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Effectiveness of a Self-Management Program for Thais with Type
2 Diabetes*
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Thavatchai Vorapongsathorn

Abstract: This randomized controlled trial (RCT) study aimed to test the effect of a self-
management program on diabetes knowledge, self-care activities, quality of life and glycosylated
haemoglobin A1c (GHb) in persons with type 2 diabetes. Eighty-one subjects with type 2
diabetes at a community hospital in Thailand were randomly assigned to either the self-
management or the control group. Both groups received five videotapes, a set of written
diabetes materials, and the usual diabetes education program. They also received follow-up
phone calls at three and five months. Whereas, the self-management group attended five
sessions which focused on improving cognitive processes and skills in  diabetes care in
addition. Several combined methods such as teaching, support, discussion, exercise assign-
ments, and skill training were used in each session. Data were collected at pre-intervention,
three, and six months after intervention program. The results indicated that the subjects in the
self-management group had the mean scores of knowledge, self-care activities, and quality of
life higher than the control group at three and six months. The mean GHb levels in the self-
management group were lower than in the control group at three and six months but the
differences were not statistically significant. However, the GHb results showed clinical
significance. The percentage GHb decrease and average GHb change in the self-management
group were higher than in the control group. The study findings showed the effectiveness of
this diabetes self-management program for improving both physiological and psychological
outcomes. Therefore, implementing this program at community hospitals is recommended.
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Background

      Diabetes mellitus is an important health problem
in Thailand. The prevalence of diabetes in Thai adults
was 4.8% previous diagnosed and 4.8% newly
diagnosed. Furthermore, persons who had a high
risk of diabetes as diagnosed by impaired fasting
glucose (glucose level = 110 -125 mg/dl) had high
prevalence 5.4%.1 The estimated number of Thai
adults aged  35 years with diabetes was 2.4 million
based on the year 2000 Thai population census.
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Unfortunately, a survey of the health status of Thai
adults found that only 3% of patients could control
their disease.2 People with diabetes are at higher
risk of microvascular and macrovascular complications.
The major goals in taking care of patients with diabetes
are to maintain blood glucose levels to near normal
as possible, prevent acute and chronic complications,
and optimize quality of life.

Diabetes education training has evolved from
primarily didactic interventions focusing on the
acquisition of knowledge and information both in
the West and Thailand.3-7 Consequently, diabetes
education was shifted from didactic presentation to
interventions involving patient empowerment, with
participation and collaboration.8-11 The results of
meta-analyses of diabetes educational program12-13

indicated that diabetes self-management training for
type 2 diabetes is effective in short term. In
addition,   collaborative diabetes education is more
effective than didactic education. The studies
suggest  that a diabetes self-management program
should be designed as practical and feasible in a
variety of settings and behavior modification should
be incorporated in the program. Recently,
Siripitayakunkit, Hanucharurnkul, and Melkus14

reviewed 63 studies of diabetes intervention in
Thailand from 1977 to 2002. The results showed
that diabetes intervention program focused on
information cognitive training 23.8%, information
and skill training 66.66%, and none of coping skill
training including changing negative thinking or
using relaxation techniques. Outcome measure was
obtained in short time and quality of life was less
attention in those study reviews.

Although the previous diabetes educational
program claim to add skill training in the program,
they usually spent time more on obtaining diabetes
knowledge than on skills training. In addition, it
was unclear about the dosage of intervention. No
any study focused on cognitive skill involving
problem solving ability, cognitive restructuring from
negative thinking to positive thinking, and social

skill training. Moreover, methodological weaknesses
were found in single group designs, non-random
assignments and short term evaluations.12-14 To fill
this gap of knowledge, the purpose of this study
was to test the effect of a self-management program
on diabetes knowledge, self-care activities, quality
of life, and glycosylated haemoglobin A1c (GHb)
level compared between the self-management group
and the control group at 3 and 6 months.

Hypotheses

The following hypotheses were tested.
1. The subjects who are randomized to the

self-management group have higher mean diabetes
knowledge, self-care activities and quality of life,
and lower mean GHb level than the subjects who
are randomized to the control group.

2. There are significant differences in mean
diabetes knowledge, self-care activities, quality of
life and GHb level, across the three time periods in
at least one pair.

3. There are significant differences in mean
diabetes knowledge, self-care activities, quality of
life and GHb level on interaction of group and time.

Theoretical Framework

The theoretical framework of this study is based
on Oremûs self-care theory15 and cognitive
behavioral  therapy.

Self-care is a learning process where individuals
initiate and deliberately perform activities for
maintaining their life, health, and well-being.16 There
are two phases of action. Phase one includes
estimative and transitional operations, this proceeds
to reflective understanding and judgment about the
situation. This phase plans for what will or will not
be done and give a design for doing it. Phase two
consists of production and evaluation. The plan from
phase one transfers into action to achieve the goals
and an evaluative process is done.16 The patients
who were diagnosed with diabetes had a
health-deviation from a normal person, affected by
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pathology of the disease. The goals of diabetes care
are aimed to keep blood glucose level at a normal
or near normal level and preventing long-term
diabetes complications. To achieve these goals a set
of therapeutic self-care demands, which consist of
diet, exercise, self-monitoring, foot care, and
medication-taking must be met. Nurses implement
diabetes self-management programs based on a
supportive-educative nursing system to help patients
in learning, managing their diabetes care tasks, and
encouraging behavior change. Valid helping
techniques in these situations include a
combination  of support, guidance, provision of a
developmental environment, and teaching   particular
knowledge and skills.16

Cognitive behavioral therapy has the
assumption that behavior and emotions are in
constant interaction with the cognitive process.
Ellis17 stated that thinking, feeling and acting are in
constant interaction. Irrational belief or negative
thought about diabetes care lead to dysfunctional
overt behaviors and emotional responses such as
frustration, anger, or depression which can affect
the quality of life of patients. Patients with diabetes
require cognitive behavioral techniques to help them
modifying their negative thinking about diabetes care
in daily life and enhance rational thinking to
maintain their care. The techniques of cognitive
behavioral therapy comprise problem solving and
social skills training.

The self-management program in this study
consisted of two major parts: cognitive improvement
and skill training. The nurse provided diabetes
knowledge which was a necessary factor for
patients to make an informed decision on action.
Furthermore, the nurse trained diabetes patients to
take action by skill training. The skills were based
on cognitive behavioral techniques which help
patients deal with a wide variety of problems in
daily life regarding diabetes care. The other skills
were practical skills to improve patientsû abilities to
transform knowledge into practice.

      The goal of self-care is maintaining life, health,
and well-being.16 The program provided diabetes
knowledge and cognitive and skills training for
improving a patientûs abilities to estimate the
situations, make decisions, and take actions.
Moreover,  cognitive behavioral modification
enhanced the skills needed to overcome obstacles
related to diabetes self-care in daily life and reduce
negative thinking leading to emotional distress
caused by diabetes care. These skills help patients
to sustain self-care behaviors in the long run. The
diabetes self-management program in this study
purposed to impact both the physical and psychological
health of the patients. Therefore, diabetes knowledge,
self-care activities, quality of life and GHb level,
were the measured outcomes of this study.

Method

Research Design

Randomized controlled trial (RCT) design was
conducted at a community hospital in the eastern
part of Thailand. The treatment was a diabetes
self-management program. Comparisons between the
experimental and control groups were performed at
3 and 6 months.

Sample

The sample were recruited to the study using the
following inclusion criteria: Having had diabetes for less
than 10 years, having been treated only with oral
medications, having had a fasting blood sugar level higher
than 130 mg% at least 2 consecutive times before
entering  the  program, being  between  21 - 60 years  of
age, and being able to read Thai. The exclusion criteria
were receiving insulin therapy or having had other
serious illnesses or complications related to diabetes.

Instruments

There were two types of instrumentation. The
Manual of Type 2 Diabetes Self-Management
Program and instrument for data collection.



Effectiveness of a Self-Management Program for Thais with Type 2 Diabetes

Thai J Nurs Res ë April - June 200688

The Manual of the type 2 Diabetes

Self-Management Program. This instrument was
used for guiding the intervention. It included the
goals, materials, content, strategies, detailed
guidelines for patient training, handouts, and
exercise assignments. The manual was reviewed by
three experts in diabetes mellitus for content
validity.

Instruments for Data Collection

The Personal Information Sheet was used
to obtain the demographic characteristic of the
subjects.

The Diabetes Knowledge Scales is a cognitive
measure of recognition and understanding about
diabetes developed by Tantayotai.5 Some items were
revised in this study. There were five components
with 35 items. Each item was assigned a score of
one for a correct answer and zero for an incorrect
answer. The total score was calculated by adding
the scores for each of the 35 items. Higher scores
indicated better    diabetes  knowledge. The original
version, content validity was evaluated by one
physician and three nurses. In this study, K-R 20
reliability were.82, .84, and .82 at baseline, 3, and 6
months, respectively.

The Summary of Diabetes Self-Care

Activities Measure (SDSCA). The SDSCA
measures  self-care activities regarding diabetes care
during the past seven days. It was developed by
Toobert, Hampson, and Glasgow.18 The SDSCA
was translated into the Thai language and
back-translated by a linguist expert. Diet
component was revised for ease of understanding
in the context of Thai culture. In addition, the
component on blood sugar testing was modified to
a self-monitoring component because this study did
not deal with glucose monitoring at home. The last
Thai version included five aspects of the diabetes
regimen: diet, exercise, self-monitoring, foot care,
and medication-taking. The questions asked the
number of days to perform diabetes self-care activities

during the previous seven days. Content validity
was evaluated by three experts in diabetes. Scores
were calculated by the total number of days in each
item. A  higher  score  indicated  greater  diabetes
self-care activities. The SDSCA was tested for
reliability with thirty Thai patients. The average
inter-item correlation score within components was
high .43. The two weeks test- retest reliability was .89.

The Diabetes Quality of Life Measure

(DQOL). The scale covers a range of issues directly
relevant to satisfaction with life and diabetes
treatment, treatment impact and the impact of
diabetes on social life. DQOL includes two
components:  treatment  satisfaction  and  treatment
impact. The scale is a  5-point Likert scale ranging
from 1 (very dissatisfied or always affected) to 5
(very satisfied or no impact). The raw score is
translated into a 100 point scale where zero represents
the lowest possible quality of life, and 100 represents the
highest possible quality of life. Total Cronbachûs
alpha  coefficient in this study were .83 at baseline,
.84 and .85 at 3, and 6 months post intervention
program, respectively.

Glycosylated  Haemoglobin  A1c (GHb)     GHb
was used to access blood glucose level during the
previous 6 to 8 weeks interval. GHb levels were
assessed by technicians at laboratory where there was a
quality control of the standardization  of blood testing
by an external  quality control  organization. The test
had a specificity of GHb and had sensitivity 0.2 g/dl.

Protection of Right of Human Subjects

The study proposal was approved by the
Human Subjects Committee, Mahidol University.
The potential subjects who met the study criteria
were informed of the purpose, procedure, benefits,
and risks of the study. All extra costs that the
subjects incurred in the study, such as extra blood
examinations, transportation, and time lost from work
were compensated.
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Training Researcher

      A researcher with experience of taking care of
diabetes patients conducted the intervention. The
researcher was attended a diabetes self-management
programs as a visiting scholar at the Yale School of
Nursing and had experienced in conducting
participatory  action research in promoting self-care
for patients with type 2 diabetes. The research
assistants were trained to collect the questionnaires
and helped the researcher facilitate the
self-management program.

Pilot Study

The pilot study on the self-management
program was conducted in a community hospital
which was not a setting of this study. The Manual
of the type 2 Diabetes Self-Management Program
was tested for clarity and comprehensibility in its
instructions for the program. Also, the researcher
and research assistant were trained to gain more
experience relevant to the study.

Data Collection

Random Assignment

The subjects who met the study criteria were
randomly assigned to either a self-management  or a
control group using a sealed envelope technique. Then,
the subjects were given an appointment at  the  clinic
to complete the questionnaires and have a blood
examination.

Procedure in the Intervention Group

After data collection was done at baseline, the
subjects were assigned to four smaller groups of
nine to thirteen patients. The program included 5
sessions: (1) a pathology of diabetes mellitus,
cognitive restructuring and goal setting skills; (2)
dietary control and communication skills; (3)
diabetes medication, and problem solving skills; (4)
foot care and self-monitoring; and (5) exercise.
Session 1 was held on Saturday and Sunday from
9.00 to 11.00 a.m. in a private room in the hospital.

Sessions 2 to 5 were conducted in the following
week, two hours per session. A set of written
diabetes material was distributed to the subjects,
and five videotapes about diabetes self-care
developed by Hanucharurnkul et al.19 were in
corporated into the study.  In summary, five hours
were allocated for cognitive improvement and five
hours for skill training. A follow-up by telephone
call was held at the third and the fifth month. The
telephone call consisted of a discussion about the
subjectûs diabetes self-management and the
problems of self-management practices. The
researcher provided support and reinforcement to
the participants to maintain their self-management.
Appointments were made with the subjects to
complete the data again at 3 and 6 months.
      Procedures in the Control Group

The subjects in the control group received a
set of written diabetes materials on the date of data
collection at baseline. On the day of the physicianûs
visit, the subjects attended diabetes education at a
diabetes clinic between 9 and 10 a.m. and watched
five videotapes about diabetes care (one or two
videotapes per visit), conducted by the diabetes
health care team of the hospital. Contact was kept
with the control group by telephone calls at three
points (1, 3 and 5 months) to remind them of dates
of appointments and to report the  laboratory
results. The subjects completed data again at 3 and
6 months.

Results

One hundred and  twelve subjects were approached
to participate in the study, and 90 subjects agreed to
join the study. There was no significant difference in
demographic  data  between  those  who  agreed  to
participate and those who refused. Of the subjects
90, 45 were in the self-management group and 45
were in the control group. Nine subjects (10%)
dropped from the study. The reasons for withdrawal
were not to do with dissatisfaction with the program.
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Finally, there were 81 subjects, 40 in the self-
management group and 41 in the control group.
Significant differences were not found on
demographic data and all dependent variables
between the subjects who maintained  participation
and subjects who withdrew from the study. This
means that the subjects who withdrew from the study
did not have significant characteristics that would
effect the dependent variables.

Of the 81 subjects, approximately 74% of them
were female. The major religion reported was
Buddhism. The subjects, age ranged from 27-60
years. Most of the subjects graduated from primary
school. Fifty three percents of the subjects had an
income less than 5000 bahts per month and most of
the subjects paid for medical expenses by Universal
Health Care Coverage Scheme.

All variables met every assumption underlying
the statistical testing.

The mean score of knowledge (25.19), DSCA
(97.53), and DQOL (75.27) in the self-management
group were significantly higher than the control
group (knowledge = 22.16, DSCA = 91.63, and
DQOL = 70.28, out of a total score of 35, 133, 100
respectively). There were significant differences in
these three variables mean scores in at least one

pair of the three time points. Pairwise comparisons
showed significant difference between baseline and
3 months (p <.05), and baseline and 6 months (p
<.05). There were no significant difference in these
three variableûs mean score between 3 and 6 months.
Interaction effect between group and time on
knowledge, DSCA, and DQOL had significant
difference (p <.01) (see Table 1). Independent t
test of all three variables showed significant
difference between the self-management and
control groups at 3 and 6 months (see Figure 1).

The mean score of knowledge in the
self-management group increased to 26.78
(SD = 4.31) from baseline and increased slightly at
6 months out of a total score of 35. The mean scores
of DSCA and DQOL increased dramatically at 3
months  and  decreased  slightly at 6 months (see
Figure 1).

Regarding GHb levels, the self-management
group lowered their GHb levels overall. In the first
3 months, the self-management group showed a good
change in GHb, unfortunately this was short lived
and an increase occurred between 3 and 6 months.
The control group had a consistent increase over
the 6 months.

Knowledge 21.5 ± 5.3 26.8 ± 4.3 27.3 ± 3.9 21.10 ± 6.0 22.7 ± 5.5 22.7 ± 6.0 8.27 ** 45.6 *** 14.01 ***
DSCA 88.3 ±19.1 102.7 ± 16.1 101.6 ± 6.3 88.60 ± 16.5 90.1 ±13.5 93.0 ±13.6 4.16 * 18.56 *** 9.83 ***
DQOL 71.3 ±10.5 78.5 ± 8.5 76.1 ± 7.9 69.8 ± 9.4 69.8 ±10.2 71.2 ± 9.0 7.79 ** 9.54 *** 7.99 ***
 Diet 30.7 ± 6.6 33.5 ± 7.0 32.5 ± 6.9 30.2 ± 7.6 31.2 ± 5.8 31.5 ± 5.6 0.88 * 4.58 0.674
 Exercise 7.1 ± 4.2 8.7 ± 4.1 8.4 ± 4.0 6.9 ± 4.1 6.1 ± 3.3 6.2 ± 3.7 5.22 * .77 ** 4.95
GHb 8.93 ± 2.4 8.2 ± 1.6 8.6 ± 1.6 7.89 ± 1.8 8.1 ± 1.7 8.3 ± 1.6 0.097 .39 0.362

Table 1 Repeated Measures ANOVA of Dependent Variables

Baseline Ó3 mo 6 mo Baseline 3 mo 6 mo F F F
Mean ±SD Mean ±SD Mean ±SD Mean ±SD Mean ±SD Mean ±SD

DSCA = Diabetes self-care activities   * p < .05
DQOL = Diabetes quality of life  ** p < .01
GHb   = Glcosylated hemoglobin A1c *** p < .001

Variable  Self-management group Control group Group Group Time

x Time
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Baseline t = .32, p = .751 Baseline t = -.06, p = .751
3 months t = 3.7, p = .000 3 months t = 3.7, p = .000
6 months t = 4.08, p = .000 6 months t = 4.08, p = .000

Baseline t  =  .67, p = .507 Baseline t = 2.22, p = .02
3 months t  = 4.16, p = .000 3 months t =  .36, p = .72
6 months t  = 2.57, p = .012 6 months t =  .75, p = .458

Figure 1 Comparison of the Mean Knowledge,DSCA, DQOL, and GHb Levels over Time

      Repeated measures ANCOVA were used to
analyze GHb variable because significant difference
was found in mean GHb levels between the self-
management and control group at baseline. After
GHb levels at baseline were controlled, the mean
GHb levels in the self-management group were
lower than the control group at 3 and 6 months but
they were not significantly different (See Table 1).
Also, significant difference was not found between
the self-management and control groups at 3 and 6
months. In addition, interaction effect between group
and time were not found to have significant difference
(p > .05) (see Table 1). However, the number of

subjects who had good changes of GHb level was
higher in the self-management group than in the
control group at 3 and 6 months. GHb level change
showed that 55% and 42.4% of the self-management
group decreased GHb levels after 3 and 6 months
respectively, and higher than a percentage  of change
in the control group at both times. In contrast, the
number of subjects in the control group who had
increased GHb level higher than in the self-
management group. The average change in GHb level
in the self-management group were 0.71 (SD = 2.28)
at 3 months and 0.37 (SD = 2.17) at 6 months. These
were higher than in the control group where the
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average changes were -0.19 (SD = 1.72) at 3 months
and -0.40 (SD = 2.12) at 6 months (see Table 2).

DSCA components (diet, exercise, and self-
monitoring) were calculated. The mean diet score
of the self-management group (M = 32.19)  had no
significant difference with the control group
(M = 31.03), as well as an interaction effect between
group and time. Overall, the diet mean score for the

Table 2   The Changes in GHb between Baseline and at 3 and 6 Months

GHb Level (%) Self-management Group (n = 40) Control Group  (n = 41)

Baseline & 3 m Baseline & 6 m Baseline & 3 m Baseline& 6 m
n % n %  n  % n %

Decrease in GHb

> 0-1 9 22.5 8 20.0 9 21.95 6 14.63
1.1-2 6 15.0  3  7.5  4  9.76   4  9.76
> 2 7 17.5  6 15.0  5 12.20   4  9.76
Total 22 55.0 17 42.4 18 43.90  14 34.15
Mean 2.04 (SD = 2.13) 2.1 (SD = 2.16) 1.32 (SD = 1.1) 1.85 (SD = 1.47)
Max change 8  7.6 3.4 5

Increase in GHb

> 0-1 8 20.0 15 37.5  9 21.95   8 19.51
1.1-2 4 10.0  5 12.5  5 12.20  11 26.83
> 2 2  5.0  2  5.0  7 17.07   7 17.07
Total 14 35.0 22 55.0 21 51.22  26 63.41
Mean 1.18 (SD = 1.11) 0.95 (SD = 0.96) 1.51 (SD = 0.99) 1.62 (SD = 1.31)
Max change  4.1  3.8  3.6   5.8

No Change in GHb 4 10  1  2.5  2  4.88   1  2.44
Total Mean GHb 0.71 (SD = 2.28) 0.37 (SD = 2.17) 0.19 (SD = 1.72) -0.40 (SD = 2.12)
Change (N = 81)

Both the self-management and control groups
had  high scores of  foot  care  at  baseline 27.20
(SD = 9.85)/ 29.05 (SD = 7.92) out of a total score
of 35, respectively. The same pattern occurred in
medication-taking variable. At baseline, the mean
medication-taking scores were high 12.45 (SD = 3.01)
in the self-management group and 12.00 (SD = 2.84)
in the control group, out of a total score 14. After
completing the program at 6 months, 17.5% of the
subjects in the self-management group decreased
medication intake while the control group decreased
by 7.3%. Forty percent of subjects in the
self-management  group increased medication and

nearly 49% of them increased medication in the
control group.

Discussion

The self-management program was  effective
in improving mean score of diabetes knowledge,
DSCA, DQOL.   For GHb level, even though there
was not statistical significance between the self-
management and the control group at 3 and 6 months,
but clinical significance was observed. The average
GHb decrease in this study (0.71 at 3 months and
0.37 at 6 months) was higher than that in the

self-management group was higher than of the control
group. The self-management group had significantly
higher exercise (M = 8.08) and self-monitoring mean
scores (M = 14.85) than of the control group (exer-
cise M = 6.41,  self-monitoring M = 11.47). Inter-
action effect between group and time were found to
be significant on these two variables.
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meta-analysis  study of Norris et al.20 in which  self-
management education decreased GHb byapproximately
0.26 at 1 to 3 months and by 0.26 at more than 4
months of follow-up. Similar to Norris et al.ûs study
a meta-analysis by Ellis et al.21 showed that GHb
change in the intervention group was .294, .486.
and .328 at 3, 6, and 13 months. GHb change in the
present study was lower than in the comparable study
of Pibernik-Okanovic et al.22  (average GHb change
= 0.60) and the study of Snoek et al.23 (average
GHb change = 0.8) at 6 months compared with
baseline. Evidence from the United Kingdom
Prospective Diabetes Study shows that each 1%
reduction in GHb in patients with type 2 diabetes
mellitus was associated with reductions in diabetes
complications such as myocardial infarction,
microvascular complications, and  deaths.24

The self-management program in this study
was designed to improve cognitive process and skill
abilities. All five sessions helped the subjects gain
more understanding about diabetes mellitus and
diabetes care and the subjects learnt to practice
self-management both cognitive and practical skills
in class. Cognitive skills were problem solving and
cognitive restructuring skills practiced to think   positively
about diabetes care and manage any problem
systematically. In addition, communication skills
provide techniques to deny negative behaviors and to
speak positively. Furthermore, practical skills such
as foot care and exercise were practiced in class.
The self-management program was based on a
supportive-educative nursing  system  comprised of
teaching, support, guidance, and providing a suitable
environment. In addition, providing telephone calls
was beneficial for helping  the subjects cope with
diabetes and for encouraging internal motivation to
take care of  themselves. Holistic care for patients
with diabetes was an important concern. This
self-management program illustrates that the
program improved not only physiological well being
but also  psychological well being. Although mean
GHb levels in the self-management group did not

differ significantly compared with the control group,
the average GHb change had a clinical significance
that was a meaningfully in the clinical practices.
Maintaining diabetes self-care for longer periods of
time is a challenging issue for nurse practitioners.
Intensive strategies for preventing self-management
relapse should be explored further.

At 6 months, the mean DSCA and DQOL
decreased while GHb increased slightly compared
with 3 months. This might be explained by the fact
that when the subjects had other problems in their
life such as health problems, economic problems or
family problems, these factors may have influenced
their life satisfaction. Consequently, the motivation
to maintain diabetes self-management may be affected.
After self-care activities declined, this may have
affected GHb levels. Further more, maintaining
diabetes self-care is a problem for patients with
diabetes, because it is related to life style change.
Moreover, both internal and external factors such
as family problems, social or work  problems, health
status, and personal habits, influence patientsû self-
care.8 Therefore, the DSCA and DQOL decreased
at 6 months. Keeratiyutawong et al.25 explored self-
care experiences of Thai patients with type 2
diabetes who were not  successfully controlling their
blood glucose levels and reported that when these
patients believed their blood glucose level wasçin
controlé; they did not follow strictly their self-care
regimens. In addition, there are several factors
related to blood glucose levels such as the
progression of disease in each individual, change in
life patterns, interference from other illnesses, and
energy expenditure change. The subjects must cope
with new situations which they became involved in
and balance their self-management with these new
situations. These processes require time for
management until the  subjects can regain control
of the situation.8

Other possible reason for the decline of
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outcome score after 3 months is that the strategies
to encourage self-motivation of the subjects to
maintain their self-care were not intensive enough.
The self-management program only gave telephone
calls to the subjects at 3 and 5 months. Although
the subjects could call the researcher whenever they
had any problems to discuss, some subjects may
not have called even when they did have problems.
Thus, perhaps the researcher received self-management
problems from the subjects too late to help patients
solve their problems before the date of data collection.
This may be why outcome measured at 6 months
was not as good as that at 3 months.

The subjects in the self-management and
control group received high scores of foot care and
medication-taking component at baseline. This
created a ceiling effect; there was little room on the
scale for improvement. Therefore, sensitivity to score
change on these two components were low.
Diabetes self-care is a complex task which requires
a cognitive process to evaluate the situation and
make decisions before performing actions.
Measuring self-care activities should not only be
concerned with the quantity of action but also on
the quality of self-management and the meaning of
these actions. The foot and medication-taking
components measured only superficial self-care that
concerned the quantity rather than the quality of
care. The subjects may over-estimate the quality of
the foot care compliance and their medication
compliance. These issues should be further
examined and more accurate instrument developed.
In addition, the mean foot care scores were high at
baseline for both groups because patients with
diabetes often fear of foot amputation, they were
aware of caring for their feet and preventing foot
injuries.25 Moreover, foot care is not a difficult skill
to learn; therefore, the subjects perceived that they
could take care of their feet well.

The subjects in the self-management group
showed a positive response to the diabetes self-
management program. In general, the subjects were

enthusiastic about joining the program. Most of them
had participated in the program regularly and
punctually. The participants suggested that diabetes
self-management program like this should be held
for other patients at the diabetes clinic of the
hospital. After the program finished, the
participants wanted to continue meeting together to
share their experiences about diabetes care and
encourage each other to maintain their diabetes self-
management. These responses illustrate that all the
participants were satisfied with the diabetes self-
management program. The program enhanced a
process of learning for diabetes self-management
and increased their ability to take care of
themselves. Moreover, the program provided an
environment for sharing knowledge of self-management
experiences and group cohesion was established.

Implications for Nursing Practice

The diabetes self-management program should
be run as part of diabetes educational services.
Diabetes education in a community hospital is
normally run in the morning on the day of the
physicianûs visit. This kind of service may not be
effective because the environment is not conducive
for learning. It can be noisy, crowded, and  interrupted.
Diabetes education services may provide services
on the day when the physician is not present.
Currently some hospitals have nurses responsible
for diabetes education but some do not. This needs
to be rectified; all hospitals should have a nurse
responsible for diabetes education and they should
be trained in diabetes self-management program.
Curriculum of diabetes self-management should be
developed for training advanced nurse practitioners.

Implications for National Health Policy

1. The Universal Health Care Coverage Scheme
should cover activities which promote self-management
of persons such as patients with diabetes and other
chronic diseases. Furthermore, participation in diabetes
self-management program should be recommended
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for all type 2 diabetes patients under the Universal
Health Care Coverage Scheme.

2. The ability of nurses to conduct the diabetes
self-management program or program for other
chronic diseases should be strengthened.

3. Diabetes care networks among provincial
hospitals, community hospitals, and health centers
of each region should be set up for sharing of resources.

4. Materials which promote diabetes self-
management should be provided and distributed widely.

Recommendations for Future Research

1. Self-management programs of other chronic
illnesses should be developed and tested the
effectiveness.

2. The factors which cause self-management
relapse should be explored. Furthermore, strategies to
prevent relapse or to maintain diabetes self-management
should be studied.

3. Other methods for evaluating self-care
activities should be examined beside self-report
questionnaires.

4. There is little evidence of support for Thai
patients with psychological problems stemming from
diabetes such as anxiety, depression, or negative
attitude about diabetes. Thus, these issues should
be further explored.

5. Research about how to implement the
diabetes self-management program in community
hospitals throughout the entire health care system
should be undertaken.

6. At present, there are various models of
diabetes educational programs being conducted in
outpatient clinics around the country. The strategies,
health care systems, advantage and disadvantage and
effectiveness of these models should be explored.
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Asthma Management Abilities Causal Model: An Empirical Test
among Parent Caregivers of the Pre-School Asthmatic Children*

Sermsri Santati, Jariya Wittaya-sooporn, Somchit Hanucharurnkul, Mukda Vangveeravong
Sirichai Kanjanawasee

Abstract: In asthma care for infants and young children, the increase of parent caregiversû abilities
to manage asthma care has been documented as the major goal for successful asthma management.
By using Oremûs theory of dependent-care as the conceptual framework, the purposes of this
study were to examine the causal relationship among perceived social support, family hardiness,
quality of professional care, and caregiver burden as they related to asthma management abilities
of parent caregivers of the  pre-school asthmatic children.

A sample of 253 parent caregivers of pre-school asthmatic children who came to visit
Chest and Allergy Clinics at three hospitals within the Bangkok metropolitan area were recruited.
By using the LISREL 8.52 program, the results revealed that the final model was proved to have
a good fit with the data (χ2= 29.02, df = 43, p-value = 0.9491, GFI = 0.98, AGFI = 0.96, and
RMSEA = 0.000) and could explain 55% of the variance in asthma management abilities of
parent caregivers. As expected by the model, there was a significant medium negative direct effect
of caregiver burden on asthma management abilities (γ = -0.39, p < .001). Quality of profes-
sional care and family hardiness were found to have medium direct significant positive effects (γ
= 0.36, p < .001; γ = 0.37, p < .001) on asthma management abilities. Perceived social support
had a small but significant direct negative effect (γ = -0.16, p < .05) on caregiver burden as well
as an indirect influence on asthma management abilities through caregiver burden (γ = 0.06, p <
.05).

Results indicated that even though the factor of burden still had some influence on
management abilities of parent caregivers, the quality of professional care as well as family
hardiness were two other good predictors and worked directly to influence asthma management
abilities in this study. These findings support the role of health care professionals and hardiness
among family members in increasing the dependent-care agency of parent caregivers to take good
care of pre-school asthmatic children.
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Background of the Study

      Asthma is a chronic disease of the airways that is
usually reversible and life threatening. Inappropriate
treatment and care may cause some serious
problems as well as complications such as
pneumonia, respiratory failure or even death
especially in infants and young children, whose
airways and lung functions are not fully developed.1

Prevention and proper management are the most
important goals for asthma management in order to
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maintain control of symptoms, prevent exacerbation,
attain normal lung function, maintain normal level
of ability to exercise and handle daily activities as
well as prevent further complications to the
respiratory system.1

Because the center of asthma management is
at home, responsibility for asthma management and
administering the treatment regimens for infants and
young children fall only on parent caregivers in the
family. All managements and cares challenge
parent caregivers and require them to make
permanent sacrifices because of the increased care
demands and restrictions imposed by the illness.2

The severity of asthma symptoms when exacerbate,
unpredicted attack, lack of knowledge about the
disease and care as well as the physical and
financial responsibilities involved in caregiving, all
affect parent caregiversû abilities to care for their
children.3

      Managing childrenûs illness as well as
maintaining their normal growth and development
and household tasks overwhelm parent caregivers.
Psychological, social, physical, and economic
burden may occur as caregivers juggle multiple roles
and commitments.4 The worsening of an existing
childûs illnesses and development of new other
problems may occur,5 particularly for parent
caregivers who are overwhelmed and have minimal
resources.6

Even though the factors of burdensome were
correlated with management abilities of parent
caregivers but a number of studies reported that social
support,7-9 family hardiness,10 and quality of
educative and supportive care from health care
providers also helped reducing this burdensome and
on the other hand enhancing parent caregiversû
abilities in taking care of their children.11,12

However, the studies on how social support, family
hardiness, and quality of professional care work to
reduce burdensome and increase caregiver
management abilities are limited.

In this study, researcher is interesting in using
Oremûs theory of dependent-care13 as a theoretical
framework to explain why parent caregivers of
pre-school asthmatic children could maintain their
management abilities inspite of burdensome and what
factors will help them enhancing these abilities.

Theoretical Framework and Related Literature

The theoretical model of asthma management
abilities in this study was synthesized and deductively
derived from Oremûs theory of dependent-care13 and
related literatures. In the construct model of asthma
management abilities of parent caregivers, two
major constructs based on dependent-care theory
were selected: basic conditioning factors and
dependent-care agency.
      Basic conditioning factors referred to perceived
social support, family hardiness, and quality of
professional care. Two variables were selected and
conceptualized as dependent-care agency: caregiver
burden was conceptualized as foundational
capabilities and dispositions which concerning about
caregiverûs health and abilities to manage his/her
own care that might affect his/her abilities to
engage in dependent-care; and asthma management
abilities was conceptualized as capabilities for
dependent-care operation which focused on parent
caregivers who performed asthma management
actions to meet self-care requisites of their
asthmatic children. Synthesis of related literatures
to construct the hypothesized model is presented
subsequently.

To achieve successful asthma managements for
infants and young children, parent caregivers have
to learn and practice preventive skills (avoiding
asthma triggers and controlling the environment),
treatment skills (assessing and monitoring asthmatic
symptoms, taking asthmatic medications correctly,
evaluating treatment outcome),14 promoting normal
growth and development as well as seeking
information about asthma.8,9,15-17 A number of
studies revealed that three different factors that would
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help gaining parent caregiversû abilities in their
studies were: 1) quality of care; 2) family
hardiness; and 3) social supports.8,10,17-22 However,
some factors such as caregiver burden may decrease
asthma management abilities of parent caregivers.

In caregiving activities, the perception of
burden associated with that care can be expected to
have an effect on caregiver. A review of the related
literature shows that burden is a negative
consequence or a stress to family of which patient
is a member.23-29 Like other parents of children with
chronic illnesses, parent caregivers of the asthmatic
children have been found to experience both extra
demands on their time and energy to provide asthma
care for their children.30 Besides burden with
routine asthma and developmental care, parent
caregivers also experience burden with their own
work responsibilities, household tasks as well as a
financial burden.12, 17 The perception of burden
associates with all these cares will affect their health
and abilities to manage their own selves, which in
turn may affect their operability to manage asthma
care for their children, especially the one who has
minimal resources. 4, 31-33

      Influence of social support on burden and
management abilities are widely recognized in both
empirical and clinical literature. In doing asthma
management, decrease in management abilities to
control environment, avoid asthma triggers, and
manage treatment regimens might be related to lack
of social support, which lead to physiological and
financial burden.34-41 Social support from family
members, friends, co-workers, and teachers at
schools has been mentioned most and brings a great
help. Social support from health care professionals
and networks can also increase knowledge,
strengthen parent caregiversû confidences to engage
in their health practices42 as well as controlling over
environment, all of which contribute to increase
management abilities and in reverse reduces
burden.43-47

      In caregiving phenomena, even though few
studies about hardiness did focus on family but a
number of researches revealed that caregivers with
high level of family hardiness were most likely to
handle stressful situation, higher in overall
transformational coping 48-50 and higher in ability to
manage and solve problems within family.48,51,52 The
results indicated that caregivers with high family
hardiness possibly received more assistance to deal
with stress or burdensome in caregiving,53 effective
using of coping skills,54-56 which would strengthen
family relationships and family functioning.
Internal strength and durability within the family
would help caregiver in setting up his/her own
effective system for care or in this study ability to
manage asthma care for the asthmatic children. Thus,
a negative influence of family hardiness on caregiver
burden and positive effect on asthma management
abilities of parent caregiver can be expected.
      Because most general health care practices for
children is family driven and family centered so
parent caregiver perception of quality of care is an
important outcome measure to the evaluation of
professional care.57-60 Patients with high satisfaction
with care are more likely to comply with medical
regimens;61 participate in their treatment,62 and
return and continue to use the medical services.63

Quality of care from nurses as well as friends and
family are among the strongest potential resources
people have in managing with the disease. A
number of studies found that caregivers viewed the
excellence care from nurse and other health care
providers as family resources that had a positive
affect on caregiversû abilities.17, 64-69

      In summary, the hypothesized model depicted
the interrelationship among perceived social
support, family hardiness, quality of professional
care, caregiver burden, and asthma management
abilities is shown in Figure 1.
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Figure 1 A hypothesized model associated with asthma management abilities in parent caregivers of the
asthmatic children.

Purpose of the study

The purpose of this study was to determine the
causal relationships among variables of basic
conditioning factors (perceived social support, family
hardiness, and quality of professional care) and
agencies of parent caregivers (caregiver burden) as
they related to asthma management abilities to take
care of the pre-school asthmatic children. The
following hypotheses were tested:

Hypotheses

1. Perceived social support has a direct
negative effect on caregiver burden, direct positive
effect on asthma management abilities, as well as
indirect influences on asthma management abilities
through caregiver burden.

2. Family hardiness has a direct negative
effect on caregiver burden, direct positive effect on
asthma management abilities as well as indirect
influences on asthma management abilities through
caregiver burden.

3. Quality of professional care has a direct
negative effect on caregiver burden, direct positive
effect on asthma management abilities, as well as
indirect influences on asthma management abilities
through caregiver burden.

4. Caregiver burden has a direct negative
effect on asthma management abilities.

5. Perceived social support and family
hardiness, family hardiness and quality of professional
care are positive correlated with each other.

Methods

Population and Sampling

The target populations in this study were
parent caregivers of the pre-school asthmatic
children. The samples were both mothers and
fathers who were primary caregivers of the
asthmatic children aged less than 6 years who came
to visit the Chest and Allergy clinic at three
hospitals within Bangkok metropolitan area and had
experiences in asthma management at least 3 months.
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The asthmatic child under caregiver responsibility
might have neither any other chronic illnesses nor
mental disabilities than asthma.

Instrumentations

The instruments used in this study consisted of:
The Social Support Questionnaire (SSQ)

The 7-item scale with a five-points Likert-type
response format, was developed by Pipatananond70

to measure provision of supports: information,
emotion, and tangible support that caregivers got
from: 1) family members; 2) siblings and relatives;
3) friends, co-workers, and neighbors; and 4) other
providers in the community. The total scores ranged
from 0-112. Higher SSQ scores reflected higher
levels of perceived social support. Cronbachûs alpha
coefficient of the total SSQ in Pipatananondûs study
was 0.96. In this study, reliability coefficient of SSQ
was tested with 253 parent caregivers of the
asthmatic children. The result revealed that a
reliability coefficient of the whole SSQ was 0.90,
which was high and acceptable for internal
consistency.

Family Hardiness Index (FHI) The 20-item
scale with a four-point Likert-type response
format, was developed by McCubbin, McCubbin,
& Thompson71 to measure the characteristics of
hardiness: Commitment, challenge, and control as
a stress resistance and adaptation resources within
family. The total scores of FHI ranged from 0-60.
Higher FHI scores reflected higher levels of family
hardiness. In the original work of McCubbin et al.,
the overall reliability coefficient for FHI was 0.82
and for each of the subscales, the reliability
coefficient was 0.81, 0.80, and 0.65, respectively.
In this study, reliability coefficient of FHI was 0.80,
which was acceptable even though the control
subscale had a rather low reliability (0.59) but
reliability coefficients for the other 2 subscales:
Commitment (0.72) and challenge (0.70) were
acceptable.

The Care of My Child with Asthma Scale. A
24-item scale with a five-point Likert-type response
format, was developed by McCubbin & Svavarsdottir72

to measure the extent of time and amount of effort
or difficulty associated with the care of a child with
asthma. A burden score (time x difficulty) for each
item was obtained by multiplying the extent of time
by the amount of difficulty scores and then
calculated the square root of the product to return
the score to the original metric, which ranged from
24-120. Higher scores reflected higher levels of
caregiving burden of parent caregiver. Reliability
coefficients were reported to 0.92 for the mother
and 0.89 for the fathers in Svavarsdottir, McCubbin
and Kaneûs research of well-being of parents of
young children in asthma. In this study, the result
revealed that reliability coefficient of the whole
instrument was 0.93, which was high and
acceptable for internal consistency.

The Caregiversû Perceptions of the Quality

of Professional Care Scale (CPQPCS). The 18-
item scale with six-point Likert-type response
format, was modified from the Oncology Patientsû
Perceptions of the Quality of Nursing Care Scale
(OPPQNCS) by Radwin et al.,73 to measure the
parent caregiverûs subjective perception about the
characteristic of care that they have got from health
care providers in four components:1) responsive-
ness, 2) individualization, 3) coordination, and 4)
proficiency. Since CPQPCS was the modification
of OPPQNCS by Radwin et al., the content validity
of the new instrument was reassessed by the panel
of six experts. Content Validity Index of the
CPQPCS was 0.94 (17/18), which was high and
acceptable. Reliability coefficients of the total
18-item was 0.90, 0.83 for responsiveness, 0.85 for
individualization, 0.65 for coordination, and 0.81
for proficiency subscale. Even though, reliability
coefficient of coordination subscale was rather low
but it should be noted that this instrument was a
newly modified version from OPPQNCS by Radwin
et al. This instrument needs reassess and further
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develops to fit with caregiversû perceptions about
quality of professional care in the future.

The Asthma Management Abilities Scale.

The 54-item scale with four-point Likert-type
response format, was modified from the Motherûs
Behavior in Taking Care of Asthma Child Scale of
Rattanawarn16 in order to measure parent caregiversû
abilities in 4 categories: 1) prevention of asthma
attack, 2) treatment and care when an attack
occurs, 3) promote normal growth and development
of the asthmatic child, and 4) seeking information
and accepting asthma. In Rattanawanûs study,
reliability coefficient of the whole instrument was
0.92 so as in this study, reliability coefficients of
the whole instrument was 0.83.

Data Collection

Protection of Human Rights was conducted
following the Helzinkiûs Declaration in 3 major
aspects to protect the human subjects. The research
proposal was approved from the Committee on
Human nights of the three studied sites.

Results

Two hundred and fifty three parent caregivers
of the pre-school asthmatic children from three
hospitals within Bangkok Metropolitan area
participated in this study during March to June, 2005.
Most parent caregivers (84.6%) were mothers with
ages ranged from 23 to 57 years (mean = 35.41

years). Half of them (50.2%) completed certificate
and degree level (more than 15 years study
periods). More than one-third of the parent
caregivers (42.3%) had moderate family incomes
(10,000 to 25,000 bahts/month). The numbers of
children under their responsibility (include asthmatic
children) ranged from 1 to 6 persons (mean = 1.71,
mode = 1). The mean experience of parent caregivers
in taking care of the asthmatic child was equal to
3.4 years. Almost all advice about asthma care was
received from physicians (84.6%).

Regarding to characteristic of the asthmatic
children, nearly two-thirds of the children were male
(62.5%, n = 158) with ages ranged from 9 months
to 7.5 years (mean = 4.82). The mean age at first
diagnosed as asthma was 1.73 (mode = 1) and the
mean average of asthma triggers was equal to 3.11
(mode = 2). The mean numbers of asthma attack
and admission during the past 3 months were equal
to 1.28 and 0.63, respectively and the mean number
of asthma drug used among these children was 1.68
(mode = 1).

Descriptive Statistics of Major Variables

Major variables in this study included family
hardiness, quality of professional care, perceived
social support, caregiver burden, and asthma
management abilities. Mean, standard deviation,
range, skewness, and kurtosis were shown in Table

1 to describe the distribution of the study variables.
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Table 1 Mean, standard deviation, ranges, skewness, and kurtosis of major variables (n=253)

Variables Possible Actual Mean SD Skewness Kurto Meaning

Range Range sis (Based on

mean &

skewness)

By using Pearsonûs correlation coefficient, the relationships between selected basic conditioning factors,
caregiver burden and asthma management abilities were shown in Table 2.

Social Support 0-112 6-108 53.66 16.99 0.10 0.05 Moderate
Information / perceived
Emotion / social support
Tangible

Family Hardiness 0-60 25-58 45.85 6.75 -0.66 0.42 High family
Control 0-18 1-8 12.44 3.09 -0.74 0.50 hardiness
Commitment 0-24 8-24 20.43 2.89 -0.95 1.00
Challenge 0-18 4-18 12.99 2.73 -.028 0.16

Quality of

Professional Care 18-108 40-108 81.98 15.14 -0.45 0.30 High quality
Responsiveness 5-30 8-30 22.36 4.08 -0.45 -0.52 of
Individual 5-30 7-30 23.20 5.17 -0.75 -0.03 professional
Coordinator 3-18 3-18 11.12 4.17 -0.13 -0.89 care
Proficiency 5-30 9-30 25.30 4.35 -0.99 0.52

Caregiver Burden 24-120 28.56-96 63.65 12.43 -0.18 0.11 Moderate
Demand 24-120 32-115 77.47 14.79 -0.08 0.20  burden
Difficulty  24-120 25-106 60.13 16.52 -0.03 -0.42

Asthma

Management

Ability 0-162 63-150 109.5 19.03 -0.19 -0.41 High asthma
Prevention 0-54 14-51 32.61 7.34 -0.22 -0.27 management
Treatment 0-36 5-36 24.62 6.79 -0.46 -0.30 abilities
Promotion 0-45 15-45 32.76 6.69 -0.37 -0.52
Seeking 0-27 8-27 19.57 3.90 -0.06 -0.45
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Table 2 Correlation matrix of study variables (n = 253)

Variable PSS FH QPC CB AMA

PSS 1.00
FH 0.23 ** 1.00
QPC 0.41 ** 0.20 ** 1.00
CB -0.15 * -0.12 -0.08 1.00
AMA 0.32 ** 0.38 ** 0.38 ** -0.36 ** 1.00
NoteNoteNoteNoteNote: PSS=Perceived Social Support, FH=Family Hardiness, QPC=Quality of Professional Care,

CB=Caregiver Burden, AMA=the Asthma Management Ability.
* p<.05 (2-tailed),**p<.01 (2-tailed)

Three measurement models of three major variables: Family hardiness, quality of professional care, and
asthma management abilities were evaluated. The results indicated the acceptable level for all measurement
models fitted indexes for the family hardiness, quality of professional care, and asthma management abilities
scale (see     Table 3).
Table 3 The measurement model goodness of fit index (n =253)

Variables Chi-square P-value GFI AGFI RMSEA

(df)

Family Hardiness 0.31 0.5801 1.00 1.00 0.000
(1)

Quality of 1.80 0.4072 1.00 0.98 0.000
Professional Care (2)
Asthma Management 4.79 0.9108 0.99 0.95 0.074
Abilities (2)

The Theoretical Model Assessment

In the final modified model of asthma
management abilities, the results showed that most
path coefficients of free parameters were significant
at the statistic level of .05 and had the right direction
according to the theory accept path coefficients of
perceived social support to asthma management
abilities, family hardiness to caregiver burden, and
quality of professional care to caregiver burden. One
parameter, which was the parameter from family
hardiness to caregiver burden, was deleted. The  final
modified model was proved to have a good fit with
the data (χ2= 29.02, df = 43, p-value = 0.9491, GFI

Note: GFI=Goodness of Fit Index, AGFI=Adjusted Goodness of Fit Index.
RMSEA=Root Mean Square Error of Approximation

= 0.98, AGFI = 0.96, and RMSEA = 0.000) and
explained 2% of variance in caregiver burden and
55% in asthma management abilities (see Figure 2).

By analyzing the influence effects (direct,
indirect, and total effect) of all variables in the
hypothesized model, the research questions were
answered (Table 4). As results, family hardiness
and quality of professional care had significantly
moderate direct positive effect on asthma
management abilities while caregiver burden had a
moderate direct negative effect on asthma
management abilities.
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Table 4 Direct, indirect, and total effects of influenced variables on affected variables in the asthma
management abilities causal model

Affected Variables Caregiver Burden Asthma Management Abilities

Causal Variables TE IE DE TE IE DE

Modified Model: Chi-Square (χ2) = 29.02, df = 43, p = 0.95, GFI = 0.98, AGFI = 0.96,
RMSEA = 0.000

Perceived Social Support -0.16* - - 0.16 * 0.10  0.06 * 0.04
Family Hardiness - - - 0.37 *** -0.37 ***
Quality of Professional Care 0.01 - 0.01 0.36 *** -0.01 0.37 ***
Caregiver Burden - - - -0.39 *** - -0.39 ***
Structural Equation Fit R2 =  0.02 R2 = 0.55

Note: TE = Total Effect, IE=Indirect Effect, DE=Direct Effect, * p<.05, *** p<.001
γ-value represents effect between exdogenous to endogenous variable
β-value represents effect between endogenous variable to endogenous variables

, ns = not significant
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Discussion

In taking care of children with chronic illness
like asthma, burdens associates with care still have
some influences on parent caregivers. Since, asthma
is the life threatening disease, parent caregivers have
to spend most of their time and energy on doing
asthma managements and keep vigilant watch over
their children due to unpredictability of the disease
and its complications.8,12,17,74 Moreover, some
parent caregivers also experience financial burden,
especially in low income family. Actually, cost has
prevented them from being able to purchase
medications and changing their home environment,
thus preventing them from being competent
managers of their childrenûs disease.4,28,31-33

Consistency with Oremûs theory of dependent-care,
managing all universal, developmental, and health
deviation dependent-care demands for asthmatic
children will overwhelm parent caregivers and  create
a great number of physical, psychological, and
financial burdens, which will lead to affect their
health, well-being and especially also affect their
management abilities. Even though, there are few
researches report the negative influence of caregiver
burden on management abilities but this influence
still exists in the reviewed literatures. As a result,
significant medium negative direct effect of caregiver
burden on management abilities was found in this
study.

Although the factor of burden was found to
have moderate influences on management abilities
but parent caregivers in this study still reported high
abilities in asthma management. One possible
explanation for this reason was parent caregivers in
this study had some other essential factors that helped
them overcame this burden. Beside from some
personal factors (socio-economic status, education
level, and experience in providing care) that parent
caregivers had at moderate level; the affection,
obligation, and linkage between parent caregivers
and children motivated parent caregivers to take good
care of their children.75

Moreover, the results indicated that quality of
professional care as well as family hardiness was
two other factors, which worked directly to support
management abilities of parent caregivers in this
study. It is no doubt that the relationship between
quality of professional care and management
abilities of caregivers has been found in most of the
literature.10-12,34,38,41,68 The same finding was revealed
in this study. Since, most of the asthma cares are
technical-dependent so educative and supportive care
from health care providers is perceived as the most
important support that parent caregivers need in this
situation.76 Gibson74 and Wittaya-sooporn64

magnified that quality of professional care was an
important factor that had an effect on the development
of their power capabilities to effectively manage
good care for their children. The more quality of
care parent caregivers receives, the more abilities
they could perform. Together with their strong family
hardiness, parent caregivers in this study could
manage their care by developing their own strategies
that help them increase their abilities to take good
care of their children by seeking help from resourceful
persons.56 All of these lent support to the finding
that quality of professional care and family
hardiness had a direct medium positive effect on
asthma management abilities.

In reverse, quality of professional care and
family hardiness did not find to have any influences
on caregiver burden in this study. It may be
because information and advices from health care
providers are more technical in nature and from limit
of time in each visit so they are not holistic enough
to decrease burdens from giving care, which are
known as time consuming and difficult to manage.
Contrasted to the finding in Wittaya-soopornûs
study,64 quality of educative and supportive care from
nurse could predict 28% in coping with caregiving
in parent caregivers and coping of parent caregivers
was significantly reduced the  burdensome from
caregiving care in this study. It should be noted that
educative and supportive cares form nurse in
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Wittaya-soopornûs study were focused not only on
technical management but also on emotional
management for children, parent caregivers, and
other members in the family as well as attitude and
relationship within family, which were more
covered the needs of parent caregivers.  All of which
might help enhance coping abilities of parent
caregivers and in turn helped reducing the burden
from giving care. For family hardiness, one best
explanation for not detecting the effect of  family
hardiness on caregiver burden is parent caregivers
appraise that burdens in taking care of their
asthmatic children are rather complicated to cope
and manage. The best way they could do when time
passes is turn to handle and take control over all of
the care tasks and seek supports from various sources
to help them managing care for their children.

Conclusion

Even though the factors of the burden still had
some influences on management abilities of parent
caregivers, the quality of professional care as well
as family hardiness were two other good predictors
and worked directly to influence asthma management
abilities in this study. These findings support the
role of health care professional and hardiness among
family members in increasing dependent-care agency
of parent caregivers to take good care of the pre-
school asthmatic children.

Implications and Recommendations

Implication to Nursing Practice

Results from this study indicated that in taking
care of chronically ill children with special needs
such as asthmatic children, burden from giving care
still had some influences on management abilities
of parent caregivers. The results also indicated that
quality of care provided by health care professional
and hardiness within family were two other
important factors that could directly affect parent
caregiversû management abilities. According to this
reason, there is a need for nurse, as one in health

care profession, to cooperate with physician in
giving educative and supportive program that
extend well beyond medical care to the realm of
behavior, the strength in each family, and the way
of their living. Moreover, to lessen burden from
giving care, a nurse has to encourage father or other
family members to take turn and share responsibility
as a primary caregiver as well as help managing
other house works than leave all responsibilities only
to mother. Increase quality of professional care,
hardiness within family, and abilities to manage
asthma care can yield not only healthier children
but hope to reduce care burden of parent caregivers,
improve family functioning, workplace productivity,
and overall family well-being.

Implication for Methodological and Future
Research

Since this study was deductive derived from
Oremûs theory of dependent care, which was a grand
theory and this study was a cross-sectional design
so it might not good enough to capture the evolving
of independent variables that could influence
dependent variables as reflected in this study that
the whole model could explain only 2% in caregiver
burden. This finding should bring some presumption
into consideration that whether caregiver burden or
management abilities should be the outcome
variable in this study. Thus, longitudinal study and
model comparison whether caregiver burden or
management ability is an outcome variable needed
to conduct to further explain a more in-depth
understanding. In addition, some instruments are first
used in this study so further testing of each
instrument to ensure their reliability across groups
is needed to be confirmed in the future research.
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Abstract: The purpose of this study was to develop a scale measuring smoking attitudes.
Male students (n= 289) who were studying in Mathayom (M.) 1 to Mathayom (M.) 3 in
three public schools were included in the study. Twenty items were selected for
inclusion in the scale. An internal consistency reliability coefficient of the overall scale
was 0.91. A confirmatory factor analysis was used to test the internal structure of the
items. The results of the study support a three-component model of attitudes: cognitive,
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Introduction

Smoking remains a major public health
problem in the Thai society, especially among
adolescents. Smoking has several negative effects
on adolescent smokers.1 It is also powerfully
addictive.2 Adolescents who try smoking by smoking
only one or two cigarettes are twice as likely to
become adult smokers as adolescents who do not
engage in such experimentation.3 Moreover, these
adolescents have a more difficult time quitting if
they have begun smoking earlier.4 Therefore,
preventing adolescents from smoking  initiation as
early as possible is needed. Theoretical evidence
suggests that an attitude can be an important factor
influencing smoking.5 The theories of reasoned
action6 and planned behavior7 propose that
behavior is a function of a personûs intention, which,
in turn, is determined by personal attitudes and  social
norms. An understanding of the underlying attitudes
toward smoking is then necessary. Knowledge of
attitudes provides the reasons why adolescents start
smoking or continue smoking.

An attitude toward  a behavior is the çdegree
to which a person has  favorable or unfavorable
evaluation or appraisal of the behavior in question.é7

Weber8 defined an attitude as çan evaluative
reaction-a judgment regarding oneûs liking or
disliking-of a person, event, or other aspect of the
environment.é Unfortunately, no smoking attitude
scale was well developed in Thailand. As opposed
to few existing ones in other countries, DeVries,
Backbier, Kok, and Dijkstra9 measured smoking
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attitudes among secondary school students in the
Netherlands. The questionnaire measuring smoking
attitudes included 28-Likert-type items. However,
they did not present clearly how the attitude
measurement was developed and also the
psychometric properties (reliability and validity)
were not reported.

Shore, Tashchian, and Adams10 developed a
Scale Measuring Attitudes towards Smoking (SAS)
based on literature review in the areas of applied
social psychology and public policy to identify
topical areas dealing with smoking attitudes among
undergraduate and graduate students in the U.S. The
final SAS consisted of 17 items with a Likert-type
format. The construct validity was analyzed by the
confirmatory and exploratory factor analyses, while
the reliability was tested by the internal consistency.
The results revealed  that the SAS consisted of four
factors reflecting relationships with smokers: Views
toward smoking restrictions and laws, concerns about
secondhand smoke, attitudes concerning the sale and
marketing of cigarettes. Etter, Humair, Bergman,
and Perneger11 also developed the Attitudes
toward Smoking Scale (ATS-18), based on
literature about attitudes toward cigarette smoking
and the outcomes from qualitative data. The
participants were people aged between 18 and 70
years old. The measurement included 18 items with
Likert scale format. The factor analysis confirmed
the validity of a three-factor structure: Adverse
effects of smoking, psychoactive benefits, and
pleasure of smoking. Even though these researchers
reported that their instruments have Adequate
internal consistency, there were some limitations.
Regarding the questionnaire for people with a wide
age range, some questions might not be appropriated
for the young Thai people. They are for example, çI
would not date a person who smokes.é çI would
marry a person who smokes.é Likewise,
adolescents and adults may have different views on
some smoking issues.

Additionally, using the scales developed from
other people might not be applicable in the Thais
who are of different culture. This study, then aims
to develop an appropriate questionnaire measuring
attitudes toward smoking for Thai adolescents.

Methods

Participants

The sample consisted of  289 male adolescents
aged 12-16 years old (M = 13.50, SD = 0.68). They
were studying in Mathayom (M.)1-Mathayom
(M.)3 in three public schools located in the eastern
part of Thailand.

Scale Development

The following steps were taken to develop a
scale measuring attitudes toward smoking for Thai
adolescents.

First, the instrument measuring attitudes
toward smoking was developed by the researcher in
accordance with a three-component model of
Weber.8 This model defined an attitude as an
evaluative reaction of a person, event, or other
aspect of the environment. The attitude is a non-
neutral judgment. It might be either positive or
negative, but never neutral. A single attitude
involves three dimensions: Cognitive (like beliefs),
affective (emotions), and behavioral (choices and
actions). The cognitive dimension is an idea or  belief
and the affective dimension is an emotion or
feeling you have about something, meanwhile the
behavioral dimension is an behavioral intention or
the consequence of an attitude towards something.
Based on the model, an initial  pool of 24  items
was, then  generated: 8 items for each dimension.
Responses were scaled on a 5-point Likert scale
ranging from 1 = absolutely disagree to 5 =
absolutely agree.

Second, the content of the measurement was
validated by the panel of experts. A panel of at least
three experts is recommended.12 The panel for this
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study included five experts: One nurse instructor of
psychiatric nursing, one instructor of health
education and behavioral sciences, one psychiatrist,
and two experts on adolescence. There was no any
item that eliminated or adjusted by the experts. To
ascertain a content validity, interrater agreement (IR)
and content validity index (CVI) were then
calculated. The average scores of IR and CVI were
0.94, and 0.93 respectively.

Third, the construct validity was also tested.
The sample size (n = 289) was large enough for a
factor analysis, as Tinsley and Tinsley13

recommended 5 to 10 subjects per item. However,
before factor analysis was performed, an item
analysis was calculated to evaluate the quality of
the items. In general, it is probably recommended
to examine the corrected item-scale correlation
which correlates the item being evaluated with all
the items, except itself.14 The desired correlation for
inclusion criteria should be 0.20 or greater.
Therefore, four items that did not meet the criterion
were excluded from the scale,  as three items (çSome
kinds of cigarettes are not dangerous to oneûs health,é
çCigarette filter can prevent harm to oneûs health,é
çI do not want people to dislike me because I
smokeé) had low corrected item-scale correlations.
Another item, çAll students should take part in
smoking campaign held in schools,é had a negative
correlation. Finally, the remaining 20 items were
selected for inclusion in the questionnaire.

Fourth, the scale was pretested among three
focus groups of students attending M1, M2, and
M3 respectively. Each group consisted of 8-10
participants. The purpose of the pretest was to
obtain respondentsû feedback on the acceptability
of the items, the clarity of item wording, and the
clarity of direction.15 The problematic items were
then revised.

Last,  the draft questionnaire was pilot tested
to establish the reliability with a small sample of
adolescents (n = 55) who were representatives of
the sample.

Data Collection

Data were collected with the self-administered
questionnaire, the smoking attitude scale for Thai
adolescents, developed by the researcher. The
purpose of  the study and the confidentiality of the
collected data were mentioned. The questionnaire
was filled out in the classroom. The participants
took approximately 10 minutes to complete the
questionnaire. To ensure confidentiality, the
participants were assigned code numbers rather than
names. The teachers were not in the classrooms
during the assessment.  In addition, the participants
were instructed to seal their completed
questionnaires in the envelopes to maintain
confidentiality.

Main Analysis

A confirmatory factor analysis with maximum
likelihood estimation was conducted using LISREL-
8.5 to evaluate the construct validity of  the
questionnaire. The assessment of model fit was based
on multiple criteria including16 (1) the Chi-square
statistic, (2) the χ2/ df ratio, (3) goodness of fit
index (GFI), (4) adjusted goodness of fit index
(AGFI), (5) standardized root mean square residual
(Standardized RMR), (6) the root mean square  error
of approximation (RMSEA), and (7) the
comparative fit index (CFI). A non-significant
Chi-square and the χ2/ df ratio with value lower
than 0.3 indicate a good model fit. The desired  values
for the GFI and AGFI are greater than 0.90.
Suggested values for the standardized RMR and
RMSEA are lower than 0.08 and 0.06 respectively.
Value of 0.95 or higher for CFI is indicative of a
well-fitting model.

The consistency of the questionnaire was
analyzed using Cronbachûs alpha coefficient. A
reliability of 0.70 or better is considered
acceptable.17
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Results

Prior to the factor analysis, twenty items with
appropriate item-total correlations were included in
a confirmatory factor analysis. The analysis revealed
3 factors, cognitive, affective, and behavioral
dimensions. The resulting three-factor model with
these items was found to have the best fit:  χ2 =
94.03, df = 130, p = 0.99; χ2/ df = 1.48; GFI = 0.97;
AGFI = 0.95; standardized RMR = 0.04; RMSEA =
0.00; CFI = 1.00. All test items were found to have
statistically significant factor loading at p < 0.05.

Factor loadings on the items measuring the
cognitive component (6 items) ranged from 0.28 to
0.48, on the items of affective component (7 items)
ranged from 0.34 to 0.70, and on the items
measuring the behavioral component (7 items)
ranged from 0.33 to 0.51. A graphic representation
of the model is presented in Figure 1.

Following the factor analysis, the internal
consistency of the scale was tested. Cronbachûs  alpha
by subscale was 0.81,  0.83, and 0.78  respectively.
The overall  Cronbachûs alpha was 0.91.

Figure 1Figure 1Figure 1Figure 1Figure 1 A Confirmatory Factor Analysis on The Three-factor Model of Attitudes Toward Smoking.
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Discussion

This study reported the development and
validation of a smoking attitude scale in
adolescents. The developed scale contained 20 items
that measured three dimensions of attitudes:
cognitive, affective, and behavioral according to the
three-component model of Weber.8 The three-
factor model was tested by confirmatory factor
analysis  and it fit the data well. The Cronbachûs
value also indicated high internal consistency of the
measurement.

Theoretically,  an attitude is an important
factor influencing smoking behavior,6, 7 a number
of studies18, 19, 20 revealed that people with more positive
attitudes toward smoking tended to experience
smoking. Nevertheless, some studies21, 22 examined
attitudes with smoking behaviors and reported
non-significant results. Dolcini and Adler23 suggested
that the inconclusive results might reflect that there
have been measurement problem in the studies.
Generalized attitudes with strict definitions  in terms
of liking and disliking might not be good predictors
of behavior.5 An attitude toward smoking can be a
complex concept regarding cognitive, affective, and
behavioral dimensions. The development of this valid
scale will benefit researchers and practitioners in
understanding how the attitudes and the smoking
are related. Hence, adolescents who are at-risk for
starting smoking can be screened and more
effective prevention programs can be developed. One
significant limitation of the present study is that the
instrument was developed with early and middle
male adolescents who were studying in public
schools. Future research is needed to determine
whether this scale will be appropriate to be used
among other groups of adolescents such as female
adolescents, late adolescents, or adolescents who
are outside the schools.
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Abstract: This research aimed to develop a nursing case management model in patients
with myocardial infarction, using a nurse case manager as a key person to manage care
for patients more effectively. Participatory action research was conducted with nine
participants in the process of model development. Data collection strategies included
interviews, observations, document examination, as well as records of outcomes of the
model.

The findings revealed that the model of nursing case management comprised
three important parties including; a nurse case manager, health care providers, and
payers. These parties interacted with one another while a patient was the center of
service delivery. In this process, the nurse case manager was a person who acted as a
primary nurse responsible for providing direct care and collaborating with other health
care providers, using a clinical pathway as a tool to assess, plan, implement, and
evaluate patientûs outcomes. These outcomes included satisfaction of patients and staffs,
as well as a reduction in length of stay and readmission rate of patients.

From the findings, it is clear that nurses are in a pivotal role to collaborate in
care planning with other multidisciplinary team. The researcher suggests that in this
model a nurse case manager should have knowledge pertinent to the case type and
effective communication skills so as to facilitate effective care management. It is
envisaged that the process of model development in this study could be used as a guide
to develop other similar models for other case types so as to enhance both quality of
care and cost containment.
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Background and Rationales

In recent years, forms  of care delivery
systems have continuously been evolving
internationally  in  order  to  produce care that is of
high quality, suitable and relevant  to socio-economic
changes in each country.1,2 In Thailand, the
previous Asian economic crisis in 1997 has
inevitably affected Thailandûs budget management
on health care expenditures.3
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The rise in health care expenditures has
necessitated the need for health care reforms in
Thailand. These reforms focus on improving care
delivery systems and practices that are accountable
for national health policies that mandate quality of
services and cost effectiveness. It is envisaged that
the reforms would best benefit every party,
including health care consumers, providers, and
payers/budget providers.4

With regard to a quality issue, the Thai
government realized that there had still been a gap
in quality of health care services despite an effort
of both health administrators and providers to
maintain standards of care for patients. As a
consequence, the Ministry of Public Health (MOPH)
has established a hospital accreditation system (HA)
in 1997 to evaluate the standards and quality of the
hospital services. HA system is based on the
concept of patient-centeredness and outcome
measurement. In addition, HA also promotes
multidisciplinary practices. Attention has been given
to patients with complex health problems along with
the development of standards of care delivery and
continuity of care for each group of patients.

For quality of services and cost effectiveness,
hospitals are therefore in need of new care delivery
strategies that will serve both purposes, Case
management is considered as one of the strategies
appropriate for use in the service delivery reforms
in many western countries,5,6 and now is expanded
to Asian counterparts including Thailand.

In Thailand, cardiovascular diseases especially
myocardial infarction (MI), have become the
current major health problems among Thai people.
More recently in the northern Thai region, health
statistics indicated that the mortality rates  of
patients  with  cardiovascular diseases, especially
those with MI were presented at the top list.
Specifically at a tertiary care hospital, one of the
largest hospital in the central north of Thailand, MI
is on the rise among out-patient and in-patient  visits
during  the year 2000-2002. Evidently, MI has  now

become  the  major cause of  deaths  among
medical patients, whereas lengths of  hospital stay
among  this  group of patients have also been
increasing. Although  readmission  rates were not
increased, the incidences were still  considered high
especially in comparison to other groups of patients.
These incidences also affected the cost of care as
MI patients often required high technology of care
and thus consumed a great health care expenditure.

In addition, there had been problems with
fragmentation of care due to ineffective
collaboration at each point of health services
including emergency department, intensive care unit,
ward, and community services outside the hospital.
From these problems, it was therefore very timely
for the researcher and health care professionals at
the mentioned hospital to address this problem and
develop a service delivery model to improve quality
of care and manage cost of care simultaneously.
Thus, the purpose of this study aimed to develop a
nursing case management model in patients with
myocardial infarction (MI) at a tertiary care
hospital, one of the largest hospital in the central
north of Thailand. It also aimed to examine the
process of the model development, factors affecting
the development and utilization of the model, as
well as the outcomes of this model. The research
questions were as follows;

1. What was a possible model of nursing case
management for patients with myocardial
infarction?

2. What were the outcomes of nursing case
management for patients with myocardial
infarction?

3. What were strategies used in the process
of nursing case management development for
patients with myocardial infarction?
      4. What were barriers occurring during the
process of nursing case management development
for patients with myocardial infarction?
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Conceptual Framework

Nursing is a discipline consisting of four
pervasive concepts; person, environment, health and
nursing.  The practice of nursing is a dynamic and
interpersonal process that is used to provide holistic
care towards patients.  Historically, nursing practice
or care delivery has involved critical thinking within
a deliberative decision-making framework.
Nursing case management is one of the care
delivery models designed to effectively manage care
for specific groups of patients by utilizing effective
communication and existing resources as a means
to achieving desired outcomes in terms of quality
services and cost effectiveness.7, 8

Nursing case management framework
encompasses the following functions for nurses to
manage: assessment, planning, linking, monitoring
and review.9 Within this framework, the nurse is
prepared to perform functions in  diverse settings
and is responsive to the changing health care needs
of society. The fundamental focus of case
management is to integrate, coordinate, and
advocate for individuals, families, and groups
requiring extensive services, ensuring that patients
receive appropriate, individualized and cost-
effective care within a system of services.10 The
emphasis of care changes from a task orientation to

the outcomes of medical and nursing interventions
throughout an episode of illness and/or treatment.

Specifically, nursing case management focuses
on a multidisciplinary clinical system that uses
registered nurse as a case manager to coordinate
care for select patients across the continuum of a
health care episode.11 These registered nurses are
nurses who have had expertise and experiences in
dealing with specific case type as designated by
either the high risk, high cost, or high volume cases.
Case type means the aggregation of similar patients
for the purpose of monitoring, managing and/or
reimbursing. Diagnosis-related group (DRG) is one
method of case type classification. Case type may
be identified through reviewing distribution of cases
by length of stay, readmission rate, and cost of health
care services.

In nursing case management, there are there
important components attached to service delivery
system in response to the determination of health
and cost outcomes of patient care. These
components include a nurse case manager,
collaborative practice, and a clinical pathway, all of
which are used to achieve best health care outcomes.
Figure 1 displayed the conceptual framework of
nursing case management which is central to this
research study.
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Outcome identification

Quality improvement vs Cost

Nursing case management

Three significant components

I  Nurse case manager

Management of specific case type
through effective communication
and collaboration

II  Collaborative practice

Functions of all multidisciplinary
team involved in caring for spe-
cific case type within and outside
hospital settings

III  Clinical pathway

Develop a best practice tool for use
with a specific group of patients
(case type) and monitor outcomes

Figure 1  Conceptual framework of nursing case management

Outcome measurement

- Length of stay
- Readmission rate
- Satisfaction: patients and providers
- cost

Methodology

Research Design

     This study used a method of participatory
action research (PAR) in order to develop a
nursing case management model. Participatory
action research process consists of the set up of
research concern or problem, preliminary

investigation, planning action, implementing action,
data collection and analysis, revised plan, reflection
and dissemination.12 Figure 2 provides details of
each step of the research process.
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Participants

This PAR study consisted of nine key
participants or the PAR team, including a medical
staff who is an expert in cardiovascular diseases, a
head nurse, a clinical nurse instructor, a registered
nurse with specialization in cardiovascular diseases,
one general registered nurse, a technical nurse, a
home health care nurse, a pharmacist, a dietitian
and 15 patients with myocardial infarction
participating in the study. The sample selection was

based on a mixed group of multidisciplinary team
who have been working in the designated unit and
had experiences in caring or treating patients with
myocardial infarction for more than five years.

Research setting

     The study was conducted at a male  medical
unit of  a tertiary care hospital, one of the largest
hospital in the central north of Thailand, where many
MI patients had been residing while previous
incidences in this hospital revealed that most of the
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patients with MI were male. This unit consisted of
42 patients being admitted for medical treatment. In
general, these patients received hospital care from
medical and nursing staff in the unit according to
their health problems and needs. Other health care
professionals might be consulted to assist the
patients in this unit on additional health problems
or issues. On the whole, registered nurses were the
persons taking the role of care providers and
educators for patients in the unit.

Protection of human subjects

The research proposal was approved by
Mahidol University and the Hospital Ethics
Committee on Human Rights related to Research.
The potential key participants in the designated unit
were contacted to ask for voluntary participation in
this research study. Informed consents were received
from the participants who had agreed to participate
in this study. The research purposes and processes
were explained to the participants, whereas
confidentiality of the data were maintained.

Data collection

The data collection strategies used in this study
included participant observations, interviews, and
collection of other records and documents that were
pertinent to the study. Data were collected from July
2003 to September 2004 in a designated medical
unit for three phases: Preparation, plan and
implementation, and evaluation by using a PAR
cycle. During the data collection process, there were
ten meetings conducted to have all key participants
attended and discussed together. In each meeting,
focus group interviews were conducted to gain
information about the development of the nursing
case management model, along with strategies and
barriers to this development. Participant
observations were also conducted throughout these
three phases to obtain detailed information of care
delivery and nursing practice related to patients with
MI. A tape recorder was used to gather the data

during the interviews in this study. Data collected
were transcribed and analyzed simultaneously with
the data analysis process. In addition, field notes
and diary were recorded during each phase of data
collection to describe the process of nursing case
management model development and to reflect on
issues surrounding the process of this development.

Data analysis

The data were analyzed both in quantitative
and qualitative ways. This included the descriptive
analysis by using frequency and percentage in the
quantitative data. In the qualitative data, coding of
the data while grouping similar codes into categories
were performed, and then categories were compared
and clustered till cultural concepts or themes emerged.

Results

The results of this study were presented in four
parts: The first part described the demographic data
of key participants. The second was the development
of a nursing case management model by using
participatory action research. The third one revealed
issues surrounding the development of this model
including barriers and strategies for further
application of the model. The last one reported the
outcomes of the use of this nursing case management
model.

Demographic data of key participants

The key participants consisted of  a medical
staff, a head nurse, a clinical nurse instructor, a
registered nurse with specialization in cardiovascular
diseases, one general registered nurse, a technical
nurse, a home health care nurse, a pharmacist, and
a dietitian. Most of the participants were female,
except for the doctor, aged 36-40 years old on
average. On average, the participants had held
bachelor degree in their own disciplines, while two
registered nurses had had a master degree and the
technical nurse held a diploma in nursing. The
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duration of work experiences of these participants
ranged from 10-27 years. All nurses, except the head
nurses and clinical instructors, were required to work
on a roster basis. Other disciplines work during day
time most, although the doctor could be consulted
after office hours depending on the job allocation
within the medical department.

The demographic data of patients were male,
aged 50-60 years old on average. Their incomes were
mostly less than 15,000 bahts per month, and almost
all of them were on a 30-baht scheme for health care
reimbursement.

The development of a nursing case management
model

The nursing case management model emerged
from the development in this study was characterized
by a patient-centered approach, governed by several
stakeholders including a nurse case manager, other
health care providers, and payers. Multidisciplinary
care plan or the so-called ùclinical pathwayû was seen
as a tool for effective communication and collaboration,
while the nurse case manager was the person acting
as a coordinator of care management with all
stakeholders, including health care professionals,
patients and families (see     Figure 3).

Figure 3  A Model of Nursing Case Management
  for Patients with MI

Overall, the model in this study was similar
to the characteristics of primary nurse case
management in the western context, where a nurse
case manager worked as a primary nurse for
patients with MI.1 In addition to provide some
direct care for these patients, the nurse case
manager had to manage care of this specific group
of patients from admission till discharge to ensure
that the patients received good quality of services
and also effective discharge planning was provided.
This model thus put a great emphasis on continuity
of care and also collaboration among
multidisciplinary team.

However, there were some differences of this
model in that of the western one. These included
the policy and also job position of a nurse case
manager in the organization structure, which was
not officially established in the research setting. It
was therefore challenging for nursing staff in this
setting to start develop a job description for
nursing position in a care managerial way.
Generally, in Thailand, nurses are classified
according to a hospital hierarchical structure where
a head nurse is usually a person managing
collaborative care for patients in his or her unit.
This new model thus put forward the position of
registered nurses at a practice level to advance their
roles and responsibilities to improve outcomes of
care for their patients.

Process of the nursing case management model
development

     There were three phases in the process of
nursing case management development. These were:
preparation phase, action phase, and evaluation phase.
In each phase, the researcher used PAR processes
including assessing, planning,1 implementing,
reflecting, and re-planning continually on its
spiral characteristics until the model was
developed, implemented, and evaluated.
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Preparation Phase

In the preparation phase, the key participants
joined together as a patient care team (PCT) to
examine existing problems in the previous service
delivery for patients with MI. Such problems
included fragmentation of care between health care
providers, a lack of patient-centered approach
especially their involvement in the care plan
development, a limitation of appropriate health care
resources to provide effective transitional care for
MI patients such as intensive care or home care
services. There were also discrepancies in staffûs
knowledge and understanding about best practice
in managing care for patients with MI, especially
among paramedical team. As a result, the
participants agreed to work together to create changes
in the service delivery for this group of patients.
The initial work also included a set up of the
patient care team or in this study the ùPAR teamû
for MI patients, a provision of staffûs knowledge
and understanding of MI patients, and finally a
provision of knowledge of the concepts of PAR and
nursing case management.

During this preparation phase, the researcher
interacted in the PAR process as a catalyst of the
patient care team by reflecting important questions
and issues surrounding the development of nursing
case management that fitted well with the structure
and problems being identified at this hospital. The
team was unsure of how to start with it initially,
however with a group process and action learning
strategies they all agreed to begin this process by
setting up the objectives and action plan for this
model development.

Planning and Implementation Phase

During the planning and implementation phase,
the researcher began to interact further with the PAR
team by facilitating on setting up a case management
plan, and on implementing the tentative case
management model.

This phase consisted of 5 steps as follows:
1. Creating a Collaborative Care Plan The

collaborative care plan called clinical pathway was
created, shaped, and re-shaped by the PAR team
until it was satisfied with the team. This was the
first initiative for the multidisciplinary team in this
hospital to find a strategy to overcome the
fragmentation of care among different disciplines
together.

In creating the clinical pathway, all the team
were responsible in finding best practice from
literature in their own disciplines with regard to
caring for patients with MI, and brought it together
to discuss and revise this pathway.

2. Creating a Job Allocation While the
previous job allocation focused largely on doctorûs
assessment and investigation, this new allocation
posed roles and responsibilities for all health care
team involved in assessing and communicating what
they had assessed and planned for patients to one
another.

3. Creating a Guideline Along with the new
job allocation, the key participants started to
develop a patient guideline and manual for use
specifically for patients with MI. This guideline and
manual was reviewed for best practice regularly so
as to update the standard of care for MI patients.

4. Creating Roles of Nurse Case Manager

While developing the guideline and tools for use in
patients with MI, the key participants also discussed
about the roles of nurse case manager for this case
type. This was important for the health care team as
many staffs, both nurses and allied health providers,
were unsure of the position of a nurse case manager.
From this concern, the key participants reflected on
the need for an establishment of a clear role of a
nurse case manager. It was obvious that a nurse
case manager in this study needed to provide both
direct care and managerûs role in the ward setting.

5. Developing a tentative care delivery

model The PAR team developed a tentative model
of nursing case management, and piloted it for use
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with five MI patients. Following this, there were
changes in some aspects of the clinical pathway
and the strategies to increase continuity of care for
patients.

After all changes and modification were
completed, the model was used with fifteen
patients with MI, and all outcomes were recorded
and monitored. While the clinical pathways was used
by PCT, the nurse case manager followed the
ongoing activities of care and interacted closely
between the patients and the health care team. This
phase was conducted continually, with an attempt
of the PAR team to extend their model to connect
with other units in the hospital, such as the
emergency room.

Although, this extension was beyond the scope
of this research study, it reflected the ongoing
progress of the study and the commitment of the
team to run this model to the best capacity. The
researcher kept notes during this process in the
diary so as to collect detailed information about these
changes during this research process.

Evaluation Phase

In the evaluation, the researcher interacted with
the PAR team as a viewer to see what had come out
of this model development as well as the model.
The PAR team collected all the variances and
issues surrounding this collaborative practice in
order to evaluate the outcomes of this change. In
this process, the team used a peer review technique
by having other health care members in addition to
the PAR team to reflect on the outcome identified
and sought suggestions and comments. There were
positive outcomes emerging as evidence revealed
both with the reduced readmission rate and length
of stay for patients. Cost of care was also contained
in comparison between actual fees and the DRG
reimbursement.

In this final phase there were a number of
changes occurring in the research setting, especially
in relation to how health care disciplines worked

together during and after the development of the
model. For instance, each health care discipline
happened to work more in a horizontal line of
communication through a mediator or coordinator,
that was a nurse case manager, and thus created
more effective communication and cooperation.
Other changes included the work pattern which
happened more in a bottom-up management, along
with a support of top-down management. This made
staff more satisfied with their work, and hence
enhance their performance and decision making
processes.

Another important change was an increase in
patient satisfaction for the care received as they got
involved more and could be better informed of their
care plan and discharge dates. In terms of payers,
either patients themselves or the government in many
cases, the outcomes in this study revealed that health
care expenditures that were used in this group of
patients with MI under the study were under the
cost weighed by the DRG system. In this situation,
the patients themselves could pay on average of the
cost of care for MI patients, and at a small scale the
hospital could gain a benefit of cost saving in these
patients.

At a larger scale, the Thai government could
also gain the benefit of effective cost management
of health care budget, which was congruent with
the current health care management and cost
containment strategy in the country.

Factors affecting the model development

In this study, there were both positive and
negative factors affecting the development of the
NCM model. Positive factors included a supporting
policy of the government towards improvement of
quality of health care delivery services. For instance,
there was a foundation of hospital accreditation
system, support of the hospital management team
for changes towards quality and cost issues, and most
importantly, the commitment of the health care
members to create changes for better services for
patients.
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Nevertheless, there were some negative
factors that affected the development of this model
especially during the first phase of this study. These
included resistance of some staff for changes, the
workload and turnover rate of staff in hospitals, and
also an issue of some problems from external
environment, such as an epidemic of Norwegian
scabies, that had affected the progress of this
development as the health care team had to delay
the process of developing the model and paid more
attention to intervening with this epidemic. These
negative factors or issues were finally overcomed
by good communication and management of all
stakeholders, especially by strengthening the
philosophy of the hospital to provide a good service
for patients.

The outcomes of implementing nursing case
management model

The outcomes of implementing the nursing care
management model included the patient, staff, and
organization outcomes. These outcomes put an
impact on both quality and cost issues related to
caring for patients in this group.

Patient Outcomes

Patient outcomes in this study were measured
through both patient satisfaction and their attitudes
towards caring practices of the health care team
within this new model of case management. On the
whole, all patients participating in this research study
were satisfied with the provision of care through
nursing case management model. They provided
some evidence of their satisfaction as follows.

Satisfaction from getting good attention and
closer to staff
Satisfaction from receiving relevant and
useful information
Feeling good with care given by health care
providers and hospital

Staff outcomes

At a management level, the administrative staff
were satisfied with an improvement of care
delivery in the hospital. At an operational level, nurs-
ing and allied health staff were satisfied with this
care delivery model. The following demonstrated
how staff felt for this model development.

I think this model has helped the care team
to have guidelines for patient care. Nurses
also could have their performance improved
with specific are for the specific group of
patients. This can help improve quality of
care for MI patients.

We now are happy with our work. We think
this model makes us work more closely with
patients and the health care team. We are
happy because the patients are happy.

Organizational outcomes

Organizational outcomes were measured
through the data related to readmission rate, length
of stay, and cost of care. The results showed that a
use of nursing case management model could
decrease the length of stay (6.17 days in 2002 to
5.13 days in 2005), and the readmission rate from
MI within 28 days post discharge during the
research process was none (0%), while previously
in 2002 the readmission rate was 27.6 percent. In
relation to cost of care, the results revealed that the
average health care expenditures of patients with
MI in this hospital  were within the relative weight
of the DRG classification in 2005, whereas in 2004
and the years before the hospital lost the balance of
payment for a group of MI patients. This showed
that the hospital was able to contain cost of care for
MI within the DRG scheme far better than a few
years ago as a result of improvement in effective
resource utilization among the participants.
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Discussion

The characteristics of a possible model of

nursing case management in patients with MI.

As described earlier, the NCM model being devel-
oped in this study was similar to the Primary Nurse
Case Management Model (PNCMM) in the United
States which focuses on achievement of clinical and
financial outcomes within the designated interval,
such as length of stay as designated by the DRG
system, while nurses function in two major roles:
care provision and management. Other models used
in the US acute care settings, such as the leveled
practice model, primary case management model,
and integrated case management model, nurses do
not focus on providing direct care to patients.1  The
Primary Nurse Case Management Model seems
suitable for the current Thai hospital context, where
Thai nurses who work at a practice level are mostly
required to provide direct care for patients.

The process of the model development. The
process of the development of a nursing case
management model in patients with myocardial
infarction comprised three stages: preparation,
planning and implementation, and evaluation phase.
The cyclical process of the PAR progressively helped
the participants and PCT to move along with the
continuous quality improvement (CQI) concepts,
which was augmented in the health care practices
in this setting.13 This process was in congruence
with that of Cohen and Cesta (2001), who put the
emphasis on the development of case management
steps by steps, using team building while integrating
the PCT care plan, implementation, and evaluation.

The outcomes of the model. The findings
demonstrated that both patients and health care
providers were satisfied with the use of nursing case
management model in this group of patients. These
findings were similar to those of many authors who
had developed case management models in their
settings in overseas and Thailand.14-16 After the use
of this model, lengths of stay (LOS) and

readmission rates of MI patients were gradually
reduced. The cost of care for these patients was
also decreased due to the use of less bed days and
unnecessary re-hospitalization. In addition, when
compared the actual cost of care with that of the
DRG payment, evidence showed that on average
the money was spent on these MI patients less than
the budget that the hospital had received from the
government for monetary management with MI
patients. The results in this present study were similar
to the outcomes demonstrated in other settings where
nursing case management has contributed to the cost
reduction and effective bed management.17,18

The issues related to strategies and barriers

that affected the research process. In this
research study, there had been a few strategies for
the accomplishment of the model development,
including the support at a policy level and any a
gap analysis of care delivery that demonstrated the
need for change in the organization. These
strategies were noted in other previous studies which
had emphasized the significance of administrative
support and quality improvement in health care
services.19

However, there were also some barriers
toward the accomplishment of this model
development. A lack of knowledge and understanding
of the changing model of practice for MI patients
and resistance from some health care personnel were
seen as most influential to the cooperation of
participants in the research process. After the
participants were informed and educated about the
case management concepts and models, they were
better open to the change and got more involved.
This example of staff resistance during the model
development was similar to the findings of many
previous studies20 which reflected that successful
collaborative work of patient care team would also
depend on how a nurse case manager could gain
consensus from various disciplines on the expected
plan of care.
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Implications and recommendations

The research findings suggest directions for
applications in hospital settings, development of
nursesû roles, continuous quality improvement and
further research. For application in hospital settings,
there were some critical strategies being used in this
study that might be beneficial for the development
of nursing case management in other settings such
as strengthening of multidisciplinary teamwork, by
means of a policy support or a top-down decision
and cooperation, would be useful for a starting point
in any other settings to gain collaborative practice
and cooperation from them.

In nursing in particular, nurses had important
roles in providing quality of care for patients from
past to present. However, to provide best care it is
not only nurses, but also requires other health care
memberûs contribution. As a result, the role of a
nurse case manager in coordinating care for
patients would assist in enhancing good services
through best practice and effective teamwork among
the health care team. This was well in support of a
requirement of advance nursing practiceûs roles of
nurses in the present Thai health care system that
requires efficient and advanced care management
for patients. This efficiency and advancement
reflected a need for both clinical nursesû competencies
in caring for specific groups of patients as well as
management competencies to make nurses become
an effective change agent in health care services.
The spiral processes of this research method
contributed largely to the continuous quality
improvement in nursing practice.

Finally further research studies could be
extended to other groups of patients, such as diabetes
mellitus or those that require effective care
management. They may also include other research
methods, such as a quasi-experimental study to
compare the effectiveness of the nursing case
management model and other care delivery models
in patients with myocardial infarction.
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Problem of Caring for Thalassemic Children in Thailand:
A Study of motherûs experiences in Udornthani Province
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Abstract: Thalassemic patients must be given continuous treatment and be taken care of
by their mothers throughout their lives. As a result, this disorder has continuous physical
and psychological effects on both Thalassemic children and their mothers. Very  limited
research has been done so far regarding the motherûs experiences of caring for their
thalassemic children. This qualitative study was to explore 15 mothersû experiences by
semi-structured interviews and the data was analyzed by utilizing content analysis. Six
categories of mothersû experiences were included in the study: The mothersû lack of
knowledge about thalassemia, psychosocial problems, concerns  for the future, social
support systems, financial difficulties, and the effectiveness of health care services. These
findings presented the mothers experience with thalassemic children, and suggested that
a holistic nursing care approach should be considered when caring for thalassemic
children.
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Introduction

Thalassemia, a genetic disease, is a major health
problem in  Southeast Asia, especially  Northeast
Thailand. Approximately 1% of the Thai population
have thalassemia. Thailand has 600,000 cases of
thalassemia and about 40% of the population are
carriers. These people have the potential for
transmitting  thalassemia.1,2

Thalassemic patients must be cared for
continuously throughout their lives. In addition, they
also need help from their mothers. The clinical
manifestations of the condition depend on its
severity, the patients usually present aneamia,
fatigue, weakness, exhaustion, and cannot do
physically demanding tasks. There are indication of
abnormality in the face and nose, an enlarged liver
and spleen, abdominal dropsy, disstep heart beat or
heart failure, infections, and a short life span in

sufferers.3,4,5 Moreover, the disease affects
patients and mothers psychologically, for instance,
a feeling of unacceptance, loss, grief and brame.6,7,8,9

Furthermore, the impact of the sickness results in
changes in the childrensû appearances. Children will
be stunted and pale and will have thalassemic
facies. For the parents, the Thalassemic characteristic
shown in their children is a constant reminder of
their failure to give birth to a normal child. Due to
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these factors, many parents are stressful because of
their childûs sickness. Literature reviews and
empirical findings in western countries indicate that
the thalassemia major candition as a chronic illness
brings negative impacts on the quality of life of the
mother with thalassemic child.3,10,11 Additionally,
many empirical findings have shown that Thai
mothers sometimes may be overprotective,
overindulgent or overconcerned in regard to their
children. This results in a stunted process of
self-development in the thalassemic child. The
emotional strain on Thai mothers is even greater
when they lack knowledge about the disease and
support from their society.12,13  This paper shows
the results of studies about the experiences and
problems of mothers in caring for their children with
a chronic illness in the community.

Purpose of the study

The purpose of this study was to explore
mothersû experiences in caring for thalassemic
children in order to; (a) understand and represent
the mothersû beliefs and attitudes about their childûs
illness, (b) explore mothersûfeelings and problems
about the day-to-day care of the child, (c) make
recommendations for in-service education of nurses
and mothers about the condition.

Design

A qualitative exploratory design was used in
this study to understand more about  the experiences
of these mothers in caring for thalassemic children,
how they think and feel about their lives, how they
perceive thalassemia major and its impact on caring
for their children. This study adopted qualitative
method because çqualitative research is especially
useful where little known about the area of study
and the particular problem, setting or situation,
because the research can reveal processes that go
beyond surface appearances.é14,15

Participants

The study participants consisted of fifteen
mothers with children who had hemoglobin(Hb)
Eβ-thalasemia major. All of the mothers were
married. Their ages were from 24 to 47 years old,
with a mean  age of 35 years old. The participants
included 12 housewives and 3 full-time employees.
The age of their children when diagnosed ranged
from 2-10 years. The inclusion criteria included a
mother whose age ranged from 25-50 years and
had taken care of their child with Hb Eβ-thalassemia
major for at least one year. An in-depth interview
was employed to collect data. Before the interview,
all mothers signed a consent form. All mothers were
the primary caregivers of the children. They also
had experiences in thalassemia management for more
than 1 year. Their educational ranged from elementary
level to secondary school level (14 elementary, 1
secondary). The ages of their children when diag-
nosed ranged from 2 to 10 years. The children who
were diagnosed by Hb typing as having Hb Eβ-
thalassemia major condition had received blood
transfusion therapy at the study site.

Setting

In-depth interviews took place in a comfortable
setting chosen by the participants. All participants
preferred to come for the interviews in the pediatric
ward at the Udornthani Center hospital, in
northeastern Thailand.

Data Collection

Data Collection Tools

The researcher was the research instrument of
data collection and conducted the in-depth
interviews. The tools used for data collection in this
study included a cassette recorder and a set of
interview guidelines. The interview guidelines
comprised of a number of open-ended questions
and they were developed based on a literature
review and critical review of the condition
conducted prior to  the study.
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Data Collection Procedures

Ethical approval of this study was obtained from
the ethics committee of the Faculty of Medicine,
Khon Kaen University. Data collection was guided
by the processes specific to the qualitative method.16

An interview guide was developed. After the pilot
interviews, questions were revised. The areas
covered in the interview guide included: a)
questions about the or mothersû experiences first
experience in taking care of the child who had been
diagnosed with HbE Beta-thalassemia major, b) the
motherûs feeling regarding caring for the
thalassemic child, c) information relevant to the
disease the mothers received, d) how helpful this
informations was, e) children caringûs experience
since the childûs diagnosis and f) problems in
caring for thalassemic children. A phenomenological
approach using semi-structured conversational
interviews was used with the aim of enabling
participants to voice out their own experiences.17 In
each interview, permission was given to record,
transcribe and translate. A code was given to
preserve the anonymity of the participants. Every
transcript was read line by line and summarized by
the researcher in order to obtain a complete view of
the interview and identify the topics discussed.
Methodological rigor was ensured by double
checking by the researcher, independent text
coding and triangulation of the data analysis.18

Data analysis

A process of interpretative phenomenological
analysis refined the raw data (completing data
collection, tape recording, field note taking, recording
of all evidence of feelings, emotions and facial
expressions). The data processing methods were used
interview transcription, data grouping, key words
linkage and identification, and summary.18 The
significant statements that were relevant to the
mothersû experiences were extracted from each
individual transcrip. These themes served as a basis
for defining categories.

Findings

The results of the analysis were identified as
six core themes encountered by mothers with their
children. All participants agreed that Hb Eβ-thalas-
semia major affected their lives significantly. The
six themes identified were a lack of knowledge about
thalassemia, psychosocial problems that the
mothers experiences, financial difficulties faced by
the mothers, concerns for the future, social support
systems and the effectiveness of health care
services.

Theme I: Lack of knowledge about thalassemia

Although most participants reported that they
had been given information about thalassemia by
the nurses, it seemed that  they still had insufficient
knowledge about the occurrence of thalassemia, its
genetic component and the intricacies of care for a
child with thalassemia. Most mothers had no idea
what thalassemia was. They revealed a lack of
knowledge about thalassemia and its complications.
After the mothers were examined and were
diagnosed  as thalassemic carriers, the mothers were
referred to genetic counseling at the clinic.
However, the appointments were usually made nearly
a month after the childûs birth. One mother expressed
that:

I needed to know why thalassemia was not
the same for every child, there were
several kinds. I did not really  understand.

Another mother said that she knew nothing
about how thalassemia occurred. She expressed that:

Sometimes I thought about the cause of this
disease. When my child was practicing
crawling, he fell from a high place. His
eyes swelled. So we took him to the doctor
and he gave us some medicine. After the
swelling got better, his body was still so
yellow that people started to ask if I put
curcuma on his body.
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Another mother also showed her uncertainty
about causes of the disease and said:

He wasnût like this [thalassemic symptoms]
when he was first born. He was a healthy
child. But he fell from a high place. Now
heûs  like this. People asked me why heûs
like this. Some asked if it was genetic and
I said yes.

Some mothers expressed confusion on their
understanding of genetic knowledge of thalassemia.
Most had an inadequate understanding about the
genetic component. One mother said:

I didnût even understand it at that time. I
went to check my blood rate with some
friends and I got a twelve. The doctor said
itûs all right. But others werenût like this.
They got 11,10, or 9. So I thought  if my
husband doesnût have it, the child wonût
get it either. Is there a way to cure it,
Doctor?

At another interview she expressed her thought
again:

This shouldnût have happened to my son. I
never thought it would. It is because we
didnût know that  itûs genetic. I knew my
nephew has it but never imagined that my
son would get it too.

Theme II: Psychosocial  problems

As the caregivers to children with thalassemia,
the mothers were asked to describe the feelings they
experienced specific to their role. Worries of
various kinds of permeated the interviews. There is
evidence that the high clinical burden associated
with regular treatment for a chronic disease is
associated with a high psychosocial burden for the
patients and the families.3,9,19 The worries described
by the mothers in the study portrayed people
engulfed by the problems associated with
chronically ill children. The mothersûproblems
included: the childûs appearance, education and

difficulties the need for extended treatment including
splenectomy and repeated blood transfusions. Many
of these feelings were also evident throughout the
interview process as the mothers shared their
experiences. The following extracts are from the
interview, they elucidate how mothers felt about
their childrenûs illness.

His bad health is torturing him. Heûs in
pain. He gets tired  very easily, not like
other normal  children. But sometimes he
wants to go to play like other children.
Sometimes I let him go to play and then he
gets a fever.

Iûm afraid heûll faint while playing. But itûs
never actually happened. He tends to turn
pale  though. He  gets very tired.

The mothers also identified the effect of the
illness on their childrenûs school attendance. Their
statements related to the learning problems of their
children.

Heûs usually like this. He has a fever for
2-3 days. If it stops for a couple of days, I
will let him go to school.But when the  fever
stops, he gets a cold. At the end, he canût
go to school. The teacher said if this
continues, he wonût be able to take exams
with his friends. My son wants to sit for
the exams but he cannot because heûs not
in good health.

Itûs not good that he has this disease. Heûs
not good in school. He canût read so well.
Heûs slowly developing. I donût know how
much he can learn in school. He cannot eat
much. Iûm afraid there will be some side
effects. I feel so sorry for him. He canût
concentrate in school. He goes to school
only 2-3 days a week. This is why heûs
leading  a difficult life.

The majority of mothers also worried about
the possibility that their children may need a
splenectomy in the future. They wanted to know
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whether their children would be healthy and they
would grow as tall as the other children after the
operation. One mother expressed her feeling about
these issues.

I feel very bad about all this. I  wonder
why heûs getting his blood tested more
often now. Last month I asked the doctor
whether they will give him surgery or not.
He said now itûs not the time to do it. He
asked if I would be able to accept the fact
that surgery will not make things any
better. Besides, surgery is painful. My
nephew who lives near here had surgery
before and after that he got sick very
easily. Two or three months ago he couldnût
even walk, even though he had had
surgery already. The doctor said that he
already told the mother that surgery might
not help. So I thought about whether I
should let them operate on my child. My
husband said we shouldnût. So, Doctor,
surgery wonût help at all right? If he doesnût
get  surgery, the doctor advises that he
shouldnût work so hard. And that he will
get more blood transfusions.

I heard that if they cut his spleen, his health
woud not be in good condition but If his
stomach swelled he would feel
uncomfortable and not be able to eat much.
I think itûd be better  if they took  it out.

Some of the mothers expressed their worries
about their childrenûs monthly blood transfusions.
One mother said:

This is what Iûm worried about. At first,
heûd get a blood transfusion every 3-4
months. Then he got one every other month.
But now, he has to get one every month.
This is the second year that he has had to
get a blood transfusion every month.

Why does he have to get a blood transfu-
sion every month? Before, a person with
the blood examination result of 21-22 must

get a transfusion. But now, even a result of
27,  still needs a blood transfusion.

The mother worried about their childrenûs
frequent blood transfusions and behavioral changes.
One mother said:

From my experience, whenever he gets a
blood transfusion, his behavior changes. He
becomes aggressive. This depends on whose
blood he got. I feel so sorry for my son.

Theme III:  Concerns for the future

This refers to the mothersû concerns about their
childrenûs present status and their future. The major
concern was the need of their children to be strong
and healthy. The treatment of thalassemia is very
strenuous and it causes suffering for both parents
and children throughout the childûs life. They also
talked about their hopes for new treatments and the
possibility of having healthy children in the future:
My hope is for him to heal and grow up to be strong
and healthy. I want him to receive higher education
so he can help himself in the future.

I know it cannot be cured but I do want
him to get better. I want him to receive
higher education so he can have a
physically unstrenuous job. You cannot
work in a physically strenous job with this
disease.

They were concerned about the uncertainty of
the future for their children. A mother of a 10-year-
old boy stated :

The doctor advised us not to have any more
children. I know of a couple who lives
nearby that has 5 children, but only one of
them has thalassemia. This is a big risk
since it cannot be cured. Thatûs what the
doctor told us. He also said the people with
this disease cannot live a long life. I
discussed this with my husband and decided
to take the risk. We have a daughter. After
that we heard there was a pregnancy test
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you can check while you are pregnant. But
at that time I didnût get mine checked.

When asked about their future plans, all
participants felt strongly the need for prevention of
this disease. They were hopeless for their healthy
children in the future. They did not want other
families to face thalassemic problem like they had:

I do not want other people to have this
disease. I want to stop it here. Everyone loves
their children. Nobody wants their child to
have Thalassemia. I want the  doctor to
explain to people  how to prevent it.

I feel tired and my heart feels tired too. I
know my child has to live with it. But itûs
alright. I just donût want it to occur to other
people. I want to stop it here. Now we are
keeping an eye on our daughter.

I want his health to be better. I want him to
be with us for as long as he can. I want
him to marry and be optimistic.

Theme IV: Social support systems

Social support is also an important component,
especially psychosocial support. Respect for the
individual and kind words are the basis for this
support. It is important to feel this kind of support
in the community. As one mother said:

I want him to have the confidence to fight
it. I donût know what to say to him. I do
not want him to be like this.The hardest
part is that whenever there are activities in
class, he cannot participate with his friends.
Heûs not strong enough for sports. He canût
play games that require too much strength.
I want him to participate  but he can not.
This makes me unhappy.

Neighbors and friends, are an intregral part of
the social support system in the community. They
play an important role in sharing information and
experiences about care and home remedies, and also

as a layman referral system. Information about
alternative therapeutic options is passed on through
them. Hence, community members act as a major
source of folk remedies.

His teachers do not forbid him playing with
his friends. I told him he could play. He
likes football. Heûs happy just to give
drinking water to his friends. Now I tell
him not to play. He should work instead. I
tell him to fix my motorcycle. I take him
for special classes at the Vocational
College. He goes there every weekend. I
let him use his sports time for working
instead. This way he wonût use so much
energy. I think heûs happier now that he
gets to help fix the motorcycle. He wonût
have time to think much about his
condition when he is busy.

Theme V:  Financial difficulties

Financial difficulties, due to loss of income
and increased expenses related to treatment costs
and transportation and living costs during their
childrenûs admission to the hospital  were the main
cause of financial burden for these mothers. Mother
strain was the most important cause of emotional
burdens. The burden became greater when the
children became sick. One mother expressed:

Since I was the main income-earner of the
family, when my child gets sick, I canût
work, so there is no regular income for my
family whereas there are regular expenses
for private treatment fees and for our
daughterûs studies. My present aim is to
find beneficial treatment and for my child
to be treated as fast as possible in order for
me to go back to work.

He has to go to the doctorûs every month.
Sometimes we do not have money. If we
cannot borrow money, we cannot go to the
hospital. If we do not go, heûll get a fever.
Itûs not good for him.
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We cannot find money to take him to the
doctor. We do not earn any salary. Itûs hard
to get money from working on rice fields or
by  selling oxen.

Another mother expressed her feeling about
transportation:

We worry about the money that we need to
take him for treatment. Even though
treatments are free of charge, we still have
to pay for transportation. We donût have
money to go to the hospital. I donût want
people asking our relatives about his
conditions. Sometimes Iûm afraid that they
will give him injections. This is hard for the child.

Another mother also spoke about  the cost of
transportation:

The hardest part is the cost of transportation
in getting here. And also, I have to miss
work.
One mother mentioned the impact of care
of her child during  chelating agent therapy
which takes place in the hospital:
One time, he had to get chemical therapy.
We were at the hospital for many days. I
had to stop work. Itûs hard to come once a
month.
The other mother spoke of the emotional strain

which affected her capacity to do daily work.

I cannot work as much now. My income is
low. Thatûs why itûs harder for us that heûs
like this. I donût have a job. And my son has
this disease. I have to bring him for blood
transfusion quite often. And I  have to leave
work in order to take our child to the
hospital.

Problems with finances are supported by the
research institute in developing countries. Such an
impact of financial problems is quite different in
Thailand. A study conducted by Louthrenoo, and
others revealed that, in Thailand, the parents of
children with Thalassemia are mostly from lower

socioeconomic backgrounds. In acknowledgement
of this fact, the government of Thailand offers
assistance in the form of the 30 baht health card
scheme.5

Theme VI: The effectiveness of health care

services

Most participants use two types of
government health service institutions: the provincial
hospital and the community hospital. The
respondents in this study expressed their feelings
about health care services at the community
hospital level, particularly in regards to blood
transfusion therapy. They reported that coming to
the provincial hospital took time and was tiresome.
They talked about the lack of quality of service.
Some expressed feelings about the inappropriateness
of health care services.

I have to meet the doctor at  the provincial
hospital every month, the doctor at  the
community hospital could not give my
child blood transfusion. And also we can
only use the golden health card for blood
transfusions.

One mother in particular, complained about
the services at the provincial hospital level. She
spoke about the health services as follows:

They say now we have the thirty baht
health card that you could use in the
hospital to get yourself treated. If you have
this card, you do not have to pay for
treatment. Sometimes I bring him here to
the clinic first. If we go to the hospital,
itûs a waste of time. It takes time for the
doctors and nurses to prepare medicine
for everyone at the hospital. Doctors know
that this is Thalassemia but all they do is
give us medicines and blood tests. There
are too many procedures here at the hospital.
After surgery, they give us medicine and
blood tests. We think it is better to go to
the local clinic than to the big hospital. It
is a waste of time to go there.
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It seemed that child care by health personal
was inadequate at the provincial hospital level.

Discussion

Thalassemia is a chronic illness causing
serious symptoms in children and a burden to
mothers with the potential to impact profoundly on
their quality of life. The present exploratory study
focused on 15 mothers of children with thalassemia
in northeastern Thailand. The main aim of the study
was to elicit a series of individual accounts
regarding the impact of thalassemia on their lives
and to determine what common issues lay between
these mothers and their life experiences they
reported as affected. In this study, most of the
mothers of the thalassemic children in Northeastern
Thailand were of a low to middle socio-economic
status with an elementary school education level.
Thalassemia was a burden to the child and mother
regarding his/her quality of life resulting in
frequent absences from school, discomfort while
receiving blood transfusions, physical limitations,
and other complications resulting from the illness
itself. The mothers also felt impacts on their
economic status, occupation, time for parenting, and
general functioning of the mother. The need for
psychosocial support for these mothers is imperative
and it is necessary to provide a more comprehensive
management of the child with thalassemia that
includes  psychosocial support and economic
support from self - help groups in their community.

One of the most important aspects of
thalassemia with regards to the mother is a lack of
knowledge about the condition, including
understanding splenectomies, the occurrence of
Thalassemia, genetic issues, and child rearing
issues. Although they visit the doctor for blood
transfusion therapy nearly every month, it seemed
that the amount of information received from health
personnel was inadequate and unclear to them in its
applicability to real life situations. Therefore, the

mothers need to have a better understanding of
thalassemia; its treatments and preventive
strategies in order to become successful home
caregivers. If these needs are not met, it causes a
great deal of stress to most mothers. So most
mothers had to develop  their own strategies to fit
in with their  life style until they find other means
of coping. These findings can help all health care
providers better understand the process of how they
should conduct thalassemic management from their
own perspectives and to understand the other
reasons that should guide its management. Whereas
the method of providing the mothers with information
about thalassemia should be adjusted relevant to
the social context in each region, especially
educational programs and decision making for their
childûs educational program. It may directly enhance
a mothers sense of mastery and control over the
condition through empowering these mothers.

On the other hand, this study also reveals that
thalassemia causes psychosocial problems such as
worry about body image, the illness itself and its
treatment especially through splenectomy, blood
transfusions, and also a concern for the future of
their childûs lives as a whole. These problems
create an impact on their whole life experience. In
striving for quality of life, these mothers took care
of their child and themselves in the context of their
culture and according to their values and beliefs. In
addition, the influence of Thai culture especially
Buddism which shows respect and concern for  others
was shown in the mother with thalassemic children.
They wish other mothers will not face with the
thalassemic problem that they faced. These
findings are consistent with those of Tedsiri (1994).
Therefore, a çfamily-basedé approach should be
considered in caring for these mothers because such
as an approach values holistic health, well-being,
and self-help groups. çFamily-basedé approaches
recommended in the literature for chronic illness is
a prefered method for helping mothers cope with
the problem of taking care of thalassemic children.
This involves meeting with both parents, following
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up after diagnosis with all relevant family members
and caregivers identified by the family, enquiring
about their day-to-day management and emotional
aspects, giving full medical information as required,
and supplement it with written material for review.20

Some mothers reported their needs to get
treatments and blood transfusions from private
clinics, and this reflected their financial constraint
in money and time. These kinds of experiences
revealed that the health care system in Thailand did
not provide the same standard of care to people in
rural areas. Community hospitals did not have
certain drugs and blood transfusions equipment for
the thalassemic children. The mothers wasted time
and money for transportation to the provincial
hospitals. Therefore, mothers of children with
thalassemia in rural areas experienced difficulty in
accessing quality health services.

Implications for professional practice

The first issue is generated from this study for
professional practice is education. An accurate
understanding of the experiences of each individual
would help health professionals to think about
teaching strategies and the nature of health
education among the public

A second issue is psychosocial care. Effective
psychosocial care requires recognition that each
mother needs help to prevent or reduce psychosocial
complications. In order to achieve this, health
professionals should educate and inform the
mothers clearly about thalassemia.

The third issue is to enhance mother support
services by establishing community support by
organizing for housewife groups with thalassemic
children. Sharing of information and brain storming
activities during group meetings that often occurs
in support groups, may also lead to a greater sense
of empowerment for mothers.21 This will have the
potential to enhance the use of cognitive coping
strategies, to the extent that they may reduce stress
enough to allow mothers to engage in calm
reflection of their immidiate needs.

The fourth issue is the recommendation for a
Thai national thalassemic policy plan. This policy
plan should be provided to health personel involved
in thalassemia services in rural hospitals. Genetic
counselors should be trained by qualified personnel
and standard guidelines should be established for
the whole country.22 Thalassemia support groups
should be officially established in regional
hospitals and also in rural hospitals for the
psychological support and emotional support for
thalassemic children and their mothers, other than
the basic knowledge on Thalassemia.

Limitations

This study utilized a purposeful sample of
fifteen mothers with thalassemic children. All 15
participants have children who received blood
transfusion therapy at the study site. The risk of
bias is minimal in that the phenomena investigated
were fairly homogeneous.23 Three mothers with
thalassemic children were receiving concurrent
chelation therapy for high ferritin concentrations at
the time of this study. Chelation therapy is long-
term treatment, and compliance is challenging.

Generalizability to the overall population of
mother of thalassemic children undergoing blood
transfusion therapy in Thailand is limited by the
participantsû demographics and the study setting.
Additionally, the interviews for this study were
conducted during the time their children were
receiving blood transfusions, and all mothers
received compensation in the form of a gift certifigate
for study participation.

Future Directions

The motherûs point of view regarding her
experience has not been previously explored in the
thalassemic populations. The issue to address is a
suggestion for further research. Other researchers
should continue to define the social concepts in real
life situations from different  social contexts in each
region in Thailand.
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The Development of An AIDS Education Training Program for
Community Leaders

Jeranoun Thassri, Serm Thassri, Supattra Wijitsopha, Supanee Suwan

Abstract: The purpose of this study was to develop an AIDS education training program
for community leaders that would help to reduce the incidence of HIV/AIDS among
housewives and their children. This study used the participatory action research
approach and was conducted between January and June 1999 in Songkhla province,
where the incidence of HIV/AIDS is high. Four researchers, six health care providers,
and 23 community health leaders took part in the program design. As a result, a new
AIDS education training program was carried out by 23 community health leaders. The
program had the following three major objectives: (1) to increase housewives knowledge
regarding relevant HIV/AIDS issues; (2) to develop a positive attitude amongst housewives
relating to AIDS patients and family, and (3) to improve knowledge and change attitudes
regarding HIV/AIDS issues related to AIDS patients and their families.

The AIDS education training program for community leaders consisted of
individual AIDS education for housewives. The program was presented to 65 house-
wives. There was a statistically significant difference between the AIDS related knowledge
score before and after the program implementation (t = 2.45, p < .05). There was,
however, no statistically significant difference in the attitude score before and after
program implementation. The program provided ùreal lifeû advice for housewives
currently taking care of family members with HIV/AIDS.
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Introduction

AIDS is one of the most important health
issues on both a national and global level.
Worldwide, AIDS related deaths have had far
reaching effects and are increasing rapidly,
especially in poor societies in both developed and
developing countries.1 According to the UNAIDS
Organization global AIDS epidemic summary of
2004, the number of people living with HIV in 2004
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had reached 39.4 million. Furthermore, they reported
that the AIDS epidemic was affecting reproductive
women and girls in increasing numbers, particularly
in Asia.2 The major modes of transmission remain
sexual (Rushing, Watts, & Rushing, 2005; Tepichin,
2000), parenteral, and perinatal, especially mother
to child transmission,3,4,5 although the proportions
of cases within each risk behavior category differ
among geographic regions.6 In Thailand, during the
first five years (1984-1988), there were few
reported cases of AIDS. In 1988, large increases in
AIDS cases were reported and between 1994-1998
more than 100,000 AIDS cases were reported.7

Moreover, the increasing infection rates among
pregnant women will result in an increasing
number of HIV-infected infants in the future. In
1997 Koetsawang and Auamkul suggested the
problems that these women and their infants will
experience should become clearer in the coming
years.8 In 2005 the aforementioned report predicted
these problems would be in the form of physical,
psychological, spiritual, social, and economic
problems, and would include orphaned children,
poverty, people being shunned by society, and
unemployment. Moreover, a report carried out in
four provinces in Thailand between 2001-2004
showed that from a total of 1,343 infants born to
infected mothers, 101 (7.5%) were born infected
with HIV.9 Without proper AIDS/HIV education,
these problems will intensify.

In Songkhla, a province of southern Thailand,
the increase in AIDS figures has been at the same
rate as the national and international level. The
number of reported AIDS cases by the Thai
Ministry of Public Health (2005), from 1984-1998
in the south of Thailand was 20.3 percent (2,163
cases) of all reported cases in Thailand. The
corresponding figures for reported cases from 1999
to 2004 were 19.6% (523 cases), 17.9 (539), 9.0
(286), 9.9 (281), 8.6 (270), and 7.7 (187)
respectively. Therefore, HIV/AIDS is a critical  issue
for families, communities, and all organizations all

of whom need to participate in prevention programs
to promote changes in behavior of people in high
risk groups.

Knowledge regarding HIV/AIDS is essential
for all, especially women at risk of HIV/AIDS. The
results of a study of 13,293 public school students
in the central Mexican state of Morelos, showed
that young women with high levels of knowledge
were more likely to have only one lifetime sexual
partner.10 London and Robles (2000) stated HIV/
AIDS education and prevention programs must seek
to directly undermine inaccurate beliefs about HIV
transmission as part of their efforts to promote
behavior changes.11 For some countries, such as Iran,
discussions of sexuality remain a key constraint.12

In brief, preventing HIV/AIDS has proved extremely
difficult, and as there are no preventive resources at
the present time, AIDS education is the best means
of protection.

In Thailand, several studies found that key
people in society such as community leaders have
had a major role in education; they have played a
particularly important role in distributing information
at a community level.13,14 This study aims to
provide training to community leaders such as
community health leaders, relating to knowledge,
attitude, and practice relevant to AIDS prevention.
It is anticipated that trained leaders will distribute
gained knowledge to the community, especially
housewives within the community. Finally, HIV/
AIDS related problems, especially relating to
housewives and their infants, in rural communities
of southern Thailand will be reduced and the
prevalence of HIV/AIDS in Songkhla may be halted
with community participation in this AIDS
education training program.

Conceptual Framework

In Thailand, community leaders have played
major roles in health education in the past.14 The
conceptual framework of this study was based on
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this history and incorporated cooperation between
health care providers, community leaders, and people
in the community (Figure 1). It had the following
three stages: planning, implementation, and
evaluation. The resulting process was one whereby
community groups assumed responsibility and
developed the capacity to contribute to their
communityûs development. Rifkin (1990) stated that
community participation is concerned not with
advanced medical technology but rather with

applying tried and tested health care procedures.15

These procedures must then be applied to the health
problems of the poor and underprivileged living in
rural areas of developing countries. It is believed
that only if those who most need health care
participate in its delivery will there be any impact
on the diseases afflicting them. Moreover only
community involvement can ensure that culturally
acceptable care is available to those who are at
present underserved.

Figure 1 Community leaders participation in the AIDS education training program

Study Methods

This Participatory Action Research (PAR) was
conducted between January and June 1999 in one
rural community district in Songkhla province,
southern Thailand where the incidence of HIV/AIDS
is high. It followed a mutual collaborative approach
among 4 researchers, 6 health care providers, and
23 community leaders. As a result of the PAR, a
new AIDS education training program for housewives
was designed, implemented, and evaluated. In this
PAR, the researchers were concerned with how
people in their communities actually felt, how they

approached problems, and the need to solve their
own problems. To enable people to learn these skills,
participation is necessary at every step, from
identifying problems to solving them.

The steps in this study were divided into three
stages: planning, implementing, and evaluating. The
details of each step are as follows:

Step one involved a meeting between the
researchers and health care providers to confer over
the HIV/AIDS situation in the chosen community
and discuss who should be involved in the AIDS
education training program. From this meeting the
working party identified community health leaders
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who would be a key to the successful implementation
of the program. Another meeting was held with
seventy five community health leaders to discuss
who should participate in the program. At the end
of the AIDS education program, there were 23
community health leaders interested in the health
education program. The inclusion criteria for the
community leaders included ability to read and write,
membership in the community where the project
was conducted, willingness to participate in the
project, and ability to educate others in their
communities. During step one, community health
leaders analyzed AIDS problems in their community
and determined strategies to solve these problems.
Also, techniques such as lectures, group discussions,
demonstrations, role play, games, videos and
reading assignments were utilized to increase both
the knowledge and attitude of community health
leaders toward AIDS. Moreover, community health
leaders underwent training to increase their
self-confidence to be better able to advise community
members. After this, community health leaders were
ready to begin step two.

During step two, the 23-community health
leaders designed the AIDS education training
program. They subsequently conducted AIDS
education by making 65 home visits to housewivesû
homes and advising them regarding AIDS
education and convincing them to accept HIV/AIDS
patients and family in their community.

For step three, the outcomes of the AIDS
education training program were evaluated.
Questionnaires were used to collect information
regarding three distinct areas. The first part
collected participantsû demographic characteristics
such as age, marital status, educational level, and
occupation. The second part assessed housewives
AIDS related knowledge. It consisted of 30 items
and had a dichotomous scale of yes and no. Total
scores ranged from 0 to 30. The last part was used
to assess the attitude of housewives relating to AIDS.

It consisted of 20 items; each item was worded as a
statement, which had to be rated according to
agreement or disagreement on a four-point Likert
scale format. Each item was summed for a total
score ranging from 20 and 80. Five experts reviewed
the questionnaire for content validity. Then, it was
tested for reliability. The results showed the alpha
coefficient of the knowledge and attitude
components of the questionnaires were 0.76, and
0.72 respectively.

During the evaluation phase of the project, all
participants, including researchers, health care
providers, and community health leaders had group
discussions and personal interviews to discuss
problems. One of the community health leaders
withdrew from the project. Another leader was
willing to take part and therefore joined the
program. In total, the researchers, health care
personnels, and community health leaders had four
meetings to discuss problems, share their
experiences, and solve any problems during the
AIDS education program for housewives.

Upon approval and permission from the
director of the hospital where the project was
conducted, health care providers and community
leaders were contacted. Protection of participantsû
rights was ensured by full oral explanation of the
following: (1) the title of the study, (2) the
purpose of the study, (3) assurance of the
participantsû anonymity, (4) voluntary participation
in and withdrawal from the study at any time, (5)
the usefulness of the results of the study to prevent
AIDS in the community, and (6) the names and
addresses of the researchers. Community leaders also
gave the protection of human rights to the
housewives taking part in the study.

Results of the Study

Prior to the study, there was no AIDS education
training program for housewives in the district
chosen for the study. Between 1988-2005,
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housewives were one group that had a high
incidence rate of HIV/AIDS reported cases.
Moreover, the major modes of transmission of HIV/
AIDS cases in this community were sexual or mother
to child transmission.16 After finishing the study, 23
community health leaders were working as
volunteers for the AIDSûs prevention program for
housewives (Figure 2). In this program, there were
three main objectives relating to AIDSûs issues that

community leaders had responsibility to address. The
first objective was to help the housewives in their
communities to understand and gain more
knowledge of AIDS. The second objective was to
share positive values with the housewives and to
help them to accept HIV/AIDS patients and their
families. The last objective was to provide AIDS
education to HIV/AIDS patients and their families.

Figure 2 An AIDS education training program for housewives
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      For the first and second objectives, the community leaders gave health education relating to AIDS
understanding and attitude to 65 housewives individually (Table 1). Of the 65 housewives, more than 50%
were 21-40 years old and married. The majority had an educational level of less than 12 years (92.3 %).
Most reported their monthly family income to be less than US $.150 (78.4%). More than 90 % had less than
6 family members. All housewives were Buddhist.

Table 1  Number and percentage of the characteristics of housewives (n = 65)

Sociodemographic characteristics n Percent

Age (years)
<21 2 3.1
21-40 37 56.9
41-60 23 35.4
>60 3 4.6

Marital Status
Single 8 12.3
Married 49 75.4
Separated 2 3.1
Widowed 6 9.2

Number of years of school
<6 22 33.8
6-12 38 58.5
>12 5 7.7

Occupation
Housewife 6 9.2
Farming or fruit growing 15 23.1
Trading 17 26.2
Other employment 21 32.2
Government 4 6.2
Student 2 3.1

Religion
Buddhism 65 100.0

Monthly family income ($US)
<100 40 61.5
100-150 11 16.9
>150 9 13.8
Incomplete 5 7.7

Family members
<4 23 35.4
4-6 36 55.4
>6 6 9.2
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The content of the training program provided
for housewives included, (1) What is AIDS?, (2)
How is AIDS transmitted?, (3) How can AIDS be
prevented?, (4) What happens in the body when
someone has AIDS?, and (5) How can HIV/AIDS
patients be helped? To evaluate the outcomes of the
AIDS education training program for housewives,

Knowledge & attitude    Mean      SD t p

The last objective involved home visits to HIV/
AIDS patients and families. The content for HIV/
AIDS patients and families were similar to
housewives. However, in this part, the community
leaders added various aspects such as the importance
of: (1) not rejecting HIV/AIDS patients and
families, (2) providing emotional support for HIV/
AIDS patients and families to actively take part in
the community, (3) exploring ways to take care of
HIV/AIDS patients, for instance: exercise and
improved diet, and (4) encouraging visits to the HIV/
AIDS clinic. One community leader reported the
following experience regarding a home visit to a HIV/
AIDS patient and family:

After training from the program, one day I
walked up to a house to sell some clothes.
In the house lived a mother and her AIDS
infected son, I did not know beforehand that
a HIV/AIDS patient was living in the house.
I asked to enter, but a voice shouted from
the house çno...no.é I replied that çI have
walked for a long time and Iûm thirsty. Would
you mind giving me some water?é Suddenly,
I heard a voice say to his mother... çgive her

knowledge and attitudes regarding AIDS before
and after the program were assessed. The results
showed significant improvement in knowledge
regarding AIDS after the program implementation
(t = 2.45, p < .05). In comparison there was no
significant improvement in attitude after the
program implementation (t = 1.74, p = .09).

Table 2 Comparison of knowledge and attitude of housewives regarding AIDS before and after the
intervention  (n = 65)

Knowledge
Before intervention 23.3538 4.0905 2.452 .017
After intervention 24.8615 3.9995

Attitude
Before intervention 63.4462 12.0520 1.735 .087
After intervention 67.3692 13.0559

a cup of water and then tell her to leave,
and take the dog to encourage her to go.é
During this time, I introduced myself and
talked about my responsibility to the
community particularly living together in
community with compassion and sympathy
and without rejection. After 5 days, the
motherûs patient visited my house. She said
that her son would like to see me. Then, 2
or 3 days later, I went to his house and
then again 2-3 times. Finally, I knew he
had the courage to allow his relatives to
visit him and socialize with his neighbors.
This is one example of the positive
impact the program had on AIDS suffers
lives.

Discussion

Mother-to-child transmission of HIV is an
issue of great importance to all women around the
world. The increasing HIV infection among
pregnant women will of course result in a rise in
the number of HIV-infected infants.8 As shown in
previous studies by Mandelbrot et al. (1996) and
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Koetsawang and Auamkul (1997), sexually
transmitted diseases were only one factor
associated with increased transmission of HIV.5,8

To address the AIDS problem for women and
children, an AIDS education training program for
housewives was developed.

This study was conducted in a community of
southern Thailand where there is a high incidence
rate of HIV/AIDS. Community leaders who were
interested in being participants in this study
developed the objectives and activities in the AIDS
education training program. The discussions in this
study followed the results of three objectives: (1)
to help the housewives in their communities to
understand and gain more knowledge of AIDS, (2)
to share positive values with the housewives in their
communities and to help them to accept HIV/AIDS
patients and their families and (3) to provide AIDS
education to the HIV/AIDS patients and the families.

First, the success of the AIDS education
training program was shown in the results of the 65
housewives who participated in the study. The
findings of this study regarding the effectiveness of
the AIDS education training program are similar to
the results of the HIV/AIDS education program for
Mexican students that focused on conveying
knowledge on HIV prevention.10 Moreover,
community leaders developed the AIDS education
program for the communities where they lived.
Community leaders in the project played an
important role in participation, planning,
implementing and evaluating the AIDS education
program, as was the case for another program on
HIV/AIDS in South Africa where community
mobilization was the key to a successful model.17

Second, there was no significant improvement
in attitude after the program implementation. This
may be because measuring attitudes is harder than
measuring knowledge, due to the fact that how
people feel about something is difficult to establish
in black and white.18 Another reason could be the
short time period of the AIDS education training

program and the methods used in the study. Cases
of discrimination of persons with HIV/AIDS in the
community are still quite high.13 Therefore,
similar programs in the future would benefit from
using qualitative methods, and having a longer time
period and having more focus on attitude changing
strategies. Suggestions regarding HIV/AIDS
prevention campaigns by London and Robles state
(2000: 1277), çIn order to increase the odds that
people will be able to assimilate and use information
about modes of HIV transmission to accurately
assess their risk and change their behavior, direct
efforts must be made to undermine inaccurate
beliefs about transmission.é 11

One possible explanation of no significant
improvement in attitude after the program
implementation is that people hold misguided
beliefs about HIV transmission even though they
have a good knowledge of HIV transmission. This
is similar to the scenario of nursing students and
their attitudes and beliefs toward HIV/AIDS that
have not changed over the past decade.19  In the
past, many different media reported HIV/AIDS
issues to the public in a negative way, which has
adversely affected peoples perception in Thailand
especially the south. Improving the attitude of
society towards people with HIV/AIDS in their
community is a great challenge and one that must
be addressed in the future.

Third, one community leader had a home visit
to a HIV/AIDS patient and family. As a result of
the visit, a HIV/AIDS patient and his family were
able to once again socialize with their relatives and
neighbors. It may be explained in part because of
the perception of the people towards this family
they had been outcast from their own community.
After they met and talked to the community leader,
they changed their perception and behavior. The
people of the community are now more
compassionate and sympathetic and less intolerant
toward  HIV/AIDS patients and family compared
to the past.20
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To sum up, focusing on knowledge and
attitude regarding HIV/AIDS are essential aspects
of any education program for HIV prevention.14  In
particular, involvement of key persons in the
community such as community health leaders to
disseminate knowledge regarding the main concerns
regarding HIV/AIDS in their community is
essential to the success of the program.
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