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[bookmark: _Toc63619105]ABSTRACT
Relation members of PLWSUFC (PLWSUFC) find themselves in a multifaceted situation due to the dual nature of carrying out compassionate actions in involuntary care circumstance. Families are considered important in increasing the patients’ chances of living a well-functioning life after discharge from psychiatric facilities. In Kenya, scanty evidence exists on exploration of the psychological Involment of such families facing a paradox. This study aimed at exploring the psychological involvements of families with a relative under criminological care having committed a crime under the influence of schizophrenia.  The study was led by the Rational Emotive Behavioral Therapy. It used a qualitative approach to elicit the subjective views of 14 participants in face to face interviews. Through purposive sampling, a sample size of 14 participants was recruited. Three main open-ended questions were asked during the semi-structured in-depth interviews and recorded. The audio recorded interviews were then transcribed verbatim and analyzed using thematic content analysis. Themes emerging from the present study revealed that families of PLWSUFC at Mathari Hospital lacked cognisence about schizophrenia, suffered negative emotions and survived on maladaptive managing plans. It is envisioned that the findings from the study would aid counseling psychologists develop appropriate psychoeducation programs for families in this multifaceted situation. Such programs are envisioned to improve families’ psychological well-being, better management of the patients and reduced recidivism.
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[bookmark: _Toc63619106]CHAPTER ONE
[bookmark: _Toc63619107]INTRODUCTION
[bookmark: _Toc530061430][bookmark: _Toc63619108]1.0	Introduction
This chapter highlights the problem background, problem statement, the objectives of the study, as well as the scope within which the study was conducted.
[bookmark: _Toc530061431][bookmark: _Toc63619109]1.1	Background to the study
Families of PLWSUFC face a double peril. They have a celebral sickness and a criminal act to contend often without prior preparedness. This brings distress to any relation bearing in mind that schizophrenia is a persistent condition whose causes are not yet clearly known. Schizophrenia as Ghoreishi et al (2015) indicated, is a condition that presents bizarre symptoms which may include; psychotic behavior, paranoia, anxiety, delusions, withdrawal and suicidal tendencies. They pointed out that its onset brought sudden responsibility thrust upon relation members requiring dramatic adjustment. Mainly, the families of the patients have had to bear the responsibility of providing the much-needed care taking roles without any preparation.
Hanlon and Cobia (2013) found out that schizophrenia diagnosis had a high occurrence in criminological population and that people living with schizophrenia were predisposed to violence.  The findings however noted a lack of harmony amongst researchers given procedural discrepancies. Nonetheless, it found reasonable ground that strengthened the proposition that schizophrenia increased the possibility for affected individuals to be involved in violent criminal behavior exposing them and endangering their lives. The findings attributed the vulnerability to violence to the neurological deficits and impaired ability in persons with schizophrenia to limit thoughtless violent tendencies.
 A study by Dixit (2016) provided another explanation for the possible predisposition to violence in persons with schizophrenia. The study found out that schizophrenia impaired the reality testing of a person rendering them with distorted insight of self, environment and the world.
 Besides the familiesiea having to deal with a persistent condition which  may predispose their loved one to violence, relation members of the people living with schizophrenia  are  at time the  victims of the violence.  For instance,Brown and  Birtwistle (2011), have documented  that families of persons with schizophrenia were in some instances the target of overt psychosis of the schizophrenia sufferer as they carried out the caregiving roles. Findings from Karim, Ali, and Deuri (2015), enlightened how this happened. They stated that where the persons living with schizophrenia were having misbeliefs, there were instances they could outwardly accuse the relation of possibly causing the misbelief and delusions.  An earlier study by Schultz (2007)  concurred  by stating that auditory misbeliefs were purportedly more frequent in persons with schizophrenia. More recently, Dixit (2016) clarified further that during the auditory misbeliefs a person living with schizophrenia can be instructed by the imaginary voices to attack other people (including relation members) perceived to be a threat to self.
 Familiesiea of people living with schizophrenia face more distress due to the perception about the celebral  disorder. Birchwood and Cochrane (2013) indicated   that  unfortunately, there was the lack of a mutual understanding on the cause of schizophrenia. For this reason, myths and misconstructions have been framed about this celebral condition rendering the schizophrenia patients mysterious to their relation members and the public eye. 
 Where people living with schizophrenia engaged in violent acts, Hörberg, et al (2015) submitted that important legal and vigor consequences followed. The persons end up being referred for treatment under the criminological Psychiatric care instead of being taken to prison. This is a position that adds to the multifaceted experienced by families, according to Rowaert (2017) PLWSUFC are not held responsible for the crimes and are regarded as persons in need of treatment. 
The criminological care is thus geared towards protection of society on one hand and on the other hand observes the rights of the celebral ill. The aim for the treatment is to avert new crimes and evade acts of violence by the patient and consider the protection of the citizens. Further aims of criminological treatment according to Neil, (2012) are to improve the patient’s well-being processes and to enable, if possible, the patient to return to a regular life after treatment back in the community. 
In summary, families of PLWSUFC: first, face a prolonged uncertainty as Nedopil, et al (2015) stated, criminological care by principle is not time bound. They also stated that the nature of offences committed by PLWSUFC may go against the principle of recovery, and provided an example that when a person killed it might never be possible to recover from killing someone.  Third, Wooldridge (2014) found out that  familiesiea of PLWSUFC not only faced stigma due to the celebral vigor problem but also had to deal with repeated prolonged contacts with the criminal justice system. Besides, Neil (2012) observed that many criminological patients might have a range of pre-existing social disadvantages such as relation problems, educational failures and poor work records.
Faced with a persistent condition whose causes are not clearly known, whose symptoms are bizarre and predisposing the individuals to violence that is at times directed to the relation, is undoubtedly stressful. The subsequent timeless involuntary detention under criminological care for persons living with schizophrenia who have committed offences only adds more stress to their families. Research findings by Neil (2012),indicated that the families of individuals who had committed violent offences such as murders and rapes, unfortunately, instead of any therapeutic relationships were generally deemed guilty by association.
Relation is indisputably significant in the care, reintegration and relapse prevention of the patients. While several researches have focused on the relation involment of people living with schizophrenia in other care contexts, little has however been done towards understanding the emotional involment of families of PLWSUFC at the Kenya’s Mathari Hospital.
The current study therefore tried to identify the emotional challenges that families with the double stigma face. Consequently, it outlined areas where counseling psychologists could focus on and support families towards their psychological well-being as well as develop adaptive coping with their PLWSUFC. The exploratory study on the involment of the families of the PLWSUFC was led by the Rational Emotive Behavior Therapy (REBT). Specifically it was led by Ellis summary that people got disturbed not by things but by the view, they took of them.
[bookmark: _Toc505365488][bookmark: _Toc530061432][bookmark: _Toc63619110]1.2	Statement of the problem 
Families of PLWSUFC are confronted with a multifaceted situation due to the dual nature of carrying out supporting actions in involuntary care.  To begin with, these patients committed crimes under the influence of the celebral disorder and are often under criminological care which is never time bound and involuntary.  More complications arise where relation members are the victims of crimes committed by the patient. Therefore, relation members of patients in criminological settings experience by degree a greater burden than relation members of patients in other psychiatric care contexts.
Families play an important role in the care of people living with schizophrenia and preventing their readmissions. These families face different emotional involvement that can jeopardize their physical and celebral vigor leading to poor care treatment or even violence. Families without adequate support can be considered hidden patients. Gillespie, (2019) and Iseselo et al ( 2016) show that the status of families of PLWSUFC has been neglected. 
This study was thus conducted to explore the emotional involvement of families of PLWSUFC at the Mathari hospital. These families have had no room to express their involment and at a risk of psychological problems.
[bookmark: _Toc530061433][bookmark: _Toc63619111]1.3	Study objectives
The objective of the research was to generally explore the emotional involvement of families of PLWSUF Cat the Mathari Hospital.  Specifically, it sought to determine the families’ cognisence about schizophrenia, understand the families’ emotional involvement, and identify how the families managed to cope with the concurrent presence of a celebral disorder and offending behavior. 
[bookmark: _Toc512510901][bookmark: _Toc520839690]The following were the study objectives
1. To determine the cognizance about schizophrenia by families of PLWSUFC at the Mathari Hospital.
2. To understand the emotional involvement of families of PLWSUFC at the Mathari Hospital.
3. To identify what strategies families of PLWSUFC at the Mathari hospital had used to cope with both the celebral  disorder and criminological care.


[bookmark: _Toc530061434][bookmark: _Toc63619112]1.4	Research questions
The study sought to answer the following research questions:
1. What did the relation member of the PLWSUFC in Mathari Hospital know about schizophrenia?
2. What were the emotional involvement of families of PLWSUFC at Mathari Hospital?
3. What were the managing plans employed by the families of PLWSUFC at the Mathari Hospital?
[bookmark: _Toc505365492][bookmark: _Toc63619113][bookmark: _Toc530061436]1.5	Scope of the study
The current study was conducted in the criminological unit of Mathari Hospital - in Nairobi County. It explored the emotional involvement of families of persons with schizophrenia under criminological care at the hospital. The study employed a qualitative phenomenological study design in order to understand families subjective involment with regard to schizophrenia diagnosis and a criminological record in their relatives.
[bookmark: _Toc512510905][bookmark: _Toc520839694][bookmark: _Toc522999348][bookmark: _Toc522999410][bookmark: _Toc522999968][bookmark: _Toc520839695][bookmark: _Toc522999349][bookmark: _Toc522999411][bookmark: _Toc522999969]The study focused on the families of persons with schizophrenia under criminological care who were able to go visit their relative at the Mathari Hospital Nairobi within the data collection period. That excluded families who were not able to come to the hospital during the study period and also excluded families whose patients had been diagnosed with other celebral disorders. Further research with broader sample of respondents would contribute to a better understanding of the topic under study.
[bookmark: _Toc505365493][bookmark: _Toc530061437][bookmark: _Toc63619114]1.6	Significance of the study.
This study aimed at supporting to the body of acquaintance to counseling psychology with regard to psychoeducation on celebral vigor cognisence. As well as developing interventions programs to support families in order to reduce the families’ negative involment and assist them to cope adaptively.  Families are often the “forgotten victims” (Matthews, 1983) within the penal system. The study acknowledges the trauma and challenges associated with having a relation member celebral ly ill and confined, it was thus important to illuminate the involment of those who are often voiceless within the criminal justice system yet play a role inn reduction of readmission and recidivism. 
[bookmark: _Toc63619115]1.7	 Justification
Families members of persons who have committed crime under the influence of schizophrenia find themselves in a contradictory situation where they are expected to play caregiving roles. The contradictory gets worse when relation members are the victims of the crimes committed by the patient.
It follows then those relation members of PLWSUFC experience a greater degree of burden than relation members of celebral ly ill patients in other care contexts. A step toward supporting such families is to first identify and understand their involment. This understanding would aid |counseling psychologists in the development of interventions that may help to reduce the psychological difficulties faced by families of PLWSUFC at Mathari Hospital.
Studies are needed to fathom and develop targeted program to address the emotional burdens of families of PLWSUFC Several studies have been done worldwide and, in the region on the topic but no study has explored the involment of families with PLWSUFC in Kenya.
[bookmark: _Toc63619116]1.8 	Limitation and delimitation
The greatest limitation to this study was the difficulty in reaching relation members of persons with schizophrenia under criminological care in a limited timeframe.  That there are generally few visits to the criminological patients meant that the pool of relation members to recruit for interview was small. To address this, the researcher had to bend the data collection timeframe taking longer than initially planned for, to help recruit an interview sample. The rapport created with the records officers at the criminological unit of the hospital helped the researcher to identify patients’ evidence  and their relative’s contacts.
This present study did not include some variables such as relation members’ profession, level of income, and place of residence. The study place was limited to one criminological set up if repeated in different hospitals a wider perspective of the topic may emerge.
The study engrossed on relation members of PLWSUFC who had come visiting in the hospital. Therefore, the findings cannot be widespread to relation members who did not visit the hospital nor to relation members of folks with other celebral sicknesses.   
The study used the phrase relation member which can be dissimilar in meaning and submission; it would be constructive for future exploration to narrow down to specific groups in the relation. Last, in as much as the necessary efforts were made to be unbiased, there is a chance that the investigator’s approach and insights may have had a sway on the data collection process.
[bookmark: _Toc63619117]1.9	Chapter summary
Families of People living with schizophrenia and under criminological care find themselves in a difficult turf having to carry out caring roles they were not prepared for. The difficulty is enhanced by the persistent nature of schizophrenia and the myths around the condition. Schizophrenia raises the risk of offending behavior at times against the relation members leading to involuntary criminological detentions that are unlimited in duration. Families are psychologically affected but are often overlooked by both celebral  vigor practitioners as well as the penal systems.
This study thus aimed exploring the relation members’ involment at the Mathari Hospital led by REBT which holds that people are disturbed not by the things but by the view they take of them. The study envisioned that the findings from the research would assist counselling psychologists understand the involment of these families and develop therapeutic programs to help them.





















[bookmark: _Toc530061438][bookmark: _Toc63619118]CHAPTER TWO
[bookmark: _Toc530061439][bookmark: _Toc63619119]LITERATURE REVIEW
[bookmark: _Toc530061440][bookmark: _Toc63619120]2.0 	Introduction
The present chapter reviewed studies according to the research objectives as well as provided the theoretical and conceptual framework.
[bookmark: _Toc530061442][bookmark: _Toc63619121]2.1	Schizophrenia
[bookmark: _Toc49237027][bookmark: _Toc49238517][bookmark: _Toc49239186][bookmark: _Toc51575887][bookmark: _Toc52477705][bookmark: _Toc52558555][bookmark: _Toc52558978][bookmark: _Toc52562851]Schizophrenia is described as a severe and persistent celebral  disorder in the DSM According to the manual, a diagnosis of this disorder is made if an individual has two or more main symptoms, of which one must be delusions, phantasms, or disorganized speech for at least one month. The other main indicators are gross disorganization and reduced emotional expression. (APA, 2013).
In as much as researchers have not identified one single factor  on the caues of schizophrnia, WHO indicate that it is thought that an interaction between genes and a range  of environmnetal   factors may cause pschizophrenia.Psychosocial factors are also presumed to contribute to schizophrenia. Similar views are pointed out by  Wankiiri (2013) who attributed its causes to mixed hereditary and neurobiological settings and added that schizophrenia being a prolonged psychiatric condition greatly impacts on brain development.
 Both Dixit, (2016) and Ghoreishi (2015) categorize the symptoms of schizophrenia as positive, negative and cognitive.  These researches state that positive symptoms include behaviors and judgments that are absent in interactions with reality, such as phantasms, misbeliefs, confused speech and behavior.  They further state that negative symptoms consist of public withdrawal, emotional flattening, anhedonia, lessened resourcefulness and energy whereas the cognitive symptoms are by nature conveyed as thought dysfunctions.
Of relevance to this study is the assertion by Lippi (2016), that it is the cerebral disorder that is prevalent among the criminological population. The onset of the disorder is in the early adulthood and characterized by slow decline and relapse episodes or severe exacerbation of psychotic symptoms. Its existence is responsible for the decline in the sufferer’s activities, relationships and ability to sustain employment. The disorder mainly affects the sufferers’ insight rendering them in need of assistance and care for an extended period of time.
[bookmark: _Toc530061443][bookmark: _Toc63619122]2.2	Criminological
[bookmark: _Toc49237029][bookmark: _Toc49238519][bookmark: _Toc49239188][bookmark: _Toc51575889][bookmark: _Toc52477707][bookmark: _Toc52558557][bookmark: _Toc52558980][bookmark: _Toc52562853][bookmark: _Toc62926139][bookmark: _Toc63010147][bookmark: _Toc63192795][bookmark: _Toc63619123]Criminological as described by Hörberg et al (2015), is the interface between celebral vigor and the law.  Worth noting as indicated in celebral vigor literature is the aspect that patients in the criminological are vulnerable due to the serious celebral disorders they suffer from. Also the criminal acts they have committed and the subjection to treatment against their will.  The goal of criminological treatment as presented by Rowaert et al, (2017) is to prevent acts of violence and new crimes by the patients and consider the safety of the country’s citizens.  An indivudual under criminological care  as  Neil (2012) indicated is simultaneously a danger to the society and in need of treatment to enable if possible, the patient’s return to a normal life in the community.
From a legal viewpoint, Nedopil, Taylor, and Gunn (2011) enlightened that a person under criminological care is not responsible for their criminal conduct if at the time of such conduct, the person lacked insight. This position is supported by the celebral vigor Act which requires that the courts commit such persons to the custody of cerebral vigor care providers.
[bookmark: _Toc530061444][bookmark: _Toc63619124]2.3	Cognisence about schizophrenia in families
Schizophrenia has been identified as a serious celebral disorder that has significant impact both on the people living with schizophrenia and the families they come from. Despite the acknowledged key role played by families of people living with schizophrenia, it has been confirmed that these families lack cognisence about this cerebral disorder. Saunders (2003) summarized that worldwide families were unacquainted and ill prepared to handle schizophrenia. Caqueo-Urízar et al 2017; Marangu (2014) and Monyaluoe (2014) agree that families’ cognisence about schizophrenia is low all-inclusive and more precisely in emerging countries. They also concur that cognisence is key in the recognition and management of schizophrenia and a lead determinant of the emotional involvement of the relation members. 
In a review of the main changes that occurred in relation dynamics for patients of schizophrenia in Chile, Caqueo-Urízar et al (2017) established that the impact of schizophrenia on the families was multifaceted. The review accredited the multifaceted to lack of provision of sufficient evidence to families about diagnosis by vigor care personnel or institutions.
From a national survey conducted in Greece where Economou, et al, (2009) aimed at monitoring the level of stigma Greeks held against people with schizophrenia. It emerged that in Greece knowledge about schizophrenia was poor. That Greek public had stigmatizing attitudes towards people with schizophrenia. In conclusion, the survey recommended that relation members be equipped with adequate knowledge about schizophrenia
In Turkey, families lacked cognisence about schizophrenia in equal measure. Yildiz et al (2010) carried out a study to determine the knowledge and opinion of schizophrenia patients’ relatives regarding the disorder. The study had also sought their families’ knowledge about the causes, treatment methods and treatment outcomes of schizophrenia. The result indicated that Turk families credited magic to the onset of the disorder and its treatment. It also emerged that families mostly got evidence about schizophrenia through their first-hand involment rather than from vigor care personnel or institutions. In that respect some participants thought that paranormal powers such as demons and devils might cause the disorder.
Correspondingly, lack of cognisence about schizophrenia in families was widespread in Iran.  Here, Habibi and Khaghanizade (2015) did a literature review on educational needs in families of persons with schizophrenia.  They were able to establish that families lacked cognisence about how the disorder developed, its nature, how it evolved nor what individual and social limitation the patients experienced. The findings also indicated that families did not know the procedures of treatment as well as the extent of the illness. This lack of cognisence as cited in the findings made the tensions created in these families escalate.
In a recent assessment of celebral cognisence of celebral vigor conditions Uddin, Bhar, and Islam (2019) found out that there was poor vigor learning in Bangladesh.  Hence, celebral vigor issues were believed to be consequences of families imperfection and evil spirits. Schizophrenia was reportedly viewed as sorcery or spiritual punishment, possession by spirits and demons, social or moral disobedience towards ancestors or wrath of God.  This assessment resolved that such beliefs have purported to lead to poor utilization and negative stigma about celebral vigor services and treatment.
In Africa research on families cognisence about schizophrenia is limited.  A cross sectional facility-based survey conducted in a psychiatric hospital located in Addis Ababa, Ethiopia, Shibre et al (2011) found widespread belief that severe celebral sicknesses are due to demon possession, bewitchment by evil spirits from ancestors. According to this study in Ethiopia, schizophrenia was described as modern-day leprosy conferring parallel social ostracism to the people with schizophrenia and their families. The study concluded that Ethiopia experienced problem of misevidence in matters pertaining to schizophrenia.
In South Africa, EgbeBrooke-Sumner et al (2014) reported that families thrived on myths and traditional beliefs on the cause of schizophrenia. One misconception about schizophrenia   held by relation members was the belief that celebral sickness is a deliberate act. That people with schizophrenia were deliberately pretending to be sick and were deliberately acting out the symptoms of schizophrenia they displayed. In South Africa like in other parts of the globe, schizophrenia has been viewed as an outcome of individual flaw and celebral sickness caused by witchcraft. Persons with schizophrenia thus had been bewitched. 
There are similar misperceptions about schizophrenia locally. According to findings from Kenya, Meyer and Ndetei, (2016) stated that many families attributed the celebral disorder causation and progress of pathology to divine proportions. The very few researches have detailed that celebral sickness such as schizophrenia is perceived to be the doing of evil forces. For this reason, Kenyan people treat celebral sickness as a spiritual rather than medical condition. Anab and Mwenda (2018) specified that in Kenya families did not know the name or the cause of schizophrenia and that due to misconception they might consult traditional healers. For that reason, Ngugi (2011) stated; there has been a call to increase knowledge and cognisence on celebral vigor conditions and for increased access to evidence  in Kenya.
[bookmark: _Toc63619125][bookmark: _Toc530061445]2.4	Emotional involvement of families of people living with schizophrenia 
Findings from researches carried out by Herbert (2013), Koschorke (2017) as well as Park and Lee (2017) were in agreement that families of persons with schizophrenia experienced intense distressful emotions. The emotional involvement enumerated by Koschorke (2017) included: anxiety, powerlessness, grief, self-blame or guilt, diminished sense of self-esteem and efficacy. Other emotional involvement listed in Mitsonis (2012) were; high levels of somatization, interpersonal sensitivity, depression, hostility and obsessive –compulsive symptom. Gonzalez-Bono (2016) recorded the expressed emotions (EE) and elucidated that with EE the relation directed a high frequency and quality of negative emotions towards the patient such as   anger or hostility. 
	


Besides identifying the intense emotional distress commonly experienced by families of persons with schizophrenia, Herbert, (2013) provided the factors that determined the intensity of the emotional burdens. One factor was the persistent nature of the schizophrenia and the stigma attached to it.  Schmid et al, (2009)  provided another factor which was the relationship between the patient and relation member. The lack of cognisence about the causes of schizophrenia as extracted from Naser, (2006;) which brought about the existence of myths and misconception about the celebral disorder also increased the intensity. Finally, according to Saunders, (2003) the patient’s age, sex, education and occupation, determined the intensity of the families’ emotional burden.
However, away from families experiencing intense distress, Birchwood (2013) reported an  unanticipated instance where families actually got positive emotional involvement as they cared for their celebral ly ill. In the circumstance instead of them being distressed and burdened they became more understanding of others with problems thereby extending compassion to people in similar situation and generally discovered inner strength signifying personal growth.  Birchwood (2013) concluded that caring had positive effects on relation members in terms of developing resilience in the presence of good support system.
The focus for the present study was on emotional involvement of families with a people living with schizophrenia but under criminological care. With reference to a study on families with celebral ly ill offenders, Neil (2012) pointed out that the intense emotional involvement were more on families who were caring for a person with schizophrenia in the criminological setup. Dennison (2015) reinforced this viewpoint by indicating that families of criminological were considered the ‘lost society’, an unspoken reality. In a recent exploratory study Rodriguez (2018) alluded to  feeling of loniliness and sadness among parteners of the criminological patients. While the criminological patients’ children felt ignored and bulied. Generally, this reality affected their self-esteem, school marks and interpersonal skills.
There are global studies done on the emotional involvement of relation members of people under criminological care. In Belgium Rowaert et al (2017) found that relation members of patients in criminological felt burdened with the celebral sickness and the criminal acts of their celebral ly ill relatives. They experienced double stigmatization as their celebral ly ill relative was seen as both ‘mad’ and ‘bad’.  To the families in the study the criminal offense and the internment measure was an additional stigma and considered taboo. These families harbored ambivalent feelings towards the judicial systems with some relation members feeling that in criminological set up they were fighting a losing battle. Nevertheless, a small number felt that where there was life there was hope.
In Sweden, Horberg, Erlingsson, and Syrén (2015) indicated that relation members of PLWSUFC felt excluded in decision making about the future of their relatives and no evidence provided to them. The study however enlightened that the vigor care professionals in criminological by principle have less contact with relation members. The study also illuminated that there was no legal requirement concerning the involvement of the patient’s relation in the criminological care.  As a resultant the participation of relation members or their being provided with evidence was greatly dependent on the attitudes and willingness of celebral vigor professionals to invite them.
Horberg, et al (2015) also underscored that due to the contradiction of concurrently providing care while at times being the victim of the crime committed by the patient, families experienced difficulty in maintaining relation relationships. Mainly the subsequent enforced separation between patients and their families generally brought a great burden to families. 
In an exploratory study in Scotland on relation care-giver involvement in criminological celebral vigor services, Ridley et al (2014) confirmed that families experienced a range of profound consequence that had an implication for their personal sense of wellbeing. Families experienced a variety of intense emotions, mainly, searing grief, sadness, frustration, anger, shame, fear and anxiety.
Regionally, few studies have been carried out on the emotional involvement of families of the celebral  disordered under criminological care. In one of the few studies in South Africa, Pule (2016) showed that relation members had reported increased stress level and deteriorating vigor. The study also stated that the unpredictable nature of patients’ behaviour made their relation sad and worried about the future and prognosis of the patient. Under such circumstances, families got distressed and embarrassed about their patient reducing them to a state of hopelessness and despair. (Pule, 2016) showed that having a schizophrenia patient was emotionally draining and could result in depression. Feelings recorded in this study from South Africa varied from fear, anxiety, frustration, guilt and depression among relation members of the patients. Many relation members were reported to have lost hope at seeing the patient becoming better. On a spiritual note, the families voiced frustration and a feeling that God had abandoned them by refusing to answer their prayers 
Locally there is silence and no study exists in Kenya on people under criminological care or the involment of their relation members.  The closest findings to this present study was (Anab, & Mwenda, 2018) who pointed out that families of non-criminological schizophrenia patients felt blamed and responsible for having brought either negligence or inadequate care.
[bookmark: _Toc530061446]In another study in Kenyan Meyer and Ndetei (2016) likewise focused on non-criminological set up as they researched on providing sustainable vigor care. Their study exposed that relation of the patients suffering from schizophrenia experienced public stigma, self-stigma and label avoidance. The study noted that self-stigma was the loss of self-esteem and self-efficacy due to internalized public stigma. It concluded that the supernatural, religious and magical approaches played an important role in creating stigma. Overall, the study mirrored findings from other parts of the world where people still believed that celebral sickness was the doing of the evil forces.  Kenyans widely believed that those who developed celebral disorders did so to atone for sins committed against ancestors or as a result of being bewitched.  Last, Kenyans believed that being celebral ly ill was thus a form of punishment for evil deeds.
[bookmark: _Toc63619126]2.5	Managing plans for relation members of persons with schizophrenia 
[bookmark: _Toc49237034][bookmark: _Toc49238524][bookmark: _Toc49239193][bookmark: _Toc51575894][bookmark: _Toc52477713][bookmark: _Toc52558563][bookmark: _Toc52558986][bookmark: _Toc52562859][bookmark: _Toc62926144]Rammohan and Subbakrishna (2002) emphasized that coping and adaptation are important aspects when caring for patients with schizophrenia or any other persistent celebral sickness. Mamging plans and skills are central for the well-being of both the relation members and the patients (Batra, & Mathews, 2014). Most research into the managing plans for families of persons with schizophrenia under criminological care have mainly been conducted in the developed world. Evidence from Africa and developing countries is scarce with more research being on families managing plans for patients in non-criminological settings.
According to Attepe Özden, and Tuncay (2018) families’ role is increasingly significant with the global push for families to take up the responsibility for care of celebral vigor patients. The onset of schizophrenia thrust upon relation members requiring dramatic adjustment. Often families are found unprepared and without skills exposing them to psychological, financial and social problems (Herbert, 2013). It is against this background that studies have been carried out to find the set of rational and effective activities in response to the uncomfortable conditions (managing plans) that families have to relate to (Batra et al, 2014). Given the need of families to overcome stressors and refocus so as to keep psychologically and physically vigor. 
In a recent study in Turkey Attepe et al (2018) singled out social support as one of the common managing plans while confrontation the least.  They found that families faced stressors which were the diagnosis of the disease, adverse medication, and the patients’ inability to perform daily tasks. Families were stressed too due to the possible changes in economic and social status and the uncertainty as to whether there was a cure. As a means to realize psychological wellbeing in families, the study recommended functional managing plans such as; Self-control, problem-solving, positive reappraisal and acceptance of responsibilities. The study on the other hand discouraged dysfunctional strategies such as confrontation, distancing escape and avoidance.
Huang (2008) in an earlier study cited the social support coping strategy among relation members in India. The study recognized that when families engaged themselves in social support groups, they were able to obtain the positive managing plans used by other caregivers who had similar involment in caring for the celebral ill.
In India while examining the burden and coping in caregivers of persons with schizophrenia, parents were found to use more of denial as a coping strategy while spouses used more of negative distraction strategies (Rammohan et al, 2002). The study admitted   that schizophrenia is an enduring stressor that caused considerable amount of burden to both the patient and relation members.
 	 In a study on the burden of care on caregivers of schizophrenia patients: a correlation to personality and coping, Geriani, et al (2015) found that the majority of relation relatives employed both good mamging plans and immature coping mechanisms. The study clarified that the good mamging plans included: finding evidence  and understanding the patient’s conditions, encouraging the patient for social involvement, by positive communication with the patients.  While the immature mechanisms cited were resignation, resorting to coercion and avoiding problems.
In the United States of America, Absalom-Hornby and Terrier (2011) carried out an exploration study on Coping with schizophrenia in criminological services.  Their main finding was that families encouraged feelings of forgiveness, responsibility and tolerance. The study suggested that relatives needed psycho-educational programs to empower families embrace   adaptive coping methods.
Pompeo et al (2016) in Latin America identified the problem solving coping strategy and the social support as the common strategies used by a large number of families with  a relative with celebral  disorders. The research was done with a sample comprising relation members of hospitalized patients at a psychiatric hospital. Drawing from patients’ clinical variables they found evidence that parents of the patients under study employed helpful strategies such as positive reappraisal, restraint, and social support. The study demonstrated that, notwithstanding the glaring misery following the illness of a loved one, relation members could make use of more functional strategies and therefore able to cope with tough situations in a more well-adjusted manner.
 In Malaysia, Birchwood and Cochrane (2013) observed that religious coping, emotional coping, acceptance, becoming engaged in leisure activities, and the use of traditional healing were some of the families’ managing plans in Malaysia. Likewise, Batra (2014) found out that families used religious coping strategy in India. The latter researcher had carried out an assessment on the managing plans of relation caregivers where it emerged that majority of the caregivers sought spiritual support. The study found out that it was the strongest coping strategy in families while mobilizing relation to accept help was the weakest coping strategy.
Another coping strategy identified in the literature review was resignation. Both Chandrasekaran (2012) and Birchwood (2013)   cited it as a commonly employed coping strategy among relation members of the people living with schizophrenia compared to other managing plans. It was reported that relation caregiver’s resignation, had adverse effects on the patient’s level of motivation and negatively impacted on the clinical and social outcome of the patient's illness. Mitsonis (2012) detailed that resignation when employed as a coping strategy was likely to increase the burden on the relation and the risk of high expressed emotions (EE) among the relation members.
A much earlier study in Britain, on families coping with schizophrenia: coping styles, their origins and correlates, Brown and Birtwistle (2011) found out that relatives did not attempt to use problem solving strategies such as evidence seeking and positive communication.  Instead, strategies like avoidance and resignation were employed especially when the situation was protracted and considered unchangeable.
In a survey on Relation intervention for the rehabilitation of schizophrenia: toward protection and coping on the emotional reactions Strachan (2015) revealed a variety of managing plans ranging from resentment and frustration to sadness and denial.  The study distinguished between effective and ineffective copers where the former actively sought out evidence, were realistic in their expectations of the patient, and were able to enjoy activities separate from the patient. The latter, on the contrary, did not plan ahead but reacted only to crisis, felt unable to handle the patient, and had fewer interests that were separate from the patient.
 From the literature perusal, there is scarcity of data both regionally and locally on families managing plans. In Zimbabwe Marimbe-Dube (2013) stated that families of persons with schizophrenia had embraced both positive and negative coping mechanisms. The study listed some of the positive strategies as; social support from families, friends, religious, and positive thinking. The negative coping mechanisms included avoiding, resignation and negative thoughts. Last, the study reported that many families in Zimbabwe engaged in prayers since the illness is attributed to supernatural cause.  Worth noting is that the Zimbabwe study focused on families with a person with schizophrenia under non-criminological care.
In Ghana, Barke, and Klecha (2011) revealed that relation members of the celebral ly ill reported a high degree of distress with secrecy concerning the illness as the widespread coping strategy. By concealing, families managed to avoid rejection; likewise, the families resorted to limited social interaction. The report indicated that in Ghana, families of persons with schizophrenia risked being isolated from community, for that reason, families preferred to not only hide but also generally refuse to accept. This study too was carried out within a non-criminological set up.
In Tanzania, Iseselo et al (2016) established that relation members viewed celebral sickness not as a disease but as a curse and that celebral sickness was rarely reported. Such families resorted to acceptance and religious practice as the major managing plans. Most families in Tanzania, the report added, consulted traditional healers. The patient was seen as a product of both witchcraft and evil spirits of which the patient himself was the contributor.
The data on managing plans of families of persons with schizophrenia is similarly scanty locally. According to a report by the Kenya Human rights commission in Kenya, families, relatives and friends have abandoned and neglected persons with celebral disorders in celebral vigor facilities (KNHCR).  Any celebral disorder such as schizophrenia is handled via supernatural, religious and magical approaches as people still believe celebral sickness is a doing of evil.
[bookmark: _Toc530061447][bookmark: _Toc63619127]2.6	Theoretical framework
The present study was led by   the Rational Emotive Behavior Therapy (REBT) as the framework for understanding the emotional involvement of families of schizophrenia patients under criminological care .REBT was developed by Albert Ellis in 1950s after he found that human beings who are natural constructivists largely disturb themselves about adversities because they chose to add to these adversities their own irrational beliefs.
REBT holds that it is not events rather it is one’s beliefs about the events that lead to emotional and behavioral reactivity. It distinguishes between rational and irrational beliefs and suggest in response to adversities people can react with vigor or unvigor emotional responses. The REBT framework holds that irrational beliefs lead to unvigor negative emotions and pathological conditions. Consequently, REBT recommends a process for the decreasing of irrational beliefs and advancement of rational beliefs
Applied to the present study, REBT would hold that it is not the person with schizophrenia under criminological care but rather the beliefs of the relation members about schizophrenia and criminological care that influence the families’ emotional involvement.  Where the beliefs are irrational commonly due to lack of cognisence, the families go through negative emotions and pathological conditions such as stress, distress, anger among others. With cognisence, families can drop irrational thoughts about schizophrenia and criminological care and embrace rational beliefs leading to rational thoughts and vigory emotional reaction about schizophrenia patients under   criminological care.
Sarracino et al (2017) discussed   that one component of REBT is the ABC model. They stated that the  central impression behind the ABC model is that “external events (A) do not cause responses (C), but beliefs (B) and, precisely, irrational beliefs (IB) do” Applied in the present study, the schizophrenia patient under  criminological care (A) does not elicit the intense negative emotional involvement and maladaptive coping of their relation members (C).  Instead it is the beliefs, primarily, myths and misconceptions (B) that these relation members hold about schizophrenia and criminological care.
Alternatively, in reference to Oltean, and David, (2018) “our reactions and behaviors (C: emotional involvement of relation members) are not directly determined by life events (A: Activating Events- the schizophrenia diagnosis and criminal acts), but rather by the way these events are cognitively processed and gauged (B: Beliefs)” 
For this study relation members who due to a lack of cognisence can be helped hold rational perceptions about their loved ones suffering from schizophrenia and under criminological care so that they dispute myths and misconceptions they hold about schizophrenia. The disputation process moves the model to the “ABCDE” Model. The D refers to the Disputation of Beliefs and E stands for the new Effect, or the result of holding vigor beliefs. When families dispute their thinking that the patients are bewitched or being punished by god they would move to E where they perceive schizophrenia a medical condition like any other and thus seek for both evidence and support. 
In summary, a classic series of thoughts may be presented as below:
· A: Activating Event (schizophrenia diagnosis and committal of a criminal act)
· B: Belief (patient is bewitched, God is punishing them, the patient is pretending 
· C: Consequence (anger, guilt, blame, despair, confusion dysfunctional coping)
· D: Disputation (cognisence)
· E: New Effect (acceptance and problem-solving approaches, evidence  seeking)
[bookmark: beliefs-abc-model][bookmark: _Toc530061448]

[bookmark: _Toc63619128]2.7	Conceptual framework.
Emotional involvement of families of PLWSUFC at Mathari Hospital, Nairobi County
Figure 2.1: Conceptual Framework
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The study proposes that in case of a schizophrenia patient under criminological care (A), the extent of his /her relation’s psychological turmoil (C) depends on their interpretation and beliefs (B) about the disorder and the criminal act. The relation involment are the dependent variable and can be manipulated by the beliefs and inferences about schizophrenia patients under criminological care (the independent variable).
Independent variable is responsible for bringing variations. For the current study any manipulation on the beliefs or judgement about the schizophrenia patient under criminological care through provision of evidence would alter their relation members’ emotional involvement.
Extraneous variables are some of the dynamics involved in real life situation that may influence changes in dependent variable. These factors though not measured in research study can increase or decrease the magnitude of the relationship between independent and dependent variables. In the present study an alteration of the relation members’ thoughts or perceptions about schizophrenia patient under criminological patients would alter how they felt.


[bookmark: _Toc63619129]2.8	 Chapter summary.
Persons with schizophrenia and under criminological care having committed the offences under the influence of the celebral sickness expose their families to intense emotional involvement. One contributing factor to the distress is the prevailing lack of cognisence about schizophrenia and the existence of myths and misconception about schizophrenia in families.
Cognisence or lack of it contributes to the emotional involvement and the managing plans.  Most families found handling celebral ill offenders distressful due to the stigma. The literature has revealed a variety of strategies families used to cope with the multifaceted field.  The literature demarcated positive (effective, functional, adaptive) and negative (ineffective, dysfunctional, maladaptive) ways of coping. From the few studies carried out in criminological set ups families used negative/dysfunctional coping. 
There is no study in Kenya about relation members’ cognisence among the criminological population may be due to what other studies have shown that criminological celebral  vigor services are somewhat closed (Ridley, 2017). The criminological vigorcare professionals have less contacts with relation members. Research is silent on the involment of families of people with schizophrenia under criminological care. The present study thus sought to address this knowledge gap in Kenya.
[bookmark: _Toc530061449]


[bookmark: _Toc63619130]CHAPTER THREE
[bookmark: _Toc530061450][bookmark: _Toc63619131]METHODOLOGY
[bookmark: _Toc530061451][bookmark: _Toc63619132]3.0 	Introduction
This chapter discusses the research design, study location, target population sampling technique, sample size and sample procedure. It describes too the data collection procedures used, the instrument for data collection, data analysis and also the ethical issues.
[bookmark: _Toc530061452][bookmark: _Toc63619133]3.1 	Research Design
[bookmark: _Toc536644801][bookmark: _Toc536645107][bookmark: _Toc536645594][bookmark: _Toc536726439][bookmark: _Toc536728154][bookmark: _Toc2285051]The present study engaged a qualitative phenomenological study design. This type of research design tries to find an understanding of the lived involment in their own natural settings (Creswell, 2013). The researcher identified this design as the most suitable for this exploration of the lived emotional involvement of families with a person living with schizophrenia under criminological care in the Mathari Hospital in Nairobi County. Creswell (2013) explained that qualitative phenomenological research explores the meanings, values, and beliefs of participants in relation to a phenomenon in order to develop new understandings of topics where little is known. 
In the same way, Burns (2011) illuminated that the design not only discovers meaning, and explore deeply but also gets the richness in the multifaceted of the phenomenon. Given that it allows for multiple meanings of individuals’ involment (Maree, 2007). The design assisted the exploration of the current study topic from the participant’s perspectives. This was helpful in understanding the unknown factors on the emotional involvement of families of persons living with schizophrenia under criminological care. According to Dawson (2006) it is an approach that enables the researcher to obtain an in-depth understanding.
[bookmark: _Toc63619134]3.2 	Location of the study
The present study was carried out in a National Teaching and Referral public hospital offering specialized psychiatric treatment in Nairobi Kenya. The Mathari hospital is located along Nairobi Thika Super highway, West of Nairobi and directly opposite Muthaiga police station. The hospital attends to both civil and criminological psychiatric patients.  Unlike civil psychiatric patients whose main need is treatment, the criminological patients have both a diagnosis for a celebral disorder and a criminal record thereby in need for both treatment and correction.
[bookmark: _Toc530061453][bookmark: _Toc63619135]3.3 	Target population
[bookmark: _Toc536644805][bookmark: _Toc536645111][bookmark: _Toc536645598][bookmark: _Toc536726443][bookmark: _Toc536728158][bookmark: _Toc2285055]. 	The current study targeted mature males and females above 18 years of age who were recorded in the hospital files as the next of kin to PLWSUFC at Maximum Security Unit of the Mathari Hospital.  The study excluded relation members of persons suffering from other celebral disorders. It also excluded members of persons living with schizophrenia but under non-criminological care. The participants were exclusively those who came to visit their relative at the hospital. From this population the investigator purposely, selected participants who were found appropriate for the study.
[bookmark: _Toc530061454][bookmark: _Toc63619136][bookmark: _Toc512510925][bookmark: _Toc530061456][bookmark: _Toc40393833][bookmark: _Toc43317140][bookmark: _Toc43317421][bookmark: _Toc43317658][bookmark: _Toc43472598][bookmark: _Toc43472921][bookmark: _Toc43474424]3.4	Sampling technique.
[bookmark: _Toc49237044][bookmark: _Toc49238534][bookmark: _Toc49239203][bookmark: _Toc51575904][bookmark: _Toc52477724][bookmark: _Toc52558574][bookmark: _Toc52558997][bookmark: _Toc52562870][bookmark: _Toc62926155][bookmark: _Toc63010160][bookmark: _Toc63192808][bookmark: _Toc63619137][bookmark: _Toc40393834][bookmark: _Toc43317141][bookmark: _Toc43317422][bookmark: _Toc43317659][bookmark: _Toc43472599][bookmark: _Toc43472922][bookmark: _Toc43474425]The researcher in the present study recruited participants using purposeful sampling technique. With this technique, participants who met certain pre-determined criterion considered important for the study were selected. For the present study a potential participant had to be of consent age and celebral ly sound. The participants had to be related to a person who had committed a criminal act under the influence of schizophrenia and under criminological care at Mathari Hospital. Participation was on voluntary basis with no material reward. Potential participants had to grant their consent and able to communicate in English or Swahili.
[bookmark: _Toc49237045][bookmark: _Toc49238535][bookmark: _Toc49239204][bookmark: _Toc51575905][bookmark: _Toc52477725][bookmark: _Toc52558575][bookmark: _Toc52558998][bookmark: _Toc52562871][bookmark: _Toc62926156][bookmark: _Toc63010161][bookmark: _Toc63192809][bookmark: _Toc63619138]Recruitment is a systematic process where dates and times for meetings and venues are set before making contacts with participants (De Vos et at al., 2009:540). Recruitment focuses on accessing individuals who are deemed to have a good knowledge about the study domain. The researcher accessed relation members of PLWSUFC at the Mathari hospital by phone after getting their contacts from the criminological section of the hospital. The potential participants were briefed about the nature of the enquiry and its objectives by phone. For those who agreed to be interviewed, the venue, date and time of the interviews were confirmed via text messages. 
[bookmark: _Toc49237046][bookmark: _Toc49238536][bookmark: _Toc49239205][bookmark: _Toc51575906][bookmark: _Toc52477726][bookmark: _Toc52558576][bookmark: _Toc52558999][bookmark: _Toc52562872][bookmark: _Toc62926157][bookmark: _Toc63010162][bookmark: _Toc63192810][bookmark: _Toc63619139]The researcher led by Creswell and Clerk (2013) on purposive sampling selected only those participants with rich evidence, knowledge or the experience about the phenomenon and were willing to share their lived involment.  The choice of participants was also aligned to Bernard and Ryan (2016) where lucid self- expression, willingness and availability to participate were important aspects.
The researcher was granted permission by NACOSTI and obtained ethical approval from Tangaza university college directorate of research and postgraduate studies before carrying out the enquiry. The Medical superintendent of the Hospital was approached to give permission to access the patient’s contact persons at the criminological section registry. The researcher, with the assistance of the record officers at the registry identified patients who had schizophrenia diagnosis and had relatives’ phone numbers from the admission ledger. Prospective participants were randomly selected and individually contacted telephonically at home. The phone numbers were selected from the criminological admission ledgers.
A meeting was arranged with each prospective participant that coincided with their visit to their person living with schizophrenia under criminological care at the hospital.    A greater proportion of those called (n=15) agreed to be interviewed during their respective visiting days at the hospital. (n=1) withdrew from the interview on the visiting day. Those who granted consent were given consent form to fill in.
[bookmark: _Toc63619140][bookmark: _Toc530061457]3.5	Sample size
Vasileiou, et al (2018) reason that in qualitative research there is no straightforward answer to the question of ‘how many’ and that sample size is contingent on a number of factors relating to epistemological, methodological and practical issues. Thus, recommending that qualitative sample sizes should be   large enough to allow the unfolding of a ‘new and richly textured understanding’ of the phenomenon under study, but small enough so that the ‘deep, case-oriented analysis’ of qualitative data is not precluded 
The present study worked with a sample size of 14 participants which fitted in Creswell (2007) recommendation of between 5-25 participants for Qualitative phenomenological studies. The sample size was also determined by the criterion given by Morse (1994) of evidence al redundancy. Here sampling is terminated when no new evidence is elicited by sampling more units. The sample size allowed good data management and analysis.
[bookmark: _Toc63619141]3.6	Data collection procedure
[bookmark: _Toc40393836][bookmark: _Toc43317143][bookmark: _Toc43317424][bookmark: _Toc43317661][bookmark: _Toc43472601][bookmark: _Toc43472924][bookmark: _Toc43474427][bookmark: _Toc49237048][bookmark: _Toc49238539][bookmark: _Toc49239208][bookmark: _Toc51575909][bookmark: _Toc52477729][bookmark: _Toc52558579][bookmark: _Toc52559002][bookmark: _Toc52562875][bookmark: _Toc62926160][bookmark: _Toc63010165][bookmark: _Toc63192813][bookmark: _Toc63619142]The researcher interviewed the participants in the Boardroom at the Hospital’s criminological unit of the hospital. This was convenient for the participants because of the board room’s proximity to the wards where they visited their patients. With the confirmed participation, the researcher made prior arrangement with the facility to ensure availability of the room. The participants who had   earlier confirmed their willingness to be interviewed were requested to choose whether they preferred to be interviewed before they went in to see their patient or after, for better time management. The board room was set an hour before the interview.  The researcher availed an audio recording device whose operation was tested in advance to minimize failure.
[bookmark: _Toc40393837][bookmark: _Toc43317144][bookmark: _Toc43317425][bookmark: _Toc43317662][bookmark: _Toc43472602][bookmark: _Toc43472925][bookmark: _Toc43474428][bookmark: _Toc49237049][bookmark: _Toc49238540][bookmark: _Toc49239209][bookmark: _Toc51575910][bookmark: _Toc52477730][bookmark: _Toc52558580][bookmark: _Toc52559003][bookmark: _Toc52562876][bookmark: _Toc62926161][bookmark: _Toc63010166][bookmark: _Toc63192814][bookmark: _Toc63619143]Data was audio recorded during the interviews with the participant’s consent, the recording ensured that data was correctly captured. Besides, the researcher worked with one research assistant whose key role was to guarantee that the recording device ran efficiently and later helped with the transcription process. The researcher gave participants ample time to express themselves and focused them where they seem to extremely digress. The researcher concentrated mainly in directing the interviews and capturing everything that was said (both verbally and non-verbally) and noting it down to ensure nothing was missed while the research assistant made notes. The participants were asked one question at a time and clarifications made when the researcher sensed the need to do so. The questions addressed the participants’ cognisence about schizophrenia, their feelings and perceptions about their situation with PLWSUFC at Mathari hospital and their managing plans.
[bookmark: _Toc40393838][bookmark: _Toc43317145][bookmark: _Toc43317426][bookmark: _Toc43317663][bookmark: _Toc43472603][bookmark: _Toc43472926][bookmark: _Toc43474429][bookmark: _Toc49237050][bookmark: _Toc49238541][bookmark: _Toc49239210][bookmark: _Toc51575911][bookmark: _Toc52477731][bookmark: _Toc52558581][bookmark: _Toc52559004][bookmark: _Toc52562877][bookmark: _Toc62926162][bookmark: _Toc63010167][bookmark: _Toc63192815][bookmark: _Toc63619144]The interviews which were carried out on different days took an average of 40 minutes each. Notes were taken immediately after the interviews, labels and interview codes assigned. The interviews were listened to and transcribed verbatim taking notes of the key words, phrases and statements. Field notes were taken after each interview as widely as possible without any appraisal or judgement, specifying what was detected and what could be derived from the whole process. The researcher took time to critique herself concerning how the process of the interview went. Time was taken too to ensure that the evidence of the interview was clear and well captured in the recording and in the notes. The gathered data was stored digitally as well as in the note books.
[bookmark: _Toc530061458][bookmark: _Toc63619145]3.7	Data collection instrument.
The data was collected by means of in-depth-interviews following an interview guide. The researcher employed the services of a research assistant, the respondents were asked semi-structured, open-ended questions in an informal conversational format (Polit & Beck 2008). The open-ended questions served the purpose of giving the participants the liberty of responding as extensively as they could. The interviewer developed questions as the interview progressed, probing deeper into issues or veered off in order to follow up on unexpected answers that were of interest.
[bookmark: _Toc49237052][bookmark: _Toc49238543][bookmark: _Toc49239212][bookmark: _Toc51575913][bookmark: _Toc52477733][bookmark: _Toc52558583][bookmark: _Toc52559006][bookmark: _Toc52562879][bookmark: _Toc62926164][bookmark: _Toc63010169][bookmark: _Toc63192817][bookmark: _Toc63619146]Each interview was conducted on a one-on–one basis allowing the interviewer to have control over the process and let the participants’ freedom to express their views and thoughts without restrictions. The researcher obtained the participants’ consent to record the interviews. The consent was followed by a reassurance of confidentiality and that the recorded material was exclusively for the research purposes. It took averagely 40 minutes to complete with each interviewee.  All the participants were asked to describe their involment of the phenomenon, through three central questions posed to them: “What they knew about the schizophrenia diagnosis of their criminological patients, what their emotional involment of living, visiting, or caring for PLWSUFC were and how they had been coping.
[bookmark: _Toc530061459][bookmark: _Toc63619147]3.8	Data analysis
[bookmark: _Toc40393841][bookmark: _Toc43317148][bookmark: _Toc43317429][bookmark: _Toc43317666][bookmark: _Toc43472606][bookmark: _Toc43472929][bookmark: _Toc43474432][bookmark: _Toc49237054][bookmark: _Toc49238545][bookmark: _Toc49239214][bookmark: _Toc51575915][bookmark: _Toc52477735][bookmark: _Toc52558585][bookmark: _Toc52559008][bookmark: _Toc52562881][bookmark: _Toc62926166][bookmark: _Toc63010171][bookmark: _Toc63192819][bookmark: _Toc63619148]The data generated from the interviews were analyzed using thematic data analysis. This was the researcher’s technique of choice for the study informed by Braun and Clark (2007) who recommend it as a useful method for analyzing qualitative phenomenological research data. In addition to that Guest Macqueen and Naney (2012) explained that it allows for the subjective recognition of participant’s involment, feelings and perception as the most important objects of study. The technique thus catered for aims of the study.
[bookmark: _Toc40393842][bookmark: _Toc43317149][bookmark: _Toc43317430][bookmark: _Toc43317667][bookmark: _Toc43472607][bookmark: _Toc43472930][bookmark: _Toc43474433][bookmark: _Toc49237055][bookmark: _Toc49238546][bookmark: _Toc49239215][bookmark: _Toc51575916][bookmark: _Toc52477736][bookmark: _Toc52558586][bookmark: _Toc52559009][bookmark: _Toc52562882][bookmark: _Toc62926167][bookmark: _Toc63010172][bookmark: _Toc63192820][bookmark: _Toc63619149]Maguire and Delahunt (2017) state that thematic analysis can be carried out at two levels: latent and semantic analysis where the latent analysis level examines the underlying, assumptions, ideologies and conceptualization that are thought to inform the semantic content. At the semantic level analysis, researchers examine only the explicit or surface meaning of the data and not trying to interpret things beyond what was presented or said by the participant (Maguire & Delahunt, 2017). This study employed the semantic level of thematic data analysis led by the six-step Thematic framework which includes: -
· [bookmark: _Toc43317150][bookmark: _Toc43317431][bookmark: _Toc43317668][bookmark: _Toc43472608][bookmark: _Toc43472931][bookmark: _Toc43474434][bookmark: _Toc49237056][bookmark: _Toc49238547][bookmark: _Toc49239216][bookmark: _Toc51575917][bookmark: _Toc52477737][bookmark: _Toc52558587][bookmark: _Toc52559010][bookmark: _Toc52562883][bookmark: _Toc62926168][bookmark: _Toc63010173][bookmark: _Toc63192821][bookmark: _Toc63619150]Familiesiarization with collected data
· [bookmark: _Toc43317151][bookmark: _Toc43317432][bookmark: _Toc43317669][bookmark: _Toc43472609][bookmark: _Toc43472932][bookmark: _Toc43474435][bookmark: _Toc49237057][bookmark: _Toc49238548][bookmark: _Toc49239217][bookmark: _Toc51575918][bookmark: _Toc52477738][bookmark: _Toc52558588][bookmark: _Toc52559011][bookmark: _Toc52562884][bookmark: _Toc62926169][bookmark: _Toc63010174][bookmark: _Toc63192822][bookmark: _Toc63619151]Generating initial codes within data
· [bookmark: _Toc43317152][bookmark: _Toc43317433][bookmark: _Toc43317670][bookmark: _Toc43472610][bookmark: _Toc43472933][bookmark: _Toc43474436][bookmark: _Toc49237058][bookmark: _Toc49238549][bookmark: _Toc49239218][bookmark: _Toc51575919][bookmark: _Toc52477739][bookmark: _Toc52558589][bookmark: _Toc52559012][bookmark: _Toc52562885][bookmark: _Toc62926170][bookmark: _Toc63010175][bookmark: _Toc63192823][bookmark: _Toc63619152]Identifying similar patterns in data
· [bookmark: _Toc43317153][bookmark: _Toc43317434][bookmark: _Toc43317671][bookmark: _Toc43472611][bookmark: _Toc43472934][bookmark: _Toc43474437][bookmark: _Toc49237059][bookmark: _Toc49238550][bookmark: _Toc49239219][bookmark: _Toc51575920][bookmark: _Toc52477740][bookmark: _Toc52558590][bookmark: _Toc52559013][bookmark: _Toc52562886][bookmark: _Toc62926171][bookmark: _Toc63010176][bookmark: _Toc63192824][bookmark: _Toc63619153]Reviewing the identified similar patterns and extracting emerging themes in data
· [bookmark: _Toc43317154][bookmark: _Toc43317435][bookmark: _Toc43317672][bookmark: _Toc43472612][bookmark: _Toc43472935][bookmark: _Toc43474438][bookmark: _Toc49237060][bookmark: _Toc49238551][bookmark: _Toc49239220][bookmark: _Toc51575921][bookmark: _Toc52477741][bookmark: _Toc52558591][bookmark: _Toc52559014][bookmark: _Toc52562887][bookmark: _Toc62926172][bookmark: _Toc63010177][bookmark: _Toc63192825][bookmark: _Toc63619154]Refining of themes that are extracted
· [bookmark: _Toc43317155][bookmark: _Toc43317436][bookmark: _Toc43317673][bookmark: _Toc43472613][bookmark: _Toc43472936][bookmark: _Toc43474439][bookmark: _Toc49237061][bookmark: _Toc49238552][bookmark: _Toc49239221][bookmark: _Toc51575922][bookmark: _Toc52477742][bookmark: _Toc52558592][bookmark: _Toc52559015][bookmark: _Toc52562888][bookmark: _Toc62926173][bookmark: _Toc63010178][bookmark: _Toc63192826][bookmark: _Toc63619155]Interpretation of the extracted themes in relations to the previous literature and reporting them.
[bookmark: _Toc40393849][bookmark: _Toc43317156][bookmark: _Toc43317437][bookmark: _Toc43317674][bookmark: _Toc43472614][bookmark: _Toc43472937][bookmark: _Toc43474440][bookmark: _Toc49237062][bookmark: _Toc49238553][bookmark: _Toc49239222][bookmark: _Toc51575923][bookmark: _Toc52477743][bookmark: _Toc52558593][bookmark: _Toc52559016][bookmark: _Toc52562889][bookmark: _Toc62926174][bookmark: _Toc63010179][bookmark: _Toc63192827][bookmark: _Toc63619156]The collected data was transcribed verbatim. The organized data was then read and re-read for familiarization in order to ensure that no relevant evidence to research was omitted. Initial patterns within the data were generated and coded. The patterns in the semantic content were identified and classified into developing themes. The developing themes were polished and deduced in relation to previous literature reported.
[bookmark: _Toc536644822][bookmark: _Toc536645128][bookmark: _Toc536645615][bookmark: _Toc536726460][bookmark: _Toc536728175][bookmark: _Toc2285072][bookmark: _Toc530061460][bookmark: _Toc63619157]3.9	Ethical considerations
Ethics as described by May (2011) is the standards of conduct that outline what is wrong and right and they help in defining what is tolerable and intolerable behavior in society. In the current study, the researcher took all measures to safeguard participants from any behavior that can be considered unethical both prior to the research and after. Authorization for the study was obtained from the Tangaza University College Ethics Committee. Additional authorization and research permit were obtained from the National Commission for Science Technology & Innovation (NACOSTI) as a statutory requirement for Postgraduate studies. The researcher sought permission from the Hospital’s Medical superintendent to access contacts of potential participants from the hospital records and carry out the interviews in the Hospital’s premises. The participants were adequately informed about the nature and purpose of the research. They were accorded the freedom to choose to participate in the study and freedom to opt out of the research at any level of the process without having to explain their pulling-out. The participants gave their consent for recording and being quoted for study purpose. Confidentiality of the participants was guaranteed and their anonymity was assured throughout the research process and after led by suggestions by Grady (2010).
The following ethical principles were considered:  informed consent, confidentiality, beneficence, and respect for human dignity
[bookmark: _Toc63619158] 3.9.1 Informed consent
 	In the present study the researcher ensured that participants knew what they were agreeing to Salmons (2018). The researcher thus made phone calls and had a pre-research discussion with each potential participant. The discussion was reviewed on the interview day before participant signing the consent form. The participants were all informed that the data being generated from them was strictly for academic purposes and that there were no monetary benefits. They were also informed that though they had given their consent, should they have wished to withdraw from the study at any point for any reason, they were free to do so without any explanation. The research informed them and sought their consent to be audio recorded.
[bookmark: _Toc63619159]3.9.2 Confidentiality
 The researcher ensured that no identifiable participants’ data was available to third parties (Grady 2010; Wolf & Hella, 2018). The participants were informed and assured that the audio recording was for helping the researcher store evidence from the interviews for the study. Thereafter the evidence would be destroyed. The researcher did not take the participants names nor of their criminological patients. The tape and the transcribed work were only accessed by the researcher and research assistant.
[bookmark: _Toc63619160]3.9.3 ‎ Beneficence
Mawer (2012) explained that beneficence is the research ethical principle that requires researchers to prevent and remove harmful conditions from participants. This principle according to Polit and Beck (2008), asserts an obligation on the researcher to abstain from injuring participants psychologically, morally or physically 
 For this study the researcher had anticipated distress on participants after interviews on emotive lived involment.  Hence psychosocial support was available free of charge to participants to deal with any emotional needs during and after the interviews. All the data collected was safely kept and used exclusively for purposes of the present study
[bookmark: _Toc63619161] 3.9.4 Respect for human dignity,
  According to Chowdhury (2015) researchers need to remember that they have a duty to respect the rights and dignity of research participants. This means that they must abide by certain moral principles and rules of conduct. 
Participants were given evidence relating to the study: Participation was voluntary and refusal to participate was not to result in any consequences. They were also informed about the purpose of the research. The researcher ensured that those taking part in research were not caused distress and were protected from physical and celebral harm. They were not embarrassed frightened, offended or harmed. 


[bookmark: _Toc63619162]CHAPTER FOUR
[bookmark: _Toc63619163]DATA ANALYSIS
[bookmark: _Toc63619164]4.0	Introduction
This chapter presented the data gathered from the interviews according to the study objectives.
[bookmark: _Toc63619165]4.1	Demographic profile of the participants
[bookmark: _Toc43317162][bookmark: _Toc43317443][bookmark: _Toc43317680][bookmark: _Toc43472619][bookmark: _Toc43472942][bookmark: _Toc43474445][bookmark: _Toc49237067][bookmark: _Toc49238559][bookmark: _Toc49239228][bookmark: _Toc51575933][bookmark: _Toc52477753][bookmark: _Toc52558603][bookmark: _Toc52559026][bookmark: _Toc52562899][bookmark: _Toc62926184][bookmark: _Toc63010189][bookmark: _Toc63192837][bookmark: _Toc63619166]Table 4.1 presents the demographic of the participants.
	No.
	Participant’s Gender
	Participant’s age
	Patient’s Offence
	Victim of offence
	Participant’s relationship to patient
	Period stayed in Hospital

	P1
	Male
	64
	Murder
	Mother
	Father
	6 years

	P2
	Male
	29
	Murder
	nephews
	Son
	4 years

	P3
	Male
	46
	Murder
	mother
	Brother
	8 years

	P4
	Male
	29
	Murder
	Mother
	Father
	5 years

	P5
	Female
	59
	Creating disturbance
	Mother
	Mother
	2 years

	P6
	Female
	59
	Attempted Murder
	Mother
	Mother
	18 months

	P7
	Male
	35
	Murder
	Wife
	Cousin
	I year

	P8
	Male
	26
	Infanticide
	Her baby
	Brother
	2 years

	P9
	Female
	55
	Infanticide
	Her baby
	Mother
	2 ¾ years

	P10
	Female
	45
	Arson
	husband
	Sister
	5 years

	P11
	Male
	49
	Grievous harm
	wife
	Brother
	6 years

	P12
	Female
	61
	Murder
	daughter
	Wife
	1 ½ years

	P13
	Female
	54
	Murder
	Daughter
	Mother
	8 months

	P14
	Female
	56
	Murder
	Husband
	Mother
	3 years


 
The study interviewed 14 participants both male and females whose age ranged from 26-64 years. Two of the participants were fathers to the patients, five were mothers to the patients, four were siblings, one cousin, one spouse and one an offspring of a patient. Each of the patients the participants had come to visit had a schizophrenia diagnosis and under criminological care. Out of the 14 patients, 8 had murdered, 2 had killed their infants and the remaining 4 caused grievous harm, arson, attempted murder and created disturbance respectively. The victims of the offenses committed by the patients in the study were all close relation members. The participants’ anonymity was ensured by concealing their identity through the assigning of labels as P1 till P14
[bookmark: _Toc63619167]4.2	Participant’s cognisence about schizophrenia
The first question in the exploration was what relation members knew about schizophrenia. It was apparent from the responses obtained that relation members had not considered their patients as having a celebral sickness but rather as people who were difficult to handle. More than half of the participants interviewed felt that the patients exhibited problematic behaviour as a result of excess alcohol intake and/or abuse of drugs. 
Views from six participants included: ‘I only heard about schizophrenia when I talked to a nurse in one of my visits   but I still think my son has no medical problem at all. Trouble begins whenever he smokes marijuana and drinks alcohol, he then pretends to be mad and wants to walk on everyone in the home, I cannot allow him and that is why I called the police for him”(clicks  and turns on the chair) P5 59 years Female “ I don’t know what my brother is being treated for ( frowning) This brother of mine has smoked for as long as I can remember, I am sure if he stops the habit he is good to go” P3 46 years Male “ I heard them say that she is having schizophrenia ,but what I know was that my daughter drinks every brand of liqueur ,do you expect such a person to remain sane, why is she calm here in hospital? It is because she cannot get alcohol” (stretching her palms) P9 55 years female.
Some participants felt that the patients’ problems emanated spells cast on them in religious and cultural cycles but not suffering from schizophrenia.  A few of the views are presented in the following excerpts “Whatever condition the doctors say about my husband is strange news to me. What I know is that my neighbor came when my husband was working on the farm. He looked at him, looked at him again, pointed warning fingers at him and then walked away, from that day my husband developed strange behaviour like talking alone and refusing to bathe, the worst later is when he slashed our daughter to death. Even the pastor prayed and God showed him that it is my neighbor to blame” P12 61 years female 
“I only come to visit him and rarely talk to nurses and doctors. His problem originates from a land dispute. There is a church he used to attend; the pastor of that church wanted the patient’s land to construct a church but he refused. The pastor prayed cursing him, since then he started becoming abnormal” P4 29 years male
“Yes, I have talked with the staff here over and over and they tell me my son has schizophrenia, but inside me am convinced the problem originated from my failure to pay his mother’s dowry till he was past marriage age. That, in my culture brings curses such as celebral breakdown” P1 64 years male.
[bookmark: _Toc63619168]4.3 	Emotional involvement
The second research question sought to know what the participants experienced psychologically as a result of the celebral disorder and offending behavior of their relative. From the responses seven themes emerged. 
[bookmark: _Toc63619169]4.3.1 Rejection
The participants in this study experienced rejection. Their relatives’ psychotic behavior together with negative media reporting left them feeling excluded from their previous social cycles. Some extracts from six participants that depicted a feeling of rejection are enlisted below:
“Since my brother murdered our mother, our neighbors do not visit our homestead (distant stare), the villagers prefer using alternative routes and avoid anywhere near our compound.  The welfare committee stopped taking any contribution from us for any communal event such as funerals and nobody from our relation is ever invited to any of the meetings since this act happened.” P3 46 years male
“I no longer attend any social gatherings such as relation- get- together or weddings.  When I used to attend, my son’s behaviour would end up being the topic for gossips; my close relatives referred to my son in proverbs. This trend felt like a stub is my stomach, so I recoiled to personal cocoon” P5 59 years female
“We were very good friends with my in-laws (uneasy look) these days should we meet even on the streets; they turn their face from us. They do not want to be in contact with my sister’s children at all because of what their mother did” P10 45 years female
“My husband and I were active in church and held leadership positions. After word spread of how he cut our daughter to pieces, I was immediately stripped of leadership position and my participation in church activities no longer solicited for. The church members are uncomfortable near me. When I come in where there were laughter and talks, people shut up or whisper” P12 61 years female.
“My daughter will never ever be accepted as a wife to anyone after killing her son, worse is that her story has ruined marriage chances for her younger siblings, potential suitors are cautioned against my entire relation. Let me just say, we are unwanted by those who know what happened” P9 55 years female 
“In my culture the moment you murder someone whether related to you or not, you can never be accepted back. The relation you come from is isolated and considered cursed. That is what my daughter’s action got us into. It has been like that and no two way about it.” P14 56 years female
‘My cousin murdered his wife under circumstances we all struggle to comprehend. Our neighbors and friends in return place a general blame to our entire extended relation. Some avoid us while others openly tell us unkind words” P7 35 years male

[bookmark: _Toc63619170]4.3.2 Unresolved anger.
In the present study five  participants stated that they were angry  at  the blame people apportioned them  as if they were the  cause of the patients’ actions while three were angry with the patients.They expressed their feelings as follows:
“What makes me feel so angry is that my husband has disowned our son,and the boy has the guts to insult me, right in the presence of his siblings and the workers. Our traditions are so unfair to women, when a child is doing well, the child belongs to the father, when anything goes wrong, the child then belongs to the mother .The father blames me for poor nurturing. This is now my problem not our problem “ P5 59 years female
“I am blamed by my husband for having  been away from home leaving the children to the househelp. The boy started abusing drugs when I was attending classes,the father  attributes  his  intake of  alcohol and drugs  drugs to my absence,.he has actually abandoned the boy to me (looking sideways and gently banging the table ) it is now my problem nott our problem ”P5 59 years female.
“My daughter is just a difficult  character to handle,before this attempted murder whereby she just jumped on me and tried to strangle me,she has been full of drama ( biting her lower lip).She burned  down  a room I had rented her to ashes, has been in engaged in several fights  (Shaking her head and a frown on her face) I regret giving birth to her I really wish she did not exist’’P6
“I am blamed for having bought my brother drinks and giving him money, even my own mother says that had he been sober and broke, he  would have not murdered his  wife.Do you see  the blame  (bites lower lips).” P11 49 years Male. “It hurts me a lot that my father and paternal uncles have totally refused to understand that mam was not in her right celebral  state when she killed my cousins.Nobody is with me on matters touching on my mam (clicks, shaking his knees ,looks at the roof ) it is alright, God knows “ P2 29 years male 
“I feel deeply pained that people we shared so much together now  see me as a  lesser being. They avoid even simple greeting because my husband murdered our daughter ( poses a question).Can you believe that(eyes turn red and veins potrude allover the face)? P12 61 years female.“ I feel angry at the media,they reported about my sister’s arson case in a very exgerated way, the repor carried the day and no one has ever been willing to listen to us about her illness. I wonder whether the media really knew it was not her wish ”P 10 45 years female
“The thought of the death of my wife being caused by my own son is a fresh pain everyday.It pains me that I cannot disown him, my blood runs in his veins  ( folds his shoulders)  but how could he murder his own mother ,I wish he did something else”P 1 64  years male
[bookmark: _Toc63619171]4.3.3 Ambivalence.
Relation members had concurrent conflicting reactions, beliefs and feelings towards the patients that were both negative and positive. In this study 5 out of the 14 paricipants had love and concern for the patients but equally angry and ashamed by what their loved ones did.They wished the criminological detention would come to an end but also were not sure of reintegarating with the patients.Some of what they expressed were as follows:
“ I sympathize with my son who had always been calm and friendly, but how can I forgive him for killing his mother”I am really torn in between, his siblings wonder why I even bother to visit him,but he is my first born ( streches his arms as he casts a questioning glance). I often wish it is just a bad dream that  I would wake up from one day ’ P1 64 years male
“ I want my mother back, I want us to live as a relation again, I will take care of her, it was not her wish to have done what she did.That means I will lose everything. My grnadmother, my father and all my paternal uncles will disown me.. It is difficult( folds his arms across his chest and glances at the roof ,his counternance darkens)” P2 29 year male
“Even if I forgive my brother for murdering mam I can never love him as I used to, and our lives will never be the same.But he was a nice person ,almost harmless.”P3 48 years male
“My husband was the best man you would ever encounter.Of the two parents , I was the quarrelsome one. How he was able to raise a slasher and cut our daughter to pieces is still a puzzle. More incomprehensible,the girl  was our last born and his favourite child ( click followed with a lifeless smile). I  sympathize with him but am equally scared of him ”P12 61 years female
“ Amongst my children, this one ( pointing the wards) who  has now changed into something else,  used to be the best. In school teachers loved him and he was a class representative. His room was the neatest and he managed his finances well.If he quits smoking he is a gentleman and not the beast he has turned to ” P5 59 years female
[bookmark: _Toc63619172]4.3.4 Denial/unreasonable.
Almost all the participants interviewed had not come to terms with the diagnosis of their criminological patients, they still held on to their initial perception even where disclosure had been done. Below are some of the sentiments voiced by five participants:
“He fakes illness to avoid taking responsibilities. How can a celebral ly ill person know the time for meals, know-how to ask for money? Where did he get schizophrenia from? Nobody in my relation or his father’s relation has it. This disorder thing is a cover-up for his irritating conduct” P5
“I have consulted the pastor, the problem is our neighbor who did something bad to him, in fact every time the pastor prays and fasts for him, he gets very normal” P12 61 years female 
“I don’t k actually know why they are keeping him here. He has no problem. Yes, the victim died but I don’t think it was really him who killed her, they were never in bad terms, so how could he have killed.” P7 35 years male
My sister had demonic attacks, the demons chased her from home and she was roaming around with her child on the back before she drowned the baby. Those are demons based in water. If we get a very good witchdoctor she will be helped. Her condition is not for hospital” P8 26 years male
“The man has been very calm, and then evil spirits from our ancestors fell on him. That is when he went for a kitchen knife and started stabbing his father without any provocation. Whatever medication they give him will not help until we make a slaughtered sacrifice to please our ancestor” P3 46 years male 
“There are things that if a person does, it comes back to them, my daughter has been doing the unimaginable acts, and it all had to culminate into madness. This is one person who has slapped her mother-in-law, insulted people. Do you think they were happy with her?” P14 58 years female.
[bookmark: _Toc63619173]4.3.5 Despair.
All participants in this study expressed the feeling of being hopeless and helpless and believed that they were on their own where nobody cared about them. Some of the participants in this study said:
“ What I have gone through with my son, is something I would not wish for my greatest enemy.Some mothers mourn their children whem they are dead,I am mourning mine while he is still alive.” P5 59 years female. “My sister cannot be helped,this is not the  first child she killed ”P8 26years male.
“In as much as I wish my mother well,my uncle and relation can never forgive her nor accept her back.She killed three of his children.My father has since remarried and relocated with his other wife. I do not know who to turn to,I am alone in matters to do with my mother” P2 29 years male
“This girl is impossible,she is my daughter yes but I feel defeated,nothing can make her change.I have called the local administration to handle her, taken her to police stations but no change,Even here at Mathari hospitashe has cases of attacking other patients (shakes her head,eyes turn red, takes a long breather looking down)” P6 59 female
“I am so sad that my sister’s children will never have a typical life.Their father’s relatives blame and curse us.Let things remain as they are, there is nothing we can do about it.” P10 45 years female.
[bookmark: _Toc63619174]4.3.6 Fear
Fear was the most verbalized psychological experience quoted by all the participants in this study. The fear experienced was as a result of witnessing the violent acts committed by their relatives living with schizophrenia or witnessing the hostility meted at their relatives after the offensive acts under the influence of schizophrenia.
“I still experience a sharp pain in my stomach and goose pimples whenever I remember the way my son came running into the house, then I heard my wife screaming followed with the sight of fresh blood gushing from her mutilated body (sighs) it was so abrupt, something I have never imagined I could live to see, something never heard of in my lineage “P1 64 year male
“I feel so scared of my husband. His eyes turned unusually red and almost popping out. He ran after our last-born daughter, like someone chasing a huge wild animal. Till today, (Pointing the ground with the two index fingers) when I see anybody running, my heart beat races”. “I come visiting him but I am not able to look at him in the eye. I shake with fear but I try not to show him” P12 61 years female
“I have developed intense fear of my sister; I wish she just burned the house. Then she is this quiet people, I keep imagining, if she burned her husband to death, what was she thinking, and what else is she capable of doing?” P10 45 years female 
“The day my daughter murdered her husband is fresh in my mind, it has left me with a lot of fear. They had no marital problems, going by what I thought. I am scared about giving my other daughters into a marriage lest the same bad omen happens again” P14 56 years female
“It is frightening as I flashback to what happened, seeing my mother being beaten by a crowd, seeing the lifeless bodies of her victims and lastly as the police came for her and ruthlessly threw her into their vehicle. Horrifying” P2 29 years male.
“My son has insulted me before but in the last episode prior to his arrest, he was somehow braver. This is scaring and I feel afraid of him. Even when he gets out of here, he has to get alternative accommodation; we can no longer live under one roof.  Am no longer safe with him around me, no I am not (vigorously shaking her head)” P5 59 years female.
[bookmark: _Toc63619175]4.3.7 Unrequited love
.  In this study five participants expressed that the love and care they gave to the patients was often one sided and unappreciated:
“I am the one who visits him but what I get for appreciation is accusations and blames for everything that has gone wrong in his life.  It is strange to me that he sees me as the problem and yet has no grudge with the other relation members who have given up on him and are not bothered about him” P5 59 years female
“The last time I brought her juice, she drank the juice then threw the bottle at me. I felt unappreciated and my goodness being trashed. At times I come all the way and she would refuse to talk to me. If I stop coming it would paint me negatively, as someone uncaring” P 14 56 years female
“He has a list of demands. Whenever I arrive his main interest is in what I have brought for him. I have never heard him say a simple –thank you. One feels wasted but what do you do? I have learnt to relate with him that way but to say the truth, it’s not easy” P11 49 years male
Dealing with my daughter requires a stone heart. Then I force myself to love her as she is. At times I come and she will lecture me, call me names until I leave. I am her mother so after the insults I still have to come and visit her. I feel like I am sick as well “P9 55 years female 
“Coming to this hospital is not fun. I count it as duty and service to God. More than twice, he just stared at me despite efforts to talk to him, and in both instances, I was told he had been talking. In another visit he refused to take the fruits I had brought” P4 29 years male 
[bookmark: _Toc63619176]4.4	Mamging plans
The third research question sought to find out how the families with schizophrenic criminological patients managed to cope with the double peril. The four strategies that emerged from the data gathered were: spiritual coping, denial, witchcraft and acceptance.
[bookmark: _Toc63619177]4.4.1 Spiritual coping
Of the 14 participants six participants who resorted to spiritual coping had the following to say:
“The entire relation prays for him; I visit the pastor regularly to ask him to stand with us in prayers. For sure if it were not for prayers, I have at times wished I did not exist” P 13 54 years female.
“Our help if any can only come from God. But often I doubt, God is not answering, he has been here for long, five years and we do not know till when he will be here” P4 29 years male. 
“We leave all to God; my mind cannot understand this thing, initially I would cry, refuse to eat, but I realize the person who can do all miracles is God.” P14 56 years male
“My son’s case is a spiritual warfare; I pray for him and my other children every night before I go to bed” P5 59 years female
“I have consulted a witchdoctor that is very good at reversing madness; he will cleanse him totally once he is out of here” P1 64 year male
“I have seen some change in her, and I keep hoping that God will heal her totally. I also pray that my in-laws may forgive her. What can one do in such circumstances but to trust in God, although I lost trust in my church, most members turned their backs on us because of what my sister did.  Am in a different church now “P 10 45 years female
[bookmark: _Toc63619178]4.4.2 Acceptance
The other coping strategy that emerged from the participants in this enquiry was acceptance although in a small degree. Three participants verbalized the following:
“I cried when the offence took place. I was in shock and pain. I looked at my cousin as if he was from another world. But after some time now, I have accepted. Such things happen if it was destined, I cannot change anything” P 7 35 years male
“When she killed her first baby and was brought to hospital, it was really difficult for us to comprehend. The moment she stopped taking her medication and killed her second child, I accepted that it was not some ordinary anger about something, instead she must have been under certain powers that damaged her reasoning and feelings.” P9 55 years male
“From the moment mam committed the offence, I have always known that she is not well, and accept her that way despite the opposition I get from home. She is not a violent person so for her to have taken not one but three lives (demonstrating with his fingers), there is no doubt about her being sick or bewitched “P2 29 years male
[bookmark: _Toc63619179]4.4.3 Denial
 A larger extend of participants coped by denying and disregarding the fact that the patients were celebral ly ill. They therefore held on to myths even in instances where the hospital had disclosed to them the diagnosis of their loved ones. Some of the sentiments expressed were:
“He feigns madness to escape from the responsibilities he has to shoulder and when he wants to divert our attention” P5 59 years female
“It is his pastor   who did something bad and is to be blamed for his situation, there is no sickness here” P12 49 years male
“He smokes and takes alcohol. He is not celebral ly ill. He has been drinking for all these years but has never harmed anybody; these police must have made a mistake.” P7 35 years male
 “My sister had demonic attacks; if we get a very good witchdoctor she will be helped. (Cracking his knuckles) Her condition is not for hospital” P8 26 years male
“The man has evil spirits from our ancestors. Whatever medication they give him will not help until we make a sacrifice to please our ancestors” P3 46 years male
“My daughter is cursed; there is nothing medical in her situation. She has done several acts considered taboo in our culture such as beating up her mother-in-law?” P14 56 years female.
[bookmark: _Toc63619180]4.5	Summary of the chapter
The data analysis in this study revealed that most relation members of persons living with schizophrenia lacked cognisence about the celebral sickness. As a result, they survived on myths and misconceptions about the condition. The study established that families of PLWSUFC mainly endured negative emotional involvement as was manifested in the seven themes that emerged. The study   results further showed that these families survived on maladaptive/ ineffective mamging plans. 
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[bookmark: _Toc63619181]CHAPTER FIVE
[bookmark: _Toc43317164][bookmark: _Toc43317682][bookmark: _Toc63619182]DISCUSSION OF THE RESULTS
[bookmark: _Toc63619183]5.0 	Introduction.
This study set out to explore the emotional involvement of families of PLWSUFC at Mathari Hospital, Nairobi.  The study used a qualitative phenomenological research design and aimed at answering three research questions; what the participants knew about schizophrenia and its link to offensive behavior, what the families experienced as a result of the double peril and how they coped with the situation. Fourteen participants who were related to the PLWSUFC at the Mathari Hospital aged between 26 - 64 years were recruited through a criterion of purposeful sampling technique.
 Data was collected from the face to face interviews with the help of an interview guide that had semi structured questions. The interviews lasted a total of 490 minutes. From the thematic data analysis, it emerged that the families lacked cognisence about schizophrenia nor its risk factor to offending behavior. The themes extracted exposed negative involment while the four coping skills the families deployed were all ineffective/maladaptive. The outcomes of the study are discussed in the following section in relation to literature review.
[bookmark: _Toc63619184]5.1	Families cognisence about schizophrenia 
[bookmark: _Toc49237075][bookmark: _Toc49238575][bookmark: _Toc49239244][bookmark: _Toc51575949][bookmark: _Toc52477772][bookmark: _Toc52558622][bookmark: _Toc52559045][bookmark: _Toc52562918][bookmark: _Toc62926203][bookmark: _Toc63010208][bookmark: _Toc63192856][bookmark: _Toc63619185]The findings in the current study demonstrated that there is a lack of cognisence and misconceptions about schizophrenia by the relation members of persons with schizophrenia under criminological care. The responses from the participants brought out three key thoughts, that their relatives were infatuated by demons, bewitched or pretending to be ill.
[bookmark: _Toc49237076][bookmark: _Toc49238576][bookmark: _Toc49239245][bookmark: _Toc51575950][bookmark: _Toc52477773][bookmark: _Toc52558623][bookmark: _Toc52559046][bookmark: _Toc52562919][bookmark: _Toc62926204][bookmark: _Toc63010209][bookmark: _Toc63192857][bookmark: _Toc63619186]These responses corresponded with findings from Margetic (2008) which verified that families of persons with schizophrenia lacked knowledge about schizophrenia, failed to understand the illness as well as the psychotic behaviour patients displayed.  Erritty and Wydell (2013) further confirmed that the lack of clear evidence about causes of schizophrenia in families gave rise to the myths and taboos surrounding the illness. The most common myth according to Howes et al (2017) was the belief that persons with schizophrenia have been bewitched   or under mystical powers. In all this lack of common understanding about the causes of schizophrenia, Birchwood and Cochrane (2013) had recognized that persons living with schizophrenia have thus been deemed mysterious to the public eye.
The study results in agreement with Uludağ and Güleç (2016) exposed that schizophrenia can be comorbid with substance abuse disorder (SUD) in patients. As well as showed that SUD in people living with schizophrenia is closely related to increased rates of criminal activity, violent behavior, and involvement in the legal system. 
Cognisence about schizophrenia in families of persons with schizophrenia was considered significant towards the psychological wellbeing of families consistent with Sharif, Shaygan, and Mani (2012). The study hence assumed that where there was knowledge about the celebral condition, distress was less and improved overall relation functioning. 
[bookmark: _Toc63619187]5.2	Emotional involvement of families of people living with   schizophrenia under criminological care at Mathari hospital
[bookmark: _Toc40393859][bookmark: _Toc43317167][bookmark: _Toc43317686][bookmark: _Toc43472628][bookmark: _Toc43472951][bookmark: _Toc43474454][bookmark: _Toc49237078][bookmark: _Toc49238578][bookmark: _Toc49239247][bookmark: _Toc51575952][bookmark: _Toc52477775][bookmark: _Toc52558625][bookmark: _Toc52559048][bookmark: _Toc52562921][bookmark: _Toc62926206][bookmark: _Toc63010211][bookmark: _Toc63192859][bookmark: _Toc63619188] The current study revealed that relation members of persons with schizophrenia and under criminological care at the Mathari Hospital had predominantly negative emotional involvement.  These findings confirmed what Rowaert (2017) stated, that families of celebral ly ill offenders experienced more stress than those celebrally ill individuals with no judicial involvement.  Families of celebral ly ill offenders had to deal with both celebral vigor services and judicial system. 
[bookmark: _Toc63619189][bookmark: _Toc49237079][bookmark: _Toc49238579][bookmark: _Toc49239248][bookmark: _Toc51575953][bookmark: _Toc52477776][bookmark: _Toc52558626][bookmark: _Toc52559049][bookmark: _Toc52562922][bookmark: _Toc62926207][bookmark: _Toc63010212][bookmark: _Toc63192860]Research findings from Hebert (2013) Mitosis (2012) and Naser (2016) implies that faced with the dual challenge, families experienced feelings of guilt, shame disbelief, fear, anger and grief. Chen (2014) indicated that it was entirely normal for families to experience intense emotional turmoil when a loved one is diagnosed with a serious celebral sickness. Schmid et al (2009) explained that the reason for distress in families of persons with schizophrenia was the persistent nature of the illness and the attached stigma to the celebral sickness. 
[bookmark: _Toc49237080][bookmark: _Toc49238580][bookmark: _Toc49239249][bookmark: _Toc51575954][bookmark: _Toc52477777][bookmark: _Toc52558627][bookmark: _Toc52559050][bookmark: _Toc52562923][bookmark: _Toc62926208][bookmark: _Toc63010213][bookmark: _Toc63192861][bookmark: _Toc63619190]The present study elicited seven themes which reflected the emotional involvement of families as a result of their relative having committed a crime under the influence of schizophrenia and thus receiving criminological care.
[bookmark: _Toc63619191]5.2.1 Rejection
[bookmark: _Toc49237082][bookmark: _Toc49238582][bookmark: _Toc49239251][bookmark: _Toc51575956][bookmark: _Toc52477779][bookmark: _Toc52558629][bookmark: _Toc52559052][bookmark: _Toc52562925][bookmark: _Toc62926210][bookmark: _Toc63010215][bookmark: _Toc63192863][bookmark: _Toc63619192]According to DeWall (2011) rejection is a feeling  of shame,sadness or grief because of non acceptance by others.This is displayed by others having little desire to include them in groups,their presence being ignored or being actively expelled from a group or existing relationship.
[bookmark: _Toc49237083][bookmark: _Toc49238583][bookmark: _Toc49239252][bookmark: _Toc51575957][bookmark: _Toc52477780][bookmark: _Toc52558630][bookmark: _Toc52559053][bookmark: _Toc52562926][bookmark: _Toc62926211][bookmark: _Toc63010216][bookmark: _Toc63192864][bookmark: _Toc63619193]The respondents reported having had psychological difficulties because people in their social spheres discriminated them. For some respondents, former close associates withdrew their dealings with them. While for some their relations made them feel uncomfortable by making unpleasant remarks towards the criminal acts of their loved ones. The responses revealed that there was permanently destroyed relation relationship; there were persons under criminological care that families did not wish to reconcile with and therefore not wanted back even upon recovery.
[bookmark: _Toc49237084][bookmark: _Toc49238584][bookmark: _Toc49239253][bookmark: _Toc51575958][bookmark: _Toc52477781][bookmark: _Toc52558631][bookmark: _Toc52559054][bookmark: _Toc52562927][bookmark: _Toc62926212][bookmark: _Toc63010217][bookmark: _Toc63192865][bookmark: _Toc63619194]This feeling of rejection has been reflected in Harris et al (2015). The findings expounded that where the patient committed a crime, frustration and stress was high and destroyed the would-be connection between relation and patient nurturing rejection. The responses also agreed with Neil (2012) that families of celebral ly ill offenders may feel rejected by society as if they were part of the crime their relative committed.  Rejection brings about a lack of support and understanding from others making families feel isolated in the long run. 
[bookmark: _Toc63619195]5.2.2 Unresolved anger
[bookmark: _Toc49237086][bookmark: _Toc49238586][bookmark: _Toc49239255][bookmark: _Toc51575960][bookmark: _Toc52477783][bookmark: _Toc52558633][bookmark: _Toc52559056][bookmark: _Toc52562929][bookmark: _Toc62926214][bookmark: _Toc63010219][bookmark: _Toc63192867][bookmark: _Toc63619196]All respondents in this study expressed anger at two levels. First, they were angry at the offensive behavior of the PLWSUC and second, they were angry at other members of the society who barred them from any social support and apportioned them the blame for their patient’s predicament.
[bookmark: _Toc49237087][bookmark: _Toc49238587][bookmark: _Toc49239256][bookmark: _Toc51575961][bookmark: _Toc63619197][bookmark: _Toc52477784][bookmark: _Toc52558634][bookmark: _Toc52559057][bookmark: _Toc52562930][bookmark: _Toc62926215][bookmark: _Toc63010220][bookmark: _Toc63192868] Park and Lee (2017) state that families experienced anger when faced with schizophrenia or other severe celebral sicknesses. The anger has been found to be dependent on various constructs especially the persistent nature of schizophrenia. Second, the condition brings a loss of dreams and resentment. Also, relation members felt powerlessness in neither changing the situation nor reversing the lost expectations.  From Schmid, et al (2009)  it could be seen that the patients’ expressions sometimes characterized by violence, confrontation and threats, aroused the feelings of frustration, disappointment, and humiliation. Where violent criminal acts were involved, families expressed a feeling of pain (Ghoreishi, 2015).  Herbert ( 2013) recounted that offspring have grieved the parental or familiesial support they never received denying them the chance to live their lives consequently, internalizing resentment 
[bookmark: _Toc63619198]5.2.3 Ambivalence.
[bookmark: _Toc49237089][bookmark: _Toc49238589][bookmark: _Toc49239258][bookmark: _Toc51575963][bookmark: _Toc52477786][bookmark: _Toc52558636][bookmark: _Toc52559059][bookmark: _Toc52562932][bookmark: _Toc62926217][bookmark: _Toc63010222][bookmark: _Toc63192870][bookmark: _Toc63619199]The finding from the present study corroborated Gillespie (2019)’s assertion that criminological care is multifaceted. To begin with, persons who have offended under the influence of schizophrenia were simultaneously seen as dangerous to the society and in need of care and treatment. Then, the criminological care was characterized by constrain and coercion   that could compromise patient’s dignity. The relation members’ task was contradictory, they were supposed to care, protect and connect with the patients at the same they had their needs as some were the victims of the patients’ violent acts.
[bookmark: _Toc49237090][bookmark: _Toc49238590][bookmark: _Toc49239259][bookmark: _Toc51575964][bookmark: _Toc52477787][bookmark: _Toc52558637][bookmark: _Toc52559060][bookmark: _Toc52562933][bookmark: _Toc62926218][bookmark: _Toc63010223][bookmark: _Toc63192871][bookmark: _Toc63619200] Likewise,Koschorke (2017) stated that celebral sickness and criminal acts may make relation members feel confused about the changed behavior of their loved ones. The respondents in the present study were confused as they visited their relative in the hospital.  On one side caring about a criminological patient felt like supporting the criminal act committed. They were castigated by the remaining relatives who did not see the significance of following up on patients who had committed crimes. On the other hand, disconnecting from the patient based on the individual’s religious values or memory of the past shared with the patient felt inhumane to the relation members who experienced ambivalence. 
[bookmark: _Toc63619201]5.2.4 Denial/unreasonable
[bookmark: _Toc49237092][bookmark: _Toc49238592][bookmark: _Toc49239261][bookmark: _Toc51575966][bookmark: _Toc52477789][bookmark: _Toc52558639][bookmark: _Toc52559062][bookmark: _Toc52562935][bookmark: _Toc62926220][bookmark: _Toc63010225][bookmark: _Toc63192873][bookmark: _Toc63619202]From the results obtained in the present study, some relation members refused to accept that a celebral sickness existed in their relatives’ lives and acted as if it was not real. Despite disclosure by the celebral vigor professionals these relation members refused to openly acknowledge that there was a reality to address.
[bookmark: _Toc49237093][bookmark: _Toc49238593][bookmark: _Toc49239262][bookmark: _Toc51575967][bookmark: _Toc52477790][bookmark: _Toc52558640][bookmark: _Toc52559063][bookmark: _Toc52562936][bookmark: _Toc62926221][bookmark: _Toc63010226][bookmark: _Toc63192874][bookmark: _Toc63619203]According to Bunston, Franich-Ray and Tatlow (2017) denial occurs in the context where there is a prior lack of cognisence and inadequate evidence al support.  In the current study, the relation members who were in denial focused on either the comorbid substance abuse by the patients or on the misconceptions about celebral sicknesses depending on one’s culture or religion. In a study on coping with schizophrenia, Chandrasekaran, Sivaprakash and Jayestri (2002) placed denial as the first emotional stage to response of schizophrenia, during which families deny the severity of the problem and hope that the loved will grow out of it.
[bookmark: _Toc63619204]5.2.5 Despair
[bookmark: _Toc49237095][bookmark: _Toc49238595][bookmark: _Toc49239264][bookmark: _Toc51575969][bookmark: _Toc52477792][bookmark: _Toc52558642][bookmark: _Toc52559065][bookmark: _Toc52562938][bookmark: _Toc62926223][bookmark: _Toc63010228][bookmark: _Toc63192876][bookmark: _Toc63619205]The relation members of the PLWSUFC at Mathari Hospital interviewed in this study expressed a loss of hope due to their inability to change the situation. Some participants had visited the patients for years but recovery seemed slow. Others were concerned about the minimal interaction they had with the hospital and could not guess when their relative would be discharged. However, there were also participants who felt that given the nature of the criminal acts of their patients, the patients remained irreconcilable to the society. According to   Doyle, Quayle and Newman (2017), in instances where the patient had no positive results despite the criminological psychiatric care which is often characterized by long stay in a restricted environment, relation members of a patient can despair. In addition, the vigor care professional can in some instances be judicial, whereby they do not listen and lack competence to address hopelessness, apathy, anger and sorrow, 
[bookmark: _Toc49237096][bookmark: _Toc49238596][bookmark: _Toc49239265][bookmark: _Toc51575970][bookmark: _Toc52477793][bookmark: _Toc52558643][bookmark: _Toc52559066][bookmark: _Toc52562939][bookmark: _Toc62926224][bookmark: _Toc63010229][bookmark: _Toc63192877][bookmark: _Toc63619206]Erritty and Wydell (2013) described schizophrenia as one of the most elusive diseases known to man and unknown to medicine bringing the feelings of “utter despair. When accompanied by a criminal behavior, schizophrenia brings about feeling of not having any hope left often causing worry and sadness to families of the sufferer (Karim et al, 2015). Despair is further brought by loss of role expectation, mourning of what could have been and the loss of potential achievement for the loved one. This being the case families have to overcome cycles of hope and despair
[bookmark: _Toc63619207]5.2.6 Fear
[bookmark: _Toc49237098][bookmark: _Toc49238598][bookmark: _Toc49239267][bookmark: _Toc51575972][bookmark: _Toc52477795][bookmark: _Toc52558645][bookmark: _Toc52559068][bookmark: _Toc52562941][bookmark: _Toc62926226][bookmark: _Toc63010231][bookmark: _Toc63192879][bookmark: _Toc63619208]Participants experienced fear because of the acts of violence done by their relative. This finding is supported by Pule (2016) who stated that relation caregivers of criminological celebral vigor care users who had committed crime against the relation, could prolong their stay in the hospital. Families might fear the criminological celebral vigor care users and not ready to receive them back when they are discharged from the specialist psychiatric hospital. Pule (2016) also stated that the fear was due to the fact that the vast majority of the victims of offenders living with schizophrenia are found among families.
[bookmark: _Toc49237099][bookmark: _Toc49238599][bookmark: _Toc49239268][bookmark: _Toc51575973][bookmark: _Toc52477796][bookmark: _Toc52558646][bookmark: _Toc52559069][bookmark: _Toc52562942][bookmark: _Toc62926227][bookmark: _Toc63010232][bookmark: _Toc63192880][bookmark: _Toc63619209]Fear is also mentioned in Monyaluoe (2014) where families felt at risk of being injured or killed by the violent and aggressive celebral ly ill member. Especially, where families had been attacked by their celebral ly ill relation member. Likewise, families feared the patient’s unpredictable and socially unacceptable behaviour. According to Iseselo (2016) persons with serious celebral sickness often engaged in behaviors that are frightening, troublesome, disruptive or at least annoying and many relatives are obliged to control manage and tolerate these behaviours.
[bookmark: _Toc52477797][bookmark: _Toc52558647][bookmark: _Toc52559070][bookmark: _Toc52562943][bookmark: _Toc62926228][bookmark: _Toc63010233][bookmark: _Toc63192881][bookmark: _Toc63619210][bookmark: _Toc49237100][bookmark: _Toc49238600][bookmark: _Toc49239269][bookmark: _Toc51575974]Ntsayagae, Poggenpoel, and  Myburgh (2019) reported families  to be afraid of the patient’s expression of threat, violence and provocative behavior. Families in this context   feared that the patient could lash out in violence. They were thus on the guard and experienced a nagging feeling that anytime a situation could occur. Families have had to contend with feeling of worry and powerlessness to maintain normalcy in their lives because of the multifacetity of the nature of illness. Research further showed that helplessness and fear went hand in hand 
[bookmark: _Toc49237101][bookmark: _Toc49238601][bookmark: _Toc49239270][bookmark: _Toc51575975][bookmark: _Toc52477798][bookmark: _Toc52558648][bookmark: _Toc52559071][bookmark: _Toc52562944][bookmark: _Toc62926229][bookmark: _Toc63010234][bookmark: _Toc63192882][bookmark: _Toc63619211]Families in addition to fearing the patients fear possible stigma. In many cases anything regarding celebral sickness has attracted negative publicity. Families then fear for patient’s safety.  The lack of knowledge about the causes of schizophrenia, its prognosis and treatment is also a cause of fear. It was generally frightening for families of PLWSUFC at Mathari hospital; they bore the challenge of bizarre behavior of their relative and faced prejudice due to misconception about celebral sickness and the aftermath of the criminal acts.
[bookmark: _Toc63619212]5.2.7 Unrequited love
[bookmark: _Toc49237103][bookmark: _Toc49238603][bookmark: _Toc49239272][bookmark: _Toc51575977][bookmark: _Toc52477800][bookmark: _Toc52558650][bookmark: _Toc52559073][bookmark: _Toc52562946][bookmark: _Toc62926231][bookmark: _Toc63010236][bookmark: _Toc63192884][bookmark: _Toc63619213]Some participants felt that the love they expressed to the patients was unreciprocated. The patients did not always appreciate efforts and instead blamed the relation members for their predicament or just made endless demands. The long-term nature of criminological care is reported to result in a sense of powerlessness and lack of control to families when there is no result of their support in patient’s development. Park and Lee (2017) stated that a parent’s love and patience could be sorely tested by behavior that seemed hostile or uncooperative.  In another study Mitsonis et al  (2012) cited that parents and brethren of people living with schizophrenia lamented that they were racked by demands that would overtax a Mother Theresa,
[bookmark: _Toc63619214]5.3 	Managing plans
[bookmark: _Toc63619215][bookmark: _Toc49237105][bookmark: _Toc49238605][bookmark: _Toc49239274][bookmark: _Toc51575979][bookmark: _Toc52477802][bookmark: _Toc52558652][bookmark: _Toc52559075][bookmark: _Toc52562948][bookmark: _Toc62926233][bookmark: _Toc63010238][bookmark: _Toc63192886]The involuntary admission of an individual for criminological care after committing a criminal act under the influence of schizophrenia for a non-specified period   evokes different psychological responses in their relation members. This places a demand on families to develop mamging plans.  Coping, according to Skinner, and Zimmer-Gembeck (2016) involves celebral  and behavioral efforts to manage specific exterior and/or interior stresses that are considered as challenging or beyond the resources of the person. Managing plans can be adaptive (e.g., positive reframing and active coping) and maladaptive coping (e.g., substance use and denial) 
[bookmark: _Toc49237106][bookmark: _Toc49238606][bookmark: _Toc49239275][bookmark: _Toc51575980][bookmark: _Toc52477803][bookmark: _Toc52558653][bookmark: _Toc52559076][bookmark: _Toc52562949][bookmark: _Toc62926234][bookmark: _Toc63010239][bookmark: _Toc63192887][bookmark: _Toc63619216]The data in the present study exposed that families of schizophrenic criminological patients at Mathari hospital generally resorted to dysfunctional/maladaptive managing plans. They were: denial, Spiritual/ religious coping, acceptance and witchcraft.  According to Batra et al (2014) dysfunctional coping led to   greater psychological distress 
[bookmark: _Toc63619217]5.3.1 Denial
[bookmark: _Toc49237108][bookmark: _Toc49238608][bookmark: _Toc49239277][bookmark: _Toc51575982][bookmark: _Toc52477805][bookmark: _Toc52558655][bookmark: _Toc52559078][bookmark: _Toc52562951][bookmark: _Toc62926236][bookmark: _Toc63010241][bookmark: _Toc63192889][bookmark: _Toc63619218]Hammarström, etal (2019) elucidated that when people were confronted with a threat embodied in a stereotype, one of the simplest mamging plans they resorted to is denial. Corey (2009 refers to Freud who described denial as a defense mechanism that involved a refusal to accept reality, thus blocking external events from cognisence. Bunston et al (2017) explained that if a situation is just too much to handle, a person may respond by refusing to perceive it or by denying that it existed.  
In the present study, many respondents refused to accept that their criminological patient had schizophrenia or any celebral sickness. They instead looked for someone or something to blame. The comorbid substance abuse, in patients with schizophrenia, favored this coping strategy, respondents thus focused on the fact that their loved ones abused drugs and denied the celebral sickness. The prior lack of cognisence about schizophrenia also made it difficult for them to accept the existence of schizophrenia and finally majority focused on the criminal acts of the patients and blocked the celebral sickness from cognisence. This supported by findings by Freeman, et al (2016); and Von Hippel et al (2005).
[bookmark: _Toc63619219]5.3.2 Spiritual/ religious coping
[bookmark: _Toc49237109][bookmark: _Toc49238609][bookmark: _Toc49239279][bookmark: _Toc51575984][bookmark: _Toc52477807][bookmark: _Toc52558657][bookmark: _Toc52559080][bookmark: _Toc52562953][bookmark: _Toc62926238][bookmark: _Toc63010243][bookmark: _Toc63192891][bookmark: _Toc63619220]Spiritual-Religious coping, according to Saad and de Medeiros (2012) is the use of religious beliefs, attitudes or practices to reduce the emotional distress caused by stressful events of life, such as loss or change, which gives suffering meaning and makes it more bearable. For many individuals, spiritual beliefs and practices provide a source of comfort, supply a font of wisdom to help. They further explained that spirituality also brings hope, altruism and idealism, purpose for life and for suffering.  Through spirituality, individuals go beyond.
[bookmark: _Toc49237110][bookmark: _Toc49238610][bookmark: _Toc49239280][bookmark: _Toc51575985][bookmark: _Toc52477808][bookmark: _Toc52558658][bookmark: _Toc52559081][bookmark: _Toc52562954][bookmark: _Toc62926239][bookmark: _Toc63010244][bookmark: _Toc63192892][bookmark: _Toc63619221] In the present study, religious and spiritual beliefs were a resource that helped participants come to terms with their loved ones’ illness and better manage their responsibilities. In as much as they were in a multifacet situation where some struggled with the perception of being blamed for being responsible for the problem of their relatives, some relation members believed that only God could help them. A number of the participants had resorted to seek for pastoral support and prayers for their patient’s well-being and favourable court rulings.
[bookmark: _Toc63010245][bookmark: _Toc63192893][bookmark: _Toc63619222][bookmark: _Toc49237111][bookmark: _Toc49238611][bookmark: _Toc49239281][bookmark: _Toc51575986][bookmark: _Toc52477809][bookmark: _Toc52558659][bookmark: _Toc52559082][bookmark: _Toc52562955][bookmark: _Toc62926240]Rammohan et al (2002) findings however took exception to this position by stating that certain religious expressions of spirituality may become part of the problem as well as part of the recovery.  They established that some individuals are helped by their faith community, uplifted by spiritual activities, comforted and strengthened by their beliefs.  On the other hand, others were rejected by their faith community, burdened by spiritual activities, disappointed and demoralized by their beliefs.  They also found out that religious coping may prevent families from seeking support to address possible caregiving stresses. 
[bookmark: _Toc63619223]5.3.3 Acceptance
[bookmark: _Toc49237113][bookmark: _Toc49238613][bookmark: _Toc49239283][bookmark: _Toc51575988][bookmark: _Toc52477811][bookmark: _Toc52558661][bookmark: _Toc52559084][bookmark: _Toc52562957][bookmark: _Toc62926242][bookmark: _Toc63010247][bookmark: _Toc63192895][bookmark: _Toc63619224]Only three of the participants had fully accepted that the crimes their relative had committed were out of the influence of a celebral sickness. For these three their patient did not have histories of substance abuse nor aggression. However, because of the stigma attached to celebral sickness their acceptance was not associated with positive psychological outcomes. They had the resigning acceptance that brought negative outcomes
According to Nakamura and Orth (2005) acceptance means to face the reality even if it does not fit one’s expectations or desires, and the willingness to deal with this reality nevertheless. Acceptance as a coping reaction to unchangeable negative events has been discussed controversially. While some studies suggest it as adaptive, others report negative effects on celebral  vigor. Out of the controversy two forms of acceptance reactions emerge active acceptance, which is associated with positive psychological outcomes, and resigning acceptance, which is associated with negative psychological outcomes. 
[bookmark: _Toc63619225]5.3.4 Witchcraft
[bookmark: _Toc49237115][bookmark: _Toc49238615][bookmark: _Toc49239285][bookmark: _Toc51575990][bookmark: _Toc52477813][bookmark: _Toc52558663][bookmark: _Toc52559086][bookmark: _Toc52562959][bookmark: _Toc62926244][bookmark: _Toc63010249][bookmark: _Toc63192897][bookmark: _Toc63619226]The current study identified that some participants coped by seeking the assistance of traditional healers. The prevailing belief being that the patients were not actually sick but had been bewitched. The psychotic behaviors the patients had manifested were bizarre to the relation members. By consulting traditional healers, they sought explanations on what caused the conditions and also sought to manage the patients’ symptoms. This allayed their anxieties about the causes and progression of the illness.
[bookmark: _Toc49237116][bookmark: _Toc49238616][bookmark: _Toc49239286][bookmark: _Toc51575991][bookmark: _Toc52477814][bookmark: _Toc52558664][bookmark: _Toc52559087][bookmark: _Toc52562960][bookmark: _Toc62926245][bookmark: _Toc63010250][bookmark: _Toc63192898][bookmark: _Toc63619227] Assad et al (2015) attributed the devastating beliefs people have about causes of schizophrenia to the limited knowledge and devastating perceptions about schizophrenia across the world. Some people believe that celebral sicknesses are not diseases but equated to possession of evil spirit, witchcraft or curse. On the same note, the beliefs about causes of celebral sicknesses may affect patterns of seeking help, follow up and responses to treatment. 
[bookmark: _Toc63619228]5.4 	Theoretical implications
The findings of the present study have mirrored the views of the theory that informed the current investigation. REBT holds that it is not events rather it is one’s beliefs about the events that lead to emotional and behavioral reactivity. Therefore, it was not the PLWSUFC that led to the negative emotional involvement of the relation members but their beliefs about celebral sickness and criminological care.
REBT distinguishes between rational and irrational beliefs and suggest in response to adversities people can react with vigory or unvigory emotional responses. The REBT framework holds that irrational beliefs lead to unvigory negative emotions and pathological conditions. Consequently, REBT recommends a process for the decreasing of irrational beliefs and advancement of rational beliefs. In this study participants held misconceptions about schizophrenia (irrational beliefs) which saw them experience negative emotional involvement and maladaptive mamging plans
Since REBT groups beliefs into “rational” and “irrational” beliefs. The goal when using the ABC model is to help the client accept the rational beliefs and dispute the irrational beliefs. Relation members of persons with schizophrenia under criminological care when using the model can be helped accept that schizophrenia is an illness like any other (rational belief) and dispute the misconceptions, such as it is a curse, bewitchment or possession by evil spirits. The disputing would bring the new effect of adaptive/functional coping such as evidence seeking and finding social support.
[bookmark: _Toc63619229]5.5 	Summary of the chapter
The findings in this study found that relation members of persons with schizophrenia and under criminological care at the Mathari Hospital largely lacked cognisence about the celebral sickness. The emotional involvement the participants had were negative and the coping skills maladaptive by nature. From the theoretical frame work, these emotional involvement were dependent on what they thought about people living with schizophrenia under criminological care. Their thoughts were based on misconceptions about the celebral  disorder. The theory assumes that if the thoughts could be corrected, the emotional involvement would be different (adaptive)








[bookmark: _Toc63619230]CHAPTER SIX
[bookmark: _Toc63619231] SUMMARY CONCLUSION AND RECOMMENDATION 
[bookmark: _Toc63619232]6.0 Summary
The aim of this study generally was to explore the emotional involvement of the relation members of PLWSUFC at the Mathari Hospital. This included exploring the cognisence about schizophrenia in the families and identifying the strategies the families used to cope. The study was led by the understanding that people were not affected by the events but rather by what they thought about the events. In the context, it was not about the schizophrenia or the criminal acts but rather what the families thought about the celebral sickness and criminal offence that informed their emotional involvement.
 The data gathered revealed that families of persons with schizophrenia under criminological care had either limited evidence or misevidence about the illness. In the cases where there was comorbid substance abuse, the families focused on the substance abuse as the issue and ruled out the existence of any other a celebral sickness.  Due to these findings, the study attributes the negative emotional involvement by relation members to the lack of cognisence and the misconceptions. 
The study is convinced that with creation of cognisence both about schizophrenia and it being a risk to offending behaviour, families of persons with schizophrenia under criminological care would have less negative emotional involvement. The study is also convinced   that with cognisence families could then develop adaptive managing plans such as evidence seeking.  The study envisages cognisence creation through provision of more evidence and implementing programs designed to address celebral sickness and criminal acts. The study presupposes that with cognisence families of PLWSUFC would experience higher levels of support and empowerment thereby lowering the negative emotional involvement.
According to the theory that led this study, the committal of crime under the influence of schizophrenia represented A- the event, the belief, judgments based on what the families knew represented B-, while the emotional involvement which were mainly negative represented C in the ABC Model of REBT. Cognisence creation in this model would be the disputing debating and the deleting of irrational thoughts D bringing about less negative emotional involvement and adaptive mamging plans E.
[bookmark: _Toc63619233]6.1 Conclusion 
[bookmark: _Toc52477818][bookmark: _Toc52558670][bookmark: _Toc52559093][bookmark: _Toc52562967][bookmark: _Toc62926252][bookmark: _Toc63010257][bookmark: _Toc63192905][bookmark: _Toc63619234]In conclusion, families of people living with schizophrenia under criminological care, find themselves in a multifacet situation. Their loved ones have a celebral sickness and a criminal record. The patients are in need of treatment and correction in an involuntary arrangement.  In certain instances, they are the victims of the patients’ offences but still expected to offer care. The criminological treatment is never time bound and exclusively dependent on patient’s progress leading to prolonged stay in hospital. Their criminal acts means engaging with the judicial system and matters concerning crimes committed under the influence of celebral sicknesses attract media coverage often in sensation way. All these affect the families of the people living with schizophrenia under criminological scare eliciting intense emotions. The challenge is that in there is no legal requirement to involve the families in criminological celebral vigor care. So, the involment of the families are not discussed and therefore go unmentioned. 
This study has offered insight into the emotional involvement of families with PLWSUFC at Mathari Hospital. Feelings and mamging plans experienced by relation caregivers were revealed in the study. This study found that the families lacked cognisence about schizophrenia and its possible risk factor to violent acts, negative feelings, and maladaptive mamging plans.
Therefore, it is vital to create cognisence in families in order to help them cope with schizophrenia and the criminal acts, provide adequate support to the patients and prevent reoffending. Relation interventions and support in the form of educating the relation about the illness should be included in the existing scarce criminological care in Kenya and other developing countries. The main focus of psycho-education should be aimed at increasing families’   knowledge about schizophrenia and it being a risk factor to violence. In the end this would bring about better adjustment to the illness and improve the psychological well-being in families and reduced EE.
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[bookmark: _Toc52477820][bookmark: _Toc52558672][bookmark: _Toc52559095][bookmark: _Toc52562969][bookmark: _Toc62926254][bookmark: _Toc63010259][bookmark: _Toc63192907][bookmark: _Toc63619236]Having a relative diagnosed with schizophrenia and under criminological care elicits intense emotion to the relation members especially where they ae the victims of the offence. Support for relation members is recommended. This support could be in the form of creating cognisence for relation members about schizophrenia and its risk factors for offensive behavior. The results of this study indicated that relation members lacked cognisence about schizophrenia and their lack of knowledge that their loved ones committed offence under the influence of the celebral disorder. This led to negative emotional involvement and maladaptive coping processes. Knowledge would empower relation members manage their psychological well-being and embrace adaptive mamging plans.
 Celebral vigor professionals need to encourage relation members to form support groups. Such groups would provide them a platform and the opportunities to confront their negative involment such as fear blame and rejection. Similarly, families can source for help from each other without fear of prejudice and stigmatization. 
The study finally recommends professional assistance in the form of counselling for the families. As well as relation therapy that is basically concerned with the relationship with the relation members and attempt to deal with expression of emotional symptoms which  as stated by Pule (2016). may signals serious emotional problems within the relation 
Counseling psychologists could carry out similar scholarly studies targeting families of PLWSUFC in the community using a qualitative phenomenological design for additional understanding of relation members’ emotional involvement. Future studies by counseling psychologists could explore the involment of specific relation members such as the involment of siblings, parents or children of PLWSUFC unlike this study which used the term relation in a general way.

















