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ABST RACT  
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(PSYCHIATRIC & MENTAL HEALTH NURSING) 

KEYWORDS: HAPPINESS, FAMILY CAREGIVERS, PERSONS WITH ALCOHOL 

DEPENDENCE, PERCEIVED HEALTH STATUS, OPTIMISM, HEALTH 

LITERACY, FAMILY RELATIONSHIP, SOCIAL SUPPORT 

  TIDARAT SEEON : FACTORS AFFECTING HAPPINESS AMONG FAMILY 

CAREGIVERS OF PERSONS WITH ALCOHOL DEPENDENCE. ADVISORY COMMITTEE: 

PORNPAT HENGUDOMSUB, Ph.D. 2023. 

  

Providing care for persons with alcohol dependence could make their family caregivers 

feel overwhelmed. This would lead to the decrease of family caregivers’ happiness. The objectives of 

this study were to study the happiness and its predicting factors among the family caregivers of persons 

with alcohol dependence. Five factors consisted of the family caregivers’ perceived health status, 

optimism, health literacy, family relationships, and social support. The sample included 116 caregivers 

of persons with alcohol dependence who accompanied their care recipients for follow-up at the 

outpatient department of the psychiatric hospital, located in the Northeastern region of Thailand. This 

sample was recruited using simple random sampling technique. Data collection was conducted between 

March and August 2022. Instruments for data collection  included 1) personal information of the 

persons with alcohol dependence and the family caregivers 2) perceived health status  of the caregivers 

3) optimism 4) health literacy questionnaire 5) family relationship questionnaire, 6) social support 

questionnaire ; and 7) happiness questionnaire. The reliabilities using Cronbach's Alpha 

Coefficients  of the questionnaires 2-7 were .80 , .82 ,.80 , .81 , .82 and .87, respectively. Descriptive 

statistics, Pearson’s correlation coefficients and multiple regression analysis were employed for data 

analyses. 

The results showed that the family caregivers had a mean happiness score of 2.47  

(SD = 0.46), which was classified as a low happiness level. These five factors could together explained 

variance of happiness for 66.5 percent. The significant predictors of happiness ordered from highest 

through lowest were social support (β  = .464, p < 0.001), optimism (β  = .337, p. < 0.001), and health 

literacy (β = .142, p < 0.01), respectively. While the caregivers perceived health status (β   = .085,  

p > 0.05) and family relationships (β   = .086, p. > 0.05) had no statistically significant influence on 

happiness of caregivers of persons with alcohol dependence. 

The results of this research provide preliminary information about the happiness and its 

predicting factors among  family caregivers of persons with alcohol dependence.  Programs or 

activities to enhance the happiness of these caregivers should be developed by taking into account its 

significant influencing factors including social support, optimism, and the health literacy of these 

caregivers. 
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CHAPTER 1 

INTRODUCTION 

 

Background and Significance 

 Alcohol dependence included a variety of cognitive, behavioral, and 

physiological syndromes, the main feature of which was “preoccupation with alcohol 

overriding other interests, persistent drinking despite obvious harm and withdrawal 

symptoms on stopping” (Gonzalez, Neilson, Lenihan, and Drapek, 2010).  

. The DSM-IV describes two different disorders, referring to alcohol dependence and 

alcohol abuse, each with distinct criteria. Later in DSM-5, alcohol dependence and 

alcohol abuse as two DSM-IV disorders were combined into an individual disorder 

named Alcohol Use Disorders (AUD) and subclassified as mild, moderate, and 

severe. 

 The effects of alcohol dependence contributed substantially to the global 

burden of disease in which  4.1% of global disability-adjusted life years were assigned 

to these difficulties (Rehm, Hasan, Imtiaz, and Neufield, 2017). According to the 

annual report of the Department of Mental Health in  the fiscal years of 2011 to 2012, 

the number of people with alcohol dependence which was classified by gender , it was 

appeared to be males 58,864 and 67,929; and females 6,175 and 7,337 respectively.  

In the survey conducted with the sample from all over Thailand in 2013 , it was found 

that 18 percent of the Thai population, or approximately 9.3 million people, had at 

least one alcohol-related disorder during their lifetime. Among this  Thai population, 

4.1 percent (2.1 million people) suffer from alcohol dependence. in the past life and 

the prevalence of alcohol-related disorders in the past 12 months was 5.3 percent, or 

approximately 2.75 million people, with the prevalence of alcohol dependence in the 

last 12 months was 1.8 percent which accounted for the population of 9.1 hundred 

thousand people (Tanaree et al., 2017). The increasing number showed that people 

with alcohol dependence have been increasing dramatically (Department of Mental 

Health, 2012). Thailand was one of the countries in ASEAN that reported high 

alcohol consumption in which 40 percent of the drinkers were residing in the North-
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East region (Center for Alcohol Studies, 2013).  Furthermore, most countries 

emphasized providing welfare resources to ease the burden of alcohol addiction.  

 In a study conducted by(Statista, 2018) found that about 17 million drinkers 

35 percent of Thai people aged 15 years and over consumed alcohol regularly.  In 

addition, from the statistics of substance and drug addiction, among the patients who 

received hospital rehabilitation from Years 2015 to 2019, it was found that the 

patients with mental and behavioral disorders caused by substance abuse received 

services as outpatients were the most common. The highest number was the alcoholic 

patients; accounting for 64.67, 61.64, 52.58, 50.04, and 46.37 percent, respectively. 

The second highest number of patients were the patients who used substance/ 

amphetamine; accounting for 16.75, 18.89, 26.16, 29.11, and 18.14 percent, respectively. 

The third highest number of patients were found among those who used multiple 

substances; accounting for 16.64, 17.76, 19.31, 18.63, and 19.30 percent, respectively. 

Although from 2018 to 2020, there were 2306 cases of alcohol dependence patients 

admitted to treatment according to the hospital records, the outpatient department 

services reported to have approximately 60-68 cases of alcohol dependence patients 

per month (Prasrimahabhodi Psychiatric Hospital, 2020).  

 Alcohol use disorder became in reality an aggregate of alcohol-associated 

clinical situations characterized through alcohol abuse or alcohol dependence 

(American Psychiatric Association, 2013). Drinking alcohol among persons with 

alcoholism not only affected the drinkers themselves, but also those who cared for 

them such as their families, and also society as a whole.  This effect could cause 

tremendous negative effects when counted in the fiscal values (Department of Health 

Policy Research, 2016). Alcohol dependence had been a major social and personal 

threat in most countries. Patients with alcohol dependence were more likely to be 

socially excluded and had increasing levels of physical comorbidities (Rehm et al., 

2015). Especially, during the COVID-19 situation, many countries encountered 

lockdowns which caused more difficulties for many alcohol drinkers to buy and drink 

alcohol regularly, particularly the heavy drinkers who are more prone of having 

alcohol withdrawal symptoms. Alcohol was one of the most significant leading-risk 

factors for diseases and injuries in comparison with other risk factors.  Alcohol was 

the cause of many ailments, and this could affect society and nation’s economy, 
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including its association with non-communicable diseases (Prutipinyo, Maikeow, and 

Sirichotiratana, 2012). 

 In consideration of the caregivers of alcoholics, families have played an 

important role in the care of people with mental illness, patients with alcohol 

dependence in particular. They accompanied and supported the patients along the 

journey to stop drinking or reduce their alcohol consumption (Dumrongchai, 2000). It 

could be said that alcohol dependence was determined a “family disease.” Having a 

family member addicted to alcohol affected the drinkers themselves and those 

surrounding them associated with occupational and social dysfunction, physical and 

mental stress, and economic strain. All of these have had a great impact on the lives of 

important others as well (Sen, Victor, and Saxena, 2016). If the caregivers were not 

well prepared or not ready for taking their roles in providing care for patients with 

alcohol dependence especially when the patients were discharged from the hospital to 

stay at home, this might cause the family caregivers to feel distressed such as 

unhappiness, tension and stress. This also had an impact on the quality of the care 

provided to the patients (Kopachon, 2002).  

According to Global Status Report on Alcohol (2018, Alcohol Use 

Disorders (AUDs) accounted for 1.4% of the global burden of disease. There were 

many impacts from alcohol dependence and family in the society which somehow 

regarded alcohol as the way of life. This was one of the causes for the increment in 

alcohol dependence. Alcohol dependence involved with alcohol consumption, illness 

and mortality (Rehm et al., 2017). The recent study conducted by Moss, Baron, 

Hardie, and Vanyukov (2001) examined predictors of spousal alcohol-related 

operating and a depressive indication of illness. The results showed that  elderly 

spouses whose alcohol problems were in remission in later life were able to achieve 

normal functioning. Nevertheless, elderly spouses who continued to have alcohol 

problems into their late life suffered from persistent deficiency. (Moss et al., 2001).  

 According to the retrospective analysis study  examining the effects of 

alcoholism on the mental health of spouses of lifelong at-risk drinkers, the results 

indicated that greater levels of female spouse distress were higher among male 

lifetime-risk drinkers in the general population.  Lifetime risk drinking was a risk 

element for spousal emotional distress (R. Tempier, Boyer, Lambert, and Mosier, 
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2006).. Caregivers of people with alcohol use disorders who had a high caregiver 

burden were more potential to experience depression and anxiety. The nursing burden 

could predict the caregivers’ anxiety (Vadher et al., 2020).  

Many individuals might find themselves in the role of an informal (unpaid) 

caregiver during the course of their lives. The role of family caregivers was another 

important role for people whose loved ones were in sickness. Happiness was one of 

the significant indicators which reflected the caregivers’ psychological well-being and 

worth of to be investigating among the family caregivers for persons with alcohol 

dependence. According to Argyle and Martin (1991), happiness contains both 

cognitive and emotional components. The cognitive component was related to the 

person’s thoughts towards life satisfaction, and emotional components included both 

positive emotions such as cheerful, and delightful; and negative emotions such as 

depression, and anxiety. Happy individuals were those whowere found to have more 

positive emotions than negative emotions.  

  Happiness was important not only to people's personal lives but also to the 

global society. The vital value of happiness is immense. Happiness has led to success, 

achievement, contentment, excellent health, and longevity. The significance of 

happiness is also associated with the improvement of personal ambitions and targets 

that people aspire to. Regarding Dhammananda (2011), happiness assists humanity to 

live a more compassionate,  creative, energetic, and successful life (Dhammananda, 

2011). The other possible reason why happiness was important was that it involved  a 

healthy body since positive emotions change the chemicals in the body to produce 

chemicals that strengthen immunity and cell repair. (Bekhet, Zauszniewski, and 

Nakhla, 2008). There was no limit towards the  the desires for money and wealth. 

Nevertheless, money cannot buy happiness, and people may not have been happy 

even after becoming rich. Thus, the increased desire and demand to cross borders and 

the failure to meet this desire carry the risk of mental and psychiatric illness. 

The World Health Organization ;WHO (2013)  emphasized the importance 

of happiness and placing the emphasis on finding ways to enhance happiness. The 

happiness of family caregivers was important. This helped enhance  the  nursing 

quality for people with alcohol dependence as well. From the results of quasi-

experimental research conducted by Chuyingsakultip, Koolnaphadol, and Inang 
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(2019), showed that assimilative integrated family counseling programs could 

enhance family burden management and family happiness of stroke patients.  

Happiness among family caregivers was related to multiple factors both internal and 

external factors. From literature reviews, selected factors affecting happiness among 

these family caregivers included perceived health status, optimism, health literacy, 

family relationships, and social support. These factors were selected to be examined 

in this study. 

 Perceived Health status was one of the happiness-affecting factors. 

Generally, when the family caregivers had a good perception of their health status, 

this would affect their psychological well-being, particularly their happiness. On the 

other hand, if the family caregivers had a less well perception of their health status, 

this would affect the quality of care and their happiness. According to the study of 

Sirapo-Ngam (1996), caregivers with health problems were more prone to feel stress, 

which often occurred if the caregivers were unable to control their health problems. 

The caregivers might feel threatened and might feel frustrated, depressed, or unhappy. 

Some of them might end up using inappropriate coping methods that affected the 

quality of care and rehabilitation of the care recipients (Davis et al., 2009). 

Furthermore, Sirapo-Ngam (1996),  developed a transitional nursing program for 

discharged stroke patients and caregivers.  This study used the Transitional Care 

Model developed by Naylor (2006) as a framework. In comparison to the 1-month 

post-discharge period and the 3-month post-discharge period, the intervention group 

reported better adjustment and standard of living than those in the control group. 

Home visits and phone tracking were a source of empowerment and encouragement 

for serving as caregivers at home (Sirapo-Ngam, 1996). 

Optimism was another factor that contributed to happiness among the family 

caregivers. People who have positive expectations for the future, expect good things 

to happen in their lives and tend to believe that desired results are achievable and 

sustainable in striving toward their goals would also found to be happier. This also 

could apply to the family caregivers of persons with alcohol dependence.  

 Carver and Scheier (1994) defined temperamental optimism and pessimism 

as generalized outcome expectations of good or bad results in human beings. Their 

definition comes from a more general framework of behavioral self-regulation, in 
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which people's behavior is strongly influenced by their beliefs about the likelihood of 

their behavior. Expectation has been considered the main determinant of the division 

between classes: to keep trying or to give up. People with positive expectations for the 

future believed that good things would happen in their lives, believed that desired 

outcomes were achievable, and were more likely to continue striving toward their 

goals. 

 Recent research in Thailand conducted a Quasi-Experiment to test the 

effectiveness of individual counseling programs to increase optimism about authentic 

well-being among caregivers of chronically ill patients, the results indicated the 

caregivers in the experimental group participated in an individualized counseling 

program to increase nursing satisfaction with chronically ill patients. Those who were 

involved in the program informed higher levels of happiness than before the 

experiment, at a statistical significance level of 0.01 (Bunyapanasarn, 2018). 

Health literacy was another significant factor that could predict happiness. It 

reflected the family caregivers’ health competency and skills.  

In the current review, it is defined and operationalized as the personal characteristics 

and social resources that enable individuals to access, understand, evaluate, and utilize 

information and services related to their health(Sorensen et al., 2012; World Health 

Organization, 1998). Health literacy has been viewed as a multidimensional construct 

composed of individual skills, interpersonal components, and broader health system 

and community elements (Yuen et al., 2014). Poor health literacy among people with 

chronic health symptoms is associated with poorer self-management of illness 

(Zhang, Terry, and McHorney, 2014), From literature reviews, the studies regarding 

health literacy among patients had been widely investigated; nevertheless, there were 

a few numbers of studies conducted with the family caregivers, including its effects 

on happiness.  Therefore, health literacy would serve as a  significant predictor of  

happiness among family caregivers of persons with alcohol dependence.   

Family caregivers who had positive relationships with their family members 

would also have more positive affects; happiness in particular. Kasemkijwattana 

(1993) studied the stress of caregivers in the role of a chronic patient's wife. She 

found that spouses who had a good relationship with each other: a wife taking care of 

her husband when he was sick could lead to positive situations and results during the 
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time of being assessed. On the other hand, if the spouses had a bad relationship, 

conflicts might occur. The lack of caring by heart would consequently affect the quality 

of care for the patients and improper coping methods.  

Perceived social support was also another significant factor affecting the 

family caregivers’ happiness. Despite the difficult role of being the family caregivers 

of patients with alcohol dependence, if the family caregivers had well support in terms 

of the information dissemination, and sentimental and material assistance; this would 

assist alleviate their hardship role in taking care of patients with alcohol dependence . 

It would help improve the quality of care and also reduced the load on caregivers of 

alcoholics. Social support indicated the number of social connections that are 

available as support for personal gain (Cohen, Gottlieb, and Underwood, 2000). Many 

studies have examined the positive effects of social support on health outcomes in 

patients with coronary heart disease. Mortality was four times higher in myocardial 

infarction patients who reported social isolation and higher stress than those who 

reported high social support and low stress (Burg et al., 2005). Social support has 

been demonstrated to have positive effects on physical health, psychological well-

being, and social functioning (Wortman, 1984).  

The persons with alcohol dependence should be monitored for medical 

adherence, patterns of alcohol consumption, and any possible alcohol withdrawal 

symptoms. Despite the fact that in some countries, alcohol has been recently legal, the 

domestic and international research has found that drinking alcohol had more negative 

effects than positive effects (World Health Organization, 2018). The guidelines for 

the treatment of alcohol dependence included both drug and non-drug use. Non-drug 

treatment was suitable for outpatients, and patients without severe symptoms and 

without complications, the method was palliative care with the provision of support 

and patient empowerment. Patients with alcohol dependence were encouraged to be 

aware of the harm of drinking, followed up and evaluated the effects of alcohol 

deficiency, and provided general medical care (Paenkaew, 2016). 

Family caregivers are the significant people who played a vital role in 

providing care for the person with alcohol dependence as same as they have to pay 

attention and care towards themselves. The family caregivers should have both good 

physical and mental health so that they could manage possible substantial care 
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burdens.  They also deserved the right to be happy and less worried. Presently, there 

were limited studies on happiness of family caregivers of alcoholics.  A study 

conducted by Vagharseyyedin and Molazem (2013) showed associations with stress, 

resilience, and well-being in caregivers of these patients The results showed a 

significant negative correlation between stress and resilience (r=-0.361, p<0.001) and 

between stress and happiness (r=-0.248, p<0.05). Education level, happiness, and age 

were predictors of caregiver burden. 

The primary roles of caregivers in supporting alcoholic family members 

compost of financial support, disease symptom management, and patient involvement 

and adherence to treatment. (Provencher, Perreault, St-Onge, and Rousseau, 2014). 

This demands many resilience and motivation from the caregivers to provide 

comprehensive psychosocial care to relatives of alcoholic, especially in the case of 

frequent relapses among these kinds of patients. Previous research results also 

indicated that caregiving itself could be an independent risk component for mortality 

(Schulz and Beach, 1999). Refraining from seeking help from caregivers delays 

planned addiction treatment interventions, further increasing the burden of worsening 

conditions. A study of the effects of partner drinking on women's physical and mental 

health was conducted by Dawson, Grant, Chou, and Stinson (2007). These women 

were found to suffer from mood disorders and depressive episodes more often than 

women whose partners did not have alcohol problems. Tempier, Boyer, Lambert, 

Mosier, & Duncan (2006) investigated the effects of alcoholism on the mental health 

of spouses and found that wives of male risk drinkers had higher levels of emotional 

distress. Research has shown that emotional distress associated with the care of 

alcoholics requires the attention of healthcare and mental health professionals 

(Rospenda, Minich, Milner, and Richman, 2010). Caregivers of alcoholics reported 

higher strain in the “Patient’s behaviour” domains. Presumably, their destructive 

behavior is due to the fact that they are associated with episodes of binge drinking, 

which are seen as preventable and unanticipated consequences (Hyder, 

Chenganakkattil, and Babu, 2016).  

 From the previous reviews mentioned thus far, most of the studies were 

conducted with the caregivers of patients with other chronic diseases such as 

dementia, and schizophrenia etc. These emphasized the need for conducting studies 
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focusing on happiness and the affecting  ingredients among the family caregivers of 

patients with alcohol dependence who deserved more attention. In this study, data 

collection was performed with the family caregivers of patients with alcohol 

dependence. These patients came to receive treatment and follow-up services at the 

Psychiatric Hospital in Ubon Ratchathani province in the Northeastern Thailand. This 

hospital was a treatment centre for alcohol and other drug treatments. The majority of 

the care recipients were people residing in the Northeastern Thailand. The results 

obtained from this study could help generate baseline information regarding happiness 

as well as its predicting factors among family caregivers of persons with alcohol 

dependence. By knowing which factors could predict happiness, it could be used to 

further develop an effective intervention for happiness enhancement by taking into 

account the significant predictors. This would, in turn, help promote quality of care 

provision and also the quality of life in both the patients and the family caregivers.  

 

Research Objectives 

1. To examine happiness among family caregivers of persons with alcohol 

dependence. 

2. To examine factors influencing happiness among family caregivers of 

persons with alcohol dependence including  perceived health status, optimism, health 

literacy, family relationships and social support. 

 

Research Hypotheses 

 The family caregivers’ perceived health status, optimism, health literacy, 

family relationships and social support would together predict happiness among 

caregivers of persons with alcohol dependence. 

 Scope of Study 

 This study was conducted with the 116 family caregivers who accompanied  

their care recipients for follow-up at the out-patient department of  the Psychiatric 

Hospital in Ubon Ratchathani province in the Northeastern of Thailand. from April to 

July, 2022. Male and female major family caregivers aged 18 years and over were 

recruited for data collection.  
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Conceptual Framework 

The research conceptual framework of this study was synthesized  from the 

literature reviews, and the happiness concept postulated by Argyle and Martin (1991). 

Happiness contained both cognitive and emotional components. The cognitive 

component was reflected by the individual satisfaction with his or her life. Whereas 

the emotion component contained both positive emotions such as cheerful, and 

delightful; and negative emotions such as depression, and anxiety. Happy individuals 

would be those who had better life satisfaction and had more positive emotions than 

negative emotions.  Happiness was related to various factors.  In this study, selected 

factors affecting happiness among the caregivers of patients with alcohol dependence 

would be examined including perceived health status, optimism, health literacy, 

family relationships and social support. The family caregivers with higher happiness 

would be those who had more confidence in their abilities to manage and conduct 

behaviors in order to achieve the desired goals. Those who had better perceived health 

status, health literacy, looking at situations or events positively as well as having good 

expectation towards the future, having good family relationships and social support 

would feel happier. These selected factors could affect the happiness of family 

caregivers with alcohol dependence as presented in Figure 1. 
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Figure 1  Research Conceptual Framework 

 

Definition of Terms 

The definitions of variables in this study were as follows: 

Persons with Alcohol Dependence referred to patients who have been 

diagnosed with Alcohol Dependence by physicians based on the ICD-10 criterion 

diagnosis. These persons had an internal drive of drinking alcohol until it was an 

addiction to alcohol, and it had a negative impact on the person’s health and 

responsibility. 

Family Caregivers referred to male and female family caregivers who had 

major roles in providing care for the persons with alcohol dependence without 

payment. 

Happiness referred to the positive emotion of family caregivers, having 

good relationships with others, accepting other persons, and having positive self-value 

and self-respect. Happiness would be measured by using the 29-item Oxford 

Happiness Questionnaire (OHQ) which was developed by Hills and Argyle (2002) in 

Thai- version and was translated by Jetmanorom (2003). 

Perceived Health Status referred to family caregivers’ perception towards 

their health conditions in the past, present and future, awareness of their disease 
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resistance, their illness susceptibility, their anxiety, their attention relevant to health, 

and understanding of the illness.  A perceived health status questionnaire developed 

by Limachan (2006) was used in this study. 

Optimism referred to the family caregivers' positive views of situations or 

events, having good expectations towards the future, positively believing that good 

things would happen in their lives, and being able to adapt themselves appropriately 

to the changing environment. This study will use a measure of optimism developed by 

Carver and Scheier (1994) that was translated into Thai language and was used in the 

study conducted by Kulprasutidilok, Jirawongnusorn, Chitmanasak, and 

Supawantanakul (2014). 

Health Literacy referred to the ability and skills of family caregivers to 

acquire knowledge, understand, analyze, interpret, evaluate health information and 

access health services. This health literacy encompassed 6 components which 

included knowledge and understanding towards health, access to health information 

and services, health communication, self-health management, media literacy, and 

health decision making. Health literacy was measured by using Health Literacy 

Questionnaire developed by Srithanee (2017).  

Family Relationships referred to the family caregivers’ perception 

regarding their relationship with the other family members in terms of helping and 

caring for each other, including having the sense of being respected and supported. 

This family relationship was measured by using the family relationship questionnaire 

developed by Lawang, Sunsern, and Rodjarkpai (2005). 

Social Support referred to the family caregivers’ perception of the support 

they received including 1) provision of intimacy; 2) social integration and being an 

integral part of a group; 3) opportunity for nurturing behavior; 4) reassurance of worth 

as an individual and in role accomplishments; and 5) the availability of informational, 

emotional, and material assistance. Personal Resource Questionnaire which was 

developed by Weinert (2003) and translated into Thai version by Tungmephon (2005) 

was used to assess social support in this study. 

 

 



 

 

CHAPTER 2 

LITERATURE REVIEW 

 

 The literature review was organized into five major parts which included  

1) Concept of alcohol dependence, 2) Family caregivers of persons with alcohol 

dependence, 3) Concept of happiness, 4) Factors influencing happiness and summary 

of the literature review. 

 

Concept of Alcohol Dependence 

 In this part, details regarding the concept of alcohol dependence were 

organized into five parts which included the alcohol dependence in Thailand, pattern 

of alcohol drinking, definition of alcohol dependence, signs and symptoms of alcohol 

dependence and treatment for alcohol dependence. 

 

The Alcohol Dependence in Thailand 

 Alcohol addiction has become a major cause of welfare concerns in 

Thailand due to the negative effects of traffic accidents, injuries, and domestic 

violence against women in the home (CAS, 2013; Sivak & Schoettle, 2015; 

Waleewong, et al., 2015). Adult alcohol consumption in Thailand increased 

dramatically from 0.3 liters per year in 1961 to 8.5 liters in 2001(Institute of Alcohol 

Studies, 2017; World Health Organization, 2014). Thailand had the highest per capita 

consumption in the WHO's South-East Asia Region, with a current consumption of 

7.2 liters (Waleewong, 2017).  Alcohol use during pregnancy, drunk driving, and 

other unfavorable outcomes were all caused by this consumption, and 82 percent of 

respondents claimed that someone else's drinking had harmed them (Waleewong et 

al., 2015).  

 In Thailand, drinking increased the risk of domestic violence by four times, 

and alcohol use was a factor in two out of every five crimes committed by young 

people (Department of Child and Adolescent Correction and Protection, 2008). 

Thailand has implemented the "triangle that moved the mountain" to slow the increase 

in alcohol consumption and address the negative effects of alcohol (Waleewong, 
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2017). The triangle included research, social movement, and political participation. 

Thais were estimated to consume 8.3 liters of alcohol per year in 2018, and there was 

an increase of 8 percent from 2010 (Statista, 2020).  Research has shown that 

excessive alcohol consumption had both psychological and physical consequences. 

During the New Year's holiday in January 2021, over 384 accidents and 30 percent of 

total accidents were attributed to drunk driving (The Thaiger, 2021). Over 67 percent 

of a sample group reportedly drank alone and with family members on occasion, 

making it the most prevalent drinking behavior associated with alcohol dependence in 

Thailand (Assanangkornchai et al., 2020).  

 The Department of Mental Health's 2011-2012 annual report revealed that 

there were 58,864 males and 67,929 females with alcohol dependence between fiscal 

years 2011 and 2012. This meant that the number of people who were dependent on 

alcohol has gone up tremendously (Department of Mental Health, 2012). The effects 

of alcohol consumption on alcoholics affected the alcoholics themselves, their 

families, and their communities (Department of Health Policy Research, 2016). The 

level of dopamine in the bodies of those with alcoholism would be altered leading to 

the development of psychotic symptoms, including illusion, paranoia, delusion, and 

hallucination. Northern Thailand residents aged 15 and older were estimated to have 

the highest rate of alcohol consumption in 2018 (Thai Health Promotion Foundation, 

2018). Analysis of the burden of diseases in Thailand in 2004 revealed that alcohol 

dependence and harmful use contributed the most Years Lived with Disabilities 

(YLD) among men in all diseases (17.9 percent or 314,000 YLDs). In terms of 

Disability-Adjusted Life Years (DALY), it was ranked the third after HIV and traffic 

accidents and was equal in rank to stroke (5.8 percent of all illnesses or 332,000 

DALYs) (International Health Policy Program, 2007).  

 From the statistics of substance and drug addiction patients receiving 

hospital rehabilitation from 2015 to 2019, it was found that patients with mental and 

behavioral disorders caused by substance abuse received services as outpatients, 

which were the most common. The highest number was the alcoholic patients 

accounted for the percentage of 64.67, 61.64, 52.58, 50.04 and 46.37, respectively. 

The second highest number of patients were found on patients who were using 

substance and amphetamine accounted for 16.75, 18.89, 26.16, 29.11 and 18.14 
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percent, respectively. The third highest number of patients were found to use a 

combination of drugs accounted for 16.64, 17.76, 19.31, 18.63 and 19.30 percent, 

respectively. Although from 2018 to 2020, there were 2,306 cases of alcohol 

dependence patients admitted to having treatment according to the hospital records, 

the out-patient department served approximately 60-68 cases of patients with alcohol 

dependence per month (Prasrimahabhodi Psychiatric Hospital, 2020).  

The Pattern of Alcohol Drinking 

 Edwards and Gross (1976) and Guggenmos and colleagues (2018) found 

that being dependent on alcohol and drinking excessively without control were linked 

to heart disease, cancer, and dementia. Schwarzinger and colleagues (2018) scanned 

the brains of 119 samples between the ages of 20 – 66 years with and without alcohol 

dependence by using a computer. In the brain control area, alcohol-dependent patients 

had less gray matter. They also assessed severity by assessing alcohol dependence, 

harmful use, and consumption patterns. The pure alcohol units were 10–12 grams. 

Alcohol units were consumed. Although being controversial, 21 units per week for 

men and 14 for women were regarded as low risks. In a cross-sectional study 

conducted by Gupta and colleagues (2017) on 75 Indian patients with alcohol use 

disorder, they found that over half of them reported drinking alcohol "for relaxation", 

or "relieving tension", and around 40 percent of them for "recreational purposes" at 

night. Most of them drank at home, and they preferred domestic liquor, followed by 

Indian-made foreign liquor. Two third of them drank alcohol alone, and 75 percent of 

them with food and water or soda. Over half of the drinkers were "rather more" 

intoxicated in the past three months. 75 percent of ASSIST respondents had a high to 

moderate alcohol risk. Other studies from India showed that most people preferred 

drinking alone. Their main goal was intoxication, and they drank a variety of 

beverages on different occasions. Moreover, the type of drink, the place it was drunk, 

the way it was consumed, how close it was to food, and whether it was mixed with 

another drink often caused alcohol-related problems (Benegal, 2005; Brien et al., 

2011; Ghosh et al., 2012; Studer et al., 2015; Vilamovska et al., 2009). These findings 

suggested that alcohol consumption was a complex behavior, and interventions should 

consider its contexts and influences. To understand the full scope of alcohol use, it 

was important to consider not only the quantity of alcohol consumed but also the 
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circumstances in which it was used. Additionally, interventions should focus on 

educating people on the potential risks associated with drinking in different contexts.  

Definition of Alcohol Dependence 

 Alcohol dependence was not only a disorder in itself, but it was also a 

powerful way for people to keep drinking and deal with the effects of alcohol on their 

bodies and on their social lives (Drummond, 1990). The terms ‘alcohol abuse’ and 

‘alcohol dependence" were variously defined and constantly changed depending on 

the context. The study by Hasin and colleagues (1990) stated that these two terms 

were different. Alcohol abuse was used for several symptoms that had shown in 

conditions, whereas alcohol dependence depicted how alcohol influenced several 

aspects of the individuals.  Alcohol consumption was responsible for over 2.5 million 

deaths in the world population each year (Clapp et al., 2014). The recent study 

conducted by Gans (2020) also stated that alcohol abuse could be categorized into 

many levels, which varied from mild to severe levels. It usually happened regarding 

socioeconomic issues of individuals such as personal problems, health issues, and 

social issues. Alcohol dependence usually showed several characteristics such as a 

need to take the same amount of alcohol regularly, and feeling uneasy without 

alcoholic beverages such as mood changes or abnormal sleep patterns. The condition 

could also influence the amount of alcohol intake of the patients, which made it less 

possible to withdraw (United Kingdom Rehabilitation Council, 2019). This could lead 

to serious health issues such as liver cirrhosis, high blood pressure, and heart disease. 

It was important to recognize the signs of alcohol abuse early in order to prevent 

further harm.  

Signs and Symptoms of Alcohol Dependence 

 According to the literature reviews, signs and symptoms of alcohol 

dependence usually used DSM-V and ICD-10 diagnostic criteria in order to classify 

persons with alcohol dependence. World Health Organization (2011) showed 

symptoms that were classified into ten subsections relating to physical and 

psychological health. However, the type to put in the study was F10.2 - Alcohol 

independence. According to Batra and colleagues (2016), the diagnosis which showed 

the signs being able to harm individuals as a result of alcohol use could be classified 

in F10.2. These patients usually had 3 or more symptoms together within a month or 
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during a 12-month period. The symptoms included having a strong need for alcohol 

usage, controlling problems of amount of alcohol intake, withdrawing from the 

deduction of substance use, losing interest or pleasure from normal activities if 

without drinking and less tolerance level, and having difficulty controlling anger. 

 The coding of ICD-10 on alcohol usage was differentiated in each group 

with ADS having multiple degrees and forms. F10 had the classification of F10: 

mental and behavioral disorders due to use of alcohol with the following subdivisions 

(Anderson, 2017). They represented Acute intoxication (F10.0), harmful use (F10.1), 

dependence syndrome (F10.2), withdrawal state with delirium (F10.3), psychotic 

disorder (F10.5), amnesic syndrome (F10.6), residual and late-onset psychotic 

disorder (F10.7), other mental and behavioral disorders (F10.8), and unspecified 

mental and behavioral disorder (F10.9). 

 The DSM-5 listed 11 symptoms that could be used to determine if an 

individual had an alcohol use disorder (National Institute, 2020). 

 1) Alcohol regularly taken in larger amounts or for longer period than had 

been intended; 2) A persistent desire or unsuccessful efforts to cut down or control 

alcohol use; 3) A great deal of time being spent in activities necessary to obtain 

alcohol, use alcohol, or recover from its effects; 4) Craving, or a strong desire or urge 

to use alcohol; 5) Recurrent alcohol use resulting in a failure to fulfil major role 

obligations at work, school, or home; 6) Continued alcohol use despite having 

persistent or recurrent social or interpersonal problems caused or exacerbated by the 

effects of alcohol; 7) Important social, occupational, or recreational activities being 

given up or reduced because of alcohol use; 8) Recurrent alcohol use in situations 

physically hazardous; 9) Alcohol use was continued despite having a persistent or 

recurrent physical or psychological problem likely to have been caused or exacerbated 

by alcohol; 10) Tolerance, as defined by either of the following: a) A need for 

markedly increased amounts of alcohol to achieve intoxication or desired effect, or b) 

A markedly diminished effect with continued use of the same amount of alcohol; and 

11) Withdrawal, as manifested by either of the following: a) The characteristic 

withdrawal syndrome for alcohol, b) Alcohol (or a closely related substance such as a 

benzodiazepine) was taken to relieve or avoid withdrawal symptoms. 
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 The presence of at least 2 of these symptoms indicated an alcohol use 

disorder (AUD). The severity of an AUD was classified into mild, moderate, or 

severe: 

 Mild: The presence of 2 to 3 symptoms. (F10.10) 

 Moderate: The presence of 4 to 5 symptoms. (F10.20) 

 Severe: The presence of 6 or more symptoms. (F10.20) 

 Treatment for Alcohol Dependence 

 Each treatment aimed to safely stop or cut back on alcohol use (National 

Treatment Agency for Substance Misuse, 2006). Service users might be hesitant to 

change their drinking habits or address their issues at first. Most alcoholics should aim 

for total abstinence (Schuckit, 2009). Abstinence was the best goal for those with 

severe psychiatric or physical comorbidities, but hazardous and harmful drinkers and 

those with low alcohol dependence could achieve moderate alcohol consumption 

(Raistrick et al., 2006). If a client had a goal of moderation, but the clinician believed 

that there were significant risks; the clinician should strongly advise abstinence. The 

patients should not deny the treatment after being advised to receive the treatment by 

the clinician (Raistrick et al., 2006). Next, a doctor might medicate alcohol 

withdrawal. People with severe alcohol dependence and/or significant physical or 

psychiatric comorbidity might need inpatient or residential alcohol withdrawal in an 

NHS or inpatient addiction treatment unit (Specialist Clinical Addiction Network, 

2006). Most patients could withdraw from alcohol with their GP or in an outpatient or 

home-based program with professional and family support (Raistrick et al., 2006). 

Many needed long-term treatment before alcohol withdrawal.  

 Thus, withdrawal management might not be enough. Recently sober people 

with many unresolved co-occurring issues such as psychiatric comorbidity and social 

issues were at risk of relapse (Marlatt and Gordon, 1985). This phase would help in 

preventing relapse. Psychosocial, pharmacological, and co-occurring problem 

interventions should change drinking behavior. Individual therapy (MET, CBT), 

group and family-based therapies, community-based and residential rehabilitation 

programs, medications to reduce drinking or promote abstinence (naltrexone, 

acamprosate, or disulfiram), and social support and integration (SB) were used to 

prevent relapse. Patients with alcohol use disorder often had psychiatric comorbidity, 
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but it usually disappeared after a few weeks without the treatment (Petrakis et al., 

2002). After assisting withdrawal, some people with psychiatric comorbidity—usually 

those whose mental disorder preceded alcoholism—might need psychosocial or 

pharmacological interventions. Alcoholics often killed themselves (Sher, 2006). 

Therefore, treatment staff needed to be trained to identify, monitor, and treat or refer 

patients with comorbidity who persisted beyond withdrawal and/or were at risk of 

self-harm or suicide. Trained staff were required to address complex psychological 

issues like trauma, sexual abuse, and bereavement (Raistrick et al., 2006). Post-

withdrawal alcoholics struggled with finances and relationships. Thus, social support 

was needed. Homelessness, isolation, marital breakdown, and child care issues like 

parenting, abuse, and neglect required social care referral and liaison (National 

Treatment Agency for Substance Misuse, 2006). 

 

Family Caregivers of Persons with Alcohol Dependence 

 This part provided the detail regarding the definition and specific roles of the 

family caregivers in alcohol dependence patients.  

Definition of Family Caregivers 

 Family caregivers supported family members in need and received payment 

for their services. Family caregivers usually cared for elders, but they could also care 

those with severe mental illnesses or addictions (Canam and Acorn, 1999; Stajduhar 

et al., 2010). Wolff and Jacobs (2015) defined family caregivers as disability 

assistants, whether blood-related or not. Furthermore, previous Thai studies on 

caregivers' adaptation, perception, and skills in caring for chronic mental illness have 

focused on primary caregivers. Buddhist beliefs shaped family mental illness 

caregiving (Burnard et al., 2007). Caregivers needed caregiving skills 

(Dangdomyouth et al., 2008) in adjusting to caregiving. One study suggested that 

psychiatric nurses could engage families by building trust, strengthening connections, 

promoting creative care, and supporting families (Kertchok et al., 2011). During 

hospitalization, family members and other caregivers provided additional assistance 

(White and Kline, 2002) which could be affected by family structure changes when 

the relative became ill (Strauss and Corbin, 1998). 
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 Role of Family Caregivers in Caring for the Persons with Alcohol 

Dependence 

 Werner (2004) examined family caregivers of alcohol dependence. R. 

Schulz and Eden (2016) found "trajectories" of care for individuals in American 

family care. Family caregivers provided medical, housekeeping, and social support. 

Family caregivers often dealt with alcohol-dependent patients' health and mental 

health issues (Goit et al., 2021; Vaishnavi et al., 2017). Family and informal 

caregivers as well as those with informal careers treated alcohol-dependent patients 

(Suwanno, 1997). Personalities, social support networks, family status, and other 

responsibilities affected family caregivers. Home caregivers provided emotional, 

financial, nursing, social, and homemaking support to ill or disabled family members. 

Families could help alcohol dependence patients to stay in treatment and reduce 

alcohol use by understanding and promoting family roles (Bhatti et al., 1986). The 

therapy focused on building an alliance with caregivers, reducing an adverse family 

atmosphere, improving problem-solving, decreasing anguish and repentance, 

maintaining expectations, and changing behavior and beliefs. Moreover, O'Farrell and 

the team (1998) found poor communication, role functioning, leadership, and spouse 

abuse in most families. Family intervention therapy improved family functioning, 

including free and open communication, mutual warmth and support, role modeling, 

good leadership, cohesiveness, and sharing responsibilities. Individual alcoholism 

treatment with marital or family therapy improved compliance, drinking management, 

marital stability, and subjective well-being (O'Farrell et al., 1998). Brain dysfunction, 

psychological distress, lack of readiness to receive treatment, lack of family support 

for alcohol cessation, living in a drinking environment, an inadequate discharge 

planning assessment, and living in a dangerous environment caused post-treatment 

relapse. (Ratsamesuwiwat, 2020). The other study also found no family support for 

alcohol cessation (Atadokhy et al., 2015). Thai men who believed drinking was part 

of their work culture and a way to socialize and celebrate were more likely to relapse 

(Hanpatchaiyakul et al., 2014). A 2014 systematic review found that heavy drinking 

culture increased relapse risk (Castaldelli-Maia and Bhugra, 2014). Thai alcoholics 

relapsed post-treatment due to poor discharge planning and assessment. This 

supported Thai studies which found that alcohol dependence discharge planning did 
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not adequately assess relapse risks (Jenkijjapaibool, 2010). Family members did not 

prevent alcohol relapse. This would leave the patients in the hospital and unable to 

quit. Family support helped improve alcohol dependence recovery in patients during 

hospitalization (Hanpatchaiyakul et al., 2014; Hanpatchaiyakul, 2014; 

Ratsamesuwiwat et al., 2020).  

 Additionally, encouraging positive, adaptive communication and therapeutic 

intervention, family and environmental changes could help alcoholics recover. 

Follow-ups helped identify risk factors and prevent relapse. Moreover, family 

members could provide essential social and emotional support to the patient 

throughout their recovery process. This support could be further supplemented with 

cognitive-behavioral therapy and other psychosocial interventions.  

 

Concept of Happiness 

 This section covered happiness's definition, importance, gross domestic 

happiness (GDH), and concept. Wellness was a person's positive feelings and 

satisfactions. Happiness was subjective, but it could also reflect others' emotions and 

responses. Everybody wanted to be happy. People had different definitions of 

happiness and the ways to achieve happiness (Abdel-khalek, 2005). Human happiness 

was not guaranteed because people made their own choices, which varied. Argyle 

(1987 cited in Bekhet et al., 2008) defined happiness as a positive inner experience, 

the highest good, and the ultimate motivator for all human behavior as well as an 

individual's overall life quality.  

 Definitions of Happiness  

 Personal well-being and satisfaction were regarded as the definitions. Many 

happiness-related terms made it hard to define. The word also described various 

situations (Ponocny et al., 2015). Happiness, quality of life, subjective well-being, life 

satisfaction, peak experiences, and health were often used interchangeably 

(Veenhoven, 2005; Bekhet et al., 2008). According to Oishi and colleagues’ study 

(2013), happiness could mean life, positive emotions, and emotional comfort. 

Veenhoven (2005) found that happiness depended on individual conditions like 

interpersonal problems, surroundings, and quality of life, but not culture. Denmark, 

the happiest nation, was compared in the journal. However, some people still were 
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rated lower than 5 on the 1-10 scale, while a low-scoring nation might seem higher 

(Diener et al., 2010). Happiness was defined as "lasting, complete, and justified 

satisfaction with life as a whole" (Tatarkiewicz, 1976: 16). Moreover, Kraut (1979) 

defined happiness as "the belief that one is getting the important things one wants as 

well as certain pleasant effects that normally go along with this belief" (p. 170). 

Happiness has also been defined as a positive inner experience, the highest good, and 

the ultimate motivator for all human behavior (Argyle, 1987; Lu et al., 2001; 

Veenhoven, 1984: 22). Happiness was "the preponderance of positive affect over 

negative affect with a distinct focus on the affective evaluation of one's life situation" 

(Diener, 1984: 545). Hills and Argyle (2001) believed that happiness had emotional 

and cognitive components. Happiness was defined by frequent positive affect or joy, 

high average satisfaction, and the absence of negative feelings like depression and 

anxiety (Argyle and Crossland, 1987). Twelve research studies and scholarly papers 

were reviewed to define happiness. None of the literature was identical. All the 

reviewed literature had similar definitions. Five of the twelve reviewed literature 

which defined happiness as positive feelings, good emotions, experiences, and life 

enjoyments without anxiety or depression (Bekhet et al., 2008; Levett, 2010; Robbins 

et al., 2008; Shaw and Taplin, 2007; Sumngern et al., 2010). Three articles stated that 

human beings' ultimate goal was happiness (Bracho, 2005; Chiu et al., 2010; Abdel-

khalek, 2005). The other two researchers stated that happiness was elusive for some 

people and not always achievable (Levett, 2010; Shaw and Taplin, 2007). The other 

three articles discussed happiness's differences and purposes. Happiness had different 

meanings and purposes in life (Rosenberg, 2010) and different ways to achieve it 

(Abdel-khalek, 2005; Tashi, 2005). Four reviewed literature defined happiness as 

satisfaction, success, quality of life, and desire fulfillment (Gray et al., 2008; Robbins 

et al., 2008; Sumngern et al., 2010; Veenhoven, 2008). Happiness consisted of five 

essential elements: 1) happiness encompassed positive feelings, good emotions, 

experiences, and enjoyments of life without negative feelings like anxiety and 

depression; 2) attaining happiness was the fundamental human aspiration, most 

important goal, and ultimate aim of human beings; 3) happiness was an elusive goal 

for some people and not always achievable; 4) happiness had different meanings and 

purposes in life to different people, including different ways to achieve and not 
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achieve it; and finally 5) happiness was satisfaction, success, and achievement of 

wants and desire. The five elements of happiness were important to understand as 

they could help individuals to identify and achieve their own happiness.   

 The Importance of Happiness    

 Happiness mattered to everyone. It was regarded as huge joy. Happiness 

brought success, satisfaction, health, and longevity. Happiness helped people achieve 

many personal goals, become more compassionate, creative, energetic, and successful 

(Dhammananda, 2011). True happiness was internal. True security began with mental 

strength, self-confidence, and feelings of happiness and security, which were essential 

to material happiness and security (Sasson, 2011). Happiness eased courtship and 

close friendships. Happier people were more attractive and had lifelong goals 

(Dhammananda, 2011; Yang, 2007). Happy people produced chemicals that boosted 

immunity and cell repair, making them healthy (Bekhet et al., 2008). Happy and 

satisfied people were healthier after two years (Gazella, 2009). Every happiness study 

asked what made people happy and healthy. Denmark researchers found that good 

relationships and life philosophy best reflected quality of life in 2008. Money, status, 

and work did not affect global quality of life or self-assessed health (Gazella, 2009). 

Success and customer satisfaction depended on workplace happiness and satisfaction 

(Scott, 2008). Because happiness was equal to success and vice versa, happy people 

were more creative, less likely to take days off, less likely to quit, more valuable to 

employers, and more likely to succeed in a competitive work environment (Pryce-

Jones and Scott, 2009). When people put unrealistic pressure on themselves to earn 

more as they progressed in their careers, the popular belief that money and personal 

wealth made a person happier was untrue (Levett, 2010). Wealth was endless. Rich 

people were unhappy. Thus, excessive desire and demand and their unsatisfaction 

risked mental illness. Even though everything was better, the WHO predicted that 

depression would be the leading disease of the 21st century (World Health 

Organization, 2011). Success, satisfaction, health, and longevity required happiness. 

Happiness made people more compassionate, creative, energetic, employer-valued, 

less likely to quit, and more likely to succeed in a competitive workplace. Happier 

people were more attractive and had lifelong goals. Thus, to improve individual and 

societal well-being, happiness strategies had to be prioritized. 
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 The Gross Domestic Happiness (GDH) 

 Our title, Gross Domestic Happiness (GDH), was the GDP-GDP value 

equilibrium (GDV). Even though US dominance, dictatorships, technocracy, and 

democratic capitalism had hurt smallholders, these terms may be a reaction against 

Thailand's business-dominated politics. 

 Concept of GDH 

 The following terms could be used to define GDH. Happiness originally 

referred to a good mood. A person might not be content if they had unmanageable 

debt. The community or village would be used by GDH as the fundamental social 

unit. It would place a high value on independence, and the capacity to raise healthy 

children who had the chance to live to fulfill lives. Humans had to be able to 

spontaneously create a spiritual dimension within themselves in order to connect it 

with any other external learnings in order to maximize their potential and elevate their 

own human values. Only then could they experience well-being or possess a calm 

state of mind (Wasi, 2004: 62).  All in all, it could be elaborated the way of thinking 

further as follows: 

 Overall, the way of thinking could be further developed as follows: There 

were four different types of happiness: 1) physical well-being, which included the 

capacity to engage in physical activities and fulfill social roles without being 

constrained by physical limitations and bodily pain; 2) mental well-being, which was 

characterized by having low stress, feeling liberated and at ease, being hopeful and 

cheerful as well as being confident in oneself and being positive about the future; and 

3) social well-being. Additionally, this encompassed human virtues such as mercy, 

eco-friendliness, environmental and natural resource conservation, and other non-

monetary values. Examples of such virtues included kindness, peace, true happiness, 

contentment, mindfulness, self-sufficiency, frugality, and abundance (Krys et al., 

2021). 

 Happiness could be characterized as the result of treating someone well. A 

study was done on the variables that predicted family caregivers' positive and 

negative experiences with caring for people with schizophrenia. It was discovered that 

the perceived seriousness of the illness and the perceived social support could account 

for 37.6 percent of the variance in the negative experiences that family caregivers had 
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when taking care of people who had schizophrenia (p .05). The perceived severity of 

the illness was a factor that negatively impacted family caregivers' experiences caring 

for individuals with schizophrenia in a statistically significant way (β =.612, p .001). 

The perceived seriousness of the illness and the perceived social support might both 

contribute to the variation in family caregivers' positive experiences in caring for 

people with schizophrenia (p .05). Family caregivers' positive experiences providing 

care for individuals with schizophrenia were positively impacted by perceived social 

support (β  =.303, p .05.)(Lohacheewa and Chanapan, 2020). 

 The results of quasi-experimental research conducted by Chuyingsakultip 

and colleagues (2019)   showed that an assimilation integrated family counseling 

program could improve the family happiness and burden management of stroke 

patients. A recent study conducted in Spain looked at the coping skills and social 

support as mediating factors. Other aspects of positive psychology that were related to 

happiness, life satisfaction, and quality of life have been discovered in family 

caregivers of Alzheimer patients. The significance between subjective burden and 

perceived physical health was lessened by the three variables. Particularly, life 

satisfaction and quality of life decreased the relationship's significance from p.001 to 

p.05, whereas happiness only decreased the relationship's significance from p.001 to 

p.01. The findings that were most pertinent to real-world applications concerned the 

partial mediating functions of happiness, quality of life, and life satisfaction variables 

between subjective burden and perceived physical health. In addition, psychological 

factors like happiness, quality of life, and life satisfaction have demonstrated a 

mediating role between Alzheimer's caregivers' perceptions of the burden in providing 

care and their physical health (Martínez and Tornal, 2017).  

 Based on the family resilience model, a multi-case study in Thailand that 

examined family adaptation among people with alcohol dependence discovered that 

the factors relating to stress and adjustment of six components included 1) the issue of 

alcohol dependence; 2) vulnerability with divorce and financial burden; 3) perceived 

lack of confidence in alcoholics; 4) the behavior pattern involving the alcoholics 

lacked the ability to take care of themselves; and 5) supportive sources (Salee and 

Virasiri, 2020).   
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 This demonstrated that if a patient's family caregivers had a positive impact 

on family adaptation, this could be important for both family well-being and caregiver 

happiness. On the other hand, if the family caregivers were unable to transition into 

their new family roles after caring for patients with alcoholism, it would be the same 

as what Ratsamesuwiwat and colleagues (2020) had discovered in their qualitative 

study regarding the reason for treatment relapse. According to the study, there were 

seven factors that could contribute to alcohol relapse: 1) brain dysfunction, 2) 

psychological distress, 3) lack of treatment readiness, 4) lack of family support for 

quitting drinking, 5) living in a drinking environment, 6) insufficient discharge 

planning assessment, and 7) resource limitations.  

 Happiness was related to multiple factors both internal and external factors. 

From literature reviews, selected factors affecting happiness including perceived 

health status, optimism, health literacy, family relationships and social support would 

be examined. Thus, this finding was an important step in the future development and 

implementation of intervention programs for caregivers that promoted variables with 

positive connotations because they would change the perception of their own burden 

and physical health, making them happier and with greater satisfaction and quality of 

life. 

 

Factors Influencing Happiness 

 The happiness was one indicator to reduce the negative effect of caregivers 

burden according to the theory of Argyle and Martin (1991).  Happiness was a 

combination of cognitive and emotional components and was related to various 

factors such as perceived health status, optimism, health literacy, family relationships, 

and social support. This study examined the factors that affected happiness among 

caregivers of people with alcohol dependence. The happiest family caregivers would 

be those who had more confidence in their abilities to manage and conduct behaviors, 

looked at a situation or event positively, had good expectation of the future, and had 

social support. The happiness concept guided the independent variables of interest. 

Based on the literature review, the happiness among family caregivers of patients with 

alcohol dependence could be affected by many factors. Additionally, other factors 

such as the amount of time spent caring for the patient, the level of stress experienced, 
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and the availability of resources could all play a role in determining a caregiver's 

happiness.   

 Perceived Health Status 

 Perceived health status was subjective reflection of a health condition, which 

could be called "perceived" or "subjective" health. It has been widely studied in 

survey research (Goldberg et al., 1997). Caregivers self-rated their general health as 

good, fair, or poor (Hung et al., 2012). Stroke survivors' physical, cognitive, and 

psychological recovery depended on the caregiver's health. Caregivers developed 

depression and social isolation from caring. Caregivers had trouble sleeping, 

headaches, and weight gain or loss (Bhattacharjee et al., 2012; S. Das et al., 2010). 

84.3 percent of family caregivers were unhealthy, and 69.3 percent struggled to stay 

healthy (Watanabe et al., 2015). Kumar and colleagues (2015) found that stroke 

caregivers had physical and psychological limitations. This might affect their 

perception of their health while caring. 48 percent of caregivers reported good health, 

while 15 percent reported poor health (Hung et al., 2012). After controlling 

socioeconomic factors, Sabatini (2011) found that happiness was strongly correlated 

with perceived good health; while income, work status, and education and health 

inequalities were lower in Italy.  

 Additionally, in a recent study conducted by Cott (2001), he found that 

happiness was associated with greater grasping ability and more frequent attendance 

at group activities in the institution and the community. There were a few studies 

conducted to test the effects of perceived health status on happiness among caregivers 

of patients with chronic illness, but no studies examined the effects of perceived 

health status on happiness among family caregivers of patients with alcoholism. 

Given the fact that patients with alcohol dependence also needed to be taken care of 

for a long period of time as well. It would be useful to test the effect of perceived 

health status on happiness among patients with alcohol dependence as well. 

 Happiness was associated with improved comprehension and increased 

participation in community and institutional group activities. Few studies have 

examined the influence of perceived health status on happiness in family caregivers of 

chronic illness patients, but none of them has decided to look at patients with alcohol 

dependence. Alcohol-dependence patients' perceived health status and happiness 
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should be surveyed. Despite the fact that health and happiness were related to well-

being, there were few methods for measuring and validating happiness levels 

(Veenhoven, 2008). According to Achdut and Sarid's study (2020) on Israeli adults' 

self-rated health, the section score (8.23) was high and correlated with the mental 

health mean (18.04), indicating that both variables were interdependent. The study 

also found a direct correlation between self-reported happiness and mental health (r 

=.18, p < 0.01). For better accuracy; as socioeconomic status increased, mental health 

influence could strengthen the self-happiness report score (r =.36, p < 0.001). 

According to literature reviews, perceived health status was positively correlated with 

happiness. This suggested that a higher socioeconomic status could increase one's 

perceived health status. This could lead to higher levels of happiness.   

 Optimism 

 Carver and Scheier's study (1994) on dispositional optimism and pessimism 

showed the generalization of the outcome expectancies of good versus bad outcomes 

in one's life. Expectancies were seen as a major determinant of the disjunction 

between two general classes of behaviors: continued striving and giving up. 

Individuals who held positive expectations for the future were assumed to believe that 

good things would occur in their lives and tended to see desired outcomes as 

attainable and persisted in their goal-directed efforts. A recent study conducted in 

Thailand found that an individual counselling program could enhance optimism on 

authentic happiness among caregivers of patients with a chronic illness. Form the 

recent study conducted by Bunyapanasarn (2018), she found that the optimism 

significantly influenced the happiness of caregivers among patients with a chronic 

disease. This showed similar results as reported by Furnham and Cheng (2000) who 

found that in a sample of 233 participants (75 males and 159 females, mean age = 18 

years), optimism and contentment were predictors of happiness. This suggested that 

having a brighter outlook and being content with what one had were related to 

happiness. Extraversion was also a direct and powerful predictor of happiness. Cheng 

and Furnham (2001) found that extraversion and optimistic attributional style in 

positive situations were strong predictors of self‐reported happiness, accounting for 

59 percent of the total variance in a sample of 120 first‐year undergraduate students 
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(30 males and 90 females, mean age 19.84). Both studies used the OHI to measure 

happiness. 

 According to the recent study conducted by Trudel-Fitzgerald and 

colleagues (2020), women with an average age of 57.81 years who were married and 

had higher optimism levels had higher happiness levels than those with lower 

optimism levels by 39-40 percent. The observation showed that the lifestyle of 

selected women defined happiness as it helped to sustain a healthier lifestyle rather 

than groups with low to moderate levels of optimism. Furthermore, the survey 

conducted on 130 working women in India by Gorsy and Panwar (2016) also 

supported the research results. They stated that the correlation between both optimism 

and happiness levels was significantly correlated (r = 0.89, p < .001). This indicated 

that the positive result of optimism as an important factor could influence the 

happiness scale of the individuals. However, the study did not perform in the male 

group, which could make the observation less constant or accurate. From the literature 

reviews of recent studies, it was found that optimistic people had positive association 

with happiness. 

 Health Literacy 

 Health literacy referred to the ability to understand health information and 

treatments to make informed decisions. It included being able to complete tasks, basic 

knowledge on diseases and wellness, and understanding the healthcare system 

(Larsen, 2007).  

 According to the study conducted by Sangkhaphong, Dussadee, and 

Toonsiri (2019), they examined the family caregiver’s health literacy of patients with 

chronic disease who lived in a community. They found that family caregivers of 

chronic disease patients had poor health literacy (M = 61.37, SD = 12.72). Education 

(b =.564), social support (b =.211), and age (b = -.187) predicted health literacy in 

chronic disease family caregivers. These predictors explained 58.6 percent of health 

literacy variance in chronic disease family caregivers (R2 =.586, p <.001). Nurses 

and other health care providers should use these findings to develop the interventions 

or programs to promote health literacy among family caregivers of chronic disease 

patients by focusing on education and social support. 
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 Schulz and Nakamoto (2013) suggested that high health literacy did not 

necessarily influence the happiness level as it also required assistance from health 

professionals and individual’s participation and willingness to accept medical 

treatment regarding conditions. However, the study which was conducted on 383 

patients by Angner and colleagues (2009) showed that the higher the level of health 

literacy was, the higher the happiness level was. This was because it gave patients 

more confidence in giving answers during questionnaires. The patients with lower 

health literacy levels were likely to be less happy (Preidt, 2009). However, it did also 

depend on several factors such as age < 65 (p = .005), poverty level, self-rated health, 

and health literacy (p < .001); all of which were significant factors to predict 

happiness. Based on the literature review, health literacy had positive association with 

happiness. 

 Family Relationships 

 Structural definitions of the family defined the characteristics of family 

members such as those who shared a place of residence or were related by blood ties 

or legal contracts. The Census Bureau defined a householder and one or more other 

persons living in the same household as being related by birth, marriage, or adoption 

(Census, 1990). Family types included traditional families, remarried families, dual-

earner families, and single-parent families. Structural definitions included two or 

more persons related by birth, marriage, or adoption. (Ooms and Preister, 1988). This 

definition broadened the scope of "family" to include people who did not live together 

but were related biologically or through legal contracts. However, it still excluded 

some arrangements that many might recognize as legitimate families such as long-

term foster families. It also excluded communal living arrangements, including gay 

and lesbian couples. Relationship with family members was important for well-being 

across the life course (Merz et al., 2009; Umberson et al., 2010). As individuals aged, 

family relationships became more complex and important for well-being. Stress 

process theory suggested that the positive and negative aspects of relationships could 

have a large impact on the well-being of individuals. Family relationships provided 

resources that could help an individual cope with stress, engage in healthier behaviors, 

and enhance self-esteem. However, poor relationship quality, intense caregiving for 

family members, and marital dissolution were all stressors. Family relationships also 
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changed over the life course with the potential to share different levels of emotional 

support and closeness, the levels of being taken care of when needed, including 

additional varying levels of stress to lives. 

 According to the study by Wu (2014) who studied 546 high school students 

in Guangdong province, China, it showed that the most influenced drive of happiness 

was Family with 53.7 percent (r = .54, p > .97) of total surveyed students, followed by 

health. However, the study concluded that the happiness matters varied in different 

demographics as the study merely conducted with the high school students. Thomas 

and the team (2017) added that the age of individuals could influence the complexity 

of relationship in the family as there were more details such as pressures and more 

responsibilities. There were both benefits and drawbacks of family relationship 

influence. Since it still played a big role in a person's well-being, it could indicate the 

level of emotional support and psychological health scale of individuals (Andayani, 

Ancok, and Wulan, 2018).  

 Kasemkijwattana (1993) studied stress in the role of a chronic patient's wife 

as a career. Results showed that spouses who had a good relationship with each other 

could lead to both positive and negative situations when being assessed. If the spouses 

had a bad relationship, conflicts might occur. Additionally, lack of caring by heart 

would affect the quality of patient care. According to the literature review, family 

relationships positively predicted the happiness. 

 Social Support 

 Social support provided the greatest environmental resources. It was a caring 

community that helped people handle stress. Friends and family supported almost 

every aspect of stress and coping. Social support also meant having a close group of 

family and friends, being able to share resources, and feeling supported (Hobfoll and 

Vaux, 1993). 

 Especially, the recent study, conducted by Thoits (1995), examined the 

complex bi-directional nature of social and its effects on other important caregiver 

variables. However, social support might help caregivers cope. Coping assistance has 

been suggested to help caregivers reinterpret situational demands, boost self-esteem 

or identity, and maintain a sense of mastery or competence (Thoits, 1995).  
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 According to the study conducted by Coleman (2012), he investigated stress 

and adaptive coping in young grandmothers with custodial grandparents. He 

hypothesized that social support would mediate the relationship between parenting 

stress and caregiver depression, well-being, and health. Grandparents with higher 

subjective social support had better outcomes, including fewer depressive symptoms, 

according to the literature. However, subjective social support did not mediate the 

relationship between parenting stress and depression, well-being, and health status. 

Current findings might have multiple explanations. First, social support might be less 

important among young caregiving grandparents; and that appraisal, coping, and 

income mediated the relationship between parenting stress and caregiver outcomes. 

Grandparent caregivers with higher subjective social support had lower depressive 

symptoms, better well-being, and higher health ratings (Emick and Hayslip, 1999; 

Gerard et al., 2006; Kelley et al., 2000). Thus, it might be the case that subjective 

social support did, in fact, influence outcomes. 

 Musil and Ahmad (2002) used a global stress rating even though the more 

specific parental stress index was available. They also used a global health rating 

instead of the SF-36 composite scale, which was the standard way to measure health 

status in studies about grandparent caregivers. Therefore, it was unclear whether 

Musil's model truly reflected the specific constructions that had been postulated in the 

literature. Additionally, Musil and Ahmad (2002) discussed her findings as 

unexpected and alluded to the perspective of an earlier theorist who offered 

alternative explanations of the complex relationship of subjective support in the stress 

process model.  

 According to Papadopoulos and colleagues' study, social support had two 

different types. One was received support which referred to the support which a 

person received for a specific reason and circumstances. Another type was perceived 

support which was the support an individual could get whenever he/she needed.  

Social support was beneficial to individuals as it provided a positive outlook such as 

security, a sense of belonging, and feeling accepted in society (Siedlecki et al., 2013).  

 In the recent study conducted by Brajša-Žganec (2018), it showed that social 

support helped to enhance satisfaction and positive well being, which not only 

affected current mood, but also a longer life expectancy. Moeini and colleagues 



 33 

(2018) conducted the study on elderly groups in Iran with a sample group of 411. It 

showed that the highest type of support driving happiness level was social support 

(Lara et al., 2020). The regression result of social support as a source of happiness was 

r = .27, p < 0.01 with optimism as a mediator. The correlations had a moderate 

relationship, indicating that the happiness factor could not directly determine the 

happiness level. A recent study found that social support had a positive association 

with happiness. (Lara et al., 2020) 

 

Summary  

 Happiness was a positive psychological indicator which was vital in 

maintaining a person’s health (Cohen, 2020). A few studies on its potential usefulness 

appeared in the nursing literature. This study placed an emphasis on exploring 

happiness and its affecting factors among the family caregivers of persons with 

alcohol dependence. The findings of this study could be usefully implemented in 

clinical practice aimed at developing nursing strategies and interventions to help 

people become happier and healthier, particularly family caregivers of people who 

were alcoholics. From what has been reviewed so far, happiness could be seen as a 

multi-dimensional positive inner experience that was important in maintaining health, 

boosting the immune system, and motivating human behaviors. There was also a 

growing emphasis on the prevention of mental illness and the promotion of mental 

health. 

 The literature review showed that happiness was associated with multiple 

factors. This study discovered that perceived good health, optimism, health literacy, 

family relationships, and social support were all possible predictors of happiness. 

Presently, there were only a few studies focusing on exploring happiness and its 

affecting factors among the family caregivers of patients with alcohol dependence. 

This emphasized the greater need to exploring this issue among family caregivers of 

alcohol dependence especially in the Psychiatric Hospital in Ubon Ratchathani 

province in Northeastern region of Thailand. The hospital was the specialist center for 

diagnosis and treatment for persons with general psychiatric disorders, mental 

retardation, children with delayed development and forensic psychiatry and drug 

addiction. 



 

 

CHAPTER 3 

RESEARCH METHODOLOGY 

 

 This chapter explained the research setting, population and sample, 

instruments, ethical considerations, data collection procedures, and data analysis. 

 

Research Setting 

 This research was conducted in Outpatient Department, Psychiatric Hospital, 

Ubon Ratchathani province, which was the centre hospital providing treatment for 

drug treatment and alcohol dependence. This Psychiatric Hospital has 600 beds. The 

clients in this hospital came from 5 provinces including Ubon Ratchathani, Sisaket, 

Yasothon, Amnat Charoen, and Mukdahan provinces. The persons with alcohol 

dependence came for follow-up service at the outpatient department of this hospital.   

 

Population and Sample  

Study Population 

In this research, the population was the family caregivers of persons with 

alcohol dependence who accompanied the patients to receive health follow-up service 

at the outpatient department of the Psychiatric Hospital in Ubon Ratchathani province 

in Northeastern Thailand. According to the hospital records, the outpatient department 

provided follow-up services for approximately 60-68 cases of patients with alcohol 

dependence per month. The service was closed on Saturday and Sunday.  

Study Sample  

In this research, the target sample was drawn from the population that included 116 

family caregivers of persons with alcohol dependence who came for receiving 

psychiatric health follow-up service at the outpatient department of this Psychiatric 

Hospital. In this research, the sample included those who voluntarily participated and 

met the following  criteria as described below 
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 1. Age 18 years and older 

 2. Being the primary family caregivers with unpaid for the persons with 

alcohol dependence 

 3. Living in the same household with persons with alcohol dependence 

 4. Having at least 1 month of being the primary caregiver for the persons 

with alcohol dependence after receiving treatment and being discharged from the 

hospital 

Sample Size 

According to Burns and Grove (2009), the sample size for this research was 

defined by employing power analysis with G*power 3.1.9.2 software. A sample size; 

power; effect size; and alpha level were incorporated for calculation.  One of the 

effect sizes was the extent to which a relationship exists in studies for predicting 

happiness. Given that this study aimed at examining the five predictors of happiness, 

the linear multiple regression was chosen as a type of static power program with an 

alpha of 0.05, a power of 0.90, and a medium effect size of 0.15. The required sample 

size was 116 participants. Thus, the data collection was performed with 116 

participants. 

Sampling Technique  

The technique of simple random sampling was utilized in this research for 

recruiting the participant as described below: 

Step 1. The researcher randomly selected the alcohol-dependent patients 

from the hospital list on each day of appointment in order to randomly select their 

family caregivers and then approached these family caregivers for inviting them to 

participate in this study. 

Step 2. If the family caregivers met the inclusion criteria and were agreeable 

to involve in this study, they would be explained information relevant to this study 

and their human subject rights.  Consent by each participant was sought prior to 

collecting data.  
 

Research Instruments 

The research tool was a set of questionnaires that were divided into 8 parts. 

The details were shown below: 
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Part I: Personal Information of Persons with Alcohol Dependence 

The personal information of patients with alcohol dependence questionnaire 

was developed by the researcher to capture data relevant to patients’ gender, age, 

marital status, educational level, marital and living status, religion, date of alcohol 

dependence diagnosis, previous follow-up history and other medical diseases (s) as 

diagnosed by the physicians. 

Part II: Personal Information of Family Caregivers 

The questionnaire of family caregivers in terms of personal information was 

developed by the researcher to gather data on the family caregivers regarding gender, 

age, marital status, educational level, family income, occupation, marital and living 

status, religion, relationship with the persons with alcohol dependence, number of the 

family members excluding the patient, average hours spent in taking care for persons 

with alcohol dependence per day, duration of being the patient’s caregiver and 

underlying diseases.  

Part III: The Perceived Health Status  

A perceived health status questionnaire which was developed by Limachan 

(2006) based on the theory of Brook et al. (1979) was used in this study. This was a 

self-administered instrument. This questionnaire assessed the family caregivers’ 

perception towards their health conditions in the past, present, and future; awareness 

of their disease resistance; illness susceptibility; their anxiety; their health concerns; 

and understanding of the illness.  This scale was composed of 8 items with a 5-point 

rating scale response format from strongly disagree = 1 to strongly agree = 5. The 

highest score was 40, and the lowest score was 8. The higher scores indicated a better 

perception of the caregivers’ health status. The Perceived health status questionnaire 

yielded good internal consistency with Cronbach’s alpha at the level of 0.85. 

(Limachan, 2006). The reliability obtained from this study was 0.80. 

Part IV: The Optimism  

In this research, the optimism questionnaire which was developed by Carver 

and Scheier (1994) and translated into Thai version was used. It was a self-

administered instrument. This questionnaire was utilized to explore family caregivers' 

positive view of a situation or event, having good expectations towards the future and 

positively believing that good things would happen in their lives, and being able to adapt 
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themselves appropriately to the changing environment. It was comprised of 8 levels 

with a 4-point rating scale. The levels could be answered from strongly disagree = 1 

to strongly agree = 4. The highest  score was 32, and the lowest  score was 8. The 

higher scores indicated higher optimism. The reliability of this scale in the previous study 

was 0.93 (Paninakul, Hengudomsub, and Vatanasin, 2019)  and the Cronbach’s alpha 

coefficient in this research was 0.82. 

Part V: The Health Literacy 

The Health Literacy Questionnaire was developed by Srithanee (2017).  

This was a self-administered instrument comprised of 15 items with a 5-point rating 

scale that was developed to evaluate health literacy on 3 components which included 

information and health services access, health communication, and health media 

awareness. The instrument items were interpreted from rarely = 0, occasionally = 1, 

often = 2, quite often = 3 and regularly = 4. The score interpretation was divided into 

3 levels: poor health literacy (0-29.99 points), moderate health literacy (30-44.99 

points), and finally good health literacy (45.00-60.00 points). The highest score was 

60, and the lowest score was 0. The higher scores indicated higher heallth literacy.  

Health literacy was positively correlated with health behaviour at a moderate level (r 

= .508, p < .05). Reliability of this scale was tested using Cronbach’s alpha and 

yielded a value of .94. (Srithanee, 2017)  and the Cronbach’s alpha coefficient in this 

research was 0.80. 

Part VI: The Family Relationships  

In this research, the Family Relationships Questionnaire was designed by 

Lawang et al. (2005) . It was a self-administered instrument. This scale contained 16 

items with a 5-point Likert scale format. For positively worded items, it was 

interpreted from regularly = 5, quite often = 4, often = 3, occasionally = 2, and rarely 

= 1. The negatively worded items were interpreted from rarely = 5, occasionally = 4, 

often = 3, quite often = 2, and regularly = 1. This questionnaire was separated into 

positive items (No.1, 2, 3, 4, 6, 7, 8, 9, 11, 12, 13, 14, 15, and 16) and negative items 

(No. 5, 10). The higher scores indicated higher family relationships.  

 In this scale, the reliability showed internal consistency with Cronbach’s 

alpha as 0.90 which were tested with caregivers of patient with stroke (Prombutr, 
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Piaseu, and Sakunhongsopho, 2014) and the Cronbach’s alpha coefficient in this 

research was 0.81. 

Part VII: The Social Support  

The Personal Resource Questionnaire, part II (PRQ; Brandt and Weinert 

(1981)) which was translated into Thai by Tungmephon (2005) was used. It was a 

self-administered instrument  consisted of 15 levels, scored on a 7-point Likert scale 

that was  developed to evaluate  perceived social support. The item responses which 

were ranged from strongly disagree = 1 to strongly agree = 7 and scores for all 15 

items were calculated  to attain a total score for social support Possible total scores 

range from 15 to 105, with higher scores indicating  higher levels of perceived social 

support (Weinert, 2003). The reliability of Cronbach’s alpha at the level of this scale 

in a previous study was 0.95 which was tested with mothers of autistic children 

(Toonsiri, Hengudomsub, Chaimongkol, and Photihung, 2019), and the Cronbach’s 

alpha coefficient in this research  was 0.82. 

Part VIII: The Happiness  

The Happiness Questionnaire by using the Oxford Happiness Questionnaire 

developed by Jetmanorom (2003) was used. This instrument composes of 29-items in 

a self-report questionnaire that applies a 6-point Likert scale which includes the 

numerical value ranging from 1 as strongly disagree to 6 as strongly agree, with the 

higher scores equivalent to higher levels of happiness.  To calculate the total 

happiness score, there is the need to reverse code 12 items that are phrased negatively. 

The individual scores for each item are added together to obtain the total score. The 

score interpretation will be divided into 

3 levels: a low level of happiness (1.00-2.67 points), a moderate level of 

happiness (2.68-4.34 points), and a good level of happiness (4.35-6.00points).  The 

higher scores indicated higher happiness. (Phathong, 2006)  

 The Happiness Questionnaire is designed to evaluate overall personal 

happiness as a single, comprehensive concept and displays strong internal 

consistency, with Cronbach's alpha of 0.82 (Phathong, 2006), and in this research was 

0.87. 
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Validity 

Since all the instruments used for this study were all standardized 

instruments. These were used without any modification; therefore, instruments’ 

validity was not tested in this study. 

 

Reliability  

The reliability of all instruments employed in this study was verified with 30 

other family caregivers of patients with alcohol dependence at Psychiatric Hospital 

located in Nakhon Phanom province. The levels of internal consistency were 

acceptable when they were higher than .80 (Grove, Burns, and Gray, 2013). 

 

Ethical Consideration  

Prior to data collection, the approval of human subject was attained from the 

Institutional Review Board (IRB) for graduate studies of Burapha University, 

Thailand (G-HS 013/2564), the Research Ethical Board of Psychiatric Hospital in 

Ubon Ratchathani province (COA No. 02/2565) for data collection. The Research 

Ethical Board of the Psychiatric Hospital in Nakhon Phanom with the code number 

(NPRPHEC 2565-002)  for trying out the reliability. The researcher and her research 

assistant explained details such as study purposes, procedures, data collection 

procedures, and protection of human subject rights to the study participants. Each 

participant reviewed and signed inthe consent form.  The family caregivers were 

informed that they had the option to decline or exit the study at any point. Their 

privacy and anonymity were guaranteed, and their personal information was not 

shared with anyone. The information collected was kept in a secure location and 

would only be used for research purposes. The result was reported as group data.  

 

Data Collection Procedures 

After the research proposal, data collection was conducted and approved by 

the Institutional Review Board (IRB) for graduate studies of Burapha University, 

Thailand, and the Psychiatric Hospital in Ubon Ratchathani province. A letter of 

approval for data collection from the Dean of the Faculty of Nursing, Burapha 
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University was submitted to the Director of the Psychiatric Hospital. After granting 

approval, the researcher met the Director of this Psychiatric Hospital, the Deputy 

Director of Psychiatric Hospital (Nursing), and the Head nurse of the outpatient 

department of this hospital. The procedures of data collection were as follows: 

1. Researcher checked the list of patients with alcohol dependence who 

came for follow-up service. Then, later the researcher approached their family 

caregivers and introduce herself and the research assistants to the family caregivers. 

During the interview the researcher kept wearing the mask and social distancing for 

covid-19 procedure prevention. 

2. Researcher informed the family caregivers about the study details 

including the study’s purposes, method, procedures, data collection procedure, and 

protection of human subject rights. The researcher made sure that the participants 

clearly understood the study and process of data collection before signing the consent 

form. 

3. Researcher asked family caregivers of patients with alcohol dependence 

who voluntarily participated in this study to answer the questionnaires by themselves 

unless they were asked to interview in a private room. It consumed approximately 30-

45 minutes to complete the questionnaire.  

 4. The data collection was conducted by the researcher herself and her 

research assistants who were registered nurses and had training in process of data 

collection. This study had two research assistants. By the way, data were collected on 

the weekdays at the outpatient department of the Psychiatric Hospital in Ubon 

Ratchathani province in Northeastern Thailand. 

 

Data Analysis 

Total data were calculated by statistical software. The alpha level of statistical 

significance was determined at α = . 05.  The details for data analysis were as follows: 

Descriptive statistics was used to describe general data of both the patients and the 

family caregivers, including the happiness and all affecting factors being examined. 

Multiple regression analysis (Enter method) was applied to identify the effects of the 

predictors which included perceived health status, optimism, health literacy, family 

relationships, and social support on happiness among the family caregivers of patients 
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with alcohol dependence at the outpatient department of the Psychiatric Hospital in 

Ubon Ratchathani province in Northeastern Thailand.  Before analyzing the data with 

multiple regression statistics, assumption testing was preliminary examined. 

 

 



 

 

CHAPTER 4 

RESULTS 

 

 This study aimed to study happiness and the factors affecting the happiness 

among family caregivers of persons with alcohol dependence. These factors consisted 

of 5 elements: perceived health status, optimism, health literacy, family relationships, 

and social support. The data were collected from 116 family caregivers who were the 

caregivers of the patients receiving treatment services at the Outpatient Department of 

the particular Psychiatric Hospital located in Ubon Ratchathani Province. The 

research results were presented in 6 parts as follows: 

 Part 1: Demographic characteristics of the persons with alcohol dependence 

 Part 2: Demographic characteristics of the caregivers 

 Part 3: Happiness of the caregivers 

 Part 4: Factors related to happiness 

 Part 5: Correlation of the studied variables 

 Part 6: Factors influencing happiness 

 

Part 1: Demographic characteristics of the persons with alcohol 

dependence 

 The Demographic characteristics of the individuals with alcohol dependence 

included gender, age, marital status, educational level, monthly income, occupation, 

living status, religion, period of diagnosis of alcohol dependence, duration of time 

since firstly diagnosis with alcohol dependence, and the presence of other co-

morbidities; all of which were shown in Table 1. 

 

 



 43 

Table 1  Characteristics of persons with alcohol dependence (n = 116) 

 

Characteristics  Number Percentage 

Gender   

Male 103 88.80 

Female 13 11.20 

Age   

20-29 years old 22 18.97 

30-39 years old 31 26.72 

40-49 years old 27 23.28 

50-59 years old 23 19.83 

60 years and older 13 11.20 

M = 42.04, SD = 12.691, Min = 20, Max = 73 (years)   

Marital Status   

Single 46 39.70 

Married 47 40.50 

Divorced 9 7.80 

Separated 14 12.10 

Educational Level   

Illiterate 9 7.76 

Primary school 53 45.69 

Secondary school 41 35.34 

Vocational Certificate/High Vocational Certificate 9 7.76 

Bachelor's degree 4 3.45 

Monthly Income   

None 32 27.6 

Below 10,000 baht 68 58.61 

10,001-20,000 baht 11 9.48 

Over 20,000 baht 5 4.31 

M = 5893.10, SD = 7805.30, Min = 0 , Max = 43000 (Baht)   
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Table 1 (cont.)   

 

Characteristics  Number Percentage 

Occupation   

Unemployed 41 35.30 

Shopkeeper 14 12.10 

Government service/state enterprise employee 4 3.40 

Employee/company employee 17 14.70 

Agriculturist 40 34.50 

Living Status   

Living with spouse 37 31.90 

Living with relatives  79 68.10 

Religion   

Buddhism 115 99.14 

Christianity 1 0.86 

Period of Diagnosis with Alcohol Dependence   

Less than 1 year 38 32.80 

>1-2 years 20 17.20 

>2-3 years 13 11.20 

>3-4 years 14 12.10 

More than 5 years 31 26.70 

M =4.72, SD = 5.49, Min = 0.08, Max = 37 (years)   

Duration of treatment since 1st diagnosis with 

alcohol dependence  

  

Less than 1 year 51 44.00 

>1-2 years 21 18.10 

>2.1-3 years 13 11.20 

>3.1-4 years 3 2.60 

>4.1-5 years 28 24.10 

M = 3.45, SD = 4.41, Min = 0.08, Max = 30 (years)   
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Table 1 (cont.) 

 

Characteristics  Amount Percentage 

Other Co-morbidities   

Yes 30 25.86 

No 86 74.14 

 

 From Table 1, the results showed that the majority of participants were 103 

males (88.80 percent) with an average age of 42.02 years (SD = 12.691),  mostly of 

the participant were married for 47 persons (40.50 percent),  single for 46 persons 

(39.70 percent), graduated from elementary school level for 53 persons (45.69 

percent), average income was 5893.10 Thai Baht (SD = 7805.30), 41 persons were 

unemployed (35.30 percent), agriculturist for 40 persons (34.50 percent),resided with 

relatives for 79  persons (68.10 percent), resided with their spouses for 37 persons 

(31.90 percent), and all most for participants were Buddhist for 115 persons (99.14 

percent). The average period of diagnosis of Alcohol Dependence was 4.72 years (SD 

= 5.49), and the longest period was 37 years. The average duration of treatment time 

since 1st diagnosis with alcohol dependence was 3.45 years (SD = 4.41). Mostly of 

participants didn’t have any other co-morbidities disease for 86 persons (74.14 

percent).  
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Part 2: Demographic characteristics of the family caregivers 

Demographic characteristics of the family caregivers included gender, age, 

marital status, educational level, monthly income, occupation, living status, religion, 

family relationships, number of family members, duration of daily care provided to the 

patients, previous length of care for the patient, and presence of any  medical  diseases 

were presented in Table 2. 

 

Table 2  Characteristics of the family caregivers (n = 116) 

 

Characteristics  Number Percentage 

Gender   

Males 41 35.34 

Females 75 64.66 

Age   

Less than 20 years 2 1.70 

20-29 years  6 5.20 

30-39 years  14 12.10 

40-49 years  31 26.70 

50-59 years  33 28.40 

60 years and older 30 25.90 

M = 49.37, SD = 12.150, Min = 18, Max = 74   

Marital Status   

Single 19 16.38 

Married 87 75.00 

Divorced 8 6.90 

Separated 2 1.72 

Educational Level   

Illiterate  5 4.31 

Primary School 59 50.86 

Secondary School 29 25.00 

Vocational Certificate/High Vocational Certificate 15 12.93 

Bachelor's degree 8 6.90 
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Table 2 (cont.) 

 

Characteristics  Amount Percentage 

Monthly Income   

Less than 5,000 baht 57 49.14 

5,001-10,000 baht 23 19.83 

More than 10,000 baht 36 31.03 

M = 10,663.79, SD = 11031.55, Min = 0, Max = 50,000 (Bath)   

Occupation   

Unemployed 4 3.40 

General Merchandiser 14 12.10 

Government service/state enterprise employee 12 10.34 

Employee/company employee 21 18.10 

Agriculturist 65 56.06 

Living Status (Apart from the patient)   

Living with spouse   46 39.66 

Living with relatives 70 60.34 

Religion   

Buddhism 115 99.14 

Christianity 1 0.86 

Relationship with the patient   

Father/Mother 36 31.03 

Elder Brother/Sister 25 21.55 

Younger Brother/Sister 10 8.62 

Son/Daughter 5 4.30 

Relatives 14 12.10 

Husband/Wife 26 22.40 
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Table 2 (cont.) 

 

Characteristics  Amount Percentage 

Number of Family Members   

1 member 8 6.90 

2 members 21 18.10 

3 members 44 37.94 

4 members 21 18.10 

5 members 12 10.34 

More than 5 members 10 8.62 

Duration of daily care for the patient   

1-4 hrs. 14 12.07 

5-8 hrs. 68 58.62 

9-12 hrs. 11 9.48 

Longer than 12 hrs. 23 19.83 

M = 10.09, SD = 7.27 , Min = 1   

Duration of taking role as a family caregiver   

Less than 1 year 8 6.90 

>1-2 years 16 13.80 

>2.1-3 years 23 19.80 

>3.1-4 years 18 15.50 

>4.1-5 years 19 16.40 

More than 5 years 32 27.60 

M = 4.90, SD = 5.16, Min = 0.08 , Max = 30 (years)   

Having Medical Disease   

Yes 25 21.55 

No 91 78.45 

 

 From Table 2, it was found that the family caregivers of persons with 

alcohol dependence were 41 males (35.34 percent), and 75 females (64.66 percent). 

The mean of their age was 49.37 years old (SD = 12.150). Most of the family 

caregivers were married: 87 persons (75.00 percent). Most of them graduated from 
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primary school level, accounting for 59 persons (50.86 percent). Additionally, the 

family caregivers earned an average income of 10663.79 baht (SD = 11031.55) 

monthly: the lowest earning was 0 baht, and the highest salary was 50,000 baht. 65 

family caregivers were reported to be agriculturalists (56.06 percent). As for the living 

conditions, 70 family caregivers (60.34 percent) lived with their relatives ; lived with 

spouse for 46 persons (39.66 percent). Most of them were Buddhists with 115 persons  

(99.14 percent). Furthermore, the majority of the family caregivers had the 

relationship with the patient as parents accounting for 36 persons (31.03 percent) 

while another 26 persons (22.40 percent) was as husband/wife. It was found that most 

of them had 3 family members with a total of 44 persons (37.94 percent). The mean 

duration which they spent taking care of the patients was 10.09 hours (SD = 7.27). 

There were 23 family caregivers (19.80 percent) who had past experience in taking 

care of the patient for 2-3 years whereas the mean of caregiving years was 4.9 (SD = 

5.16). Lastly, 25 persons (21.55 percent) of the family caregivers was shown to have 

medical disease as diagnosed by physicians while another 91 persons (78.45 percent ) 

was reported to have none. 

 

Part 3:  Happiness of the family caregivers 

 The results of the analysis of family caregiver’s happiness using means, 

standard deviation, score range of the levels of happiness among the family caregivers 

were presented  in Table 3.  

 

Table 3  Means and Standard Deviations (SD), score ranges, and levels of happiness 

among the family caregivers (n = 116) 

 

Variables n(%) Mean SD 
Range 

Levels 
Possible Actual 

Happiness (overall) 116 (100) 2.47 0.46 1-6 1.24-3.48     Low 

Happiness (classified 

by levels) 

      

- High - - - 4.35-6.00 -  

- Moderate 37 (31.90) 3.03 0.21 2.68-4.34 2.69-3.48  

- Low 79 (68.10) 2.21 0.26 1.00-2.67 1.24-2.62  
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 From Table 3, it was found that 116 family caregivers who took care of 

persons with alcohol dependence had a mean happiness score of 2.47 (SD = 0.46), 

which was considered a low. In classifying by levels, it was found that 68.10 percent, 

which was the majority of the entire sample, had low level of happiness; and another 

31.90 percent had moderate happiness. The details of the analysis of the sample’s 

happiness in each item were shown in Table 4 as follows: 

 

Table 4  Means and Standard Deviation (SD) of happiness questionnaires in each item 

(n = 116) 

 

Happiness Mean SD Level 

1. You are satisfied with yourself. 15 3.96 1.13 Moderate 

2. You care about the people around you. 4 4.29 0.94 Moderate 

3. You feel that life is a precious gift. 9 4.20 1.07 Moderate 

4. You are friendly to almost everyone you know. 1 4.47 1.06 High 

5. You wake up feeling refreshed. 22 3.41 1.02 Moderate 

6. You don't think the future is beautiful. 21 3.51 1.21 Moderate 

7. You find your surroundings enjoyable. 9 4.20 1.07 Moderate 

8. You are often asked and invited to attend events. 7 4.23 0.99 Moderate 

9. You think life is the best. 3 4.35 1.03 High 

10. You think the world is wonderful. 18 3.71 1.13 Moderate 

11. You are easy to laugh. 2 4.42 1.15 High 

12. You are quite satisfied with everything in your life. 13 4.06 1.08 Moderate 

13. You find yourself interesting. 19 3.67 1.15 Moderate 

14. Often time, there is no difference between what you 

want to do and what you have done. 24 

3.09 0.94 Moderate 

15. You are very happy. 14 4.03 1.06 Moderate 

16. You see beauty in the things around you. 13 4.06 0.95 Moderate 

17. You always make others happy. 4 4.29 1.03 Moderate 

18. You feel in harmony with what you want to be. 11 4.12 0.97 Moderate 

19. You feel that you can control the things in your life. 23 3.24 1.15 Moderate 

20. You feel that you can deal with things in life. 12 4.07 1.08 Moderate 
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Table 4  (cont.) 

 

Happiness Mean SD Level 

21. You feel fully enthusiastic with everything. 6 4.24 1.00 Moderate 

22. You always have fun and joyful experiences. 5 4.27 0.94 Moderate 

23. You find it easy to make a decision. 25 2.97 0.90 Moderate 

24. You are certain about the meaning and purpose of 

life. 22 

3.41 1.11 Moderate 

25. You feel energetic to do things. 8 4.22 0.88 Moderate 

26. You can turn bad situations to good ones. 10 4.19 0.94 Moderate 

27. You have fun with the people around you. 20 3.59 1.20 Moderate 

28. You feel like you are a strong person. 16 3.84 1.21 Moderate 

29. You have good memories of the past. 17 3.72 1.21 Moderate 

 

Note:  The number at the end of each question was the rank of the mean scores 

ordered from highest  to lowest  (1-29). 

 

 According to Table 4, the happiness was presented by items: 3 of which were 

in high level; and 26 of which were in moderate level. The items with the highest 

mean was “You are friendly to almost everyone you know.1” (M = 4.47, SD = 1.06), 

followed by “You are easy to laugh. 2”  (M = 4.42, SD = 1.15), and “You think life is 

the best. 3” (M = 4.35, SD = 1.03). Meanwhile, the items with the lowest mean 

included “You find it easy to make a decision. 25” (M = 2.97, SD = 0.90), “Often time, 

there is no difference between what you want to do and what you have done. 24”  

(M = 3.09, SD = 0.94), and “You feel that you can control the things in your life. 23” 

(M = 3.24, SD = 1.15).   
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Part 4: Factors related to happiness 

 The results of the variable analysis consisted of 5 factors, namely the 

perceived health status ; optimism; health literacy; family relationships; and social 

support. These were shown in Table 5 as follows: 

 

Table 5  Mean, Standard Deviation (SD), and the range of studied variables (n = 116) 

 

Variables Mean Median SD 
Range 

Possible Actual 

Perceived Health 

Status  

25.62 26.00 3.96 8-40 14-35 

Optimism 22.21 22.00 5.68 0-32 9-32 

Health Literacy 31.73 31.00 9.92 0-60 8-60 

Family Relationships 57.16 52.00 10.73 16-80 34-80 

Social Support 77.22 76.00 14.99 15-105 44-105 

 

 From Table 5, the results of the analysis of the overall scores classified by 

each factor showed as follows: the family caregiver’s perceived health status was 

25.62 (SD = 3.96), optimism was 22.21 (SD = 5.68), health literacy was 31.73  

(SD = 9.92), family relationships were 57.16 (SD = 10.73), social support was 77.22 

(SD = 14.99), and happiness was 77.23 (SD = 11.99). 

 

Part 5: Correlation of the studied variables 

 The correlation test of the variables used in the study consisted of  

1) perceived health status, 2) optimism, 3) health literacy, 4) family relationships,  

5) social support, and 6) happiness. The test used Pearson Product Moment 

Correlation as shown in Table 6 as follows: 
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Table 6  Pearson Correlations between studied variables (n = 116) 

 

Variables 1 2 3 4 5 6 

1. Perceived health 

status  

1.000      

2. Optimism 0.100 1.000     

3. Health literacy 0.076 0.374** 1.000    

4. Family relationships 0.052 0.368** 0.278** 1.000   

5. Social support 0.194 0.581** 0.385** 0.553** 1.000  

6. Happiness 0.054 0.683** 0.464** 0.501** 0.745** 1.000 

 

Note: ** p < 0.01 

 

 From Table 6, the correlation analysis of the variables used in the study 

showed that all of the variables examined  are not  highly correlated greater than .80 

with reflected multicollinearity.  Based on the correlation results,  the factors 

significantly associated with happiness ordered from highest through lowest were 

social support with positive correlation and statistical significance at the .01 level  

(r = 0.745), followed by optimism with positive correlation and statistical significance 

at the .01 (r = 0.683), family relationships with positive correlation and statistical 

significance at the .01 level (r = 0.501), and health literacy with positive correlation 

and statistical significance at the .01 (r = 0.464). However, the results showed that the 

perceived health status was positively correlated with no statistical significance  

(r = 0.054, p>.05).  

 

Part 6: Factors influencing happiness 

 Through the use of multiple regression analysis (Enter method), the 

preliminary assumption testing was conducted first, it was found that it complied with 

the assumption in using multiple regression statistics as follows: 

 1. The independent variables and the dependent variable consisted of an 

Interval or Ratio measure. There were 5 variables used in this study which included  

1) perceived health status, 2) optimism, 3) health literacy, 4) family relationships and 
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5) social support. All variables were evaluated using questionnaires, and the results 

were interpreted by combining the total scores of the questionnaires. If the score was 

high, it would mean that the variable value was also high. Most variables were 

measured with Interval or Ratio measurement. 

 2. The sample was obtained by random sampling. The sample used in this 

study was obtained from simple random sampling to represent the entire population. 

 3.The data was testes fulfil the assumption of multiple regression which 

includes absences of outliers, normality of variables, linearity, homoscedasiticity, no 

auto correlation, and no multi-collinearity.    The independent and dependent variables 

were distributed in a normal curve (Normality). Each variable was then plotted in a 

histogram. The distribution characteristics of the data were in the shape of an inverted 

bell in which its shape of symmetrical with indicated normal distribution. 

 4. Independent variables and dependent variables had a linear relationship 

which could be tested by using a scatter plot graph plotted between the *ZPRED 

value (the predicted value obtained from the equation converted to Z-score) and the 

*ZRESID value (the error Z-score value, or the difference between the estimated 

values obtained from the real regression equation). It was found that the scatter plot 

graph was linear paralleling the horizontal axis. This showed that the variable had a 

linear relationship. 

 5. The variance of the tolerance was unified (Homosedasticity). The 

distribution of the variance of the dependent variables had to be constant for all values 

of the independent variables. Considering the graph, the scatter plot was presented in 

parallel lines; therefore, the variance of the tolerance was unified. 

 6. The tolerances of the predictor variable and the criterion variable were 

independent (no Autocorrelation). They were tested by using Durbin-watson, equal to 

1.739, which indicated that Autocorrelation did not occur because the value was close 

to 2, or between 1.5-2.5. When compared to the value scope table Durbin-watson, the 

obtained values were found in the non-correlated range, which meant that the 

tolerances of the two variables were independent of each other (Garson, 2012). 

 7. No multivariate outliers were tested by using the scatter plot graph 

between Y-values (the predicted variable from the regression equation) and the 

predicted tolerances value (or graph plotted between the two standard values). It was 
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found that the variance of the tolerances in predicting the predictor variables spread 

around the zero value.  

 8. All independent variables were independent (without multicollinearity) by 

considering the tolerances values approaching zero while the VIF values did not 

exceed 10. In this study, the tolerance values of all 5 variables were .96, .63, .81, .68, 

and .50. The VIF (Variance Inflation Factor) values for the five variables were 1.04, 

1.58, 1.23, 1.46, and 2.00, indicating that they were all independent. According to the 

test of the correlation between variables with Pearson's correlation analysis, it was 

found that all variables were correlated at -.054, .683, .464, .501, and .745. All of 

these did not exceed .85; therefore, it was in accordance with the preliminary 

agreement. 

 The Enter multiple regression analysis was applied to determine the 

influence of happiness predictors. There were 5 variables used in the analysis:  

1) perceived health status, 2) optimism, 3) health literacy, 4) family relationships, and 

5) social support. 

 

Table 7  The influence of factors affecting happiness (n = 116) 

 

Variables b SE Standardized 

Beta () 

t p-value 

Constant 3.18 6.915  .460 .647 

Perceived health status  .286 .185 .085 1.546 .125 

Optimism .788 .158 .337 4.976     .000** 

Health literacy .189 .080 .142 2.365   .020* 

Family relationships .106 .081 .086 1.313 .192 

Social support .410 .061 .464 7.106     .000** 

 

Note: R = .824, R2 = 0.680, Adjust R2 = .665, F = 46.690, p < 0.001 

*p <.05, **p <.01  
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 Regarding Table 7, the results of the multiple regression analysis  using 

enter method revealed that social support, optimism, and health literacy factors served 

as significant predictors of  the caregiver’s happiness . All these 5 variables could 

together explained 66.5 percent for the  variance of happiness (F = 46.690, p < 0.001). 

The significant predictors ordered from highest through lowest were : Social support  

( = .464, p < 0.001), optimism ( = .337, p < 0.001), and health literacy ( = .142,  

p < 0.01). Whereas, the perceived health status (  = .085, p > 0.05), and the family 

relationship (  = .086, p > .05) did not have significant effects on happiness among  

these caregivers. 

 

 

  



 

 

CHAPTER 5 

DISCUSSION  

 

 This chapter presents the summary and discussion of the study findings. 

Implications of the study findings, limitations, and recommendations for future 

research  are addressed. 

 

Summary of the results 

  The objectives of this study were to examine happiness and its predicting 

factors including perceived health status, optimism, health literacy, family 

relationships, and social support among family caregivers of persons with alcohol 

dependence. The sample included 116 caregivers of persons with alcohol dependence 

who came for follow-up at the Outpatient Department the  particular Psychiatric 

Hospital located in the Northeastern region of Thailand.  

 For the family caregivers, the results showed that the majority of the family 

caregivers were females (64.66 percent) with an average age of  49.37 years  

(SD = 12.15), Buddhist (99.14 percent), married (75.00 percent), about half have 

elementary school education (50.86 percent), average income was 10,663.79 Thai 

Baht (SD = 11031.55), worked as agriculturist (56.06 percent), resided with relatives 

(60.34), resided with their spouses (39.66 percent), related to the patients as parents 

(31.03 percent) and spouses (22.41 percent). The average time for taking care of the 

patients was 10.09 hours per day (SD = 7.27). Average duration time for taking care 

of persons with alcohol dependence  was 4.9 years (SD = 5.16). 

 For persons with alcohol dependence, the results showed that the majority of 

participants were males (88.80 percent) with an average age of 42.02 years  

(SD = 12.691),  married (40.50 percent), single (39.70 percent), graduated from 

elementary school level (45.69 percent), average income was 5893.10 Thai Baht  

(SD = 7805.30),  41 persons were unemployed (35.30 percent), agriculturist  

(34.50 percent), resided with their spouses (31.90 percent), resided with relatives 

(68.10 percent), and Buddhist (99.14 percent). The average period of diagnosis of 

Alcohol Dependence was 4.72 years (SD = 5.49), and the longest period was 37 years.  
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 For happiness, among the 116 family caregivers of  persons  with alcohol 

dependence, the results showed that the average score of happiness  was 2.47  

(SD = 0.46) which was classified as a low level of happiness. Among these family 

caregivers 68.10 percent of them had happiness in a low level ( Mean =2.21,   

SD = 0.26), and 31.90 percent (Mean=3.03, SD = 0.21) was in a moderate level. 

 For predicting factors of happiness, 5 factors were examined: 1) perceived 

health status, 2) optimism, 3) health literacy, 4) family relationships, and 5) Social 

support. These factors could together explained variance of happiness for 66.5 percent 

(Adjust R2 = .665 , F = 46.690 , p < .001). The significant predictors ordered from 

highest through lowest were presented as follows: social support ( = .464,  p < .001) 

, optimism ( = .337, p < .001), and health literacy (  = .142, p < 0.01). Whereas,  

perceived health status (  = .085, p > 0.05), and the family relationship (  = .086,  

p > .05)  did not significantly predict  happiness among these family caregivers. 

 

Discussion 

 This study found that the mean score of happiness was 2.47 (SD = 0.46), 

which was classified  as  a low level of happiness. The possible explanation for the  low 

level of happiness among these family caregivers might due to natures of care 

recipients, persons with alcohol dependence in particular. The persons with alcohol 

dependence  usually had  irritability, aggression, and stubbornness which  make the 

family caregivers have difficulty in dealing with them. In addition, some of the persons 

with alcohol dependence still unable to stop alcohol drinking  which put their health 

and safety at risk. Furthermore, they might have problems about  their works, 

interactions with others etc. Concerning of patients’ health, financial burden and even 

the health condition of the family caregivers themselves could make these family 

caregivers felt overwhelm or perceived burden  and these results in the low level of 

happiness found in this study. In addition based on the general characteristics of the 

family caregivers,  the results showed that about 80 percent were taking role as a family 

caregivers less than 5 years period and their care recipients were in the early stage of 

alcohol rehabilitation, so the family caregivers need to maintain their own role as well 
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as family caregivers role , so they still in a period of transition and adaptation,. So, these 

would also be possible reason for the low level of happiness found in this study.  

 From the results of this study showed that the average times that the family 

caregivers spent for providing care for the patients was more than 10 hours a days .  

This would possibly cause the family caregivers perceive more burden and lead to the 

unhappy feelings that the family caregivers might encounter. Consistently with the 

study conducted by  Kadam et al. (2020),  78.75% of  the primary family caregivers 

had  moderate to high levels of burden.  There was a positive association between 

family caregiver burden and the quantity of alcohol consumption, monthly alcohol 

expenditure, and years of marriage. In the study conducted by Vadher et al. (2020) 

showed that the family caregivers of patients with alcohol use disorder (AUD) are 

likely to experience significant burden of care. They usually had repeated quarrels and 

they were verbally and physically abused by the persons with AUD. By taking role as 

a caregiver, made them have less connection  with other family members and society. 

These  significantly impact the family caregivers’ physical and mental health. In the 

study conducted by Ramanujam Vaishnavi et al (2017), which found that 104 patients 

(52%)  reported mild dependence, 62 patients (31%) experienced moderate 

dependence, and 30 patients (15%) had severe dependence.  Moreover, the family 

caregivers may experience significant burden in various domains due to problems 

with the alcohol addiction of their spouses. Some family caregivers were the patients’ 

spouses who were relied on the patients for various reasons like finance and child-

rearing.  

  In addition, due to  the societal views in not supporting for  the separation 

from the husbands during their suffering from alcoholism, these would  cause them 

more reluctant to leave the persons with alcohol dependence. Hence most of them 

decided to live with the patients even though they experienced significant burden. 

Patient’s  with high dependence  was positively correlated with their family 

caregivers’ burden at the correlation coefficient value of 0.67 (Lennox, Scott-Lennox, 

& Holder, 1992).  This was consistent with  the study of  Swaroopachary et al (2018),  

which found that the family caregiver burden was reported more in the family 

caregivers who had their care recipients had severe alcohol dependence.  In addition 

the burden is more experienced by the family caregivers who are unemployed than the 
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employed group. This is an obvious fact as unemployment precedes the poverty and 

impoverishment which inevitably is a cause for burden. A study of Das, Chaitra, 

Ravikumar and Janakiraman (2020) found that the majority of patients, 46.53% were 

moderately dependence, 60.40% of the family caregivers faced moderate burden and 

56.44% of them showed lower resilience. Correlation between family caregiver 

burden and severity of dependence showed that the majority -45.90% faced a 

moderate burden with severe dependence. Burden as perceived by the family 

caregivers would be a significant factor contributed to low level of happiness. 

  In consideration of the characteristics of the persons with alcohol 

dependence, the sample  were in the occupations of labor and agriculture. These two 

careers were in the group who had less education and earned less incomes and 

endured hard works. People in this group tended to have drinking behaviors due to 

daily stress accumulated with family and social problems, emotional deficiency, low 

wage earning. These were exacerbated  during the corona virus pandemic  starting in 

2018.   

 From multiple regression analysis, the predictors  examined could together 

explained variance of happiness for 66.5 percent (Adjust R2 = .665 , F = 46.690 ,  

p < .001). The strongest significant predictors presented in order were: social support 

( = .464,  p < .001) , optimism ( = .337, p < .001), and health literacy (  = .142,  

p < 0.01).  

 Social support served as strongest significant predictor of happiness among 

the family caregivers of alcohol dependence ( = .464,  p < 0.001). This is in line with 

previous studies which  showed that social support helped family caregivers reduce 

stress  by: 1) assuring family caregivers that support is available in times of stress; 

and 2) providing family caregivers with adequate support when required. The results 

are consistent with the findings of studies that confirmed the predictive power of 

social support on happiness (Lu, 1997) and the study of Keykhosravi, Rezaei, and  

Khalouei (2015) which showed a significant and positive relationships between the 

dimensions of social support (informational, appraisal, etc.) and happiness; that is, 

individuals with more social support had higher levels of happiness. Social support 

could increase self-confidence, self-disclosure, and self- esteem in an individual, 

thereby helping him/her achieve goals, satisfaction with life, and, consequently 
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happiness. Furthermore, having positive effects on human life and consequently on 

human happiness. Social support not only promotes health but also diminishes 

psychological distress such as depression and anxiety (Rashedi, Gharib, Rezaei, & 

Yazdani, 2013). In the recent study by Brajša-Žganec et al. (2018), it showed that 

social support helped the persons enhance satisfaction and positive wellbeing, which 

did not only affect a current mood, but also a longer life expectancy. The research by 

Moeini et al. (2018) conducted with the senior group in Iran  with 411 elderly 

persons, the  study results showed that the highest type of factor enhancing happiness 

was social support. The regression result of social support being a source of happiness 

was r = .27, p < 0.01 with optimism as a mediator as a consequent correlation of .46, p < 

0.01 (Lara et al., 2020). This consequently influenced happiness, especially in the 

context of family caregivers of persons with alcohol dependence. 

Optimism served as second strongest predictor of happiness among family 

caregivers of alcohol dependence  ( = .337, p < 0.001). Consistent with prior 

research conducted by Peterson (2000), which found that optimism was associated 

with happiness. Previous studies have found that optimism is correlated with better 

physical well-being compared to pessimism. In contrast with optimism, pessimism is 

correlated with excessive somatic complaints (Martínez-Correa, Reyes del Paso, 

García-León, and González-Jareño, 2006). High optimistic individuals are considered 

to have better moods, to be stable, and also to be in better physical health and these 

would make them reported higher happiness. This was consistent with the study of  

Detchaiyot, Vatanasin, and Hengudomsub (2020) which found that optimism had a 

moderate positive influence on mental well-being (𝛽 = .196, p < .01).  

 Optimism had a moderate positive correlation with the mental well-being of 

the elderly in Wang Nam Khiao District, Nakhon Ratchasima Province (r = .20,  

p < .000). The study found that family caregivers who experienced and understood 

stressful events were able to pass through those situations with self-control, confident 

health adjustments, and optimism. This result was positively correlated with the 

mental well-being of the elderly (Mahitthanuparp, 2018). This was consistent with 

Seligman's concept of optimism that failures or bad situations happened temporarily. 

Anyone who encountered bad situations would view it as a challenge and as a way to 

improve life quality (Boden, 2014). Thus, optimism describe a role as an intrinsic 
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factor, optimism allowed people to cope well with various situations in life influenced 

the happiness among the family caregivers for persons with alcohol dependence. 

 Health literacy served as a third strongest significant predictor of happiness 

among family caregivers of alcohol dependence ( = .142, p < 0.01). According to the 

the European Health Literacy Consortium, health literacy is linked to literacy and 

entails people’s knowledge, motivation and competencies to access, understand, 

appraise, and apply health information in order to make judgments and take decisions 

in everyday life concerning healthcare, disease prevention and health promotion to 

maintain or improve quality of life during the life course (Sorensen et al., 2012). 

Health literacy could help prevent health problems, protect individual health, and 

better manage health problems when they arise. Since minds and bodies are 

constantly interacting so by having good health literacy, this would  help the family 

caregivers have good management towards their health and make them have more 

happiness compared to those with poor health literacy.  Health literacy has been 

identified as an important health construct with an impact on individual and 

population health .  Health literacy includes the capacity to make better health 

decisions and was shown to be associated with higher sense of purpose in life and life 

satisfaction and also happiness in this study. Based on the association of health 

literacy with an increased sense of purpose in life and life satisfaction, increasing 

health literacy might causally prevent diseases and decrease mortality through 

purpose in life (Erik Angner et al., 2010).  The previous study showed that the persons  

with sufficient health literacy reported better quality of life and positively corelated  

with happiness with statistical significance. (r = 0.261, p<.01) (Erik Angner et al., 

2010). All mentioned thus far, emphasized the role of health literacy which 

contributed to happiness among the persons with alcohol dependence. 

 In this study, perceived health status of family caregivers and family 

relationship did not significantly predicted happiness. The possible reasons might be 

that there are less variation of response in terms of perceived health status and family 

relationships. In this study, the majority of the family caregivers reported good health 

status since the majority of them are in the adult age group with the average age of 

49.37 years and reported no underlying medical disease. Furthermore, the assessment 

of perceived health status examined in this study did not clearly distinguish the 
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physical and psychological aspects. According to  Nidhi and Basavareddy (2020), 

physical well-being was not affected to the great extent among most family 

caregivers, but they expressed that most of the psychological components such as 

concentration, remembering, affliction, anguish over diagnosis, treatment, and general 

psychological health. Given the good perceived health status, among the sample, and 

less variation found, these would make perceived health status did not have 

significant effect on happiness among these family caregivers.  

 These also applied to family relationship factor which was not significantly 

predicted happiness. Given that the majority of the family caregivers reported good 

family relationship. These family caregivers resided in the provincial area that had 

extended not a nuclear family in which the family members living together. The 

results obtained from this study was also consistent with the results in the study 

conducted by Suthisukon, Chompikul, and Thamma-Aphiphol (2017). Their study 

results showed the majority of family in their study (46.2%) were a family group that 

consists only of parents and children around 4 persons per family (nuclear families) 

(Suthisukon et al. (2017). With less variation of the sample in terms of perceived 

family relationship, these might contribute to non significant effect of family 

relationship on happiness.  

 

Implications of the study findings  

 The results from this study contribute to nursing education; nursing practice, 

nursing education and nursing research as follows.  

 1. Nursing education: The results of this study help generate baseline 

information regarding happiness and its predicting factors among the family 

caregivers of persons with alcohol dependence. The results obtained from this study 

would be useful for nurses to be acknowledged and aware of the situation of the 

persons with alcohol dependence and their psychological  well-being-happiness in 

particular. 

 2. Nursing practice: The results obtained from this study help pave the way 

to develop an effective intervention for happiness enhancement among these family 

givers by taking into account its significant predictors. This would, in turn, help 
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promote the quality of care provided by the family caregivers and also help promote 

the quality of life in both the patients and the family caregivers. 

  3. Nursing research: Nurses could apply the study findings to further 

conducting research on nursing intervention  that help promote  happiness among the 

family caregivers of alcohol dependence.  

 

Limitations in this study 

 This study had some certain limitations. Firstly, the sample was drawn from 

one setting of one Psychiatric Hospital located in  the Northeastern part of Thailand. 

Thus, generalizability to other setting and cultures in different regions may be limited.  

Secondly, the cross sectional design applied in this study, while it could provide a 

quick look at the association which existing variables at a particular point. However, 

this type of study cannot demonstrate cause and effect.  

 

Recommendation for future research 

 Based on this study findings, recommendations for further research are 

recommend as follows: 

 1. Further conduct of the studies to develop and test nursing interventions 

aimed at enhancing happiness among the family caregivers of alcohol dependence by 

encouraging the family caregivers to seek and get  more sources of social support and 

enhance optimism as well as their health literacy are all  recommended.  

 2. Conducting qualitative research to gain more in-depth understanding   

regarding risk and protective factors of   happiness is recommended.  

 3.  Conducting a longitudinal design for further understanding and observe its 

change overtime is also recommended. 
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แบบสอบถาม 
เร่ือง ปัจจัยท่ีส่งผลต่อความสุขของญาติผู้ดูแลผู้ท่ีติดสุรา 

 
ค าชี้แจง :  แบบสอบถามเร่ือง ปัจจยัท่ีส่งผลต่อความสุขของญาติผูดู้แลผูท่ี้ติดสุรา ประกอบดว้ย
แบบสอบถามทั้งหมด 8 ตอน ดั้งน้ี 

ตอนท่ี 1 แบบสอบถามขอ้มูลส่วนบุคคลของผูท่ี้ติดสุรา 
ตอนท่ี 2 แบบสอบถามขอ้มูลส่วนบุคคลของญาติผูดู้แล 
ตอนท่ี 3 แบบวดัการรับรู้ภาวะสุขภาพของญาติผูดู้แล 
ตอนท่ี 4 แบบวดัการมองโลกในแง่ดี 
ตอนท่ี 5 แบบวดัความรอบรู้ดา้นสุขภาพ 
ตอนท่ี 6 แบบวดัสัมพนัธภาพในครอบครัว 
ตอนท่ี 7 แบบวดัการสนบัสนุนของสังคม 
ตอนท่ี 8 แบบวดัความสุขในชีวิต 
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ส่วนท่ี 1. แบบสอบถามข้อมูลส่วนบุคคลของผู้ท่ีติดสุรา 
ค าชี้แจง: โปรดท าเคร่ืองหมาย ลงใน ( ) หรือเติมขอ้ความช่องวา่งใหส้มบูรณ์ตามความเป็นจริง
ใหค้รบทุกขอ้ 
1. เพศ  ( ) ชาย ( ) หญิง 
2. อาย…ุ………………ปี 
3. สถานภาพสมรส 
 ( ) โสด  ( ) สมรส ( ) หยา่ร้าง 
 ( ) แยกกนัอยู่ ( ) อ่ืน ๆ ระบุ……………………………… 
4. ระดบัการศึกษา 
 ( ) ไม่ไดเ้รียน  ( ) ประถมศึกษา  ( ) มธัยมศึกษา 
 ( ) ปวช. หรือ ปวส. ( ) ปริญญาตรี 
 ( ) อ่ืน ๆ 
ระบุ……………...………………………………………………………………………… 
5. รายไดต้่อเดือน ระบุ……………………........ บาท  
6. อาชีพ 
 ( ) ไม่ไดป้ระกอบอาชีพ   ( ) คา้ขายทัว่ไป  
 ( ) รับราชการ/ พนกังานรัฐวิสาหกิจ ( ) ลูกจา้ง/ พนกังานบริษทั 
 ( ) อ่ืน ๆ ระบุ……….……………………………………………………… 
7. สถานภาพการอยูอ่าศยั  
 ( ) อยูก่บัญาติ ( ) อยูก่บัคู่สมรส ( ) อยูก่บัครอบครัว บุตร หลาน 
 ( ) อ่ืน ๆ ระบุ……………...……………………....... 
8. ศาสนา  
 ( ) พุทธ ( ) คริสต ์ ( ) อิสลาม      
 ( ) อ่ืน ๆ ระบุ……………...………………………………………………… 
9. ท่านไดรั้บจากแพทยว์า่วินิจฉยัภาวะติดสุรา ตั้งแต่เม่ือ..................... เดือน..............ปี 
10. ท่านไดรั้บการบ าบดัเม่ือ........................ เดือน..............ปี 
11. ท่านมีโรคอ่ืนท่ีวินิจฉยัโดยแพทย ์หรือไม่ 
 ( ) มีระบุ……………...…………………………………………………........ 
 ( ) ไม่มี 
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ส่วนท่ี 2 แบบสอบถามข้อมูลส่วนบุคคลของญาติผู้ดูแล 
ค าชี้แจง: โปรดท าเคร่ืองหมาย ลงใน ( ) หรือเติมขอ้ความช่องวา่งใหส้มบูรณ์ตามความเป็นจริง
ใหค้รบทุกขอ้ 
1. เพศ  ( ) ชาย ( ) หญิง 
2. อาย…ุ………………ปี 
3. สถานภาพสมรส 
 ( ) โสด  ( ) สมรส ( ) หยา่ร้าง 
 ( ) แยกกนัอยู่ ( ) อ่ืน ๆ ระบุ……………………………… 
4. ระดบัการศึกษา 
 ( ) ไม่ไดเ้รียน ( ) ประถมศึกษา ( ) มธัยมศึกษา 
 ( ) ปวช. หรือ ปวส. ( ) ปริญญาตรี ( ) อ่ืน ๆ ระบุ……………...……………… 
5. รายไดข้องครอบครัวต่อเดือน ระบุ……………………........ บาท  
6. อาชีพ 
 ( ) ไม่ไดป้ระกอบอาชีพ  ( ) คา้ขายทัว่ไป 
 ( ) รับราชการ/ พนกังานรัฐวิสาหกิจ ( ) ลูกจา้ง/ พนกังานบริษทั 
 ( ) อ่ืน ๆ ระบุ……….………………………………………………………... 
7. สถานภาพการอยูอ่าศยั 
 ( ) อยูก่บัคู่สมรส ( ) อยูก่บัครอบครัว บุตร หลาน 
 ( ) อยูก่บัญาติ ( ) อ่ืน ๆ ระบุ……………...………………………… 
8. ศาสนา 
 ( ) พุทธ ( ) คริสต ์ ( ) อิสลาม 
 ( ) อ่ืน ๆ ระบุ……………...………………………………………………… 
9. ท่านมีความสัมพนัธ์กบัผูป่้วยคือ........................ 
10. จ านวนสมาชิกในครอบครัวทั้งหมด (ยกเวน้ผูป่้วย) ....................คน  
11.ระยะเวลาท่ีท่านใชใ้นการดูแลผูป่้วยต่อวนั........................ชัว่โมง/วนั 
12. ท่านใหก้ารดูแลผูป่้วยมานานเท่าใด.................................เดือน..................ปี 
13.ท่านมีโรคประจ าตวั หรือไม่ 
 ( ) มีระบุ……………...……………………………………………………... 
 ( ) ไม่มี 
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ส่วนท่ี 3 แบบวัดการรับรู้ภาวะสุขภาพของญาติผู้ดูแล 
ค าชี้แจง ขอใหท้่านพิจารณา และตอบแบบสอบถามท่ีตรงกบัความรู้สึก หรือความคิดของท่านท่ีมี
ต่อตวัท่านเองเก่ียวกบัชีวิตของท่าน ในดา้นต่าง ๆ วา่อยูใ่นระดบัใด และ พิจารณาวา่ตรงกบัตวัท่าน
มากนอ้ยเพียงใด ไม่มีค  าตอบท่ีถูกหรือผิด โดยผูว้ิจยัจะกรอกขอ้มูลท่ีไดรั้บลงในช่องวา่ง และท า
เคร่ืองหมาย / ในช่องวา่งขอ้ความท่ีเป็นค าตอบ และกรุณาแจง้ค าตอบของท่าน เพื่อให้ผูว้ิจยัได้
กรอกขอ้มูลลงในช่องวา่งในค าถามแต่ละขอ้ท่ีตรงกบัความคิดเห็นของท่านมากท่ีสุด 
 

ข้อค าถาม ไม่เห็น
ด้วยอย่าง

ยิ่ง  
(1) 

ไม่
เห็น
ด้วย 
(2) 

ไม่
แน่ใจ  

 
(3) 

เห็น
ด้วย  

 
(4) 

เห็น
ด้วย

อย่างยิ่ง  
(5) 

1. ในเวลา 6 เดือนท่ีผา่นมา ท่านมีสุขภาพดี  
ไม่เจ็บป่วย 

     

2. ช่วงเวลาน้ีเป็นช่วงชีวิตท่ีคิดวา่มีสุขภาพดีท่ีสุด      
3. ทา่นรู้สึกวา่สุขภาพของท่านไม่ค่อยแขง็แรง
เหมือนเดิม 

     

4. ท่านรู้สึกวา่ตนเองจะติดโรคไดง้่ายกวา่คนอ่ืน ๆ      
5. ท่านรู้สึกวา่ร่างกายของท่านมีภูมิตา้นทานโรค 
ไดดี้ 

     

6. เม่ือสภาพอากาศเปล่ียนแปลงท่านมกัจะ
เจ็บป่วยไดง้่าย 

     

7. ท่านคิดวา่มีส่ิงอ่ืน ๆ ในชีวิตท่านส าคญักวา่
เร่ือง 

     

8. ท่านไม่เคยตรวจสุขภาพประจ าปีเลย เพราะ
ท่านคิดวา่มีสุขภาพดี 
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ส่วนท่ี 4 แบบวัดการมองโลกในแง่ดี 
ค าชี้แจง  โปรดพิจารณาขอ้ความแต่ละขอ้ ซ่ึงบางขอ้ท่านอาจจะเห็นดว้ยหรือไม่เห็นดว้ย โดยใหข้อ
ท่านประเมินระดบัความคิดเห็นต่อขอ้ความดงักล่าว แลว้กาเคร่ืองหมาย  ในช่องท่ีตรงกบัความ
คิดเห็นของท่านมากท่ีสุด ขอ้ความดงักล่าวไม่มีถูกหรือผิด เป็นเพียงการประเมินความคิดเห็นท่ีมีต่อ
สถานการณ์ของตวัท่าน ณ ปัจจุบนัเท่านั้น และกรุณาตอบใหค้รบทุกขอ้ค าถาม 
 

ข้อความ เห็น
ด้วย

อย่างยิ่ง 
(4) 

เห็น
ด้วย 

 
 (3) 

ไม่
แน่ใจ 

 
(2) 

ไม่
เห็น
ด้วย 
(1) 

ไม่เห็น
ด้วยอย่าง

ยิ่ง 
(0) 

1. ในช่วงเวลาท่ีไม่มีความแน่นอน ท่านมกัคาดหวงั
ผลใหผ้ลออกมาดีท่ีสุด 

     

2. ท่านสามารถผอ่นคลายความเครียดไดโ้ดยง่าย      
3. หากจะมีเร่ืองร้าย ๆ เกิดขึ้นกบัท่าน อยา่งไรเสียมนั
ก็ตอ้งเกิดขึ้น  

     

4. ท่านมองอนาคตของตวัเองในแง่ดีเสมอ      
5. ท่านมีความสุขมากเม่ือไดพู้ดคุยกบัเพื่อน ๆ      
6. การท่ีท่านมีงานยุง่อยู่ตลอดเวลาถือวา่เป็นเร่ืองดี      
7. ท่านแทบจะไม่เคยคาดหวงัใหส่ิ้งต่าง ๆ เป็นไป
ตามท่ีใจตอ้งการเลย  

     

8. โดยรวมแลว้ ท่านคาดหวงัวา่ส่ิงดี ๆ จะเกิดขึ้นกบั
ท่านมากกวา่ส่ิงท่ีไม่ดี 
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ส่วนท่ี 5 แบบวัดความรอบรู้ด้านสุขภาพ 
ค าชี้แจง  โปรดพิจารณาขอ้ความแต่ละขอ้ ซ่ึงบางขอ้ท่านอาจจะเห็นดว้ยหรือไม่เห็นดว้ย โดยใหข้อ
ท่านประเมินระดบัความคิดเห็นต่อขอ้ความดงักล่าว แลว้กาเคร่ืองหมาย  ในช่องท่ีตรงกบัความ
คิดเห็นของท่านมากท่ีสุด ขอ้ความดงักล่าวไม่มีถูกหรือผิด เป็นเพียงการประเมินความคิดเห็นท่ีมีต่อ
สถานการณ์ของตวัท่าน ณ ปัจจุบนัเท่านั้น และกรุณาตอบใหค้รบทุกขอ้ค าถาม 
 

ข้อค าถาม 
ทุก
คร้ัง 
(4) 

บ่อย 
คร้ัง 
(3) 

บางคร้ัง 
 

(2) 

นาน 
ๆ คร้ัง  
(1) 

ไม่ได้
ปฏิบัติ 
(0) 

1. เม่ือท่านตอ้งการขอ้มูลสุขภาพเก่ียวกบัการปฏิบติัตน 
ตามหลกั 3อ 2 ส ทา่นสามารถเลือกแหล่งขอ้มูลสุขภาพไดท้นัที 
บ่อยคร้ังแค่ไหน 

     

2. เม่ือท่านตอ้งการขอ้มูลสุขภาพเก่ียวกบัการปฏิบติัตนตาม
หลกั 3อ 2 ส ทา่นสามารถคน้หาจนไดข้อ้มูลท่ีถูกตอ้งทนัสมยั 
บ่อยคร้ังแค่ไหน 

     

3. ท่านมีปัญหาในการคน้หาขอ้มูลสุขภาพเก่ียวกบัการปฏิบติั
ตนตามหลกั 3อ 2 ส จากแหล่งขอ้มูลสุขภาพต่าง ๆ เช่น 
เจา้หนา้ท่ีสาธารณสุข ส่ือส่ิงพิมพ ์หรืออินเตอร์เน็ต บ่อยคร้ัง 
แค่ไหน 

     

4. ท่านมีการตรวจสอบขอ้มูลสุขภาพเก่ียวกบัการปฏิบติัตน
ตามหลกั 3อ 2 ส โดยการสืบคน้มาจากหลายๆแหล่ง บ่อยคร้ัง 
แค่ไหน 

     

5. ท่านมีการตรวจสอบขอ้มูลสุขภาพเก่ียวกบัการปฏิบติัตนตาม
หลกั 3อ 2 ส  จนกวา่ขอ้มูลดงักล่าวจะมีความน่าเช่ือถือ
บ่อยคร้ังแค่ไหน 

     

6. ท่านไดเ้คยอ่านเอกสารแนะน าเร่ืองการปฏิบติัตนตามหลกั  
3อ 2ส แลว้พบวา่ไม่เขา้ใจบ่อยคร้ังแค่ไหน 

     

7. ท่านไดฟั้งค าแนะน าเร่ืองการปฏิบติัตนตามหลกั 3อ 2ส 
จากบุคคลต่าง ๆ แลว้พบวา่ไม่ค่อยเชา้ใจในเน้ือหาบ่อยคร้ังแค่
ไหน 
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ข้อค าถาม 
ทุก
คร้ัง 
(4) 

บ่อย 
คร้ัง 
(3) 

บางคร้ัง 
 

(2) 

นาน 
ๆ คร้ัง  
(1) 

ไม่ได้
ปฏิบัติ 
(0) 

8. ท่านไดเ้คยขอร้องความช่วยเหลือจากบุคคลอ่ืนเพื่อช่วยให้
สามารถอ่านขอ้มูลจากส่ือสุขภาพเร่ือง 3อ2 ส บ่อยแค่ไหน 

     

9. ท่านเคยเล่าเร่ืองเร่ืองการปฏิบติัตนตามหลกัพฤติกรรม 3อ 
2ส ให้กบัคนอ่ืน  ๆเช่น คนในครอบครัว เพื่อนบา้น ไดรั้บฟัง จน
บุคคลดงักล่าวเขา้ใจบ่อยคร้ังแค่ไหน 

     

10. ท่านแสดงออกในการพูด อ่าน เขียนขอ้มูลเก่ียวกบัการ
ปฏิบติัตนตามหลกั 3อ2ส เพื่อใหค้นอ่ืนเขา้ใจบ่อยคร้ังแค่ไหน 

     

11. เม่ือท่านเห็นโฆษณาทางสุขภาพท่ีเก่ียวขอ้งกบัการออก
ก าลงักาย บุหร่ี หรือสุราชนิดใหม่ๆทางโทรทศัน์ และเกิด
ความสนใจ ท่านมีการหาขอ้มูลจากหลายๆแหล่งเพื่อ
ตรวจสอบความถูกตอ้งก่อนตดัสินใจซ้ือ บ่อยคร้ังแค่ไหน 

     

12. เม่ือท่านเห็นโฆษณาในท่ีสาธารณะ หรือจากเวป็ไซดแ์ละ
มีความสนใจสินคา้ดงักล่าว ท่านตั้งใจจะไปหาขอ้มูลเพิ่มเติม
จากแหล่งอ่ืน  ๆเพื่อตรวจสอบความน่าเช่ือถือของสินคา้ก่อน
ตดัสินใจซ้ือ บ่อยคร้ังแค่ไหน 

     

13. ท่านมีการใชเ้หตุผล หรือมีการวิเคราะห์ขอ้ดี ขอ้เสีย เพื่อ
เลือกรับขอ้มูลจากส่ือต่าง ๆ เพื่อใหมี้การปฏิบติัตนถูกตอ้ง
ตามหลกั 3อ2ส บ่อยคร้ังแค่ไหน 

     

14. เม่ือท่านเขา้ร่วมกิจกรรมเก่ียวกบัสุขภาพมีการวิเคราะห์ 
ประเมินเน้ือหาเก่ียวกบั 3อ2ส โดยไม่เช่ือในทนัทีบ่อยคร้ัง 
แค่ไหน 

     

15. ท่านจะพูดคุย วิพากษ ์วิจารณ์เก่ียวกบัแนวทางปฏิบติัตน
เพื่อเสริมสร้างพฤติกรรมสุขภาพตามหลกั 3อ 2 ส โดย
วิเคราะห์เปรียบเทียบขอ้มูลจากส่ือต่าง ๆ บ่อยคร้ังแค่ไหน 
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ส่วนท่ี 6 แบบวัดสัมพนัธภาพในครอบครัว 
ค าชี้แจง  โปรดพิจารณาขอ้ความแต่ละขอ้ ซ่ึงบางขอ้ท่านอาจจะเห็นดว้ยหรือไม่เห็นดว้ย โดยใหข้อ
ท่านประเมินระดบัความคิดเห็นต่อขอ้ความดงักล่าว แลว้กาเคร่ืองหมาย  ในช่องท่ีตรงกบัความ
คิดเห็นของท่านมากท่ีสุด ขอ้ความดงักล่าวไม่มีถูกหรือผิด เป็นเพียงการประเมินความคิดเห็นท่ีมีต่อ
สถานการณ์ของตวัท่าน ณ ปัจจุบนัเท่านั้น และกรุณาตอบใหค้รบทุกขอ้ค าถาม 
 

สภาพความเป็นจริงในครอบครัว ไม่เคย
เลย 
(1) 

น้อยคร้ัง 
 

(2) 

บางคร้ัง 
 

(3) 

บ่อยคร้ัง 
 

(4) 

ตลอดเวลา 
 

(5) 
1.  สมาชิกในครอบครัวของท่านมกั
ช่วยเหลือเก้ือกูลซ่ึงกนัและกนั 

1 2 3 4 5 

2.  เม่ือมีปัญหา ท่านคิดถึงความ
ช่วยเหลือจากบุคคลในครอบครัว
เป็นอนัดบัแรก 

1 2 3 4 5 

3.  สมาชิกในครอบครัวของท่านจะ
ช่วยแบ่งเบาหนา้ท่ีการงานซ่ึงกนั 
และกนั 

1 2 3 4 5 

4.  ครอบครัวของท่านช่วยกนัหา
ขอ้มูลในการดูแลผูป่้วย 

1 2 3 4 5 

5.  สมาชิกในครอบครัวของท่านจะ
มีเวลาวา่งพบปะพูดคุยกนั 

1 2 3 4 5 

6.  สมาชิกในครอบครัวของท่าน
สามารถพูดคุยกนัไดทุ้กเร่ือง 

1 2 3 4 5 

7.  สมาชิกในครอบครัวสามารถท่ีจะ
แสดงความคิดเห็นเก่ียวกบัปัญหาท่ี
เกิดขึ้นในครอบครัวได ้

1 2 3 4 5 

8.  เป็นเร่ืองง่ายท่ีสมาชิกใน
ครอบครัวจะพูดคุยตกลงหรือ
ตดัสินใจร่วมกนัในเร่ืองใดเร่ืองหน่ึง 

1 2 3 4 5 
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สภาพความเป็นจริงในครอบครัว ไม่เคย
เลย 
(1) 

น้อยคร้ัง 
 

(2) 

บางคร้ัง 
 

(3) 

บ่อยคร้ัง 
 

(4) 

ตลอดเวลา 
 

(5) 
9.  สมาชิกในครอบครัวของท่าน
ยอมรับและเขา้ใจในความเจ็บป่วย
ของผูป่้วย 

1 2 3 4 5 

10. เม่ือท่านรู้สึกอารมณ์ไม่ดีจะมี
บุคคลในครอบครัวพยายามท าให้
ท่านอารมณ์ดีขึ้น 

1 2 3 4 5 

11. เป็นการง่ายท่ีจะระงบัความ
ขดัแยง้ท่ีเกิดขึ้นระหวา่งสมาชิกใน
ครอบครัว โดยไม่กระทบกระเทือน
บุคคลใดบุคคลหน่ึง 

1 2 3 4 5 

12. สมาชิกในครอบครัวมกัไม่แสดง
ความโกรธออกมาใหเ้ห็น 

1 2 3 4 5 

13. เม่ือมีเหตุการณ์คบัขนั หรือ
ปัญหาเกิดขึ้นกบับุคคลใดคนหน่ึง
ในครอบครัว สมาชิกทุกคนใน
ครอบครัวจะร่วมมือกนัแกไ้ข 

1 2 3 4 5 

14. สมาชิกในครอบครัวพยายามท่ี
จะท าหรือปฏิบติัส่ิงดี ๆ เพื่อใหทุ้ก
คนพอใจ 

1 2 3 4 5 

15. สมาชิกในครอบครัวจะมี
ความสุขท่ีไดม้าร่วมพบปะกนั 
สังสรรคก์นั 

1 2 3 4 5 

16. ครอบครัวท าใหท้่านรู้สึกวา่ท่าน
มีคนเขา้ใจ ไดรั้บความรัก และการ
ดูแลเอาใจใส่ 

1 2 3 4 5 
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ส่วนท่ี 7 แบบวัดความสนับสนุนของสังคม 
ค าชี้แจง ขอใหท้่านพิจารณา และตอบแบบสอบถามท่ีตรงกบัความรู้สึก หรือความคิดของท่านท่ีมี
ต่อตวัท่านเองเก่ียวกบัชีวิตของท่าน ในดา้นต่าง ๆ วา่อยูใ่นระดบัใด และ พิจารณาวา่ตรงกบัตวัท่าน
มากนอ้ยเพียงใด ไม่มีค  าตอบท่ีถูกหรือผิด โดยผูว้ิจยัจะกรอกขอ้มูลท่ีไดรั้บลงในช่องวา่ง และท า
เคร่ืองหมาย / ในช่องวา่งขอ้ความท่ีเป็นค าตอบ และกรุณาแจง้ค าตอบของท่าน เพื่อให้ผูว้ิจยัได้
กรอกขอ้มูลลงในช่องวา่งในค าถามแต่ละขอ้ท่ีตรงกบัความคิดเห็นของท่านมากท่ีสุด 
 

ข้อความ 

เห
็นด้

วย
อย่
าง
มา
ก 

เห
็นด้

วย
 

ค่อ
นข้

าง
เห
็นด้

วย
 

ไม่
แน่

ใจ
 

ค่อ
นข้

าง
ไม่
เห
็นด้

วย
 

ไม่
เห
็นด้

วย
 

ไม่
เห
็นด้

วย
อย่

าง
มา
ก 

 

(7) (6) (5) (4) (3) (2) (1) 
1. ท่านมีคนใกลชิ้ดท่ีท าใหท้่านรู้สึกปลอดภยั        
2. ท่านรู้สึกวา่ท่านเป็นคนหน่ึงในกลุ่มท่ีมีความส าคญั        
3. คนทัว่ไปบอกวา่ท่านท างานไดดี้ (งาน, งานบา้น)        
4. ท่านไดติ้ดต่อกบัคนท่ีท่านมีความรู้สึกมีคุณค่าอยา่ง
เพียงพอ  

       

5. ท่านไดใ้ชเ้วลาอยูก่บัคนท่ีมีความสนใจตรงกบัท่าน        
6. คนอ่ืน ๆ บอกท่านว่าพวกเขามีความสุขท่ีไดท้ างาน
ร่วมกบัท่าน 

       

7. ท่านมีคนท่ีพร้อมจะใหค้วามช่วยเหลือตลอดเวลาท่ี
ท่านตอ้งการความช่วยเหลือ 

       

8. ท่ามกลางกลุ่มเพื่อนของท่าน ต่างไดช่้วยเหลือซ่ึงกนั
และกนั 

       

9. ท่านมีโอกาสไดส้นบัสนุนผูอ่ื้นใหพ้ฒันาความสนใจ
และทกัษะต่าง ๆ ของเขา 

       

10. ท่านมีญาติหรือเพื่อนท่ีช่วยเหลือท่านถึงแมว้า่ท่าน
จะไม่สามารถตอบแทนเขาได ้
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ข้อความ 

เห
็นด้

วย
อย่
าง
มา
ก 

เห
็นด้

วย
 

ค่อ
นข้

าง
เห
็นด้

วย
 

ไม่
แน่

ใจ
 

ค่อ
นข้

าง
ไม่
เห
็นด้

วย
 

ไม่
เห
็นด้

วย
 

ไม่
เห
็นด้

วย
อย่

าง
มา
ก 

 

(7) (6) (5) (4) (3) (2) (1) 
11. เม่ือท่านไม่สบายใจท่านมีคนท่ีจะอยูเ่ป็นเพื่อนและ
ท าใหท้่านเป็นตวัของตวัเอง 

       

12. ท่านรู้วา่คนอ่ืนช่ืนชมท่านในฐานะบุคคลหน่ึง        
13. มีใครคนหน่ึงท่ีรักและห่วงท่าน        
14. ท่านมีคนท่ีร่วมงานสังคมและงานร่ืนเริงต่าง ๆ ดว้ย        
15. ท่านรู้สึกวา่ท่านเป็นท่ีตอ้งการของคนอ่ืน ๆ        
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ส่วนท่ี 8 แบบวัดความสุขในชีวิต 
ค าชี้แจง ขอใหท้่านพิจารณา และตอบแบบสอบถามท่ีตรงกบัความรู้สึก หรือความคิดของท่านท่ีมี
ต่อตวัท่านเองเก่ียวกบัชีวิตของท่าน ในดา้นต่าง ๆ วา่อยูใ่นระดบัใด และ พิจารณาวา่ตรงกบัตวัท่าน
มากนอ้ยเพียงใด ไม่มีค  าตอบท่ีถูกหรือผิด โดยผูว้ิจยัจะกรอกขอ้มูลท่ีไดรั้บลงในช่องวา่ง และท า
เคร่ืองหมาย / ในช่องวา่งขอ้ความท่ีเป็นค าตอบ และกรุณาแจง้ค าตอบของท่าน เพื่อให้ผูว้ิจยัได้
กรอกขอ้มูลลงในช่องวา่งในค าถามแต่ละขอ้ท่ีตรงกบัความคิดเห็นของท่านมากท่ีสุด 
 

ข้อความ 

เห
็นด้

วย
มา
กท

ี่สุด
 

เห
็นด้

วย
 

ค่อ
นข้

าง
เห
็นด้

วย
 

ค่อ
นข้

าง
ไม่
เห
็นด้

วย
 

ไม่
เห
็นด้

วย
 

ไม่
เห
็นด้

วย
มา
กท

ี่สุด
 

(6) (5) (4) (3) (2) (1) 
1. ท่านไม่ค่อยพอใจในตวัเองสักเท่าไหร่ 6 5 4 3 2 1 
2. ท่านใส่ใจเร่ืองของผูค้นรอบตวั 6 5 4 3 2 1 
3. ท่านรู้สึกวา่ชีวิตเป็นของขวญัท่ีมีค่า 6 5 4 3 2 1 
4. ท่านมีความเป็นมิตรใหก้บัแทบทุกคนท่ีท่าน
รู้จกั 

6 5 4 3 2 1 

5. ท่านไม่ค่อยต่ืนนอนดว้ยความรู้สึกสดช่ือ 6 5 4 3 2 1 
6. ท่านไม่คิดวา่อนาคตสวยงาม 6 5 4 3 2 1 
7. ท่านพบวา่ส่ิงรอบตวัท่านน่าเพลิดเพลิน 6 5 4 3 2 1 
8. ท่านมกัจะเขา้รวมและถูกชกัชวนเขา้ร่วมงาน
เสมอ 

6 5 4 3 2 1 

9. ท่านคิดวา่ชีวิตเป็นส่ิงท่ีดีท่ีสุด 6 5 4 3 2 1 
10. ท่านคิดวา่โลกเป็นส่ิงท่ีไม่ค่อยดีนกั 6 5 4 3 2 1 
11. ท่านเป็นคนหวัเราะง่าย 6 5 4 3 2 1 
12. ท่านค่อนขา้งพอใจกบัทุกส่ิงในชีวิต 6 5 4 3 2 1 
13. ท่านไม่คิดวา่ตวัเองน่าสนใจ 6 5 4 3 2 1 
14. ท่านมกัจะมีความแตกต่างระหวา่งส่ิงท่ี
อยากจะท ากบัส่ิงท่ีไดท้ าลงไป 

6 5 4 3 2 1 

15. ท่านมีความสุขมาก 6 5 4 3 2 1 
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ข้อความ 

เห
็นด้

วย
มา
กท

ี่สุด
 

เห
็นด้

วย
 

ค่อ
นข้

าง
เห
็นด้

วย
 

ค่อ
นข้
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็นด้

วย
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ี่สุด
 

(6) (5) (4) (3) (2) (1) 
16. ท่านเห็นความสวยงามในส่ิงต่าง ๆ รอบตวั 6 5 4 3 2 1 
17. ท่านมกัจะท าใหผู้อ่ื้นมีความสุขเสมอ 6 5 4 3 2 1 
18. ท่านรู้สึกกลมกลืนกบัส่ิงท่ีอยากจะเป็น 6 5 4 3 2 1 
19. ท่านรู้สึกว่าไม่สามารถควบคุมส่ิงต่าง ๆ ในชีวิต
ได ้

6 5 4 3 2 1 

20. ท่านรู้สึกว่าสามารถจดัการกบัส่ิงต่าง ๆ ในชีวิต
ได ้

6 5 4 3 2 1 

21. ท่านรู้สึกกระตือรือร้นกบัส่ิงต่าง ๆ ได ้
อยา่งเตม็ท่ี 

6 5 4 3 2 1 

22. ท่านมกัมีประสบการณ์ท่ีสนุกสนานและ
น่ายนิดี 

6 5 4 3 2 1 

23. ท่านพบวา่มนัง่ายนกัท่ีจะตดัสินใจอะไร 
สักอยา่ง 

6 5 4 3 2 1 

24. ท่านไม่ค่อยแน่ใจว่าชีวิตมีความหมายและ
เป้าหมายอย่างไร 

6 5 4 3 2 1 

25. ท่านรู้สึกมีพลงัในการท าส่ิงต่าง ๆ 6 5 4 3 2 1 
26. ท่านสามารถเปล่ียนสถานการณ์ต่าง ๆ จากร้าย
เป็นดีได ้

6 5 4 3 2 1 

27. ท่านรู้สึกไม่สนุกสนานกบัผูค้นรอบขา้ง 6 5 4 3 2 1 
28. ท่านรู้สึกวา่เป็นคนไม่ค่อยแขง็แรง 6 5 4 3 2 1 
29. ท่านมีความทรงจ าท่ีไม่ค่อยดีกบัอดีต 6 5 4 3 2 1 
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