networks to help the family members of paiswith schizophrenia. The

forming of networks by the psychiatric nurses inled coordinating with health
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teams both in the hospital and in the communityth&tsame time, the psychiatric

nurses could provide consultation for the familynnioers.
4.14.3 Providing consultation

“Providing consultation” was a strategy that mdsthe psychiatric nurses
used to create confidence on the part of family tmensin caring for persons with
schizophrenia. In talking-with the family membefe psychiatric nurses perceived
that the family members, someiimes, could not nteasions or resolve their
problems while giving care i0 their patient at hofflee psychiatric nurses provided
consultation by directlytalking with thefh whilegtiamily members visited the
patient in the hospital and giving their teléphmmber to the family members to
call anytime that the family members vv_é;nféd fo atiresbout their concerns while
caring for the patients and other probler;;.‘nThi}:Hpr consultation included laws
that related to the patient; meeting with the ‘ptigsi, costs and special nurse’s fees,
and paying for treatftnent. The psychiatric nursesiged this consultation for all
family members so that the family members couldet@vother choice in caring for
their patients-Some family members; therefordedahe-psychiatric nurses to ask
them how to selve their problems. The following tatmn illustrates the point:

... We gaveithem our telephone numbers so that thrie@mbers would feel
that they had resources. They had our telephonebegnthey could call this
ward. Here we provide telephone numbers for coasah. We told the family
member that for two weeks, we called the family beesa We said that “If
you have any problems, you can call. We are hapelp you.” (Case 8, line
760-768, p. 24)
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...About the process of law and the process of tialfamily members did not
know or understand really...We told the family mempeu must go first to

the hospital because the patient was there and en&dstory over there; go

there. She said that “is not it here?” So we addshe family member to “go
to a lawyer and take his telephone number with’y8he did not know about

that, and it will be helpful for the family membéCase 14, line 1083-1098, p.
34-35)

...The family members call here; sometimes, andowed that the family
member could not care for the patieat:” The famiymier had more burdens
or lacked confidence, so could not care for theguat We advised him to see
the physician with«theright to get emergency camd to contact us as well.
(Case 5, line 361367, p..12)

The evidence‘@abaove illustrates the fact those p®gthiatric nurses in this
study provided consultation to all family membeee methods of providing this
consultation included talking directly with the fdynrmembers while the family
members were visiting the patienis in thé h;spirtmi giving their telephone number

to the family members. While providing the constdia, 'the psychiatric nurses

employed the strategy of offering help to the fgmiembers.
4.1.44 Offering help

While providing resources and providing consultatio the family members
of persons with schizophrenia, all of the psycitaturses employed the strategy of
offering help as another choice in caring for th@me psychiatric nurses offered
themselves to help the family members by talkintheofamily members directly
while both visiting the patient in the hospital ambdile living at home. The

psychiatric nurses employed this strategy wittiaatily members at almost all
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meetings. Additionally, in offering help, the psyatnic nurses said that they gave the
family their wards’ telephone number so that theyld call the psychiatric nurses
when they had encountered with problems. The payetinurses also told the family
members directly that they were always willing to\pde assistance to the family
members. This strategy could also help the fameyners to have a choice in
providing care for and supporting their patient$ie following quotation illustrates
this point:

...I wanted the family member to talk-about his argreblems or about how
the family memberneeded me t0 help. | offered Imysehelp the family
member. (Cased?, line180-185, p. 6),

...| gave a telephone number thét they could cajtiare. (Case 4, line 308, p.
11)

....Several times, | said that “if you have probleywu can call us to consult
us. You can call us at any time. If you canndt talme, you can talk to other

nurses. Everybody is ready to help you.” (Caselihd,36-41, p. 2)

The findings ahove indicate that the psychiatticses used the strategy of
supporting family members of persons with schizepia to help the family members
obtain help from resources in caring forithe patiStrategies of supporting included
providing resources, forming netwaorks, providingsoltation, and offering help.
While supporting the family members, the psycheatiiirses could return to the
strategies of strengthening connections, promoaginess to care, or establishing
trust in order to help the family members be ablivie with persons with

schizophrenia.
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4.2 The emergence of “facilitating living with perens with schizophrenia”

“Facilitating living with persons with schizophrexiiis the core category that
emerged in this study. This process is seen asia $acial process which is
undertaken by psychiatric nurses who are workirty) ¥eimily members of persons
with schizophrenia. The “Facilitating” refers toadring family members to work in
the ways that suit them best. The facilitatingrywith persons with schizophrenia is
a model that psychiatric nurses used with familynbers to help them be able to care
for and support their patients-and to live togeti@is process occurred when the
psychiatric nurses recagnized.the need to helfetindy members care for and
support persons with sehizophrenia; thén, the payred nurses created the four
strategies, comprised of establishing truéf, stieargng connections, promoting
readiness to care, and supporting. Theé_é étrategwd help family members be able
to care for and support their patients.  : '~

Establishing trust was-the first strategy thatgbechiatric nurses employed
with the family menibers to make the family membdee comfortable and trusting
with the psychiatric aurses before moving on tceottages. Later, the strategies of
strengthening-connegtions, promating readinesai®,@and.supporting were also
employed withithe family members. The psychiatucses, however, could return to
using the strategy\of,establishing trust againrdeoto maintaimtrust with the family
members, and then, return to the strategy 2, 8,amain until the family members
accepted their patients returning to the familyadigition, while the strategy of
supporting was used, the strategies of promotiadiness to care for and to
strengthen connections were also used with thelyamembers. Thus, the end point

of the process of facilitating living with persowgh schizophrenia is the family
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members successfully living with persons with soptzrenia in their community.
Throughout this process, the psychiatric nursedjarelationship is not linear. In this
process of facilitation, nurses return to the staggcessary to help the family
members in being able to care for persons withzegtirenia. The concept of
facilitating living with persons with schizophrerttzat emerged in this study is

presented in Figure VIII.

Figure VIII: The process of facilitatingiviag with persons with
schizophrenia

Establishing trust

Strengthening vy Promoting readiness
connections to care
Supporting

N

The process of “Facilitating living with personstivschizophrenia” is
comprised of four majar stages. The first stag@aifitation involves psychiatric
nurses’ attempt to establish trustawith family memsbso that they might be
comfortablein talking .about'problems, other conegand needs while providing
care to their patient. The psychiatric nurses distadd trust with the family members
by making their acquaintance, having prolong engeggs with them, showing them
respect, communicating understanding, and ensgood patient care, as well as
with patient safety. These strategies allowed gyelpiatric nurses to establish trust

with the family members of persons with schizopraeAfter establishing this trust
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with the family members, the psychiatric nursesl¢@ueate strong connections,
promoting readiness to care and supporting thelyamembers. However, the
psychiatric nurses still used the strategy of dsfaing trust throughout the process of
facilitating living with persons with schizophrenia

The second stage was strengthening connections wids a stage that the
psychiatric nurses employed in order to increasectinnections between the family
members and patients and also with psyehiatricasurBhe strategies of strengthening
connections included strengthening connections patients and strengthening
connections with nurses. These strategies alloivegs$ychiatric nurses promoted
positive feelings amongdthem AWhile strengthenl@se connections, the psychiatric
nurses also used the sirategy of promoﬁng reaslitoesare, supporting, and returning
to the stage of establishing trust in orderd-to ieépfamily members be able to care
for and support persons with schizophr_éhié sotti@family members and the
patients could live together.  : '~

The third stage was promoting readiness.to cars. thge was used to
improve the family. members" ability in caring fanédisupporting persons with
schizophrenia. The strategies for promoting readirt@ care included improving
attitude and promoting;carecability. These strasgilowed.the psychiatric nurses to
promote readiness to care regarding the family negsnbf persons with
schizophrenia. This'stage also allowed the psycbiatirses to'employ the strategy of
supporting and returning to the stage of strengtigeconnections, or returning to the
stage of establishing trust, to help the family rbems care for their patients.
The fourth stage is comprised of support, whichp$gchiatric nurses used to support
the family members while giving care to their patge The four strategies for

supporting the family members included proving teses, forming networks,



150

providing consultations, and offering help. Thesategies allowed the psychiatric
nurses to support the family members in caringafat supporting the patients so that
they could live with their family in the communitWhile supporting the family
members, the psychiatric nurses could return to@ymy the strategy of
strengthening connections, promoting readinessait®, @nd establishing trust again in

order to help the family members.
4.3 Summary

The study is aimed at exploring the relationshifwieen psychiatric nurses
and family members gifperSons with sc"ﬁizophrerﬂ'rm TFacilitating living with
persons with schizophienia” emerged frdfn the studhych focused on psychiatric
nurses that are workingwith the family_ftjéfnberp@fsons with schizophrenia. This
process was carried out when the psycr_r(iétr_ic nuesdized that caring for persons
with schizophrenia and helping them to'l‘iVevwitbitHamily is a goal of psychiatric
nursing in this context. This process illustratee fact that the psychiatric nurses in
this study used four-major strategies (o help #meily members be able to care for
and support persons:with-schizephrenia: “estainlgstrust,’‘strengthening
connections,” “promoting readiness to care,” angpfworting.” These strategies

helpedyfamily members successfully to live withguers with 'schizophrenia.



CHAPTER V
SUMMARY DISCUSSION AND RECOMMENDATIONS

Qualitative research and grounded theory methodology was used in this study.
The model of “Facilitating living with persons with schizophrenia” was generated
based on the psychiatric nurses’ perspective /The model was composed of four major
stages of facilitating living with persons with-schizephrenia. This chapter summarizes
the research findings and'discussions, the strengihs and limitations of the study, the
contribution of the findings to.nursing practice, implications for mental health care

policy, implications for gducation policy, aﬁd suggestions for future research.

5.1 Summary of the research findings

The purpose of this study was to explore the relationship between psychiatric
nurses and family members of persons with schizophrenia. The qualitative grounded
theory was used as the research methodology. The researeh participants were 16
psychiatric nurses whaochavebeen working.n inzpatientwards=The participants’ ages
ranged from 33-56 years. The average age of the participants was 42.75 years. The
level ofieducation of the participants ranged from a bachelor’s, master’s degree and
postgraduate degrees in mental health and psychiatric nursing. The length of
employment in the psychiatric hospital of the participants ranged from 10 to 34 years,
and most were over 20 years.

The core category emerging from the data analysis was the process of

facilitating living with schizophrenia. The facilitation of living with persons with
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schizophrenia is a basic social process, which occurred from how the psychiatric
nurses developed their clinical nursing practice to help the family members to be able
to care for and support persons with schizophrenia to live with family. The findings
revealed four major stages in the process of facilitating living with persons with
schizophrenia. This dynamic process includes; establishing trust, strengthening
connections, promoting readiness to care and support with all of these stages being
related to each other.

The first stage in the-process of facilitating-iving with persons with
schizophrenia was establishing-trust. Psychiatric nurses established trust with family
members of persons with.sehizophrenia by making their acquaintance, prolonging
their engagement with them, shewing respé-"ct, communicating understanding, and
ensuring good care and the patient’s safety. |5sychiatric nurses used the making an
acquaintance strategy with family member_s- _ifn"'-order to get to know them more
personally, to make the family members co;m;-ottable, and to help the family members
to relax in meetings by smiling and making small talk. The psychiatric nurses also
used the showing respect strategy to make the family members feel important by
being calm, polite, and.using eye contact while meeting-with the family members. The
prolonging engagement; strategy,wasused to-make the familymembers feel that there
are nurses that ¢an be with them and help them to care for the patients.
Communicating understanding'was another strategy that the psychiatric nurses used
with the family members to show that the psychiatric nurses understand the family
members by caring for the patients and telling them directly, allowing expression, and
assisting as requested. Moreover, the strategy of ensuring good care and patient safety

was used to demonstrate that the patients would be safe and receiving good care while
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staying in the hospital. These strategies allowed the psychiatric nurses and family
members to trust each other before moving on to the next stage.

The second stage was strengthening connections. This was a stage that the
psychiatric nurses used to increase connections between family members and persons
with schizophrenia and with psychiatric nurses. The stage of strengthening
connections included strengthening connections with patients and strengthening
connections with nurses. For the strategy of strengthening connections with patients,
the psychiatric nurses helped-them understandthepatients and disease and its
treatments. Another strategy that was used for strengthening the connection was
promoting re-acquaintance'with the patient. It was used to help the family members
and their patients to acquaintthemselves Wlth each other again in order to strengthen
connections among themy For strengthening Eonnections with nurses, the psychiatric
nurses used the strategy of clarifying situat_i-q'né- which the family members did not
understand that related to caring/fer the pati‘er-l-t‘s_.- These strategies allowed the
psychiatric nurses to strengthen-connections with the persons with schizophrenia.

The third staggéwas promoting readiness to care for the patient who psychiatric
nurses used to improve.the family members” ability to care for and support persons
with schizophrenia; Strategtes for promoting readinessto caresfor the patient included
improving attitude and promoting ability. The psychiatric nurses promote the ability
for caresfor the patient\by;family members by identifying cancerns, teaching patient
care, modifying behavior, and encouraging patient care participation. These strategies
allowed the psychiatric nurses to promote readiness to care for the patient by the
family members of persons with schizophrenia.

The fourth stage was supporting. Psychiatric nurses used this stage to support

the family members by providing resources, forming networks, providing
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consultation, and offering help. Theses strategies allowed the psychiatric nurses to
support the family members in caring for and supporting persons with schizophrenia
so that they could live with their family and in society. While supporting the family
members, the psychiatric nurses could return to the use of the stages of strengthening
connections, or promoting readiness to care for the patient, or return to establishing
trust in order to help the family members care for persons with schizophrenia.
Facilitating living with persons with schizophrenia is a core category which
was performed through the-psychiatric nurses*experience in helping family members
of the persons with schizophremia.Establishing trust was the first stage that
psychiatric nurses used with family members of persons with schizophrenia. The
strategies of strengthening connections, prd—"moting readiness to care for the patient,
and support were also employed with-the farﬁily members. The psychiatric nurses
could return to employ establishing trust ag-a_'ir{-if the family members were seen to not
trust them until the family members acceptéd "th'eir patients returning to their families
and living together in the community. Thus, the'end point of this process is that the

family members were able to care for and support their patients and live together in

the community.
5.2 Discussion of the findings

Schizophrenia is a major mental illness. The literature has identified many
consequences of schizophrenia, to individuals, families, and/or the community. It has
been found that family members that have relatives with schizophrenia perceive
burdens arising from providing care (Conn, 2003; Jungbauer, Wittmund, Dietrich &

Angermeyer, 2004). A number of studies have recommended that psychiatric nurses
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need to help the family members deal with their relatives (Tsang, Pearson & Yuen,
2002; Boyd, 2005; Herz & Marder, 2002).

Thailand, however, has not developed its own theories and concepts on this
relationship in terms of the process of helping family members of persons with
schizophrenia. This study, consequently, was aimed at exploring the relationship
between psychiatric nurses and family members of persons with schizophrenia. The
relationship in this study refers to the process of helping psychiatric nurses assist
these family members while-providing care and helping the families and persons with
schizophrenia in terms of health-and well-being. The researcher interviewed
psychiatric nurses working‘at in-patient wards in psychiatric hospitals in Thailand
who truly experienced the significance of tﬁe role that family members play in dealing
with persons with schizophrenia. All.of the ﬁérticipants had experience in caring for
persons with schizophrenia and in helping _fh_é 'family members in this regard.

The constant comparative analysis |n thI'S study helped the researcher to
discover substantive knowledge-in the relationship model, which is here termed
“Facilitating living with persons with schizophrenia,” In Thai it is called “Karn Song
Serm Karn Chai Chee- Vit Reum Kap Poo Peauy Jitapet”: this was derived from the
description of the participants. Thisfinding:can explain-haw the psychiatric nurses
employed strategies to help the family members to care for and support persons with
schizophrenia. This'findingalso suggests a guideline so that psychiatri¢ nurses can
assist the families and enhance the well-being of persons with schizophrenia. Thus,
this finding can be considered a helping process that psychiatric nurses can employ
with the family members in caring for their patients.

The experiences of the sixteen participants in this study demonstrated the

complexity of the process of facilitating living with persons with schizophrenia. The
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study revealed that the psychiatric nurses not only provided care for persons with
schizophrenia, but they also played a great role in helping the family members to be
able to care for and support the persons living with the schizophrenic patients. The
psychiatric nurse, therefore, tried to help the family members by establishing trust,
strengthening connections, promoting readiness to care for the patient, and by
supporting them, all of which had a strong effect on caring for persons with
schizophrenia. Thus, this process of facilitatingawas performed to help the family
members to be able to careforand support their patients.

The model of facilitating living with persons with schizophrenia is consistent
with other empirical studies that focused on dealing with family members of people
with seriously mental illpess sugh as schizdbhrenia in some part of the findings
(Boggs, 2003; Donovan & Dupuis, 2000; He}z & Marder, 2002). Especially, as Herz
and Marder (2000) state that more recent st_ﬁ_di"és have focused on the family of the
patient because the family is recegnized as irr;pe_)rtant in the patient’s environment,
which can support the patients” recovery. Therefore; approaches were developed to
assist families that haVe included strategies of improving interactions between patients
and family members, providing support for families wha.are suffering with a burden
while giving care forjthe patients; and educatienal programs, that improve the
families’ understanding of schizophrenia and its treatments. These empirical findings
are congruent with'thesmadel of *facilitating living” in terms of the categories of
strengthening connections, promoting readiness to care, and supporting the patient.

In terms of “facilitating living” and “assisting families” it is recognized that
they are a similar concept is that focused on helping the families while providing care
for the persons with schizophrenia. The part of strengthening connection developed in

this study is congruent with the strategy of improving interactions between patients
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and family members in the study of Herz and Marder (2002). The strengthening
connection was the strategy where the psychiatric nurses tried to adjust and improve
connections between the family members and their patients and with nurses. As Herz
and Marder (2002) proposed in their study that there is a strategy of assisting families
by improving interaction between patients and family members, which is focused on
improving the emotional climate in the families of patients with schizophrenia. For
the promoting readiness to care for the patient is similar to a strategy in assisting
families through educational programs, whicharefecused on improving the families’
understanding of schizophreniaand tis treatments. However, in this study, the
promoting readiness to care isfoeused on improving the attitude of the family
members because the family members’ readiness to care for the patient should include
both having psychological readiness and praétical readiness. The psychiatric nurses
tried to improve family members” attitude a-s' well as promoting readiness to care for
the patient. Another strategy in-his study th’erltﬁis,-the strategy of supporting, which is
congruent with the strategy of providing support for.the family members as well.
This study revealed four stages of facilitating living with persons with
schizophrenia, developed from the psychiatric nurses’ experience which combined
their knowledgeand skills in helpingithesfamilyymembers.of persons with
schizophrenia. The first stage of facilitating shows that psychiatric nurses tried to
establish trust with the, family members so that they could-be comfortable before
talking about problems, and needs while providing care for persons with
schizophrenia. This stage was recognized as the basic stage for helping the family
members. As Arnold and Boggs (2007) stated, “trust is the foundation in all
relationships and the key to establishing a workable relationship.” The data in the

study supports that establishing a trust strategy that was used with family members of
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persons with schizophrenia in the first stage is a good strategy for helping the family
members throughout the process.

In this study the psychiatric nurses demonstrated that at the first meeting. They
needed to established trust with the family members because the psychiatric nurses
and family members had a detached relationship. The family members did not want to
share their problems or concerns while caring for the patients because they felt guilty
and embarrassed about the patients having abnormal symptoms. They were also afraid
of asking about or communieating their true concerns with the psychiatric nurses. The
psychiatric nurses and family members looked like strangers to each other. The family
members did not understand the illness, the patient’s behaviors, or how to care for
them. The family members also felt unsurer;about whether the psychiatric nurses
would be able to help them and that they midht admit the patients to the hospital if
they spoke the truth aboutithe family.’s conéérﬁs/problems. At the same time, on the
first approach, the psychiatric nuises did no‘t-l-J-nderstand what the family’s true
concerns were, what had happened within the family.and what the family’s limitations
and needs were in caring for the patients. These relationships between the psychiatric
nurses and family members could be considered distant.

Another-teasonawhy-the familysmembers did net,ask,about or tell the truth
about their problems was that in Thai culture, respect is shown to persons that are
older and have more knowledge (Sirilai, 2008). The clients often‘have perception of
the healthcare providers as persons who have more authority than themselves.
Therefore the family members might be afraid of asking or sharing their
concerns/problems if the healthcare providers did not ask them. They were also afraid
of the nurses not admitting the patients to the hospital. If not, a consequence was that

the family members had to take the patient home and provide care for them
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themselves. They would then have to encounter difficulties in caring for and
supporting the persons with schizophrenia again. Theses findings illustrate the idea
that family members sometimes mistrust psychiatric nurses, and mistrust can lead to
negative communication and negative impacts regarding the processes and outcomes
of healing (Boggs, 2003).

Nurses have beliefs, patterns, attitudes, needs, and values like any other people
with clients. If nurses have self-awareness while providing help for their clients, the
nurses will understand others.-The nurses alsg Cansselect a pattern of interaction with
others (Sirilai, 2008). In'this study; the psychiatric nurses tried to establish trust with
the family members by bgeoming familiar with them, showing respect, engaging in
small talk, prolonging engagement, commljhicating understanding, and ensuring good
care and the patient’s safety during meetingsrvvith family members. These strategies
were performed to make the psychiatric nu_r-s_'eé-and the family members trust each
other. These findings are consistent with B(;gé‘s'_(2003) and Sirilai (2008), who state
that trust can make people self-disclose and ask for help which can be useful to the
nurses. As in other studies (Gladstone & Wexler, 2000; Donovan & Dupuis, 2000;
Friendemann, Montgomery, Maiberger & Smith, 1997),.the present studies illustrate
the idea that staff had attended:te, familyrmembers,suchias:always greeting to family
members with saying “hello”, knowing the family members by name, and agreeing to
help them and this'made the family members appreciate the staff.That means that
trust also allowed the psychiatric nurses leading the family members to move on to
other states of facilitating living with persons with schizophrenia.

In addition, this substantial theory revealed the strengthening connections was
a strategy of helping family members of persons with schizophrenia. This stage

indicates that psychiatric nurses tried to increase the connection between family
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members and their patients and with nurses by increasing the understanding and
promoting re-acquaintance with the patients. These strategies were performed because
the psychiatric nurses assessed that the family members did not want to take the
patients home, did not understand why the nurses cared for the patient that was not
better, and paid less attention in visiting patient. They also did not want to encounter
stress and difficulties in caring for the patients again. For this reason, the psychiatric
nurses tried to make the family members understand the patients and their illness.
These findings are congruentwith the study ef'Herz.and Marder (2000) who state that
the strategy of improving interaction between patients and family members was used
to improve the emotional elimatein the families of patients with schizophrenia. This
strategy helped the families have positive féelings with patients.

Furthermore, promoting readiness to '(-:are was used to improve family
members’ ability in caring forand supportiﬁg bersons with schizophrenia as well.
Strategies for promoting readiness io care f(i);rﬁth‘e patient included improving attitude
and promoting ability. For the part of improving attitude of the family members, the
psychiatric nurses tried to improve the family members® attitude. This strategy
allowed the family members and patients to have a positive attitude, and to be loving
and to bond with each other; thus leading te:tiving together: The positive attitude,
being loved, andthe bonding of the family members toward their patients were
thoughtito create amalignment of caring toward persons with schizophrenia on the
part of the family members. Similarly, these findings are consistent with Watson’s
perspective, that the relationship between love and caring can create an opening and
access for healing of self and others. Love is also considered as the greatest source of
all healing in the world (Watson, 2008). The findings in this study reflected that the

psychiatric nurses realized that by improving attitude and increasing love and bonding
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between family members and patients the family members would care for and support
their patients.

The psychiatric nurses also perceived that family members of persons with
schizophrenia had concerns in caring for their patients because of a lack of
understanding and ability about caring for persons with schizophrenia. For this
reason, the psychiatric nurses encouraged the family members to identify the family’s
concerns. This means that the psychiatric nurses tried to understand the family
members’ situations by direetly asking them guestions, by actively listening, through
continual observation, and enceuraging asking. Also, Austin (2001) and Austin,
Bergum & Dossetor (2003) prepesed their ideas that health professionals need to
understand the clients’ condition, perspecti;}e, and vulnerability. This understanding
of health professionals indicates that they hai)e ethical and professional practice while
providing helps for the familyymembers dir_é_i:tiy and effectively. The psychiatric
nurses also taught patient care sirategies, m;)d"ifying behavior, and encouraging
participation in caring for the persons with schizophrenia and in this way the family
members became comifortable and better understood how to deal with their patients.
Like previous studies that illustrated the notion that nursing staff should provide
important information aboutcare, givingto-patientsiwith, refatives, so that the relatives
will be able to deal with difficult problems. Therefore, the relatives developed good
and streng relationships with the nursing staff (Gladstone & Wexler, 2000; Donovan
& Dupuis, 2000).

Moreover, supporting family members was an important means of facilitating
living with persons with schizophrenia. Psychiatric nurses used strategies to support
the family members by proving resources, forming networks, providing consultation,

and offering help. These strategies helped the family members to have more



162

opportunities to engage resources for giving care to their patients, such as asking for
help in dealing with the problems. These findings indicate that the psychiatric nurses
paid more attention to the environment surrounding families, including the healthcare
system, and the society and the community. The psychiatric nurses tried to create an
interdependent environment among the family members while providing care for their
patients. Bergum (2004) states as well that supportive environment not only help a
person who vulnerable to cope better, but also increases their ability to relate to other
people. That means that these findings revealed thatthe family members were given
freedom in making theirown decisions through the psychiatric nurses’ support in
order to be good care givers Tor the persons with schizophrenia.

In addition, the findings show that ﬁsychiatric nurses have a duty to provide
information about resourges so that family rﬁémbers can make informed choices about
caring for and supporting their patients. AI_c-)r_ig"-these lines, Bergum and Dossetor
(2005) stated that in the notion of relational‘et"h'rps, healthcare providers have a
responsibility to give adequate information about the environment as resources to
clients and families sd that the clients and families can make good choices. Then, the
choices were informed by the healthcare providers to the.clients and their families.

The healthcare-pravidessiprovided freedom:tothe family members in decision making

about the choices.
5.3 Strengths of the study
The strengths of the study required the researcher to present the research

process to display its reliability and completeness. In this study, the researcher

collected data through various techniques, including in-depth interviews, observation,
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and field notes, which took place in the hospital environment and provided the
obtained data. A good relationship between the researcher and the participants helped
to create openness regarding the participants’ experiences. The researcher developed
concepts that emerged under the supervision of the dissertation advisors.
Heterogeneous samplings were performed to seek variations in the information in
order to increase the application of the study. Heterogeneous samplings were carried
out by searching for personal infermation abeuithe participants and their experiences
in working with family members of persons with.sehizophrenia. There were
differences in age, sex, and experience in working withthe family members. The
interviews took about 45-60 minutes, and the participants described both rich and

dense information.
5.4 Contribution the findings to nursing pi’ébtice

The specification of basic social processes from the viewpoint of psychiatric
nurses can assist in developing a greater understanding of the complex nurse-family
relationship within the context of hospitalization. The findings of this study have
shown that the relationship-between psychiatrienurses-and-family members of
persons with schizophrenia are very important in caring for persons with
schizophrenia. Thisrelationship reflects the process of facilitating living with persons
with schizophrenia. This process is very powerful as a guideline so that the
psychiatric nurses can help the family members of persons with schizophrenia, which
often have complicated problems, living with persons with schizophrenia. Most
importantly is that the family members can give care for and support persons with

schizophrenia so that they can live with their families in the community. The
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psychiatric nurses are capable of having a better understanding of family members’
difficulties and needs, and can provide direct information and suggestions to assist the
family members in living with persons with schizophrenia.

The process of facilitating living with persons with schizophrenia could be a
guideline for psychiatric nurses to help the family members be able to care for and
support persons with schizophrenia to live with their family. Meaning that psychiatric
nurses can apply the process of facilitating liwing with persons with schizophrenia to
helping family members to-be able to care for persens with schizophrenia by
establishing trust with the family members before strengthening connections,
promoting readiness to care, and suppaorting the family members in living with the
patients in the family.

Not only can psyghiatric nurses use tﬁe substantial theory for helping family
members of persons with schizophrenia, bq-t_'al"éo other healthcare providers who are
dealing with family members can employ tr;is" model in helping family members.
Establishing trust was an important strategy to make the family members comfortable
in sharing their probléims or concerns In caring for the patients. After the family
members develop trust.for the healthcare providers, the healthcare providers can move
on to another state;forgexample strengthening connections;<The-strengthening of
connections with'the patient and with nurses can help the healthcare providers
perform,the strengthening connection between family members and persons with
schizophrenia as well as between the family members and psychiatric nurses.
Promoting readiness to care also was used to improve the family members’ attitude
and the ability to care for the patient of the family members. Then, the healthcare

providers can support the family members by providing resources, forming networks,
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providing consultation, and offering help. This process can help the healthcare

provider assist family members in living with their patients.
5.5 Implications for mental healthcare policy

Mental healthcare policy could develop a specific section that focuses on the
promotion of relationships in terms of helping psychiatric nurses or other mental
health professionals deal with family members oi-psychiatric patients. These
psychiatric nurses or other mental-health professionals may develop a relationship
with family members of the patients, where these relationships can be a vehicle for

helping family membersdivewith their paﬁénts In the community.

5.6 Implications for edugation policy

Nursing education could-possibly include content about facilitating living with
persons with schizophfrenia: relationship between nurses and family members in the
curriculum in order to-increase understanding and to emphasize relationship with
family membersiof,students:, The,model of facilitating diving with persons with

schizophrenia can be a guideline for nurses in helping family members of patients
5.7 Suggestions for future research
In this study a number of research recommendations arose for further research.

The recommendations for further studies based on findings of this study presented as

follows.



166

5.7.1. The “facilitating living with persons with schizophrenia” emerged in
this study. It should be refined with theory-testing methods with a large population. In
addition, the relationships among concepts that emerged in this model needed to be
identified.

5.7.2 The findings in this study illustrate that the psychiatric nurses had
coordinated with the community mental health nurses who could help the family
members and patients in community. The relatioenship between community mental
health nurses and family members is interesting.asswell. This study recommends that
other settings, such as in"community, should be explored concerning the relationships
between psychiatric nursgs‘in the:community and family members.

5.7.3. The findings in/this study indri.cated that family members of persons with
schizophrenia had opportunities to contact ar-'1-d ask for help with other healthcare
professionals, such as social workers, phys_ié_iéhs, and occupational therapists. These
healthcare professionals have opportunities‘tou\‘/\zork with the family members of
persons with schizophrenia. They may have relationships with family members of
different types. Then, ihe relationship between these healthcare professionals with
family members should'be studied.

5.7.4. Thisstudy revealed that the psychiatricinurses, used strategies for
helping the family members to be able to care for their patients. To confirm that the
psychiatric/nurses are‘helping, the family members’ perspective on their relationships
with psychiatric nurses should be studied.

5.7.5. This study explored the relationship between psychiatric nurses and
family members of persons with schizophrenia. The findings of this study indicated
that the psychiatric nurses used various strategies to help the family members to be

able to care for the persons with schizophrenia. It would be interesting to see in the
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family members of patients with other disorders, how the psychiatric nurses should
support or help. Relationship between psychiatric nurses and family members of
persons with depression, persons with bipolar disorder, and other psychotic diseases
should be studied in order to determine whether the patients’ symptoms are related to
the relationship between psychiatric nurses and family members.

5.7.6. To test the theory with quantitative methodology, the measurement of
various categories in this study should be develeped, such as “facilitating living with
persons with schizophrenia®, “establishing trust™“strengthening connections,”
promoting readiness to care foithe patients,” and “supporting.” The sub-categories
and codes of these categowies may be a guideline for developing the measurement.

5.7.7. According.to the inclusion cr'i'.teria of psychiatric nurses, this study
focused on exploring thepsyehiatric aurses \}\}ho have a length of employment more
than ten years. Psychiatrignurses who have- _béén working in a psychiatric hospital
less than 10 years should be studied for hovx‘/-t-ﬁe_ir relationships with family members
are. Those psychiatric nurses should also have experience working with family
members of persons With schizophrenia.

These suggestions will be useful for researchers.that are interested in doing
further research-related:to the relationshipsbetween health-proefessionals and family

members of patients.
5.8 Limitations of the study
The researcher makes no claims about the generalization of the findings, but

the findings of this study provide the process of facilitating living with persons with

schizophrenia that may be a guideline for psychiatric nurses in working with family
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members of patients. However, the limitations of this grounded theory study are as
follows:

First, the findings are limited by the research participants, sample size, and
setting. The findings in this study are limited also by the fact that the participants were
16 psychiatric nurses working at only psychiatric hospitals in the central part of
Thailand. The results may not transfer to psychiatric nurses working in the
community.

Second, according to the objective of the study, it is aimed at exploring the
substantive theory of the'relationship between psychiatric nurses and family members
of persons with schizophrenia.n terms of the process of helping psychiatric nurses
employed with family members: Thus; the findings of the study reflect the substantive
theory of the relationshiponly in the psychiafric nurses’ perspectives. Therefore, the
findings may not imply the meaning of the-rélé-tionship occurring in both
perspectives. For further research, the idea (f)fﬁe‘xploring family members of persons

with schizophrenia should be extended.

5.9 Summary

These researeh findings could increase our understanding of the relationship in
terms of the process of helping family members of‘persons with schizophrenia. The
substantive knowledge developed in this study’s concerned with the process of
helping psychiatric nurses help family members to live with persons with
schizophrenia during hospitalization. The major role of psychiatric nurses in this
study was that the psychiatric nurses should establish trust with the family members
before performing the three major nursing interventions of strengthening connections,

promoting readiness to care, and supporting them. Although these findings are limited
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to psychiatric nurses working at in-patient wards, the findings can contribute to
ongoing development and understanding in the meaning of the relationships between
psychiatric nurses and family members of persons with schizophrenia, as well as the
significance to the organization of psychiatric care. The nurses within the healthcare
team in a psychiatric context have to be flexible, providing both in-patient and out-

patient care for persons with schizophrenia and their family members. These findings
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Interview Guideline
(English version)

The in-depth interview process in this study consists of three stages that are
described as follows:

The first state begins with a dialogue

The researcher introduces herself to the participants. In addition, the
researcher will talk and ask the participants about general topics in order to become
familiar with the participants before asking the-grand tour question. The researcher
also explains about taking time; the purpose of the study, and the process of the in-
depth interview as well agspartiCipants’ rights while being interviewed.

The second stages is interviewing '

During this state/stage, the researche?asks the participants a grand tour
question and then uses prabe guestions and_ -'e;n'(':-ourages questions in order to explore
the psychiatric nurses’ experienges; as foIIo_vi/_;:‘

1. A grand tour question: o

1.1 Tell me about your experience working with family members of persons
with schizophrenia (you can talk about your work with each family member that is
related to you):

2. Probe‘questions:

2.1 How;did\you help family members of persons with/schizophrenia?

2.2 What are ways you used to contact the family members?

2.3 How did you deal with situations/conditions while helping the family
members?

2.4 How did you coordinate with healthcare teams to help the family

members?
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2.5 How did you evaluate your working with the family members?
2.6 How did you feel about the family members?
3. Encouraging questions:
3.1 Please give me more information............ (issues that you want to
understand)
3.2 What do you mean? You meanthat......................
3.3 What is it?
3.4 How did dealwith the problem?
3.5 In that situation,.“What did you think about that? What should you do?”
The third stage is closingthedialogue
Before closing the dialogue, the ré§éarcher will provide time for the
participants to ask questions or taik about Sp}hething that they wanted to discuss in
more detail. The researcher used the follow-iﬁg"questions:
1. What do you want te'say. more a_ti(_;ut_.-working with family members?
2. Do you have any guestions?, =
3. If the participants don’t have any questions, the researcher will ask about
the participants’ demographic data, as follows:
3.1How old areyou? 3:2 What-your;highest grade level?
3.3 What was your major? 3.4 What is your marital status?
3.5 Howlong have you worked in this hospital?
After interviewing, the researcher will summarize the interview and say
thank you to the participants for participating in the study. The researcher may make
an appointment with the participants if the researcher wants to get more detailed

information.



Demographic Data Form

Participant number.....................

SEX . 210 [P years

Marital Status..........cooeeiiii position................
Educational background.............co.oo i
Length of employment......... | g e e e e arn s

AULINENINYINS
AR TN TN

190



191

Field Note Form

Number of the participant...................
Interviewing number......................... Date.......ovvvenvveeenTimen e

Place Of INtEIVIBW ... e e e e e e e e,

Thoughts, feelings, situations, problems and barriers, and problems solving

.................................................................................

1 ';i‘
Next appointment Date I .................................. Time

Place.. ﬁuﬂq 7] Bﬂjw Ejﬁlﬂ‘j ........................
AR ANN IO um'mma ...
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Interviewing Report

The participant number............... Date. ..

Dialogue Open coding

P OO ~NO OIS, WN PR

| ,,
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Participant Information Sheet
(English version)

1. Project title: Facilitating living with persons with schizophrenia: Relationships
between psychiatric nurses and family members
2. Principal investigator: Mrs. Ratchaneekorn Kertchok
Position: Doctoral student, Faculty of Nursing, Chulalongkorn University
3. Contact address: Faculty of Nursing, Chulalongkorn University
Telephone number: office Tel: 02-2189826 Mobile phone:
083-7855517 Email address: Kratchanee @ yahoo.com
4. Information for participants to make an informed decision on their
participation in this study

4.1 Reasons and need for the study

This project involves the study of the relationships between psychiatric nurses
and family members ofspersons with schiiophrenia. Schizophrenia is a major mental
illness that can cause seriousimpairment of a person’s day-to-day functioning. This
means that families must give @ great deal of support to their ill family members.
Nurses also have a role in supporting familiés—-in such caring. The nurse-family
member relationship and the establishment of é"bartnership of care based on a sound,
interpersonal relationship requires special analysis. There is a need to generate and
explore a model of this-telationstiip:

4.2 The purpose of-the study is to explore the relationship between psychiatric
nurses and family members of persons with schizophrenia.

4.3 This project is aquahtativesstudyyusingsa qualitative,research method and
grounded theory. to"capture the nurses’ perspectives:” In-depth nterviews will be used
to explore the relationship_between psychiatric nufSes and family members of persons
with schizaphrenia:

4.4 The participants in this study were interviewed 1-2 times. Each interview took
45-60 minutes.

4.5 The expected benefits from this study may not relate to the participants
directly. However, the findings of the study represent important information for
developing psychiatric nursing systems effectively. Psychiatric nurses that are
working in inpatient wards and other nurses working in community hospitals and

other medical centers will have a model of the relationship for dealing with family
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members and for supporting the family members’ health and well-being. In addition,
the findings will provide suggestions for further research into related variables
concerning the relationships between nurses and family members.

4.6 No harm will come to any of the participants in this study. If any questions
make the participants feel upset, the participants do no have to answer these
questions. All data will be coded. Everything that the participants say will be held
confidential. The researcher will not use the individual’s real name in the written
report. If the name of anyone is mentioned in the report, it will be deleted. Written
copies and tapes will be kept in a locked ¢abinet in a locked house.

4.7 In order to prevent any harm or risk from.ihis study for the participants, the
consent form will inform the participants that if they want to withdrawal from the
study, they can do so at any-timeWwithout informing the researcher of the reasons. The
participants’ rejection willsnot.afiect the participants® work.

4.8 During the interviewing, the participants can ask guestions about the research
process. v

4.9 The researcher will make an appointment before interviewing so that the
participants can take theirgime in making th(_é decision to participate in the study or
not. The researcher will cali'the participants to-confirm their decision.

4.10 If the researcher obtains information'a’bo;ut potential benefits and harm or risk
from the study, the researcher will inform the'brér-ticipants immediately.

4.11 The findings Of the study will be summarized as a'whole and not specific to
each participant. The obtained data will be kept confidential except in the case where
the participants agree to present it. The data.will be destroyed after the research
findings are published.

4.12 There are expected to be approximated 15-20 participants in this study.

4.13In casetheparticipants:have encountered negative feelingsifrom the
interviewing, the researcher will do the following:

1) Stop the interview and support the participants or
2) Coordinate with a psychologist to support the participants or
3) Coordinate with a psychiatrist to care for the participants

4.14 The participants can contact the researcher at any time if they so desire by
calling Mrs. Ratchaneekorn Kertchok, Tel. 083-7855517, or the dissertation advisor:
Assoc. Prof. Dr. Jintana Yunibhand, Tel. 02-2189828.
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Informed Consent Form

(English version)

Project Title: Facilitating living with persons with schizophrenia: Relationships

between psychiatric nurses and family members

Before signing my name on this consent form to participate in the study, I was
given information about the purpose of the sitidy, the methodology used, and the
potential harm or risks that might occur from-thesstudy. In addition, | was clearly
informed of the benefits 6f the study and understand them.

The researcher weleomesany questions without exception.

I am glad to participate inthis studj/. | have a right to withdrawal from the
S e
study without telling the‘reasons at any time if | want. In addition, if | cancel my

participation in this study,1 will not recei\}é':';ériy negative consequences.

The researcher confirms that the obta__Tn_‘ei_JI data from the interviewing will be
held confidential. This obtained data will be pfésented only to the research
committee, which sUppbrts and controls the research procesrs. The findings of the

study will be presented in summary form.

| have readthe‘information‘above and I understand all of the information

discussed. Below | sign my name in consent to participate in this study.

SIgNAIUNE. .o e e e e Participant
SIgNALUNE. ..o e Researcher

SIgNAtUre. ...t e e WIENESS
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