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ABSTRACT

The evidence has previously shown that families of mentally ill
adolescents are themselves at risk for mental health problems or psychiatric disorders
when they face severe stress and lack coping resources. The purpose of this study was
to examine the pattern of relationships among factors related to adaptation to stress in
families of adolescents with mental illness. The guiding framework for this study was
the Resiliency Model of Family Stress, Adjustment, and Adaptation. 237 family
members of adolescents with mental illness who met the criteria completed the
following questionnaires: Thai Family Stress Inventory (TFSI); the Life Skills Profile-
20 (LSP-20); the Chulalongkorn Family Inventory (CFI); the Demands of Illness

Inventory (DOII); the Family Hardiness Index (FHI); and the Family Adaptation Scale
(FAS). Structural equation modeling via LISREL was used to analyze the data.

The results revealed that the model fit the data well (3 = 154.63, df =
136, p =0.131, GFI = 0.94, AGFI = 0.91, RMSEA = 0.024). The variance accounted
for was 36 % in the family adaptation factor. This finding showed that family
functioning and family appraisal of illness mediated the effect of family stress on
family adaptation, suggesting that family functioning and family appraisal of illness
could ameliorate the effect of family stress on family adaptation. Family functioning
also mediated the effect of patient’s life skills on family adaptation, suggesting that
family functioning could reduce the effect of patient’s life skills on family
adaptation.

Findings from this study could broaden understanding of family
functioning and family appraisal of illness that react to family stress and patient’s life
skills in relation to adaptation in the family. The findings may help psychiatric nurses
better understand how stress, related to the care of mentally ill adolescents, affects
their families, and how they can promote adaptation in these families. Further research
needs to develop interventions that decrease family stress, and increase family
functioning and family appraisal, thus improving adaptation in families with mentally
ill adolescents.

KEY WORDS: FAMILY ADAPTATION/ FAMILY STRESS/ PATIENT’S LIFE
SKILLS/ FAMILY FUNCTIONING/ FAMILY APPRAISAL OF
ILLNESS / FAMILY HARDINESS
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CHAPTER |
INTRODUCTION

1.1 Background and significance of the study

The adolescent years are a period of the great risk for the onset of mental
illness (MI). The most severe and commonly diagnosed problems in adolescents with
MI are schizophrenia, bipolar disorder, depression, attention-deficit/hyperactivity
disorder (ADHD), and autism. Mental illnesses in adolescence have severe, long-
lasting, and devastating effects on health and well-being of many adolescents, their
families, and society. Approximately 10% to 20% of the youth world-wide are
diagnosed with M1 annually. It is one of the top ten leading causes of disability in the
world for those aged 5 years and over (Murray & Lopez, 1996 as cited in Shatkin &
Belfer, 2004). The prevalence rates for Ml among adolescents depend on the criteria
used and the population studied. According to a set of community-based studies, the
rate of mental illness in adolescents aged 12 to 24 years ranged from 8% (in the
Netherlands) to 57% (for MI cases treated in California, USA) (Patel, Flisher, Hetrick,
& McGorry, 2007). In Thailand, about 15.6% to 18.7% of adolescents aged 13 to 18
years (the school based years) had mental health problems (Danpakdee, 1999).
In addition, the number of treated adolescents with MI has increased annually from
29,763 to 33,018 and to 50,212 in 2005 and 2007 respectively (Planning Division,
Mental Health Department, Ministry of Public Health, 2008).

Psychiatric disorders among adolescents are common public health
problems with a high cost of treatments. Costello, Copeland, Cowell, and Keeler
(2007) estimated that costs of treating adolescents with MI was highest among group
homes for the mentally ill, emergency shelters, and for therapeutic foster care,
followed by for inpatient hospital departments such as in psychiatric or general
hospitals, and in drug/alcohol/detoxification units. The average annual costs for
treating M1 per adolescent aged 13 to 16 years were $3,146 in North Carolina. These
costs could be extrapolated to national costs of $10.2 billion to $12.3 billion (Costello
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et al., 2007). In addition, comorbidity has been shown concurrently among adolescents
with Ml that incurred the high costs (Costello, Foley & Angold, 2006).

Adolescence is a period of significant transitions. According to Erickson
(1993), the developmental task of an adolescent is to establish independence from
parents by gaining a sense of identity. Achieving the sense of identity may be difficult
for adolescents who have spent much of their lives under negative circumstances or
other stressful situations (Pillitteri, 2007). Development in adolescence may be
disturbed by various factors related to the self, life experiences and the environment
(Alestalo, Munnukka, & Pukkuri, 2002). Adolescents do not achieve a sense of
identity and self-esteem, but they develop a sense of role confusion about their place
in society. Thus, this experience can lead to difficulty functioning and managing new
challenges or situations. Recent knowledge has revealed that there is interplay among
susceptible genes, risky environments, development, and psychosocial adversity
(Patel et al., 2007; Rutter, 2002). Under these circumstances, stressful experiences
could possibly trigger vulnerability to psychiatric problems in adolescence (Gutgesell
& Payne, 2006).

Without support and adequate care, having an adolescent with MI can
affect all aspects of family life. It can cause severe stress and burden on family
members. During the prodromal stage, for the family members of the adolescent with
MI, it is difficult to understand or comprehend their thinking and experiences,
including hallucinations, delusions, disordered thinking, and unusual speech or
behaviors. Alestalo et al. (2002) found that psychiatric problems greatly limit an
adolescent’s ability to function normally. A strong association exists between MI and
many other health and development concerns for adolescents, including, remarkably,
with educational achievements, substance abuse, violence, smoking, lack of condom
use, reproductive and sexual health (Chabra, Chavez, Harris, & Shah, 1999; Gutgesell
& Payne, 2006). Adolescents become limited in their abilities to interact with other
people, and often withdraw from society. The symptoms and behaviors of adolescents
with MI could generate negative emotions.

Family members have a more difficult time to understand about how to
take care of a person with psychiatric symptoms (Corcoran et al., 2007; Doornbos,
2001; Rose, Mallinson, & Gerson, 2006; Seloilwe, 2006). A common reaction of
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family members is anger. A study showed that family members experienced feelings
of guilt over possible genetic disorders, concern over the prognosis and course of the
disease, and worry about the possibility of other family members becoming mentally
ill (Wood, 2003). Fear is another emotional reaction emerging due to adolescents with
MI expressing aggressive behaviors. In this case families are often afraid of dangerous
actions and violence. Family members also experience feelings of grief, anxiety,
depression and uncertainty (Watkins, 2001). In addition, much of the anxiousness
related to mental disorders in young people tends to persist into the rest of their life,
and cannot be remedied (Conn & Marsh, 1999). Nowadays, restrictive policies
regarding hospital admission and short lengths of hospitalization increase the number
of adolescents with MI living with their family (Pejlert, 2001; Rossler, Salize, Os, &
Riecher-Rossler, 2005). With the process of deinstitutionalization in psychiatry, most
adolescents with MI go home to their unprepared families. Most of those adolescents
retain the symptoms of Ml and suffer relapses (Conn & Marsh, 1999). Taking care of
those adolescents can be burdensome to family members. Therefore, the role of
families with adolescents who have MI has become increasingly important.

A lot of the demands from adolescents with Ml force the family to adapt in
order to survive. A number of studies on family members of Ml indicate that family
members struggling with the burden demonstrate issues ranging from emotional
reactions to the illness, stress from the disturbed behaviors, disruption of household
routines, shame or embarrassment concerning the family, restriction of social

activities, and financial constraints (Brady, 2004; Doornboss, 1996; Ferriter & Huband,

2003; Martens & Addington, 2001; Rossler et al., 2005; Saunders & Byrne, 2002; Seloiwe,

2006). A study of the families of the mentally ill revealed that families with Ml
reported more stress than normative families in the areas of intrafamily relationships,
marital issues, pregnancy and childbearing, finance and business, work/family balance
and transitions, illness and family care, losses, transitions and family legal issues
(Doornbos, 1996). Negative consequences resulting from the family role may not only
be stressful to the family members, but may also result in problems in relationships for
the patient, which may contribute negatively to patient’s psychopathology and
functioning (Meijer et al., 2004).
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Even though the evidence has supported the belief that the family of
adolescents with MI experience highly stressful situations, few studies investigating
the issue of family members as caregivers for those adolescents have been found. In
the United State 2003 National Survey of Children Health (NSCH), parents of children
with autism reported feelings of difficulty, frustration, and anger. They displayed high
stress and negative psychological outcomes related to the child’s challenges in
communicating, difficult behaviors, social isolation, difficulties in self care, and lack
of community understanding (Schieve, Blumberg, Rice, Visser, & Boyle, 2007).
Family demands are the normal life circle or accumulative stressors. In a qualitative
study, Puotiniemi & Kyngas (2004) revealed that mothers of an adolescent with Ml
faced hardships with the normal family life cycle, family transitions, and family
caregiving. Similarly, in Thailand, one study showed that the stressful situations for
family members were adolescents’ function and behaviors, financial problems,
noncompliance with treatment and medication, side effect symptoms, as well as
conflict in the family (Thummathai, 2001).

Since families have to deal with stressors in caregiving and the
accumulated stressors in the families, the most important expectation of families is
family adaptation to taking care of the adolescent with Ml effectively. Family
adaptation plays the key role in coping with those adolescents (Fontaine, 2003;
Puotiniemi & Kyngas, 2004). If the adolescents with MI and other family caregivers
support each other, they will succeed well in family adaptation. Thus, the quality of
life among adolescents with MI will support their well-being. The needs of
adolescents with M1 are the prevention of exacerbation, maintenance or fostering of
normal development and adherence to medication (Pillitteri, 2007). The needs of the
family as a whole require family efforts to bring a new level of harmony, balance and
functioning to families. The needs of other family members are also harmony and
balance in interpersonal relationships, solids structure and function, family
development, well-being, and spirituality. Thriving family adaptation requires
protective and capability factors, and patterns of functioning to foster the family
adaptation (McCubbin, Thompson, & McCubbin, 1996).

According to the Resiliency Model, family resources and capability factors

are crucial in family adaptation (McCubbin & McCubbin, 1993). The family resources
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and capability factors or resilience factors include family hardiness, social support,
family functioning, family coping and family appraisal etc. The family resources and
capability factors facilitate adaptation, or the ability to maintain integrity and
functioning, and fulfill developmental tasks. Both family resource and capability
factors work synergistically and interchangeably to respond successfully to crises and
challenges (Black & Lobo, 2008). When the family is challenged, recovery involves
the promotion of ability to adapt, or rebound from a crisis. Family resilience factors
can buffer the potential negative effects of stressors and strains on family members.
However, the stressors can tax family resilience factors (Paterson, 2002). In addition,
Conn (2003) noted that families have the potential to respond to the negative
consequences of MI with adaptation, including mitigating family risk and prevailing
over the circumstances of their lives. Thus, families of adolescents with MI suffer
through a state of disorganization accompanied by a demand for changes in the
family’s expectations, rules, and overall of pattern of functioning to achieve family
adaptation.

Attempts have been made to examine factors influencing family adaptation
in families of a patient with MI. Greeff, Vansteenwegen, and Ide (2006) identified
resilience factors affecting family sense of coherence in 30 Belgian families. The
study focused on parents and children of patients with MI. In this study, family sense
of coherence was perceived as family adaptation. The results indicated that family
hardiness was highly positively related to sense of coherence. Rungreangkulkij,
Chafetz, Chesla, and Gilliss (2002) studied psychological morbidity of 108 Thai
families containing an adult with schizophrenia. The psychological morbidity was
used as the outcome of family adaptation. The results revealed that family functioning
and level of the patients’ functioning were significantly negatively related to
psychological morbidity of mothers and relatives. Family stress and family appraisal
were significantly positively related to psychological morbidity of mothers and relatives.
In addition, the patients’ functioning level, family functioning, pile-up of demands,
family appraisal, and seeking of spiritual support accounted for 22.7 % of the variance
in psychological morbidity of the mothers. For the relatives, the pile-up of demands,
family appraisal, family functioning, and seeking of spiritual support accounted for

29.8 % of the variance in psychological morbidity of the relatives.
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In Korea, Han et al. (2007) studied factors influencing family functioning
in 365 families providing care for a member with chronic mental illness. The results
showed that knowledge of disease, family hardiness, family support, family sense of
coherence, and family coping were positively related to family functioning. Family
stress was negatively related to family functioning. The combination of family
support, family hardiness, family coping, knowledge of disease, and family stress
accounted for 61.4 % of the variance in family functioning. Furthermore, family
adaptation of 157 individual family caregivers and 65 families in Taiwanese families
of patients with severe mental illness were examined. The results revealed that family
adaptation was associated with lower pile-up of demands, greater social support, and
more positive interpretation of family caregiving. Social support and interpretation of
the meaning of family caregiving partially mediated between family pile-up of
demands and family adaptation (Hsiao & Van Riper, 2009).

The studies mentioned above have demonstrated several issues. First, the
families of adolescents with MI have not received much attention. Second, how the
relationships among family stress, patient’s life skills, family hardiness, family
functioning, family appraisal, and family adaptation among Thai families of
adolescents with MI are related. Third, evidence regarding the mediator underlying the
adaptation process is lacking.

There has been limited development of a body of knowledge concerning
families of adolescents with MI. Therefore, the need for more research on families of
adolescents with Ml is clear. A conceptually driven study is needed to delineate the
processes associated with adaptation in families of adolescents with MI. Thus, based
on an empirically supported framework from the Resiliency Model (McCubbin &
McCubbin, 1993; McCubbin et al., 1996) this study explored the pattern of the
relationships among family stress, patient’s life skills, family functioning, family
appraisal, family hardiness, and family adaptation in families of adolescents with MI.
This study will guide the line of inquiry concerning the contribution of family

variables to the outcome of family adaptation.
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1.2 Theoretical Framework

This study is guided by the Resiliency Model of Family Stress,
Adjustment, and Adaptation (McCubbin & McCubbin, 1993; McCubbin et al., 1996).
The Resiliency Model was developed from Hill’s ABCX model (1949; 1965), the
double ABCX model (1983) and the Typology Model of Family Adjustment and
Adaptation (1987; 1989). Later, a significant development in the focus of research was
resiliency in the family unit. Resiliency serves as a vital role in stabilizing and giving
predictability to the family unit, and is drawn from Aaron Antonovsky’s Resiliency
Model (DeMarco, Ford-Gilboe, Friedmann, McCubbin, & McCubbin, 2000). The
Resiliency Model was extended from family stress theory, which describes how and
why some families, when faced with the adversity of illnesses and traumatic
conditions, are able to manage, sustain, and survive. Resiliency is significant in
explaining how the complex combination of risk factors, protective factors, and
recovery factors in home care promote the well-being of family members. The
Resiliency Model is oriented toward family adaptation, which is its central concept.
Family adaptation is the process in which families engage in direct response to the
excessive demands of a stressor and depleted resources and realize that systematic
changes are needed to restore functional stability and improve family satisfaction
(McCubbin & McCubbin, 1993).

The five fundamental assumptions about family life underlying the
Resiliency Model include: (1) families face hardship and changes as a natural and
predictable aspect of family life over the life cycle; (2) families develop basic
competencies, patterns of functioning, and capabilities designed to foster the growth
and development of family members and the family unit and to protect the family from
major disruptions in the face of transitions and changes; (3) families develop basic and
unique competencies, patterns of functioning, and capabilities designed to protect the
family from unexpected or non-normative stressors and strains and to foster the
family’s recovery following a family crisis or major transition and change; (4) families
draw from and contribute to the network of relationships and resources in the
community, including its ethnicity and cultural heritage, particularly during periods of

family stress and crisis; and (5) families faced with crisis situations demanding
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changes in the family functioning work to restore order, harmony and balance even in
the midst of change (McCubbin et al., 1996: 14).

According to McCubbin et al. (1996), families respond to life events and
life transitions in two phases: an adjustment phase and adaptation phase.

The adjustment phase explains the family process when the family first
deals with crisis situations. Stressors have impacts on the vulnerability and patterns of
functioning. Stressors refer to the situations in one’s life that have impacts and
increase stress within family system. Family vulnerability refers to the condition of
interpersonal relationships and organization of a family system which changes with
family life cycle and demanding factors (McCubbin et al., 1996). Within the family
unit, family accumulation of stressors and strains varies across stages of the family life
cycle. The stressors also interact with family appraisal and resources, as well as the
family’s problem solving and coping ability. Appraisal refers to how the family
assesses the events and its related hardships. Resources refer to the family capability
and strength in dealing with stressors. Family problem solving and coping refer to
family management of stressful situations (McCubbin et al., 1996). These factors have
effects on family adjustment. The patterns of functioning, appraisal, and resources act
as a mediator to reduce the imbalance in family life. A family with positive adjustment
will return to a normal state. In contrary, a family with negative adjustment will
experience a family crisis situation. Family crisis is not a derogatory term. It
represents a state of temporary disorganization brought by a demand for changes in the
family expectations, rules, and overall of patterns of functioning. This leads to the
onset of the adaptation phase.

In the adaptation phase, when the minor changes are not adequate to
manage stressors, the family moves into a crisis situation. A crisis situation is defined
as a state of family disorganization that indicates major changes in family functioning
which must be made. The family requires a change in the goals, rules, roles, and
boundaries (McCubbin et al., 1996). This is the onset of the adaptation phase. The
crisis situation induces accumulative stress and demands in the family, affecting
family type and patterns of functioning. These interact with family appraisal, family
resources, and family problem solving and coping. Social support from the extended

family, friends, and community will foster family resources. Family functioning,
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family appraisal, family resources, and family coping are mediators to predict
satisfaction with family life (McCubbin et al., 1996). The interactions among the
factors are the family capabilities attempting to manage the crisis situation, leading to
positive adaptation and the family returning to a normal state. On the other hand, if the
family is unsuccessful in managing the changing family dynamics, they therefore
cannot manage the crisis. If a family has negative adaptation, it will return to a crisis
situation (McCubbin et al., 1996). Thus, from the adaptation phase, the interaction
among the healthy family functioning, positive family appraisal, increased family
resources, and coping strategies, then the greater the possibility they will be able to
adapt to the crisis.

In summary, the family adjustment phase relies on stressors, vulnerability,
patterns of functioning, appraisal, resources, and problem solving and coping. All of
the components interact to regain family balance. If successful, a family will return to
a normal situation. If the family is maladjusted, it will experience a crisis situation and
move to the adaptation phase. In the adaptation phase, accumulation of family
stressors may increase the crisis situation. The systematic changes arise in order to
respond to the crisis. These changes involve the interactions among the components
including family stressors, family type, family functioning, family resources, family
appraisal, and family coping and problem solving. The family functioning, family
resources, family appraisal, and family coping act as mediators to predict satisfaction
with family life. Responding to demands placed upon family, mobilizing available
resources, and making changes as needed to renew physiological and psychological
stability and improve family satisfaction is the process of family adaptation
(McCubbin et al., 1996). The components of the Resiliency Model will be described in
order to explain the links in the adaptation process.

Family adaptation

Family adaptation is the response to family demands, mobilizing of
available resources, and making of changes as needed to restore physiological and
psychological stability and improve family satisfaction. Family adaptation is the
central concept which includes both internal family changes and a level of rapport and
interaction with the community (McCubbin et al., 1996). For families of adolescents

with MI, a balance is sought between meeting the needs of the individual adolescent
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with MI, the needs of other family members and the needs of the family as a whole.
Further, Ml is a chronic disease that needs a long-term relationship between the family
and the health care system, as well as relationships with other community systems
(e.g. school). Thus, the family to community level of adaptation must also be
achieved.

Family stressors

Family stressors are the family pile-up of demands that produce changes in
the family system as well as the family life events impacting the family unit. Family
stressful events such as death of a family member, divorce of parents, natural disaster,
and illness of a member (Doherty & Campbell, 1988). In addition, families with
mentally ill adolescents experience more strongly the problems associated with
prolonged illness, associated warning signs, and defective social functioning of the
adolescent with MI. Having an adolescent with MI, and learning how to manage the
related crisis and its hardships contribute to family caregiving demands. Thus, the
family is required to stabilize its functioning to cope with the stressful events in the
family life cycle as well as the crisis situation of having an adolescent with MI.

Family types

Family types are a set of primary characteristics of a family system which
describes how the family system typically appraises, operates and/ or behaves
(McCubbin et al., 1996). In stressful situations, family types can indicate a family’s
capabilities, responses, and outcomes. There are four types of family systems related
to coping: a) a regenerative family, which is characterized by coherence and hardiness
which emphasizes acceptance, activity, pride, caring, and loyalty, as well as tolerance
in adversity; b) a rhythmic family, which is characterized by predictability and
transferring traditions in celebrating events and occasions; c) a versatile family, which
is characterized by family togetherness and flexibility; and d) a traditionalistic family,
which is characterized by family celebrations and traditions which link the family with
their past and future (McCubbin et al., 1996).

Family functioning

Family functioning refers to the significant tasks that a family has to
perform in both normal and crisis situation to sustain physical, psychological,

emotional, and social stability, and it depends on the stages of the family life cycle.
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Families have to rearrange their family functioning to mange their family stressors.
The new patterns of family functioning may bring additional strains to family
relationships, rules, values and roles. Family functioning may not always be accepted
by all family members and may increase tension in the family. Families with MI have
reported lower family functioning than normal families (Doornbos, 1996). However,
the family usually maintains the integrity of a family in order to shape the family
adaptation to include the new family functions.

Family resources, strengths and capabilities

Family resources, strengths and capabilities are potentially available to
families in crisis to manage the demands of the family. There are three levels of
resources (individual, the family unit, and the community) that have an influence on
family adaptation. Family resources, strengths and capabilities include elements such
as parents’ self-esteem, family coping, family hardiness, social support, and family
time together etc. The family resources are viewed as a means to enhance family
adaptation, reduce demands, and buffer against stress (Fink, 1995). A family with a
mentally ill adolescent may use family resources when adapting to Ml.

Family appraisal

Family appraisal is the critical relationship between the family demands
and the family capabilities, and the strength to manage these family demands. The
family perceives the situation created by itself and interprets and gives meaning to the
situation. The more positive the family appraisal, the more simple the process of
adaptation in the family. The convictions, values, belief, and expectations develop and
influence family appraisal. The family is able to generate problem solving and coping
strategies in order to adapt to the stressful situation.

Family problem solving and coping

Family problem solving and coping are the strategies, patterns, and
behaviors designed to maintain or strengthen the family. Problem solving and coping
eliminate family stress and hardships by acquiring the resources, managing tension,
and shaping the family appraisal. In addition, family coping maintains the emotional
stability and physical well-being of family members. Family coping obtains and uses

family resources and community resources to manage a crisis situation.
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The Resiliency Model was chosen to guide this study because this model
describes how families work within a stressful situation and how families use their
strengths, resources, and perceptions as components in an adaptation process.
Moreover, this model has been used extensively in the studies of families with chronic
illness or disability from diverse cultural background. For example, resiliency in
families with a member with a psychological disorder (Greeff et al., 2006); maternal
and family stress, coping, and adaptation in children with liver transplantation
(LoBiondo-Wood, Williams, & McGhee, 2004); the effects of a parent’s sense of
coherence and well-being on family hardiness in families of young children with
asthma (Svavarsdottir & Rayen, 2005); predictors of adaptation in Icelandic and
American families of young children with chronic asthma (Svavarsdottir, Rayen, &
McCubbin, 2005); family variables associated with well-being in siblings of children
with Down’s syndrome (Van Riper, 2000; 2007); psychological morbidity of families
of a person with schizophrenia (Rungreangkulkij et al., 2002); the influence of family
resources and family demands on the strains and well-being of caregiving families
(Fink, 1995); family functioning in families providing care for a family member with
schizophrenia (Saunders, 1999). The research conducted by McCubbin and colleagues
have demonstrated that the relationships of the model variables shape the reaction of
family members to the encounter (Carey, Oberst, McCubbin, & Hughes, 1991;
McCubbin & McCubbin, 1993; McCubbin, Balling, Possin, Frierdich, & Bryne, 2002;
Svavarsdottir, McCubbin, & Kane, 2000; Svavarsdottir, Rayen, & McCubbin, 2005).
The results of these studies provide a better understanding of the phenomena of
families that have an offspring with chronic illness. The Resiliency Model thus offers
a system framework to direct inquiry into the experience of the families caring for
offspring with chronic illness. As mentioned before, there is no study identifying the
factors influencing the adaptation in the family of an adolescent with MI. This model
will help to describe family efforts to adapt to a stressor over time.

Having an adolescent with MI can be classified as a situational stressor for
the family. The evidence found that the family encounter not only the usual stressors
of the transitional development of adolescents, but also the situational stressor from
the psychiatric symptoms of the adolescent with a MI. Families of adolescents with Ml

have a greater pile-up of demands and tend to have greater difficulties in adapting to
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such a situation. Over time, families of adolescents with MI have to empower their
efforts to adapt to such stressors. Therefore, the family adaptation phase rather than
adjustment phase described in the Resiliency Model will be used to describe the
families of mentally ill adolescents in this study.

In adaptation phase, six major concepts were selected. Family adaptation
was hypothesized to be a function of the transactions among family stressors, family
resource and capabilities, and family outcome. Two components of family stressors
which act as an antecedent were examined. First, the stressor events and prior strains
were selected for this study. The stressors events and prior strains were studied in
terms of family stress. Second, the adolescents’ disruptive behavior, symptoms, and
deficient social functioning, in relation to the surroundings and general functional
living skill of the adolescent with MI were studied. These functions were studied in
terms of the patient’s life skills. Family stress and patient’s function were viewed as
the potential stressors to perpetually family adaptation.

Family resources and capabilities in this model include family functioning,
family appraisal of illness, and family hardiness. Family functioning is the obligation
to promote the family to maintain physical, psychological, emotional, and social
balance. Family appraisal of illness interprets family demands and whether or not the
family is capable of responding effectively to the situation. Further, family hardiness is
the internal strengths and durability of the family unit, which function as a buffer
against family demands, to facilitate family adaptation. Family adaptation and family
stressors are thought to be mediated by family resources and capabilities (family
functioning, family appraisal, and family hardiness).

Family adaptation is viewed as the outcome of family efforts to bring a
new level of balance, harmony, coherence, and functioning to a family crisis situation
(McCubbin & McCubbin, 1993; McCubbin et al., 1996). Perceiving satisfaction with
intrafamily and family—community fit is measured as the outcome for these families.
This involves all the changes of Thai families with mentally ill adolescents. The model

depicted in Figure 1 demonstrates this.
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Family Stressors Family Resources Family Outcome

and Capabilities
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Figure 1. Hypothesized Model of Family Adaptation in Families of

Adolescents with Mental IlIness

1.3 Purpose of the Study

The purpose of this study was to examine the pattern of the causal
relationships among family stress, patient’s life skills, family functioning, family
appraisal of illness, family hardiness, and family adaptation in families of adolescents
with MI.
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1.4 Research question
How do family stress, patient’s life skills, family functioning, family
appraisal of illness, and family hardiness influence family adaptation among families

with mentally ill adolescents?

1.5 Hypotheses

1. Family functioning, family hardiness, and patient’s life skills have
positive direct effect on family adaptation.

2. Family appraisal of illness and family stress have negative direct effect
on family adaptation.

3. Family stress has a negative indirect effect on family adaptation through
family functioning, family appraisal of illness, and family hardiness.

4. Patient’s life skills have a positive indirect effect on family adaptation

through family functioning, family appraisal of illness, and family hardiness.

Scope of the study

This study focuses on family adaptation of Thai families of an adolescent
with MI. The selected concepts, based on the Resiliency Model, were family stress,
patient’s life skills, family functioning, family hardiness, family appraisal of illness,
and family adaptation. The study was conducted with family members of adolescents
with MI. MI was interpreted as a diagnosis of schizophrenia, bipolar disorder,
depression, attention-deficit/hyperactivity disorder (ADHD), or autism, based on the
International Classification of Diseases (ICD-10) or the Diagnostic and Statistical
Manual of Mental Disorders, fourth edition Text Revision (DSM-1V-TR), from
outpatient clinics and inpatient clinics of Suan prung hospital, Prasrimahapho hospital,
Suansaranrom hospital, and Srithanya hospital, covering the four regions of Thailand.
The data were collected from May, 2009 to September, 2009.

Expected Outcome
The findings from this study are expected to provide better understanding
of how families use their strengths and resources such as family functioning, family
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appraisal of illness, and family hardiness to adapt to problems related to having
adolescents with MI. Understanding the mediating mechanism is the foundation to
promoting family adaptation in families of adolescents with MI. The results of the
study may further clarify the contribution of family adaptation as a clinical domain of
family health, and may contribute to the development of effective family-based
interventions for Thai families caring for psychiatric patients. Moreover, this study
generates a new model to promote family caring for adolescents with MI.

1.6 Definition of terms

Family stress

Conceptual definition: Family stress is defined as the pile-up of demands,
stressors, and strains that, when placed on the family, have the potential to produce
changes in the family system. Such changes may affect all areas of family life and
health such as the family relationship, family goals, established patterns of family
functioning and family’s values (McCubbin & McCubbin, 1993).

Operational definition: Family stress is operationalized by an individual
score on the Thai Family Stress Inventory (TFSI) modified from the Thai Strain
Inventory (TSI) (Rungreungkulkij, 2000). The original version of the Thai Strain
Inventory of Rungreungkulkij (2000) was adapted from the Family Strain (McCubbin
& Patterson, 1982, cited in Rungreungkulkij, 2000) and from survey studies regarding
sources of Thai family stressors (Leelakraiwan, Setthaphumirin, & Kaew-Ying, 1992;
Sornpaisan, Charusshing, & Boulek, 1998).

In this study, The Thai Family Stress Inventory was modified from the
Thai Strain Inventory. 4 items were added by the results from two focus groups of 6
families of adolescents with MI, in order to cover all aspects of family stress. The
TFSI is 15 items rated on a four point scale (0 = not at all to 3 = extremely), which
was designed to measure the accumulation over time of stressors, strains, and
transitions in the family within the past 12 months. The score can range from 0 to 45.
The higher scores indicate higher family stress. The questionnaire can be self-

administered, requiring approximately 5 minutes for participants to complete.
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Patient’s Life Skills

Conceptual definition: A patient’s life skills are defined as the perception
of family members about the function or disability of adolescents with MI that may
cause stressful situations and produce changes in the family system.

Operational definition: A patient’s life skills are operationalized by an
individual score on the Life Skills Profile-20 (LSP-20) (Rosen, Trauer, Hadzi-
Pavlovic, & Parker, 2001). The LSP-20 contains 20 items which are designed to
measure the function of a person with MI.

The researcher back translated the LSP-20 into Thai. The scale measures
the function or disability of adolescents with MI which impact the family. The scale is
composed of five subscales including: self care (5 items); anti-social (4 items);
withdrawal (5 items); bizarre (3 items); and compliance (3 items). Each participant
was asked to score the items 4-3-2-1 from leftmost to rightmost anchor. The total
score ranges from 20 to 80. The higher scores denote higher levels of patients’
functioning. The questionnaire can be self-administered, requiring approximately 15
minutes for participants to complete.

Family functioning

Conceptual definition: Family functioning is defined as the tasks that
families of an adolescent with MI need to take in either a normal or crisis situation in
order to maintain physical, psychological, emotional, and social balance.

Operational definition: The operational definition of family functioning is
the individual score on the Chulalongkorn Family Inventory (CFI) (Trungkasombat,
1997). The CFI is a 36-item self-report scale for family members older than 12 years
of age, which was designed to measure the level of tasks that family members value
themselves in their families. The CFI consists of seven subscales including: problem
solving; communication; roles; affective responsiveness; affective involvement;
behavior control; and general functioning. The rating is from strongly disagree (1) to
strongly agree (4). The total score ranges from 36 to 144. The higher score indicates
higher family functioning. The CFI requires approximately 15 minutes for participants

to complete.
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Family appraisal of illness

Conceptual definition: Family appraisal of iliness is defined as the family’s
perceptions about the situation of having an adolescent with Ml in the family, which
can include both negative and positive perspectives. Family appraisal of illness
involves making meaning of the situation and thus includes reevaluating priorities,
goals, and values.

Operational definition: The family appraisal of illness is operationally
defined as the person’s score on the Demands of IlIness Inventory (DOII) (Woods,
Haberman, & Packard, 1987), which was back translated into Thai and modified by
Rungreungkulkij (2000). The DOII was designed to measure the family perceptions
about having a person with schizophrenia in the family. In addition, it includes family
beliefs and expectations regarding the illness. The DOII has 19 items, rated from 0
(not at all) to 3 (extremely), and 2 semi-structured questions asking 1) What do you
think is the cause of the patient’s illness?; and 2) In what ways can the patient be treated?

In this study, only the 19 items from the DOII were selected. These relate
to the family’s perceptions about having an adolescent with Ml in the family. The total
score can range from 0 to 57. The lower scores indicate less negative appraisal of the
iliness. The questionnaire can be a self-report: it requires approximately 10 minutes
for participants to complete.

Family hardiness

Conceptual definition: Family hardiness is defined as the internal strengths
and durability of the family system during the life events and hardships in families of
adolescents with MI. Family hardiness is characterized by a sense of commitment (the
family’s sense of internal strengths), challenge (the family’s efforts to be innovative,
active to experience new things and to learn), and control (family’s sense of being in
control of family life rather than being shaped by outside events and circumstances).

Operational definition: Family hardiness is operationally defined as the
family’s score on the Family Hardiness Index (FHI) (McCubbin & Patterson, 1987),
and was back translated into Thai by Santati (2005). The FHI consists of a 20-item
self-report questionnaire, which was designed to measure the characteristics of
hardiness as a form of stress resistance and adaptation of resources within the family

of a parent caregiver of asthmatic children. Each of the items is arranged from 0-3.
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The total score ranges from 0 to 60; higher scores indicate a higher family hardiness.
This requires approximately 10 minutes for participants to complete.

Family adaptation

Conceptual definition: Family adaptation is defined as family perception
of satisfaction in family life. It is the outcome of family efforts over time to bring a
new level of balance, harmony, and functioning to a family crisis situation. It involves
two levels of functioning: the individual to the family, and the family to the community.

Operational definition: Family adaptation is operationally defined as the
person’s score on the Family Adaptation Scale (FAS) (Antonovsky & Sourani, 1988),
which was back translated into Thai by the researcher. The FAS is an 11-item self-
report questionnaire with semantic differential items, which was designed to measure
the satisfaction with intrafamily and family—community fit to the life stressors and
changes. The FAS scored from 1 to 7, ranging from 1 = completely satisfied, to
7 = dissatisfied. This questionnaire consists of three subscales including: internal
family fit (individual to family unit); family—community fit; and both level fit. The
total score ranges from 11 to 77. A high score indicates satisfactory adaptation or a
balance between demands and capabilities in the family. This requires approximately

10 minutes for participants to complete.



Siriorn Puasiri Literature Review / 20

CHAPTER I
LITERATURE REVIEW

Mental illness is a significant problem that affects patients, their families,
and society. There is a limited amount of literature on how families care for
adolescents with MI; what there is often not specific to this age group or these illness
categories. Therefore, the related literature involving family adaptation in families
with MI is reviewed here. In addition, the selected factors influencing family

adaptation in families of adolescents with MI are proposed.

2.1 Adolescents with Mental IlIiness

2.1.1 Mental illness

Precise definitions of mental illness are difficult and impractical. Mental
illness is associated with psychotic symptoms and impaired functioning (Narrow et al.,
1998). The alterations in thinking, mood, and behavior contribute to a host of other
problems in the person’s life. For instance, disturbances of thought and perception are
most commonly associated with schizophrenia. Likewise, severe disturbances in
expression of, and affect and regulation of mood are most regularly seen in depression
and bipolar disorder. Mental illness is considered by the American Psychiatric
Association (APA) as the clinically significant behavioral or psychological syndrome
experienced by a person and marked by distress, disability, or the risk of suffering,
disability, or loss of freedom (American Psychiatric Association, 2000).

Mental illness has been defined as biological based brain disorders that
variably affect aspects of cognition, emotion, and behavior (Fontaine, 2003). The
terms “mental illness”, “mental disorders”, and “psychiatric disorder” are used
interchangeably to describe a health condition marked by alterations in thinking,

mood, or behavior that cause distress, impair ability to function, or both. Peck &
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Scheffler (2002) analyzed definitions of mental illness used in state parity laws,
identified factors influencing the development of these definitions, and examined the
effects of different definitions on access to care for persons with mental illness. The
definitions of mental illness in state parity laws have important implications for access,
cost, and reimbursement and determine which populations receive a higher level of
mental health services. In addition, their definitions used in state parity legislation vary
significantly and fall into one of three major categories: "broad-based mental illness,"
"serious mental illness,” or "biologically based mental illness.” To define each of these
categories, state legislatures do not rely on clinically accepted definitions or federal mental
health policy. Rather, influenced by political and economic factors, they are developing their
own definitions. However, mental illness covers a broad range of issues including depression,
bipolar disorder, schizophrenia, ADHD, obsessive-compulsive disorder, autism etc.

The specific causes of mental illness remain unclear. Multiple factors,
including genetic, viral, immunological, environmental, and biological are believed to
contribute to the development of mental disorders. Further, the disruption of environmental
conditions can result in mental illness (Johnson & Mohr, 2003). However, current
knowledge of the etiology of MI improves our understanding of mental disorders. It
has been revolutionized by contemporary knowledge of the biological components of
behavior, affection, cognition, and interpersonal relationships (Costello et al., 2006).

The two diagnostic systems for MI in common use are the Tenth Revision
of the International Classification of Disease (ICD-10) (World Health Organization,
1992) and the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition
Text Revision (DSM-IV-TR) (American Psychiatric Association, 1994). Both systems
objectively define symptoms and characteristic impairments of Ml in a similar way,
and have improved the reliability of diagnostic assessment. The major differences
between the systems are the DSM-IV requirements of social or occupational
dysfunction (not included in ICD-10) and 6 months duration of illness (versus 1 month
for ICD-10). Mental health professionals use the DSM-IV or ICD-10 as a categorical
classification system with diagnostic criteria listed for each MI. They use this to
facilitate communication among clinicians and to apply the diagnostic criteria for
medical treatment, health service, and research. However, both systems are used for

diagnosis of Thai patients.
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2.1.2 Mental Iliness in Adolescence

Adolescence is a critical period of transition from childhood to adult life
that lasts approximately 10 years. The World Health Organization (WHO) defines it as
the period from 10 to 19 (World Health Organization, 2005a). Whereas, Gutgesell and
Payne (2006) were describe it as operating between 11 and 22 years. Adolescents are
not children anymore and at the same time not yet adults. They are just starting to
figure out who they are other than just fulfilling the role of a daughter or a son.
Adolescence is the stage at which most mental disorders are often detected for the first
time. The high rate of self harm and suicide are a leading cause of death in adolescents
(Patel et al., 2007). Psychiatric disorders that arise during adolescence seem to occur
because of the failure in the processes of development. Most mental disorders begin
among young people aged 12 to 24 years. Related risk factors, lack of support from
family and community, and poverty influence their development (Costello et al., 2006).

The developmental theories provide a way of interpreting clinical data.
Erickson’s psychosocial theory (1967), describes how self assurance in the previous
life stage leads to the adolescents gaining a self-identity and the ability to determine
where the adolescent fits in society. Failure to develop a self-identity leads to role
confusion, poor self confidence, and alienation (Oran, 2000). An individual’s ability to
anticipate future events makes a difference in the way he or she acts in the present.
Accordingly, with a strong identity, adolescents tend to display independence, high
self-esteem, and responsibility. In addition, Sullivan’s interpersonal theory (1882-
1949), suggests personality is manifested only in a person’s interactions with another
person or with a group. Sullivan proposed that the first genuine human relationship
occurs during adolescence and that this marks the beginning of where the adolescent is
searching for his or her own identity. The collaborative relationship is based on a
process of learning to adjust to the needs of others, as well as to one’s own needs, and
reaching mutual satisfaction of needs. Self-esteem becomes more stabilized. Thus,
adolescents learn to achieve love relationships while they maintain their self-identity.

Adolescents exposed to trauma have increased risk of developing new, or
exacerbating pre-existing, psychiatric problems (Pine & Cohen, 2002). Kakaki et al.
(2007) noted that the traumatic events affecting adolescents’ mental health are natural

disasters, accidents, wars, chronic or life threatening illness, sexual assaults, domestic
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or community violence. Adolescents exposed to these events can experience loss of
motivation, and concentration and develop learning disorders, anxiety, depression,
acute stress disorders somatization, post-traumatic stress disorder, separation
problems, sleep difficulties, aggressiveness, and high-risk health behaviors (alcohol or
drug abuse, risky sexual conduct). Adolescents with MI face increased HIV risk
because of an increased frequency of sexually risky behaviors, higher rates of
substance use, and association in social networks with increased HIV risk. Many
adolescents with Ml are the victims of sexual abuse (Smith, 2001). In addition, alcohol
consumption and the use of non injection drugs among MI youth are associated with
increased sexually risky behaviors (Teplin et al., 2005).

In Thailand, Ruangkanchanasetr, Plitaponkarnpim, Hetrakul, and Kongsakon
(2005) studied youth risk behaviors in 2,311 adolescents in Bangkok (8 schools, 13
communities, and 1 juvenile home institution). They found that adolescents were
faced with high risk behaviors. Depression and suicide tendencies were reported
among 19.9% and 8.1% of adolescents, respectively. The prevalence of substance
abuse were 3.5 percent using tobacco, 1.7 percent taking alcohol, 4.6 percent using
amphetamines, and 0.1 percent on other drugs. Factors relating to the family included
a low socioeconomic status, poor relationships, broken families, and parental substance
abuse. Thus, a great and varied number of risk behaviors may trigger Ml in adolescents.

The psychiatric diagnoses for adolescents provide only limited
explanations of the condition’s etiology or outcomes. The symptoms of disorders are
sometimes difficult to distinguish from the turbulence of normal growth and
development. The certainty of current estimates for the frequency of the various
psychiatric disorders is also inconsistent, partly because of changing definitions of
these disorders (Narrow et al., 1998). Campbell (2006) noted that a wide range of
psychiatric conditions affects adolescents. While similar in name to those adults, they
are not necessarily similar in scope, symptoms, or presentation. A range of legal,
policy, societal, and ethical issues may complicate efforts to intervene early and
effectively, affecting diagnosis and treatment. In general, the most severe and common
diagnoses in adolescents with MI are schizophrenia, bipolar disorder, depression,
attention-deficit/hyperactivity disorder (ADHD), and autism.
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The World Health Organization (2003a) stressed the importance in
considering contextual understanding and appreciating overall context of the disorders.
The exposure to alcohol in the uterus is an example of an environmental risk factor
(Scahill, 1999). Also, evidence of poverty, lack of attachment, poor family
relationships, maternal depression, poor school achievement, and disrupted family
structure certainly predict adolescent psychiatric disorders (Costello et al., 2006).
Further, the family systems, such as the rules, rituals, and communication patterns
have an impact on adolescent development. Likewise, the adolescent’s development
influences the family system (Scahill, 1999).

The early identification of MI conditions is important. They are not always
as obvious as would be thought. MI can result in a myriad of maladaptive behaviors.
The early treatment of MI such as schizophrenia, depression and bipolar disorder not
only brings alleviation to patients and their families, but improves the prognosis and
often rapidly aids the return to functioning (World Health Organization, 2003b).
Substance use disorders are also significant comorbid conditions that can alter the
course of illness, treatment and outcome. They also represent a growing area of
importance in the treatment of adolescents (Anderson, 2003). MI that may appear
during adolescence include schizophrenia, mood disorders, bipolar disorder, conduct
disorder, and substance abuse (Scholler-Joquish, 2000).

In summary, short coming-of-age specific epidemiological data is one
reason for development of more limited and focused studies. This will help with
planning and policy considerations for adolescents with MI. The extent of the negative
effects of risk factors upon children tends to depend upon the severity of the risk
factors and the psychological resilience of the child. Identifying Ml in adolescents can
be challenging, because adolescents change rapidly as they grow. Moreover, the
prodromal stage of MI in adolescence is an ambiguous situation for families of
adolescents with MI. Family members may have difficulty distinguishing between
normal developments or underlying MI. In this study, adolescents are aged 12 to 24.
The methodology to identify adolescents with M1 will use the ICD-10 and/or the DSM
IV-TR to select the families which have adolescents with MI. Mental illness is defined

as schizophrenia, depression, ADHD, autism, bipolar disorder and its subtypes.
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2.1.3 Effects of Mental Iliness on Adolescent Development

MI affects the nature of and the timing of adolescent development.
Peculiarity of the symptoms such as delusion, hallucination, inattention, aggression,
depression, and impulsivity can intensify normal adolescent risk taking and put
adolescents with MI at higher risk than their peers for negative experiences.
Biological, psychological, and social development are highly inter-related and the
timing of one may affect development in other domains (Suris, Michaud, & Viner,
2004). Those with MI appear to feel lonely, depressed, and suffer from stigma
(Scholler-Joquish, 2000). MI affects the basic neuronal maturational mechanism and
neurotransmitter that underlie the development of cognitive capabilities in
adolescence. Adolescents who suffer from MI sometimes have more difficulties in
accepting and discussing openly their signs and symptoms such as lack of motivation,
difficulty in completing tasks, poor eating and sleeping behavior. In an attempt to look
like their peers, they may make every attempt to avoid disclosing their conditions.
This can place them in difficult situations, such as not participating in peer activities
for unusual or odd reasons, or experiencing unexpected medical situations that then
place their friends in a difficult position (Scahill, 1999). Scholler-Joquish (2000) noted
that adolescents who develop MI at an early age will experience severe, long-lasting,
and devastating results throughout their lives, and affecting their families and society.

Most young people who commit suicide have a diagnosable mental disorder, a
substance abuse disorder, or both. They suffer from depression: experiencing higher levels
of hopelessness, helplessness, or lower self-esteem than their non-suicidal peers. Ml
interferes in adolescents’ mental, emotional, and physiological ability. Adolescents are
deficit in the functioning of significant biologic, emotional, and cognitive systems.
Their self concept and body image change, as well as their life process. They experience
emotional stress or crises related to illness, pain, disability, and loss (Kaplan et al., 2006).

In summary, adolescents with Ml often have a highly obstructed period of
development. They start having problems with their self-identity and self confidence.
The group interactions completely change. Gradually, they loose their self
independence. As a consequence, they are often faced with a variety of negative
experiences, which encourage their mental illness. This is completely different for

their peers. This causes teenagers to depend more on their families.



Siriorn Puasiri Literature Review / 26

2.2 Families of Adolescents with Mental IlIness

Living with and caring for adolescents with MI can have a tremendous
impact on the family. Adolescents are passing a period of life transition, hormonal
changes, and relationship difficulties, compounded in those who also have a Ml; this
can be a great challenge to their families. The onset of MI in adolescence may not be
recognized in the initial phase. MI has a profound effect on family members and the
relationships. Each of these negative experiences and consequences encountered by
adolescents with MI tends to disrupt family life and increase stress in family members
(Suris et al., 2004). The disruptions include damaging family functioning, a restriction
of social activities, and financial hardship. Families may find that community services
are not available or not satisfactory. Some families find themselves negotiating with
the legal and criminal justice system. This increased family conflict interferes with a
teen’s ability to emotionally separate from his/her family of origin. MI puts the entire
family system under catastrophic levels of stress. They experience intense feelings of
grief and loss. Lucas (2000) noted that adolescents with MI may struggle in areas such
as social skills, language, cognition, or morality, as well as in psychological, cultural
or behavioral development. It can be very difficult for family members to comprehend
that adolescents have MI. As a result, treatment may be delayed for years in the
expectation that the adolescents will thrive without it.

Moreover, some families may be rejecting and critical of the adolescents
with MI. The cultural system may influence their perception of the family burden
related to caregiving (Lefley, 1989). The primary responsibility for caregiving falls
often to one person who then often leads to increased conflict and a greater risk of
parental separation. Family members’ feelings may range from shame to
protectiveness. Others family members alternate between overprotection, over control,
and rejection. Some families learn to adapt in ways that foster the growth and
development of adolescents with MI and all family members while others are
exhausted and give up (Fortaine, 2003). However, Mohr, Lafuze, and Mohr (2000)
stated that all families are resourceful and have the capacity to grow and change. This
helps families of adolescents with Ml to respond and adapt to the crisis situation. They
adapt to their changed circumstances and continue to function successfully. Thus,

family adaptation is important for adolescents with MI and their families.
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2.3 The Resiliency Model of Family Stress, Adjustment, and Adaptation

The conceptual framework used to describe family adaptation of Thai
families of adolescents with MI was the Resiliency Model of Family Stress,
Adjustment, and Adaptation (McCubbin & McCubbin, 1993; McCubbin et al., 1996).
The Resiliency Model was developed from Hill’s ABCX model (1949; 1965), the
double ABCX model (McCubbin & Patterson, 1983) and the Typology Model of
Family Adjustment and Adaptation (McCubbin & McCubbin, 1987; 1989). One of the
significant developments is resiliency in the family unit. The resiliency serves a vital
role in stabilizing and giving predictability to the family unit, which is a concept that
draws from Aaron Antonovsky’s resiliency model. The Resiliency Model is extended
from family stress theory, which adds to our understanding of how and why some
families, when faced with the adversity of illnesses and traumatic conditions, are able
to manage, sustain, and survive. In this model, resiliency is significant to explain the
complex combination of risk factors, protective factors, and recovery factors that are
involved in home care and promote the well-being of family members. The Resiliency
Model is oriented toward adaptation, which is its central concept. Adaptation acts as a
response within the family unit to the extensive demands of a stressor, and involves
realization that systemic changes are needed to restore functional stability and improve
family satisfaction and well-being (McCubbin & McCubbin, 1993). This conceptual
framework has been used to guide both family science and nursing studies throughout
the world (DeMarco et al., 2000). In the Resiliency Model, the assumption that
families manage stressful situations over time emphasizes the family’s ability to
recover from stressful events and crises by drawing on patterns of functioning,
strengths, capabilities, appraisal, coping, resources, and problem solving to facilitate
adaptation (McCubbin et al., 1996).

According to McCubbin and McCubbin (1993), families respond to life
events and life transitions in two phases. The adjustment phase implicates minimal
transitory changes that the family unit makes in its routine patterns that do not pose a
hardship. The five interacting components are included in the adjustment phase: a) the
stressors and prior strains (family vulnerability), b) the family’s type and established
patterns of functioning, c) family resources (strengths), d) appraisal of stress

(perceptions and meaning of the stressor events), and €) the family problem-solving
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and coping (decision and actions). McCubbin et al. (1996) noted that some stressors
do not induce significant hardship on the family system. These stressors fit in with
established patterns of family functioning, family resources, family appraisal, family
problem solving, coping abilities and strengths. The family makes minor and short-
term adjustments in the family system and life patterns to accommodate the stressors
without a crisis. However, illness often results in hardships that are numerous and
substantial, and demand substantive changes in the family system inclusive of family
roles, goals, values, rules, priorities, boundaries, and overall patterns of functioning. In
this situation, there is change in family functioning and families move toward a state
of imbalance and disharmony. The result can be maladjustment and family crisis,
which leads to the onset of the adaptation phase.

The adaptation phase occurs when the family attempts to make minimal
adjustments are no longer effective and result in a crisis. Family crisis represents a
state of temporary disruption and disorganization accompanied by a demand for
changes. The demands are on family expectations, rules, and overall patterns of
functioning in the family system. The goal of the adaptation phase is to allow families
to restore some functional stability and improve family satisfaction in a stressful
situation (McCubbin & McCubbin, 1993). The level of family adaptation emerges in
response to a) the pile-up of demands, stressors, transitions and strains; b) the family’s
type and newly instituted patterns of functioning; c) the family resources (strength,
capabilities, and social support); d) the family appraisal of the crisis; and e) the family
problem-solving and coping.

In this phase, family adaptation occurs at two levels: 1) from the individual
to the family, such as by ensuring the care and well-being of family members; and 2)
from the family to the community, such as by building satisfactory relationships in the
workplace and hospital (Van Riper, 2005). If families are successful in meeting and
managing the crisis created by the pileup and the crisis situation, the family adaptation
will bring a new level of balance, harmony and functioning to the family crisis
situation, called family bonadaptation. Some families are unsuccessful in managing
the changing family dynamics and therefore cannot manage the crisis. This situation is
called maladaptation, which is a negative change in the pattern of functioning and it

results in a recycle through the family process of adaptation (McCubbin et al., 1996).
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Thus, within the adaptation phase, the interaction between greater family strengths,
more positive family appraisal, better healthy family functioning and stronger coping
strategy, will lead to a greater possibility that they will be able to adapt to the crisis.

The Resiliency Model has a strong potential to guide research that
composes the concepts of family stress, family appraisal, family responses, and family
adaptation. Second, the Resiliency Model incorporates the concept of resiliency in the
family unit. The framework was extended to explain why families with chronic stress
are able to adapt, through the use of recovery factors, in the creation of new successful
patterns of family functioning. Third, this theory has been used to answer the complex
questions of how a family uses their strengths, resources, and perceptions as
components in an adaptation process that aims at achieving balance within their family
and within their community. Fourth, the Resiliency Model explains why some families
endure life hardships and traumas with minor adaptation and appear to be buffered by
protective factors such as family hardiness and family appraisal of illness. Fifth, it
provides a way to describe family efforts to adapt to a stressor over time. Finally, the
Resiliency Model has been widely used to guide research by nursing and behavioral
scientists working both individually and collectively to isolate protective and recovery
factors in the family unit that may affect physical and psychological outcomes. In
addition, the researches by McCubbin and colleagues have demonstrated that family
stress, family appraisal, and family resources, as well as family functioning shape the
reaction of family members to the encounter. The concepts of family stress, family
appraisal, family resources, and family functioning are the primary focus of the study
that was undertaken. It is hypothesized that family adaptation in families of
adolescents with MI will be affected by a combination of family stress, family
functioning, family appraisal of illness, and family hardiness.

The conceptual framework for this study is derived from the adaptation
phase. The six variables specified in the adaptation phase are taken into the conceptual
framework for this study: 1) pile-up of demands was studied in terms of family stress,
2) family crisis situation was studied in terms of patient’s life skills, 3) newly
instituted patterns of functioning was studied in terms of family functioning, 4) family

appraisal was studied in terms of family appraisal of illness, 5) family resources was
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studied in terms of family hardiness, and 6) the outcome was studied in terms of
family adaptation.

In this study, there are several categories of stressors and strains that
combine as part of family adaptation to adolescents with MI. Firstly, patient’s life
skills encompass behavioral reactions to the illness and related hardships over time,
and reflect whether or not the adolescent with Ml has a disability or lower functioning.
Secondly, family stress includes normative transitions in individual family members
and the family as a whole. These stressors include family member death or illness,
prior family strains accumulated over time, such as financial problems or
unemployment, situational demands, and contextual difficulties such as acute illness or
accident. They also include the consequences of family efforts to cope that have added
to the family burden such as loss of property or conflicts in the family, and intrafamily
and social ambiguity to act or cope effectively with the crisis; for example, in
understanding of Ml or its symptoms. Thus, in this study pile-up demands are not only
particular demands of the illness stressor, but also the concurrent stressors, strains, and
transitions. Family functioning, family appraisal of illness, and family hardiness will
play a role as family resources for the purposes of family adaptation. This model will
guide the line of inquiry concerning the contribution of family variables to the

outcome of family adaptation.

2.4 Family Adaptation

Family adaptation is a central concept of the Resiliency Model. It is an
important variable in the family’s efforts to maintain adjustment and adaptation in
response to stress in the family. The adaptation process uses resources factors or
resilience factors and the capability of the family, as well as balancing stressors and
strains (McCubbin & McCubbin, 1993). Various adaptation pathways are involved
over time (Walsh, 2003b). In concept analysis, it is shown that family adaptation
focuses on chronic illness of a child family member. Family adaptation is defined as a
process of the family system identified by the use of multiple coping strategies to

achieve adaptive tasks in a chronic illness situation (Clawson, 1996).
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Family adaptation is the state of balance which contributes to the health of
the family members and the family unit as a whole. The family adaptation shows
efforts to bring a new level of balance, harmony, coherence and functioning to a
family crisis situation. Family adaptation fit, at both the individual to family and the
family to community levels of functioning, may vary on a continuum from good to
poor (McCubbin et al., 1996; McCubbin & Patterson, 1987). However, family
adaptation involves the process of restructuring and makes changes in the rules,
boundaries, and pattern of family functioning.

A few researchers, drawing on the Resiliency Model framework, have
explicitly identified family adaptation as the outcome variable of interest in studies
concerned with families dealing with the illness of a member (Leske & Jiricka, 1998;
Leske, 2003; Svavarsdottir et al., 2005). Besides this, family adaptation is widely
conceptualized as family well-being (Fink, 1995; Leske & Jiricka, 1998; Leske, 2003;
Svavarsdottir, 1997; Van Riper, 2000), general health status (Svavarsdottir, 1997;
Rungreaungkulkij et al., 2002), family sense of coherence (Greeff et al., 2006), and family
functioning (Hsiao & Van Riper, 2009), all considered analogous to family adaptation.
However, this study will explore family adaptation, including family member
satisfaction with the individual within the family and the family within the community.

Family adaptation occurs at two levels. One occurs after the family has
accepted changes. Family members work again to become more appropriate to one
another and the unit becomes more harmonious in its functioning. On another level,
family adaptation occurs through daily transactions between the family and the
community. Families interacting with the community to make a better fit are a part of
the adaptation process. The definition of family adaptation in the Resiliency Model is
congruent with the concept “family adaptation” in Antonovsky and Sourani (1988).
Thus, family adaptation is defined as perceived satisfaction with intrafamily and
family-community fit.

In this study, the Family Adaptation Scale (FAS) (Antonovsky & Sourani,
1988) has been selected to measure family adaptation. The FAS development was
described in the study of Antonovsky and Sourani (1988). A sample of 60 married
Israeli males who were disabled by injury or illness completed the FAS, along with

their wives. The perceptions by spouses of the family’s satisfaction with its adaptation
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to its internal and external environments were examined. Cronbach’s alpha was
reported as .85 for husbands, and .89 for wives (Antonovsky & Sourani, 1988). Leske
and Jiricka (1998) studied family adaptation after critical injury in 51 families in
Canada and used the FAS. They reported the internal reliability as a Cronbach’s alpha
coefficient of .91 for the total scale. Consequently, Leske (2003) used the FAS in 127
family members who participated within 2 days of admission to the intensive care unit
after trauma and surgery. The result showed the alpha reliability was .90.

Additionally, Svavarsdottir et al. (2005) used the FAS in 129 families in
the United State and 123 families in Iceland who had a young child with chronic
asthma, and reported the internal reliability as a Cronbach’s alpha coefficient of .89
for the whole scale. In the US sample, Cronbach’s alpha coefficients were .88 for the
mothers and .89 for the fathers. In the Iceland sample, Cronbach’s alpha coefficients
were .88 for the mothers and .84 for the fathers.

In Rungreangkulkij et al. (2002), family adaptation was operationalized as
the psychological morbidity of individual family members. Individual family
members’ health has been viewed as one dimension of family adaptation. The
convenience sample comprised 108 families containing a member with schizophrenia
in the community. The results found that family stressor (patient’s functioning) was
negatively related to psychological morbidity (r = -.36; p < .01). Pile- up of demands
(the normative and non-normative stressors and intrafamily strain) was positively
related to psychological morbidity (r = .45; p < .01). Family resources were negatively
related to psychological morbidity (r = -.35; p < .01). Family negative appraisal of the
situation was positively related to psychological morbidity (r = .28; p < .01). Higher
family functioning was negatively related to psychological morbidity (r = -.43; p <.01).
In addition, the patients’ functioning, family functioning, pile-up of demands, family
appraisal, and seeking of spiritual support accounted for 22.7 % of the variance in
psychological morbidity of the mothers. For the relatives, the pile-up of demands,
family appraisal, family functioning, and seeking of spiritual support accounted for
29.8 % of the variance in psychological morbidity of the relatives. They collected data
from both mother and a relative in each family. Nevertheless, they separated them into
two groups for analysis. The results might be biased from the negative relationship
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between family functioning and psychological morbidity. Family resources were not
included for analysis because of its overlap with family functioning.

Families of adolescents with MI often find it urgent to adapt in order to
reduce the two sources of family stressors, i.e., family stress both from the family life
cycle and patient’s life skills. In addition, the experience of stigma, the uncertainty
about the illness, and the future after parents are no longer able to provide care were
cited as important in the literature discussing parental care for a person with mental
illness (Chafetz & Barnes, 1989; Greenberg, Greenley, McKee, Brown, & Griffin-
Francell, 1993; Ryan, 1993). The experience of stigma and uncertainty about the
illness can give meaning to the situation. Thus, the need to study family appraisal of
illness is required to fully understand family adaptation.

Greeff et al. (2006) identified resiliency factors in 30 families with a
mentally ill family member. They measured sense of coherence in order to explain
family adaptation. The result found that the most significant correlations were family
hardiness and family adaptation in parents (r = .63; p <.001) and children (r = .42; p < .05).
In this study, caution is needed when generalizing the study because of the use of a
small sample size. Furthermore, the sample was too heterogeneous in terms of length
of illness, as well as age of identified patient (adults and children).

Hsiao and Van Riper (2009) examined family adaptation of 157 individual
family caregivers and 65 families in Taiwanese families of patients with severe mental
illness. Individual adaptation refers to family caregiver burden and depressive
symptoms of family caregiver. Family adaptation refers to family functioning. The
results found that family caregivers with higher levels of social support and a more
positive meaning of family caregiving are able to adapt more effectively when
confronted with a pile-up of demands. Social support and meaning of caregiving were
the mediators’ between pile-up of demands and family adaptation. Individual and
family members with severe and persistent MI develop the strengths and capabilities
to foster the growth and development of individual family members and the family unit.

Understanding family adaptation is crucial but challenging and complex.
Few empirical data are available to describe family adaptation and factors influencing
family adaptation in families of a person with MI, and in families of adolescents in

particular. This is due to the fact that the research on family caregiving in families of a
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person with MI tends to emphasize a pathological or negative outcome. Further, there
is a lack of consensus about terminology of family adaptation and a variety of
measures used to investigate family adaptation. This variation makes it difficult to
compare the results of the different studies and to gain an insight in the relation
between variables. Therefore, there is a need to study family adaptation in families of
adolescents with MI. The present study will explore family adaptation in the stage and
defines it as the perception of satisfaction with the family’s adaptation to its internal
and external environments.

Families of adolescents with MI often experience family stress when
families fail to adapt to their symptoms and development tasks. Family stress increases
when they experience stressful life events and they attempt to maintain their family by
using the family resources and capability to stabilize and create harmony and balance.
In these ways, families of adolescents with MI and some family factors have an effect
on family adaptation. Families of adolescents with MI are well adapted if family
members can use family resources and capabilities, have healthy family functioning,
maintain a strong sense of family hardiness, and maintain positive family appraisal of
illness. In addition, family resources and capabilities can gain stage-appropriate family
adaptation if family members have low family stress and high level of patient’s life
skills. Therefore, in this study, the factors that are hypothesized to influence family
adaptation are family stress, patient’s life skills, family functioning, family appraisal

of illness, and family hardiness.

2.5 Factors Related to Family adaptation

2.5.1 Family Stress

There are many theoretical definitions of family stress found in literature.
Hill (1949) c defined family stress as the events that place pressure for change on the
family system. Similarly, McCubbin et al. (1983) defined family stress as events or
circumstances that place pressure for change on the family system. Olson and Gorall,
(2003) conceptualized family stress as the buildup of change that is stressful,

suggesting that all situations in which family members are challenged by the
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environment in a way that overtakes their individual or collective resources and
threatens the well-being of the family are family stress.

Family stress is defined as a demand placed on the family that produces, or
has the potential of producing changes in the family system (McCubbin et al., 1996).
Several studies of families dealing with health and social problems are important in
family stress (Gilliss, 1991; Gilliss & Knafl, 1999; Klein & White, 1996; McCubbin,
1999). Life events can increase the risk of illness and disability to family members.
These events can be categorized as normative and non-normative. Normative events
are those that are generally expected to occur at a particular stage of development or in
the life span such as starting a first job, or retiring from work. Non-normative events,
in contrast, are those that are not anticipated to occur and which the family has no
ability to predict. Moreover, life events and the accumulation of events can result in a
family crisis (McCubbin et al., 1996). Understanding family stress requires an
examination of several related concepts: family life events, family transition, family
burden and family crisis. No single concept is a sufficient threat to family stress. In
addition, it is essential to explore how family members handle a stressful situation
(Walsh, 2003b). The family plays an important role both in the development and in the
management of an illness and disability (World Health Organization, 2003a).

A significant amount of research exists on families of adolescents with MI.
Parents tend to experience more stressful life events, including higher total and
negative life changes than other family members, marital distress, general family
dysfunction, stigma, burden of caregiving, guilt, and physical illness (Czuchta &
McCay, 2001; Milliken, 2001; Schwartz & Gidron, 2002). Furthermore, parents who
have a child with MI rate themselves as experiencing less enjoyment in parenthood.
During the transition of children with mental illness, the parent may perceive the
desired child as a family member who is physically present but psychologically
absent. The child’s illness constrains family functioning because the family demands
change (Milliken, 2001). The stresses for parents are tremendous, and include learning
the painful lesson that psychiatry is not an exact science.

Puotiemi and Kygas (2004) interviewed a mother and her daughter who
had been in psychiatric patient care. The participants were interviewed three times.

The coping demands faced by the mother were aggressive behavior, withdrawal from
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personal relationships, inability to concentrate, unstable mental health and concern
about the future of her daughter. The relationship between family members was
quarrelsome, the communication was poor, family atmosphere was unsupportive and
chaotic. Significantly, the mother generated new somatic diseases. The mother took
care of herself by studying and doing handiwork. The main coping resource was
emotional support from friends and members of the family. However, the husband had
broken off all contact with the family. Likewise, in Thailand, Thummathai (2001)
interviewed thirty seven parents who have adolescents with MI concerning stressful
caregiving situations. The results were six stressful caregiving situations: inability to
study or work, self care deficit, problematic behaviors, therapeutic activities, financial
problems, and conflict between the main caregiver and other significant caregivers.
This stress was considered to be the combined product of the increased caring need of
adolescents with behavioral problems, lower functioning, and the emotional reaction
to disability. Thus, adolescents with MI are the stressors to families and enhance the
family crisis or family stress.

Families can be the source of significant stress. The development of Ml in
adolescents can have a ravaging effect on the family because their hopes and
expectations for future are often dashed. Not surprisingly, a major effect of Ml on the
family is the creation of a high level of stress. Although this stress can have a negative
effect on everyone in the family, the effects are especially pernicious for the
adolescent with MI and can contribute to a more severe course of the illness.
According to McCubbin and colleagues (1996), a family is seldom dealing with a
single stressor. The family’s situations are intensified by the concurrent pile-up of
demands such as the life changes and hardships. The hardships associated with a
family crisis include increased marital or sibling relationship strains, community
conflicts, and decreased emotional or financial resources, depending on the nature of
the stressors. These hardships create adjunctive burdens on the family system. In
addition, family transitions are the result of the normal growth and development of
family members. The normal transitions may arise in the same time frame as the
family struggles to manage the crisis situation. Walsh (2003a) noted that families may
be unfortunate in the concurrence of multiple stressors. The overwhelming of family

stressors creates an increasing vulnerability for family problems. The complexity of
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the family stress contributing to risk or resilience may vary with emerging challenges
over time. Moreover, Seloilwe (2006) noted in her qualitative research that the
experiences and demands of families who care for their mentally ill relatives at home
in Botswana revealed a myriad of experiences and problems that families encountered
in providing care to their relatives. Furthermore, family caregiving of mentally ill
members is unique and specific in situation demands.

Several studies in psychiatric nursing found that family burden and family
demands negatively influence family functioning (Hsiao & Van Riper, 2009; Ohaeri,
2003; Rose et al., 2006). Chien et al., (2007) in their study with 203 family caregivers
of schizophrenic patients in Hong Kong, found that the families who perceived a
higher level of caregiver burden were those who lived in a family with poorer
functioning. The findings of the study are congruent with those of families with
chronic ill patients. These studies showed that family stress was negatively associated
with family well-being. In addition, a family that is confronted with discrimination in
workplace, community, and society may face the long term consequences of isolation.
Families of adolescents face a wide range of physical, mental, and social changes which
are viewed as family stressors. Adolescent development results in a certain degree of
disequilibrium, as family members often assume. These are identified as impacting

families with financial difficulties, marital conflicts, unemployment, and substance abuse.

2.5.2 Patient’s Life Skills

Patient’s life skills is a stressor of the family and has been shown to vary
with the severity of illness in families with MI. Numerous studies of family burden,
strain, and distress have demonstrated that family members of persons with Ml suffer
from behavior symptomatology and that the level of functioning of mentally ill
relatives as the most distressing (Barrowclough, Tarrier, & Johnston, 1996; Biegel,
Miligan, Patnum, & Song, 1994; Hatfield, Coursey, & Slaugter, 1994; Loukissa, 1995;
Marten & Addington, 2001; Noh & Avison, 1988; Rienhard & Horwitz, 1995; Tuck,
Mont, Evans, & Shupe, 1997). Some researchers used the related concept of deficient
functioning as a factor associated with burden (Cook, Lefly, Pickett, & Cohler, 1994).
Additional studies of Provencher, Fournier, Perreault, and Vezina (2000) have

supported the idea that the degree and frequency of impaired functioning or behavioral
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disturbance is associated with greater levels of family burden. In addition, the
caregiver’s perception of the behavioral disturbances is significant in understanding
the symptoms of mental illness and thus needs to be measured.

Family members experience more distress when the patient shows
depressed or anxious behaviors (Tuck et al., 1997). In their study of parents with a
son or a daughter suffering from schizophrenia, Ferriter and Huband (2003) have
found that parents most commonly identify behaviors causing difficulty as violence,
withdrawal, and verbal aggression. Further, Ml results in “ambiguous losses” for the
family (Rose, 1996). These losses are ambiguous in the sense that, while the ill family
member is still physically present, psychologically they have changed and the person
previously known is no longer there. Grieving this kind of loss is difficult because,
although we have rituals for mourning the death of someone in the family, we do not
have any for losses incurred as a result of M.

The previous studies considered the disruptive behaviors, and deficient
social functioning of the ill relatives as family stressors (Cook et al., 1994; Kendall,
Leo, Perrin, & Hatton, 2005; Rienhard, 1994; Thummathai, 2001). Kendall and
colleagues (2005) conducted a descriptive study to examine child behavior problems,
maternal distress, and family conflict encountered by 157 mothers of ADHD children.
The age of the children with ADHD ranged from 6 to 18 years old. Their results
indicated that behavior problems in the children with ADHD were associated with
distress in their mothers. Mothers who had more distress reported having higher
family conflict than mothers reporting less distress. However, child behavior problems
were not found to directly affect family conflict, but child behavior problems had an
indirect affect on family conflict. This suggests that the mother’s role in these families
is important.

Schieve et al. (2007) examined stress and aggravation among 459 parents
of children aged 4 to 17 years in the United state 2003 National Survey of Children’s
Health (NSCH). They found that parents of a child with autism have additional
stressors related to the child’s challenges in communicating, difficult behaviors, social
isolation, difficulties in self-care, and lack of community understanding. The child’s
behaviors and conduct problems were most strongly related to parent stress. In
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addition, parents of children with autism who recently needed special service were
classified as having high aggravation and high family burden.

In addition, the mixed methods study in 30 family members of mentally ill
relatives of Rose and colleagues (2006) also reported that family members’
perceptions of illness severity were high and resulted in altered family functioning
such as in the communication, behavioral control, affective involvement and problem
solving. However, some families described how they could not easily classify the
illness symptoms and found it difficult to manage, which caused them to feel
embarrassed, isolated and lose crucial support.

A few studies have focused on the relationship between the adolescent’s
symptoms and family functioning. Some balanced families appear to have more
positive health outcomes for a patient with MI. As Saunders (1999) reported, the
greatest impact on the family members and most disruptive problem in the family as a
unit is the patients’ behavioral problems. The patient’s behavioral problems were
positively associated with family functioning in families providing care for a family
member with schizophrenia. The patient’s behavioral problems explained family
functioning to a level of 16%. Thus, higher family functioning was associated with
higher function of mentally ill patients. Additionally, Rungreangkulkij et al. (2002)
studied 108 families of person with schizophrenia in Northeastern Thailand. They
found that there is an impact of stress related to the patient’s functioning and family
stressors on the mother’s psychological morbidity. Thus, family stressors are
negatively associated with family functioning.

The causes and effects between family caregiver stress and perception of
caregiving is extremely difficult to unravel. It is as powerful to argue that family
appraisal is colored by family stress as to argue that family stress is a response to
family appraisal of illness. Thus, Hanson, Gedaly-Duff, and Kaakinen (2005) noted
that health problems influence family perceptions and behaviors. Likewise, family
perceptions and behaviors influence health outcomes. In addition, the stressors from
specific behaviors of adolescents with Ml or strategies that a family may have used in
the adjustment phase are: increased rigidity or suppression of frustrations and feelings,
consuming alcohol or drug abuse to manage psychological tension, which may lead to

psychological or physical dependency (Thummathai, 2001).
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The association study between patient behaviors and family appraisal of
illness in family caregiving was dearth. Tucker, Barker, and Gregoire (1998)
conducted a survey of a total population of patients with schizophrenia or
schizoaffective disorder and their caregivers to examine the relationship between
patient behaviors and the experience of caregiving. Seventy-three people who
currently received medication or experienced symptoms were identified. The
researchers found the negative family appraisal was best predicted by patient
depression or anxious behaviors. Thus, family members who appraise the situation
negatively are indeed likely to complete more tasks on behalf of the patient, but not
necessary because of the degree of the patient’s disability.

The stressor of families with MI is illness symptoms (Rose, 1998). The
appearance of behavioral problems poses colossal challenges for the entire family
system. Family members have described the suffering and difficulties of living with
patient’s symptoms of MI, as well as the ways they have used their own experiences to
assist their patients (Doornboss, 2001; Ferriter & Huband, 2003; May & Lund, 1999;
Rose, 1998). Families are clearly confronted with stressors related to caring for and
living with an adolescent with MI. Stressors are doubly influential in stressful
situations requiring supporting the adolescent’s normal development and providing
caregiving for the mentally ill. Some families develop varying degrees of problems
while others seem to exhibit well-being. When it is induced, the situation of caregiving
in a crisis requires adaptation. Thus, patient’s life skills are a major variable that has
been considered in family adaptation of families of adolescents with MI.

In this study, patient’s life skills are a demand of the family that produces
changes in the family system which is family stress. The patient’s life skills are
pondered as the adolescent’s level of functioning includes different levels of bizarre
behavior, withdrawal, antisocial behavior, self care and compliance. These behaviors
and symptoms associated with MI may include disruptive behaviors, defective social
functioning, hallucination, delusion, thought disturbance, and social withdrawal
(Doornbos, 1997; Song, Biegel, & Milligan, 1997).

The Life Skills Profile-20 (LSP-20) (Rosen et al., 2001) has been selected
to measure patient’s life skills in this study. It is an assessment instrument of general

function in activities of daily life, especially developed for people diagnosed with a
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severe MI. The LSP-20 is useful in real clinical settings to evaluate the general
function of the patient with MI. As many of the skills are relevant in other psychiatric
disorders the LSP-20 has been applied to a broad range of diagnoses. Additionally, the
philosophy of the LSP-20 focuses on a person’s life skills rather than their lack of life
skills. This is seen as being both positive for the person and encouraging carers and
others to emphasize what the person can do, rather than what they cannot.

The LSP-20 was modified from the LSP-39 and the LSP-16 by Rosen and
colleagues (2001). The LSP-20 is about half the length of the original, but its subscales
and total score correlated at .92: higher than the original scale. Test-retest and inter-
rater reliabilities were also comparable with the original, and validity was demonstrated
with expected correlations with items of the PANSS (Positive and Negative Syndrome
Scale). The internal consistencies of the five subscales were bizarre (.71), withdrawal
(.78), antisocial (.82), self-care (.82) and compliance (.81). The reliability Cronbach’s
alpha coefficient for the total LSP-20 was .90 (Rosen et al., 2001).

2.5.3 Family Functioning

Based on the various family theoretical perspectives, a definition of family
functioning can be derived within the guidelines of any of the frameworks. For
example, family functioning can be defined as problem solving, communication, roles,
affective responsiveness, and affective involvement, and behavioral control (Epstein,
Ryan, Bishop, Miller, & Keitner, 2003). According to Olson, Sprenkle, and Russel
(1979), family functioning would be defined in term of cohesion, adaptability, and
communication. Beavers and Hampson (1993) defined family functioning as
competence and styles in the family. Family functioning refers to basic attributes
regarding the family system that characterize and explain how a family system
typically appraises, operates and/or performs (McCubbin et al., 1996). Family
functioning is defined as the ability of the family to meet the needs of its members
through developmental transitions (Johnson, 2000).

Family functioning is a multidimensional construct reflecting family’s
activities and interaction. These are either effective or ineffective in enabling a family
to meet its goals. They provide for its members’ material and emotional support, and
foster members’ well-being and development (Walsh, 2003a). Suttiamnuaykul (2002)
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defined family functioning as “the important attributes about family systems that
describe how a family performs or operates in particular cultures and societies in order
to maintain homeostasis of that family”. The patterns of family functioning are the
change in family dynamics to manage the family stressors as well as restore family
harmony and balance to achieve adaptation (McCubbin et al., 1996).

Several models of family functioning describe the dimension of family
functioning differently. Within the perspective of the McMaster Model of Family
Functioning (Epstein et al., 2003) it is conceptualized through six dimensions:
problem-solving, communication, roles, affective responsiveness, affective involvement,
and behavior control. The Circumplex Model of Family Functioning (Olson & Gorall,
2003) composes of three dimensions: family cohesion, adaptability, and
communication. The Beavers Systems Model (Beavers & Hampson, 1993) specifies
two dimensions of family functioning: competence and style. All of these model union
with family process and are based on general systems theory. However, each model
reflects the values and beliefs in their own perspectives.

Minuchin (1974) emphasized that no families are problem free. Healthy
family functioning does not mean a family without problems. A healthy family can be
found to have problems (Walsh, 2003a). Moreover, culture, values, religion, and belief
influence the perception and behaviors of family members, which affect the family
functioning. Therefore, family functioning is an important factor in the family context.
One such threat to family equilibrium is illness, which is usually jeopardizing to the
entire family. When a family member does not function in his/her normal way then
this not only affects all the other family members, but also the overall family function.

The effect of psychiatric conditions on family functioning has been
studied: schizophrenia, bipolar disorder, major depression, substance abuse,
adjustment disorder, eating disorders, and anxiety disorders (Cummings, Keller, &
Davies, 2005; Friedmann et al., 1997; Han et al., 2007; Saunders, 1999; Heru & Ryan,
2002). There are many needs in the family that change during the adolescence of a
child. The functions of the family and how these needs are dealt with will also change.
The changes will most likely occur as the child or the children in the family begin the
process of adolescence.
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Rungreangkulkij et al. (2002) studied 108 families of persons with
schizophrenia. They found that family functioning is related to the psychological
morbidity of mothers and relatives (r = .43, and r = .35; p < .01 respectively).
The family functioning was measured by the Chulalongkorn Family Inventory (CFI)
which was developed by Trungkasombat (1997). The family functioning includes
problem-solving; communication; roles; affective responsiveness; affective
involvement; behavior control; and general functioning.

Additionally, Han et al. (2007) studied factors influencing family
functioning in 365 families providing care for a member with chronic mental illness in
Korea. The results showed that knowledge of disease, family hardiness, family
support, family sense of coherence, and family coping were positively related with
family functioning. Family stress was negatively related with family functioning. The
combination of family support, family hardiness, family coping, knowledge of disease,
and family stress accounted for 61.4 % of the variance in family functioning.
However, the family functioning in this study was defined differently from that in
Rungreangkulkij and colleagues’ study (2002). Family functioning based on the
Olson et al. (1989) study consisted of family cohesion and adaptability.

In this study, the researcher chooses family functioning based on the
McMaster Model of family functioning. Because of it has been used to some extent in
studies involving Thai families with mentally ill adolescents (Lakthong, 2005;
Sombatkaew, 2002; Thokani, 2005). Several components: problem-solving,
communication, affective responsiveness, affective involvement, role, behavior control,
and general functioning have been identified as the tasks that families with adolescents
need to consider in both normal and crisis situations in order to maintain
physical, psychological, emotional, and social balance (Epstein et al., 1980 cited in
Trangkasombat, 2001).

1. Problem-solving refers to the way the family resolves problems and
conflicts. Resolving conflicts in the family is not an easy task. It depends on how one
chooses to deal with them. Family conflicts considered in a positive way may help
tremendously in the end result. Throughout their journey with the family, family
members try to adapt to family members’ needs to reduce the chances of the needs

causing greater problems. Problem solving may be improved by treating everyone
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with equality. Conflicts can be positive and might help in toning down the hostility in
the family.

2. Communication refers to the clarity and directness of information
exchange in the family. Communication is a very important part of any good
relationship. This is especially true for the relationship between family members.
Having a good communication among family members has the advantage of more
successfully avoiding conflict in their family. By communicating the rules of the
house and allowing discussion of how those rules are administered, family conflicts
are often decreased. This makes it easier because everyone knows where he/she stands
and can feel more open to go to others family members for consultations.

3. Affective responsiveness refers to the appropriateness of emotional
response between family members. The level of affective expression among family
members and the awareness of each other’s feeling are crucial for families of
adolescents with MI. They can express emotion for each other in order to share their
feelings and release tension.

4. Affective involvement refers to the appropriateness of emotional
attachment and the interest family members have toward one another. Affective
involvement strongly influences the family system. Family attachment does not
become any weaker and aids the adolescents in many ways: as a preventive measure
against depression, and in forming social networks and building social skills. The
affective involvement in family fosters many skills including intimacy, trust, conflict
resolution, and identity formation. The family members are a crucial source of support
and act as a buffer against conflicts with other family members and friends. A marital
conflict or divorce against conflicts with other family members and friends. A marital
conflict or divorce makes the family itself unstable and adolescents have to adjust
themselves to a new family situation.

5. Role refers to the clarity and appropriateness of the distribution of family
roles and responsibilities. Unfortunately, in adolescence, this task becomes more
difficult in the family. One reason is that parents often see themselves as “managers”
of their children. They are constantly organizing their children’s life, such as providing
good food, making sure their children are in bed on time. This is fine up until late

childhood, however, as it causes problems at the beginning and all throughout
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adolescence. Instead of being “managers” of their child’s life, parents need to be
consultants who focus on helping their teenager develop and exercise “decision-
making”, not managing their lives. Parents should give their adolescents a chance to
become more autonomous for the larger goals in their lives.

6. Behavior control refers to the clarity and execution of family rules. In
order to keep the rules of the house and decrease family conflict, allow discussion of
how those rules are formed is important. This makes keeping rules easier and no one
feels they are told what to do any longer.

7. General functioning refers to the ability of family members to maintain
family function in their response in physical, psychological, emotional, and social needs.

In this study, the Chulalongkorn Family Inventory (CFI) (Trangkasombat,
1997) has been selected to assess family functioning. In Thailand, the CFI has been
widely used as it is culturally appropriate and shown to be a valid instrument with high
internal consistency ranging from .83 to .91. Trangkasombat (1995) studied 30
families (90 participants), of which none had family members with a history of
psychiatric hospitalization, and found the internal consistency reliability alpha
coefficient of the total instrument was .88. Rungreangkulkij (2000) revealed that the
Cronbach’s alpha of the CFI in 108 families of a person with schizophrenia was .91. In
addition, Trangkasombat (2001) investigated family functioning in families of
psychiatric patients in hospital and nonclinical families in the community. There were
60 families in each group. The results of the CFI scores in psychiatric families were
significantly lower than the control group, reflecting poor family functioning in
families with a psychiatric patient. The Cronbach’s alpha for the total CFI was .88.

Tohkani (2005) compared family functioning in 70 families with
adolescent psychiatric patients at the outpatient clinics of three psychiatric hospitals
and 70 families with healthy adolescents in three schools in Nonthaburi and Bangkok,
Thailand. The study reported reliabilities of the CFI in families with psychiatric
adolescents at .87 and in families with healthy adolescents at .83. Meanwhile,
Lakthong (2005) used the CFI in a quasi-experiment to determine the effect of family
counseling on family functioning in 26 families of adolescent methamphetamine

abusers who attended Wang Sam Mo hospital, Udon Thani Province, Thailand. The
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results found the Cronbach’s alpha for the total CFI was .88 and the reliabilities of the
CFI in seven dimensions ranged from .84 to .90.

In summary, family functioning in this study is defined as the tasks that
families of adolescents with MI need to pursue in either normal or crisis situations in
order to maintain physical, psychological, emotional, and social balance. However, for
Thai families containing an adolescent with MI, family functioning regarding the
taking care of adolescents with MI and others family members has been
underexplored. Therefore, there is a need to explore what family functioning is in Thai
families of adolescents with MI. Further, the contributions of family functioning on

family adaptation in families of adolescents with MI need to be identified.

2.5.4 Family Appraisal of Illness

Another component of the Resiliency Model is the family appraisal of
illness, meaning the family perception and the definition of the illness. The subjective
definition of the illness shapes the family response and is crucial to the course of
family adaptation. The more constructive or positive the appraisal, the easier for
families to develop problem solving and coping strategies, and ultimately adaptation
(McCubbin & McCubbin, 1993). Family appraisal of illness is very important to the
family as they need to define the illness and determine how to deal with it and how
stressful it will be for them (Atinian, 1999).

Family appraisal of illness is the way the family members see the illness. It
is the way that the symptoms influence their decision about seeking medical treatment,
and their ideas about the causes, consequences, and course of the MI. It is how the
family thinks about the illness of a family member and makes decisions in how to deal
with the illness. Family appraisal of illness is a useful concept for exploring the family
caregiving experience from a transactional perspective. Appraisal is also the part of
the transaction between the person and the environment (Lazarus & Folkman, 1984).
Hunt (2003) noted that appraisal has been proposed as a mediator of burden and
outcome in a family caregiving situation. Whether caregiving is stressful is determined
by the family appraisal of illness.

Although MI in an adolescent may be viewed as something happening

within the family, the family is also affected by how Ml is treated in the health care
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system. Van Riper (2005) noted the factors that families determine, such as which
resources are available for financing health care services, and how policies determine
who is eligible for these services on the basis of legal and ethical principles. In other
words, as well as family members being interdependent, the families in a community
are interdependent.

In appraising the illness episode, Chen and Greenberg (2004) noted that the
family gives its own meaning to the situation, a meaning that may be close to or
distant from the professional consensus. Likewise, families differ widely in their
utilization of health care services. One category of studies examines why some
families choose to send a family member to a health care professional whereas other
studies examine why other families treat the same problem at home. These family
decisions are also affected by the availability and accessibility of health care to the
family. Therefore both family health beliefs and family decisions are made in
interaction with the health care system.

However, family appraisal of illness is a complex personal and social
activity that goes on largely outside professional settings. The two differences that
occur among most families and most health care professionals in accessing health and
iliness are as follows (Doherty & Campbell, 1988).

1. Emphasis on the subjective versus the objective. Health care professionals
are trained to look for measurable biological changes associated with disease, such as
elevated blood pressure or blood glucose. On the other hand, individuals and families
tend to focus more on the subjective aspects of the illness. An illness of a family
member who feels fine with it might be an insignificant issue to the family, but to a
health care professional it might look like a serious threat to the survival of the patient.
Obviously, this oppositional situation is filled with potential for misunderstanding and
conflict between family members and health care professionals.

2. Interpersonal framework versus epidemiological framework. Health care
professionals are trained to evaluate symptoms within the incidence and prevalence of
a disease in a population. On the other hand, families tend to think of symptoms
in terms of the experience of other family members and close friends.

McCubbin et al. (1996) noted that family appraisal helps families to give

meaning to stressful life events and family struggles, and it appears to play a principle
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role in shaping the family responses and strategies directed to adaptation. This aspect
of family appraisal involves the creation of family experiences and understandings
shared by family members for the purpose of facilitating the family adaptation.

Wright and Leahey (2005) emphasize nurses’ roles in understanding the
family context. For example, nurses must be aware that health beliefs and behaviors
are influenced by racial identity, privilege, oppression, social class forms, educational
attainment, income, and occupation. The clustering of values, lifestyles, and behavior
influences family interaction and health care practices. Furthermore, family members’
spiritual and religious beliefs, rituals, and practices can have a positive or negative
influence on their ability to cope with or manage an illness or health concern.

The family unit is also stressed in giving meaning to the health problem.
Family meanings are the collective views of the family unit refined, developed, and
adopted by family members to render legitimacy and acceptability to the illness. In the
encounter of a family health problem, the family appraisal may be cast aside and
replaced by a shared commitment to have one member devote his/her full time efforts
to the care of a member who is ill or disabled. At some time in the future, this member
should have the possibility to pursue his or her own career goals (DeMarco et al.,
2000).

Family appraisal of illness is the way in which families give meaning to
family life, keep alive the memories and influences of previous generations, protect
the health of family members, and negotiate diagnosis and treatments in the different
cultures of health care systems. Of particular interest in depression is the tendency of
individuals and families to minimize the seriousness of the symptoms and to delay
seeking help. Because the idea of suicide is terribly frightening, the patient and the
family may contrive to ignore the significance of symptoms such as insomnia. Family
appraisal of illness will be influenced by the willingness of a health care professional
to share information and offer emotional support for the family. Unclear or indirect
communication between health care professionals and patients and families can lead to
a persistent misunderstanding of the illness (Doherty & Campbell, 1988).

The family appraisal of illness of an adolescent with MI, and the family
decision to pursue medical care, often have little to do with symptoms that are of

primary interest to many health care professionals. Most people experience distressing
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psychological symptoms on a frequent basis, but deal with these problems at home
rather than at the hospital. Family appraisal of illness in clinical practice opens crucial
information to the family to accept the social nature of MI. Every family can be
viewed as having its own culture, values, and beliefs, and families tend to cluster into
more or less identifiable ethnic and cultural groups.

Hsiao & Van Riper (2009) conducted a cross-sectional, descriptive study
to examine individual and family adaptation in 84 Taiwanese families of persons with
severe persistent MI. The mediating effects of social support and meaning of family
caregiving on the relationship between pile-up of demands and individual and family
adaptation were explored. They found that social support and meaning of family
caregiving were the mediators. The findings support the idea that family caregivers
with higher level of social support and a more positive meaning of family caregiving
are able to adapt more effectively when confronted with a pile-up of demands.

Failla and Jones (1991) found that a higher level of family hardiness was
associated with the positive appraisals which strengthen family relationships and
family functioning. The families with a lower hardiness were less capable of managing
family resources when dealing with a stressful situation, and they probably give
meaning to the situation as more vulnerable than challenging.

Family appraisal of illness in the appropriate situation is essential for the
family to adapt to a member of the family who is mentally ill. Family caregivers
reported positive family appraisal of their situation, which indicated high family
hardiness and increased sense of family well-being (Carey et al., 1991). Thus, family
hardiness functions as the mediator or protective factor that manages family stress and
family adaptation.

Therefore, the meanings that these caregiving families perceive are in
addition to the reasons, capacity, and content with which all families must consider
their situation. Few studies have explored the impact of this arrangement of family
appraisal of illness on the dependent variable of family adaptation in families of an
adolescent with MI. However, this is critical, as McCubbin et al. (1996) noted. The
family unit determines the efficacy and legitimacy of these changes by contrasting and
screening the changes with the family’s values, beliefs, expectations and rules which

are integral to the family appraisal of illness.



Siriorn Puasiri Literature Review / 50

In this study, the Demand of Illness Inventory (DOII) (Rungreangkulkij,
2000) has been selected to measure family appraisal of illness. Rungreangkulkij
(2000) used the DOII to determine the perceptions of the family on having a person
with schizophrenia in the family. The settings were the rural northeastern areas within
a 54 km radius of Khon Kaen province and the study found that the Cronbach’s alpha
of the DOII was .85. The Cronbach’s alpha coefficient for the total instrument in
families of a person with schizophrenia was .90, indicating high internal consistency
of the instrument.

In summary, the family of an adolescent with MI that evaluates the illness
in a positive light can be considered to have effective family adaptation and this will
strengthen the family during the stressful situation. On the other hand, families that
fail to successfully evaluate family resources and have high family stresses have some
difficulty in family adaptation. They tend to opt for passiveness in caregiving. Because
of the negative meaning associated with the hardships, they cannot view the illness in
the family from a positive perspective. It can be hypothesized that negative family
appraisal of illness has a negative association with family adaptation and patient’s life

skills, and a positive association with family stress.

2.5.5 Family Hardiness

Family hardiness is the internal control over psychological tension and
inner power, which is characterized as giving meaning to life and the challenges that
are faced (McCubbin et al., 1998). It is the internal strengths and durability of the
family and is characterized by a sense of control over outcomes of life, a view of
change as growth-producing, and an active rather than a passive orientation in
adapting to stressful life situations. In addition, family hardiness functions as a buffer
or mediating factor in allaying the effects of stresses and demands, and a stabilizing
factor in the context of the family life cycle (McCubbin et al., 1996).

Kobasa’s concept of individual hardiness is extended to the family system
in family hardiness. It is considered as availability of family resources and the
mediator relationship between family stress and family adaptation (Ford-Gilboe &
Cohen, 2000). The concept of hardiness in a family may play an important role in

preventing family members’ burnout. To establish a sense of control and minimize the
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effect of uncertainty, family members need adequate educational preparation and
continued mentoring in caregiving. Encouraging the use of family resources promotes
family functioning by allowing the members to progress in their ability to accept more
responsibility. Families should be taught to care for the needs of their adolescents with
MI and to renew themselves through pleasurable activities, hobbies, and other interests.

One can define family hardiness as the family members’ internal strengths
and durability as characterized by ability to work together to find solutions to difficulties, a
view of change as beneficial and growth producing rather than threatening, and sense
of control over the outcome of life events and hardships. Family hardiness decreases
the family demands placed on family members. It is a key concept influencing family
adaptation (McCubbin et al., 1991). However, most of the studies on family hardiness
have examined families that contain a member with physical illness (Leske et al.,
1998; Leske, 2003; Niyomthai, 2005; Santati, 2005; Svavarsdottir et al., 2005).

The three components of family hardiness are as follows:

1. Commitment refers to the family’s sense of internal strength,
dependability and ability to work together.

2. Challenge refers to the family’s effort to be innovative, active, to
experience new things and to learn. It is normal to experience change occasionally and
the change entails growth rather than danger.

3. Control refers to the family’s sense of being in control of family life
rather than being shaped by outside events and circumstance. Families believe that
they are able to influence events and actively participate, instead of being at the mercy
of external forces.

From the literature review discussing the family of a person with MI, Han
and colleagues (2007) studied family hardiness in 365 families of patients with MI.
The results found that family hardiness was positively related to family functioning
(r = .51; p < .001). Moreover, Greeff et al. (2006) studied family hardiness in 30
Belgian families. They did research on a parent and a child of a mentally ill family
member. The family sense of coherence was used to measure family adaptation.
They found that family hardiness was highly positively related to family adaptation
(a parent, r = .63, p <.001; a child, r = .42; p < .05). The reliability of the results might

be confused by the convenience sampling and the small sample size. The length of
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illness was not reported. The replication of this study would clarify the mechanics of
family hardiness to decrease family stress and foster family adaptation.

In this study, the Family Hardiness Index (Santati, 2005) has been selected
to measure family hardiness. Santati (2005) assessed the content validity of the FHI
Thai version by using a panel of six Thai experts to confirm the representativeness of
the domain. Inter-rater agreement was also evaluated by asking the expert panel to rate
the items as they fit the concept label and definition. The Thai version of the FHI was
accepted by the panel of experts. The Cronbach’s alpha in 253 parent caregivers of the
pre-school asthmatic children was .80 (Santati, 2005).

In Western studies, the reliability of the FHI in previous research has been
supported, in one study, Cronbach’s alpha was .82 and the test-retest reliability was
.86 (McCubbin et al., 1987). Several studies reported reliability ranged from .79 to .89
(McCubbin & Thompson, 1989; Oberst, Hughes, Chang, & McCubbin, 1991; Fink,
1995; Clark, 2002, Svavarsdottir et al., 2005). In addition, Greeff et al. (2006) studied
30 families with a mentally ill family member (both parents and children), and found
that the reliability was .82. In Korea, the FHI was used in 365 families having a family
member with chronic mental illness at an outpatient clinic, and it was found the
reliability was .86 (Han et al., 2007).

Although family hardiness has been examined and considered as the
family system resource that facilitates a family, those studies have rarely included
families with MI. However, the successful treatment and outcome of adolescents with
MI depend on family commitment to learning new skills and consistently applying
them in their families. The challenge is to ensure that a family perceives change as
beneficial and helping growth of close relationships in their families in order to take
care of an adolescent with MI. A successful family can manage and control the
situation by reducing stress and improving family functioning. The suitable form of
family hardiness among families of adolescents with MI needs to be evaluated.
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Summary

This chapter reviewed many important issues related to families of
adolescents with MI. It includes the nature of adolescents with MI and their family
adaptation. The findings of research revealed that families having adolescents with Ml
experience family life events and patients’ behavioral problems. It was found that
these families had utilized several resources and capabilities to adapt to such stressful
situations. Based on the studies reviewed, there is limited evidence regarding
adaptation in families containing an adolescent with MI. The results of the studies
have not yet indicated the protective or resilience factors of family adaptation in
families providing care for an adolescent with MI.

This study examines the pattern of the relationships among the factors
related to adaptation in families of adolescents with mental illness. The selected
factors from the Resiliency Model of Family Stress, Adjustment, and Adaptation will
be examined for predictive factors that have an effect on family adaptation of Thai
families of adolescents with MI. The chapter shows that family stress, patient’s life
skills, family functioning, family appraisal of illness and family hardiness influence
family adaptation. In addition, family functioning, family appraisal of illness, and
family hardiness work as the mediator in the family adaptation of families of
adolescents, using the Resilience Model. The results of this study will be useful in
understanding the family adaptation of families which have an adolescent with Ml in
Thai culture. It also provides a foundation to develop an effective intervention to help

the families dealing with their adolescents with M1 effectively.
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CHAPTER I
METHODOLOGY

This chapter describes the methodology, including the research design,
population and sample size, setting, instrumentation, data collection, protection of
human subjects and data analysis methods. A pilot study and findings are also

presented.

3.1 Research design
A cross-sectional study was used to examine the relationships between
family stress, patient’s life skills, family functioning, family appraisal of illness,

family hardiness, and family adaptation among families of adolescents with MI.

3.2 Population and Sampling

Population of the Study

The population in this study was family members of adolescents with MI
who attended outpatient and inpatient clinics at selected psychiatric hospitals under the
Ministry of Public Health in four regions of Thailand. These hospitals are Suan prung
hospital, Prasrimahapho hospital, Suansaranrom hospital, and Srithanya hospital. The

following criteria were used for selecting the participants.

Inclusion Criteria

Family members:

1. A family member who identified his/her self as a major provider of
direct care for adolescent with MI and a representative of family, including his/her

mother , father, parent, sibling, or other relative.
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2. Having an adolescent with MI diagnosed by psychiatrists.

3. Aged 18 years and over.

4. Living continuously with an adolescent with MI in the same household
for a minimum period of 1 year prior to the study.

5. Being able to communicate and understand Thai language.

6. No history of psychiatric disorders.

7. Agree to participate in the study.

Adolescents with MI:

1. Adolescents with age ranging from 12 to 24 years old (Patel et al., 2007).

2. Being diagnosed by psychiatrists that he/she has had at least one
of mental illness including, schizophrenia, bipolar disorders, depression, attention
deficit hyperactivity (ADHD), autism and its subtypes for at least 6 months prior to the
study. These diagnoses are in accordance with the criteria of the ICD-10 (International
Classification of Disease versionl0) or the DSM-IV-TR (Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition, Text Revision).

Exclusion Criteria
1. Participants who wanted to stop completing the questionnaires.
2. Participants who showed the signs of physical or emotional distress or

discomfort during the completing the questionnaires.

Sample of the Study
The sample size was determined from Cochran’s formula (1963).The
formula was
2 A2
Where n is the estimate of sample size
is the abscissa of the normal curve that cut off an area a at the

tails, 1.96 for o =0.05
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is the estimated population variance of family

adaptation, (8.698)°

d is the margin error for the mean estimation, setting 1.7% of the
mean of family adaptation, 1.127

Thus, the sample size in this study was calculated with regard to this formula as

. (1.96)*(8.698)*
(1.127)?

n = 230

In this study, the minimum sample size for the validity of this study
was 230 participants. To increase data confidence, added 10 percent of the participants
as performed for attrition to the sample size. Therefore, the sample size in this study

was 253 participants.

Sampling Technique

The facilities for treatment and rehabilitation of adolescent psychiatric
disorders are scattered under state and private agencies. Stratified sampling technique
was used to select random representative psychiatric hospitals. The sampling
technique included two steps as follows:

Step 1: Based on the geographic areas in Thailand, seventeen psychiatric
hospitals accredited by the Department of Mental Health, Ministry of Public Health
were divided into four regions. The criteria for selection of the psychiatric hospitals
were that these hospitals had the largest number of patients per year comparing with
others in each region. Thus, four psychiatric hospitals were recruited in this study,
including Suan prung hospital from the North, Prasrimahapho hospital from the
Northeast, Suansaranrom hospital from the South, and Srithanya hospital from the
Central region.

Step 2: The sample was calculated according to the proportion of the
patients in the four hospitals. A total of 310 families of adolescents with MI were

recruited as 19.94 %, 22.58 %, 20.42 %, and 37.06 % of Suan prung hospital,
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Prasrimahapho hospital, Suansaranrom hospital, and Srithanya hospital respectively.
Therefore, this study had 51 family members from Suan prung hospital, 57 family
members from Prasrimahapho hospital, 52 family members from Suansaranrom

hospital, and 93 family members from Srithanya hospital (Table 3.1).

Table 3.1 Estimated Sample Allocations in Selected Hospitals

Hospital Number of Patients Percent Estimated
(Year) Sample
Suan prung hospital 74,750 19.94 51
Prasrimahapho hospital 84,651 22.58 57
Suansaranrom hospital 76,558 20.42 52
Srithanya hospital 138,954 37.06 93
Total 374913 100.00 253

Prior to collecting the data, a pilot study was performed. It took a period of
four months to complete this pilot study, because very few eligible participants
attended the clinics, approximately 0 to 2 cases per day. Following the pilot study, 300
family members of adolescents with MI were approached. Forty eight participants
refused to participate in the research project at the initial approach. Fifteen participants
were excluded from the study: 5 participants did not have enough time to complete the
questionnaires; 3 refused because feeling of stigmatization attached to being family
members of adolescents with MI; 4 stated that they were not be able to disclose the
family matters because of their religious principles; and 3 were excluded because of
extreme tension while completing the questionnaires. Based on the limited research
time frame and dissertation defense committees’ decision, 237 participants were

finally accepted as appropriate sample size.
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3.3 Settings

This study was conducted at inpatient and outpatient clinics in four
psychiatric hospitals of four regions throughout Thailand. First, Suan prung hospital
which is located in Chaing Mai province, northern region was selected. This hospital
serves 251 outpatient visits per day and has 700 beds. Second, Prasrimahopho hospital
which is located in Ubonrajathanee province, northeast region was chosen. This
hospital serves 317 outpatient visits per day and has 750 beds. Third, Suansaranrom
hospital which is located in Surajthani province southern region was selected. This
hospital serves 281 outpatient visits per day and has 1,300 beds. Finally, Srithanya
hospital which located in Nonthaburi province, central region was chosen. This
hospital serves 501 outpatient visits per day and has 2,280 beds. All of these hospitals
provide similar services, including psychiatric treatments and rehabilitation, as there
are tertiary care centers for patients from various provinces and have been accredited
by the Department of Mental Health, Ministry of Public Health. Specifically, all of

these hospitals have child and adolescent psychiatric clinics and specialist psychiatrists.

3.4 Instrumentation

A set of Thai version, self-reported questionnaires which are seven
instruments were used in this study; (1) The Personal Information Profile; (2) The
Thai Family Stress Inventory (TFSI); (3) The Life Skills Profile-20 (LSP-20); (4) The
Chulalongkorn Family Inventory (CFI); (5) The Demands of Illness Inventory (DOII);
(6) The Family Hardiness Index (FHI); and (7) The Family Adaptation Scale (FAS).

The Thai Family Stress Inventory (TFSI) and the Chulalongkon Family
Inventory (CFI) were developed by Thai researcher (Trangkasombat, 1997).

The Demands of Illness Inventory (DOII) (Rungreangkulkij, 2000) and the
Family Hardiness Index (FHI) (Santati, 2005) were already translated into Thai by
Thai researchers using back translation technique. The Life Skills Profile-20 (LSP-20)
and the Family Adaptation Scale (FAS) instruments were translated into Thai by the

translation process. The seven instruments were described in the following sections.
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1. The Personal Information profile

The Personal Information Profile comprises two parts including:

Part one: Personal information of a family member including with age,
gender, education, marital status, relationship with the patient, number of children in
the family.

Part two: Personal information of an adolescent with MI, including; age,
gender, age of onset (age at diagnosis), number of admission in the hospital following
being diagnosed as having a mental illness, and the diagnosis.

2. The Thai Family Stress Inventory (TFSI)

The TFSI was used to measure family stress. The TFSI was modified from
the Thai Strain Inventory. The scale was first developed by Rungreungkulkij (2000) to
assess pile-up of demands in families of a person with schizophrenia within the past 12
months. The questionnaire consists of 11 items focusing pile-up of demands which
were defined as the sum of normative and non-normative stressors and intrafamily
strains. Participants were asked to rate each item from O (not at all stress) to 3
(extremely stress). The total scores range from 0 to 33. The higher scores indicate
higher pile up of demands. The Cronbach’s alpha of the instrument was .73
(Rungreungkulkij, 2000).

According to Cronbach’s alpha of the instrument was .73. The Thai Strain
Inventory was modified by the author’s permission. The researcher established the two
focus groups with six Thai family members of adolescents with MI (three for each
group) to identify sources of Thai family stressors. The group discussions were semi-
structured, with questions related to stressful family life events derived from the Thai
Strain Inventory (Rungreangkulkij, 2000) and the work of others in the field of family
caregiving and mental illness (Leelakraiwan, Setthaphumirin, & Kaew-Ying, 1992;
Sornpaisan Charusshing, & Boulek, 1998). Content analysis indicated that families of
adolescent with MI dealing with unemployed, illegal, drug abuse and disagreeing in
mental illness. Thus, four items (2, 13, 14, and 15) relevant to the finding were added.
Also, the modifications were performed in item 7 and 9 in order to be better fit with
the entire family context. In addition, according to the content validators’ suggestion,
item 10 was modified. Therefore, the TFSI has 15 items on four-point scale from 0

(not at all stress) to 3 (extremely stress). The higher scores indicate higher family
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stress. The total score can range from 0 to 45. The questionnaire can be self-
administered, requires approximately 5 minutes for participants to complete.

In this study, the reliability coefficient from pilot study and main study
were .81 and .79 respectively (Table 3.3).

3. The Life Skills Profile-20 (LSP-20)

The LSP-20 (Rosen et al., 2001) was used to measure the patient’s life
skills perceived by family members about the function and disability of adolescents
with MI that may cause stressful situations leading to changes in the family system.
The LSP-20 contains a 20-item with five subscales including; bizarre behaviors (items
4, 5, 7); withdrawal behaviors (items 1, 2, 3, 14, 20); anti-social behaviors (items 15,
17, 18, 19); self-care (items 6, 8, 9, 10, 16); and compliance (items 11, 12, 13). Each
participant was asked to score the items 4-3-2-1 from leftmost to rightmost anchor.
The total score ranges from 20 to 80. The higher scores indicate higher function of
patients. The questionnaire can be self-administered, requires approximately 10
minutes for completion. Since the LSP-20 has never been used in Thailand, it was
translated into Thai language using back translation technique.

After permission acquirement, the LSP-20 was translated and tested for
content validity by five clinical experts. According to content validitors’ comment,
some modifications were performed in the translated version in order to enhance clarity
and appropriateness. For example, the word “this person shows tenderness (affection) to
others” was changed to “this person interacts with tenderness (affection) to others”.

In this study, the reliability coefficient from pilot study and main study
were .85 and .90 respectively (Table 3.3).

4. The Chulalongkorn Family Inventory (CFI)

Family functioning was measured by the CFI (Trangkasombat, 1997). The
CFI is a 36-item self report scale for family members older than 12 years of age. The
CFI was designed to measure the level of family functioning. This questionnaire
consists of seven subscales including: a) 6-item of problem-solving (1, 2, 3, 8, 25, and
26); b) 4-item of communication (9, 16, 28, and 31); c) 3-item of roles (10, 17, and
29); d) 5-item of affective responsiveness (4, 11, 18, 34, and 35); e) 5-item of affective
involvement (5, 12, 21, 24, and 33); f) 4-item of behavior control (6, 13, 27, and 30);
and g) 8-item of general functioning (7, 14, 15, 19, 20, 22, 32, and 36). The rating
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scale is from 1 (strongly disagree) to 4 (strongly agree). Scoring is reversed for
negative words items, which are items 3, 6, 9, 12, 15, 18, 21, 24, 27, 30, 33, and 36.
The total scores range from 36 to 144. The higher scores indicate healthy family
functioning. The questionnaire can be self-reported, requires approximately 15 minutes
for participants to complete.

The CFI was the instrument that could be used without explicit permission
because the developer had made them public (Trangkasombat, 1997). In this study, the
content validity was performed. The reliability coefficient from pilot study and this
study were .85 and .91 respectively (Table 3.3).

5. The Demands of IlIness Inventory (DOII)

Family appraisal of illness was measured by the DOIl which was
translated into Thai and modified by Rungreangkulkij (2000). The DOII has 19 items,
rating from 0O (not at all) to 3 (extremely). The lower scores indicate less negative
appraisal of the illness. The total scores can range from 0 to 57. The questionnaire can
be self-administered, requires approximately 10 minutes for participants to complete.

In this study, the process of permission acquirement of the DOII was
performed. Later, the content validator’s suggestions for some modifications were performed
in item 1, 2, 7, and 9 in order to enhance clarity and appropriateness. The reliability
coefficient from pilot study and this study were .85 and .87 respectively (Table 3.3).

6. The Family Hardiness Index (FHI)

The FHI is a 20-item self-report designed to measure the internal strengths
and durability of the family unit. The FHI was developed by McCubbin et al. (1987)
and translated into Thai by Santati (2005). This questionnaire consists of three
sections: 1) commitment (items 4, 5, 6, 7, 8, 9, 11, 18); 2) challenge (items 12, 13, 14,
15, 16, 17); and 3) control (items 1, 2, 3, 10, 19, 20). The rating scale is scored on a 4
point scale ranging from 0 (false) to 3 (true). Scoring is reversed for negative items,
which are item 1, 2, 3, 8, 10, 14, 16, 19, and 20. The total scores range from 0 to 60.
The higher scores indicate high family hardiness. The questionnaire can be self-
administered, requires approximately 10 minutes for participants to complete.

In this study, the process of permission acquirement was performed.
According to the content validation, some modifications were adjusted in item 2, 3 and

4 in order to clarity and appropriateness. For example, in item 2 the word is too
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threaten to the participants. In addition, the word “we” and “I” were changed to “our
family”. The reliability coefficient from pilot study and this study were .76 and .79
respectively (Table 3.3).

7. The Family Adaptation Scale (FAS)

Family adaptation was measured by the FAS developed by Antonovsky
and Sourani (1988). The 1l-item with semantic differential items scored from 1
(completely satisfied) to 7 (dissatisfied). This questionnaire consists of three subscales
include: a) 6-item of internal family fit (individual to family unit) (1, 4, 5, 7, 10, and
11); b) 2-item of family—community fit (8 and 9); c) 3-item of both level of fit (2, 3,
and 6). The total score range from 11 to 77. A high score indicates satisfactory in
family or a balance between demands and capabilities. The questionnaire can be self-
report, requires approximately 10 minutes for participants to complete. Since the FAS
have never been used in Thailand, it was translated into Thai language using back
translation technique.

In this study, the FAS was the instrument that could be used without
explicit permission because the developers had made them public (Antonovsky &
Sourani, 1988). After, content validation, some modifications were performed in item
10 in order to clarity. For example, the word “wishes” was changed to “expectations”.
The reliability coefficient from pilot study and this research study were .85 and .88
respectively (Table 3.3).

Translation Process

The researcher utilized back translation technique to translate the English
version to Thai language. The process of translation and back translation of the FAS
and the LSP-20 were guided by Brislin (1970). There were 4 steps of the translation
process as follows:

1. The original English version was translated into Thai language by a
bilingual Thai from faculty of nursing, Mahidol University.

2. The Thai version was reviewed by a Thai monolingual reviewer. The

ambiguous and incomprehensible wordings were identified.
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3. Another bilingual translator then performed back translation by
translating the reviewed Thai version instrument (as explained in step 2) back into
English language. (Back translation)

4. The back translated version was reviewed by comparing the meaning of
its contents with the original version by a native English language (a monolingual
American from the English Language Center, Mahidol University) who do not know
Thai language in terms of meaning equivalence. In addition, the researcher compared
the back translated version with the original version for both linguistic congruence and
cultural relevancy. Items with evident discrepancies between the two versions were
examined to ascertain whether the problems took place in the forward or backward
translation. To correct any errors in any items, the whole cycle from step 1 to 4 was
performed again. The translation process was repeated until the maximum equivalence

between the Thai version and back translated version was reached.

Instrument Validation Process

All the instruments in this study were tested for reliability and validity. The
equivalent testing in this process was conducted in the instrumental validation process
(Polit & Beck, 2008). Flaherty et al. (1988) recommended an enhancement of the
content equivalence for cross cultural which focuses on the cultural relevance of the
content of each an instrument’s items. Content equivalence refers to the relevancy of
content of items to the cultural phenomena under study (Beck, Bernal, & Froman, 2003).
Therefore, a content validity index with a panel of five experts was used (Table 3.2). Four
experts were nurse instructors with expertise in psychiatric mental health nursing and
another was a psychologist.

A panel of five experts were asked to rate the cultural relevancy of each
item in measuring the construct of the instrument from 1 to 4. The rating scores given
by five experts used the index of content validity (CVI) to determine the extent of
agreement between the experts (Waltz, Strickland, & Lenz, 2005). With all of those
instruments, experts rated the content relevance of each item using a 4-point rating
scales including: 1 = not relevant; 2 = enable to assess relevance without item revision
or item is in need of such version that it would no longer be relevant; 3 = relevant but

needs minor alteration; 4 = very relevant and succinct. An index of content validity
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showing the proportion of agreement among judges will be calculated for each item
and the total scale. The specific guidelines for judging the appropriateness, accuracy,
and representativeness of the specifications were given by the experts (Polit & Beck, 2006).
Based on the experts’ responses the content relevance of each item, the total scale
revisions, and the identity omission were performed. In addition, the measurements,
those measurement rating and a CVI scores were modified if the I-CVI score was less
than 1 and S-CVI was less than .80 (Polit & Beck, 2006). Before implementation, all
questionnaires were modified in order to make them appropriate to Thai families of
adolescents with MI.

A content validity index was computed both scale-level: content validity
index for scales (S-CVI), and content validity index for items (I-CVI). The results of
content validity index (CVI) of each questionnaire were acceptable. However, all
instruments also needed to be used in a pilot study prior to conducting this research, so
as to examine the reliability and to evaluate the clarity and suitability of the
instruments for using in Thai families of adolescents with MI. The results of content

validity index (CVI) of each questionnaire were as follows (Table 3.2):

Table 3.2 Content Validity Index of Instruments

Instrument S-CVI I-CVI (Range)
1. The Thai Family Stress Inventory (TFSI) 98 .65-1.00
2. The Life Skills Profile-20 (LSP-20) .93 .65-1.00
3. The Chulalongkorn Family Inventory (CFI) 98 .80-1.00
4. The Demands of Illness Inventory (DOII) .85 .55-1.00
5. The Family Hardiness Index (FHI) .94 .75-1.00

6. The Family Adaptation Scale (FAS) .87 .75-1.00
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Table 3.3 Research Instrument Reliabilities

Variables Research instruments Cronbach’s Alpha
30 cases 237 cases
Family Stress The Thai Family Stress Inventory (TFSI) .81 79
Patient’s life skills The Life Skills Profile-20 (LSP-20) .85 .90
Family Functioning The Chulalongkorn Family Inventory (CFI) .85 91
Family Appraisal of Illness ~ The Demands of Illness Inventory (DOII) .85 .87
Family Hardiness The Family Hardiness Index (FHI) .76 .79
Family Adaptation The Family Adaptation Scale (FAS) .85 .88

3.5 Protection of Human Subjects

Prior to data collection, the approval of the Institutional Review Board
(IRB) of Mahidol University, Faculty of Medicine, Chiang Mai University were
obtained accompanied by Suaun prung hospital, Prasrimahopho hospital,
Suansaranrom hospital, and Srithanya hospital (Appendix D). The process of inform
consent were completed before the data collection process. Assents forms also were
obtained from adolescents with MI depend on their age (lower than 18 years) and the
level of function. More importantly, the participants and adolescents with MI were
assured of the confidentiality of the study with no impact on their services and their
freedom to discontinue their participation at any time. The time required for complete
the questionnaire set is 45 to 60 minutes. No individual identities were detected in
written reports or data was shared with others for analysis. The participants were asked
if they have any concern or any questions before, during, or after the completion of the
self-report or the interview, and the researcher was available to answer questions. If
the questions in family issues are come up, after complete questionnaires, the
researcher was provided with referral information relevant to hot-line calling,

emergency clinic, primary care system, or social welfare etc.
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3.6 Data Collection

After the protection of human subject process was completed, the data
collection was initiated in the two phases: pilot testing and hypotheses testing. The
pilot testing took 4 months from January 2009 to April 2009. The hypotheses testing
took 5 months from May 2009 to September 2009.

Phase I: Pilot Testing

A pilot study was conducted in 30 families of adolescents with MI to
identify problems with the design, determine if the recruitment technique is effective,
to assess the instrument development process including cultural implications of using
the research instruments proposed, psychometric properties, detect potential problems
in data collection, to obtain accurate estimates of the time required to complete the
instruments and to estimate the cost of the data collection, to gain experience and
confidence in working with the participants and instruments, and to practice data
analysis techniques (Jacobson, 2004).

The pilot study was performed in two hospitals: Maharaj Nakorn Chiang Mai
Hospital and Srithanya hospital. Then the participants from inpatient and outpatient
clinics were identified. The researcher introduced herself and explained the objectives
of the study to them. The participants were informed of their right to participate or
refused to participate in the study. The written consent form and assent form were
signed if the participants and adolescents with MI were willing to participate in this
study. The participants were asked to complete the questionnaires as well as to
evaluate the clarity and appropriateness of the questions, and instructions.

On the basis of the results from this pilot study the questionnaires were
modified. The data from the pilot study was analyzed to estimate the internal consistency,
reliability, using Cronbach’s alpha coefficients (Table 3.3). The acceptable outcomes of

all instruments were more than .70 (Burn & Grove, 2009).

Phase Il: Hypotheses Testing
1. The data collection was established in four hospitals. The researcher
submitted the letters of the Dean of the Faculty of Graduate Studies, Mahidol University

to ask permission for data collection from directors of the selected hospitals.
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2. After obtaining approval of the Institutional Review Board (IRB) and
the director’s hospital permission. The researcher coordinated with the directors of
nursing department, head of departments, head nurses and staffs working at the
outpatient and inpatient departments of each hospital in order to explain the research
objective and process.

3. The research assistants were necessary to training. Research assistants
were mental health and psychiatric nurses who graduated in Master Degree of Nursing
and have got experiences in caring for psychiatric patients and their families. All
research assistants were explained and trained by the principle researcher in order to
better understand the research objectives, the instruments, the data collection
procedures, the participants’ human rights, the confidential protection strategies, and
how to explain and facilitate participants if they had any questions or concerns.

4. Based on the lists of potential participants, the researcher and research
assistants recruited the sample from both outpatient and inpatient settings who met the
inclusion criteria. Participants were invited to participate in the research study. The
written informed consent was obtained from all agreed participants.

5. The places and time of data collection varied among the four hospitals.
For the participants who were illiterate, the data were obtained by interview.
Participants who were literate might choose to complete the questionnaires on their
own or being interviewed by the researcher. The participants responded to
questionnaires of personal information profile, the TFSI, the LSP-20, the CFI, the
DOII, the FHI, and the FAS. It took each participant approximately 45 to 60 minutes
to complete the questionnaires. The researcher or research assistants were presented
during the completion of the instruments. Participants were encouraged to ask the
researcher if they had questions associated with the instruments at any time.

6. The researcher or research assistants read each item carefully to make
sure the questionnaires were completed and asked participants to check again if the
answers were not clear. The participants received a gift in the appreciation of their

time and effort after they finished completing all questionnaires in this study.
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3.7 Data Analysis

The researcher utilized Software Product for Service Solution (version 17,
Mahidol University) and the Linear Structural Relationship (LISREL) (version 8.80,
student version, Scientific Software International, Inc.). The procedures for data

analysis were as follows.

Exploratory Data

The Software Product for Service Solution and PRELIS program (version
2.72) was used to execute the data.

1. The data were coded, entered and rechecked based on a scoring system
formulated by the researcher.

2. The distribution of each variable examined with descriptive statistics
including, mean, standard deviation, range of scores, frequencies, percentages,
skewness, and kurtosis.

3. The assumptions testing were performed to achieve assumptions of
multivariate analysis including, normality, linearity, homoscedasticity, and
multicolinity (Hair et al., 2006).

4. The intercorrelations between variables in the model estimated with the
correlation matrix.

5. The quality of the research instruments tested with Cronbach’s Alpha

coefficient for the reliability of the instruments.

Statistical Analysis

The SEM statistics employing LISREL program (8.80) was used to
analyze causal relationship among variables in the model to predict family adaptation
in families of adolescents with MI by examining the parameters of the measurement
model and the hypothesized model, and tested the fitting of hypothesized model and
found out the best fit model to the hypotheses. This analysis was performed in two steps.

Step 1: The measurement model validity: the measurement model of
patient’s life skills, family functioning, family hardiness, and family adaptation were
tested for the model fit and to examine the construct validity of the proposed

measurement model. A confirmatory factor analysis (CFA) was used to test the
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measurement model. The overall model fit and the criteria for construct validity were
examined for the measurement models.

Step 2: The structural model validity: the hypothesized model clarified
exogenous and endogenous variables in the path diagram. The structural model was
refined by freeing and evaluating the modify model for the best model fitted to answer
the hypotheses. The modification indices were used as a guideline for model
improvement of the relationships between indicators under theoretical based.

According to Hair and colleagues (2006), the evaluation criteria for the
model fit should be based on the several criteria and the diversity of perspectives to
achieve the statistical, theoretical, and practical relevance. In general, the goodness-of-
fit criteria and the measurement model fit indexes were used for evaluating the model

fit are as follows:

The Overall Fit Model Indexes:

1) Nonsignificant Chi-Square (x%) (p > .05) was recommended because it
indicates the proposed model fits the observed covariance and correlation well. A
large value of chi-square indicates the differences between observed and estimated
matrices. However, the low chi-square values resulting in the significant levels greater
than .05 or .01 indicates the actual data and predicts input matrices which are not
statistically different.

2) Norm chi-square (ratio of chi-square to degree of freedom) was identified
whether the observed and estimated matrix differ considerably. The recommended
value was 1 to 2.

3) Goodness- of- fit Index (GFI) was the square residuals of the prediction
and actual data comparison reflecting the overall degree of fit. The value ranged from
0 to 1. The higher value indicated better fit. The GFI greater than .90 was considered
good. However, the absolute acceptable threshold values had not been established.

4) The Adjusted Goodness of Fit Index (AGFI) was an extension of the
GFI. The recommended acceptance value of AGFI is a value greater than or equal to .90.

5) The Root Mean Square Error of Approximation (RMSEA) was the
discrepancy per degree of freedom. A recommended value acceptance is a value

ranging from .05 to .08.
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6) The Comparative Fit Index (CFI) was a comparison between the
estimated model and a null or independent model. The values ranged from 0 to 1 and

the large values indicated higher levels of goodness- of- fit.

The Measurement Model Fit Indexes:

1) The statistical significance of the indicator loading was identified that
the measurement of each latent variable was valid. The t-value of each variables
representing the parameter estimated divided by its standard error must exceed the
critical value of + 1.96, +2.576, and + 3.291 for the .5, .01, and .001 significant levels,
respectively.

2) The square multiple correlations (R?) of indicator variable were identified
as a reliability indicator of the extent to which each of the variables adequately
measures its respective underlying construct. The values ranged from .00 to 1.00.

A recommended acceptance level was .70.

Summary

This chapter presented research methodology, design, the population and
sample, the procedures for data collection, the protection of human right, research
instruments, pilot study and data analysis procedures. In this study, a correlational,
cross-sectional research design was used to examine the causal relationships among
family stress, patient’s life skills, family functioning, family appraisal of illness,
family hardiness, and family adaptation among Thai families of adolescents with MI.
Two hundred and thirty seven family members of adolescents with MI recruited into
the study. In addition, a pilot study was done to test the study feasibility and to test the

instruments clarity, readability, appropriate language, and reliability.
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CHAPTERI1V
RESULTS

The results of this study were presented in four sections with tables and
explanation. Demographic characteristics of the samples and description of study
variables are firstly displayed. The second section described the assumptions testing of
the study variables. The third section presents the measurement model and

hypothesized model testing. The last section reports the results of modified model.

4.1 Characteristics of the Sample

4.1.1 Data of family members

In this study, 300 family members of adolescents with MI were
approached from four psychiatric hospitals in four regions including the north, the
south, the northeast, and the central area of the country. However, forty-eight
participants refused from the study. Fifth-teen participants were excluded from the
study (Five participants could not have enough time to complete the questionnaires.
Three of this number indicated having stigma attached to being family members of
adolescents with MI. Four stated not be able to disclose the family matters because of
the principle of religion. Three were excluded because of extreme tension while
completing the questionnaires). Therefore, 237 participants were recruited in this study
including 35 participants from Suan prung hospital, 54 participants from
Suansaranrom hospital, 61 participants from Prasrimahapho hospital, and 87
participants from Srithanya hospital.

Most of family members accompanied patients to the outpatient clinic of
these hospitals (outpatient clinic = 199 family members and inpatient clinic = 38
family members). Almost two-third of family members was in middle adulthood with

age range from 31-50 years old (63.3%). Average age of participants was 45.62 years
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old (SD = 10.41). Number of female participants were two-time higher than male
(female = 68.4%, male = 31.6%). The majority were Buddhist (95.4%). Of the total,
75.5% were married, while 11.4% were separate or divorce.

For education, about thirty-four percent had elementary school level. Most of
participants had occupation (82%) and 23.2% were agricultural workers. Nearly half of
participants (43.5%) earned family income less than 10,000 bath/month (1US $ = 33 bath,
303.03 US $). It was found that 4.6% (n = 11) had two psychiatric patients living in the
same household. Regarding the relationships with patients, the majority of participants
(54.4%) were mothers. The duration of caregiving ranged from 1 year to 23 years, with a

mean of 5.3 (SD =4.80). The demographics of subjects were shown in Table 4.1.

Table 4.1 Demographic Characteristics of family members (n = 237)

Demographic Values n Percentage

Characteristics

Age (Year)
18-30 20 8.4
31-50 150 63.3
51-70 63 26.6
71-76 4 1.7

Mean = 45.62, SD = 10.41, Range = 18 to 76

Gender
Female 162 68.4
Male 75 31.6
Religions
Buddhism 226 95.4
Islam 8 34
Christianity 3 1.3
Marital status
Married 179 75.5
Separate/Divorce 27 114
Widow 14 59
Single 17 7.2
Educational Level
Elementary School 81 34.2
High School 73 30.8
Vocational 24 10.1
Bachelor degree 42 17.7

Master degree 17 7.2
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Table 4.1 Demographic Characteristics of family members (n= 237) (cont.)

Demographic Values n Percentage

Characteristics

Occupation
Farmer 55 23.2
Unemployed 42 17.7
Employee 41 17.3
Government Officer 39 16.5
Merchant 33 13.9
Business Employee 18 7.6
Other 9 3.8

Family Income (Bath/Month)
<10,000 103 43.5
10,001-25,000 66 27.8
25,001-40,000 37 15.6
40,001-55,000 10 4.2
>55,001 18 7.6
Missing 3 1.3

Number of Family Members (Person)
1-4 158 66.6
5-8 76 32.1
9-11 3 1.2

Mean =4.37, SD = 1.50, Range = 1 to 11 person

Number of MI Patient in Family (Person)

Relationship with Patient

Experience for Caregiving (Year)

1 226
2 11
Mother 130
Father 57
Grandfather/Grandmother 37
Sister/Brother 13
1-5 153
6-10 44
11-15 30
16-23 10

Mean = 5.29, SD = 4.80, Median = 3.30,
Range =1 to 23 years

95.4
4.6

54.8
24.1
15.6

5.5

64.6
18.6
12.7

4.2
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4.1.2 Data of adolescents with MI

Thirty-five percent of patients were in the age ranged between 20 to 24
years old , 33.8% in the age ranged between 12 to 15 years old, and 31.2% in the age
ranged between 16 to 19 years old with a mean of 17.60 years old (SD= 3.9).
Approximately, 62 % of the patients were male and 38.4 % were female. More than
half of the patients had high school education (55.3%).

The mean age of patients at the time of diagnosis was 13.40 years old
(SD = 5.51). The number of admissions ranged from 0 to 15 times, with a mean of
5.29 (SD = 1.61). However, around fifty eight percent of the patients were never
admitted in the hospital. The majority of patients were diagnosed with schizophrenia
(41.8%), the second were attention-deficit/hyperactivity disorder (ADHD) (27%), and
the third were depressive disorder (14.3%). The demographic characteristics of

patients were summarized in Table 4.2.

Table 4.2 Demographic Characteristics of Adolescents with Mental Illness

(n=237)
Demographic Values n Percentage
Characteristics
Age
(Year)
12-15 80 33.8
16-19 74 31.2
20-24 83 35.0
Mean =17.60, SD = 3.91, Range=12-24 years
Gender
Male 146 61.6
Female 91 38.4
Educational Level
No education 13 55
Elementary School 61 25.7
High School 131 553
Vocational 21 8.9

Bachelor degree 11 4.6




Fac. of Grad. Studies, Mahidol Univ.

Ph.D. (Nursing) / 75

Table 4.2 Demographic Characteristics of Adolescents with Mental Illness

(n =237) (cont.)

Demographic Values n Percentage
Characteristics
Age at Diagnosis (Year)
1-5 30 12.7
6- 10 41 17.3
11-15 72 30.4
16-20 77 32.5
21-24 17 7.2
Mean = 13.40, SD = 5.51, Range=2 -24 years
Number of admissions
0 137 57.8
1-2 77 324
3-4 17 7.1
5-15 6 2
Mean =5.29, SD = 1.61, Range = 0 to 15 times
Diagnosis
Schizophrenia 99 41.8
Bipolar Disorder 21 8.9
Depressive Disorder 34 14.3
ADHD 64 27.0
Autism 19 8.0

4.2 The Description of Study Variables

This study included six major variables: family stress, patient’s life skills,

family functioning, family appraisal of illness, family hardiness, and family

adaptation. Descriptive statistics for all variables are presented in Table 4.3.

Total score of family stress ranged from 0 to 33 with the mean of 10.90

and standard deviation of 7.11.

Total score of patient’s life skills ranged from 26 to 80 with a mean score

of 62.83 and standard deviation of 10.49.

The mean score for family functioning was 112.76 and standard deviation

of 15.60. Total score of family functioning ranged from 54 to 143.
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Family members rated their family appraisal of illness with the total score
of family appraisal of illness ranged from 3 to 55 with a mean score of 26.22 and
standard deviation of 11.36.

Total score of family hardiness ranged from 19 to 60 with a mean score of
45.09 and standard deviation of 8.01.

Total score of family adaptation ranged from 31 to 77 with a mean of

66.30 and standard deviation of 8.70.

Table 4.3 Descriptive Statistics for All Variables and Its Indicators (n = 237)

Variables Possible Actual Mean Median Mode SD sk Ku
Range Range

Family Stress 0-45 0-33 10.90 9.77 500 7.11 077  0.17

Patient’s Life

Skills 20-80 26-80 62.83 64.06 6500 1049 -0.54 -0.07
Bizarre 1-12 3-12 9.22 954 12.00 234 -0.60 -0.46
Withdrawal 1-20 7-20 1494 1532 1500 344 -038 -0.67
Antisocial 1-16 6-16 12.16 1276 1500 248 -046 -0.49
Self care 1-20 6-20 15.77 1611 1600 3.04 -0.66 0.07
Compliance 1-12 3-12 1030 1071 12.00 1.81 -1.05 1.08

Family Functioning 1-144  54-143 112.76  115.05 119.00 15.60 -0.70  0.76
Problem solving 1-24 6-24 18.83 19.28 2200 3.72 -0.70  0.30
Communication 1-16 6-16 12.54 1273 1400 235 -039 -0.51
Roles 1-12 3-12 9.78 10.04 10.00 1.88 -093 0.85
Affective responses 1-20 5-20 16.01 1625 17.00 258 -0.79 1.23
Affective involvement 1-20 5-20 1543 1565 1500 292 -056 0.16
Behavioral control 1-16 4-16 10.94 1095 11.00 229 -0.05 -0.09
General function 1-32 11-32 26.20 2695 29.00 451 -092 0.5

Family Appraisal of

Illness 0-57 3-55 2622 25,00 23.00 1136 -035 -047

Family Hardiness 0-60 19-60 45.09 46.00 54.00 801 -0.63 0.04
Commitment 0-24 1-24 20.29 2133 2400 3.76 -1.50  3.69
Challenge 0-18 1-18 12.70 1251  12.00 3.01 -0.76  1.59
Control 0-18 1-18 12.11 1249 12.00 3.74 -047 -0.27

Family Adaptation 11-77 31-77 66.30 6823 77.00 870 -1.11 1.28
Internal family fit 1-42 17-42 36.18 37.03 42.00 491 -1.09 1.15
Family-community fit 1-14 6-14 11.89 1223 1400 2.07 -0.83 -0.02
Both level fit 1-21 8-21 1824 18.85 21.00 274 -1.17 1.25

Note: SD = Standard Deviation = Skewness, Ku = Kurtosis
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4.3 Assumption Testing

Assumptions of multivariate analysis for structural equation modeling
(SEM) were tested prior to the statistical analysis to ensure an accuracy of the findings
and confirm no violation of statistical assumptions. All of variables were examined for
normality, linearity, homoscedasticity and multicollinearity.

Normality

Normality is the shape of data distribution for a variable and its
correspondence to the normal distribution. For assessing the normality, both normal
probability plots and univariate normality were used. If the data are normally
distributed, the normal probability plot would show the linear pattern of the points on
the plot follow the diagonal. These plots were applied to see how well the data fit to
the theoretical distribution (Hair et al., 2006). Within the PRELIS 2.72, univariate
normality of all variables had normal distribution (Table 4.4). The value of skewness
was less than 3 and kurtosis was less than 20 (Kline, 2005) and Z-score of skewness

and kurtosis was close to zero. As results, all of variables had a normal distribution.

Table 4.4 Test of Univariate Normality of Variables (n = 237)

Z-score
Mean SD sk ku sk Kku

Family Stress 10.902 7.106 0.018 -0.076 0.118 -0.119
Patient’s Life Skills 62.826 10.488 -0.020 -0.095 -0.130 -0.185
Family Functioning 112.755 15.599 -0.001 -0.015 -0.004 0.091
Family Appraisal of

illness 26.223 11.361 0.001 -0.020 0.004 0.074
Family Hardiness 45.091 8.008 -0.009 -0.028 -0.055 0.048

Family Adaptation 66.304  8.698 -0.078 -0.255 -0.499  -0.805
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Linearity

Linearity refers to the association between dependent and independent
variables which the change in the dependent variable was correlated with the
independent variable. The departure from linearity impacts to the correlation
coefficient between each pair of variables (Hair et al., 2006). In this study, the
bivariate scatter plot of the variables showed that the relationships between
independent and dependent variables were linear.

Homoscedasticity

Homoscedasticity refers to the dependent variable show equal levels of
variance across the range of predictor variables (Hair et al., 2006). The graphical plots
of residuals were used to reveal the homoscedasticity. This assumption was accepted
because the standardized residuals from the stem leaf plot of standardized residuals in
this study indicated the normal distribution. In addition, the Q plot of standardized
residuals in this study displayed the straight line from lower left to upper right corner
which indicated a linearity and homoscedasticity of error of variance (Hair et al., 2006).

Multicollinearity

Multicollinearity refers to high degree of relationships among independent
variables which able to reduce independent variables predictive power by extent to
which it associated with other independent variables (Hair et al., 2006). In this study,
correlation coefficients among independent variables, tolerance values, variance
inflation factor (VIF) and all condition indices were used to examine multicollinearity.
The results of correlation analysis showed correlation coefficient among five
independent variables ranged from -0.14 to 0.72 (Table 4.5). These results were no
more than 0.85. The tolerance values were in range from 0.53 to 0.80 that were more
than 0.19. The variance inflation factors (VIF) were in range from 1.25 to 1.87. The
VIF more than 10 means a high degree of multicollinearity. In addition, the condition
indexes were less than the threshold values of 30 (Table 4.6). Thus, there was no

existence of multicollinearity in these variables.
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Table 4.5 Correlation Matrix of the studied Variables (n =237)

Variables FS PLS FF FAP FH FAD
FS 1.000
PLS -0.369%* 1.000
FF -0.469%* 0.418%* 1.000
FAP 0.446** -0.225%* -0.226%** 1.000
FH -0.282%* 0.322%%* 0.722%%* -0.141%* 1.000
FAD -0.313%* 0.351%* 0.573%* -0.257** 0.456%* 1.000

Note: **p <.01
FS = Family stress, PLS = Patient’s life skills, FF = Family functioning
FAP = Family appraisal of illness, FH = Family hardiness, FAD = Family adaptation

Table 4.6 Testing of Multicollinerity in Multiple Regression of Studied Variables

(n=237)
Variables Tolerance VIF
Family Stress (FS) 0.595 1.682
Patient’s life skills (PLS) 0.800 1.251
Family Functioning (FF) 0.534 1.874
Family Appraisal of Illness(FAP) 0.761 1.314
Family Hardiness (FH) 0.581 1.720
Model Eigenvalue Condition  Constant Variance Proportion
Dimension Index FS FC FF FAP FH
1 5.554 1.00 0.00 0.00 0.00 0.00 0.00 0.00
2 0.325 4.13 0.00 0.30  0.01 0.00 0.03 0.01
3 0.095 7.64 0.00 039 0.00 0.00 094 0.00
4 0.021 16.36 0.00 0.01 0.60 0.02 000 033
5 0.009 24.64 0.23 007 034 032 002 0.63
6 0.006 29.64 0.77 0.18 0.05 066 0.00 0.03
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4.4 Model Testing

The analysis statistics of Structural Equation Model (SEM) by LISREL
composes of the measurement models and structural model. The measurement models
described the relationship between the latent variable and the observed variable that
were assessed with the confirmatory factor analysis (CFA). The structural model displayed
the relationships among exogenous latent variables and endogenous latent variables.

The Measurement Model Testing

In this study, four measurement models were tested (patient’s life skills,
family functioning, family hardiness, and family adaptation). The family stress and
family appraisal of illness were not tested for measurement model because both of
them were single construct.

The results from measurement model fit testing indicated that four models
were in the good model fit. A non-significant ¥2 indicated the good model fit in 4
measurement models; patient’s life skills, family functioning, family hardiness, and
family adaptation (p-value = 0.266, 0.378, 0.200, 0.873 respectively), and y2 /df were
less than 3.0. The remaining four goodness-of-fit indices were at good levels
(GFI= 0.983 to 1.00, AGFI = 0.964 to 1.000, RMSEA= 0.000 to 0.349) (Table 4.7).

Patient’s life skills contained five observed indicators: bizarre behavior,
withdrawal, antisocial, self care, and compliance. From Table 4.7, the result indicated
that the model fitted the data (¥2 = 6.44, df = 5, p-value = 0.266, X2 /df = 1.288,
RMSEA = 0.349, GFI = 0.989, AGFI = 0.968). The standardized factor loading ranged
from 0.51 to 0.82 and t-values exceeded the critical value of + 3.29 at the significance
levels of 0.001. The reliability estimates (R?) of all indicators ranged from 0.27 to
0.67. The composite reliabilities of bizarre behavior, withdrawal, antisocial, self care,
and compliance were 0.13, 0.09, 0.09, 0.07, and 0.05 respectively. The results revealed
that all indicators represented the construct of patient’s life skills.

Family functioning comprised of seven observed variables: problem
solving, communication, roles, affective response, affective involve, behavioral
control, and general function. As Table 4.7, the results indicated that the model fitted
the data (32 = 13.94, df = 13, p-value = 0.378, %> /df = 1.07, RMSEA = 0.018,
GFI = 0.983, AGFI = 0.964). The standardized factor loading ranged from 0.17 to
0.92. The reliability estimates (R?) ranged from 0.03 to 0.85 and all indicators were
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significant. The composite reliabilities ranged from 0.01 to 0.10. The findings showed
that all indicators represented the construct of family functioning.

Family hardiness composed of three observed indicators: commitment,
challenge, and control. As Table 4.7, the results indicated that the model fitted the data
(x2 = 1.65, df = 1, p-value = 0.200, x* /df = 1.65, RMSEA = 0.053, GFI = 1.000,
AGFI = 0.970). Control path were significant. The standardized factors loading ranged
from 0.41 to 0.85. The reliability estimates (R?) of all indicators ranged from 0.17 to 0.72.
The composite reliabilities ranged from 0.07 to 0.57. Thus, three indicators
represented the construct of family hardiness.

Family adaptation contained three observed indicators: internal family fit,
family-community fit, and both level fit. As Table 4.7, the results indicated that the
model fitted the data (%2 = 0.03, df = 1, p-value = 0.873, y* /df = 0.03, RMSEA = 0.000,
GFI = 1.000, AGFI = 1.000). The standardized factors loading ranged from 0.65 to
0.92. Internal family fit, family-community fit, and both level fit indicators were
significant. The reliability estimates (R®) of all indicators ranged from 0.42 to 0.85.
The composite reliabilities ranged from 0.05 to 0.12. Therefore, three indicators

represented the construct of family adaptation.
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Table 4.7 The Measurement Model Construct Measures and Goodness of Fit

Index
Variables Standardized SE t-value Factor R’
Factor Score
Loading Regression
Patient’s life skills
Bizarre 0.80%** 0.13 14.05 0.13 0.64
Withdrawal 0.82%** 0.20 14.40 0.09 0.67
Antisocial 0.76%*** 0.15 13.03 0.09 0.58
Self Care 0.74%** 0.18 12.44 0.07 0.54
Compliance 0.51%** 0.12 7.95 0.05 0.27

o = 6.44, df = 5, p= 0.266, 5* /df = 1.288, RMSEA = 0.349, GFI =0.989, AGFI = 0.968

Family Functioning

Problem Solving 0.87*** a a 0.07 0.75
Communication 0.66%** 0.14 11.44 0.03 043
Roles 0.73%** 0.10 13.27 0.08 0.53
Affective Response 0.73%** 0.14 13.27 0.04 0.53
Affective Involve 0.67*** 0.17 11.69 0.04 0.45
Behavioral Control 0.17** 0.15 2.54 0.01 0.03
General Function 0.92%*%* 0.21 19.72 0.10 0.85

12 =13.94, df = 13, p = 0.378, 5/’ /df = 1.07, RMSEA = 0.018, GFI =0.983, AGFI = 0.964

Family Hardiness

Commitment 0.66%** a a 0.17 0.44
Challenge 0.85%** a a 0.57 0.72
Control 0.41%** 0.11 5.55 0.07 0.17

12 = 1.65, df = 1, p = 0.200, * /df = 1.65, RMSEA = 0.053, GFI =1.000, AGFI = 0.970

Family Adaptation
Internal Family Fit 0.927#** a a 0.12 0.85
Family-community Fit 0.65%** 0.13 10.60 0.05 0.42
Both Level Fit 0.86%** 0.17 13.74 0.12 0.74

22 =0.03, df = 1, p = 0.873, 3/* /df = 0.03, RMSEA = 0.000, GFI = 1.000, AGFI = 1.000

Note: * p <.05, ** p <.01, *** p <.001
a = Values were not calculated because the coefficients were set to constant number
%2 = Chi-Square, df = Degrees of Freedom, GFI = Goodness of Fit Index, AGFI = Adjusted
Goodness of Fit Index, RMSEA = Root Mean Square Error of Approximation
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The Structural Model Testing

The hypothesized model included two exogenous variables (family stress
and patient’s life skills) and four endogenous variables (family functioning, family
appraisal of illness, family hardiness, and family adaptation). To verify the model,
parameter estimates, residual, standard residual, modification indices, and overall

model fit were identified.

1. Hypothesized Model Estimates

As shown in Table 4.8 and Figure 4.1, the path coefficients in the
hypothesized model were statistically significant: family functioning—family adaptation
(B = .37, p <.001), family appraisal of illness — family adaptation (f = -.13, p <.05),
family hardiness — family adaptation (B = .29, p < .01). Family stress — family
functioning (y =-.35, p <.001), family stress — family appraisal of illness (y = .49, p <.001),
family stress — family hardiness (y = -.28, p < .01), patient’s life skills — family
functioning (y = .31, p<.01), patient’s life skills — family hardiness (y = .27, p < .01).
Whereas, the path coefficients of family stress — family adaptation, patient’s life skills
— family appraisal of illness, and patient’s life skills — family adaptation were
non-significant (y = .03, y = -.02, and y = .08 respectively) (Table 4.8). The goodness-
of- fit values at y2 = 453.50, df = 160, p = 0.000, y* /df = 2.83, RMSEA = 0.088,
GFI = 0.84, AGFI = 0.79. The model accounted for and explained 31 % of variance in
family functioning, 24 % of variance in family appraisal of illness, 21 % of variance in
family hardiness, and 37 % of variance in family adaptation. The hypothesized model

did not fit the data. Therefore, the hypothesized model would be modified.

2. Model Modification and Model Fit

To improve the fit of data to the model, the hypothesized model was
modified by using the modification indices (MI) and theoretical support. Hair et al. (2006)
recommended that the standardized residual should be + 2.58 and MI should not
exceed 3.84. In the hypothesized model, it was found that the standardized residuals
ranged from -6.29 to 8.44 and MI ranged from -1.73 to 55.93. Thus, the high values of
MI were following gradually set free to the hypothesized model before a satisfactory

modified model was achieved.
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y2 =453.50, df=160, 72 /df=2.83, p-value = 0.000, GFI = 0.84, AGFI = 0.79, RMSEA=0.088

Figure 4.1: Hypothesized Model of Family Adaptation in Thai Families of
Adolescents with Mental Illness

As shown in Figure 4.2 and Table 4.8 , the path coefficients in the
modified model were statistically significant: family functioning — family adaptation
(B = .44, p <.001), family appraisal of illness — family adaptation (f = -.13, p < .01),
family stress- family functioning (y = -.37, p < .001), family stress — family appraisal
of illness (y = .42, p < .001), family stress — family hardiness (y = - .19, p < .01),
patient’s life skills — family functioning (y = .28, p <.001), patient’s life skills — family
hardiness (y = .25, p < .001). However, the four path coefficients in this model were
non-significant including: family hardiness — family adaptation, family stress — family
adaptation, patient’s life skills — family adaptation, patient’s life skills — family
appraisal of illness (B = .09, y =.02, y = .12, and y = .08 respectively) (Table 4.8).

For the modified model, the selected goodness-of-fit measures are reported
in Table 4.9 and 4.10. The chi-square (¥2) was 154.63, with degree of freedom 136.
The p-value was 0.131, ¥2/df = 1.14, RMSEA = 0.024, GFI = 0.94, and AGFI = 0.91
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that had better fit to the empirical data than the hypothesized model. The square
multiple correlations (R”) of each observed variables ranged from 0.03 to 1.00.
Moreover, two path coefficients changed from significant with the specified level 0.01
to 0.001 (PLS-FF and PLS-FH) (Table 4.8). The model accounted for and explained
29 % of variance in family functioning, 20 % of variance in family appraisal of illness,
14 % of variance in family hardiness, and 36 % of variance in family adaptation.

Therefore, this modified model was used to test the research hypotheses.

y - . Affective . . -
Problem Communication Roles Affective Behavioral General Function

Solving (Y1) (Y2) (Y3) response (Y4) Involve Control (y6) Y7)

(¥3)
0,654+ 0.73***\ 0_71**T OV 017 0,945

0_87***

: Family
L0.37H% Fall"lll)f Appraisal
1,00+ / Functioning (¥8)
Family Stress | ¢
(X1) 1.00%**
0,955 lnlcrnilitfamily
Bizarre . 0.19% : (Y12)
o) 0.79% Famlly
Appraisal of | g,13#+ Family \ g5+ oy
[lness Adaptaﬁon ——> | Community
Withdrawal Fit (Y13)
Both Level Fit
L (Y14)
Ant | .
n(;zzfm Family
Hardiness
Self Care \
(%) 09254 ‘/0.60*** 0.61%%3
Commitment Challenge Control
Compliance (Y9) (Y10) (Y1)
(X6) *p<.05, ¥ p<.01, ¥** p<.001

%2 =154.63, df=136, y2/df=1.14, p-value = 0.131, GFI = 0.94, AGFI =0.91, RMSEA = 0.024

Figure 4.2: Modified Model Family Adaptation in Thai Families of
Adolescents with Mental Illness
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Table 4.8 Validation Results of the Causal Model of Family Adaptation of
Adolescent with Mental Illness (n = 237)

Path Diagram Hypothesized Model Modified Model
Path SE tvalue R’ Path SE t-value R’
Coefficients Coefficients

LAMBDA-Y
FF-PS 0.87%** a a 0.76 0.87%** a a 0.76
FF-COM 0.66%** 0.13 1146 043 0.65%** 0.13 1143 042
FF-ROLE 0.72%** 0.10 13.08 0.52 0.73%** 0.10 13.64 0.53
FF-AFFEC 0.72%** 0.14 13.20 0.52 0.71%** 0.14 1293 0.50
FF-INVOLVE 0.65%** 0.17 11.39 043 0.66%** 0.16 11.85 043
FF-BE_CON 0.18%* 0.15 266 0.03 0.17* 0.15 2.55 0.03
FF-GENFUNC 0.93%** 021 20.12 0.86 0.94%** 020 2094 0.87
FAP-FAP 1.00%** a a 1.00 1.00%** a a 1.00
FH-COMMIT 0.66%** a a 044 0.92%** a a 0.85
FH-CHALLEN 0.80%** 034 7.17 0.65 0.60%** 023 8.04 0.36
FH-CONTROL 0.46%** 030 576 021 0.61%** 030 747 0.37
FAD-INTER 0.95%%* a a 091 0.95%%* a a 0.89
FAD-COMMUNI 0.62%** 0.12 1053 039 0.65%** 0.12 11.51 043
FAD-BOTH 0.82%** 0.15 15.03 0.68 0.83%** 0.14 15.80 0.70
LAMBDA-X
FS-FS 1.00%** a a 1.00 1.00%** a a 1.00
PLS-BIZZARE 0.80*** 0.13 14.03 0.64 0.79%** 0.13 14.03 0.62
PLS-WITHD 0.81#** 0.20 1433 0.66 0.83%** 0.19 1473 0.69
PLS-ANTI 0.77*** 0.14 1331 0.59 0.76*** 0.14 13.18 0.57
PLS-SELF 0.73%** 0.18 1238 0.53 0.72%** 0.18 12.53 0.53
PLS-COMPLI 0.52%** 0.12 805 027 0.58%** 0.12  8.87 0.32
GAMMA
FS-FF -0.35%** 0.01 -5.35 -0.37%** 0.01 -5.82
FS-FAP 0.49%** 0.10 7.61 0.42%** 0.09 7.09
FS-FH -0.28%* 0.01 -3.41 -0.19%** 0.01 -2.69
FS-FAD 0.03 0.01 0.38 0.02 0.01 026
PLS-FF 0.31%* 0.07 4.47 0.28%** 0.07 0.18
PLS-FAP -0.02 0.76  -0.30 -0.07 0.67 -1.16
PLS-FH 0.27%* 0.09 3.09 0.25%** 0.07 3.58
PLS-FAD 0.08 0.08 1.05 0.12 0.07 144
BETA
FF-FAD 0.37%** 0.07 5.11 0.44%** 0.10 4.38
FAP-FAD -0.13* 0.01 -2.06 -0.13** 0.01 -2.26
FH-FAD 0.29** 0.08 3.64 0.09 0.09 1.02

Note: SE = Standard Error, * p <.05, ** p <.01, *** p <.001
a = Values were not calculated because the coefficients were set to constant number
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Table 4.9 Comparison of Goodness-of-fit Indices Between Hypothesized

and Modified Model
Structural Hypothesized Model Modified Model
Model
Absolute Fit Measure
Chi-square 453.50 154.63
Degree of freedom 160 136
p-value 0.000 0.131
GFI 0.84 0.94
RMR 1.90 0.83
RMSEA 0.088 0.024
Incremental Fit Measures
AGFI 0.79 0.91
NFI 0.91 0.97
CFI 0.93 0.99
Parsimonious Fit Measures
Normed chi-square 2.83 1.14

Note: GFI = Goodness of Fit Index, AGFI = Adjusted Goodness of Fit Index, NFI = Normed Fit Index,

CFI = Comparative Fit Index, RMR = Root Mean Square Residual, RMSEA = Root Mean Square
Error of Approximation
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CHAPTER V
DISCUSSION

This chapter presents a discussion of the hypotheses testing, based on the

best fit of the structural equation model of families of adolescents with MI.

Discussion on Hypotheses Testing Results

Hypothesis 1: Family functioning, family hardiness, and patient’s life
skills have positive direct effect on family adaptation of families with mentally ill
adolescents.

The results revealed that family functioning had significant positive direct
effect to family adaptation (B = .44, p <.001), whereas, family hardiness and patient’s
life skills had a non-significantly direct effect to family adaptation in families
containing an adolescent with mental illness (B = .09, p > .05; B = .12, p > .05
respectively). Thus, the finding of this study partially supported this hypothesis.

The finding that family functioning had a direct effect on family
adaptation of families with mentally ill adolescents was congruent with the previous
studies (Greenberg, Greenley, McKee, Brown, & Griffin-Francell, 1993; Han et al.,
2007; Rungreangkulkij, 2000; Saunders, 1999; Thompson, Gil, Burbach, Keith, & Kinney,
1993). However, the family hardiness had no significant direct effect to their
adaptation. According to the resiliency model, family functioning, family appraisal,
family resources, and family coping are considered mediators to predict satisfaction
with family life (McCubbin et al., 1996). McCubbin and colleagues (1996) suggested
that the interactions among these factors are the family capabilities attempting to
manage the crisis situation, leading to positive adaptation. Having a mentally ill
adolescent could disrupt family life and increase stress in family members (Suris et al.,
2004). Families of adolescents with MI thus experience an excessive demand. The

family members have to perform the important activities and interact with each other
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in enabling all the family members to meet the goals and foster members’ well being
(Walsh, 2003a). Thus, the family functioning could promote stability in their families
by strengthening the relationships of the family members during the stressful situation.
The finding lends support to the importance of family functioning in the adaptation
process in families of adolescents with MI. Thus, assisting families of adolescents with
MI without encouraging the functioning of the family would not be successful in
promoting adaptation in a family.

Additionally, one study identified the family hardiness as one of the
resiliency factors in families with a mentally ill family member (Greeff et al., 2006).
The result of this study was found to be contrary to that study. Family hardiness is the
internal control over psychological tension and inner power, which is characterized as
giving meaning to life and the challenges that are faced (McCubbin et al., 1998). The
family hardiness defined by this study was measured by three characteristics of the
family members: 1) the family sense of internal strength, dependability and ability to
work together; 2) the family effort to be innovative, active, to experience new things
and learn; 3) the family sense of being in control of family life. McCubbin et al. (1996)
noted that for family members who experience increased stress related to their child’s
illness, family hardiness becomes evident and be directed at the reduction or
elimination of stress, achievement of additional resources, on going management of
family tension, and shaping family members’ meaning of the situation. Thus, it was
expected that family hardiness had a direct effect to family adaptation, but this finding
could not support the explanation of the resiliency model. The possible explanation is
that the family hardiness might be overshadowed by family functioning as analyzed by
structural equation model (SEM) since the finding of correlations among the studied
variables showed that there was a positive correlation between family functioning and
hardiness at a high level (r = .72; p < .01) (see Table 4.5). This finding was similar to
that of Han and colleagues’ study, which found that family hardiness had a positive
relation with family functioning in the family of a mentally ill (r = .51; p < .001).
Further examination of the effect between family hardiness and family adaptation is

recommended.
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Regarding the finding that a patient’s life skills had no direct effect on
family adaptation of families with mentally ill adolescents, the finding contrasts a
previous study (Schieve et al., 2007). The finding may be due to stress from facing the
patient’s life skills being buffered by the family functioning. It was suggested by one
previous study (Saunders, 1999), that the patient’s behavioral problems were
important factors to predict family functioning in families of a person with mental
illness.

In summary, the findings in this study partially supported this hypothesis.
Family functioning strongly predicted adaptation in families of adolescents with MI.

Family hardiness and patient’s life skills had no direct effect on family adaptation.

Hypothesis 2: Family appraisals of illness and family stress have negative
direct effect on family adaptation of families with mentally ill adolescents.

The findings in this study partially supported this hypothesis. Family
appraisal of illness was found to have direct negative effect on family adaptation
(B=-.13, p <.01). It could be explained by the fact that families of adolescents with
MI who perceived their caregiving situation as stimulating a rather low level of stress
were well adapted. Greater family positive appraisal shapes the family adaptation in
order to protect the health of family members. This process would enhance the family
composition of family adaptation. These findings suggested that in order to promote
family adaptation in a family containing an adolescent with MI, family members need
to be thinking about the illness of the adolescent from a positive perspective.

However, this study found that family stress had a non-significantly direct
effect on family adaptation (f = .02, p > .05) A possible explanation of the
non-significant direct effect is that there might be resiliency in families of adolescents
with MI. As proposed by the model, family stress had an effect on family functioning,
family hardiness and family appraisal of illness. However, the finding revealed that
both family functioning and family appraisal of illness had an effect on the family
adaptation level. Family functioning and family appraisal of illness were proved to be
part of the family adaptive power in that they directly enhanced family adaptation.
In addition, there may be some potential mediating variables associated with family

resources and capabilities based on the resiliency model, but that were not considered
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in this study, such as family problem-solving and coping: these are strategies of a
family acting to maintain or strengthen the family. Another possible explanation might
be that families of adolescents with MI were more sensitive to other types of family
adaptation that were not measured in this study. However, the contradictory findings

on the effect of family stress on family adaptation needs further study.

Hypothesis 3: Family stress has a negative indirect effect on family
adaptation through family functioning, family appraisal of illness, and family
hardiness of families with mentally ill adolescents.

This study found that family stress had a significantly negative indirect
effect on family adaptation (B = -.23, p <.001) through family functioning and family
appraisal of illness. In addition, family stress had a significant negative total effect on
family adaptation (f =- .21, p <.01).

The findings could be explained by the fact that stress in families of
adolescents with MI had effects to disrupt family functioning and family appraisal of
illness and consequently affected family adaptation. In other words, if the family of
mentally ill adolescents had high stress, the family functioning, hardiness, and
appraisal of illness would be disrupted, and the inadequate family resources would
impair the well-being of the family. This study makes a contribution to the stress and
adaptation literature by demonstrating the pathway through which family stress
influences the family adaptation of families of adolescents with MI.

In this study, the most common stresses reported by the families were the
difficulty in raising their child, followed by experiencing anxiety and stress, financial
strain, school problems, and family conflicts. These findings were consistent with
western literature stating that the families faced an accumulation of internal and
external stressors, heightening vulnerability and risk for subsequent problems
(McCubbin et al., 1996; Patterson, 2002; Wash, 2003a). Family stress is an extension
of individual stress into the family as a unit, and threatens the well-being of the family.
Try: in a challenging situation, the family manages family resources in order to
achieve harmony and balance (Hobfoll & Spielberger, 1992).

The findings were congruent with previous studies (Han et al., 2007;

Rungreaungkulkij et al., 2002; Saunders, 1999). Several studies also found that family
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burden and family demands negatively associated with family functioning in families
of patients with MI (Chien, Chan, & Morrissy, 2007; Liu, Lambert, & Lambert,
2007; Martens & Addington, 2001; Ohaeri, 2003; Rose et al., 2006). This illustrates
the fact that families with high stress from family life events, strains, and distress,
might be at risk for dysfunction in their families. Therefore, the lower the family
stresses, the higher the family functioning.

These findings are supported by the previous studies. Family pile-up of
demands was positively related with family appraisal of illness in mothers and
relatives of a person with schizophrenia (Rungreaungkulkij, 2000). Also, Pickett,
Cook, Cohler, and Solomon (1997) noted that parents’ positive appraisals of their
relationship with their mentally ill were significantly related to decreased levels of
caregiver burden. Welcher (1997) also found the relationship between family pile-up
of demands (family stress) and family appraisal in families of deaf children. Hsiao &
Van Riper (2009) found that family caregivers with a more positive interpretation of
family caregiving reported lower levels of family caregiver burden. In addition,
drinking of husbands in military families was found to influence the relationship
between pile-up of demands and family appraisal (Keawma, 2002). This is in-line with
this study, where family stress was lessened by a less negative family appraisal of illness.

Even though there was no prior study conducted directly to examine the
influence of family stress on family hardiness in families of adolescents with MI, a
possible explanation of the finding that family hardiness did not work as a mediating
effect on family stress and adaptation may be that family hardiness is reciprocal with a
sense of resilience. Second, family hardiness may serve as a stress buffering factors
only when the stressor is particular pernicious. Moreover, it might be that family
hardiness is interrelated to family functioning and family appraisal of illness.

Additionally, families of adolescents with MI had encountered stress in the
family life cycle and appraised the situation. Families responded by managing the
family stress as well as restoring family harmony and balance to achieve adaptation.
Likewise, families of adolescents with MI use the internal strengths and the durability
to overcome stresses of life. These data lend support to the importance of family
functioning and family appraisal of illness in explaining difference in family

adaptation. The results also confirmed that family stress negatively predicts the level
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of family adaptation and both family functioning and family appraisal of illness were
the mediators. This finding is supported by the Resiliency Model, as previously
mentioned in the conceptual framework, where family pile-up of demands involves the
interactions among family resources and capabilities to predict family adaptation in
family life. Thus, families of adolescents with MI respond to a crisis situation by
mobilizing available resources and making changes to stabilize and improve family
adaptation. The resulting reduction in the sense of stress of families having
adolescents with MI enhances the family resources and capabilities, particularly
increasing family functioning and positive family appraisal of illness.

In summary, the findings revealed that family functioning and family
appraisal of illness acted as mediating factors between family stress and family
adaptation in families of adolescents with MI. This means that the families who have
stronger family resources and capabilities will adapt well in a stressful situation.
Therefore, family resources and capabilities can regulate the impact of family stress

and increase family adaptation in families of adolescents with MI.

Hypothesis 4: Patient’s life skills have a positive indirect effect on family
adaptation through family functioning, family appraisal of illness, and family
hardiness of families with mentally ill adolescents.

Patient’s life skills had a positive indirect effect on family adaptation
(B = .15, p < .01) through family functioning. In addition, patient’s life skills had a
significant positive total effect on family adaptation (f = .27, p <.01). The findings in
this study partially supported this hypothesis.

The findings were congruent with previous studies (Rose et al., 2006;
Rungreangkulkij et al., 2002; Saunders, 1999). Behavioral problems of a person with
MI was negatively associated with family functioning. Thus, having a family member
with MI was a risk factor for dysfunction in their families. Mental illness can cause
dysfunction in every dimension of family functioning (Saunders, 1999).

In addition, the findings indicated that there was a non-significant effect
of patient’s life skills on family appraisal of illness. A possible explanation is that MI
is chronic, unpredictable, difficult to manage and hard to understand. The family

members in this study played a role of caring for their adolescents with MI over a long
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period (ranging from 1 to 23 years, mean 5.29). These years may contribute to the
perception that the patient’s life skills are not seriously affected. It seems likely that
such an experience and duration can even weaken the stressors from patient’s life
skills. Second, adolescents with MI in this study had relatively high function
(mean = 62.83, SD = 10.94). Moreover, family members might receive adequate
support and services from health professionals for the patient’s treatment and multiple
needs. A family may have sufficient resources available to deal with the adolescents’
symptoms, resulting in their meaning of this situation defining it as controllable and
manageable. Thus, family appraisal of illness also was not a mediator between
patient’s life skills and family adaptation.

The finding suggests that families of adolescents with MI who had high
level of patient’s life skills had high level of family hardiness. This finding
demonstrated that families of person with MI had strengths for dealing with stressors
related to the illness. Rose (1998) supported the idea that family caregivers of MI put
efforts to recover the sense of control to regulate the symptoms of their relatives’
illness. Thus, if the function of adolescents with MI is high, the family has a sense of
control over outcomes of life and views change as growth. However, family hardiness
was not a mediator between patient’s life skills and family adaptation, because family
hardiness had no direct effect on family adaptation.

In summary, the results from this study partially supported this hypothesis.
Only family functioning mediated the effect of patient’s life skills on family
adaptation in families of adolescents with MI. In other words, if the family of mentally
ill adolescents perceived high stress from the patient’s problem behaviors, the family
functioning would be disrupted, and the unhealthy functioning would impair the
well-being of the family.

Overall, the findings of this study support the proposition of the Resiliency
Model, in which during the crisis, increased family stresses are negatively related to
family adaptation. However, family resources and capability are not universal, and
differ because of ethnicity, experience, and the perceived severity of risk (Black &
Lobo, 2008). Family stress in families of adolescents with MI arises from stressors
related to the family life events and perceived behavioral problems of their

adolescents. Family stress has the possibility to either weaken or strengthen family
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resilient factors. For families having an adolescent with MI, facing stress may present
challenges not damaging and perceived rather as opportunities for fostering healing
and growth in the family. McCubbin and colleagues (1996) believed that family
resilient factors work synergistically and interchangeably to respond successfully. The
findings in this study indicated that resilient factors including family functioning and
family appraisals of illness were unified and worked together in the adaptation
process. The model of family adaptation in families of adolescent with MI in this
study was a best fit to the empirical data and explained 36 % of the variance in family
adaptation of adolescents with MI. In order to promote adaptation of families of
adolescents with MI, the intervention should be targeted on developing or fostering the

family functioning and positive family appraisal of illness.
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CHAPTER VI
CONCLUSION

This chapter summarizes the present study and describes the implications

as well as the contribution of research findings.

6.1 Summary of the Study

This cross-sectional descriptive study used the Resiliency Model of Family
Stress, Adjustment, and Adaptation (McCubbin et al., 1996) as a framework. The
selected variables were family stress, patient’s life skills, family functioning, family
appraisal of illness, family hardiness and family adaptation. This study was designed
to examine the pattern of the relationships among family stress, patient’s life skills,
family functioning, family appraisal of illness, family hardiness and family

adaptation in Thai families of adolescents with MI. This study was conducted

from May, 2009 to September, 2009.

6.1.2 Sample Characteristics

Two hundred and thirty-seven family members from four psychiatric
hospitals across Thailand were recruited. Most of family members (68.4%) were
female, ages ranged from 18 to 76 years old (mean = 45.62, SD = 10.41), 55.4% were
mothers, 95.4% were Buddhist, 75.5% were married and had education at an
elementary school level (34.2%). The majority of them were employed (82%), and
23.2% were agricultural workers. Nearly half (43.5%) earned a family income less
than 10,000 baht/month (1US $ = 33 baht, 303.03 US §). It was found that 4.6% had
two psychiatric patients living in the same household.

Regarding adolescents with MI, most of them were male (61.6 %), with
ages ranged from 12 to 24 years old (mean = 17.60, SD = 3.9). More than half had

high school education (55.3%). The mean age of patients at the time of diagnosis was



Siriorn Puasiri Conclusion / 98

13.14 years old (SD = 5.51). Most of them had never been admitted to the hospital
(57.8%). The diagnoses of adolescents with MI were schizophrenia (41.8%), ADHD
(27%), depression (14.3%), bipolar disorder (8.9%), and autism (8%).

6.1.3 Instruments

The instruments used in this study were: 1) the Personal Profile of
Participants, 2) the Thai Family Stress Inventory (TFSI), 3) the Life Skills Profile-20
(LSP-20), 4) the Chulalongkorn Family Inventory (CFI), 5) the Demands of Illness
Inventory (DOII), 6) the Family Hardiness Index (FHI), and 7) the Family Adaptation
Scale (FAS).

The content validity of all instruments was assessed by a panel of five
experts. Some modifications had been made following the experts’ advice concerning
the TFSI, the LSP-20, the DOII, the FHI, and the FAS. Reliability of all instruments
was tested with 30 families of adolescents with MI, results of which were all accepted.

Items analysis, and confirmatory factors analyses of each instrument were
examined using SPSS (version 17, Mahidol University) and LISREL (version 8.80,
student version, Scientific Software International, Inc.) with 237 families of adolescents

with MI. Reliability of all instruments was acceptable, ranging from .79 to .91.

6.1.4 Research Findings

The data were transformed by descriptive statistics through the Software
Product for Service Solution (version 17, Mahidol University). Internal consistency of
six instruments was estimated by Cronbach’s alpha. Pearson’s correlation coefficient
was computed to explore the relationships among variables. The structural equation
modeling statistics (SEM) through the Linear Structural Relationship (LISREL version
8.80, student version, Scientific Software International, Inc.) was performed to test and
modify the model.

Testing the hypothesized model was conducted as follows: the
measurement models were examined via confirmatory factor analysis. Next, the
hypothesized model was examined and modified by freeing specific parameters.
Lastly, the modified model was accepted as a goodness-of-fit to the data at values of

x2 = 154.63, df = 136, 2 /df = 1.14, p-value = 0.131, GFI = 0.94, RMSEA = 0.024;
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the model explained 36 % of variance in family adaptation. The findings based on the
hypotheses are presented below.

1. Family functioning had a significant positive direct effect on family
adaptation. However, family hardiness and patient’s life skills had a non-significant
direct effect on family adaptation.

2. Family appraisals of illness had a negative direct effect on family
adaptation, but family stress had a non-significant direct effect on family adaptation.

3. Family stress had a negative indirect effect on family adaptation through
family functioning and family appraisal of illness, but not through family hardiness.

4. Patient’s life skills had a positive indirect effect on family adaptation
through family functioning, but not through family appraisal of illness and family
hardiness.

The results revealed that family functioning and family appraisal of illness
presented a mediating effect between family stress and family adaptation, while family
functioning presented a mediating effect between patient’s life skills and family
adaptation. The findings suggested that family functioning and family appraisal of
illness were related to the family resources and capabilities of family adaptation in
families of adolescents with MI. Family functioning was the most important factor:
working as the family resources and capabilities. These findings supported the concept
that function of family members and positive perception of illness enhance family
adaptation of families of adolescents with MI to take care of adolescents with MI.
Thus, the findings from this model partially supported the proposition of the
Resiliency Model.

6.2 Implications and Contribution of Research Findings
The findings of this study have important implications and contributions
for nursing science, nursing practice, health care policy, and future research, as

presented in the following pages.
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6.2.1 Contribution for Nursing Science

The findings of this study contribute to the literature of family adaptation
by demonstrating the pattern of relationships among the factors related to family
adaptation in Thai families of adolescents with MI. The model explained 36% of
adaptation among the Thai families of adolescents with MI. The details are given below:

1) The patterns of the relationships among the factors appropriately and
logically explained the phenomena in families of adolescents with MI in Thailand,
corresponding with the Resilience Model (RM). The propositions derived from RM
and related literatures were supported and considered with empirical adequacy. This
tested model confirmed that RM can be used to explain the phenomena of families of
adolescents with MI in Thailand. This study demonstrated how and why families of
adolescents with MI, when faced with family stress, were able to manage, sustain, and
survive. Having a high family functioning and less negative family appraisal of illness
could promote family adaptation and reduce family stress.

2) In this study, family stressors were conceptualized as not only stress
from the family life events but also the patient’s life skills. Findings revealed that
families of adolescents with MI have to face family stress from family life events and
low function of adolescents with MI. The presence of an adolescent with MI in the
family can be inherently stressful for family members. Additionally, families of
adolescents with MI perceived this situation as having both positive and negative
perspectives depending on their family appraisal of illness.

3) The results from the tested model confirmed the impact of family stress
and patient’s life skills on family adaptation in Thai families of adolescents with MI.
They also demonstrated mediation between family stress and family adaptation,
patient’s life skills and family adaptation. This mediation effect identified the family
resources and capabilities factors. It was shown that to promote family adaptation,
effective intervention should focus on the following. (1) Disrupting the development
process of family stress by providing training on stress management and patients’
symptoms management, and helping families to understand the potential reasons for
adolescents to develop MI symptoms; (2) Enhancing positive family appraisal of
illness by promoting shared responsibility for managing caregiving, reducing guilt and

blame, and suggesting positive aspects of caregiving such as personal development, a
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sense of meaning in life, companionship, mutuality in the family, and family strength;
(3) Improving family functioning by helping them to work together as a supportive
and collaborative team, determining the effectiveness of their family functioning,
providing information and resources for effective family functioning, and supporting
the families to take part in treatment and psychological rehabilitation. The emergence
of family resources and capabilities factors therefore provide newly important basic

knowledge, which is an essential contribution to nursing science in Thailand.

6.2.2 Implications for Nursing Practice

As shown in the results from this study, psychiatric and mental health
nurses may apply this knowledge in many different settings to promote family
adaptation and provide appropriate intervention for families of adolescents with MI.

Nurses working in the hospitals should be aware of families who have
adolescents with MI. The effect of hospitalization on adolescents with MI and their
families is a concern for nurses. In psychiatric hospitals, families have restricted
visiting hours. Adolescents with MI and their families often suffer from separation and
lack of family nurturance. Hospitalization causes stress in the families of adolescents
with MI. Some families do not anticipate that their adolescents may have MI, and they
are unprepared. They do not know about the disease, the effects on their adolescents’
development and the effects on each family member and family life (Gedaly-Duff &
Heims, 2005).

Nurses should assess family members of adolescents with MI for their
ability to take care of their adolescents, the stressors in their families, and the meaning
that family members give to this situation. This can help nurses use these assessment
outcomes to generate appropriate interventions that are critical for families of
adolescents with MI. For instance, families who have high negative perception of
illness may need to be advised to receive continuous counseling to reduce negative
feelings and enhance positive aspects of caregiving, which may modify family
perception of the illness. In addition, families with high stress may need to be
instructed about how to provide caregiving more competently and be introduced to the

rewards of caregiving. Examples of enhancing positive aspects of caregiving include
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using family support groups, stress management, self empowered strategies, family
empowerment and others.

According to the results of this study, nurses should focus on improving
adaptation in the family, decreasing family stressors and enhancing the family’s
resources and capabilities so as to develop an appropriate family support program for
families of adolescents with MI. Family functioning was found as the best contributor
to family adaptation. Families usually need to alter their ways of functioning to
accommodate the illness. This indicates that change is needed and new patterns of
functioning should be tried. Thus, both parents may try to spend time with an
adolescent with MI, and additional help from relatives may be sought. The
improvement of family functioning should be emphasized and integrated into the
intervention program to promote the family adaptation up to a good level. For
example, balancing involvement and improving roles are necessary to help families
through their difficult time and situations.

In the community, some adolescents with MI are able to study in general
schools or special schools. Psychiatric mental health nurses should assist teachers at
schools to enhance the ability to assess stress, negative feelings, and family strengths.
Families of adolescents with MI, teachers, and nurses should consider stress
experienced by the family, including the difficulties in managing disturbed behaviors,
the uncertainty and unpredictability of symptoms, loneliness and isolation that are a
consequence of the stigma of having adolescents with MI. In some families, family
stress contributes to higher level of affective and anxiety disorders. Nurses should
facilitate networking between families and schools, hospitals, and other families to
promote adaptation of adolescents with MI and their families in appropriate landmarks
in the family environment.

In summary, family intervention programs and family counseling for the
families of adolescents with MI should include: 1) reduction of family stress from
family life events and the impact of MI on the families; 2) information about the
illness, and how to improve the positive aspects in caregiving; and 3) enhancing

family functioning.
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6.2.3 Implications for Health Care Policy

The findings of this study provide contributions to policy makers that they
should be aware of urgent needs of family psychiatric mental health services in the
health care system. These implications are as follows.

The health care system needs to focus more on the family as the unit of
services, especially in adolescents with MI. This could be done by increasing
resources and support to maintain family functioning, such as availability of family
centered care for adolescents with MI. Training nurses to increase competence and
self-confidence in working with families of adolescents with MI and to collaborate
with a multidisciplinary team, such as child and adolescence psychiatrist, social
worker, psychologist, special teacher, or occupational therapist is essential in
providing good care for patients and their families.

Specifically for families whose adolescents with MI are able to study in
school, the alienation and stigma could be overwhelming for both the adolescents with
MI and their families. Adolescents with MI in this study complained that they often
felt reluctant to talk about their illness with teachers and their friends. In addition,
some families in this study reported feeling that they were being blamed for caring for
the adolescents with MI, and experienced personal feelings of embarrassment. These
issues affected family appraisals in a negative aspect. Some families described
adolescents with MI’s problematic behaviors and reported that they did not know
about the illness symptoms. Support services identified by families of adolescents with
MI indicated the need for more family understanding and family support. Information
about MI, individual counseling and support groups for families are also important to
increase knowledge and understanding of the illness and resources available to families.

The lack of special school and specialists to improve problems for
adolescents with MI are also evident; there is urgent need to deal with issues such as
behavior, speech, and attention. One mother in this study expressed her anxiety that
the number of special schools were limited, and therefore had limited places that could
accept students each year. She could not look after her son day to day because of her
work. One mother needed to look after her daughter at home because her child was
older than the maximum school age limited by special schools for children with

ADHD (14 years). One father said that in order to care for his son, he should move
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from his small village in a rural area to the city because his son, with autism, went to
the hospital everyday.

In this study, it was found that some adolescents with MI have treatment
from outpatient clinics by themselves, as their families did not know about their
illness. Psychiatric mental health nurses should recognize and support such patients.
However, in some cases, it is necessary to cooperate with their families.

Finally, a follow up system should be established for students who have
MI. This system could be carried out by the counseling teachers, with the assistance

from psychiatric mental health nurses.

6.3 Strengths of the Study

In this study, family adaptation was first investigated in Thai families of
adolescents with MI. The findings noticed the following important issues.

1) Many of the previous studies in caregiving of individuals with MI in
Thailand have focused on burden, psychological distress and pathology. In addition,
the studies have looked at only caregivers’ problems. This study looked at
multidirectional interactions and identifying factors that influenced how some families
faced with the adversity of illness and traumatic condition such as having adolescents
with MI, emerge resilient, succeed, and even thrive as they recover from adversities.

2) Although this study used a cross-sectional correlation design, a causal effect
could be examined because this study investigated families’ perception in their family
context in a retrospective condition. The results of the effect of family stress and patient’s
life skills on family adaptation occurred at the point of time that this study was conducted.

3) The family instruments for Thai culture were limited. This study
fostered the development and testing of reliability and validity of the measurements to
assess factors related to family adaptation issues in Thailand.

4) This study collected the data from families of adolescents with MI in
four regions across Thailand. It avoided some of the bias associated within a local area. Having
only one hospital setting may not provide comprehensive data on families’ experiences.

5) The results of this study explained the mechanism of family stress,

patient’s life skills, family functioning, family appraisal of illness, and family
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hardiness on family adaptation. This pattern of relationship among these factors
increases the understanding of the adaptation process in families of adolescents with
MLI. It is interesting that family members could became experts of family care for their
adolescent’s illness. They were able to mange their stressful situation, using important
sources of strength. These results plays a vital and positive role in explaining support
in home care of families of adolescents with MI to promote adaptation of family
members who may be threatened or affected by the situation.

6) The sample size of this study is large and justified as appropriate.
Compared to the previous literatures, the size of sample was large enough for the
investigation of Structural Equation Modeling (SEM) analysis. SEM was performed
for the main analyses in this study, as it is a testing model of adaptation in Thai
families of adolescents with MI. SEM analysis is a strong method in that it reflects the
actual empirical relationships within data. This method can control measurement
errors, measure multiple predictor variables at the same time, and provide information

in the degree of fit to the entire model.

6.4 Limitations of the Study

1) The participants in this study were family members of adolescents with
MI (schizophrenia, bipolar disorder, depression, ADHD, and autism) who attended the
clinics at the selected hospitals. This study did not include families who could not
access the tertiary care services. These participants may have had a more positive
attitude toward caregiving for adolescents with MI.

Family members who cared for adolescent with MI in an acute stage were
not involved in this study. Therefore, this model could only be generalized to families
who care for adolescents with MI in a stable condition and receive services from the
tertiary care settings. In addition, the participants might not be a proportionate
representative of all the Thai population because this study was conducted in only four
psychiatric hospitals in Thailand.

2) The potential participants in this study were displaying various types of
symptoms and phases of illness, such as schizophrenia, bipolar disorder, major

depression, autism, and ADHD. It is difficult, therefore, to explain experiences among
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different groups of illnesses and the differences of family adaptation between groups.
This question needs to be examined in future studies.

3) A number of approaches were performed in the unit of analysis but the
consensus was not clear. The current study used the individual as a unit of analysis in
a family context. However, the data of other family members may provide more

insight into the families of adolescents with MI.

6.5 Recommendations for Future Research

The findings in this study enlighten several areas. Based on the causal
model developed in this study, future direction for research is necessary to identify
other family resources and capabilities, such as family coping, and family support,
which may mediate against the pervasive influence of major risks for MI. Because this
study on family functioning, family appraisal of illness, and family hardiness, had
been carried out only in a quantitative way, future research could be on in-depth
qualitative studies that focus on family resources and capabilities.

The findings from this study revealed that family functioning and family
appraisal of illness could promote family adaptation. The family intervention program
in future research should focus on family functioning and family appraisal of illness.
Western literatures documented that when psychoeducational programs targeted the
family as a unit, the benefits would be experienced by both the patient with MI and the
family members (Moriarty & Shepard, 2005). Thus, research related to improvement
of the content of psychoeducational programs and involving training families in
communication and problem solving to improve family functioning would be
suggested. In addition, the content should provide patients and families with detailed
information about the illness, treatment plan, services, and management of patients’
symptoms to improve negative family appraisal of illness. Moreover, more research
should focus on interventions that prevent frequent relapses, decrease psychiatric symptoms
with MI, and result in better outcomes for the families and adolescents with MI.

Future study should also replicate this study in other groups, such as adult
patients with MI or other chronic illnesses. This would provide more evidence and be

more generalized to a wider population in this area.
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APPENDIX A
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The Thai Family Stress Inventory (TFSI)
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The Life Skills Profile- 20 (LSP-20)

Y Aa tAl
!!‘lJ‘lJ’Jﬂ‘VIﬂ‘H%‘If’JWUENQ‘IJ'JE]

o A . v 2 1y y 1A o a M 9 ' A A
A1FLDY. ﬂgmﬂwmmmum VANV NANY €°'I3QﬂﬂWQﬁﬂiﬁNIﬂU‘ﬂﬁlllﬂﬂlﬂﬂﬁjﬂ'\lﬂGl‘l-ﬁz'ﬂ'ﬂ\‘i 3 19UN

\ 1 1 1 1 d’ 9 1 a A Q’ U Y = q’
wuan ua lilgluseninidiheegluszezgniauniesuile Tiaou TavranauaseswaziBoaniminzawy

CRLITANH
Y A = a 9 o 9 Aa e 173 & 99 1 9
m‘wmwmimqumﬂﬁmmmﬂ’m Tﬂﬂ%ﬂﬂ@ﬂ’mlmmmmﬂﬁmu HIUNATI MUAITICABDINNAY

Y U dy
ATVUNANUY

| (1

< 0 & '
AAvALIAN wWutlsean UIUATY lsirae

9 { o A 9 Y '
1. diheiiilgrudeanumsizudumsaunuuazms Tdaou lumsaunuie lu?

Tufidlym gy Hlgym Hlgym
T (eI eI (eI
MIAUN MIAUNU MIAUNIN MIAUNIN
3 9
antloy 1hunan 1N

Ao W

PR o o o
2. @’]J’JEJLLEJﬂGI’Jﬁ]1ﬂﬂﬁ11ﬁiJW“L!‘ﬁﬂ1W‘1/lN€T\1ﬂ1]ll']ﬂl!’fJElLﬁENﬁlﬂ?

Taial Ims HENA HENAIADUTIIN
N5LINA7 LYNA? 1hunarg N30LENAD

Y 1Y = < Y <3
LAt o8 Weaantioy NAVIA

3. diheihlgduiusiuaudueugunselai?

U U U U I 1 1
GRIEANGITRLY puguiuna puguiantioy Tieuguiae




Siriorn Puasiri

Appendices / 130

19. fiheiinnusviaseuaounumurnivesauluaseunsa uaz lunihinmsau wiemsSeunse 11?

¥
SGIRRGEN

= Qa//
Uluurenss

unvaz 1yl

L Y o v o o YA '
20. Aihoaanaz/miesnunduiusnmiugaunie 1u?

Tiiiae

lumsadanse
FPH

(R

UWUTHNIN

@

94
upou

J 9
ADUN
uilym

Y
lumsadhanse

FNH

v W

UWUTHNIN

[

94
UNDU

L=
Taidi
9
My
A [
EREGIR

TUNUTAIN

nulns



Fac. of Grad. Studies, Mahidol Univ. Ph.D. (Nursing) / 131

The Chulalongkorn Family Inventory (CFl)
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The Demands of IlIness Inventory (DOII)
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The Family Hardiness Index (FHI)
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The Family Adaptation Scale (FAS)
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