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This study aimed to explicate and define Thai traditional
cultural value of katanyu katavedi in relation to caregiving for
frail elderly parents from the perspectives of Thai families in
Metropolitan Bangkok. A qualitative method, using social setting
analysis (Lofland & Lofland, 1995) was used to discover and
understand the context and patterns of behavior from people's
lifeways in their natural settings and environment. Intensive
interviews (30 formal interviews) with 15 adult children who took
care of their frail elderly parents were done, including
participant observations during the home visiting, totalling 55
visits. The specific purposes of this study were to: a) explore
the concept of katanyu katavidi in relation to caregiving for
frail elderly parents in families of urban Thailand; b) describe.
the caregiving provided by families to frail elderly parents in
Metropolitan Bangkok; c) identify the perspectives of the Thai
families regarding the effects of social changes in modern
Thailand on katanyu katavedi and on caregiving for frail elderly
parents; and d) describe the effects of caregiving for frail
elderly parents on families and caregivers.

The concept of katanyu katavedi in relation to caregiving

for elderly parents is structured by three dimensions which

ix



included: a) bun khun of parents: total benefits of parents have
bestowed upon children; b) katanyu: the sense of gratitude towards
parents; and c) katavedi: the obligatory actions in paving back to
parents. These three dimensions are interrelated. The concept of
katanyu katavedi has been valued by Thai families and helps to
maintain the caregiving for elderly parents of Thai families.
Caregiving provided by families in this study was
categorized into three dimensions: a) physical caregiving; b)
psychological caregiving; and c¢) spiritual caregiving. Physical
caregiving found in this study was caregiving practices in which
caregivers: a) maintain parents' daily activities; b) provide
nursing care activities; c¢) modify home and setting environment to
promote parental function; d) obtain assistance from health care
services when having problems about parents' condition; and e)
seek and try alternative methods of treatment. Psychological
caregiving was described by the caregivers as: a) talking with
parents; b) being there; and c¢) using humor. The spiritual
caregiving was defined as caregiving related to religious beliefs
or practices part of caregiving that the caregivers performed for
their frail parents, which were a) merit—making for parents and b)
praying or vowing for a better condition of their parents.
Cultural and societal-economic contextual factors plaved
crucial roles and influenced caregiving and consequences of
caregiving in Thai society. The societal and economic contextual
factors were: a) the relationships within the family; b)
caregiving support system; c) financial status of the family; and

d) the availability of the caregiver. Three cultural contextual
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factors which underlie the social practices of family caregiving
for the elderly parents in Thailand emerged from the data. These
three cultural contextual factors were: 1) hierarchical
relationships between parents and child; 2) social value of
obligation to parents; and 3) religious teaching. The cultural
contextual factors of katanyu katavedi was still valued as
important cultural value by all caregivers who participated in
this study. However, social and economic contextual factors also
heavily impact and influenced the caregiving experiences of the
Thai families.

Three types of effects of caregiving on families and
caregivers were identified: 1) positive consequences; 2) negative
consequences; and 3) ambivalence in the caregiving situation. The
positive consequences of caregiving situations were: happiness,
sense of self-pride, recognition of praise from others, warmth,
attaining of merit, and feelings of being lucky. The negative
consequences of caregiving situation were: frustration with other
family members, burden, deterioration of the caregiver's health,
petty conflict with the care receiver, physical strain, Stress,
feelings of guilt, and social isolation. Ambivalence in the
caregiving situation was described by the caregivers as being
unsure whether their caregiving was meritorous or demerit.

A conceptual model (as shown in Figure 6) represented and
described the relationships between the cultural value contextual
factors of katanyu katavedi and caregivng, the societal-economic

contextual factors, and the consequences of caregiving situations.
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This study discussed and suggested the implications of the
findings for nursing theory, practice, and research in the future.
With the findings which provided empirical knowledge and
understanding about family caregiving in Thailand from a holistic
perspective, the specific characteristic of Thai culture which
influenced caregiving practices for elderly parents in Thailand is

wished to be maintained and valued in Thai society.
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THAT TERM GLOSSARY

Term Meaning

bun khun the total benefits that parents bestow upon their
children

bun merit

bap demerit

bhalang jakawarn a kind of supernatural belief of people using
magic power as a treatment for disease
katanyu the sense of gratitude that a child or children

have towards parents

katavedi the obligatory actions done to pay back parents
kah nam nom price of mother's milk
luk katanyu a social acceptance of a child who takes good care

of parents

matabhitu uppathanang a Buddhist doctrine teaching about
reverence to parents

bra somdeja kind of Buddha image used as a talisman among
Thai people

pubbkari those who have rendered a favor such as father,
mother, elders, and ancestors

sang ka tarn a kind of merit-making in Buddhist belief by giving
a set of food, clothes, and items necessary for
living donated to monks

tham bun merit-making

rom bho rom sai Thai metaphor of a father and a mother as two
kinds of big trees

ru khun the realization of benefits received from others
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CHAPTER 1
INTRODUCTIOCN
Statement of Problem

Aging has been a priority area for health and social
research in developed countries for many years. This has not been
the case, however, in less developed parts of the world. The
United Nations (UN) reported that the profile of the world
population will change dramatically especially during the next
four decades and beyond. By the vear 2025, people 60 years of age
and over will number 1181 million, as compared with 543 million in
the yvear 1995, and comprise 14% of the world population. Over half
(52%)0f the world's elderly population dwell in Asia. (United
Nations, 1996).

In Thailand, the number of people aged 60 years and over
has been increasing steadily from about 1.2 million in 1960 to 2.4
million in 1980. Currently, there are about 5.1 million persons
over the age of 60 in Thailand or 8% of the population (National
Statistical Office, 1997). Between 1991 and 2020 Thailand's total
population will increase by about one-third. One of the important
trends is the rapidly growing number of elderly persons in
Metropolitan Bangkok, the capital city of Thailand. Bangkok's
lower mortality rates, as well as the aging of its sizable young
adult population, contribute to this statistical projection
(Francese & Kinsella, 1992).

More than any other institution, the family has provided
the central focus of social life for older people in Thailand.

Thai culture and norms set the expectation that the family will



take full responsibility for the care of its elderly members.
Within the family, responsibility is usually shared among members
according to their age and abilities (Limanonda, 1995). Care and
support provided by adult children for elderly parents is based on
a strong sense of moral obligation (Knodel, Saengteinchai, &
Sititrai, 1992).

Underlying the moral obligation of children to repay
parents is the concept of katanyu katavedi. This concept is firmly
ingrained in Thai culture and has no English equivalent
(Podhisita, 1985). "Katanyu" refers to a sense of awareness and
gratitude toward someone who has done something that benefits,
while "katavedi” refers to doing something in return for those
benefits (Royal Thai Scholars Association, 1982). The concept of
katanyu katavedi usually refers specifically to parent-child
relationships. Since giving life to and raising a child instills a
sense of gratitude and debt, it leads to the sense of obligation
that the adult child has to provide support and carevto his/ her
parents in return (Knodel, Saengtienchai, & Sittitrai, 1992).

Despite the general practice and cultural norms of family
care for elderly parents in Thai families, there are still limited
numbers of studies about caregiving for Thai elderly by family,
especially in times of rapid social change. Some studies were done
in the fields of Sociology and Population Studies (Knodel,
Chayovan, & Siriboon, 1991; Knodel & Debavalya, 1992, Wongsith,
Siriboon, & Entz, 1996) which looked at living arrangements,
material supports, and social supports for Thai elderly. However,

these studies did not provide information about caregiving



practices in family settings. Anthropological nursing studies by
Caffrey (1992a & 1992b) provided information about caregiving
practices in Thai culture, identifying the meaning of caregiving,
levels of caregiving, and impacts of modernization. However, these
studies focused on caregiving for the elderly in Northeastern
Thailand which is a rural area. Samanawan’s (1994) study of the
family caring for demented elderly in Bangkok reported negative
caregiving outcomes to caregivers, such as emotional distress and
physical illness. Nonetheless, the essense of current caregiving
and understanding of the traditional value of katanyu katavedi
which is the main factor in responsibilty for caregiving, are not
explicitly known as they affect metropolitan families who give
care to elderly relations with all sorts of health problems.
Presently, Thailand is rapidly undergoing modernization.
Trends and changes in Thai society such as industrialization,
migration, and declining fertility are expected to affect the
traditional practices of family obligation in caregiving for
elderly parents in several ways (Caffrey, 1992a, Knodel, Chayovan,
& Saengtienchai, 1994, Limanonda, 1995). Bangkok, which 1is the
most urbanized and populated area of Thailand, is directly
affected by the pressures of rapid social, economic, and cultural
changes (Office of the Prime Minister, 1991). Exploration of the
Thai cultural value of katanyu katavedi and caregiving phenomena
and practices in families of Metropolitan Bangkok, Thailand during
these rapid changes is essential to give valuable information for
policy makers and health care providers in determining impacts of

these changes on caregiving systems and families.



Significance to Nursing

The purpose of this study was to explicate and define the
traditional cultural value of katanyu katavedi in relation to
caregiving for the frail elderly from the perspectives of Thai
families. The exploration of family caregiving in the Thai
cultural perspective is expected to help understanding and
providing empirical knowledge that is useful for nurses who work
with families in communities. A qualitative method, using social
setting analysis (Lofland & Lofland, 1995) was used to discover
and understand the context and patterns of behavior from people’s
lifeways in their natural settings and environment. The researcher
used participant observation and intensive interviewing to obtain
caregivers' descriptions of (a) the essence of the concept katanyu
katavedi, (b) caregiving practices for frail elderly in Thai
families, (¢) the families’ perspectives of the effects of social
changes on their caregiving situation, and (d) effects of
caregiving for frail elderly parents on families and caregivers.

The specific purposes of this study were to:

1. Explore the concept of katanyu katavedi in relation to
caregiving for frail elderly parents in families of urban
Thailand;

2. Describe the caregiving provided by families to frail
elderly parents in Metropolitan Bangkok;

3. Identify the perspectives of the Thai families regarding
the effects of social changes in modern Thailand on katanyu

katavedi and on caregiving for frail elderly parents;



4. Describe the effects of caregiving for frail elderly
parents on families and caregivers.
Sociocultural Background

Information about Thailand

Thailand is a tropical country in the Indo-Chinese
peninsula of Southeast Asia with an estimated 1997 population of
approximately 63 million (National Statistic Office, 1996).
Covering an area of some 513,115 square kilometers, Thailand
displays considerable geographic and climatic variety in its four
major regions.

The North, with 19% of the nation's population, 1s
mountainous with lush valleys watered by numerous of rivers and
streams. The Northeast is an area containing 35% of the population
living mainly on a semiarid plateau with relatively infertile
soil. The narrow Southern peninsula, has 13% of the population.
It's long coastlines between the Gulf of Thailand and the Indian
Ocean allow this region to be influenced by the monsoons for
several months. The South is devoted largely to the cultivation of
rubber, coconut, and fruit; though tin mining is another important
activity. The Central plains region, including the Metropolitan
Bangkok, area contains 33% of the national population (Office of
the Prime Minister, 1991). The main river of the country, Chao
Phraya River, flows through the central region which is one of the
most fertile rice-growing areas in the world. Its fertile alluvial
plains, combined with the presence of Bangkok as the center of
governmental and economic activity, make it the most developed and

most densely settled region.



Because of the geographic differences between each region
of the country, people in each part have their own regional,
cultural identicies such as dialects, foods, costumes, and
regional festivals. Although this regional ethnic self-
identification is taken into account by people from the different
regions, most Thais consider themselves as being of Thai
nationality. Recent census figures from the National Statistical
Data (1996) show that nearly 99% of the populace are citizens of
Thailand, 97% of them speak Thai, and the majority (95%) of them
adhere to Buddhism.

Bangkok: Urbanization and Socio-economic Chandge

Bangkok is the capital city and the main center of all
economic activities of Thailand. It is also densely populated and
the area that is most vital and a source of great socioceconomic
activity in the country. With an area of 1,569 square kilometers
and 6.1 million population (Office for Central Civil-Registration,
1997), Bangkok has been dramatically impacted by urbanization,
industrialization, and socioc-economic change during the past two
decades. Uncontrolled growth of Bangkok has led to physical
deterioration of the environment such as air pollution, traffic
congestion, noise and water pollution. Some authors say the
consequences of urbanization impact not only the physical
environment of Bangkok, but also the social structure, family
life, family relationships and even Thai values and aspects of
culture (Ross and Poungsomlee, 1995). Family and community
cohesion deteriorated as a result of the long hours of people

spend away from home because of the traffic conditions (Ross and
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Poungsomlee, 1995). Family relationships have also been affected
by environmental and financial Stresses suffered by members. The
urban lifestyle of modern Bangkok raises questions of how the
social and econcmic changes impact Thai families and the
traditional cultural value of caregiving to elderly parents.

Thai Family Structure

The Thai word for family, krob krua, i1s a kin group
consisting of those who are related mainly, but not exclusively,
through blood ties. Family members live in the same house and
share many aspects of day-to-day activities (Limanonda, Podhisita,
& Wongsith, 1991). In the Thai family, the father is regarded as
the head of the household to whom the wife and children show due
respect. Within the family, chores are interchangeably performed
by men and women, and the division of labor between the two sexes
is generally flexible (Smith, 1973) . However heavy physical labor
is done by men, while cleaning, cooking and child rearing are done
by women. The elderly reportedly have a very high status (Office
of Prime Minister, 1991). Young people respect and support the
elders who serve as the cornerstone of the family. Their elders’
presence contributes to the effective functioning of the family
unit both through taking over household duties and through the
role of family consultant on important matters. When elders die,
it is the duty of the young to hold traditional ceremonies of
merit-making for the deceased.

From Atal's (1992) and Limanonda's (1995) explanation of
the Thai family life cycle, the pattern of this cycle could be

summarized into three stages of family formation. In the first



stage, the family begins as a nuclear type consisting of a father,
a mother, and young unmarried children. The second stage occurs
when young newly married children form a sub-unit in the parental
household. Therefore the household becomes a joint family. The
married adult children might live in the family until they hawve
their own child or children. As a joint or extended family,
sometimes three or more generations live together with both
vertical and lateral extensions. The last stage develops when the
next daughter or son gets married, or when the other couple moves
out to set up their own household. With this cyclical development,
stage three of the family life cycle is a breakdown of the joint
family into nuclear and stem families. Therefore, the stem family
is a family of procreation with one married child living with the
parents. The developments in family structure, however, are
consistent with changes in the ages of heads of households. For
instance, stem families are very rare for households headed by
younger persons, but constitute the majority of those headed by
someone 60 years or older (Knodel, Chamratrithirong, & Debavalaya,
1987} .

Viewing families as represented in these different stages,

the following configurations can be identified:



Nuclear Family

St I
Sis B nale
m . female
FA father
L ) MA mother
Stage IT Joint Family/ Extended Family
& i
FA MO
M _
Stage III Breakdown of Joint Family

[’FA_MO
-T.

e

Nuclear Family

ey

7

Nuclear Family

o-m

Stem Family




10

From the latest Labor Force Survey in 1989, Phananiramai
(1991) found that 60.8% of the households in Thailand are nuclear,
23.3% are vertically extended (stem family), 9.0% are extended
(joint) in which parents and some of their children and
grandchildren and other kin live together in the same household.
Only 6.1% are one person households, and 0.8% are primary
individual households. Although a majority of Thai families'
structures are nuclear in structure, it has also been demonstrated
that one child stays with the parents in the stem family when the
parents become old. This is sﬁill a norm and practice in Thailand.
In the 1990 Thai Census (Xnodel, Chayovan, & Saengtienchai, 1994),
the majority (77%) of Thai women aged 60 and over reported having
at least one of their children co-residing with them. The level of
co-residence shown by the 1990 census is quite consistent with the
results of the survey that was done a decade earlier. The
percentages of elderly women living with at least one child in
1980 was 76%.

Thai family structure is fundamentally a bilateral kinship
structure, other terms that are used to describe the bilateral
kinship of the families in Thailand are "cognatic" or
"nonunilineal." The kinship structures are not based on a
principle of descent that stresses either the male or female side
(Keyes, 1995). Neolocal residence, or system in which a couple
establishes an independent household after marriage, is the most
prevalent situation in urban areas while it is less prevalent in
the rural areas. Among couples who do not establish their own

residence after marriage, living with the husband's parents or
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patrilocal residence is found to be most prevalent in the urban
South, the Central region, and Bangkok. This reflects a relatively
large proportion of Chinese in these areas. On the other hand,
living with the wife's mother or matrilocal residence is more
common in the rural Northern and Northeastern regions (Limanonda,
1979) .

Chamratrithirong (1984) found that in modern Thai society
there is also a preference to live with the parents who have the
most resources. The couple almost always lives in a joint family
or shared household and chooses among the options of living with
the husband's parents, bride's parents, husband's relatives, or
bride's relatives. The choice is governed by the strategic
resources. Thus, flexibility has been identified as ocne of the
characteristics of the modern Thai household pattern. Flexibility
also extends to the length of time the couple spends living with
either the husband's or bride's parents or relatives. The length
of stay is determined by the circumstances and resources of both
the newly married couple and the older persons.

In summary, the major form of Thai families is nuclear
family; however, it is typical that the elderly parents will be
taken care in the family or have living arrangements with one of
their children. The decision about with which adult child to stay
with differs by geographical areas and ethnic group.

Thai World View of Life Related to Family

Podhisita (1985), a Thai sociologist, summarized the Thai
world view of life which specifically represents Thai

characteristics. In this section, the review of Thai world view of
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life related to family will be based on Podhisita's (1985) article
"Buddhism and Thai world view".

Generally, world view is manifested in various forms of
behavior and attitudes which can be observed when the individual
finds himself in various situations. It can be seen as a
collective characteristic of the people enculturated in the same
cultural setting (Podhisita, 1985). World view, in its simplest
sense, may be understood as the sum of ideas and
conceptualizations which individuals in the cultural system have
towards their environment and universe.

Podhisita (1985) described the Thai world view in terms of
the forms of behavior and attitudes that are characterized as
"Thai" because they are unique and identify Thai people in
general. Underlying this Thai world view are the Buddhist
teachings and beliefs that guide Thais' behaviors and attitudes.
Some parts of the Thai world view are related to family values.
These family components of the Thai world view are described
below.

The World View of Bun Khun

Bun khun is sometimes referred to as "phra khun" There is
no English equivalent for this term but it may be described as any
good thing, help or favors done by someone which result in
gratitude and obligation on the part of the beneficiary.

The bun khun system of obligation and the network that
develops from it is based on the provision of benefits or favors
of any kind by one party to another and the special relationship

thus established between the two parties. The relationship is
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unequal due to the fact that the grantor party places the grantee
in his debt by his favor while the grantee, by accepting the
benefit, contracts the obligation to show gratitude and return the
favor at an appropriate time (Podhisita, 1985).

Bun khun obligation is very important in Thai social life.
Indeed, it is related to kinship in importance as a basis for
social relationships in Thai society. Those who recognize the bun
khun of others and do not fail to return the favor are always
praised. Those who neglect this obligation are disliked. This bun
khun obligatory relationship is especially strong within the
family and kin circle where the younger generations are very much
obligated by the bun khun rendered by the older generations.
Phillips (1965) described this as a contractual relationship
between parents and children. The bun khun relationship is also
strong outside of the kinship circle.

The bun khun relationship in Thai society may be seen as
validated by the Buddhist teaching concerning "rare persons" which
is familiar to most Thai people. It is expounded in temples as
well as in schools. According to this doctrine, rare persons are:

1.1) those who have rendered a favor (pubbkari) and are
persons such as father, mother, elders, and ancestors.

1.2) those who show gratitude and repay the favor done to
them.

In the Thai context, katanyu katavedi refers directly to
the obligation to repay parents and is a value firmly ingrained in
the culture (Podhisita, 1985). Thai peasants consider one's own

father and mother as the most revered of relatives. Father and



mother give life and take good care of their children. They
therefore deserve to receive gratitude in return and be taken care
of by their children, especially when they become old. A prominent
feature of the Thai concept of family and making-merit for their
deceased parents is also viewed as a part of exhibiting filial
piety to their parents. Buddhism regards persons who have katanyu
katavedivas exemplary individuals whose actions bring harmony and
happiness to themselves and society.

In contrast, those who do not take good care of their aged
parents are considered ungrateful children and are normally
condemned by their other kin and neighbors. They are viewed as the
worst of all bad children. To provide a context for comparison,
the other bad cqualities are, for example, laziness, gambling,

drunkenness, frequently engaging in fighting and other crimes.

The World View of Hierarchy

Hierarchy also plays an important role in Thai social life.
A significant part of child socialization is oriented toward
making the young learn appropriate behavior to deal with
hierarchy. Society, as seen by Thai people, is made up of
positions which are hierarchically related. It would be very
difficult for Thais to perceive how social relations could be
organized without recognition of some sort of hierarchy. In the
Thai world view, individuals are seen as either higher or lower,
younger or older, weaker or stronger, subordinate or superior,
senior or junior, richer or poorer, and rarely equal, in relation
to one another. This view is expressed both in verbal and non-

verbal behavior. Because of this concern about hierarchy, Thais
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are quite sensitive to age and seniority in their everyday social
interactions so that they use not only proper terms in their
conversation, but also appropriate behavior (Podhisita, L9R85) .

The acceptance of Buddhist teachings on the principle of
hierarchical order is well reflected in the predominance of the
vertical social relationship among persons that has long been
practiced and has become an important characteristic of Thai
society. The vertical social relationship is characterized by a
formalized superordinate-subordinate relationship. The family is
viewed as the basic training ground for its members to learn about
the superior-inferior or respect patterns and to behave and to
speak appropriately with parents, elders, relatives, teachers,
monks, government officials, and others.

The World View of Merit and Demerit

The world view of merit and demerit is related to the main
concept of Buddhism, "the law of kamma." Buddhists believe that
every volitional action, good or bad, has a result which follows
the actors as a shadow follows an object, awaiting the appropriate
time to manifest itself. That time may be immediately after the
action, long after, or even in subsequent lives.

Two concepts, (a) merit, “bun", and (b) demerit, "bap",
play important roles in providing explanations for situations and
events affecting individuals'’ daily lives. Kamma and its related
concepts of bun and bap are an important part in Thai thinking and
reasoning. As Kirsch (1977 cited by Podhisita, 1985) observes:

Individuals frequently account for events and experiences

in their lives in terms of their relative store of merit:
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all status, situations, and events can - potentially, at
least - be interpreted and explained in term of merit. In
doctrinal terms, the individual might be thought of as the
culmination of kamma garnered through past lives as well as
the present one. In simple terms, an individual might be
viewed as being a balance of cumulated merits and demerits
(1977, p 246) .

The significance of kamma, bun and bap in Thai cognition
may also be seen in rituals and ceremonies. Among Thai Bﬁddhists,
almost all important rituals and ceremonies involve some sort of
merit-making (tham bun) whether those ceremonies are for
individuals, households, or communities as a whole. In the
people's understanding at least, religious activities are
dominated by merit making. Besides, doing good of any kind may
also be seen by the Thai as merit-making. Thus, giving food and
gifts to monks, praying, supporting the temple, observing the
precepts, listening to sermons, and practicing meditation, etc.,
are all religious activities that result in merit for those who
perform them. Similarly, digging communal wells, building roads,
taking care of aged parents, helping the poor, and other
activities of this sort are also considered by Thai Buddhists as
merit-making. Merit-making activity is important because it
increases one's store of merit, and merit is important because it
is believed to bring a better 1life in the future.

The above summary highlights some of the common practices
and norms about world view of life related to the Thai family. The

world views of bun khun, hierarchy, and merit and demerit which ig



part of Buddhist beliefs play an important role in forming and

guiding the attitudes and behaviors of Thais within their

families.
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CHAPTER II
REVIEW OF LITERATURE
Aging and Caregiving Situation in Thailand

The number of persons aged 60 years and over in Thailand
has been increasing steadily since 1960. Life expectancy in
Thailand is 66.4 years for a Thai male and 71.8 vears for a female
(Institute of Geriatric Medicine, 1993). At the same time that the
elderly population is growing in numbers, life expectancy is also
increasing. Thus the prediction is for increased numbers of
elderly and an older old group. One study also reported that the
dependency status of the Thai elderly progressively increased with
age, with around four-fifths of those aged over 80 considered
dependent (Jitapunkul, Bunnag, & Ebrahim, 1993).

Estimates from the Sex and Age Distribution of the World
Populations by the United Nations, the number of persons aged 60
years and over will double in the next 20 yvears. The percentage of
Thai elderly populations is predicted to be 16.3 and 24.8% of the
total population in the years 2025 and 2050, respectively
(Conception, 1996). Such increasing numbers lead to growing
concern about the many problems associated with aging, such as
provision of medical care, living arrangements, family care,
social security, and welfare.

The most common causes of death of Thai elderly people are
malignancy, heart failure, pulmonary tuberculosis, intracranial
hemorrhage, pneumonia, and intestinal infection (Jitapunkul,
Bunnag, & Ebrahim, 1993). The major health problems in the elderly

population, surveyed by Institute of Geriatric Medicine (1993),
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are divided into two categories: physical health and mental health
problems. The physical health problems are muscular pain, high
blood pressure, cardiovascular diseases, and cancer. The major
mental health problems are anxiety, insomnia, changes in mood,
changes in thought, and changes in behavior. All these may require
long-term family caregiving. The care for frail elderly is assumed
to.be a family responsibility that is usually shared among family
members according to their age and abilities. In Thailand, it is
uncommon for a family to place elderly parents into institutions
such as nursing homes or residential homes. The private nursing
homes, mostly located in urban areas, are still expensive and
could be afforded only by wealthy families. In general, the family
is still seen as the fundamental unit in Thailand to provide
support and care to frail elderly in their homes.

Presently there are a variety of changes taking place in
Thailand which will impact the elderly. For example, the
employment situation is changing so that there are increased
opportunities for the young to have a formal occupation as
compared with the family and village-based employment of the past.
This has resulted in a trend towards migration of younger
generation members to urban areas. At the same time, changes in
education and technology may lead this younger generation to work
outside the home instead of at home or in the fields as in former
times. In Caffrey's (1992b) study of family care for elderly in
Northeast Thailand, she reported that the more land a household
owned, the more likely the traditional pattern of elder care was

to be maintained. When land was limited, children left home to
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find employment elsewhere and sent money to help parents as they
were able. Poverty played a major role in the perceived quality of
life of the elderly in that study (Caffrey, 1992b). Thus, the
relocation of family members, as well as increasing numbers of
frail elderly, will likely place strains on the operation and
continuation of the current family obligation system.

Caffrey (1992a) further identified four levels of family
caregiving phenomena related to developmental and illness
transitions in older Thais. Level I is the phase when elderly
parents retired from work and turned over the role of being head
of household to their children. However, the elders still
continued to contribute in helpful household chores or childcare
and were also more involved in religious activities. Level II
started when the elders became older, ceased their assistance with
household activities, and withdrew from religious activities.
Level III occurred when the elders became ill and needed closer
care and more supervision. During this stage, the family caregiver
had to take full responsibility in caring for ill elders. This
level usually started when the elderly person was aged 75 or
older. However, this stage might occur at any age depending on the
elderly person's health status. The sickness may be only
temporary, with a return to one of the previous levels of
caregiving if the elder recovered; or Level III may be continued
until the elder's death. The last stage is Level IV which is
identified by religious practices such as arranging an appropriate
funeral and making merit to the deceased elders. The study found

that the impact of modernization had not resulted in major changes
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in caregiving roles since most of the caregivers were living in
rural areas involved in farming.

Samanawan, (1994) a Thai nurse, studied the stress, burden,
and socioeconomic problems in family caring for demented elderly
at home by interviewing 29 caregivers who lived in communities
served by the Public Health Center zone 3, Bangkok. Almost all of
the caregivers reported emotional distress and physical illness
from the burden of caring which caused changes and affected their
daily life. Communication problems and incontinence were the major
burdens in their caregiving. Samanawan's study focused in the
negative problems associated with family care for demented
elderly. The essence of current caregiving practices and
understanding of the traditional value of katanyu katavedi, which
might be a factor in responsibility of caregiving, have not been
studied. It is reasonable to expect that the changing social,
occupational, and economic patterns of urban life, over time, may
also change traditional values and thereby caregiving practices
also.

Concepts Related to the Study

The relationship between parents and children is a lifelong
relationship. Some theorists have identified concepts to explain
the adult and child relationships which are related to caregiving
behaviors for elderly parents in later life. Such concepts are
"filial responsibility expectations" (Seelbach & Sauer, 1977,
Seelbach, 1980, Seelbach, 1981), "filial obligation and
attachment" (Cicirelli, 1983, Cicirelli, 1993), "family solidarity

or intergenerational solidarity" (Bengston, Olander, & Hadda,
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1976, Bengston & Roberts, 1988), and "filial piety" (mainly
studied in Eastern culture; Hsu, 1971, Sung, 1990, Kim, Kim, &
Hurh, 1991). These concepts are used mainly to describe
relationships between a parent and a child such as filial
relationships, especially when the parent becomes o0ld and needs
some kind of care.

From Webster's New Universal Unabridged Dictionary, second
edition (1983),‘"filial” is defined as "bearing on the
relationship of a child or issuing from, as offspring" (p.85).
Filiality is the relationship or attitude of a child toward a
parent. When combining this term with other words to get the new
words or new terminologies, the definitions of the new terms vary
by the conceptual frameworks or the specific meanings given by the
theorists or researchers. In the following section, the research
that has been done using these concepts will be summarized.

Filial Responsibility Expectations

The concepts of filial responsibility expectations,
sometimes referred to as filial responsibility or filial
expectations, have been studied since the 1960's. Schorr (1960
cited by Seelbach & Sauer, 1977) defined the concept és the
adults' obligations to meet their parents' basic needs. Seelbach
and his team conducted a series of studies about filial
responsibility expectations of older parents (Seelbach & Sauer,
1977, seelbach, 1980, Seelbach, 1981). They investigated the
extent to which parents expected their children to assist them in
times of need. They also looked at the relationship of filial

responsibility expectation to the types and amounts of assistance
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that adult children provided. Seelbach (1980) examined the
following areas of filial responsibility expectations which
identified that children should: live near their parents, take
care of their parents when they are sick, give financial help,
have frequent contact by visiting or writing to their parent at
least once a week, and feel responsible for their parents. These
studies revealed no significant differences in filial
responsibility expectations or types of assistance between blacks
and whites in the U.S. However, there were gender differences.
Female elderly parents were more likely than male parents to
endorse living with their children. Moreover, Seelbach found that
the elderly parents’' filial responsibility expectations were
inversely associated with their morale.

Blieszner and Mancini (1987) studied the filial
expectations of older parents for more abstract demonstrations of
filial responsibility such as affection, thoughtfulness, and open
communication. Older parent participants expected their children
to discuss specific issues such as care in the future in case of
medical emergency, long term care preferences, funeral
arrangements, and disposition of their property after death. Two
major motivations for parent care have been identified from this
literature: obligation and attachment.

Filial Obligation

Cicirelli (1993) defined filial obligation as the norm of
socially responsible behavior toward aging parents. It is the duty
of the adult child to help elderly parents. He specified filial

obligation as the feeling of obligation to perform certain
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specific tasks for an aging parent. The Obligation Scale
(Cicirelli, 1991) was developed to measure feelings of obligation
by asking children to respond on a 5-point scale to global
statements about reasons for helping parents. It was found that
obligation had a direct effect on the amount of help and feeling
of burden in daughters who took care of their elderly mothers. In
addition, the interaction between level of parent's dependency and
obligation had a significant effect on burden. For example, when
the mother's dependency was great, the effect of obligation on
subjective burden was greater.

Filial Attachment

"Life-Span Attachment Theory" (Cicirelli, 1983) is a theory
that was proposed to explain the lifelong nature of the parent-
child relationships. Cicirelli (1983) defined attachment as the
emotional or affectional bond between two people; essentially it
is being identified with, in love with, and having the desire to
be with another person. Attachment is an internal feeling that
parents and children feel for one another. This feeling can lead
Lo attachment behaviors that follow us throughout our lives.
Cicirelli (1983) maintained that feelings of closeness toward
elderly parents are manifestations of attachment. Residential
proximity, frequent visits, letter writing, and caregiving are all
behaviors associated with attachment in adulthood. Moreover, it
was found that feelings of attachment by adult children led
directly to caregiving behavior. Cicirelli (1993) found that high
levels of both attachment and obligation in daughters did not lead

to high levels of care. Moreover, he found that attachment was
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associated with lower levels of burden, and obligation was
associated with higher levels of burden.

Intergenerational Solidarity

Solidarity means the combination or agreement of all
elements or individuals or as a group in the opinion, purpose,
interest, feeling, etc. (Webster'’'s New Universal Unabridged
Dictionary, 1983). Bengston, Olander, and Haddad (1976) proposed a
model of intergenerational solidarity based primarily upon
sociological work. In their concept, the intergenerational
solidarity is defined as the adult child's relationship with their
parents which was measured in terms of relationship factors. They
described three key factorsugygg compqggmipye;generational
solidarity’beﬁween elderly parentgkanq4adgltich%ldyen. The first
factor is "association." The more the elderly parent is associated
with the adult child, the more solidarity exists within the
relationship. The second factor is "affection." The crucial
element of this factor is the feeling of giving help to parents,
having a sense of obligation or duty to help their parents. The
third factor, "consensus," related to family solidarity is the
ability of adult children and elderly parents to reach agreement
on values, beliefs, and opinions. The intergenerational solidarity
theory proposes that the elderly parent and adult child
relationship will remain strong as long as association, affection,
and consensus remain strong.

The model of intergenerational solidarity of Bengtson and

his team (Bengtson & Roberts, 1991) was revised by combining three

elements to support the empirical tests of parent and child
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solidarity. Those three elements were: a) functional solidarity
(or patterns of instrumental support or resource sharing); b)
normative solidarity, which is norms or expectations of individual
obligations to the family; and c) structural solidarity or
structure for intergenerational relationships. It is assumed by
researchers that this revised model of intergenerational
solidarity will help in better and more comprehensive
understanding of family solidarity.

Filial Piety

3;§ty means ;oyélty and devotion to parents and family,
especially in Chinese ethics, where reverence for one's parents is
considered the prime virtue and the basis of all right human
relations (Webster's New Universal Unabridged Dictionary, 1983).

Filial piety, "Hsiao", is a major virtue in Chinese culture
and a central pillar of Confucianism. Itigriginally meant piety or
reverence towards the spirits of the dead, including one's dead
parents, but it has come to be applied to the duties towards one's
liy%pg parents. Obligations towards parents involve not only
obedience to them but also caring for and supportinqvthem in their
old age, providing a proper funeral for them, and offering proper
sacrifices to them after death (Morris, 1994). Filial piety is not
seen as an exclusive virtue. It also plays a central role in

Confucian ethics, and is understood as the primary and fundamental

<

unit of mutual connection between two or more persons. Kim, Kim,

and Hurh (1991) concluded that the meaning of filial piety from

the cultural norms of Chinese, Korean, Japanese and other Asian

societies influenced by Confucian culture was “traditionally
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expected, obliging a married son and his wife to serve the

husband's parents unselfishly in a wide range of his parents' need

or wishes" (p 236). Aspects of filial piety include: a) physical

care; b) social-psychological comfort; c) obedience, respect, and

consultation with parents concerning important family and personal

matters; d) honoring and glorifying parents through the son's
outstanding achievement; e) faithful observance of important

ceremonial occasions (e.g., ancestor worship, parents' wedding

anniversary or birthdays); and f) conti
[ —

nuing the family line (Kim,
Kim, & Hurh, 1991; Tsai, 1997) .

Filial Motivation

Motivation for parental care is considered to be central in
the determination of filial behavior. It is the motivation that is
reflected in the adult children's willingness to care for their
aging parents (Sung, 1994). This willingness in turn reflects the
vélues prevailing in a society. Sung (1994) studied filial
motivations for parental care among American and Korean primary
caregivers. The three most frequently mentioned motivational
responses by American respondents were obligation, affection, and
reciprocity. For Korean caregivers, the most frequently mentioned
motivations for parent care were love, repayment, respect, filial
responsibility, family harmony, and filial sacrifice. It is
significant that both American and Korean caregivers have
indicated affection/love, repayment/reciprocity, and
obligation/responsibility as the primary motivations for parental
care. This shows salient degrees of similarity between the two

cross-cultural groups in the major and universal filial
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motivations. Nonetheless, the culturally specific characteristics
of filial motivations that emerged from Korean families (filial
respect, family harmony, and filial sacrifice) reflect a good
example of filial relationships as perceived in the cultural
context of a collectivistic society.

Reciprocity

Reciprocity is a state of being reciprocal; reciprocal
relationship; mutual dependence, co-operation, etc. (Webster's New
Universal Unabridged Dictionary, 1983). The concepts of
reciprocity and mutuality have drawn the attention of family
caregiving researchers as positive views of the parent-child
relationship that can lead to positive outcomes of caregiving
(Archbold, Stewart, Greenlick, & Harvath, 1992). The concepts of
reciprocity and mutuality usually were explained and analyzed by
social exchange theory. Reciprocity is the norm of relationships
that members of a relationship should expect to experience
equitable levels of profit and loss (George, 1986). Reciprocity in
these exchange relationships has come to be seen as important for
understanding relationship quality (Mancini & Blieszner, 1989). It
is known that older parents continue to provide support of various
kinds to their adult children and are not the only recipients of
support.

Stoller (1985) examined the influence of reciprocity on the
well-being in aging parents. About one-third of the parents in the
study reported reciprocity in exchanges with their children. It
was found that the parents receipt of help from the children was

negatively related to depression-like syndromes in parents, but
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the provision of help to children was more strongly related to
well-being of parents.
Mutuality

Mutuality is also a concept that has been used to look at
the guality of relationships between care receivers and caregivers
including parents and children. Archbold, Stewart, Greenlick and
Harvath (1992) defined mutuality as the positive quality of the
relationship between a family caregiver and a care receiver. Their
measure of mutuality has four subscales: love and affection,
shared pleasurable activities, shared values, and reciprocity.
Thus, reciprocity is reviewed as a part of mutuality. However,
reciprocity is more focused on the activities of interactional
exchange behaviors, while mutuality includes the feelings,
relationships, and mutual exchange perspectives.

Family Caregiving

Family caregiving has been conceptualized as occurring when
one or more family members give aid or assistance to other family
members beyond that required as part of normal everyday life
(Walker, Pratt, & Eddy, 1995). Family caregiving for the elderly
usually begins when aging family members require some kind of
assistance according to their disability, chronic conditions or
diseases, or when they are otherwise frail or demented leading to
prolonged impairment.

Family caregiving of the elderly has grasped the attention
of researchers and theorists in the different fields of
psychology, sociology, behavioral science, family studies, and

nursing. During the past two decades, there have been multiple
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studies on caregiving for the frail elderly. The conceptual
approaches of family caregiving have included stress and coping
(adaptation) theory (e.g., Pearlin, Mullin, Semple, & Skaff,
1990), role theory (e.g., Archbold, Stewart, Greenlick, & Harvath,
1990), social exchange theory (e.g., Walker, Martin, & Jones,
1992), and feminist theory (e.g., Abel & Nelson, 1990).

There are also some studies of family caregiving which
have identified and focused on caregiving tasks and activity types
(Archbold, Stewart, Harvath, & Lucas, 1586; Bowers, 1987;
Horowitz, 1987). Archbold et al. (1986) defined the nature of the
caregiving role by looking at amount and type of direct and
managed caregiving tasks which are: personal care; housekeeping;
protection; transportation; handling behavior problems; financial,
legal, and health decisions; medically related; little extras; and
managed care. Bowers (1987) identified five categories of
caregiving activities including: anticipatory caregiving;
preventive caregiving; supervisory caregiving; instrumental care:
and protective caregiving. Horowitz (1985) defined family
caregiving in terms of activities or the extent to which help is
provided to a family member and categorized them into three
levels: (a) tasks that require intermittent help (e.g., shopping,
transportation, financial management); (b) in-home assistance that
requires regular time commitment (e.g., meal preparation,
household keeping); and (c¢) the most intensive and intimate
caregiving (e.g., personal and health care) (Horowitz, 1985). The
summarized review of concepts related to the study is presented in

Appendix A.
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Cultural Perspectives on Caregiving

Caregiving for the elderly or dependent ill parent is a
social norm for people in every country. However, the practice and
norm might differ depending on the specific culture, as Phillips
et al.(1996) maintained that caregiving in family is a cultural
environment. The dynamic of caregiving depends upon race and
culture. Before developing relevant views or measures of
caregiving in different cultures, it is necessary to understand
the ways that a specific culture influences caregiving (Phillips
et al., 1996).

Individualism and collectivism are described as the
cultural variability that emphasizes the differences in norms,
values and practices of each culture. These concepts are discussed
and examined in many contexts of social sciences, such as
community, society and family structures and relationships. There
have been several studies across disciplines, such as cross-
cultural psychology (Triandis, McCusker, & Hui, 1990; Triandis,
1995), communication (Gudykunst & Ting-Toomey, 1988), and family
caregiving (Pyke & Bengston, 1996; Luna, Torres de Ardon, Lim,
Cromwell, Phillips, & Russell, 1996) that discuss the cultural
context of individualism and collectivism in different societies.

Triandis's (1995) analysis of individualism and
collectivism labels these concepts as "cultural syndrome." He
maintained that in agricultural cultures there is more
collectivism and conformity because it is more functional to
conform to authorities for performing public work (e.g., building

of irrigation canals, harvesting farms). On the other hand, in
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cultures where people make a living by gathering food, hunting or
fishing, self-reliance tends to be more functional than dependence
on authorities or in-groups. In such cultures, child rearing
practices emphasize self-reliance, creativity, the child's
autonomy, and independence from the family. In contrast,
obedience, duty, and sacrifice for the in-groups are emphasized in
collectivist cultures.

Hofdtede (1980) described national cultures by studying the
individualism of people from different countries. He found that
Western countries, which are more industrialized with related
cultural complexity as indexed by such variables as the number of
distinct occupations, level of political organization, and
population density, tended to be more individualistic than Eastern
countries or simple, culturally homogeneous countries. For
example, the U.S.A., Australia, the U.K., Canada, New Zealand,
Netherlands, Denmark are countries with very high scores on
individualism. Examples of countries that are more collectivistic,
with very low score in individualism, are Korea, Taiwan, Thailand,
Mexico, and Panama. Most of the countries in Asia and South
America have collectivistic cultures. His findings are congruent
with Triandis's (1995) conclusion that individualism is found
mostly in Europe and North America, while collecﬁivism is found in
most of the rest of the world.

Studies that intensely focus and explain the specific
characteristic of family caregiving by using the cultural
dimenéions, such as individualistic and collectivistic systems, to

describe the contexts of differences in culture, are rare. Only
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one study that looked at individualistic and collectivist systems
of family eldercare was found (Pvyke & Bengtson, 1996). It was more
likely for the individualistic families to be reluctant and less
involved in caregiving. Although individualists tended to feel
obligated toward aging parents, they did not believe that
responsibility for care giving should fall on ﬁhem alone. They
also used and more heavily relied on formal supports or formal
institutions. In contrast, in collectivist families, caregiving
was not provided through formal institutions but assumed by family
members. Caregiving was shared usually among two or three family
members or groups: siblings, spouses, and children. The high level
of commitment to family elder care among collectivists coincided
with positive accounts about their elderly relatives.
Collectivistic families were more likely to glorify and honor
their elderly with very complimentary descriptions. From this
study, it was suggested that the policy makers should examine and
consider the diversity and cultural differences of families in
society before setting up systems or services that would be
beneficial in helping families give care to the elderly.

Because the majority of the concepts of family
relationships and caregiving were developed and have been studied
in the Western culture, studies to examine concepts or meanings
from different cultural perspectives are still crucial. Leininger
(1991) states that there are more differences than similarities in
care phenomena between Western and non-Western cultures.
Therefore, before the similarities and differences between family

care in Western and non-Western can be identified, the local care



34

of non-Western setting, phenomena or conceptual frameworks need to
be explored. Pelto and Pelto (1978) suggested using emic and etic
approaches congruently for the benefit of cross cultural studies
and analysis. The emic and etic approaches are the set of
conceptual tools that are used to distinguish methods in
approaching culture in social sciences research (Headland, Pike, &
Harris, 1990). Etic is a term used to describe a concept that is
common across cultures, while emic refers to a culture-specific
concept that is found in specific group but not other societies
(Brislin, 1993). It is expected that the review of concepts and
studies from Western cultures (etic approach) will provide an
understanding of general concepts which are universal. However,
combining the etic approach with the emic approach when doing
field research will help apprehend the culturally specific meaning
of caregiving for the elderly and the traditional cultural concept
of katanyu katavedi in Thai culture.
Summary

Thailand is a country in Southeastern Asia which is
considered to be homogenous in its culture and characteristics.
Family structure is mainly nuclear but most of the elderly people
live with at least one of their children in a stem family. Care
and support provided by children for elderly parents is based on a
strong sense of moral obligation which is known by Thai persons as
katanyu katavedi. This represents the traditional caregiving
system of Thai families in relation to collectivistic cultures
which focus on respect, family harmony, repayment, responsibility

to sacrifice one's personal needs, and adherence to norms of
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society. The effects of urbanization on families and their living
Situations is likely to have affected how families care for elders
during this decade in Thailand. The potential deleterious effects
of change upon the well-being of the elderly family members make
it a critical issue for the traditional family care system of the
aging Thai population. Thus, it is necessary to explore the
beliefs and realities of the caregiving situation in modern urban

Thailand.
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CHAPTER TIIT
METHODS
Overview of Methods

The gualitative exploratory design was used in this study.
The methodology for data collection is a combination of intensive
interviewing as described by Lofland and Lofland (1995) and
participant observation (Jorgensen, 1989). Intensive interviewing
consists of face-to-face interviews with participants. The
investigator, through intensive interviews, seeks to discover the
informant's experience of a particular topic or situation (Lofland
& Lofland, 1995). Lofland and Lofland (1995) also emphasized the
mutuality of participation and intensive interviewing as central
techniques of naturalistic investigation.

Lofland and Lofland (1995) defined the observation of
natural settings using the techniques of participant observation
oY intensive interviewing or both, as social setting analysis. It
is sometimes labeled as qualitative field study. The key elements
of this method are: collecting the richest possible data;
achieving intimate familiarity with the setting; and engaging in
face-to-face interaction so as to participate in the thinking of
the settings' participants. As family is considered to be one type
of social setting, the qualitative method of social setting
analysis is expected to enhance the development of new empirical
knowledge about Thai family caregiving and reveal the importance
of some elements that might be useful and extended to new generic
propositional forms of the social structure, processes and nursing

knowledge.
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Intensive interviewing is consistent with the desired
purposes of this study, two of which are to identify the meaning
of the concept katanyu katavedi and to describe the caregiving for
frail elderly parents in Thai families from perceptions of family
members. In addition, intensive interviewing permits development
of concepts grounded in the perceptions of the people experiencing
the‘phenomenon.

Participant observations helped the investigator establish
and sustain a many sided and relatively long-term relationship
with family participants; this relationship brings a developing
scientific understanding of the daily life and culture of that
group (Jorgensen, 1989). Participant observations were recorded
using a data log for fieldnotes. The fieldnotes added richness to
data by providing a record of the setting, caregiving activities
and analytical ideas. The fieldnotes also help in reminding the
researcher of the situation during the interview.

In naturalistic inquiry, human beings need to be understood
from the totality of their lifeways, bearing in mind the dynamic
interplay of these lifeways with social, economic, political,
religious, and cultural values. Discovering holistic patterns and
themes of a social setting will become a way to understand people
and their lives. By combining participant observation with
intensive interviews, mutual involvement in personal lives and
prolonged engagement in the settings, this study attempted to
discover and understand the family caregiving within the natural

setting.
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Setting

The study took place in Metropolitan Bangkok, Thailand,
which is the capital, the biggest, and the most developed city in
Thailand with its population of over six million in 1997 (Office
for Central Civil-Registration, 1997) . As part of the Bangkok
Metropolitan Administrative structuring, the Health Department is
responsible for provision of public health, family hygiene, and
medical services for people residing in Metropolitan areas.
Presently, there are 64 Health Centers all over various Bangkok
areas under the supervision of Health Department of Metropolitan
Bangkok (Bangkok Metropolitan Administration, 1997). These Health
Centers are responsible in providing health care services and home
visiting for people in communities especially in their
geographical areas. The public health nurses from Health Centers
usually do the home visiting in the morning and give the in-clinic
services at Health Centers in the afternoon. In usual situations,
visited cases are maternity and child, chronic illness, pre-school
children, and the elderly.

Three Health Centers (Health Centers 15, 25, and 52) were
selected as three areas of community setting in which families
were recruited to the study. Health Center 15 (Lad Prao, Soi
Paowana) is a Health Center which is close to a main street, Lad
Prao Street. This area is a community combined with business
buildings, homes and living areas. Health Center 25 (Huai Kwang)
is located in areas where there are lots of private homes and town
houses. Health Center 52 (Samsaen Nauk, Din Daeng) is located near

a big market, several communal public flats, and town houses.
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These three Health Centers were chosen because: a) the variety of
families in terms of ethnic background (Thai, Thai-Chinese) and
socio-economic status; b) the high density of population in these
areas; and c) feasibility of transportation to the settings.

All participants in this study were families that received
home visits or other services from public health nurses from one
of these three Health Centers. The interviews with family members
and observations took place in the home settings.

Data Collection Methods
Sample

Purposeful sampling was used in this study since the intent
of sampling selection was to interview the informants who were in
the real situation and could articulate enough to be the experts
or informants.

Criteria for Inclusion of Families

Families included in this study were (a) families in stem,
joint or extended family structures; (b) families residing in
Metropolitan Bangkok; (c) families in which one or more children
shared a household with their frail elderly parent/s and provided
care for them; and (d) families in which the elderly parents were
aged 60 or older. Frail elderly parents were identified as parents
who were dependent or needed assistance in at least one activity
of daily living (ADL, e.g., baﬁhing, dressing, feeding), or two or
more instrumental activities of daily living (IADL, e.g.,
houseworks, preparing meals, performing religious activities).
These criteria were adapted from the meaning of "frail" by the

U.S. National Center for Health Statistics (1990) and from the
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modification of ADL and IADL Assessment Tool from Ebersole and
Hess (1994). The IADL was evaluated by asking about usual
activities that the elders could perform by themselves in the past
and their needed assistances at present. The ADL and IADL
Asessment Tool of this study was shown in Appendix B.

Family members selected as key informants for the in-depth
interviews were obtained through public health nurses who had
visited or were visiting the families and had information about
the families. The family members eligible to be key informants:

(a) were at least 18 years or older; (b) were adult children who
took responsibility in caregiving activities or defined themselves
as primary caregivers for frail older parents; (c¢) consented to
participate the study; and (d) were able to articulate their
experiences and perspectives about katanyu katavedi and caregiving
in the families.

Other family members who took part in caregiving or helped
in care activities and were observed by the investigator were also
included as informal informants. The interviews with these
informants were done as informal interviews, during group
discussions and during the observational experiences.

Sample Access Procedures

The investigator contacted the Director of the Health
Department of Metropolitan Bangkok to inform her about the study
and criteria for sample selection. With the director's approval,
the investigator met and described the study to the head nurses of
Health Centers 15, 25, and 52. The head nurses and the

investigator then discussed the criteria of case selection with
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public health nurses in the Health Centers. Public health nurses
provided lists of eligible families (total 22 families: 2 families
from Health Center 15; 5 families from Health Center 25; and 15
families from Health Center 52) and identified the elderly
parents' health status and locations in which they resided.

The public health nurses contacted each potential family
and asked their permission for the investigator to visit to
explain the study. The investigator visited all potential families
with the public health nurses to assess and determine the families
that met the criteria regarding sample selection. Out of 2.2
families, seven were eliminated after the assessment for the
following reasons. Three families declined to join the study
because of time constraints. Two families were excluded because
the investigator was concerned about her own safety (one family
resided in a slum area with a high rate of drug trading, and the
other family had only male family members present (i.e. frail
father, two sons, and a nephew) . In one family, the mother (care
receiver) was dead. The last family had relocated to a different
place.

After identifying 15 families who meet the eligibility
criteria for the study and obtaining agreement from key informants
to participate in the study, the investigator informed and
obtained the verbal permission from heads of the family or elders.
The investigator asked about a convenient time for the family to
be visited and made appointments for the first interviews.
Information about the participant families, such as maps to the

houses, names of key informants, and telephone numbers, were
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noted. In the first interview with each key informant, verbal
consent was obtained and tape-recorded.

Degcription of Sample

Of the fifteen families in the sample, 5 were nuclear, 4
joint, and 6 stem families. Summary descriptions of the families,
the configuration of family structure, and the blueprint of home
setting are shown in Appendix C: Description of Participatory
Families.

The caregivers (n = 15) who defined themselves as an adult-
child and primary caregiver ranged in age from 30.to 67 years. The
mean age of these fifteen caregivers was 46.3 years (SD = 9.7).

Two of the caregivers were sons, and thirteen were daughters.
Characteristics of the caregivers are shown in Table 1.

The care receivers (n = 15) who were frail elderly parents
ranged in age from 60 to 90 years with mean age of 75 years (SD =
9.4). Four of the care receiver were fathers, and eleven were
mothers. Characteristics of the care receivers are shown in Table 2.

A summary of families is displayed in Table 3.
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Characteristics of Adult Children (Family Caregivers)

Characteristics

Family caregivers
(N =15)
n

Age
Mean = 46.3 yrs (SD = 9.7)
Range = 30 - 67 yrs

Gender and Role of Care receiver
Son
Daughter

Educational level
None
Primary Education (Grade 1-6)
Secondary Education (Grade 7-10)
High School Graduate
College Graduate

Marital Status
Single
Married
Divorced
Widowed

Employment Status
Homemaker
Food vendor
Employee

Religion
Buddhism
Islam

Family Ancestery
Thai
Thai-Chinese

Birth Order
Only child
First-born
Middle
Last-born

Years has been caregiver
1-4 vyears
5 yvears or more

=W

WO

10

w N

13

W oy B




Table 2

Characteristics of Frail Parents (Care Receivers)

Care Receivers

Characteristics (N =15)
n

Age

Mean = 75 yrs. (SD = 9.4)

Range = 60-90 vyrs.
Gender and Role of Care Receiver

Father 4

Mother i1
Educational Level

None 7

Primary Education (Grade 1-6) 6

Secondary Education (Grade7-10) 2
Marital Status

Married 5

Divorced 1

Widowed 9
Functional Status (ADL Scale)

Totally dependent i

Assistance with at least 1 activity 4

Totally independent 4
Functional Status (IADL Scale)

Totally dependent 10

Assistance with at least 2 activities 5

Totally independent

Causes of frailty or illness
0ld-o0ld
Stroke
Dementia
Brain injury
Cerebral infarction/atrophy
Cerebral meningitis
Osteoarthritis
Parkinson disease

PR R NR RN
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Procedures

Data Collection Tools

Prior to the study, the Initial Inventory of Keywords
(Appendix D) and Initial Observational Guide (Appendix E) were
developed by the investigator to use as guidelines for the
observations. The Initial Inventory of Keywords is the description
of meaning and observed symbolic actions from both English and
Thai keywords. The investigator reviewed the Initial Inventory of
Keywords and thought about the eguivalence of some Thai words that
had close or related meanings to the keywords in English. Some
English keywords are very similar in the context to describing the
caregiving and the relationships between parents and children;
examples are filial responsibilty, filial obligation, and filial
piety. The investigator, thus, decided to focus and use the Thai
keyword of katanyu katavedi as the term to discuss with
informants. However, the inventory of English keywords was still
used and reviewed by the investigator to give ideas and outline
some issues that might be relevant to Thai keywords. These English
keywords from other studies were helpful to compare and contrast
the findings of this study with others.

Because the interviews were done in Thai, and the concept
of katanyu katavedi and some Thai keywords are related to
religious teachings and cultural contexts, the researcher
discussed the definitions and meanings of Thai keywords related to
the study (e.g., katanvu katavedi, bun khun) with three Thai
scholars in different disciplines. Names and titles of these Thai

scholars are described belowed:
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1) Phra Dhammapitaka (P.A. Payutto), a venerable Buddhist
abbot, Yansakawan Temple, Nakorn Prathom;

2) Prof. Saksri Yamnadda, a professor in Thai Linguistics
and Culture at Faculty of Art, Chulalongkorn University;

3) Prof. Julatat Prayakaranon, an emeritus professor in
Thai Studies, Thai Studies Institute, Chulalongkorn University.

The meanings, explanation, and information obtained from
these scholars were employed as frameworks in interviewing the
informants and for the discussion part of this dissertation.

The Initial Observational Guide was also pPrepared to use as
a guideline for observation of caregiving dimensions, such as
physical settings, caregiving activities, family roles,
interactions between family members, materials or objects that are
related to the family and caregiving interaction, and episodes of
caregiving behaviors or connections.

Interviews

The investigator's first visit to each family was made with
the public health nurse. The investigator introduced herself,
explained the purposes and methods of the study, and scheduled a
time convenient for the caregivers to be visited and interviewed.
Demographic data about the family, individual members and
observational data (such as physical settings) were obtained at
the beginning of the home visit, formal interviews, or sometimes
during the informal visits. In total, the investigator made 55
visits which included informal and formal visits to these 15
families. Two in-depth-interviews were done with each key

informant during these 55 visits, resulting in 30 formal
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interviews with 15 caregivers and 25 observational visits. All
formal interviews were audiotaped and transcribed verbatim (in
Thai) . The length of interviews ranged from 30-75 minutes. All key
informants gave verbal consents which were tape-recorded before
the first interview was conducted. These key informants chose to
be interviewed in their home settings. Almost all of the
interviews were done in an environment of privacy with only the
key informant and the investigator presence. However, during the
first interview with case ID #13, one of the informant's friends
visited unexpectedly and joined the interview. The investigator
found that her comments were meaningful and enriched the interview
data. So, the investigator kept her part as additional information
to confirm the data. Verbal consent was also obtained from this
person. There were three cases (ID #6, 7, and 13) for which the
frail elderly parents occasionally came in and listened to part of
the interviews for a short period of time.

The Initial Interview Guide (Appendix F) was translated
into Thai (the Thai Interview Guide see Appendix G).

To make caregivers feel comfortable and relaxed, simple
questions such as information about the informant or the family in
general were asked first, then questions about caregiving. The
caregiving was started with the grand tour or general questions
such as "Can you tell me about your day and life during this time
of taking care of your parents?". Then, mini-tour questions were
asked to gain more details and led the conversation to caregiving
and experiences. Several probes were also used to clarify the

caregiver's understanding and experiences of providing care to



51
elderly parents (e.g., "what is katanyu katavedi in your
opinion?", "Give me examples of things that vou said that it's the
katanyu katavedi that a child or children do to parents").

In the first interview with case ID #2, the interview guide
(Thai version) was followed closely from item to item. Despite the
script and the structure of the interview guide which started with
mini-tour guestions, the investigator noted that the caregiver
could not elaborate, and answered gquestions in a very brief and
uninformative way. Therefore, after finishing the first interview
using the structured interview guide, the investigator discussed
the caregiver's (ID #2) feelings and responses to the interview
with her. She said that the interview was too formal and she
sometimes felt uncertain about her answers. The investigator
noticed that when the conversation was informal without the using
of the interview guide, the case ID #2 informant was more relaxed
and could express herself more fully and in greater detail. Thus,
the modification of the interviews by using the semi-structured
approach without the presence of the written script was
implemented to help the investigator succeed in gaining full
information about the experiences from the caregivers.

The modification in the interviews was done by the
investigator using a small notebook which listed some issues,
keywords, topics, and questions needing to be discussed or asked
during the interview instead of using the Interview Guide. The
interviews then were more flexible and started with varied topics
or issues depending on the circumstance or situation of each

individual case. However, the investigator kept track of concerns
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recorded with descriptive details jotted down in the fieldnotes
immediately after the home visit. Observations of the physical
setting of the home especially the care environment and parent's
unit arrangement were more focused and recorded by the
investigator in the fieldnotes. The sketched blueprint of the home
setting and space arrangement for the frail elderly parent were
also drawn to describe the environment of the home (Appendix C).
The investigator also observed and sometimes participated in
caregiving practices such as wound dressing, gavage feeding,
assisting in ambulation, food preparation, and bathing.
Observations were also focused on the interactions and
relationships within the family.

The investigator took photographs of family settings,
activities or interactions during caregiving in order to
illustrate Thai family care settings. Photographs of home
settings, care receivers' units, and caregiving activities were
taken after the investigator obtained permission and consent from
participants. Copies of the photographs were given to all families
whose pictures were taken.

Protection of Human Subjects

The study was conducted in Thailand which has different
norms and practices regarding ethics and human values from the
U.S. Thus, it was crucial for the investigator to understand and
consider the ethical issues and practices related to the
protection of human subjects in a way that was sensitive to thesge

cultural differences.
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Bankowski (1996) maintained that "ethics is grounded in
sociocultural, philosophical, or religious convictions. These
convictions are a society's yardsticks for right and wrong, good
and evil. They are often both incommensurable in themselves and
untransferable from one culture to another" (p.147). Western
medicine has been dominated by the Hippocratic culture, which has
provided it with a core of beliefs and values for more than 2000
years. In general, it places an emphasis on individual rights and
self-determination that can often be at odds with the dominant
ethos of the medical profession and also with many other
traditions. However, in traditional Eastern culture, the system of
medical ethics usually emphasizes a principle of humaneness or
beneficence which largely articulates the responsibility and
loyalty of physicians to the profession and commitment to the
craft (Christakis, 1992). In the context of human subjects’
research, the principle of beneficence to protect‘research
subjects from harm or to minimize possible harm and to maximize
possible benefits is also well accepted and practiced as it is in
a Western standard which concerns human's rights and benefits of
the subjects. However, since there are cross cultural differences
in the definition of personhood, considerations of beneficent
practice of research subjects may be modified by specific
practical and social concerns. For example, the practice of using
informed consent might vary by the different standards of
different societies. In Western societies, the individual's
rights, autonomy, self-determination, and privacy are emphasized

as the individualistic nature of humans. Thus, the consent is
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directly and necessarily expected from the subject him/herself. In
contrast, the Eastern societies stress the embedment of the
individual within society and define a person by means of his/her
relations to others in that society (Christakis, 1992). Therefore,
the focus of the consent process may shift from the individual to
the family or to the community. Balancing and justifying between
the practices of medical ethics in a culturally sensitive way 1s
crucial for studies in different cultures.

The following protections of human subjects were utilized
to prevent ethical problems in doing this study. The proposed
study was reviewed and approved by the Institutional Review Board
of the Oregon Health Sciences University (Appendix H1) and the
Office of the National Research Council of Thailand (Appendix H2)
concerning the protection of human subjects, especially sample
recruitment and study protocols. The consent form was written in
both English and Thai (Appendix I1 and I2: Consent Form English
Version and Thai Version). The Office of the National Research
Council of Thailand reviewed and approved the equivalence of both
English and Thai versions of the consent form. The informed
consent in Thai was explained with full information about the
research purposes and methods and the rights of participants in
the study. Oral informtion about the study was also given to
individual members in the family to show respect and awareness of
others in the setting. Participants were identified in the
transcripts with assigned ID numbers. All information obtained

from subjects remained confidential.



The anticipated risks to participants included
psychological discomfort or distress related to disclosure of
feelings of frustration or difficulty in caregiving situation.
These were also of concern to the investigator. During the
interviews, four of the caregivers became emotionally upset while
talking about the deterioration of health‘status of their parents.
They expressed the feelings of pity and distress about watching
their parents' health become worse and more frail. Psychological
discomfort was minimized during the interview by the
investigator's attention to the participants’' reactions. However,
most of the participants were satisfied and willing to be
interviewed and studied because the investigator also provided
them knowledge and answered questions about caregiving during
participation in caregiving activities. All the participants
gained indirect benefits from the study by gaining an appreciation
of their own caregiving situation.

Analysis of Data

Lofland and Lofland's Approach to Analvsis of Data

According to Lofland and Lofland (1995), analysis of data
is the product of an inductive and emergent process in which the
analyst is the central agent. The analysis process should be open-
ended and creative in the way that the investigator selects,
adapts, and combines different approaches to achieve a
comprehensive analysis.

Lofland and Lofland (1995) also gave their six types of
strategies in developing an analysis but emphasized that the

investigator might devise his/her own strategies of analysis. Data
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analysis based on Lofland and Lofland's (1995) six strategies for
developing an analysis are; framing, contrasting, coding, memoing,
diagraming, and thinking flexibly. These strategies and other
analytic tools were used.

Framing

According to Lofland and Lofland (1995), propositional
framing or focusing is the way of collecting and ordering data by
formulating generic propositions to sum up and organize major
portions of data by formulating generic propositions.

Lofland and Lofland (1995) suggest using eight forms of
propositions which are type, frequencies, magnitudes, structures,
processes, causes, consequences, and agency as tools in organizing
and summarizing data. For example, one generic proposition might
be "katavedi is the obligatory action in paying back to parents
regarding katanyu that a child/children has/have toward them. "
Using the eight forms of propositions helped the investigator to
look and think thoroughly about this proposition.

Tvpe. Lofland and Lofland (1995) described type as units or
-aspects which exist or occur in a social setting. Units is a get
of tendencies one can see in a fieldwork report. (The units of
social setting might be defined as forms of practices, episodes,
encounters, roles, relationships, groups, organizations,
settlements, social worlds, and lifestyles.)

For example, Katavedi, the obligatory action in paying back
parents, occurs or exists in Thai family setting (social setting) .
From the interviews of fifteen caregivers, all of them talked

about parent repayment as an obligation (role) when children are
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old enough to do something in return for parents. The caregivers
mentioned their feeling of gratitude (katanyu) that parents have
bun khun meanings for them such as giving life, rearing them, and
taking care of them when they were young.

Frequencies. Frequencies are referred to the number of

times that the type occurs during a period of time. For example,
the obligatory action in paying back occurs in the family when
parents become old, frail, or over periods of time through the
parent-child relationship. There are more than 60 data bits that
all the caregivers in this study mentioned about their obligatory
action to pay back parents as their responsibility. While the
actual frequency of caregiving which is viewed as a part of
enactment of katavedi may begin as an infrequent occurrence if the
parents are still healthy and active, overtime it becomes more
frequent or often mentioned when parents become frail or aging.

Magnitudes. Magnitudes are defined as the strength,

intensity, or size of instances of an occurrence. The example of
obligation in paying back is percieved by all key informants to be
very important and pervasive as a cultural value in Thai society.
Since the world view of hierarchy plays an important role in Thai
social structure, parents are considered as the most important and
respected persons in child's live. The obligation in paying back
parents has been taught in religious teaching (both Buddhism and
Islam) and is seen as a characteristic of a good person in Thai
society. The katavedi is accepted and enculturated as a symbol of

a decent person.
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Structures. Lofland and Lofland (1995) defined structures

as the details or constructural compositions of the occurrence of
types. The obligatory action in paying back is structured in terms
that the children devote their times and lives to parents, give
parents first priority, and do the best or whatever that they can
do for the parents. Some caregivers described the details of
obligatory action as providing care to parents, looking after them
when they become aged, giving them money, and making merit in the
name of a deceased when their parents pass away.

Processes. Processes are referred to the activities or
developments that occur over a period of time which usually
appears in a regularly recurring cycle of change or as the
structuring process. For example, the obligatory action of paying

back exhibits a process of:

Bhun Khun of Parents

Katanyu

(Sense of
gratitude)

v

Katavedi

(Obligatory
action to
payback)
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Causes. Causes are referred to as the circumstances or the
conditions which facilitate the occurrence of the types. The
obligatory action of paying back is caused by factors which are
the feeling of gratitude (katanyu ) toward bun khun of parents,
the relationships within the family such as relationship between
the caregiver and parents or other family members, adequacy of
support system, and adequacy of financial status of the family.

Consequences. The consequences are referred to as the

dependent variable or outcomes of the types. The analysis may lead
to concern about the consequences that maintain a social
arrangement or bring change to the setting. For example, the
obligatory action in paying back parents has both positive and
negative consequences in caregiving situations. The positive
consequences help maintain and reinforce the caregivers to provide
care to their frail elderly parents. If the katavedi, the
obligatory action in paying back to parents in Thai culture, was
changed or absent from Thai society, then the family caregiving
practice and value in Thai society might be affected.

Agency. Agencies or human agencies is defined by Lofland
and Lofland (1995) as human viewpoints and and their use of
strategies when being in the situations they are facing. In the
obligatory action of paying back, the key informants ﬁse
strategies and tactics by doing the best in their caregiving,

devoting themselves to parents, and giving parents priority.

Contrasting

Lofland and Lofland (1995) suggested the use of contrasting

framed propositions with other writings, reports or other studies
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Lo expand and broaden previous social science value and the
preconceived framing to different framings of practices. An
example is comparing the "the obligatory action to pay back" in
Thai culture with other cultures. What is the difference between
"paying back" and "filial piety" in Chinese culture or filial
responsibility in Western literatures? Are the consequences of the
obligatory action in paying back to parents the same?
Coding

Coding processes are described by Lofland and Lofland
(1995) as categorizing and sorting the data thoroughly and
repeatedly from reviewing fieldnotes, memos, and transcripts.
Analysis included the coding process of initial coding and focused
coding. Lofland and Lofland (1995) describe the “initial coding”
as a stage when the researcher looks for what can be defined and
discovered in the data. Then, as a corpus of initial coding
accumulates, it becomes more focused with some portions being more
outstanding than others. This process is called "focused coding",
which focuses on a set of codes, that is then applied to an
increasing array of data. Categories within the selected codes are
elaborated. These focused categories become emergent themes that
account for the variation and incidents that can be explained
under these categories.
Memoing

Memoing is the process of focusing on explanation and
elaboration of the coding categories by using three kinds of memos
(elemental/small piece, sorting, and integrating) to distinguish

major issues (emerging contexts) from each other.
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Diagraming
Diagraming is a visual presentation of the relationships
among parts of concepts. It helps to visualize and format the
present information in a systematic way. Methods of diagraming are
typologizing, matrix making, concept charting, and charting
(Lofland & Lofland, 1995).

Thinking flexibly

Thinking flexibly can be accomplished by rephrasing,
changing the diagrams, constantly comparing, withholding judgment,
thinking extremely and oppositely, talking with fellow analysts,
listening to others, and drawing back for a more wholistic look.
Lofland and Lofland (1995) also use a matrix of socially oriented
cells to assist in describing social settings. These cells are:
(a) practices; (b) episodes; (c) encounters; (d) roles; (e)
relationships; (f) groups; (g) organizations; (h) settlements; (1)
social worlds; and (j) lifestyles. These were used and adapted
according to the needs of the analysis.

Actual Analvsis of Data

Because this study was conducted in Thai culture, the
differences between English and Thai languages had to be
considered. The investigator adapted and combined several
approaches such as Lofland & Lofland's (1995) strategies of
coding, memoing, diagraming; storage and retrieval system by using
the Ethnograph 4.0, Thai version (Seidel, 1995) computer software,
and content analysis to achieve analytic thoroughness. The

investigator has described a detailed scheme for the analysis
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process of this study in logical order so that reviewers could
follow the analytic pathway.

Transcription and Translation

Taped data were transcribed in Thai by the investigator and
trained research assistants, and were verified by the investigator
while listening to the tape. The interviews of selected caregilvers
(case ID #1 and ID #13) were translated into English by the
investigator and verified for linguistic equivalency by a
professor from the Linguistics Institute of Chulalongkorn
University, Thailand.

Analvtic Method

After each interview and episode of participant
observation, the transcript and fieldnotes from that case were
read immediately to gain a sense of a whole and to generate some
analytic thoughts and ideas about the findings. In the initial
part of the analysis, the coding (Thai) of the transcripts was
done by hand on the margins of the transcripts. Analysis in Thai
helped preserve culturally relevant themes. As the initial coding
statements emerged from data, a focused set of codes was applied
and categorized to form an interrelated set of coding categories.

To compare these coding categories and dimensions within
the group of the informants, a table of content clustered by
categories and ID was set up to quantify and to represent the
frequencies of the existing aspects and categories.

In addition to coding by hand, Ethnograph was used to help
organize and retrieve coded categories from all data in a way that

was more organized and included rapid code searching.
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Coding and data analysis in Thai (of two informative cases)
were confirmed by two doctorally prepared Thai scholars, one in
Anthropology (Associate Professor Dr. Chai Podhisita, Institutute
of Population and Social Studies, Mahidol University) and one in
Public Health Nursing (Associate Professor Dr.Prabha Limprasutra,
St.Louis College of Nursing). A chart summarizing preliminary
findings and thoughts about emerging content from data collection
and the ongoing analysis of data (in Thai) was developed by the
investigator. The summary of preliminary findings and thoughts
from the two cases was discussed and confirmed by these two Thai
experts. In addition, to confirm the credibility of the analysis,
the expert in Public Health Nursing also did open coding on
selected Thai transcripts (ID #1 and ID #13). The investigator
discussed with her any differences and agreements in coding
categories.

To confirm the credibility of the coding method and
analysis of data in Thai, peer input was sought. Sharing,
verifying, and confirming the analysis was done with a group of
three Thai doctoral students at the School of Nursing, Oregon
Health Sciences University. These Thai doctoral students were
currently studying in the United Stateé, but all were culturally
and natively born and reared in Thailand. All of them are well
grounded in Thai culture and language, yet have experiences and
advanced education in a different culture. All the coding
categories in the Thai analysis part were coded by using both Thai

terminologies and English equivalents. The Thai peer group helped
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validate the coding categories and confirmed the categories as the
real contexts and meanings in Thai.

Moreover, the investigator at the same time consulted and
worked closely with an American nurse who is fluent in Thai
language and accustomed to Thai culture because of her experiences
of living in Thailand for nine years. She helped to confirm the
translation of data bits and also validated the coding categories
by comparing the equivalency between Thai and English.

Moving to the next level of the developing analysis, the
investigator formulated concepts or propositions which summed up
and provided for major portions of coding categories. These
generic propositions were presented in a schematic overview
related to topics needed to answer the questions of this study.
Several diagrams were developed to display the relationships among
these concepts or propositions.

The analysis in English was done using the same group of
transcriptions selected for Thai confirmation of coding. These
selected, translated English transcripts were coded by the
investigator and the dissertation committee. Comparison of the
Thai analysis to the English analysis of the sa