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Abstract: Problem statement: Caring for a chronically ill-patients is a compl@exocess which
require the cooperation and social support to mamachronic disease. It need an interaction ofgela
number of actors or collaborations from health gagesonnel of different organizations. Questions
were raised to develop an appropriate interverdgioth the model of QOL improvement for chronic-
patients in the communityApproach: To (1) develop the Quality Of Life (QOL) improvemt for
chronic illness patients in community by using absiupport program (2) evaluate the effects of the
program on perception of illness, severity of ilagbenefits and barriers of health promotion,theal
behaviors, Quality Of Life (QOL) and stress levedrticipatory Action Research (PAR) was used. It
was consisted of two phrases. The participantsirst phase including with nurses, nutritionist,
patients, caregivers, Village Health Volunteers &Y and research team. The second phrase was to
implement the interventions and evaluation. A tafll0 VHVs and 50 participants who met the
inclusion criteria. The intervention composed ofmain programs; (1)The VHVs were trained for 1
month as a comprehensive program to be a healtlieara collaboration. (2)The chronically ill-
patients received main interventions including-sate education, apply Thai traditional medicimel a
home visits. Descriptive statistics and t-test wege to evaluate the pre-post interventiResults. The
majority of the participants were female (n = 38pj6with the mean age of 66.68 years (SD = 17.20),
85% caring by their children and 42.5% by theiati#ks. Most participants came from low income
family (40%). The post test score on each item gtbthat after intervention, changed scores on all
five items (before-after), how ever the changesevatatistically significantly (<0.05) by some items
they were perceive of benefits and barriers ofthgadomotion, health behaviors and stress levdle T
rest as perceive of illness, perceive of severftylloess and QOL were not statistically signifitan
(>0.05).Conclusion: The findings suggested the set of interventionsevedfective to improve QOL

of chronic patients and it was the appropriate rhofie improve health care providers’ knowledge,
skills and increasing of collaborations among ndisGiplinary team, Local Administration
Organization (LAO). VHVs and Health Care Servicentte were strongly recommended to work with
chronic patients.
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INTRODUCTION number of multi disciplines and health care pergbnn
of different organizations (Panzarasaaal., 2004). In
Background and significance of research problem: addition, health care providers have sought to awer

Caring for a chronically ill-patients is a complex health outcomes through patient empowerment
process, which requires the cooperation of all arim  (Santurri, 2006). It was a challenge for both patend
care professionals and their interaction with agdar family in preventing and managing chronic ilinelsss
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also increasingly accepted that the public (asconsisting of assessments of the data at baselthat
individuals, communities and the voluntary sector)3 months post intervention. Outcomes were measured
should be involved in designing, delivering andleas  on interval scales
ing services for chronic illness and in creating th
conditions to support healthy living (Greenhakghal.,  Study Setting and participants: Cheang Yune village,
2009). Empowerment has been acknowledged as amrural community, locate in Mahasarakham province,
alternative to compliance in order to guide thevjter-  the northeast region of Thailand was selected Hix t
patient relationship (Aujoulat al., 2008). intervention study.
Social support defined as the physical and
emotional comfort that persons receive from theirParticipants. Purposive sampling was used to select
family, friends, co-workers and others. It is knotlwat  the participants. Participants were separate by @ps:
people were a part of a community that have other
people who love and care. Social support is a qunces The participants in the first phase compose of
that attempts to capture helping transactions dbatir nurses, nutritionist, patients, caregivers, (VHVS)
between people who share the same households,|schoo and research team. All of them were participate in
neighborhoods, workplaces, organizations and others developing the program
community setting (Rappaport and Seidman, 2000). « The participants in the second phrase including
Most chronic ilinesses in Thailand, are diabetes  with 10 VHVs and 50 patients
mellitus and hypertension. These illnesses affect
patients by limiting their quality of life. Mahasdham The inclusion criteria for VHVS, being a long time
province which is located in the north-eastern @drt residents of the community were willing to partiied
Thailand, ranked the first in patients with chronicin this study and co-operated with the researcmtea
illness according to the national survey (Uniteditd&  and health care providers, whereas the patiente wer
Development Programm, 2007/2008). volunteer, willing to participate and being able to
Cheang Yune village, a community with a communicate verbally.
population of 42,259. It has a community hospital
which both serve as primary and secondary careelis w Research instruments: Procedure for data collection
as integrative Complementary Alternative Medicinerelative to the intervention of chronic parents:
(CAM), however the population were also have a

problem with chronic illness even though the health.  Demographic data questionnaire and scales were to

care provider try to search for the new approats, i measure the study valuables

still found that increasing mobility and mortality, «+ The scales for measuring of the four outcome
especially among chronic illnesses with compliaadio valuables were (1) perception of illness, (2)

This evidence were supported that it was lack ef th  seyerity of illness, (3) benefits and barriers of

appropriate intervention as well as the substaféd health promotion, (4) health behaviors were

of body knowledge. This research aim to implembat t developed by the researcher based on Health

intervention and develop the model of QOL  Believe Model (HBM) (Green and Kreuter, 1999).
Im_provem_ent for chronic-patient in community by QOL was measured by WHOQOL-Brief-Thai (26
using social support. items) (Mahatnirunkuét al., 1998)

o ) . and stress was measured by the Suanprung Stress
Objective of the Study: The purposes of this study Test-20 (Mahatnirunkul, 1997)

were to (1) develop the Quality Of Life (QOL)

improvement for chronic illness patients in comnyni | qierventions A group discussion raised up for
by using social support program and (2) evaluaée thgiscyssion to conduct the intervention base on the

effects of the program on five items; perception ofpatients database. The participants mentioned thteat

illness, severity of illness, benefits and barriers appropriate program should composted of two
health promotion, health behaviors, QOL and Stresﬁwterventions, for the VHVs and chronic illness

level. patients.

MATERIALSAND METHODS Intervention for VHVs:

Study design:  This study was Participatory Action « A comprehensive 1 month program, training
Research (PAR), one group pre-post test design, activities were conducted both in the community
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and hospital based. The VOV’s interventions wereage of 66.68 years (SD = 17.20), finished in prynar
based upon participatory planning with researchschool (70%). Most of them caring by their child(&s
team, multidisciplinary team such as primary careand 42.5% taken care by siblings or relatives. Some
providers, traditional RN healing, nutrition theyap participants came from low income family (40%).
» The VHVs have to learn more in the topic of
chronic illness disease and self-care managemenfutcomes of the Intervention: At baseline, the mean
focus on DM and HT. Also, they were well trained scores on each item of five study outcomes indisato
by multidisciplinary healthcare provider team (perception of severity, perception of beneficialda
including nurse instructors, nurses, nutritionistia barrier, health behaviors, QOL and stress) wer&&2.
Thai traditional medicine team., in the topics of 31.00, 31.04, 19.80, 66.28 and 77.86, respectively.
exercise, foot massage, health promotion activitiescontrast, the post test mean scores on the same ite
counseling skill, signs and symptom observationwere: 32.86, 31.52, 40.00, 23.20, 66.00 and 89.08
and recording, home visiting for caring the pasient respectively.
The differences of the all variables scores betwee
Intervention for chronicillness patients: The patients pre and post test were tested by the paired t-Tés.
received main interventions including self-careresulted showed that after intervention, the scares
education, using traditional treatment service amche  perception of benefits and barriers of health prisono
visits. The VHVs conducted a work shop for trainofy  health behaviors and stress level score showed a
the patients to self-care in the topics of nutnitio significant different. (p<0.05). There were not
exercise, foot massage and herb therapy. Durind worsignificantly different in the scores of perceptiof
shop, the researcher team act as a mentorshipaatd pillness, severity of illness and QOL (p>0.05).
evaluation after each session. The next step, VHVs

made a home visits to visit at least once a wedleyT DISCUSSION

had to recording of health problems, risk behaviaord

home environment follow by reported and discus$ wit The results of the study showed that the
the researcher team at least twice a week. intervention was developed by multi interdiscipliyna

] team including with patients and caregiver was

Data collection procedure: Procedure for data jncreasing in perception of benefits and barriefs o
collection related to the intervention, includede th heaith promotion and health behaviors and decrease
completion of demographic questionnaires and scalegiress. The participants involved in the progrand an
used to measure the study variables in five studyearn more about benefit of self-care includingreiee,
outcomes (perceive of illness, perceive of severitynytrition, herb therapy and home visiting by VH\ f
perceive of beneficial and barrier, Health behasjior caring, counseling, adjust the inappropriate bedravi
Quality of life and stress level). Data collectionsre  gpg helping them to solve the problem, therefdne, t
completed before and 2 months after the studyperception of benefits and barriers and health viersa
Interventions. increased in the others hand the stressful leved wa
increase due to the social support by the VHVse car
giver and researcher team.
. Descriptive statistics were used to analyze Although, without significant of increasing scare

demographic data, history of illness, response tghe Pperception of illness, perception of severity o

perception of illness, severity of illness, berefit lNess and QOL, but from the base line data, iswa

and barriers of health promotion, health behaviors'ePresented for a high level. In this case it cooéd
QOL and stress level explain that the patients were concern in theireiis

«  The paired t-test was used to test the differenges 210 Severity before intervention, supported by post

perception of illness, severity of illness, berefit 'Ntervention score were increasing.
and barriers of health promotion, health behaviors, ~Beckhamet al. (2008) indicated that management
QOL and stress scores between baseline and poQf chronic illness such as diabetes mellitus isutim
intervention faceted disease. Disease management requiresda soli
knowledge base combined with conscientious lifestyl
RESULTS change. Healthcare providers are one part of social
support to encourage and help patients acrossdir
Demographic characteristicss The majority of the problem by managing their own live, using innovatio

participants were female (n = 38, 76%), with theame and culturally-specific interventions. As the same
31
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concept of Greenhalgt al. (2009) who suggested, the Greenhalgh, T., A. Collard and N. Begum, 2009.

deliberately challenged the accepted view of patad Sharing stories: 12 complex intervention for
public involvement in preventing and managing clizon diabetes education in minority ethnic groups who
illness. Whereas, Lau (2002) purposes that it fisna do not speak English. BMJ., 330: 628.

to shift the balance of power to include patients a DOI:10.1136/bmj.330.7492.628

their caregivers. Patient empowerment by the healthau, D.H., 2002. Patient empowerment-a patient-
care team helps patients to make judgments abeirt th centred approach to Patient empowerment-a-
own illness “Patients are as experts of their ghand patient-centered approach to improve care. Hong
health care professionals are as experts on thécated Kong. Med. J., 8: 372-374.
intervention” so combining both patients and health  http://www.nchbi.nlm.nih.gov/pubmed/12376717
care professional and sharing knowledge could sscce Mahatnirunkul, S., 1997. Suanprung Stress Test-20,

for disease management. SPST-20. State, Oct. 1, 2007.
Mahatnirunkul, S., W. Tuntipivatanakul and W.
CONCLUSION Pumpisanchai, 1998. Comparison of the

WHOQOL-100 and the WHOQOL-BREF (26
The findings suggested that this type of approach items). J. Ment. Health Thai, 5: 4-15.
was an effective way to reach this population. lomer Panzarasaa, SR. Bellazzi, C. Larizza and M. Stefanelli,
health care providers’ knowledge and skills and  2004. A care flow management system for chronic
increase collaborations among multidisciplinaryntea patients.Study Health Technol. Reform, 107: 673-677.
and Local Administration Organization (LAO), VHVs http://cmbi.bjmu.cn/news/report/2004/medinfo200
and Health Care Centre were strongly recommended in  4/pdffiles/papers/4273Panzarasa.pdf
working with chronic patients. For Further studye w Rappaport, J. and E. Seidman, 2000. Community
suggested to use PAR combine with an articulately = Psychology. 1st Edn., Kluwer Academic/Plenum,

interventions for chronically ill-patients’s QOL NY., pp: 215.
improvement. Santurri, L.E., 2006. Patient Empowerment: Imprgvin
the Outcomes of Chronic Diseases through Self-
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