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Background: The family of mentaly ill clients carry a heavy burden because they are involved in
providing informal care to these patients at home. Need for the Study :An increase in the knowledge
level of family members can help a great deal in providing better domiciliary care and there by
reducing the rate of relapse and admission to the hospital. M ethodology: A quasi experimental one
group pre testpost test design was used in the study. The sample comprised of 40 caregivers of
patients with severe mental disorders admitted in the psychiatry ward of AIMS, Kochi, selected by
using convenience sampling technique. The knowledge of care givers regarding domiciliary care of
patients with severe mental disorder was assessed before and after the implementation of education
programme which constituted 2 sessions each of 45 minutes duration. The data was collected using
knowledge assessment questionnaire by means of structured interview schedule. Knowledge was
reassessed seven days &fter the intervention. Results: Application ofpaired t test revealed a
statistically significant increase in the knowledge of the study subjects regarding the domiciliary care
of patients with severe mental disorder after the implementation of the education programme (t=
18.23,df=39, p< 0.001). There was significant increase in the knowledge of each of the components
of domiciliary care also. The maximum knowledge was seen in the area of communication and
healthy family environment in the pre test, but in the post-test, maximum score is for the component,
medication compliance. No association was found between pre-test and post test knowledge and
sociodemographic variables. (3%1)=3.84,%»= 5.99,p>0.05). Conclusion: Based on the study findings,
it was concluded that the education programme was effective in improving the knowledge level of
caregivers regarding the domiciliary care of patients with severe mental disorder.

Copyright © 2021. Neethu Sasi and Raveesh Kaimal. This is an open access article distributed under the Creative Commons Attribution License, which permits
unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.
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INTRODUCTION

45 crore people estimated to be suffering from menta and
behavioural disorders globally, ‘only a small minority’, are
adequately cared for. The prevaence of maor menta and

Knowledge of the family regarding the illness of it’s member and the
management will contribute a lot to the positive patient and family
outcome. Family-based intervention is considered to be the most
significant contribution of family research to psychiatric practice. It
should focus on expanding training to patients and key relatives about
wellness, recovery, skill training, and task sharing of household and
sdlf-care chores. An improvement in these areas is likely to improve
the quality of life of people with mental illness and their families. *

Background of the problem: Mental and behavioural disorders
account for 12% of the global burden of disease. The WHO in its
World Health Report 2001 has drawn attention to the fact that, of the

*Corresponding author: Neethu Sasi,
Nursing Officer, Rcc Trivandrum, Kerala.

behavioural disorders in India during 2010 is estimated to be 7.5
crores’.  Psychiatric disorders account for 5 of 10 leading causes of
disability as measured by years lived with a disability. The overal
disability adjusted life year(DALYS) burden for neuropsychiatric
disorders is projected to increase to 15% by the year 2020°. At the
internationa level, mental health is receiving increasing importance
as reflected by the WHO focus on mental health as the theme for the
World Health Day (4th October 2001), World Health Assembly (15th
May 2001) and the World Health Report 2001 with Mental Health as
the focus. At the national level, mental health policy has been the
focus of Indian public health initiatives during last two decades.
Currently India is implementing a nationa level programme of
integrating mental health with primary health care, the largest such
effort in the developing world.® Research over the last 20 years has
established a sound evidence base for the effects of the family
environment on mental illness.
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Because of changes in the organization of mental health services in
both Western and Asian countries, the past decade has witnessed a
substantial  increase in demands for family interventionst.
Interventions like psychoeducation has reported greater improvements
on family and patient functioning and shorter lengths of patient
hospitalizations compared with the routine care. * In India, the
community mental health services provide tertiary care through the
implementation of supervised domiciliary aftercare programme.ln
order to address the needs of the patient and family and reduce the
stigma of menta illness, rehabilitation programmes have to be
community based® The impact of mental illness on the caregivers has
been evaluated in the form of burden, caregiving experience,
psychiatric/ psychological morbidity, coping, financial burden, needs,
stigma, etc.' The demands of caring for a mentally ill relative have
both an emotional and practical impact on the caregiver, which have
been defined and quantified by the concepts of subjective and
objective burden. Studies have shown that 95% of the cost of
treatment of schizophreniain Indiais borne by the family, which uses
about half of its income in the patient’s treatment.! Patients who
experience psychiatric hospitalization, tend to incur the highest annual
mental health costs, driven primarily by the cost of psychiatric
hospitalisation.®

Need for the study: The families of mentaly ill clients carry a heavy
burden. Research has shown that they experience sorrow, shame and
guilt. They are often involved in informal caring and there is evidence
of families playing an important role in the recovery of the patient. In
spite of this, a great deal could still be made to create more family-
oriented care. This development depends to a large extent on nurses
view of involving families in the care and the perceived vaue of
family-oriented work. ! Research contributions have added more
depth to understanding of the construct of burden of care by exploring
important determinants and factors that likely contribute or mediate
the caregiver's perception of burden of care. Relapse rates are higher
with non compliance to treatment, expressed emotions, non conducive
family environment and other harmful family behaviours. Although
the cost of caregiving is considered to be significant, there are no
reliable estimates of the costs associated with such care. The majority
of available literature categorized the cost of burden of care among
the indirect costs of the illness in general.” But evidences are
sufficient to state that these have an added effect on the family
burden.

Studies conducted in other Asian countries in identifying the
perceived learning needs of the family members of patients with
severe mental disorders outrides India. The effect of an educational
intervention for families of people with Schizophrenia in China has
been evaluated after assessing their learning needs and the families
responded positively to the teaching programme, reveaing it as
effective and useful. They experienced to be more relaxed as the
outcome of care was better with reduced number of hospital re
admissions. ® As the families are the primary care providers in India,
they need support from government and the society. They aso need
an understanding of the illness, skills to care for the ill. They must
ensure medication compliance, be able to recognize early signs of
relapse, handle swift resolution of crisis and reduce social and
personal disability. ® Residential care is a concern experienced by
about one third of caregivers, especialy those with poor financia and
social support. Care givers express a high need for education and
guidance about illness and its management. They must also be
informed about the available support systems and other resources.
They also expect more empathy, active support and encouragement
from professionals® The outcome of a comparative study of home
care, by atrained nurse, versus hospital out-patient supervision in the
management ofchronic psychiatric patients in Bangalore, India, had
revealed that hospital admission was less often needed among those
who received homecare.® As the reviews reveal that successful family
intervention reduces rates of relapse and improves quality of life of
patients with severe mental illness, an educational training
progranme for the family members may contribute to their
knowledge of managing these patients at home more effectively,
thereby improving the quality of life of the patients.

MATERIALS AND METHODS

Research approach: Theprimary objective of the study was to
compare the mean pretest and post test knowledge of the subjects
recelving education programme. The research approach was
quantitative. As the effectiveness of the intervention was to be
determined scientifically, experimental approach was found to be

appropriate.

Research Design: The research design used in the present study was
quasi experimental one group pre testpost test design. It can be
represented as follows

0O, X O, O; represents the pre-intervention measurements-
assessment of pretest knowledge of the study participants by using
the knowledge assessment questionnaire. X- Intervention-
administration of teaching programme regarding domiciliary care of
patients with severe menta disorder, in two sessions. O, represents
the post intervention measurements - assessment of post test
knowledge of the study participants by using the knowledge
assessment questionnaire on the same group of subjects, seven days
after the intervention. The study involved only one group. Those
subjects who received the pretest and intervention only were
administered the post test.

Variables of the study

Independent variable: Education programme on domiciliary care of
patients with severe mental disorder.

Dependent variable: Knowledge regarding domiciliary care of
patients with severe mental disorder.

Setting of the study: The present study was done at the psychiatry
ward of AIMS, Kochi, which is a 35 bedded unit. AIMS is a super
speciality hospital established in 1998, and has a bed strength of 1200.
The psychiatry department of AIMS is providing efficient treatments
like psychologic, psychiatric, deaddiction and ECT services to both
inpatients and outpatients.

Sample size:

The sample size was estimated by means of power anaysis. The mean
scores in the pilot study was used for the estimation and the minimum
sample size was found to be 32. Forty caregivers of patients with
severe mental disorder who are admitted in the psychiatry ward of
AIMS, Kochi were selected for the study.

Sampling technique: The sample was selected by convenience
sampling due to limited no. of samples &time constraints.Pre
determined inclusion and exclusion criteria were considered while
selecting the samples.

Data collection instruments

Tool 1: Structured interview schedule

The tool used in the present study was a knowledge assessment
questionnaire developed by the researcher and it was administered
using structured interview technique

Thetool consists of 3 sections

Section A:  Sociodemographic data of the caregiver

This section includes the caregiver’s age, sex, education, occupation,
marital status, family incometype of family, relationship with the
patient, and length of stay with the patient

Section B: Sociodemogr aphic data of the patient
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This section includes the MRD number of patient, age, sex, duration
of illness, diagnosis, duration of treatment and family history of
mental illness.

Section C: Knowledge assessment questionnaire

This section includes knowledge assessment questionnaire in the form
of multiple choice questions developed by the researcher. As a
standardised tool for assessing the knowledge of caregivers regarding
the domiciliary care of patients with severe mental disorders could not
beidentified by the researcher, anew tool had to be constructed.

Content validity: The tool was validated by seven experts. The
content validity index of the tool was calculated and found as 0.89.
Scoring and inter pretation: Total score: 40

For each correct answer one mark was given. Based on the score
obtained the participants were categorised as having

0-13:  Poor knowledge
14- 27: Moderate knowledge
28-40: Good knowledge

Reliability of the tool: Reliability of the tool was established using
split half technique by administering to10 caregivers of patients with
severe mental disorder. The reliability was found to be 0.91.

Procedure for data collection: Data collection was done using
structured interview technique, the interviews being conducted in the
counselling room of psychiatry ward by the investigator herself. It
took average 45 minutes for each interview. Data collection began
after al the clients who were admitted in the ward during the pilot
study got discharged. Whenever a new patient was admitted in the
ward, caregiver satisfying the inclusion criteria was selected and pre
test was administered. A group of 5-6 samples were administered the
education programme as following lecture cum discussion method.
The two sessions, each of 45 minutes duration were given in two
consecutive days and knowledge level was re assessed after seven

days.

STATISTICAL ANALYSISAND RESILT
Theanalysisis presented under the following sections.

Section |: Sample characteristics

Section |1: Patient characteristics
Section I11: Pre- test knowledge of subjects regarding domiciliary
care of patients with severe mental disorder

Section IV: Post- test knowledge of subjects regarding domiciliary
care of patients with severe mental disorder

Section V: Comparison of pre-test and post- test knowledge scores.

Section VI; Association between caregiver’s level of knowledge and
selected demographic variables.

Table 1 shows that 20 (50%) of the care givers were below 50 years
of age and 22 (55% ) of them were females. Twenty two of the
subjects (55%) were parents of the patients with severe menta
disorder, who comprised of an adult group. Only four subjects (10%)
were children of these patients, others being their spouses. Twenty
nine of the caregivers (72.5%) were staying with the patients for 21-
40 years and two (5%) were with them for more than 40 years. The
majority i.e. 18 (45%) of the study subjects were educated upto the
secondary level, 25 (62.5%) being unemployed. Also 27 (67.5%) of
them belonged to Hindu religion and 34 out of 40(85%) were married.
Twenty two (55%) of the caregivers had a monthly family income
between 5000 and 10,000 rupees.

Table 1. Distribution of subjectsbased on demographic
characteristics

n=40
Sl. No. | Demographic varigble Frequency | Percentage (%)
1. Age
a)<30 yrs 2 5.0
b)31-40 3 75
c)41-50 15 375
d)51-60 11 275
€)>60 yrs 9 225
2. Sex
aMae 18 45.0
b)Femae 22 55.0
3. Relationship  with  the
patient
a) Parent 22 55.0
b) Son/daughter 4 10.0
C) Spouse 14 35.0
4, Duration of stay with the
patient
a)Upto 20 yrs 9 225
b) 21-40yrs 29 725
c) >40yrs 2 5.0
5. Education
a)Primary 6 15.0
b)Secondary 18 45.0
c)Higher secondary 12 30.0
d)Graduate and above 4 10.0
6. Occupation
a)Un employed 25 62.5
b)Self employed 8 20.0
c)Daily wage workers 1 25
d)Government employee 1 25
e)Private employee 3 75
f)Professionals 2 5.0
7. Religion
a)Hindu 27 67.5
b)Christian 11 275
c)Muslim 2 5.0
8. Marital status
a)Married 34 85.0
b)Widowed 6 15.0
9. Income
a)<5000 Rs. 9 225
b) 5000-10,000 22 55.0
c) >10,000 9 225

Section |1 Patient characteristics: Table 2 shows the distribution of
patients with severe mental disorders based on their diagnosis.
Majority of the patients ie. 62.5% had mood disorders and 32.5%
were diagnosed with schizophrenia. Only two out of 40 (5%) had
schizoaffective disorder. Table 3 depicts the level of knowledge of
care givers assessed by using a self-administered questionnaire in the
pre-test. It isevident from the Table that 75% of the subjectshad an
average level of knowledge, 25% of them had poor knowledge and
none of them had good knowledge regarding the domiciliary care
of patients with severe mental disorder. Table 4 shows the mean
pretest knowledge score of caregivers regarding various components
of domiciliary care of patients with severe mental disorder. The mean
percentage score was also found inorder to compare the knowledge
scores with respect to these components. Knowledge related to
Communication and healthy family environment ranked high with a
mean score of 2.6 (65.8%) followed by that of Medication compliance
with a mean score of 1.1(55%) when compared to the mean score of
other components. From this Table it is evident that limited
knowledge was found in the area related to rehabilitation with amean
score of 0.9(29.3%).
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Table2. Distribution of patientsbased on their diagnosis

n=40
Diagnosis Frequency | Percentage (%)
Schizophrenia 13 325
BPAD 25 62.5
Schizoaffective disorder | 2 5

Table 3. Frequency and per centage of subjects based on pretest

knowledge level
n=40
Level of Knowledge Freguency  Percentage (%)
Poor (0-13) 10 25
Average(14-27) 30 75
Good (28-40) 0 0

Table4. Mean and Standar d deviation of knowledge scorein the
pre-test with respect to the components of domiciliary care.

n=40

Sl Area Max Mean Mean Ra SD

No Possible percentage | nge

. Score %

1 Basic knowledge | 8 29 36. 5 1.36
of severe mental
disorder

2 Treatment of | 12 6.3 52.8 8 2.19
severe mental
disorders

3 Symptom 3 14 45.8 3 0.95
management

4 Relapse 8 31 38.8 8 153
prevention

5 Communication 4 2.6 65.8 4 0.87
and healthy family
environment

6 Medication 2 11 55 2 0.71
compliance

7 | Rehabilitation 3 0.9 29.3 3 0.73

Total score 40 18.27 45.68 20 5.33

Table5. Fregquency and per centage of subjects based on post test

knowledge level
n =40
Level of Knowledge Frequency | Percentage (%)
Poor (0-13) 0 0
Average (14- 27) 11 275
Good (28-40) 29 725

Table6. Mean, range and Standard deviation of knowledge
scorein the post-test with respect to the components of
domiciliary care.

n =40
Sl.no. Knowledge Max Mean Mean Range SD
Possible percentage
Score (%)

A Basic knowledge | 8 5.3 66.7 6 14
of severe mental
disorder

B Treatment of | 12 8.8 72.9 8 2.36
severe  mental
disorders

[@ Symptom 3 25 84.3 1 0.5
management

D Relapse 8 5.4 67.8 6 1.87
prevention

E Communication 4 37 91.2 2 0.73
and healthy
family
environment

F Medication 2 19 94.0 1 0.33
compliance

G Rehabilitation 3 13 44.3 3 0.72
Total score 40 28.72 718 20 5.49

Table.7. Mean , Median, Mode, Range and Standard Deviation of
knowledge scores.

n=40
Tests Mean | Median Mode | Range | Standard
deviation
Pre test 18.27 19 17 20 533
Post test | 28.72 30 29 20 5.49

Table8. Comparison of pre-test and post- test knowledge scores

by paired t test
n =40
Tests Mean | SD | Mean ‘t” value
difference
Pre test 18.27 | 5.33 10.45 18.23"
Post test 28.72 | 5.49
t(39)=2.0301, p<0.001 "significant at 0.001
n=40

B pratest
values

B pos| lesl
vilues

Mean percentage knowledge

b

Componcnts of education programmnie

Figure 3. Comparison of the mean per centage knowledge of
caregiversregarding the domiciliary care of clientswith severe
mental disorder before and after the administration of the
education programme

Table 5 depicts that majority of the sample ie. 29 ( 72.5%) had good
knowledge and 11 of them (27.5%) had average knowledge regarding
the domiciliary care of patients with severe mental disorders . Table
also indicates that there was no one in the poor knowledge category.
Table 6 shows the mean post test knowledge score of caregivers
regarding various components of domiciliary care of patients with
severe mental disorder . The mean percentage score was also found
inorder to compare the knowledge scores with respect to these
components.  As seen in the table, the knowledge related to
medication compliance ranked high in the post test with a mean score
of 1.9 (94%) out of the maximum score of two. It was followed by
the knowledge regarding Communication and hedthy family
environment with a mean score of 3.7(91.2%). As in the pretest, the
least knowledge was found in the area of rehabilitation with a mean
score of 1.3. Table 7 depicts an increase in post knowledge score,
with a mean of 28.2 when compared to the mean pre test score of
18.27 . The median value of pretest is 19 and of post test 30. The
mode of pretest was 17, while that of post test is 29, and the range for
both is 20. The null hypothesis for comparing the mean pre test and
post-test knowledge scores of the sample could be stated as “there is
no significant difference between the mean pre- test and post test
knowledge scores of the caregivers on domiciliary care of patients
with severe mental disorder”.
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Table 9. Comparison of pretest and post test knowledge scor es of various areas

n =40
Sl. No. Components Pre-test Mean SD Post test Mean SD Mean difference | ‘t’ value
A Basic knowledge of severe mental disorder 29 | 1.36 53| 14 24 11.41*%**
B Treatment of severe mental disorders 6.3 | 219 88 | 2.36 24 7.48***
C Symptom management 14 | 0.95 25105 12 7.89%**
D Relapse prevention 31| 153 54 | 187 2.3 8.72%**
E Communication and healthy family environment 26 | 0.87 37| 074 1.0 6.65***
F M edication compliance 11| 071 19 | 0.33 0.8 7.02%**
G Rehabilitation 09 | 0.72 13 ] 073 0.4 3.79***
t(39= 2.0301, p < 0.001 *** significant at 0.001
Table 10-Association between pre-test knowledge score and selected demogr aphic variables
n=40
Demographic Pre-test knowledge score Chi- Square df p value
Variables Poor Average
f f
1.Age
a<5b0 years 4 16 0.13® 1 0.72
b.>50 years 6 14
2.5ex
aMale 4 14
b.Female 6 16 0.14™ 1 0.71
3.Education 7 17 0.14™ 1 0.71
a.Upto secondary
b.Higher secondary 3 13
and above
4.0ccupation
a Employed 5 10 0.32" 1 057
b. Unemployed 5 20
5. Relationship
a.Parent 7 15
b.Children 0 4 197" 2 0.37
c.Spouse 3 11
6. Family history of illness
aYes 7 17 0.14™ 1 0.70
b.No 3 13
7. Duration of stay
a.Upto 20 years 1 8 0.43™ 1 051
b.>20 years 9 22
*’)=3.84,%%2= 5.99 p>0.05, ns- not significant
Table 11. Association between post-test knowledge score and selected demogr aphic variables
n=40
Demographic Variables Post-test knowledge score Chi - Square df p-value
Average Good
f f
1.Age 2.00™ 1 0.16
a.<50 years 3 17
b.>50 years 8 12
2.5ex 0.153™ 1 0.69
aMale 6 12
b.Female 5 17
3.Education 8 16 0.423"® 1 0.51
a.Upto secondary
b.Higher secondary and above 3 13
4.Occupation
aEmployed 4 11 0.008™ 1 0.93
b.Unemployed 7 18
5. Relationship
aParent 6 16 1.992™ 2 0.37
b.Children 0 4
C.Spouse 5 9
6. Family history of illness
aYes 9 15 1.886™ 1 0.17
b.No 2 14
7. Duration of stay
a.Upto 20 years 1 8 0.684™ 1 0.40
b.>20 years 10 21

*’1)=3.84,°2-5.99 p>0.05, ns- not significant
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Table 8 shows that the mean pre-test knowledge score is 18.27 and
the mean post-test score is 28.72. Paired t- test was used to compare
the pre- test and post- test scores. Asthe caculated test statistic value
(18.23) is higher than the Table value 2.0301, at 39 degrees of
freedom, (p < 0.001), the null hypothesis was rejected and the already
stated research hypothesis was accepted.

That is the mean post -test knowledge score of the caregivers of
patients with severe mental disorder is significantly higher than their
mean pre- test knowledge score. In order to compare the knowledge
scores of the caregivers regarding the various aspects of the
domiciliary care of patients with severe mental disorder before and
after the administration of the education programme, the score
obtained for each section were presented in the above bar graph
(Figure -3). The knowledge score in each component is increased in
the post test. The maximum knowledge was seen in the area of
communication and healthy family environment in the pre test, but in
the posttest, maximum score is for the component, medication
compliance. The null hypothesis for comparing the mean pre test and
post-test knowledge scores of the sample was stated as “there is no
significant difference between the mean pre- test and post test
knowledge scores of the caregivers in each of the components of the
domiciliary care of patients with severe mental disorder”. Table 9
shows that there is an improvement in all the content areas. As the
calculated test statistic values in all the sections were higher than the
Table value 2.0301, the null hypothesis was rejected and the research
hypothesis accepted, ie. the mean post test knowledge score of each
component was significantly higher than the mean pretest knowledge
scores of each component.

Section VI: Association between caregiver’s level of knowledge
and selected demogr aphic variables

The null hypothesis that was stated is “there is no significant
association between the mean pre- test knowledge score of the
caregivers and selected demographic variables”. The data presented in
Table 10 shows that the calculated X2 values are less than the Table
values a corresponding degrees of freedom (x°w= 3.84,°2-
5.99,p>0.05) and hence the null hypothesis is accepted, and the
research hypothesis is rejected, ie. there is no significant association
between the pre test knowledge of caregivers and their selected
demographic variables The null hypothesis which was stated is “there
is no significant association between the mean post- test knowledge
score of the caregivers and selected demographic variables”.Table 11
shows that the calculated 2 values are less than the Table value at
corresponding degrees of freedom (3%1)=3.84,%°2= 5.99,p>0.05).
Hence the null hypothesis is accepted, and the research hypothesisis
rejected, that is there is no significant association between the post
test knowledge of caregivers and their selected demographic
variables.

DISCUSSION

The discussion is organised under the following headings:
Sociodemogr aphic variables of the subjects
Objectives of the study

| Sociodemographic variables of the subjects: Half of the caregivers
(50%) were below 50 years of age and the other half were above 50
years of age (Table 1). Thisfinding is worth discussing because the
next part of the Table showsthat 55% of the subjects were parents of
the patients. This fact points towards the impact of long term burden
that these families might be suffering for being the caregivers of
patients who comprised of an adult age group. The young adults who
are supposed to look after their elderly parents as per Indian culture
are sick and to be cared for by the parents, which is the current
scenario in severe mental disorder. The femae participants
congtituted about 55% of the total sample. About 72.5% of the
caregivers were staying with the patients for 21- 40 years. Quarter of

the caregivers were unemployed though the mgjority (45%) of them
were educated upto secondary level; a finding that points towards the
problem of unemployment even when the educational statusis high.

Objectives of the study

The first objective of the study was to determine the knowledge level
of care givers on domiciliary care of patients with severe mental
disorder by a pretest using knowledge assessment questionnaire
developed by the researcher. The knowledge score was assessed
among 40 caregivers and the mean pre-test knowledge score was
found to be 18.27 with a SD of 5.33 and mean percentage score 45.68
(Table 7). It was aso found that no one among the subjects had good
knowledge, 25% had poor knowledge and 75% had average
knowledge regarding the domiciliary care of patients with severe
mental disorder (Table 3). As the investigator wanted to know what
are the areas the subjects are having less knowledge, mean
percentage scores of knowledge level of each component was
calculated. ‘The scores of basic knowledge about severe mental
disorder’, ‘rehabilitation’ and ‘relapse prevention’ were found to be
lowest than other areas of knowledge with a mean percentage 29.3,
36, and 38.8 respectively. These findings support the assumption of
the study that care givers have inadequate knowledge regarding the
domiciliary care of patients with severe mental disorders. While
reviewing the related literature , the investigator did not come across
any similar studies that assessed the knowledge of family members
regarding domiciliary care of patients with severe mental disorder as
such, both in the Indian and global scenario.

The second objective of the study was to assess the knowledge level
of caregivers after the education programme by a post test. It was
found that72.5% of the subjects had good knowledge ,27.5% had
average knowledge and none of them scored poor, in the post test
(Table 5). The meanpost test knowledge score was 28.72 with a
standard deviation of 5.49 and the mean percentage score 71.8 (Table
7). The investigator aso analysed the post test knowledge scores of
each of the components of domiciliary care. The knowledge related to
medication compliance, communication and hedthy family
environment ranked high in the post test with a mean score percentage
of 94 and 91.2 respectively. An increase was found in all components
of domiciliary care (Table 6) including basic knowledge about severe
mental disorder, rehabilitation and relapse prevention (mean score
percentage 66.7, 67.8 and 44.3 respectively). Many of the previous
studies on family psycho education assessed the changes in care
practices and family functioning after their intervention but not their
knowledge regarding domiciliary care of patients with severe mental
disorder. The study was carried out on the assumption that an
educational intervention can improve the care giver’s knowledge
regarding the domiciliary care of patients with severe mental disorder.
The effectiveness of psychoeducation and mutual support group
program was assessed by Chien WT* in arandomized controlled trial
conducted among the family caregivers of Chinese people with
schizophrenia. He found a significant decrease in family burden in
terms of finance, daily life and activities, interactions with patient,
mental health and aso improvement in all aspects of family
functioning such as problem-solving, communication and
interpersonal relationship (p<0.01). These improvements could be
attributed to the increase in their knowledge in corresponding aspects
after the education intervention even though knowledge was not
assessed in that study. This fact gives support to the present study
which showed an increased knowledge among the caregivers
regarding the domiciliary care of patients with severe mental disorder
in the post test.

Another important point the investigator noticed is that there was no
sample drop out during the entire study, which could be considered as
one of the strengths of the study. The high attendance rate of the
family caregivers may be explained by the fact that the families were
likely to be more optimistic and enthusiastic about the potential for
positive change during the illness and possible prevention of patients’
relapse. Thisalso indicates a need for family-centred services to offer
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accessible and early intervention at home or in the community when
patient discharge is being planned to take place in the near future.

The third objective of the study was to compare the mean pre test and
post test knowledge scores. The mean pre test knowledge score was
18.27 which was increased to 28.72 in the post test, making a mean
difference of 10.45. The paired ‘t’ test (Table 8) revealed that the
increase in mean score in the post test is statistically significant,
(t@e= 2.0301 , p<0.001) proving that the education programme is
effective  in improving the care givers’ knowledge regarding the
domiciliary care of patients with severe mental disorder. Also while
comparing the mean pre test and post test knowledge scores of each
component of the education programme, the t values calculated
(A=11.41, B=7.48, C=7.89, D=8.72, E=6.65, F=7.02, G=3.79) were
aso higher than the Table value (2.0301 a 0.05 level of
significance) at 39 degrees of freedom. Hence there is a significant
increase in the knowledge level at each aspect of the domiciliary care
, dter the education programme. This further adds upon to the
effectiveness of education programme on domiciliary care of patients
with severe mental disorder and the increased scope of community
mental health nurses in providing similar education programmes to
family members in the community setting inorder to reduce the
relapse rates, family burden and to improve the quality of life. After
reviewing the related literature and research studies, the investigator
identified a scarcity of studies that assessed the caregivers’
knowledge regarding domiciliary care of patients with severe mental
disorder, either in an Indian setting or abroad. But there are studies
which assessed the impact of family psycho education, recovery
movement on family interventions for schizophrenia etc. which were
found to be effective in reducing the family burden of care and in
improving functioning of the patients.

The outcome of a comparative study of home care, by atrained nurse,
versus hospital out-patient supervision in the management ofchronic
psychiatric patients in NIMHANS ,Bangalore, conducted by Pai S°
had revealed that hospital admission was less often needed among
those who received homecare by a trained nurse. Nast T in a
randomized controlled trial that studied the effect of psychoeducation
on family burden of schizophrenia patients, reported a significant
reduction in the level of burden in families who received
psychoeducation as compared to those who did not receive
psychoeducation (p<0.05). Glynn SM3* illustrated the impact of the
recovery movement on family interventions for schizophrenia. The
family intervention programmes have included psychoeducation,
crisis intervention, emotional support, and teaching of skills in order
to cope with symptoms and other difficulties. Family psychoeducation
has been shown to reduce symptoms and improve functioning in
individuals with schizophrenia and to reduce burden in their families.
These family interventional studies had shown to improve the
functional aspects of the patient as well as the family. This implies
that their knowledge regarding each of the disease and care aspect
also might have improved after being exposed to the intervention to
get this desired result. The findings of the present study therefore is
in concordance with the previous studies. Another important factor
the investigator noticed was that majority of the studies were done
among schizophrenia patients and their family members which means
the impact of the other severe mental disorders in the families and
the effect of psychoeducation are yet to be studied in detail.

The fourth objective was to find the association between knowledge of
caregivers on domiciliary care and selected demographic variables
by using chi square test. Association between caregivers pretest
knowledge level and selected demographic variables like age, sex,
educational level, monthly income, duration of stay with the patient,
relationship with patient etc. was done using chi square test. No
significant association was found between caregivers’ pre test
knowledge and demographic variables (Table 10).  Similarly the
researcher also analysed association between post test knowledge and
selected socio demographic variables(Table 11). But again no
association was found. One of the reason for this finding may be that
the present study was conducted in a single setting, in a small sample
size of 40 which was not selected randomly and there was no control

group. Another reason for not getting any association between the
knowledge score and socio demographic data may be the attitude of
society towards mental illness which is still affected by the stigma
associated with it. This makes their knowledge level about mental
illness and its management to be still low. The study subjects were the
caregivers of patients with severe mental disorder. Even though they
are directly involved in the patient care, they have only less
knowledge; and their education level or increased number of years of
stay with the patient do not change their knowledge level. This may
be due to their attitude towards menta illnesses in generd. Further,
these findings are in par with the findings of Riebschleger J * who
evaluated the early outcomes of a developing Youth Education and
Support  (YES) pilot intervention of multifamily group
psychoeducation for children of a parent with a psychiatric illness.
Although the intervention was found to be effective, they could not
identify any significant association between pre test and post test
knowledge scores and sociodemographic variables like age,
educational status etc.

CONCLUSION AND RECOMMENDATIONS

Based on the findings of the study it was concluded that the education
programme regarding the domiciliary care of patients with severe
mental disorder was effective in improving the knowledge of
caregivers regarding the same. Statistical analysis proved that there
was significant improvement of knowledge in each component of the
domiciliary care of patients with severe mental disorder.

Recommendations

Similar study can be replicated in alarge sample.
Selection of samples should be done by using probability
sampling technique

. A similar study can be done after assessing the perceived
learning needs of the caregivers of clients with severe
mental disorder .

. Study can be conducted as a true experimental study
with randomization, intervention and control group.
. Long term study which assess the effect of education

programme for caregivers on client outcomes like relapse
and client functioning, quality of life etc.

. Similar studies can be conducted in a community setting.
Prospective studies may be conducted to assess the effect
of educational interventions on family burden, caregiver
stress etc.
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