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ABSTRACT

The aim of this study was to evaluate the effect of stress coping skills training on family functioning in families with
mental patients referred to Razi Psychiatric Hospital in Tehran, Iran during 2015-2016. In this experimental study,
82 members of the families with psychiatric patients who had been hospitalized for the first time for treatment were
randomly selected. To collect data, the standard Family Assessment Device (FAD) was used before and after
intervention. The samples were randomly divided into two intervention and control groups. The first test was held
for both groups. In the intervention group four training sessions were held, as well as educational pamphlet was
provided. The second test was held 14 days after the implementation of the training for the intervention group, but it
was held for the control group 14 days after implementation of the first test. Finally, the test results were compared
before and after training, as well as between the two groups. The results showed that family functioning in the
intervention group compared to the control group after training is statistically significant (p= 0.001) also the
average of general family function and other dimensions has decreased after the intervention except for behavioral
control (p =0.001). According to findings of this study stress coping training is considerably effective on family
functioning in families with mental patients; therefore the implementation of this method to improve family
functioning is recommended.
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INTRODUCTION

Mental disorders the same as physical disordersnapertant factors to impair health which cause ssaihtial
psychological, social and economic problems. Meititaéss causes some limitations for patients tdigpate in
social and professional activities also the burdfeimeatment costs, care and their physical andtiemal support is
on the shoulder of families of these patients tlaaise anxiety in patients and their families [1gntal disorders not
only hurt the patients, but also make life difficidr their family members and do not allow the fignto enjoy life
[2]. Approximately 60 to 85 percent of people witisability or impairment are caring by family [3[he family
members provide emotional and economic supportag an important role to reduce psychiatric reéapsad
hospital admission [4, 5]. Signs of the disease tagatment costs cause fear, stress and anxigheifamily [6].
Most of the families of psychiatric patients enctamrunpredictable stressors and strange behavittreaf relatives
daily that it made families isolated [7]. The léxpectancy of home caregivers of psychiatric p&dién 10 years
less than other people which reduce the qualitlifef[8].Family caregivers in response to symptoofismental
disorders and sequential and persistent care otainpatients in the home, in addition to suffernfrgphysical
problems such as weight loss and fatigue they sérféen anger, despair, disappointments, feelingshafme and
stress which causing to disturbance in family fimcand relations and also to isolate the famiti(9,

302



Shiva Salehiet al Int J Med Res Health Sci. 2016, 5(12): 302-306

The results of a study showed the levels of anxi#pression and stress in family caregivers oftaigrill patients
[11].Increasing stress in the caregivers had theseguences such as family isolation, up hope aékpmtection,
disruption of family relationships, insufficient reaof the patient and eventually leaving the pat[@@&].Reducing
stress, anxiety and depression in family caregigedsincreasing their knowledge on mental disordepmsoves the
quality of care and patients can live with theinfites normally, thus the family can be adaptediite disease and
preserve the family integrity and unity. Traininmess coping skills to family could be effective @ohieve above
mentioned goals [13, 14]. The necessity of thigstinas to determine the effect of education on ffafainctioning
in families of psychiatric patients, therefore ien of this study was to evaluate the effectiveradsstress coping
skills training on family functioning in familiesitkh mental patients referred to Razi Psychiatrispltal in Tehran,
Iran during 2015-2016.

MATERIALS AND METHODS

This experimental study was conducted on 82 membérthe families of psychiatric patients who hadee
hospitalized in Razi Psychiatric Hospital in Tehrlman during 2015-2016. Based on Cochran formaéasample
size was determined as 82 subjects .The samples neadomly selected and divided into two interamtand

control groups. In the intervention group strespirg skills training program was implemented and dontrol

group received no training.

Data collecting instrument was a questionnaire Wwhwas consisted of two parts. The first part ofsfie@naire was
made by researcher to collect demographic datadiney) sex, age, education level , marital statuscupation ...
and the second part was the standard Family Assess Device (FAD) .data were collected in two s&doefore
and after intervention.

FAD has been developed based on the McMaster Mafdeamily Functioning (MMFF) and measures strudiura
organizational, and transactional characteristicthe families. It consists of 6 scales that asshe 6 dimensions
including; affective involvement, affective respaeness, behavioral control, communication, probsedving, and
roles - as well as a 7th scale measuring genenailyfdunctioning. The measure is comprised of &&eiments
about a family; respondents (typically, all famityembers ages 12+) are asked to rate how well datdmeent
describes their own family. The FAD is scored lblgiag the responses (1-4) for each scale and diyibly the
number of items in each scale (6-12). Higher scordicate worse levels of family functioning [15].

Questionnaires were given to participants in bathugs. For samples that were not able to fill betquestionnaire
it was completed by the researcher. In the intd¢ioargroup training program were held by a psychiblecturer
in four consecutive days. Educational pamphletsevadistributed among participants in interventioaugr after the
first training session. Participants in the intetven group were trained in groups of 8 to 10 peoplfter the end of
training course the first test was held for botbugs. The second test was held 14 days after thieinentation of
the training for the intervention group, but it waedd for the control group 14 days after the immatation of the
first test. Finally, the test results were compabetbre and after training, as well as betweentegroups. Data
were analyzed using SPSS software Ver. 20. Desaiptatistics (mean and standard deviation) affetential

statistics (paired sample t-test, independentt-tesl chi-square test were also used.

RESULTS

The results of this study showed that the age e of the intervention group was 38.44 + 9.78rgemnd in the
control group was 41.10 *11.35 years. There wastatistically significant difference between theotgroups in
terms of age (p=0.259).Most home caregivers in lgotups were women (56.1% in the intervention graod
70% in the control group). In terms of gender theses no statistically significant difference betwethe two
groups and both groups were homogeneous (p=0.185Rjority of subjects in both groups were mar(iegl 9%
in the intervention group and 82.5% in the congnaup). There was no statistically significant eifnce between
the two groups in terms of marital status (p=0.53&ble 1).

The results showed that in terms of education l&wele was no statistically significant differerizetween the two
intervention and control groups (p=0.986).Also tlesults showed that in terms of marital statuseth@as no
statistically significant difference between thetimtervention and control groups (p=0.537).

The results of the study showed that in terms okga family functioning (p=0.001) and five dimemss$ including;
affective involvement (p=0.001), affective respemsiess (p=0.001), communication (p=0.001), probsetving
(p=0.001) there was statistically significant diffece before and after intervention in interventgroup, but in
behavioral control dimension there was no statifiticsignificant difference before and after intemtion in
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intervention group(p=0.099).Totally there was statally significant difference before and aftetervention in
intervention group(p=0.002)( Table 2).

The results showed that there were no significéfegrénces in all dimensions after the first andasel test in the
control group (p=0.224) (Table 3)

Table 1. Distribution of demographic characteristics of subjects in the intervention and control group

Demographic characteristics Intervention | Control
No.(%) No.(%)
Age <30 years 11 (26.8) 10 (24.4]
31-40 14 (34.1) 10 (244
41-50 8 (19.5) 12 (29.3)
>51 Years 8 (19.5) 9 (22.00
Sex Male 18 (43.9) 12 (30)
Female 23 (56.1) 29 (70)
Marital status Single 11(27.00) 8(19.5
Married 30 (73.00) 33(80.5)
Education Level| Primary school or llliterate 12.28 12 (29.25)
Secondary 11 (26.85) 11(26.85%)
High School Diploma 15 (36.50) 13(31.70)
Academic 3 (7.40) 5(12.20)

Table 2.Family functioning dimensions in the interention group before and after stress coping skillgaining

Dimensions Before Training 14 days after Training t df P Value
Mean + SD Mean + SD

Problem solving .42602.49 .425+02.23 6.124 40 0.001
Communication .28603.32 .555+02.79 5.642 40 0.001
Role .42@02.72 .466+02.22 5.578 40 0.001
Affective responsiveness .5803.14 .516+02.69 3.940 40 0.001
Affective involvement 0.4543.15 0.401+2.62 5.595 40 0.001
Behavioral control 0.538.70 .558+02.51 1.691 40 0.099
General Family Functioning .3863.38 .449+02.79 7.953 40 0.001
Total 0.7032.99 .770+02.49 3.263 40 0.002

Table 3. Family functioning dimensions in the contol group after the first and second test

Dimensions After the first Test | After the second Test t df | P Value
Mean = SD Mean = SD
Problem solving 0.44£3.10 .373+03.24 -1.723| 40 | 0.097
Communication .286803.38 0.327+3.15 1.356 | 40 | 0.053
Role 0.4922.73 .653+02.54 1.541 | 40 0.131
Affective responsiveness .5603.06 0.515+3.29 -1.875| 40 0.057
Affective involvement .60803.06 .358+03.16 -0.928 | 40 0.359
Behavioral control 40802.72 0.520+2.66 0.464 | 40 0.522
General Family functioning .4303.24 .503+03.11 1.645 | 40 0.108
Total .68%03.02 .757+03.19 1.236 | 40 0.224
DISCUSSION

The results of our study showed that the most hearegivers in both groups were women (56.1% in the
intervention group and 70% in the control groum).al study by Nadem Boeeni et al 75% of home caeegjiof
psychiatric patients were women which is consistwith our findings [17].In the present study modttbe
caregivers in both groups were spouses of thergatend in a study by Du et al more than 70 % ofidcaregivers
also were spouses of the patients which is comsigii¢h our study [18].

The results of the present study showed that mdef general family functioning, affective involment, affective
responsiveness, communication and problem soliegetwas statistically significant difference bef@and after
intervention in the intervention group, but in beloaal control dimension there was no statisticalgnificant
difference before and after intervention in intemen group. In a study by Du et al which was catdd in China
they found significant differences on four of th&-scales after intervention except for behavie@itrol which is
in consistent with our study [18]. In a study byrBanjehAtrithe lower score was on communication toedhigher
score was on behavior control domain which wasmobnsistent with our study [19].It seems thatdiféerence is
due to study population because in our study thruladion of study were family members of patienithwnental
disorders and the population of Barzanjeh Atrilglgtwere families with a male cancer patient.
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According to the results of the present study stresping skills training can significantly affedtet family
functioning of the mental patients' families. Giintia study concluded that health education forepési with
schizophrenia and their relatives is beneficial [h]a study by Eaton et al also the role of stagsng strategies
was confirmed. They concluded that the family mersbef psychiatric patients coped more effectivelithw
emotion-focused coping strategies [20]. Faloon stualy concluded that strategies and skills thhaaoe the care
giving capacity of family members with mental diders have a significant impact on the course obmajental
disorders [21]. Adams found that family functioning parents who completed parent training prograas w
improved in the areas of problem solving, commutiica affective responsiveness, and behavior cbaism this
improved family functioning was found to be clinliyaas well as statistically significant [22].It sms that stress
coping skills training has efficacy on family fuiaiing and improve it.

CONCLUSION

According to findings of this study stress copitkgls training is considerably effective on famifyinctioning in
families with mental patients; therefore the impésration of this method is recommended to imprcamilfy
functioning.
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