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Early period self-care ability and care requirements
of schizophrenia patients after discharge

The length of hospital stays for persons with chronic men-
tal illness has been shortened, leading to some undesir-

able situations for many patients, including maintenance 
of stubborn symptoms, recurrence of the disorder, and re-
hospitalization.[1,2] Repeated hospitalization among schizo-
phrenic patients are the highest among those with chronic 
mental disorders.[3] The most prominent symptom of repeat-
edly hospitalized schizophrenic patients is “being unable to 
meet basic needs”.[4] Schizophrenic patients practice fewer 
self-care and health-promoting activities than people with 
physical health problems.[5,6] The discharge criteria for schizo-
phrenic patients include the ability to engage in self-care, to 
maintain a safe environment, and to learn and apply ways to 
cope with stress.[7] In the light of this information, the follow-
ing question is very important: How much schizophrenia pa-
tients are capable to maintain their self-care after discharge? 
Psychiatric nurses should attempt to answer that question 

as the major health professional among the mental health 
team. 

Today’s mental health understanding focuses on an individ-
ual’s well-being to assist maintenance of a meaningful life. To 
provide effective transitional care after hospital discharge re-
quires a deep understanding, based primarily on nursing theo-
ries and models as well as nursing ethical codes and global hu-
man rights.[8] The author Orem states that all individuals have 
the potential ability and motivation necessary to provide care 
for themselves and dependents. When self-care is effectively 
performed, it helps to maintain structural integrity and hu-
man functioning, and it contributes to human development. 
Nursing care assumes the following roles to achieve this: guid-
ance, physical and mental support, and providing an environ-
ment to support development and teaching.[9] Patients’ ability 
to perform activities of daily living independently is one of the 
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care-provision standards of psychiatric nursing.[7] Discharge 
planning of psychiatric nursing with the cooperation of the 
mental health team and its inclusion in post-discharge care 
will contribute to the integration and maintenance of care.[10] 
The determination of self-care ability and care requirements 
of the patients in their early-discharge period aids healthcare 
professionals in developing an effective discharge plan and 
providing care in the social environment. 
The databases of Turkish Medicine Index, Turkish Psychiatry 
Index, YOK thesis website, and Google Scholar were searched 
by the keyword of “self-care”, and obtained results were exam-
ined. Studies conducted in Turkey related to individuals’ self-
-care ability were mostly based on physical illness: only two 
studies evaluated the self-care abilities of mentally ill persons.
[5,11] Because person with mental disorders have difficulties 
defining their self-care requirements for themselves, their self-
care levels should be improved by periodically organizing di-
agnostic and educational programs.[11] The present descriptive 
study was conducted to determine the early-period self-care 
ability and care requirements of schizophrenia patients after 
discharge. 

Materials and Method
Research Sample
The research was conducted in Akdeniz University Hospi-
tal Psychiatry Clinic between April-2013 and April 2014. No 
sampling selection was performed in the research: 31 of 80 
schizophrenia patients hospitalized within one year follow-
ing the research permission and met research criteria were 
included. The inclusion criteria were: patients within the first 
two weeks after discharge, between 18 and 65 years old, 
knowing at least how to read and write, being resident in the 
Antalya Merkez district. the exclusion criteria were having 
mental deficiency, dementia, or a psychological disorder re-
sulting from a general health condition, or having communi-
cation problems.

Data Collection
Research data were collected by the researcher through face-
to-face home visits two weeks after discharge from the hos-
pital. The first two weeks after discharge is defined as “early 
discharge”,[12] and the second week after discharge is the level 
of adaptation to the home environment.[13] The researcher first 
interviewed patients 24 to 48 hours before discharge from the 
hospital, and determined thereby the date with the patients 
who volunteered for a meeting during the second week af-
ter discharge. Home visits were arranged by these pre-deter-
mined dates. Participants read and signed the informed con-
sent forms at the beginning of each visit. Data collection was 
completed within 30 to 40 minutes.

Self-Care Ability Scale
This scale measures individuals’ ability to carry out the activ-

ities required to sustain their health. The 43-item scale was 
originally developed by Kearney and Fleischer and titled The 
Exercise of Self-Care Agency Scale (ESCA). The validity and re-
liability of the scale was adapted by Nahcivan for Turkish ado-
lescents and reduced to 35 items.[14] The levels of self-care abil-
ity are defined as: 24–64, poor; 65–100, moderate; 101–112, 
good; and113–140, very good.[15] Cronbach’s alpha value for 
the self-care ability scale was fund 0.913 for this study, which 
indicated its reliability for this research. 

Care Requirements Determination Form 
This form was prepared by the researcher to determine care re-
quirements of schizophrenic patients after discharge.[16–18] The 
first section consists of 18 questions, including introductory 
patient information and disease characteristics. The second 
section consists of 37 open-ended questions to determine 
care requirements. Nine basic areas such that self-concept, 
coping, need for knowledge, sleep, roles and relationships, 
treatment and care, safe environment, self-care, and spiritual 
dimensions were determined to define requirements; these 
areas were assessed through sub-questions (Table 1).

Data Evaluation
In the data evaluation process, all the answers given to open-
ended questions in the care requirements determination 
form were sequentially added to the form by computer. Indi-
vidual statements were evaluated one-by-one; similar state-
ments were combined and grouped based on the opinions of 
Three academic members from the Psychiatry Nursing, Public 
Health Nursing and the Faculty of Medicine Department. Per-
centages and frequencies drawn from this data were then cal-
culated and assessed using SPSS 18. Numbers, percentages, 
arithmetic means, and standar deviation values were used to 
define the data. Cronbach alpha’s value was used to deter-
mine the validity of the scale. The Kolmogorov–Smirnov test 
was applied to test normality of distribution of continuous 
variables, which were foound to be normally distributed. The 
independent samples t-test was used to compare the means 
from two different groups of data, One-way variance analysis 
(ANOVA) was used to compare means of two or more samples, 
and Duncan’s multiple-range test was used to establish signif-
icance between each group. Significance was established at 
the p<0.05 level. 

Ethical Dimension of the Study
A written permission on 07.08.2012 with the decision number 
B.30.2.AKD.20.05.05 was received from the Akdeniz University 
Research Ethics Committee for Non-Invasive Clinical Studies. 
Permission was received from Prof. Dr. Nursen Nahcivan to use 
the self-care ability scale. Research permission to conduct the 
study was received from Akdeniz University Hospital Psychia-
try Clinic. All patients who met the research inclusion criteria 
were informed about the study, and their written informed 
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consent was obtained after explaining that the research par-
ticipation was voluntary. 

Results

Characteristics of Individuals
The research sample included 31 schizophrenia patients with 
a mean age of 35.58±11.57 years. The largest group of indi-
viduals were in the 25 to 34 age group; most were female and 
single. The number of individuals who had a profession was 
low. Disease characteristics indicated that the mean age of the 
disorder outset was 23.81±8.38 years (Table 2).

Self-Care Abilities of Individuals
The self-care ability general point average of all individuals in 
the study was 99.32±21.86; participants received 46 at min-
imum and 136 at maximum (scores range from 0–140). The 
self-care ability point average of individuals who were single, 
did not have children, possessed a single child among the 
ones who had children, or had a member of family with men-
tal disease was significantly lower. Self-care ability mean was 
significantly lower for single individuals than for married and 
divorced individuals, individuals who had no child than for 
those who had children, and those with one child than indi-
viduals with at least two children (p<0.05) (Table 2). 
The mean self-care ability value was based on disease charac-
teristics, and was that was significantly lower for the individ-
uals who had a mentally disordered family member than for 
those without (p<0.05). No significant difference was found in 
terms of the variables age, gender, education, profession, em-
ployment status, diagnosis period, having any other chronic 

diseases, the number of hospitalization, and currently used 
medications (p>0.05) (Table 2).

Care Requirements After Discharge 
Findings obtained from the open-ended questionnaire form 
that was designed to determine the requirements given as 
percentages (Table 3a-c). In addition, direct quotations of the 
participants were used to strengthen the expression.  
 

Self-Concept 
The term self-concept is a general term that refers to how a per-
son thinks about, evaluates or perceives themselves, and what 
they seek to change. The study participants defined them-
selves by their spiritual, social, communicative, mental, and 
physical characteristics, in that order. Their favorite dimension 
was mental characteristics, followed by their spiritual charac-
teristics. They disliked their personal characteristics most, at a 
ratio of 44.8%. In addition, “communication skills” and “obses-
sive thoughts” were among the self-concept dimensions that 
they disliked. Most study participants had at least one dimen-
sion that they wanted to change for themselves, for instance 
“to have an active social life, promote health, and have a good 
profession” (Table 3a).

Coping
The coping dimension was used to find how people manage 
their problems, who supports them to manage their stress 
and how those persons help. We determined that 74.2% of the 
individuals pursued functional approaches such as “thinking, 
talking, receiving help), whereas 32.3% followed non-func-

Table 1. Basic and sub-dimensions of care requirements 

Self-Concept Treatment and Care Role and Relations

Defining self Use of medication The disease influence on family roles

Self-likes Problems met while using the medication The disease influence on husband-wife relationship

Self-dislikes The way to solve these problems The disease influence on the relationship with children

Desires to change Non-medical treatments The disease influence on relationship with relatives

 Family support for treatment   The disease influence on relationship with friends  

 Support sources out of family The disease influence on sex life  

Coping Self-care Safe Environment

Coping methods Practicing daily self-care Feeling safe

The way of help required to manage Problems met during the daily self-care  Practices to feel safe

People who assist to manage The way to handle these problems 

Need for Knowledge Sleep Spirituality

Disease definition  Change in sleeping pattern Health definition

Information regarding the disease Reasons for this change Significant people in the life

Information about the post-discharge period The way to sleep regulation Leisure time evaluation (Recreation) 

People to be consulted to receive information   The disease’s influence on spiritual beliefs

  The social view of the disease

  Future plans
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Table 2. Distribution of self-care ability scores of individual socio-economic and disease characteristics

  n % Self-care ability (Mean±SD) Assessment

Descriptive characteristics
Age (years)
 Younger than 25 7 22.6 81.71±24.17 
 25-34 10 32.3 99.80±14.28 F=2.824
 35-44 7 22.6 112.00±16.31 p=0.058
 45 and older 7 22.6 103.57±25.74
Gender
 Female 18 58.1 101.05±24.38 t=0.513
 Male 13 41.9 96.92±18.48 p=0.612
Educational status  
 Primary/secondary school 13 41.9 97.07±22.10 F=0.855
 High school 13 41.9 104.84±21.78 p=0.436
 University and above 5 16.1 90.80±22.09 
Marital status
 Married 8 25.8 111.87±14.58 F=4.499
 Single 16 51.6 89.12±23.93 p=0.020
 Divorced  7 22.6 108.28 ±11.33 
Professional status 
 Housewife 9 29.0 103.00±15.40 
 Retired 4 12.9 112.50±12.81 F=1.349
 Unemployed 12 38.7 89.08±27.84 p=0.279
 Self-employment 3 9.7 100.33±18.55 
 Civil servant 3 9.7 110.66±11.50 
Employment status
 Employed 5 16.1 110.40±9.91 t=1.249
 Unemployed 26 83.9 97.19±22.98 p=0.222
Have any children?
 Yes 12 38.7  109.41±13.68 t=-2.165
 No 19 61.3 92.94±23.89 p=0.039
Number of children
 1  7 58.3 102.43±8.69 t=-2.572
 2 children and more 5 41.6 119.20±14.02 p=0.028
Disease characteristics
Diagnosis time
 Up to 5 years 9 29.0 98.77±25.73 F=0.234
 6–14 years 12 38.7 96.58±18.42 p=0.793
 >15 years 10 32.3 103.10±23.72 
Have any other disease
 No 22 71.0 95.05±22.76 t=-1.762
 Yes 9 29.0 109.78±16.11 p=0.089
Number of hospitalization
 One 8 25.8 97.25±26.54 t= -0.307
 Two or more  23 74.2 100.04±20.63 p=0.761
Any mental disease in the family
 No 19 61.3 105.84±15.81 t=2.222
 Yes 12 38.7 89.00±26.54 p=0.034
Currently used medication
 Antipsychotic monotherapy 14 45.2 101.85±26.15 F=2.699
 Antipsychotic polypharmacy 12 38.7 104.50±12.13 p=0.085
 I can’t say the medication 5 16.1 79.80±19.43 
Total 31 100 99.32±21.86

SD: Standard deviation; t: t-test; F: One-way Anova.



15Sultan Taş, Self-care ability of schizophrenia patients / dx.doi.org/10.14744/phd.2017.64935

tional approaches such as “telling lies, consuming alcohol, 
leaving things to time”. We found that 45.2% of the individuals 
required emotional support to manage their problems, that 
72.4% of them received help from their spouses and families, 
whereas 17.2% received help from healthcare professionals 
(Table 3a). 

Need for Knowledge
This dimension is intended to determine how the study partic-
ipants defined their disease, what they wanted to learn about 
it, what they needed to know after discharge from hospital, 
and from whom they preferred to receive this information. 
Among the study participants, 58.1% defined the disease as 
“bad luck, helplessness”, 45.2% associated the disease with 
psychotic symptoms, and 12.9% defined it as a “temporary 
illness”. 45.2% of the participants stated that they wanted to 
know about treatment and how to manage the disease, and 
38.7% of them asked to learn the characteristics of the disease. 
They also stated that they needed some information for the 

post-discharge period regarding the use of medication and 
managing the ongoing disease symptoms (Table 3a).

Treatment and Care
In this dimension, the use of medication, problems met while 
using the medication, and their solution methods, non-med-
ical treatments, and support from family and outside of the 
family were determined. Among the participants, 87.1% stated 
that they used medication, 45.2% had problems with “side ef-
fects”, 25.8% had trouble resulting from “wrong use of medica-
tion”; it was determined that of the individuals who had prob-
lems, only 31.8% stated that they tried to refer to a physician to 
solve these issues. 54.8% of them stated that they did not use 
non-medical treatment; 61.3% stated that they received moral 
and material support from their families (Table 3b).

Self-care
This dimension included findings regarding the daily self-care 

Table 3a. Care requirements of the participants after discharge 

  n %

Self concept
Self-definition* (n=31)
 Based on spiritual features 13 41.9
 Based on social role and features 11 35.5
 Based on communication features 9 29.0
 Based on mental features 4 12.9
 Based on physical features 3 9.7
Self-likes* (n=30)
 Mental features 10 33.3
 Spiritual features 9 30.0
 Personal features 5 16.7
 Other 4 13.3
 Physical features 3 10.0
Self-dislikes* (n=29)
 Personal features 13 44.8
 Nothing 7 24.1
 Communication features 4 13.8
 Obsessive thoughts  4 13.8
 Physical features 2 6.9
Desires to change* (n=31)
 There is nothing to change 10 32.3
 Have an active social life 8 25.8
 Promote health 8 25.8
 Have a good profession 6 19.4
Coping
Coping method* (n=31)
 Functional approach 23 74.2
 Non-functional approach 10 32.3

  n %

The way of help required to manage (n=31)
 Emotional support 14 45.2
 Instrumental support 9 29.0
 Undefined help 8 25.8
People who assist managing* (n=29)
 Spouse and family 21 72.4
 Relatives and friends 6 20.7
 Healthcare professionals 5 17.2
 Other 4 13.8
Need for knowledge
Disease definition* (n=31)
 As a bad luck, desperateness 18 58.1
 Associated with psychotic symptoms  14 45.2
 As a temporary disease 4 12.9
Information regarding the disease* (n=31)
 Its treatment and how to cope with it  14 45.2
 Characteristics of the disease 12 38.7
 There is nothing to learn  9 29.0
Information about the post-discharge
period* (n=31)
 There is nothing to learn  15 48.4
 Cope with the disease and its symptoms  10 32.3
 Use of medication 10 32.3
People to be consulted to receive information*

(n=18) 
 Healthcare professionals 14 77.8
 Family members 3 16.7
 Other 2 11.1

*Individuals’ answers could be more than one. Therefore, the percentages were calculated over the number of respondents.
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abilities of individuals, the problems they met during their 
daily care, and the way they solved these problems. Among 
the participants, 38.7% had problems doing their daily care: 
41.9% stated that these problems resulted from some reasons 
such as “fatigue and unwillingness”. Most of the individuals 
who had problems maintaining daily self-care activities stated 
that they were unable to solve these problems (Table 3b).

Sleep
The sleep dimension covered findings about changes in 
sleeping habits after discharge from hospital, reasons for 
this change, and the way to regulate the sleep. Among them, 
25.8% of the individuals who stated that there was a change 
in their sleeping habits indicated that hardly slept, and then 
only uncomfortably, but 47.6% of the study subjects did not 
do anything to regulate their sleeping patterns (Table 3b). 

Role and Relations
In this dimension, findings about the participants’ in-fam-

ily roles, relations with their spouses, children, relatives, and 
friends, and the status of their sex life after being hospitalized 
were evaluated. Among them, 61.3% expressed that in-family 
roles were negatively affected for the following reasons: “they 
were forced into the treatment, their family had intense fear 
and sadness, and they fell into disfavor”. Of the married pa-
tients, 58.3% stated that their relationship with their spouses 
and 41.7% of the patients who had children, stated that their 
relationship with their children was negatively affected. Also, 
58.1% stated that “their relatives knew about their disease and 
they had a good relationship with them, whereas 29% stated 
that “their relatives stayed away from them because of the dis-
ease”. 35.5% of the participants stated that “their friendships 
did not deteriorate”, whereas 22.6% stated that “they did not 
have any friends”. Almost half of the participants thought that 
the disease negatively affected their sex life (Table 3c).

Safe Environment
In this dimension, findings about on feeling safe in the living 
environment and actions to provide this condition were eval-

Table 3b. Care requirements of the participants after discharge 

  n %

Treatment and care
Use of medication (n=31)
 Yes, I use 27 87.1
 No, I do not use 4 12.9
Problems met while using the medication
(n=31)
 Side effects of medication 14 45.2
 Do not have any problems 9 29.0
 Wrong use of medication 8 25.8
The way to solve these problems (n=22)
 By their own methods 8 36.4
 By consulting their physician  7 31.8
 Do nothing 7 31.8
Non-medical treatment methods (n=31)
 There is no other method 17 54.8
 Self-relaxation 11 35.5
 Advices of relatives  3 9.7
Family support for treatment (n=30)
 Material aid and spiritual support 18 61.3
 Help to maintain treatment  7 22.6
 Do not receive any support 5 16.1
Support sources out of family* (n=31)
 No other support  16 51.6
 Friends 9 29.0
 Relatives 5 16.1
 Healthcare professionals 3 9.7

  n %

Self-care
Able to Practice Daily Self-care (n=31)
 Doing without any problem 14 45.2
 Doing despite problems 12 38.7
 Not able to do 5 16.1
Problems met during the daily self-care (n=31)
 There is no problem  14 45.2
 Fatigue and unqillingness 13 41.9
 Stubborn symptoms 4 12.9
The way to handle these problems (n=31)
 There is no problem 14 45.2
 Exert oneself, no able to be effective 12 38.7
 Get assistance 5 16.1
Sleep
Changes in sleeping pattern (n=31)
 No change in sleeping pattern  12 38.7
 It has been regulated 7 22.6
 Hard and uncomfortable sleep  8 25.8
 Sleep much 4 12.9
Reasons of this change (n=17)
 Positive influence of hospital order 6 35.3
 Stress and negative influence of disease  7 41.2
 Drugs and medicines 4 23.5
The way of sleep regulation* (n=21)
 Doing nothing 10 47.6
 Non-pharmacological methods  8 38.1
 Medicines subscribed by the doctor 4 19.0

*Individuals’ answers could be more than one. Therefore, the percentages were calculated over the number of respondents.
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uated. Among the participants, 61.3% felt safe within their 
living environment, whereas 38.7% of them stated that they 
did not; their reasons included “suspecting, fear of being mur-
dered, afraid to be alone, fear of re-hospitalization”. Of the par-
ticipants, 64.5% did not take any action to feel safe, whereas 
others stated that they applied “mental relaxation techniques” 
by “keeping themselves busy with something, trying to avoid 
bad things, always keeping a family member with themselves, 
thinking about what nurses and doctors told them, trying 
to establish good communication, providing family peace” 
(Table 3c). 

Spirituality
In this dimension, findings about individuals’ health percep-
tions, important people in their lives, their spare time activi-
ties, their religious and spiritual actions after the disease, the 

way they perceived the social understanding of mental illness, 
and their future plans were included. Among the participants, 
66.7% defined health as “having mental peace”. All individu-
als stated that their families are the most important people 
in their lives, and they mostly spend their leisure time on in-
house activities; whereas 61.3% stated that the disease did not 
have any negative effect on their spiritual beliefs, 19.4% stated 
that “there is a decrease in their love of humanity”. Among 
the participants, 67.9% faced “social exclusion and pity” and 
stated their future plans included “to have a profession, prop-
erty” (61.3%) and “to establish a family and extend it” (41.9%) 
(Table 3c).

Discussion

Schizophrenia is a chronic disease; it results in progressive loss 
of social and functional abilities and increases the burden of 

Table 3c. Care requirements of the participants after discharge 

   n %

Roles and relationships
The disease influence on family roles* (n=31)
 No influence 10 32.3
 Positive influence 4 12.9
 Negative influence 19 61.3
The disease influence on husband-wife
relationship (n=12)
 No influence 5 41.7
 Had influence 7 58.3
The disease influence on the relationship
with children (n=12)
 No influence 7 58.3
 Had influence 5 41.7
The disease influence on relationship with
relatives (n=31)
 They know the disease, they have good
 relationships  18 58.1
 They become distanced because of the disease 9 29.0
 They live away, they do not know the disease 4 12.9
The disease influence on relationship with
friends (n=31)
 No influence 11 35.5
 Had influence, they become distanced 10 32.3
 Do not have any friend 7 22.6
 Made new friends 3 9.7
The disease influence on sexual life (n=24)
 No influence 10 41.7
 Had influence 12 50.0
 Other 2 8.3

  n %

Safe environment
Feeling safe (n=31)
 Feel safe 19 61.3
 Do not feel safe 12 38.7
Practices to feel safe (n=31)
 Doing nothing 20 64.5
 Using mental relaxation 11 35.5
Spiritual dimension
Health definition* (n=30)
 Mental peace 20 66.7
 Physical health 10 33.3
 Self-reliance 7 23.3
Significant people in the life* (n=31)
 Family 31 100.0
 Relatives 5 16.1
 Friends 3 9.7
Leisure time evaluation (Recreation)* (n=31)
 Domestic activities 24 77.4
 Outdoor activities 11 35.5
 Doing nothing, sleep  6 19.4
The disease influence on spiritual beliefs* (n=31)
 No negative influence 19 61.3
 Weakened religious belief and prayer  11 35.5
 Decrease in their love of humanity 6 19.4
Social view on mental disease (n=28)
 Social exclusion, pity 19 67.9
 Try to understand and help  9 32.1
Future plans* (n=31)
 Have a hobby, profession 19 61.3
 Establish a family and extend it 13 41.9
 There is no future plan  6 19.4
 Other (getting healthier, etc.) 4 12.9

 

*Individuals’ answers could be more than one. Therefore, the percentages were calculated over the number of respondents.
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care on patients’ families.[19,20] In chronic diseases, the objective 
of healthcare providers is not only to cure the individuals, but 
also to help them to adapt to the ongoing issues from their 
condition. Therefore, the role of nurses in the healthcare has 
changed: they have mainly focused on the “self-care” concept.
[11] This study was conducted to determine the study subjects’ 
ability for early-period self-care and schizophrenia patients’ 
care requirements after discharge. 
It was determined that the point average of participants’ self-
care ability was at medium levels. In a study conducted with 
21 non-acute schizophrenia patients, Çörçem and Partlak-
Günüşen (2010) also found that the point average of self-care 
ability was at a medium level (88.42±25.09); these authors de-
termined that economic status and self-care ability are pos-
itively correlated.[5] Çiftçi et al.[11] (2015) found that the point 
average of self-care ability among schizophrenia patients 
(77.0±23.0) was lower than that of the individuals with anxiety 
disorder and depression. The lack of some qualities that main-
tain self-care, such that lack of physical energy, awareness, 
decision-making, motivation, self-respect and confidence, 
can decrease the self-care ability of schizophrenic patients.[21] 
Therefore, studies where those factors that can affect the self-
care ability of individuals are taken under consideration are 
required. 
Schizophrenic patients face with many emotional, social, eco-
nomic problems, and they require the support and coopera-
tion of others to cope with these problems.[22] In this study, 
“self-concept, coping, need of knowledge, treatment and care, 
self-care, sleep, role and relationships, safe environment and 
spiritual dimension” were analyzed as the self-care require-
ment areas for schizophrenic patients: it was found that these 
patients need assistance in the early discharge period for each 
of these dimensions.
The self-concept affects individuals’ emotional and physical 
self-care to a large extent,[23] and a person’s prominent char-
acteristics should be taken into consideration to understand 
their self-concept. In this study, participants defined them-
selves socially, physically, and particularly spiritually, in many 
ways that indicated their self-awareness and where they 
needed support; they asserted that increasing self-aware-
ness is the primary objective that improves their self-concept. 
If individuals think about themselves in a more realistic and 
positive way, they can cope with problems in a more effective 
way.[24] Deterioration in social relations, loss of work, and self-
care requirements in schizophrenia patients may be a result of 
deterioration in self-perception.[25] Our findings suggest that 
individuals want to make some changes in their lives, indicat-
ing that they are aware of the negative outcomes that result 
from the loss of skills and try to manage them. In that case, 
we believe that supporting these patients in their efforts to 
make these changes will be helpful toward developing a more 
positive self-concept. 
Only a limited number of Turkish studies have examined the 
coping behaviors of schizophrenia patients. Özcan et al.[26] 

(1999) notified that schizophrenic patients used at least one 
coping method among “cognitive control, change medication 
dose, increase relationship with others, acting symptomat-
ically, passive behavior tendencies and substance use” to 
manage stressing events, but they mostly preferred religious 
activities. That finding is similar to our: in the present study, 
individuals stated that they mainly received help and support 
from their families to solve their problems, which in turn sup-
ported the finding that they mostly need emotional support 
to cope with their disease. Uğurlu (2011) asserted that pa-
tients with schizophrenia who received social support to man-
age the disease did not have any side effects from the treat-
ment.[27] Yalvaç et al.[28] (2015) indicated that schizophrenic 
patients were advised to consult a psychiatrist by their family 
members. Family interventions for schizophrenia such that 
education, support, and consultancy have positive influences 
on these patients.[29–31] All our findings exhibit the necessity 
for strengthening the family. Patients with schizophrenia can 
apply coping methods to become healthier; if they are moti-
vated to use active coping methods, they would obtain better 
mental health outcomes. 
In the need-for-knowledge dimension, patients with 
schizophrenia explained their disease using negative state-
ments and psychotic symptoms. Güner[32] (2014) indicated 
that schizophrenic patients defined their disease as “a fright-
ening, undefinable pain, a lost life, a mystery and a secret”, 
which shows similarities to those statements our study. In the 
present study, some individuals considered their disease as 
a temporary condition, which may indicate that they did not 
accept the illness, because perceiving the disease as chronic 
increases the adaptation to the disease.[33] As disease percep-
tion defines the ways the affected individuals cope, the men-
tal health team should learn the individual patients’ views of 
their disease.[32,33] Although most of the participants in this 
study had been diagnosed with schizophrenia for more than 
six years and had had at least two hospitalizations for it, they 
still needed to learn more information about the disease. We 
assume that individuals were unable to receive sufficient infor-
mation from the healthcare professionals they had consulted. 
Similarly, Duran and Gürhan[34] (2012) found that patients in 
psychiatry clinics were not regularly being informed about 
discharge from the hospital; they did not receive information 
about their disease and diagnosis; therefore, they did not feel 
ready to be discharged. Hätönen et al.[35] (2008) determined the 
most important educational areas for discharged psychiatric 
patients were effects of their medicine and their side effects, 
which was similar to results in the present study. Participants 
thought about providing information to healthcare profes-
sionals, which is an important indication that they perceive 
them as the main authority on their condition. Yılmaz[36] (2011) 
stated that schizophrenic patients were informed mostly by 
physicians, nurses, and psychologists among healthcare pro-
fessional. Taken all of these findings into the consideration, it 
is necessary to provide an integrated education and consul-
tancy for schizophrenic patients, both during their hospitaliza-
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tion and after their discharge from hospital. Mental education 
and telepsychiatry have positive influences on schizophrenic 
patients after they are discharged from hospital and are rec-
ommended for observation of in-home patients.[37]

Outpatients with schizophrenia have a lower level of adapta-
tion to the therapeutic process than do hospitalized patients.
[38] However, most of the patients in our study stated that 
they used their medication, which may be an indication that 
these patients were at the early discharge period. But, as they 
had problems when they were using their medication and 
they were unable to solve them, it can be assumed that they 
might develop some inconsistencies in the future. Another 
study shows that medication alone is not effective to pre-
vent re-hospitalization: in addition to medication, supportive 
psychosocial interventions are also important.[39] Tatar Yüksel 
and Oflaz[40] (2012) determined that application of a medica-
tion management module focused on a social skills training 
program in short term hospitalization of psychiatric patients 
using antipsychotic medicine is effective in improving knowl-
edge and use of medication; that indicates similar practices 
before discharge will be useful for the patients. In the present 
study, we determined that schizophrenic patients used self-re-
laxation methods and asked their relatives for advice. Other 
studies also confirm that a high percentage of schizophrenia 
patients refer to their religion to cope with the disease.[28,41] 
Most participants in the present study stated that they receive 
material and spiritual support from their families, but they do 
not have any other support. This is important because a sup-
portive family environment is a preventive factor against re-
currence in schizophrenic patients.[42] Studies that addressing 
individuals along with their families could be effective to de-
velop convenient coping methods with the disease. 
Saruç and Kaya Kılıç[43] (2015) conducted a study on self-care 
in schizophrenia patients and determined that only 34.7% of 
the registered patients in the Community Mental Health Cen-
ter performed their self-care without receiving any help and 
support. This finding is similar to that of our study, which also 
determined that the individuals had problems mostly result-
ing from negative conditions such that “fatigue and unwill-
ingness”. These negative symptoms of the patients are main 
determinants of the objective burden for the caregivers.[44] 
The Çetin et al.[45] (2013) study found that difficulties experi-
enced by the caregiving family members and their levels of 
expressed emotion decreased as the schizophrenic patient’s 
independency in the instrumental activities of daily life in-
creased. The stress on caregivers of schizophrenic patients 
should be reduced to decrease the negative impacts of the 
disease on the family environment; some interventions such 
that organizing family education, family support groups, crisis 
management, and consultancy could be effective.[44,46] In the 
present study, some schizophrenia patients / did not receive 
any help despite their difficulties in their self-care. To increase 
these individuals’ motivation for self-care maintenance, it is 
suggested that psychiatric nurses use motivational interview 
method in clinics and community health centers.[47]

Sleep disorders are common in schizophrenic patients, partic-
ularly after their discharge from hospital. Yetkin et al.[48] (2011) 
found that compared to a control group, the schizophrenic pa-
tients had less total sleep time, lower sleep efficiency, longer 
sleep latency, more awakenings, and increased duration of 
awakenings after falling asleep. Before discharge, patients 
should be provided relaxation techniques among self-coping 
methods, and they should adopt correct habits through edu-
cation about regulating their sleep patterns.[49]

In the role and relationship dimension in this study, as is also 
stated in the literature, it was determined that their domestic 
role, sexuality, and their relationships with spouses and chil-
dren, relatives and friends have been negatively affected.[50–55] 
Another study found that schizophrenic patients attempted to 
hide their illness from their spouses, and when the truth was 
learned the marriages ended in divorce.[55] As the marriage 
brings a sense of safety and responsibility to affected individ-
uals,[56] it is also considered to increase their self-care ability. 
Therefore, improving the coping behaviors of spouses and 
children alongside those of the patients is required as a nurses’ 
responsibility to protect and maintain the family. Saruç and 
Kaya Kılıç[43] (2015) found, similar to this study, that most schiz-
ophrenic patients do not have any friends and do not see their 
neighbors. Lack of emotional expression and deterioration in 
perception of others’ emotions can prevent the socialization of 
schizophrenia patients.[54] However, negative beliefs and atti-
tudes of society towards the schizophrenic patient may affect 
interpersonal relationships as well. In this study, about one-
half of the participants thought that the disease influenced 
their sex life. A study that examined the sexual problems of 
schizophrenic patients reported that schizophrenic patients 
taking antipsychotic medications have problems in the fre-
quency of sexual intercourse, and in areas of sexual communi-
cation, satisfaction, avoidance, and touching.[53] Doğu et al.[52] 
(2012) stated that sexual dysfunction reduces patients’ qual-
ity of life and may be a cause of treatment non-compliance; 
thereby, it negatively affects an individual’s self-care ability.

In the dimension of safe environment, it was determined that 
individuals had lack of confidence derived from “fear of being 
murdered, suspecting of everything, fear of re-hospitalization 
by force”. We observed that individuals mainly used mental 
methods to provide a safe environment. Another study that 
examined hallucination types and fear elements of schizo-
phrenic patients found that those individuals mostly have 
delusions of persecution, being poisoned and being followed, 
being stalked, and talked about behind their backs.[57] These 
problems result from the nature of the disease and may in-
crease the individual’s requirement for a sense of safety. The 
transformation of care from hospital to society has also in-
creased nurses’ responsibilities to provide a therapeutic envi-
ronment for their patients during this time. Within the social 
mental health understanding, the inclusion of patients to the 
daily part-time treatment programs in the Community Mental 
Health Centers will provide them a safe environment.[10] 
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In the spiritual dimension, health perception was defined as 
“finding mental peace”. There has been no Turkish study of 
the health perceptions of psychiatric patients. Health percep-
tion affects an individual’s health behaviors; therefore, it is 
important to provide protectionist interventions.[58] The love 
and support of a family plays an important role in the life of 
schizophrenia patients. Most patients with chronic mental ill-
ness live with their families or interact with their family mem-
bers, and the quality of care will increase with the inclusion 
of family members in the rehabilitation program.[59] Most of 
the participants stated that they spend their leisure time for 
indoor activities. In a study similar to ours, it was found that 
almost 65% of the schizophrenic patients spent their time 
watching television.[43] “Recreation therapy” as a nursing in-
tervention that utilizes leisure time productively should be 
considered by nurses, particularly for those individuals who 
have experienced a deterioration in their social interactions 
and social isolation like that in schizophrenia patients.[60] The 
present study indicated that schizophrenia negatively im-
pacts religious and spiritual beliefs for some patients. Even 
though spirituality in persons diagnosed with schizophrenia 
gives meaning and aim to their life,[61,62] it is sometimes ig-
nored in nursing care.[63–65] Spiritual beliefs are important in 
helping individuals to accept the problems associated with 
their diseases and to carry out plans for their future.[66] Most 
mentally disordered people stated that they experienced “ex-
clusion and pity” from the society. Many mentally ill people are 
aware of the social stigmatization of mental disorders, which 
then lead to self-stigmatization—one of the biggest barri-
ers to recovery. Education should be the main focus to fight 
against internalized stigma and to resist against social stigma.
[67] Patients’ future plans that were asked as the other aspect of 
their spiritual dimension indicated that they had some future 
plans to establish living conditions that they were not able to 
achieve due to the nature of their disease, such as a profession 
and a family life. As their life purposes are effective for their 
motivation to adapt and participate in a treatment program, 
healthcare teams should also take individuals’ own purposes 
under consideration.[68]

Limitations of the Study
The study participants were discharged schizophrenic pa-
tients after their hospitalization in Akdeniz University Hospital 
Psychiatry Clinic; therefore, study results could only be gener-
alized within the research sample.

Conclusion

This study indicated that schizophrenic patients require help 
and support to maintain their independence in daily life during 
the early period after discharge. Therefore, this study provides 
significant data to shape nursing care provided by psychiatric 
clinics. Self-care abilities of the schizophrenia patients in the 
early period after discharge was found to be only at a medium 

level. Individuals had significant requirements in at least one 
of the following dimensional areas: self-concept, coping, need 
for knowledge, sleep, roles and relationships, treatment and 
care, safe environment, self-care, and spirituality. We believe 
that the evaluation of care requirements for each of these di-
mensions will provide the significant integrative understand-
ing for psychiatric patients’ recovery. Although these findings 
were obtained from only a few research participants, each 
experience is unique and valuable for an integrative and phe-
nomenological approach to nursing care. Discharge planning 
of psychiatric nursing, with the cooperation of the mental 
health team, their inclusion in the post-discharge care and 
the importance of self-care ability level as discharge criteria of 
psychiatric patients will contribute to the maintenance of care 
within society outside the treatment facility. 
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