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ABSTRACT
TITLE: Psychometric Analysis of Family Care Actions Index (FCAI) in the
Thai Population
AUTHOR:  Supreeda Monkong

APPROVED:

Deborah Messecar, RN, PhD

The purpose of the study was to estabﬁsh the psychometric propertics of the
Thai Family Care Actions Index (FCAT) and explore the relationship between the Thai
FCAT and strain associated with family care actions in the hospital, mutuality,
preparedness for caregiving at home, and caregiver role strain at 2 weeks post
discharge. Two phases were performed. Phase I included the translation and back-
translation process for the FCAI and the evaluation by Thai experts of the Thai
FCATI’s content and construct validity. Phase II included performing item analyses,
criterion validity, hypotheses, and research questions testing. Data were collected at a
university hospital located in a metropolitan area in Thailand. The sample consisted of
220 Thai caregivers; 78.6 % were female, and 49.1% were daughter caregivers. The
average age of elders was 72 years, and 57.7% were female. At the time of discharge,
most elders needed help with bathing, dressing, and walking. Of the original 81-item
FCAL, 24 items demonstrated adequate item discrimination, difficulty, content and
criterion validity. This study demonstrated that preparedness was negatively related to
caregiver role strain at 2 weeks post discharge. The amount of family care actions and
strain from family care actions in the hospital, mutuality, and preparedness were

related to caregiver role strain at 2 weeks post discharge. The moderator-interaction
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effect of preparedness was not confirmed. A significant negative relationship was
found between the amount of caregiving activities in the hospital and strain associated
with caregiving activities, but a significant positive relationship was found at home.
Based on the results of this study, health care professionals should encourage family
participation during hospitalization and assess caregiver preparedness before hospital
discharge. Cultural differences influenced the results in this study. Thai families
participate in the care of their hospitalized elders to fulfill the expected culture norm
of filial obligation. Any correlation with strain from family care actions in the hospital

must be interpreted with caution.
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CHAPTER 1
INTRODUCTION

Advances in medical technology and care make it more likely that people will
live past the age of 65. Due to declining mortality rates, the number of elders and their
proportion of the population in the U.S. are increasing (Pierce, Wright, & Fulmer,
1992). Despite extended longevity, the elders are at increased risk for experiencing
both acute and chronic conditions that necessitate they be cared for by their families
(Burns, Archbold, Stewart, & Shelton 1993).

Thailand is no exception to these demographic trends. As a result of the rapid
decline in the mortality rate during the latter part of the twentieth century, Thailand’s
society is aging. Based on World Health Organization (WHO) standards, an elder is
defined as a person who is age 60 or older. In a 2002 national survey conducted in
Thailand, elders constituted 9.4% of the population (National Statistical Office, 2002).
Life expectancy at birth for those born between 2000-2005 is 68.2 years for males and
72.4 years for females, up from 62.2 and 66.2 years, respectively, for those born in
1990 (Human Resource Planning Division, 1995). It is expected that elders will
comprise 15.3% of the total population by 2020, compared to 7.4 % in 1990
(Jitapunkul & Bunnag, 1997).

The health policy in Thailand relies on family and relatives to assist elders at
home (Chayovan & Knodel, 1997; Jitapunkul & Bunnag, 1997; Wongsith & Siriboon,
1999). The 8" National Economic and Social Development Plan (1997-2002)
promoted the social value of older adults in conjunction with a better understanding of

family care, and offered consideration of incentives for children or relatives who



provide care for the elder members of their family (Wongsith & Siriboon, 1999).
According to the National Statistical Office (2002), almost all Thai elders (93.6%) live
with their spouse, their children, or with other relatives and 6.4% of them live alone.

Elders are more frequently ill and are expected to be admitted to the hospital
three times more often than any other age group (Chayovan, Knodel, & Siriboon,
1992; Jitapunkul & Bunnag, 1997). Elders represent 30% of all hospital admissions in
the acute care hospitals in Thailand (Jitapunkul et al., 1998). Additionally, elders have
complex and multiple chronic illnesses that result in acute health care needs that
require hospital stays for treatment. These conditions are also associated with longer
lengths of stay than for other age cohorts and require family caregivers to provide
continuity of care at home following discharge.

In Thailand, the resources for post-discharge services, including nursing home
and home health care visits by registered nurses, are limited (Jitapunkul & Bunnag,
1997). The cost of private nursing home care varies from 5,000-50,000 Bath per
month (approximately $125- $1,250/month) (Jitapunkul & Bunnag, 1997). This rate is
high when one considers that the average monthly income in Thailand is 12,185 Bath
per household (approximately $300) or 3,404 Bath per person (approximately $85)
(National Statistical Office, 2002). In addition, it is culturally unacceptable for Thai
caregivers to institutionalize elder relatives in a nursing home. Consequently, the
responsibility of caring for elders after discharge is increasingly placed on family
caregivers, making it more likely that caregiving at home will put additional strain on

the family (Knodel, Chayovan, & Siriboon, 1991; Wongsith, Siriboon, & Entz, 1996).



In Ramathibodi Hospital, a university hospital in Bangkok, Thailand, the
population of elders age 60 or older admitted to the hospital increased from 16% in
1984 to 24.5% in 2000 (Ramathibodi Statistical Office, 2000). Although these
statistics indicate there are more hospital stays, the length of stay is getting shorter. In ,
1996, the average hospital stay for an elder was 11 days in the medical wards, 12 days
in the surgical wards, and 13 days in the orthopedic compared to 9.3, 10.4, and 10.1
days, respectively, in 2001 (Ramathibodi Statistical Office, 2002).

Post-discharge, most of the elders’ recovery must take place at home. Elders
leave the hospital with ongoing health care needs due to functional decline
(Sampatanukul, 1999; Yamvong, 1995). Functional decline is defined as a decrease in
the ability to perform the activities of daily living (i.e., eating, bathing, dressing,
walking, transferring, voiding, and eliminating) during hospitalization and after their
discharge. When this occurs, elders need help from their family members.

Therefore, there is a need for health care providers to understand and support
the roles that family members assume and to encourage family caregivers to provide
care for elders during hospitalization. Family care actions during hospitalization may
help family caregivers prepare for caregiving at home. Yet, little is known about how
caregivers experience the caregiving role during hospitalization and the transitional
period from hospital to home, and about factors that may influence their caregiving
strain after hospitalization. Measures of family caregiving during hospitalization are
scarce or still in the development and testing stages. The purpose of this study is to

establish the validity and reliability of an instrument to measure family caregiving in



the hospital in the Thai population and determine how hospital and home caregiving
experiences are related.

In the U.S., Li and Stewart (2000) developed the Family Care Actions Index
(FCALI) to assess family caregiving in the hospital setting. The index was derived
inductively from a qualitative study with family caregivers for hospitalized elders in
the U.S. (Li, 1996; Li, Stewart, Imle, Archbold, & Felver, 2000). Three dimensions of
family care actions were: (a) providing care to the patient, (b) working together with a
health care team, and (c) taking care of self. Initial evidence of the psychometric
adequacy of the FCAI as used in a hospital setting in the U.S. has been demonstrated.
Cronbach’s alpha on two convenience samples of 30 and 40 family caregivers of
hospitalized elders was .92 and .93, respectively (Li, Stewart, & Archbold, 2002).

Construct validity was tested by correlating total scores on the FCAI with
scores on measures of mutuality and encouragement from staff to participate in care.
Mutuality, the positive quality of the relationship between patient and caregiver, was
measured with a 5-point, 15-item scale. Thus, high scores referred to high mutuality.
Encouragement from staff to participate in care was a self-reported: the family
caregiver was asked to rate the encouragement he or she received from nurses for
participating in the patient’s care on a Visual Analog Scale from 1 to 10 (H. Li,
personal communication, May 16, 2003). Scores with encouragement were directly
related, so high scores represented high encouragement from staff. Significantly
positive correlations were found between the FCAI and mutuality (» = .36, p <.05)
and between the FCAI and encouragement from staff (» = .50, p <.05) (Li et al.,

2002).



Li et al. (2000) hypothesized that the successful family care of hospitalized
elders would be reflected by high scores on all three dimensions of the FCAL
However, the FCAI has never been tested in Thai culture. This is the first study to
evaluate the psychometric properties of the FCAI in the Thai culture. In addition, a
new strain measure will be developed to measure strain associated with family care
actions in the hospital.

Theoretical Framework

One concept in role theory, symbolic interactionism (Burr, Leigh, Day, &
Constantine, 1979) is used to describe caregiving in the current study. Role theory
represents “a collection of concepts and a variety of hypothetical formulations that
predict how actors will perform in a given role, or under what circumstances certain
types of behaviors can be expected” (Conway, 1988, p. 63). According to role theory,
a person fulfills his or her role based on cultural, familial, and social expectation.

Symbolic interactionists are interested in antecedents of the phenomena;
contextual variables such as social status, social norms; and variables in the situations
as explanations of what goes on in the minds of individuals. They view contextual
variables as contributing factors to describe and explain the relationships among
phenomena rather than causal explanations of phenomena. Symbolic interaction can
help researchers understand how family caregivers interact with the elders and health
care professionals, and how they take action or engage in a process in response to a
caregiving situation in the hospital.

A key assumption of symbolic interaction is that “human beings act toward

things on the basis of the meanings that things have for them” (Blumer, 1969, p. 2).



Four sets of interrelated concepts are: identities, roles, interactions and contexts.
Identities are conceptualized as self-meaning in a role (LaRossa & Reitzes, 1993).
Within each unique situation, the meanings that a caregiver has formulated will
influence his/her behavior. The concepts of interaction and context are interwoven
throughout this process. Meanings of family caregiving arise out of the social
interactions that the caregiver has with the care recipient or interactions between the
caregiving dyad and others over time. Consequently, the context of caregiving is
different from one setting to the next.

The way in which family caregivers learn the role of caregiver may occur
reflexively, through one’s thoughts, dialogue with self, or interaction with others (Burr
etal., 1979). The role acquisition process involves the basic concepts of self or
identity, definition of the situation, and role taking. In order to shape a role, people
take into account important aspects of self, appraise the situation, come to understand
its meaning for themselves and imagine themselves in the situation of the caregiving
role. All arise from interaction and shape subsequent interaction.

Li et al. (2000) studied the nature of the caregiving role during hospitalization.
Their contributions included exploratory work to identify the nature of the caregiving
role during hospitalization. Results were based on the qualitative study with
hospitalized elders, family caregivers, and nurses. Three dimensions of family
caregiving during hospitalization emerged: (a) providing care to the patients, (b)
working together with the health care team, and (c¢) taking care of self. Eight
categories that emerged from their study included: (a) being there, (b) performing

typical family functions in the hospital, (¢) providing passage between home and



hospital, (d) attending to the patient’s personal care needs, () exchanging information
between the family and the health care team, (f) collaborating with the health care
team to provide personal care, (g) participating in therapeutic health care regimens,
and (h) making sure the health care team takes care of the patient’s needs.

Li and Stewart (2000) developed the Family Care Actions Index (FCAI) based
on their qualitative work. The purpose of the FCAI was to assess family care actions
in the hospital setting. Family care actions were defined as “what family members say
or do to help an older relative in the hospital” (Li et al., 2000, p.7). Family care
actions were measured with an 81-item questionnaire completed by family caregivers.
The 81-item FCAI covered the three dimensions and the eight categories derived from
the qualitative study.

Archbold and Stewart (1986) developed the conceptual framework of
caregiving at home based on role theory and their qualitative work. Role theory
focuses on interactions between an individual and others and includes both the
positive and negative experiences of caregiving. These researchers viewed caregiving
as arole to understand how the caregiver learns and evaluates his or her ability to
perform the role (Archbold, Stewart, Greenlick, & Harvath, 1990). Archbold and
Stewart (1986) were interested in three categories related to family caregiving at
home: (a) antecedents of caregiving, (b) the nature of the caregiving role, and (c) the
responses to caregiving. Antecedents of caregiving influenced the nature of the
caregiving role, and then the nature of the caregiving role influenced the responses to

family care.



Antecedents of caregiving were characteristics of the caregiver and care
receiver, the quality of the relationship between caregiving dyads (mutuality), and
preparedness for caregiving. The nature of the caregiving role included the amount
and type of family care, the amount of help from others, and the predictability of the
caregiving situation. The responses of family care were caregiver role strain and the
rewards of caregiving.

The researchers developed the Family Care Inventory (FCI) to measure seven
concepts within their conceptual framework. The seven key concepts used in their
framework include: (a) mutuality, (b) preparedness for family care, (c) amount of
family care, (d) help from others in family care, () predictability, (f) caregiver role
strain, and (g) the rewards of caregiving. Archbold and colleagues (1990) conducted a
longitudinal correlation study over a 9-month period following elders’ discharge from
the hospital to assess the relationships among key concepts. The results revealed that
predicted relationships were supported: high mutuality and high preparedness were
associated with lower levels of several aspects of caregiver role strain in family
caregivers of post-hospitalized elders.

However, little is known about the nature of the caregiving role during the
transition period from hospital to home. Transition is defined as a passing from one
condition, stage, place, or subject to another (Webster, 1993). The current study
selected the concepts related to the nature of the caregiving role in the hospital and at
home to understand the transition period from hospital to home. As a result, the
caregiving processes whereby family caregivers interact with patients and the health

care team are embedded with, and could not be separated from, the caregiving context.



Nor could the caregiving processes be separated from the consequences those
meanings may have in a caregiving setting. Conceptualizing and measuring these
concepts will sensitize health care professionals to understand the nature of the family
caregiving role and the caregiving process during hospitalization and the transition ‘
period from hospital to home.

Figure 1 represents the conceptual model underlying the current study. The
caregiving process transition from hospital to home is thought to be affected by four
categories of variables: (a) antecedent characteristics of elders and caregiver, (b)
caregiving in the hospital, (c) preparedness for family care, and (d) the amount of care
activities and caregiver role strain at home. The pertinent characteristics of
hospitalized elders and their family caregivers include their age, gender, the type and
quality of the relationship between the hospitalized elder and the caregiver. The type
of relationship between an elder and a caregiver (such as marital dyads, parent and
children, or friends) may predict different expectations for giving and receiving care.

Caregiving in the hospital is characterized by the family care actions that
caregivers perform and the strain they experience as a result of these actions. Three
dimensions of family care actions included: (a) providing care to the patients, (b)
working together with the health care team, and (c) taking care of self. Preparedness
for family caregiving is hypothesized to increase as caregivers perform more actions
in the hospital, thus helping them to enact their role at home. Preparedness might be a
moderator between caregiving in the hospital and at home. Caregiver role strain within
2 weeks following discharge has been selected to be a subsequent response to the

caregiving transition from hospital to home. Understanding how caregivers experience



their caregiving roles during hospitalization and what antecedent and consequent
factors are associated with the caregiving roles is needed to facilitate a smooth

transition to the home setting.
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CHAPTER 2
REVIEW OF THE LITERATURE

Family caregiving of elders has become an important focus of gerontological
nursing, families are the main source of care for elders. According to Archbold and
Stewart (1986), family caregiving is defined as the provision of caregiving by one
family member for another. Family caregiving can be performed for elders living at
home, in nursing homes, or in hospital settings. However, little attention has been paid
to family caregiving of elders within the hospital setting and during the transition
period from hospital to home.

This literature review focuses on concepts presented in Figure 1. First, family
caregiving of Thai elders, mutuality, preparedness, caregiver role strain, and the nature
of the caregiving role in the hospital and at home will be reviewed. This will be
followed by a review of literature on family participation during hospitalization and a
description of the development of the Family Care Actions Index (FCAI), a measure
of family care actions in the hospital, and Family Care Actions Index Strain (FCAI
Strain). Finally, the specific aims, the hypotheses, and the research questions will be
presented.

Family Caregiving of Thai Elders

The ability and willingness to provide care is a critical factor in family
caregiving (Burns et al., 1993). Thailand is undergoing modernization and has
successful family planning programs that promote decreasing family size. Thai elders
may be vulnerable to the negative effects of this modernization. Some of these effects

include the transition from the traditional extended family system; the changing roles
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of women, now part of the work force; and a decrease in birthrate resulting in fewer
potential caregivers for the elderly parents of the future (Caffrey, 1992). The higher
percentage of elderly in the total population and the decreasing number of caregivers
point to the need to carefully consider how limited resources for providing care to the
frail elderly should be distributed. It is likely that adult family members will be faced
with helping at least one elderly family member in their lifetime, and when demands
for care are greater than available resources, they will be at risk of becoming
overburdened.

The family is the main institution for giving care to Thai elders. Adherence to
the value of family responsibilities is very strong in Thai culture. In addition, the Thai
people have a strong belief in the Buddhist religion and the notion of filial obligation,
which teaches respect for and care of parents, particularly when old and/or ill.
Buddhist doctrine stresses the concept of parent repayment in which children are
expected to repay their parents for having borne and raised them (Knodel et al., 1991;
Wongsith et al., 1996). Therefore, Buddhists do not wish to leave their parents alone
and make every effort to provide for their care. Generally, they are happy and feel
proud to be able to take care of their elder parents as a form of repayment, and feel
guilt and shame if they do not or are unable to take care of their elder parents.

Caffrey (1992) studied family caregiving of the elderly in the rural areas of
Northeast Thailand. The results showed that 80% of the Thai elderly expect that their
children will take care of them when they age. This researcher also identified three
major motivators for giving care to an elder relative: (a) filial obligation, (b) affective

bonding, and (c) reciprocity.
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First, the value of filial obligation is a strong norm and continues to play a
major role in a family’s decision to provide care for an elderly relative. To fulfill the
expected cultural norm of filial obligation, families continue to provide care as
primary caregivers for the elderly.

Second, affective bonding is one of the major motivators for children to
continue caring for their parents. They are happy to be caregiving. They also take
some pride in doing what they know is best for their parents. They put the needs of
their elderly parents above their own needs, and do not expect anything in return from
them.

Third, the norm of reciprocity is comprised of two perspectives: (a) repayment
to their elderly parents for their upbringing and the care provided to them from
childhood to adulthood, and (b) a future orientation, which involves building up future
merit for themselves. Both perspectives are reinforced by Buddhist doctrine. The first
perspective stresses parent repayment, the latter emphasizes making merit or famboon.
Making merit is based on the generalized reciprocity and the Thai cultural norm of
filial obligation. Thai people believe in the accumulation of merit as a resource to
enhance the possibilities of having a better position in this life and to ensure them a
prosperous rebirth. Consequently, some caregivers gain personal satisfaction from
their caregiving experience based on the norm of reciprocity and an affective bond to
the elderly.

Currently, the decision to have Thai elders live with their family members is
influenced by the character and behavior of family members. The decision is also

influenced by the family member’s level of responsibility, which can affect the
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caregivers’ ability and willingness to take care of their elder family members. Family
caregivers for clders may be a spouse, daughter, daughter-in-law, son, grandchildren,
or other relative. Therefore, the role of the family and relatives as caregiver is a
prominent issue with regard to the care and support of elders in Thailand.
Mutuality

The quality of the relationship between the caregiver and care recipient is a
critical variable in family caregiving. Mutuality is one of the concepts used to describe
the positive quality of relationships. Hirschfeld (1983) identified that the important
components of mutuality included: (a) “the caregiver’s ability to find gratification in
the relationship with the impaired person and meaning from the caregiving situation”
and (b) “the caregiver’s ability to perceive the impaired person as reciprocating by
virtue of his/her existence™ (p. 26). Hirschfeld reported that caregivers who had high
levels of mutuality were able to continue caregiving despite objectively difficult
situations.

Archbold, Stewart, Greenlick, and Harvath (1992) conceptualized mutuality as
“the positive quality of the relationship between a caregiver and a care receiver” (p.
328). Mutuality has four dimensions: (a) love and affection, (b) shared pleasurable
activities, (c) shared values, and (d) reciprocity. Archbold and colleagues (1990)
studied mutuality as a predictor of strain in caregivers caring for an elder post-
hospitalization. After controlling for five variables related to caregiver role strain (i.e.,
gender of the caregiver, being a spouse or nonspouse, degree of cognitive and physical

impairment of the care receiver, and amount of direct care), they found that mutuality
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was negatively associated with caregiver role strain from direct care, tension, and
global strain, but was not associated with strain from worry or lack of resources.

Kespichayawattana (1999) used a qualitative method to study the Thai cultural
value of katanyu kataved; in relationship to caregiving of frail elderly parents in
Bangkok, the urban area of Thailand, during a period of social and economic change.
The concept of katanyu katavedi refers specifically to the parent-child relationship,
which strongly supports and maintains the principle of family caregiving in Thai
families. The concept of katunyu katavedi consists of: (a) burn khun of parents, which
refers to all the benefits which were bestowed upon the children; (b) katanyu, which
means the sense of gratitude towards parents; and (c) katavedi, which means the
obligatory actions of paying back parents. The researcher found three cultural
contextual factors underlying the concept of katanyu katavedi: (a) hierarchical
relationships between parents and child, (b) social value of obligation to parents, and
(¢) religious teaching. The study also found that the caregivers who had a positive
relationship with their parents also had more positive outcomes in their caregiving
situation.

The positive outcomes of caregiving that emerged from Kespichayawattana’s
study included: happiness, praise from others, attaining merit, warmth, and the feeling
of being lucky. The negative consequences of caregiving reported included: frustration
with other family members, burden, deterioration of the caregiver’s health, conflict
with the elder, physical strain, stress, guilt, and social isolation. Kespichayawattana

suggested a need for further correlational research to examine the relationships
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between support systems and/or relationships with family, and the outcomes of the
caregiving situation.

A comparison of the results from the two studies of family caregiving of Thai
elderly revealed several similarities despite the differences in rural and urban settings
and the time difference. Caffrey’s (1992) study provided a comprehensive picture of
the family caregiving system in a rural area a decade ago. Kespichayawattana’s (1999)
study explicated the current influence of cultural values of family eldercare in an
urban area. Both studies used the qualitative method to study the influence of Thai
culture, and the findings from both were based on the concept of parent repayment in
Buddhist doctrine. The consistency between the studies suggests that social cultural
value still strongly supports family caregiving of the elderly. The impact of
modernization has not resulted in major changes in caregiving roles; family is still the
main institution in eldercare, and culture norms play an important role in guiding Thai
children to take care of their elderly parents. Interestingly, the three cultural contextual
factors underlying the concept of katanyu katavedi are related to the three motivations
in family caregiving identified by Caffrey.

Recently, Sirapo-ngam, Putwatana, and Wongjunlongsin (2000) reported the
positive feeling of caregivers for patients with cerebrovascular disease (CVA). The
most positive experiences reported from caregivers included “having the opportunity
to repay the patient’s kindness,” “having more experience and knowledge for self

protection and giving advice to other,” and “having a close relationship with patients™

(p. 11).
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The positive quality of the relationship between the caregiver and the elder in
the Thai context may be different from mutuality in terms of expressing feelings
toward other people. The four dimensions of mutuality defined by Archbold and
colleagues can also be found in Thai culture. These four dimensions have been
supported by Caffrey (1992), Kespichayawattana (1999), and Sirapo-ngam et al.
(2000). However, for Thai caregivers, some items may not represent the precise
meaning of mutuality. For example, in the dimension of reciprocity, item 4 asks:
“How much does he or she express feelings of appreciation for you and the things you
do?” Children might not perceive any expression of gratitude from their parents even
though they do the best to care for their elderly parents. Elderly parents do not
verbalize feelings of love their children, but rather keep those feelings to themselves
as is normal in Thai culture. The same is true for item 15 which asks: “How often
does he or she express feelings of warmth toward you?” In the context of the Thai
culture, these two items in the dimension of reciprocity may earn low scores.

Wirojratana (2002) used the mutuality scale developed by Archbold and
colleagues in a Thai population with a sample of 80 caregivers of elders at home. The
researcher adapted some items for cultural appropriateness in the subscales of
reciprocity, shared values, and shared pleasurable activities. For example, the word
“warmth” in item 15 was changed to auarthon, which is an interpretation as opposed
to a direct translation, to help caregivers understand the meaning of the item. The
appropriateness of mutuality, including reliability and content validity, for the Thai
caregivers was confirmed. Evidence for construct validity of mutuality was tested

against caregiver role strain. Mutuality was inversely related to strain from care
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activities (r = -.37, p <. 01) and global strain (» = -.31, p <. 01). Thai caregivers who
had a positive relationship with the care receiver experienced less strain from care
activities and less global strain. These findings confirm the conceptual model
underlying the current study. Mutuality was also used in the current study as a
criterion variable with family care actions during hospitalization.

Preparedness

The concept of preparedness used by Archbold and colleagues (1 992) was
derived from role theory. According to Burr et al. (1979), learning a role before
entering into it is very important to role enactment and performance. Consequently,
preparedness for caregiving is defined as “how well prepared the caregiver believes he
or she is for the tasks and stress of the caregiving role” (Archbold et al., 1992, p. 328).
Preparedness for caregiving was strongly predictive of lower levels of caregiver role
strain in family caregivers for post-hospitalized older persons in the 6-week period
following hospitalization (Archbold et al., 1990). Higher levels of preparedness were
associated with lower levels of strain from direct care, strain from increased tension,
global strain, and strain from worry and lack of resources.

In 1995, Archbold and colleagues conducted a pilot intervention study
designed to increase preparedness, enrichment and predictability at home (PREP). The
nature of, and rationale for, the intervention was based on their previous study
(Archbold et al., 1990), which indicated that caregiver role strain might be reduced by
increasing preparedness, mutuality, rewards, and a sense of control and predictability.
The researchers found that the mean level of preparedness, enrichment, and

predictability for PREP caregivers was significantly higher than for the control group



(p <.05). However, the sample was too small (11 interventions with 11 control
families), and the length of intervention for a period of 10 to 25 weeks was not long
enough to demonstrate a reduction in caregiver role strain.

A grounded theory by Congdon (1994) found variability in discharge readiness
in that patients were ready for discharge while their family members were not, and
nurses were uncertain. Discharge readiness was defined as “the perception of being
prepared or not prepared for hospital discharge” (p. 127). Discharge readiness is
similar to the concept of preparedness in the home setting. Discharge readiness
emerged in the hospital while people prepared to go home; preparedness, on the other
hand, was originally used for the caregiving setting at home. Results from Congdon’s
study revealed that nurses were in the unique position to strengthen the discharge
preparation of hospitalized elders and their families.

Kneeshaw, Considine, and Jennings (1999) correlated preparedness developed
by Archbold and colleagues (1992) at hospital discharge with the recovery outcomes
of elderly women following coronary artery bypass graft (CABG) surgery. The results
of the study demonstrated that preparedness is positively correlated with the self-
reported recovery measure at 3 months post-surgery. Feelings of preparedness at the
time of discharge had a moderate effect on the relationship between self-reported
attitudes toward performing activity and following a cardiac diet with recovery at 3
months post hospital discharge.

In Thailand, Sampatanukul (1999) conducted a descriptive study with 60 dyads
of caregiver and care receivers admitted into a general medical unit at Ramathibodi

Hospital. The study aimed to examine the functional status of elders during
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hospitalization and how family members prepared to manage their caregiving role at
home. Results indicated that the functional status of the hospitalized elders
significantly declined in the first two days of admission and prior to discharge,
compared to the functional status prior to admission. The results supported the idea
that due to functional decline, hospitalized elders need help from their caregivers and
continue to need help following discharge. Consequently, family caregivers need to
prepare themselves to take care of their elder family members at home.

The results of Sampatanukul’s study indicate that family preparation during
hospitalization should include: (a) preparation for whomever will be a primary
caregiver, (b) development of the knowledge and skills needed for caring at home, and
(c) proper arrangement of the household environment. This study supports the concept
that, in Thailand, a family caregiver’s preparedness regarding caregiving at home
exists in the hospital setting. Findings from Sampatanukul’s study also provide
specific information about family caregivers’ preparedness in Thailand. Family
caregivers prepared for their caregiving role by developing caregiving skills and
modifying their home environment before the elders were discharged.

Wirojratana (2002) used the preparedness scale developed by Archbold and
colleagues (1992) in Thailand with a sample of 80 caregivers of elders at home.
Evidence for content construct validity of preparedness was confirmed by finding
expected correlational patterns with caregiver role strain. Preparcdness was inversely
related to strain from care activities (» = -.41, p <. 01), and global strain (» = -.57, p<
01). Even though preparedness has been measured, used and supported in the home

care setting in Thailand, it has never been used at the time of hospital discharge.
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The shorter length of hospital stays may suggest that preparedness needs to
start during hospitalization before the patients are discharged home. According to
Sampatanukul’s study (1999), the concept of preparedness is relevant to the caregiving
role during hospitalization in Thailand. Preparedness may bridge the caregiving
experiences between the hospital and the home settings. Therefore, for this study,
preparedness at the time of hospital discharge was correlated with caregiving in the
hospital (i.e., amount of family care actions and strain from family care actions),
caregiver role strain from care activities, worry, and global strain at 2 weeks post-
discharge home to support the use of the conceptual model underlying the current
study.

In this study, preparedness was tested as a moderator variable on the
relationship between caregiving in the hospital and caregiver role strain at home.
Caregiver preparedness may be found to correlate with the extent to which caregivers
participated in caregiving in the hospital and the level of strain they experienced
afterwards in the home setting. Preparedness might affect the direction and/or the
strength of the relationship between caregiving in the hospital and in the home setting.
Caregivers who feel highly prepared because of the extent of their participation in
caregiving in the hospital may experience lower levels of strain at home. Conversely,
caregivers who feel less prepared because of the extent of their participation in
caregiving may experience higher levels of strain at home. In addition, caregivers who
feel less prepared because of strain from family care actions in the hospital may also
experience higher levels of strain at home. This correlation, however, may be weak for

well-prepared caregivers.
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Caregiver Role Strain

Globally, caregiving is traditionally considered a female role, and females
appear to be better providers of social support for their elder family members than
males (House, 1987). This is also true in Thailand (Chayovan & Knodel, 1997;
Jitapunkul & Bunnag, 1997; Wongsith & Siriboon, 1999). The role and
responsibilities of the caregiver are increased when the elder is ill or has a limited or
complete inability to perform the activities of daily living (ADLSs). In such cases,
caregivers must devote a great deal of time and provide a high level of care for the
elder, such as feeding, bathing, dressing, toileting, preparing medication, and taking
the elder to appointments with physicians. The increased roles and responsibilities in
these caregiving experiences, added to the traditional household activities and working
outside the home, introduces a significant amount of emotional and psychological
strain to the caregiver’s life. The psychological consequences of role accumulation
depend on the nature of the roles and one’s experience within each role. Shouldering
caregiving and other personal and social responsibilities (e.g., being a wife, a mother,
an employee, etc.) will strongly impact a caregiver’s life.

Family caregivers may experience minimal to extensive negative consequences
from caregiving. The negative outcomes have been conceptualized in many ways by
different research teams (Archbold & Stewart, 1986; Kramer & Kipnis, 1995;
Montgomery, Gonyea, & Hooyman, 1985; Mui, 1992; Poulshock & Deimling, 1984;
Robinson, 1983; Stephens & Kinney, 1989; Zarit, Reever, & Bach-Peterson, 1980).
The terms used to describe the negative effects of caregiving are “burden,” “stress”

and “strain.” These terms have been used interchangeably. “Stress” seems to be
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widely used to describe the negative outcomes of caregiving. “Burden” emphasizes
the subjective sense of the feeling more than the objective sense. Historically, burden
has been defined in the sense that caregiving demands have overwhelmed the person’s
emotional, physical, and financial resources used in providing assistance (Grad &
Sainsbury, 1963). “Strain” is derived from role theory. Role strain is defined as
experiencing difficulty in the performance or fulfillment of the caregiving role
obligation (Goode, 1960). According to Mui (1992), the inability to complete role
obligation within a prescribed amount of time is a significant source of role strain.
Archbold et al. (1990) conceptualized caregiver role strain as “the caregivers’
felt difficulty in performing the family caregiving role” (p. 376). Archbold and
Stewart (1986) developed nine measures and adapted two measures from Montgomery
and Borgatta to measure caregiver role strain. The total of 11 measures included: (a)
strain from care activities, (b) strain from managed care, (¢) strain from lack of
resources, (d) strain from worry, (e) strain from role conflict, (f) strain from economic
burden, (g) strain from mismatched expectation, (h) strain from increased tension, (i)
strain from feelings of being manipulated, (j) strain from communication problems,
and (k) global strain. Strain from increased tension and strain from feelings of being
manipulated were adapted from Montgomery and Borgatta’s measures. Results
showed that caregivers of post-hospitalized older persons who reported higher levels
of mutuality and preparedness reported lower levels on some aspects of role strain.
Wirojratana (2002) used translated caregiver role strain measured in the Thai
population and concluded that caregiver role strain measures were appropriate and

relevant for Thai caregivers. Preparedness was inversely related to strain from care
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activities (r = -.41, p < .01), lack of resources (r = -.52, p <.01), feelings of being
manipulated (r = -.29, p <.01), increased tension (r = -.36, p < .01), and global strain
(r=-.57, p <.01). Predictability was negatively related to all measures of caregiver
role strain except strain from care activities and mismatch expectations. In addition, 10
of 11 caregiver role strain measures were highly negatively associated with caregiver’s
physical health, with correlations of -.30 to -.40.

Several studies have been conducted to examine the negative outcomes of
caregiving in Thailand. Chaoum, Intarasombat, and Putwatana (1996) explored care
burden, general well-being and coping resources and determined predictive factors of
general well-being in family caregivers of hospitalized elders post-discharge. Results
from 100 cases were analyzed. Care burden and duration of education were significant
predictors of general well-being in family caregivers. Care burden was negatively
correlated with general well-being (r = -.40, p < .001). Duration of education was
positively correlated with general well-being (» = .25, p < .05). Care burden accounted
for 16% of variance was the best predictor of general well-being.

The potential range of care burden scores in Chaoum and colleagues’ study
was 15 to 75, with higher scores meaning higher care burden. The care burden scores
of this study had a moderate mean score (M = 35, SD = 9.2, with a range from 18.9 to
56.3). The researchers explained that high education and high income may have been
good resources for caregivers to mediate the care burden. As expected, knowledge and
education helped to improve caregiver appraisal about the caregiving situation. The

researchers suggested that caregivers needed to develop their knowledge, skill, and
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interpersonal relationship with the elders in order to succeed in taking care of the
elders and themselves.

Using a sample of 80 caregivers, Tirapaiwong (1997) studied the burden of
family caregivers for stroke patients using the quality of the patient-caregiver
relationship, gender, duration of education and duration of care as the independent
variables. Results demonstrated that: (a) caregivers reported a fairly low mean score
on caregiver burden and fairly high quality of patient-caregiver relationships, and (b)
the quality of patient-caregiver relationship was the best significant predictor of
burden, accounting for 13% of the caregiver burden (F (1 79y = 11.44, p < .01). In
contrast to the study by Chaoum et al. (1996), Tirapaiwong did not find a correlation
between education and caregiver burden.

Sirapo-ngam et al. (2000) were interested in the caregiving demands, stress and
coping strategies of family caregivers of patients with cerebrovascular disease (CVA).
The results of their study revealed that Thai caregivers reported a low level of stress
from meeting the care needs of the physically dependent care receivers (M= 0.57, SD
= 0.68, with a range from 0 to 3.5) and a low-to-moderate level of stress from dealing
with the behavior problems of the patients (M= 1.76, SD = 0.79, with a range from
0.38 to 3.56).

In summary, research findings from three studies of Thai primary caregivers
consistently showed low-to-moderate mean caregiver burden scores. This may be the
result of filial responsibility toward dependent elderly family members in the Thai
culture. Filial responsibility adds a positive quality to the relationships between

caregiver and a care receiver. The positive quality of the relationship between a
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caregiver and a care receiver and the concept of preparedness may be salient variables
in explaining caregiver role strain.
The Nature of the Caregiving Role in the Hospital and Home

There is a growing body of literature on the complex nature of the caregiving
role based on role theory. Symbolic interaction is used to describe the nature of the
caregiving role regardless of settings. In order to understand caregiving during
hospitalization, it is important to place it within the larger context of family
caregiving. Much of the research on the nature of the caregiving role has addressed the
topic of family caregiving at home (Archbold et al., 1990; Hasselkus, 1988, 1989;
Schumacher, 1995; Schumacher, Stewart, Archbold, Dodd, & Dibble, 2000). Less
attention has been paid to family caregiving during hospitalization.

A large number of the studies that address the nature of the caregiving role in
the home have focused on the caregivers of patients with dementia, Alzheimer’s
disease, Parkinson’s disease, and cancer because of the unique demands placed upon
caregivers. Examples of such demands include: managing the behavioral symptoms
related to dementia (Archbold et al., 1990, 1992; Archbold et al., 1995), assistance
with mobility because of the slowness of movement in Parkinson’s disease (Carter et
al., 1993), and managing the side effects of chemotherapy in cancer patients
(Schumacher et al., 2000). Yet little is known about the nature of the caregiving role in

the hospital setting.



28

The Context of Caregiving

The context of caregiving in the hospital and in the home is different. Within
the hospital setting, family caregivers play a supportive role. There are often important
interactions among the patient, caregiver, and health care providers. A significant role
of the caregiver is to provide emotional support to hospitalized elders during
hospitalization (Halm & Titler, 1990; Laitinen, 1992, 1993). In contrast, family
members are the primary responsible persons, providing most of the assistance and
support the care receivers’ need at home. The caregiving role is primarily created
through interaction between the caregiver and the care recipient. Interactions between
the dyad and other family members or home health care providers may also exist.
From the existing literature in the U.S., there are similarities and differences between
the nature of the caregiving role at home and the nature of the caregiving role in the
hospital setting.
Family Participation

Expectations of family participation during hospitalization are different from
family participation in the home setting. According to the symbolic interaction
perspective, the value of family caregiving arise out of the social interactions that a
caregiver has with the care recipient or interactions between the caregiving dyad and
others over time (Burr et al., 1979). Family caregivers interact with others, take
actions, or engage in a process in response to a caregiving situation during
hospitalization and at home.

Caregivers may view the shift in their roles as primary care providers at home

to supportive roles during hospitalization positively or negatively. According to
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Hickey and Lewandowski (1988), some caregivers of critically ill elderly patients who
routinely provide care for the elderly at home might view the supporting role as
negative. They might feel that their help is not needed. In contrast, some caregivers
might view the supporting role as positive because it can provide them with a form of
respite (Haggmark, 1990; Hickey & Lewandowski, 1988). They can step back or take
a break and let health care professionals take on the primary responsibility of the
caregiving role.

However, family members are sometimes unable to perform any of the
hospitalized elder’s care—due to hospital policy or the elder’s health status. Restricted
visitation in the intensive care units limits opportunities to be supportive. Family
members may also seek to increase their participation in patient care but are prevented
from doing so by the health care professionals who do not want them at the bedside.
Such a case might exist, for example, in critical care units where the elder’s care needs
are such that they require the assistance of health care professionals. In contrast, in
step-down units or general geriatric units, nurses might wish to involve family
members in patient care. In any case, the nature of the illness, the nature of the wards
as well as the cultural context of caregiving are likely to influence the family
caregiver’s participation in providing health care.

Caregiving Role Acquisition

Transition of care is critical, but it has been given less attention in caregiving
research (Li et al., 2000; Stewart, Archbold, Harvath, & Nkongho, 1993). Schumacher
(1995) has conceptualized the caregiving role acquisition as “a family role transition

in which the caregiving role is created by the caregiver and care receiver through the
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process of role-making” (p. 214). Schumacher indicated that caregiver role acquisition
occurs when illness causes a decline in an individual’s self-care ability, necessitating
care by others. The functional status of hospitalized elders declines significantly
during hospitalization when compared to prior to admission. This study might
sensitize investigators to seek to understand caregiver role acquisition during
hospitalization.

Stewart et al. (1993) stated that caregiver role acquisition occurs primarily
after entering into the role. This phenomenon is encountered in clinical practice in
both hospital and home care. For example, there are some cases in which
hospitalization of the elder relative marks the beginning of the caregiver experience. In
other cases, family members have experiences being caregivers for an elder before
hospitalization. Stewart and colleagues indicated that the caregiver’s preparedness
could enhance role acquisition. According to role theory, the degree and quality of role
acquisition could lower the level of role strain (Burr et al., 1979).

A review of the caregiver role in the home setting described in the existing
literature might help health care professionals to understand the way in which family
caregivers learn the caregiving role during hospitalization and during the transition
from hospital to home. The role acquisition may occur reflexively, through one’s
thoughts, dialogue with self, and/or interaction with others (Burr et al., 1979). The
acquisition of new knowledge and skills can be applied during hospitalization, a time
in which families may experience a high need for information and assistance from
health care professionals, especially during the discharge process and the period just

following hospital discharge.
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Partnerships

The partnerships between family caregivers and health care providers have
been identified in the existing literature in the home and hospital settings. Family
participation and sharing of information between family caregivers and providers were
the major concerns reported by family caregivers (Von Eigen, Walker, Edgman-
Levitan, Cleary, & Delbanco, 2000). Family members provided information about the
elder during the admission process and hospitalization. At the same time, family
members needed information and support from health care providers about the
possibilities of taking part in care, as well as in the discharge planning process. They
wanted health care providers to acknowledge them as having a significant role in the
hospital and at discharge. However, viewing family caregivers as partners with the
health care team is a new and critical issue during hospitalization (Li et al., 2000).

In the existing literature regarding caregiving at home, Harvath et al. (1994)
developed the concept of local and cosmopolitan knowledge to create partnerships
between families and gerontological nurses. One idea was to develop partnerships
with family caregivers for health care for older people at home. The family’s local
knowledge is derived from experience in managing the older person’s chronic illness
and is embedded in the context of the family culture and relationships. In contrast, the
nurse’s cosmopolitan knowledge is derived from his or her educational background
and experience in giving care to older adults and their families. In other words, local
knowledge is the understanding and skills that the family brings to the caregiving

situation, and cosmopolitan knowledge is the understanding and skills that the



32

gerontological nurse brings. The degree of blending of local and cosmopolitan
knowledge can contribute to the caregiver’s perception of preparedness.
Preparedness

The concept of preparedness, or “how well prepared the caregiver believes he
or she is for the tasks and stress of the caregiving role” (Archbold et al., 1992, p. 328),
has not been identified in the existing research for the hospital setting. As mentioned
earlier, blending local and cosmopolitan knowledge can create the caregiver’s
perception of preparedness, thus enhancing role acquisition and reducing caregiver
role strain.

Preparedness was a strong predictor of role strain 6 weeks following discharge
(Archbold et al., 1990). Higher levels of preparedness were associated with lower
levels of strain from direct care, tension, global strain, and strain from worry and lack
of resources. Archbold and colleagues (1990) suggest that the best time for
interventions designed to improve the caregiver’s preparedness is during the 6 weeks
following hospitalization, because the time following discharge may represent a
vulnerable time of increased strain. Due to the shorter hospital stays, the concept of
preparedness might start in the hospital, and nurses can have a significant role in
identifying and evaluating patient and family preparedness.

Meaning of Caregiving

The meaning of the caregiving experiences, including visible (observable) and
invisible (unobservable) behaviors, can be found in both the home and hospital
settings. Based on symbolic interaction, meanings are created through the process of

interaction between individuals and the influence of human behavior (Burr et al.,
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1979). Within each unique situation, the meanings that a caregiver has formulated will
influence his/her behavior. Hasselkus (1988, 1989) interviewed 15 family caregivers
to determine the meaning of the caregiving activities at home and patterns of informal
learning processes. Five themes of invisible behavior in caregiving situations emerged:
(a) sense of self, (b) sense of managing, (c) sense of future, (d) sense of fear and risk,
and (e) sense of change in role and responsibility. The three meanings of caregiving
were: (a) getting things done, (b) achieving a sense of health and well-being for the
care receiver, and (c) achieving a sense of health and well-being for the caregiver.

Schumacher et al. (2000) explored the concept of family caregiving skills at
home. These researchers interviewed 30 patients receiving chemotherapy for cancer
and 29 family caregivers. Family caregiving skill was defined as “the ability to engage
effectively and smoothly in nine caregiving processes” (p. 199). The nine caregiving
processes were identified as: monitoring, interpreting, making decisions, taking action,
making adjustments, providing hands-on care, accessing resources, working together
with the ill person, and negotiating the health care system. The three properties of
family caregiving skill are: (a) blending of previously developed skills and newly
developed skills for illness management; (b) integration of knowledge about the ill
person, including important aspects of his or her identity, concerns, and personal
history, with knowledge about the specifics of illness care; and (c) development over
time and with experience.

Five themes of the meaning of the caregiving experience during hospitalization
also emerged from a review of the existing literature: carrying on, modifying, starting

new, sharing, and arranging care for patients (Li, 1996). Three content domains of



family care action in the hospital were identified: (a) providing care to the patient, (b)
working together with the health care team, and (c) taking care of themselves (Liet
al., 2000). The first domain can be found in a number of studies as visible behaviors.
The second and third domains reflect the invisible or hidden behaviors of caregiving
during hospitalization.

Based on the existing literature, the meaning of caregiving during
hospitalization is connected to the meaning of caregiving at home. For example, the
themes of sharing and arranging care for the patient during hospitalization still exist in
terms of taking action, making adjustments, providing hands-on care, accessing
resources, working together with the ill person, and negotiating the health care system
in the home setting. The processes whereby caregivers interact and perceive
meaningful experiences in their caregiving situation in the hospital and home settings
are embedded in the caregiving context. Regardless of the setting, the ability and
willingness of caregivers to take care of the elderly members are critical factors in
family caregiving. The goal of family caregiving during hospitalization and at home is
to improve the quality of care for the elder.

Family Participation during Hospitalization

Family members are still the main persons to provide care during
hospitalization and following discharge. As previously noted, the ability and
willingness of caregivers to participate in an older person’s care are critical factors in
family caregiving. Although family caregivers do continue their care for their elders in
the hospital, only a small number of studies have focused on the caregivers’

experiences during hospitalization. In the existing literature, what caregivers do to care
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for their elders in the hospital has been conceptualized as family participation
(Laitinen, 1992, 1993), family involvement (Collier & Schirm, 1992; Haggmark,
1990; Sharp, 1990), and the role of family during visitation (Halm & Titler, 1990).

Family caregiver’s desires to be involved in the hospital care of older adults
differ, and there may be differences in the expectations from staff regarding family
participation in care provided to hospitalized elders. Based on role theory, caregivers
fulfill their caregiving role based on cultural and social expectation. Therefore, the
expectations for the caregiving role during hospitalization might also be different from
one culture to another culture.

In Sweden, Haggmark (1990) explored the willingness of relatives to
participate in cancer patient care in hospital and home settings. The researcher
hypothesized that the presence of relatives might contribute to improvements in
patient care. A case-control study was conducted with a sample of 31 caregivers of
hospitalized oncology patients in the activation group and 36 caregivers in the
comparison group (normal care). The relatives within the activation program received
information about the ward environment during the first contact by ward staff, a
pamphlet to encourage relatives to participate in the patient’s care, free meals and
refreshments if they stayed longer than 3 hours during the visits, and 2-hour evening
meetings every three weeks to improve the information provided to relatives.

The aim of the activation program was to increase the frequency and duration
of the visits and the willingness of relatives to participate in patient care in the hospital
and to provide home care. A semistructured interview was used. The interviews were

conducted twice during a 3-4 week period. The researchers found that no intervention
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effect existed. At the time of the last interview, the relatives of patients receiving
treatment in the comparison group and the activation group both visited the patient
daily and stayed longer than 3 hours at each visit, however, the willingness to
participate in care in both groups was minimal. Perhaps the schedule of meetings
every 3 weeks was frequent enough. The ceiling effect of increasing the frequency and
duration of visits should be noted, because at the beginning of the study, relatives
demonstrated considerable visiting and staying with the patients.

The researcher stated that the willingness to participate in and care for the
patient at home was difficult to interpret. Caregivers preferred to leave the patient in
the hospital and to have the patient cared for by health care professionals. The severity
of the patient’s disease may have influenced the attitude of relatives toward caring for
the patient at home. A total of 42 patients (22 in the activation group and 20 in the
comparison group) experienced death during the study period. The study was specific
to hospitalized oncology patients, and the types of relationships were that of spouse,
children, parent, or friend. The age group of patients was not reported.

In Finland, Laitinen (1992) conducted a pilot study in three hospital settings—
university hospital, geriatric units, and nursing homes— to investigate current family
participation in the hospital care of elderly patients. A sample of 18 elderly patients
and 7 informal caregivers was examined. Participants were asked to rate their
participation in 18 ADLs during hospitalization. Results indicated that caregivers in all
the settings participated minimally. Emotional support was most often provided with

26% of family caregivers offering daily emotional support.
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In a second study, Laitinen (1993) specifically explored the type of ADLs the
caregivers participated in and the extent to which they participated in the same three
hospital settings. The same questionnaire about 18 ADLs was used with a sample of
75 elderly patients and 147 informal caregivers. Results of the study were based only
on the responses from caregivers. The extent to which family members participated
was different for each setting. In the university hospital, 30% of family caregivers
gave daily emotional support; between 10 and 15 % of family caregivers helped
hospitalized elders to eat, drink, stand up, sit, and get into bed. In the geriatric unit,
50% of family caregivers gave emotional support once a week, and less than one-third
of caregivers helped elders to sit, exercise, stand up, get into bed and drink. In the
nursing home, 23% of family caregivers gave emotional support at least once a week,
and 11-18% helped the patient to eat, drink, sit or helped with skin care.

The results indicated that caregivers in the university hospital participated
more in caregiving activities than did those in the geriatric unit or the nursing home.
One possible explanation for this result might be the nature of care in the three
settings. The results were consistent with the first study in that caregivers gave mostly
emotional support. However, the findings should be interpreted cautiously in that self-
reports of the perception of the caregiver might be underestimated or overestimated.
Objective reports from others (e.g., nurses) would be important to verify the results.

Laitinen and Isola (1996) used a qualitative approach with 369 informal
caregivers to identify factors that promote or inhibit family participation in the care of
hospitalized elders. Results showed that caregivers needed emotional support from

nurses to promote participation. A lack of communication was a significant factor in
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limiting informal caregivers’ participation in care. Caregivers needed better
communication and discussion about the patients’ care needs. Results supported the
interaction between family caregivers and nurses, and these findings sensitized nurses
to the need for caregivers to have relevant information in order to increase their
participation in caregiving.

In the U.S., Sharp (1990) examined the extent to which relatives were involved
in ADL care with 74 nurses and 64 caregivers of the elderly mentally ill. The
researcher believed that involvement of relatives in patient care was associated with
good nursing practice. Relatives’ and nurses’ perspectives were examined and
compared with five ADLs that currently involved relatives in patient care: feeding,
washing, toileting, dressing, and bathing. Feeding was the most common ADL in
which family members were involved. These findings indicate that the majority of
nursing staff would like to involve relatives, but relatives express satisfaction with a
minimal role in patient care. The findings might be different in other caregiving
situations, especially in different cultures. However, findings were limited to the care
of the elderly mentally ill, so the nature of an elder’s illness might influence the extent
of the relative’s involvement in patient care.

In a descriptive survey, Halm and Titler (1990) investigated four groups of 77
critically ill patients, 58 family members, 81 nurses, and 8 physicians for their
attitudes toward visiting in critical care wards. Their findings indicated that the role of
family during visitation was congruent among the four groups. Caregiving activities
during visitation included providing emotional support, helping patients eat, and

giving the patients a back rub or bath.
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The most significant difference among the four groups was the participation in
physical care during visits (F = 35.47, p <.01). The desire for family members to
participate in physical care was stronger among patients than it was for family
members or nurses (M patients = 3.73; M purses = 2.70; M family members = 2.58). Higher
mean scores indicated greater interest in performing physical care. In addition, the
importance and level of satisfaction of visiting needs were incongruent among four
groups. Patients wanted their family members to visit frequently, whereas nurses and
physicians did not view unlimited visits as important to the critically ill patients.
Patients acknowledged that family members should have significant roles during
hospitalization, i.e. providing company and care.

Collier and Schirm (1992) conducted a retrospective study comparing patient
records with interview data from 60 nurses to describe family care action in the acute
care setting from admission to discharge. Results indicated that family involvement
was scarce and that the written records understated the extent of family involvement.
Nurses reported that they participated in interactions with families during the hospital
stay as follows: (a) evaluated present and future abilities of family caregivers, (b)
assessed family needs, (c) informed family members of what was going on, and (d)
taught them about care provision and discharge planning. In their study, nurses
identified two types of families who did not want to be involved in care: (a) families
whose members were unwilling or undesirable caregivers (i.e., families who wanted
elders placed in long-term care), and (b) families whose members were willing to be
involved but unavailable or incapable (i.e., families who lived outside the geographic

area or who had excessive work and family responsibilities).
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One hospital’s innovative successful strategy for involving patients and
families in care decisions was used in a study by Power, Goldstein, Plank, Thomas,
and Conkright (2000). A pilot program named “plan-of-care sessions” was developed
to involve patients and families in care decisions. The aim was to ensure that nurses
involved patients and families and respected their health care decisions. The
guidelines included communicating with the patient about the plan of care for the shift
and asking the patient and family if they had any questions or wanted to make any
changes in the plan of care.

A preliminary finding suggests that the program was very successful in
enhancing collaboration and communication among family and nurses during
hospitalization. Results were generalized to all patients in the hospital setting and were
not specific for the hospitalized elders. The effectiveness of family participation was
evident, and the relationship among patient, family, and nurse was strengthened.

In a recent study, Li et al. (2000) introduced a new concept by viewing family
caregivers as partners with the health care team. The results specifically captured the
nature of the caregiving role during hospitalization. Three dimensions of family care
for hospitalized elders were identified as family members: (a) providing care to the
patients, (b) working together with health care providers, and (c) taking care of
themselves. The three dimensions were derived from 6 family caregivers, 6 elderly
patients, and 4 nurses. The nature of the caregiving role in the hospital, based on Li
and colleagues’ study, was examined in this study. The nature of the caregiving role

during hospitalization may well influence the nature of the caregiving role at home.
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Family Participation in Thailand

The concept of family participation exists in the Thai culture. Researchers have
conducted intervention studies related to the effects of family participation during
hospitalization on patients’ and families’ outcomes. Orem’s nursing theory was used
as a guide in these intervention studies. An assumption underlying the intervention is
that family participation can improve patients’ functioning and increase patients’ and
families’ satisfaction in nursing care.

Arnantapunpong (1995) conducted a quasi-experimental study with 60
caregiving dyads admitted to medical wards. The purpose of the study was to test the
effects of family participation in caring for hospitalized elders on patient recovery and
family satisfaction with nursing care. The intervention was designed to create
interpersonal relationship among the patients, family members, and nurses in the
hospital. In the experimental group, nurses evaluated and set up a mutual care plan
with the patients and their family members, informed them of what was going on and
how to take care of the patients in the hospital, and encouraged them to provide care
for the patients during hospitalization. Statistically significant differences were found
in patients’ mental status (p < .05) and family satisfaction (p <.01) between the
experimental and the control groups. Higher family participation was associated with
more family satisfaction with nursing care during hospitalization. However, no
significant difference was found in patients’ functional status and duration of
hospitalization. Results revealed that family members could learn how to take care of
elders and apply this knowledge to improve their caregiving skills; this enabled them

to provide care and promote well-being for the patients.
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Yamvong (1995) conducted an intervention with 60 hospitalized elders
admitted to medical wards and their caregivers. The intervention was designed to
involve elders and families in care decisions after the elder’s admission. The
intervention included a comprehensive discharge plan that involved the elders and
their family members in a care plan. The outcome variables were patient and family
satisfaction with nursing care during hospitalization. These findings supported that
family participation increased patient and family satisfaction with nursing care. The
researcher believed that the more patients and caregivers were satisfied with nursing
care, the more patients and caregivers were compliant with care. However, the study
did not measure the extent of family participation during hospitalization or whether or
not caregivers felt strain with family participation during hospitalization.

Intarasombat, Sirapo-ngam, Chansirikarn, Yamvong, and Mahakayanun (1996)
conducted a quasi-experimental study with 60 dyads divided into two equal
experimental and control groups. Intervention included employing the guidelines to
create an interpersonal relationship among caregiving dyads and health care
professionals by involving patients and families in care and care decision to develop
the ability for self-care. Statistically significant differences were found in patient
functional status, patient well-being and patient and family caregiver satisfaction
between the experimental and control groups at discharge. However, no differences
were found in patient complications and length of stay between the two groups. A
larger sample size might be needed to capture the beneficial effect on patient

complications. These findings were consistent with Arnantapunpong’s (1 995) and
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Yamvong’s (1995) studies in that family participation influenced patient and family
caregiver satisfaction with nursing care.

Saenmanoch (1998) conducted a quasi-experimental study with 40 dyads to
evaluate the effects of promoting caregiver participation in caring for elderly patients
with fractured hips on postoperative recovery. Interpersonal relationships among the
patients, family members, and nurses were developed to evaluate family networks,
family needs while participating in care and patient self-care deficit. Nurses informed
and educated the families about how to take care of the patients and created a hospital
environment for family members to improve their caregiving skills. The intervention
group exhibited significant improvement in patient ADLs, lower caregiver anxiety, as
well as higher patient and caregiver satisfaction than the control group. These findings
supported that family participation improves patient functioning, decreases caregiver
anxiety, and increases patient and caregiver satisfaction. Results were specific to
caregivers of hip fracture patients, and were consistent with the other three studies
conducted in Thailand.

Results from previous studies are consistent in that family participation was
one of the important concepts in caregiving by family members during hospitalization.
Yet, there are inconsistencies with family participation during hospitalization. The
desire of family members to get involved in the care of hospitalized older adults
differs among caregivers, as do the expectations of hospital staff regarding
participation. Family participation was described in the literature as a family
caregiver’s ability and willingness to participate in care. Sharp (1990) suggested that

some caregivers do not want to become involved in hospital care and should not be
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forced to participate more than they would like to or are able to. Li (1996) also states
that a caregiver’s preferences to participate or not participate in caregiving should be
considered during hospitalization. The extent to which they participate (e.g., frequency
and type of care) should be considered as well.

The expectation from staff and family caregivers regarding participation may
also differ between cultures. In Thai culture the expectation of family members to take
care of elderly family members based on the value of katunyu katavedi is very strong,
especially when the elders get sick or are admitted to the hospital. Caregivers are
willing to provide care during hospitalization, and health care professionals encourage
family caregivers to do so. Conversely, the elderly members expect to receive help and
support from their family member.

The extent of family care actions in the hospital might lead health care
providers to provide comprehensive family care in the hospital as well as improve the
way they work with families in the hospital setting. The emotional costs of family
participation must be described, especially for the older adult caregivers. In doing so,
the strain of providing care in the hospital should be measured. The family care
actions that caregivers perform and the strain they experience as a result of family care
actions during hospitalization may help researchers to understand and support the roles
that caregivers assume during hospitalization and the transition period from hospital to
home.

| Although the concept of family participation during hospitalization has been
acknowledged in the Thai culture, the outcomes have been limited to patient and

caregiver satisfaction with nursing care during hospitalization. Studies examining the
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influence of family participation on strain associated with family participation in the

hospital and caregiver role strain at home represent a gap in the existing literature.

Caregivers might perceive family participation in the hospital as negative or positive,

and family participation in the hospital might be associated with caregiver role strain

at home. Family participation has not been related to other variables related to patients \
and their family members during hospitalization (i.e., mutuality, preparedness).

Mutuality and preparedness might influence the extent to which family members

participate in hospital care. In addition, tools to measure family participation during

hospitalization are not available in Thai culture.

Because the studies to date have been retrospective, tools measuring the extent
of family participation have been limited, and records may have understated the extent
of family participation in the care of hospitalized elderly, a gap exists in the literature.
The written records focused on the individual patient with no mention of family
caregivers (Collier & Schirm, 1992; Laitinen, 1992, 1993). The current study will
examine the relationship between caregiving in the hospital and caregiver role strain at
home.

Measurement of Family Care Actions in the Hospital

Li and Stewart (2000) developed the Family Care Actions Index (FCAI) for
the assessment of family care actions in the hospital setting. Family care action was
defined as “what family members say or do to help an older relative in the hospital”
(Lietal., 2000, p.7). The index was derived inductively from a qualitative study with
caregivers for hospitalized elders in the U.S. (Li, 1996; Li et al., 2000). Researchers

used Lofland and Lofland’s (1984, 1995, as cited in Li et al., 2000) qualitative
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approach to develop a conceptual model of the phenomenon of family care in the
hospital setting. The sample of 16 participants consisted of 6 family caregivers, 6
hospitalized elders, and 4 nurses. Twenty-five interviews and three participant
observations were performed to explore family care in the hospital before discharge to
home. Transcribed interviews and participant observation notes were analyzed for
family care actions. Three major content domains and eight categories emerged. The
three dimensions of family care actions included: (a) providing care to the patients, (b)
working together with the health care team, and (c) taking care of self, Four categories
were found within providing care to the patient: (a) being there, (b) performing typical
family functions in the hospital, (c) providing passage between home and hospital, and
(d) attending to the patient’s personal care needs. Four categories were also found
within working together with the health care team: (a) exchange of information
between the family and the health care team, (b) collaborating with the health care
team to provide personal care, (c) participating in the therapeutic health care regimens,
and (d) making sure the health care team takes care of the patient’s needs. No
categories emerged within taking care of self.

Only the dimension of providing care to patients has been studied in the
existing literature during hospitalization (Collier & Schirm, 1992; Haggmark, 1990:
Laitinen, 1992, 1993). In addition, some categories within the dimension of providing
care to patients have not been emphasized as categories of family care, including
performing family functions in the hospital and providing passage between home and
hospital. The other two dimensions—working together with health professionals and

taking care of self—are new, and reflect the invisible behaviors that are part of
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providing care in the hospital. Li et al. (2000) hypothesized that the successful family
care of hospitalized elders needs to have all three dimensions of family care actions.
Based on their qualitative study, the Family Care Actions Index (FCAI) was
developed to measure the three dimensions and eight categories of family care actions
in the hospital setting.

Description of the FCAI

The initial 130-item version of the FCAI was derived from a preliminary
qualitative research study that focused on hospitalized elders, family members, and
nurses in a hospital setting. It was reviewed by a group of 10 gerontological nursing
experts for its content validity. The index was shortened to 85 items following this
review, and was administered as a pre-test to two convenience samples of 30 and 40
family caregivers of hospitalized elders in the U.S. The index was further shortened to
an 81-item checklist, which is the current version of the FCAI utilized in the current
study.

The FCAL is self-administered in a paper-and-pencil format. It is given to the
family caregivers by the investigator. The questionnaire is comprised of an 81-item
checklist with an open-ended question at the end. The 81-item checklist asks about
items that family caregivers are likely to encounter on a day-to-day basis in the
hospital. The open-ended question asks about other things that the caregiver has done
for his or her relative in the hospital.

The FCAI is comprised of two parts. The aim of Part A (70 items) is to
measure what family caregivers say or do for their hospitalized elders during

admission and hospitalization. The aim of Part B (11 items) is to measure what family
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caregivers say or do during the process of discharge. The 81 items cover the three
dimensions and eight categories that emerged from the qualitative study. The three
dimensions consist of: (a) providing care to patients (44 items), (b) working together
with the health care team (32 items), and (c) taking care of self (5 items). The items
were divided based on the eight categories: (a) being there (3 items), (b) performing
typical family functions in the hospital (14 items), (c) providing passage between
home and hospital (10 items), (d) attending to the patient’s personal care (17 items),
(e) exchange of information between the family and health care team (14 items), (f)
collaborating with the health care team to provide personal care (4 items), (g)
participating in therapeutic health care regimens (8 items), and (h) making sure the
health care team takes care of the patient’s needs (5 items).

By adding the number of tasks performed that were checked on the 81-item
checklist, a total score is obtained; therefore, scores can range from 0 to 81. The total
FCAI score determines the extent to which family caregivers provide family care
actions for their relatives. A higher score means a higher level of family participation
in care. The FCAI also shows which items most family caregivers do or help with
during the hospital stay of elderly relatives. The open-ended question at the end of the
checklist identifies any areas of family care actions that may be missed by the 81-item
checklist.

Psychometric Properties of the FCAI

The FCAI scale has been psychometrically tested with the two convenience

samples of 30 and 40 family caregivers of hospitalized elders. Reliability can be used

to determine internal consistency. Cronbach’s alpha was .92 and .93. Each of the three
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dimensions of family care actions were evaluated for internal consistency: (a)
providing care to patients (44 items, alpha = .90), (b) working together with the health
care team (32 items, alpha = .83), and (c) taking care of self (5 items, alpha = .63).
Construct validity was tested by examining the correlations between the FCAI scale
and two variables: mutuality between caregiver and care receiver, and encouragement
from health care staff to participate in care. Family care actions were positively
associated with higher levels of mutuality (» = .36. p < .05) and encouragement from
health care staff to participate in care (» = .50, p = .05) (Li et al., 2002).
Strengths and Limitations of the FCAI
The major strengths of the FCAI include:

T The index reflects adequate reliability and validity for use in the
hospital setting.

2 Each item is grounded from a qualitative study

3. The index is designed to capture the entire caregiving situation
during hospitalization and discharge.

4. The construct validity in relation to the conceptual framework
during hospitalization is established.

Limitations for the measures are the following:

i The 81-item checklist, in a self-report questionnaire format, might
be too lengthy for elderly caregivers.

2e The sample size that was used to test reliability and validity was

small (70 family caregivers, compared with the total of the 81-item checklist).
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Although adequate reliability and validity were found using the 81-item
version in the U.S., the measure still needs further testing for reliability and validity in
other cultures. The purpose of the current study is to establish the psychometric
propetties of the FCAI in the Thai population.

The extent of family care actions is only one part of the nature of the
caregiving role in the hospital. The strain associated with performing family care
actions in the hospital also needs to be measured. The extent of family care actions
and strain associated with those actions in the hospital might influence the nature of
caregiving at home and/or be associated with strain as well,

Family Care Actions Index Strain (FCAI Strain)

The ability and willingness to participate in family care actions are viewed as
family participation. The nature of the elder’s illness and/or the nature of the hospital
unit might contribute to family participation. The preference for participation or non-
participation and the frequency of each action also needs to be considered. Family
members who do not want to participate or to get involved in hospital care should not
be forced to do so. Family members might feel strain in performing family care
actions in the hospital. Strain from family care actions in the hospital needs to be
identified as an emotional cost involved in providing care in the hospital.

Family Care Actions Index Strain (FCAI Strain) has been created by this
investigator to measure strain based on eight categories in the FCAL Strain was

represented by asking the caregiver how hard it is to provide care in eight categories.
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One item was added to ask how hard it is to take care of self. Taking care of self is one
of the three subscales, but the only one that is not subdivided into categories. The
other two subscales are subdivided into four categories each. A total of nine areas
were measured: (a) being there, (b) performing typical family functions in the hospital,
(d) providing passage between home and hospital, (e) attending to the patient’s
personal care needs, (e) exchange of information between the family and the health
care team, (f) collaborating with the health care team to provide personal care, (2)
participating in the therapeutic health care regimens, (h) making sure the health care
team takes care of the patient’s needs, and (i) taking care of self.

A strain measure based on these nine areas may be the best way to study the
strain family caregivers experience as a result of these actions in the hospital. Strain
from family care actions in the hospital might also be associated with caregiver role
strain at home. The correlation between strain in the hospital and strain at home could
help health care professionals to understand the caregiving experience between
hospital and home.

Summary

A need exists for health care providers to understand and support the roles that
family members assume during hospitalization and during the transition period from
hospital to home. The FCAI which measures the amount of family care actions, and
the FCAI Strain related to family care actions during hospitalization, has never been
tested in the Thai population. This study is the first to determine the psychometric

properties of the FCAI’s use in Thai culture.
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Family care actions during hospitalization might enhance preparedness, and
then preparedness could bridge the caregiving experience between the hospital and
home settings. The literature reviews indicated that preparedness for home care
reduces strain. However, little is known about the strain from providing care during
hospitalization and during the transition from hospital to home. Preparedness might
have a moderating effect on the relationship between caregiving in the hospital and at
home. It may be that the caregivers who feel well-prepared perform more family care
actions in the hospital and experience lower caregiver role strain at home. Those who
feel less prepared perform more family care actions in the hospital and yet experience
higher caregiver role strain at home.

Preliminary Work
Master’s Thesis Work

The investigator conducted a descriptive pilot study to determine the reliability
of a Thai translation of the Zarit Burden Interview (TZBI) and predictive factors of
caregiver burden with a sample of 33 Thai caregivers at Ramathibodi Hospital. The
sample consisted of 33 caregivers who were providing care at home for an elder with a
hip fracture. Data was collected at 2 weeks after hospital discharge over a 3-month
period. The participation rate was approximately 95%. The reliability coefficient alpha
was 0.88. Significant predictors of caregiver burden—patient age and type of hip
fracture—account for 39.6% of the variance in the burden score (Monkong, 1999).

Current study
Measures of family participation in care in the hospital are scarce. The aim of

this study is to determine the reliability and validity of Thai measures of family care
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actions. The current study also investigates the relationship among key concepts: (a)
family participation during hospitalization, (b) strain from family participation, (c)
preparedness, and (d) caregiving outcomes at home (e.g., caregiver role strain from
care activities, worry, global strain). It is hypothesized that the amount and type of
family participation could influence how prepared caregivers are to provide care to an
older person recently discharged from the hospital, and that preparedness could lower
caregiver role strain at home.
Purpose

Specific Aims

The purpose of this study is to establish the validity and reliability of an
instrument to measure family care actions in hospital care using a sample of Thai
family caregivers of hospitalized elders. The specific aims of the study are to:

1. Obtain initial evidence supporting the content validity of the Thai
version of the FCALI,

2 Examine the construct validity of the Thai FCAL;

3 Examine item analysis of the Thai FCAI and the FCAI Strain;

4. Obtain internal consistency reliability of the FCAI Strain and
criterion scales used in the study: mutuality, preparedness, caregiver role strain from
care activities, worry, and global strain; and

5. Examine the criterion validity of the Thai FCAI and the FCAI
Strain in two areas: (a) concurrent validity with mutuality and preparedness, and (b)
predictive validity with caregiver role strain from direct care, strain from worry, and

global strain.
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Three hypotheses are examined as follows:

1. Higher levels of mutuality will be associated with more
participation in and less strain from family care actions during a hospital stay.

2, Higher levels of preparedness will be associated with more
participation in and less strain from family care actions during a hospital stay.

3. Lower levels of family care actions and less strain from family care
actions during hospital stay will be associated with lower levels of caregiver role strain
from care activities, worry, and global strain two weeks following discharge.

Research Questions

After determining that the Thai FCALI is appropriate for use in the Thai culture,
this study will explore the relationships between caregiving in the hospital and home
settings. Two questions will be asked:

1. Are there relationships between the amount of family care actions,
strain from care actions, and caregiver characteristics?

2 Does preparedness act as a moderator of the effect of the amount of
family care actions and strain from care actions on caregiver role strain from care

activities, worry, and global strain at 2 weeks post discharge?
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CHAPTER 3
RESEARCH DESIGN AND METHODS

The purpose of this study was to establish the psychometric properties of the
Family Care Actions Index (FCATI) in the Thai population and to examine the
relationship between the Thai FCAI, FCAI Strain and caregiver characteristics.
Caregiver characteristics included age, gender, and the type of relationship between a
caregiver and an elder. In addition, the role of preparedness as a moderator of the
effect of the Thai FCAI and FCAI Strain on caregiver role strain from care activities,
worry, and global strain 2 weeks post discharge was tested.

The study was conducted in two phases. Phase I included: (a) the translation
and back translation of the FCAI, and (b) the evaluation of content and construct
validity by a panel of experts. The processes of translating the instrument to Thai and
then back translating it to English were the first steps to verify the equivalence in
meaning of the FCAI items in both languages. The translation and back translation
were conducted in the U.S. The evaluation of content and construct validity by Thai
experts was conducted in Thailand. Phase Il included data collection in Thailand to:
(a) conduct an item analysis of the Thai FCAI; (b) estimate reliability of FCAI Strain
and criterion validity of the Thai FCAT and FCAI Strain; (c) examine the relationship
between the Thai FCAI, FCAI Strain, and caregiver characteristics; and (d) test
preparedness as a moderator of the effect of the Thai FCAI and FCAI Strain on
caregiver role strain from care activities, worry, and global strain 2 weeks post

discharge. The following sections describe each phase in greater detail.
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Phase I
The Translation and Back-Translation Process for the Thai FCAI

The most common strategy for verifying the translation of an instrument is
back translation (Jones, 1987). Back translation is an important prerequisite for
ensuring linguistic and cultural equivalence (Werner & Campbell, 1970). Equivalence
of concepts under investigation between the translated and original versions of the
FCAl is an important issue that must be addressed before establishing the
psychometric tests of the questionnaire and determining the relationships among
conceptual variables. The concepts used, based on the questionnaire, should agree in
both cultural groups. Jones (1987) stated that the goal of the study is key to choosing
which procedures to use when translating the questionnaire. The goal of the present
study was to establish the equivalence of the meanings of the items in the English and
Thai questionnaires and then to examine the relationship between the Thai version of
the questionnaire and related variables in the conceptual model of the study. Dr. Hong
Li, who developed the 81-item FCAI, granted permission for it to be used with this
study (see Appendix A).

Figure Il illustrates the process of translation and back translation and the
determination of content validity of the Thai FCAL The four steps were: (a)
translating the FCAI from English to Thai, (b) back-translating the FCAI from Thai to
English, (c) verifying the English version and back-translated version by dissertation
committees, and (d) determining content validity in Thailand.

The first step was the translation of the entire FCAI into the Thai language.

Three bilingual doctoral students in gerontological nursing at Oregon Health &
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Science University (one of whom was the investigator) independently translated the
FCAL Each of the three translators was born in Thailand and had studied in the U.S.
from four to seven years. Two had graduated with a Master’s degrees in the U.S., and
one, a Master’s degree in Thailand. The investigator compared the three translations of
the FCAI and selected the words that best represented the equivalence of concepts in
English and Thai for each item.

The second step was back translation of the FCAI from Thai to English. Two
bilingual persons, neither affiliated with the first translation group, independently
back-translated the Thai FCAI into English. The first translator was born in Thailand
and has been studying in the U.S. for seven years. She has a Master’s degree and is
pursuing a doctoral degree in nursing. The second translator was a linguist who is an
expert in both English and Thai. She is not a nurse; nor is she familiar with the
hospital setting. She was born in Thailand and has studied in a doctoral program in
linguistics in the U.S. for five years. Neither of these translators had previously
viewed the English version of the FCAL

The third step in developing a Thai FCAI for use with this study was
comparing and verifying the back-translated FCAI with the original English version
by three dissertation committee members and examination of Thai nursing research
literature and books. The FCAI was modified based on the dissertation committee’s
recommendations, and the final English version was presented to Dr. Hong Li, the
researcher who developed the FCAL, to inform her of changes made. The content

validity of the Thai version of the FCAI was tested in the last step as described below.
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The FCAI
(English)

l Three people independently translated the FCAI from English

to Thai
Three Thai versions
of the FCAI
Step 1
I The three Thai translations of the FCAI were combined into
one by the investigator
First Draft of the Thai
Version of the FCAI
A translator created the initial back translation from Thai to
English
The First Back-Translated
FCAI (English)

Step 2 The original FCAI and the initial back-translated FCAI were
compared, then, revised through discussion with the
dissertation committee and examination of Thai nursing
research literature and books.

Second Draft of the FCAI
(Thai)
A linguist created the second back translation from Thai to
English.
The Second Back-

Translated FCAI (English)

Step 3 The original FCAT and the second back-translated FCAI were
compared and then revised through discussion with the
dissertation committee

Third Draft of the FCAI | Content validity was examined Final Version of the
(Thai) FCAI

Step 4

Figure 2. Procedure of Translation, Back Translation, and Examination of

Content Validity of the Thai FCAI
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Aim 1: Evaluation of Content Validity by Experts

According to Nunnally (1978), content validity is concerned with the adequacy
of what an instrument purports to measure. Content validity is based on a subjective
Judgment about whether the items in the instrument adequately represent all
dimensions of the area of interest (Allen & Yen, 2002; Polit & Hungler, 1999).
Although no objective procedure can be used to ensure the adequacy of content
coverage of an instrument, three criteria can be used to evaluate content validity of the
instrument: relevance, comprehensiveness, and clarity.

Relevance

Content validity of the items in the Thai FCAI was refined and tested using a
sample of 12 people. The sample consisted of: Thai nurse researchers with expertise in
gerontological nursing (z = 3), Thai nurses who were employed in units routinely
caring for elderly patients (n = 3), and Thai family caregivers of hospitalized elders (»
= 6). The nurses and nurse researchers were identified through the investigator’s
personal network. These nurses identified family caregivers to assist in determining
content validity.

A content validity index (CVI) can be used as an objective index to estimate
the extent of agreement across experts of the relevance of items (Waltz, Strickland, &
Lenz, 1991). Experts rate each item on a 4-point scale: 1 = not relevant, 2 = somewhat
relevant, 3 = quite relevant, and 4 = very relevant. The CVI score is calculated by the
number of quite relevant or very relevant ratings divided by the total number of

experts rating each item. A CVI score of .80 or better is acceptable.
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In this study, the rating score for the CVI was modified by the investigator to
use a 3-point scale for ease of use and clarity: 1 = not at all, 2 = somewhat relevant,
and 3 = very relevant. The values of somewhat relevant or very relevant were used in
the numerator of the CVI. A score of 0.70 or better was interpreted as good content
validity for that item. For an item to achieve a value of .70, 9 of 12 reviewers had to
score it as somewhat or very relevant.

Appropriateness

Items needed to be appropriate to Thai culture and caregiving contexts in Thai
hospital settings. All 12 reviewers were asked to identify items thought to be adapted
for cultural appropriateness and/or caregiving contexts in Thai hospital settings. Based
on reviewer suggestions, some items were modified.

Redundancy

Redundancy of the items in the Thai FCAI was tested using a sample of
people, the same six family caregivers who evaluated content validity of the Thai
FCAL They were individually asked to identify items thought to be redundant. If an
item was rated as redundant with another item in the scale, that item was identified for
possible deletion.

Comprehensiveness and Clarity

Comprehensiveness and clarity of items retained in the scale were tested with a
new group of 9 family caregivers: 3 from medical units, 3 from surgical units, and 3
from orthopedic unit. The aim was to ensure the comprehensiveness of individual

items and clarity for the target population.
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Aim 2: Evaluation of Construct Validity by Experts
Construct validity is concerned with the degree to which the items measure the
underlying attribute of an instrument (Mertens, 1998; Polit & Hungler, 1999). To
examine construct validity for this current study, 6 reviewers, including 3 nurse
researchers and 3 nurses with expertise in gerontological nursing, were asked to
independently sort the items into three hypothetical constructs of the FCAI: (a)
providing care to the patients, (b) working together with health care providers, (c)
taking care of self. The reviewers were also allowed to place items in a “don’t know”
or “unsure” category. The items were accepted as having good construct validity if 4
of the 6 reviewers sorted the items into the category that agreed with the hypothesized
constructs of the FCAL Items not sorted into the hypothesized constructs were noted,
and this information was used in conjunction with the item analysis to identify items
for deletion.
Phase I1: Methods
Design
A descriptive, correlational study design was used to determine the
relationships between the amount of family care actions (FCAI), strain from family
care actions (FCAI Strain), preparedness for caregiving at home, mutuality in the
hospital, and caregiver role strain 2 weeks post discharge. Three interviews were
conducted with each family caregiver. The first interview was conducted in the
hospital and included questions to determine the amount of family care actions (FCAI)
and strain from family care actions (FCAI Strain), preparedness for caregiving at

home, and mutuality in the hospital. The second interview was conducted by phone.
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The caregivers were asked about the amount of family care action on the day of
discharge. The third interview was conducted at the outpatient clinics and included
questions about caregiver role strain from care activities, worry, and global strain 2
weeks post discharge.

Setting

Ramathibodi Hospital (RH) is a 1200-bed, urban university hospital located in
Bangkok, the capital city of Thailand. RH is regarded as one of the best medical
facilities in Thailand providing teaching and training to health professionals and is
also well known as a research facility. The hospital is a tertiary care facility offering a
full range of medical and surgical services to acutely ill patients ranging from
newborns to the elderly.

Eight patient care units were contacted: four with surgical patients, three with
medical patients and one with orthopedic patients. The number of beds in the units
varied from 30-40. The health care team included physicians, registered nurses, and
practical nurses. The nurses, and the number of persons in each team varied from unit
to unit, ranging from 1-3 physicians, 10-15 registered nurses and 12-18 practical
nurses.

Institutional Review Board (IRB) Procedures

Informed consent procedures were followed to protect the rights of the elders
and their caregivers who participated in this study. The Institutional Review Board
(IRB) at Oregon Health & Science University (OHSU) approved the research proposal
and informed consent methods prior to contacts being made with any prospective

subjects (see Appendix B). Permission to conduct the study was also granted by the
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Human Subject Review Committee, Ramathibodi Hospital (RH), Mahidol University,
Thailand (see Appendix C). However, the Human Subject Review Committee at
Ramathibodi Hospital had their own consent format. The investigator had to follow
RH format and seek agreement from the OHSU IRB. The consent form based on the
RH format was evaluated and approved by the Human Subject Review Committee at
RH and the OHSU IRB (see Appendix D). Data for the study were collected from
November 2002 to February 2003.

Sample

The target sample size of 220 caregivers was based on an attempt to meet a
target of 5 subjects per item for the largest subscale of the F CAI—"providing care to
the patients”—which had 44 items. According to RH statistics in 2001, 2,592 elderly
patients were admitted to medical units, 2,563 were admitted to surgical units, and 609
were admitted to orthopedic units (Ramathibodi Statistical Office, 2002).
Consequently, establishing a sample of 220 caregivers over a 4-month period appeared
to be feasible.

Caregivers who had taken care of hospitalized elders and then provided care
after discharge home were interviewed. An effort was made to include who was
hospitalized with different medical diagnoses and variations in self-care ability during
hospitalization. The hospitalized elders met the following criteria: (a) were 60 years
old or older; (b) were admitted to selected surgical units, medical units, or orthopedic
units; () had a hospital stay of at least 2 days; (d) planned to discharge from the

hospital to home within 24-36 hours at the time of the first interview; and (e) had at
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least one functional limitation (e.g., eating, bathing, dressing, walking, or toileting) at
the time of hospital discharge.

Elders admitted to private medical, surgical or orthopedic were excluded from
the study sample. In the private units, hospitalized elders are required to have family
caregivers stay with them. The general units had a visitation time from 11 a.m. to 8
p-m. and did not allow family caregivers to stay with the elderly patients overnight.
Hence, family participation in care in the general units is optional and is likely to vary
from one family to another. Elders who were admitted to the hospital more than once
during the 4-month period of data collection were only invited to participate once.

Inclusion criteria for the caregivers included: (a) being willing to participate in
the study, (b) being at least age 18 years old, (c) visiting the patient at least twice
during the current hospitalization, (d) being able to respond to the interview questions
in the Thai language, and (e) being reachable by phone after discharge. Living with
the elder was not a requirement of the study.

Procedures for Recruitment

Data were obtained from patient records and interviews from a convenience
sample of 220 caregivers who agreed to participate in the study. The charge nurses in
the selected nursing units identified those hospitalized elders who met the inclusion
criteria and invited them to participate in the study. The investigator provided the
information sheet about the study for the chart nurses to make a contact with the

potential elders (see Appendix E). If an elder expressed an interest in participating, the
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investigator contacted the elder directly. The investigator asked each elder for
permission to review his/her medical records and to contact his/her caregiver(s). If
consent was given, the investigator then contacted the elder’s family in person.

While the elder was still in the hospital, the investigator provided the family
caregiver with a description of the study. The caregiver was then invited to participate;
those who agreed, signed a consent form, agreeing to complete three structured
interviews. Hospitalized elders who were cognitively impaired were also included in
the study. The caregivers of cognitively impaired elders or elders with temporary
cognitive impairment due to the stress of illness and/or hospitalization were named or
identified by the nursing staff on the ward. To protect the elder’s rights, proxy consent
was obtained from the caregivers. Therefore, either the elder or a nurse identified the
family caregiver as the person who assisted and provided care for the hospitalized
elder during hospitalization and who cared for the elder most after the elder returned
home.

While in the hospital the investigator scheduled three interviews with the
caregiver: one in person in the hospital; a follow-up interview by telephone the day
after discharge; and an in-person interview at an outpatient clinic two weeks post
discharge. The first interview took place 24-36 hours before hospital discharge. The
investigator read each item in the questionnaire to the caregiver. It averaged between
30 minutes and 1 hours in length and elicited demographic data and information about
the amount of family care actions performed in the hospital (FCAI part A), strain from
family care actions (FCAI Strain), preparedness for caregiving at home, and mutuality.

The discharge for three elders was delayed; the investigator conducted the interview
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once again 24-36 hours before their eventual hospital discharge. The investigator
attempted to re-collect the data only one time.

A follow-up telephone call to each caregiver was completed 24- 36 hours after
the elder was discharged. The questions in FCAI part B, focusing on the amount of
family care actions at discharge were asked. This second interview lasted
approximately 10-15 minutes.

The third interview was completed at an outpatient clinic when the family
caregiver took the patient in for a follow-up appointment approximately 2 weeks post
discharge. The follow-up interview ranged from 10-16 days after discharge. The
nurses in the research ward informed the investigator when the elders were back for
follow-up at outpatient clinics. The third interview averaged 45-60 minutes in length;
the caregiver was asked for information about three aspects of caregiver role strain at
home: strain from care activities, strain from worry, and global strain.

For the third interview, the investigator allowed the participants to choose
between completing the questionnaire in the clinic or, if they were uncomfortable
doing so, completing it at home and returning it the investigator by mail. While 100
caregivers completed the questionnaire in person for the third interview, 129 chose to
return completed questionnaire by mail. Those who wished to return the questionnaire
by mail a stamped, self-addressed envelope in which to return it. If the questionnaire
was not returned within 7 days after the follow-up appointment, reminder phone calls
were made. If the elder did not have an appointment scheduled from 14-16 days after
discharge, then the questionnaire was mailed to the caregiver along with a stamped,

self-addressed envelope in which to return it. Of 129, caregivers in this group, 120
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mailed back the questionnaire, yielding a response rate of 93%. All caregivers who
completed the questionnaires received a letter thanking them for their participation
(see Appendix F).

Significant differences in responses for caregiver role strain from care
activities were found between the in-person interview and the mailed questionnaire (p
=.002). Caregivers who completed the questionnaire by mail reported a higher level
of caregiver role strain from care activities (M = .94) than those who completed the
questionnaires in person (M = .66). The alpha level of .016 was used for multiple tests.
No difference in responses between the in-person interview and the mailed
questionnaire was found for worry and global strain.

Measures

Table 1 presents an overview of the instruments used in the study, including
the concept and definition of the instruments, the number of items in each one, the
psychometric properties of each one from previous research, and the setting in which
the instrument was used. A copy of each instrument, both Thai and English versions,

can be found in Appendix G.
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A demographic instrument was used with the family caregivers. It queried for
the caregiver’s age, gender, marital status, education level, employment status, the
relationship of the caregiver to the elder, number of years knowing the elder,
household income, and living arrangement (see Appendix G).

A chart review form was developed. It was used to collect data on diagnosis
and treatment for the current admission, admission and discharge date, length of stay,
and the functional and cognitive status of the older person at the time of hospital
discharge (see Appendix H).

Family Care Actions Index (FCAI). The FCAI measured “what family
members say or do to help an older relative in the hospital” (Li et al., 2000, p-7).
Family care actions were measured by family caregivers indicating whether they
provided the care described in an 81-item checklist. The original 81-item checklist was
comprised of two parts:

1. Part A contained 70 items to measure what family caregivers said or did for
their hospitalized elders during admission and hospitalization.

2. Part B contained 11 items to measure what family caregivers said or did
during the process of discharge.

This index was computed by summing the total scores of the 81 items scored
as 0 (no) or 1 (yes). The total score was obtained by summing the number of tasks
performed across the 81-item checklist. Composite scores ranged from 0 to 81, with
higher scores implying more family care actions in the hospital. One final question
was added to allow caregivers the opportunity to mention caregiving activities that

may have been missed by the 81-item checklist.
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Preliminary evidence for the original 81-item FCAI demonstrated its reliability
and validity in the U.S. (Li et al., 2002). Internal consistency (Cronbach’s alpha) on
two samples, 30 and 40 family caregivers of hospitalized elders, was .92 and .93,
respectively. Construct validity has been examined by testing correlations between the
FCAI and mutuality between caregiver and care receiver (r = .36, p <.05) and the
encouragement from staff to participate in the care (r = .50; p = .05). The FCAI had
not previously been translated and/or used in the Thai population.

Family Care Actions Index Strain (FCAI Strain). FCAI Strain was developed
by the investigator for measuring strain from the family care actions associated with
the FCAI scale. Nine questions were created to ask about strain from family care
actions in the hospital. Participants were asked to rate how difficult it was to provide
nine specific types of care, including: (a) being there, (b) performing typical family
functions in the hospital, (c) providing passage between home and hospital, (d)
attending to the patient’s personal care needs, (&) exchanging information between
family and the health care team, (f) collaborating with the health care team to provide
personal care, (g) participating in the therapeutic health care regimens, (h) making
sure the health care team takes care of the patient’s needs, and (I) taking care of self.
The activities were rated using a scale from 0 (easy) to 4 (very hard). Higher scores
meant more strain. Since the FCAI Strain was developed as part of this study, it
neither reliability nor validity had not been established.

Mutuality Scale. In the U.S., the Mutuality Scale has been reported to have
high reliability (Cronbach’s alpha range from .91 to .95) and test-retest reliability

(alpha = .92) (Archbold & Stewart, 1999). The Mutuality Scale was measured using a
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5-point, 15-item scale. The items were divided into four subscales: (a) love and
affection; (b) shared pleasurable activities: (c) shared values; and (d) reciprocity. The
items were scored on a 5-point scale ranging from 0 (not at all) to 4 (a great deal).
The overall score was computed by averaging the responses to the 15 items, so the
scores ranged from 0 to 4. High scores meant high mutuality. In Thailand, content
validity had been established by literature review and three nurse experts. A
Cronbach’s alpha of .94 had been established in a Thai caregiver population
(Wirojratana, 2002). Cronbach’s alpha was .92 in this study.

Preparedness Scale. In the U.S., the Preparedness Scale has been reported to
have high internal consistency reliability (Cronbach’s alpha range from .86 to .91)
(Archbold & Stewart, 1999). The Preparedness Scale was measured with a 5-point, 8-
item scale. Scores ranged from 0 (not at all prepared) to 4 (very well prepared). The
overall score was computed averaging the responses to the 8 items, so the scores
ranged from 0 to 4. High scores meant high preparedness. In Thailand, content validity
had been established by three Thai nurse experts. A Cronbach’s alpha of .82 had been
reported in a Thai caregiver population (Wirojratana, 2002). Cronbach’s alpha was .83
in the present study.

Caregiver Role Strain Scale. Three aspects of strain, including caregiver role

strain from care activities (74 items), strain from worry (17 items), and global strain (4
items) were measured in this study. In the U.S., the internal consistency reliability
(Cronbach’s alpha) of the three aspects of caregiver role strain varied from .76 to .99
(Archbold et al., 1995). These aspects of caregiver role strain were measured on a 5-

point scale. The scores ranged from 0 (no strain) to 4 (high strain) in each item. The
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overall score was computed by averaging the responses to the total items for each
aspect of strain, so the scores ranged from 0 to 4. Stewart, one of the researchers who
developed the instrument, suggested that to calculate a score on the caregiver role
strain from care activities scale, a caregiver needed to have answered that he/she had
performed at least one care activity and rated how hard it was to do that activity (B.
Stewart, personal communication, March 28, 2003). High scores implied high
caregiver role strain.

In Thailand, content validity had been supported by literature review and three
Thai nurse experts. Construct validity of the three aspects of caregiver role strain had
also been established in a Thai caregiver population. Cronbach’s alpha of the three
aspects of caregiver role strain ranged from .74 to .99: Caregiver Role Strain from
Care Activities was .99, Worry was .76, and Global Strain was .74 (Wirojratana,
2002). In this study Cronbach’s alpha of Caregiver Role Strain from Care Activities
was .99, Worry was .77, and Global Strain was .80.
Procedures for the Protection of Human Subjects

For data coding, an identification number was assigned to each of the elders in
the order that they gave permission to the investigator to review their medical records
and to have their family caregivers contacted. A master sheet with the code numbers,
names of patients, and their caregivers was stored in a locked cabinet separate from
the data collected. A participants’ assigned identification number was used on data
collection sheets rather than his/her name. All information reviewed from medical
records and provided by individual caregivers was kept confidential by reporting only

group data. The principal investigator did not report any information to the health care
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providers treating or providing care to the elders. The principal investigator did not
discuss information obtained from the caregivers with the elders. The data materials
were to be kept for five years for purposes of additional related research.

Risks and benefits. Participants were informed that they might personally
benefit from participating in the study. However, by serving as a subject, participants
could contribute new information that might benefit hospitalized elders and caregivers
in the future. Participants were free to withdraw from the study at anytime, and the
study procedures did not disrupt routine patient care and/or treatment in any way.

Data Analysis of Phase 11

SPSS version 11.0 was used to analyze the data. Data were entered and
verified. The plan for missing data was as follows: If more than 20% of the data were
missing from the data set, a case would be deleted. If the percentage of missing data
did not reach 20%, the scales based on the sample means of available items would be
used to replace missing data. The alpha level was set at .05 for all analyses in this
study.

Aim 3: Item Analysis of the Thai FCAI and FCAI Strain

Indices of item difficulty and discrimination were used with the Thai FCAL
The goal of this analysis was to select items that would distinguish caregivers who did
a significant amount of caregiving in the hospital from those who did little. Ordinarily,
item difficulty is used to evaluate whether or not the difficulty of an item is suited to
the level of the participant taking the test, and the item difficulty index is calculated as

a percentage of persons who get that item correct (Allen & Yen, 2002). In this study,
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item difficulty was used to determine the percentage of caregivers who performed
each particular family care action. The item difficulty index would then increase with
more caregivers performing that particular family care action. The item difficulty
index ranged from 0 (no caregivers performed that action) to 1 (all caregivers
performed that actions). When the index was close to 0 or close to 1, the item was
discarded from the instrument, as there was no variance, everyone responded the same
way.

Item discrimination is the difference between the proportion of high-scoring
participants and the proportion of low-scoring participants who performed each
particular family care action (Allen & Yen, 2002). One-third of the participants with
the highest total scores (33%) were defined as the upper range group or high-scoring
participants, and one-third of those (33%) with the lowest total test scores were
defined as the lower range group or low-scoring participants. Items with low item
discrimination values were deleted because they could not provide information about
differences among people performing lots of family care actions and people
performing few family care actions.

Indices of item difficulty and discrimination were also used with FCAI Strain.
The goal of this analysis was to select items that would distinguish caregivers who
experienced less strain from those who experienced high strain. Item difficulty was the
proportion of caregivers who reported easy or not too hard for the item. Item
discrimination was represented by the difference between the proportion of the upper
33% high-scoring and lower 33% low-scoring caregivers who answered the item as

easy or not too hard.
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Then, factor analysis was used on the FCAI Strain items to examine pattern of
factor loadings. Principal axis extraction was the factor analytic method applied.
Oblique rotation was used, because the investigator assumed that constructs were
correlated. The aim was to ensure that the nine items contributed to the strain scores in
a meaningful way. A factor loading greater than 0.40 was considered meaningful and
was used in defining that factor.

Aim 4: Reliability Estimates

Reliability of an instrument is the degree of: (a) consistency of the instrument
as a measure of the critical attributes that it purports to measure, and (b) accuracy of
the instrument (Nunnally, 1978; Polit & Hungler, 1999). Internal consistency is
concerned with the inter-correlation among items in an instrument. The items in an
instrument are highly intercorrelated if the items measure the same traits or attributes.
In addition, reliability is a function of the number of items in the instrument. A longer
test will always have a higher reliability than a shorter one given the same degree of
positive inter-correlations among the items.

In terms of accuracy, an instrument is reliable if its observed scores are highly
related to its true scores (Allen & Yen, 2002; Polit & Hungler, 1999). Generally, any
differences between examinees’ observed scores can reflect true score differences or
errors of measurement. The aim of an instrument is to estimate an examinee’s score
accurately. As the magnitude of reliability of the test increases, the error-to-score
variance becomes relatively smaller. If the reliability coefficient is equal to 1, it means
there is perfect reliability and no measurement error. On the other hand, if the

reliability coefficient is equal to 0, it means there is no reliability.



78

One good measure of internal consistency—coefficient alpha (a.k.a.
Cronbach’s alpha)— was used to estimate the reliability of the scales in this study.
Inter-item correlation and item-total correlation were also calculated to determine the
internal consistency of the FCAI Strain. Cronbach’s alpha of the Mutuality,
Preparedness, Caregiver Role Strain from Care Activities, Worry, and Global Strain
scales were also calculated.

Aim 5: Criterion Validity Estimates

Criterion validity is the degree of correspondence between two measures when
an instrument is used to estimate some other criterion (Allen & Yen, 2002; Nunnally,
1978; Polit & Hungler, 1999). Two types of criterion validity were performed: a
concurrent validity and a predictive validity. A concurrent-validity is the degree of
correlation between test and criterion scores when both scores are measured at the
same time (Allen & Yen, 2002; Polit & Hungler, 1999). In this study, concurrent
validity was estimated by testing the bivariate correlations between the Thai FCAI and
Mutuality and Preparedness Scales and the FCAI Strain with Mutuality and
Preparedness Scales. Predictive validity is the degree of correlation between test and
criterion scores with the test score being obtained before the criterion score. In this
study, predictive validity tested the Thai FCAI and FCAI Strain using Caregiver Role
Strain from Care Activities, Worry, and Global Strain Scales at 2 weeks post
discharge. All the criterion measures used in this study demonstrated validity and
reliability in the Thai population (Wirojratana, 2002). The magnitude of the
correlation coefficient indicates the amount of validity. The instrument is valid if its

score moderately correlates with the criterion (Nunnally, 1978).
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Three hypotheses were tested based on the conceptual framework of this study.
Concurrent validity was addressed with hypotheses 1 and 2. Predictive validity was
addressed with hypothesis 3. Correlation analyses were used to test the following
hypotheses:

1. Higher levels of mutuality will be associated with more participation in
and less strain from family care actions during a hospital stay.

04 Higher levels of preparedness will be associated with more
participation in and less strain from family care actions during a hospital stay.

3 Lower levels of family care actions and less strain from family care
actions during hospital stay will be associated with lower levels of caregiver role strain
from care activities, worry, and global strain 2 weeks following discharge.

Research Questions

The study examined the relationship between the caregiving experiences (i.e.,
amount of family care action and strain from family care actions) in the hospital and
caregiver characteristics and further explored whether the caregiving experience in the
hospital influenced the caregiving experience at home. Two research questions were
asked:

1. Are there relationships between the amount of family care actions,
strain from family care actions, and caregiver characteristics?

Caregiver characteristics, including age, gender, and the type of relationship,
were related to the amount of family care actions (FCAI) and strain from family care
action (FCAI Strain) in the Thai culture. Correlations examined relationships between

age and the amount of family care actions and strain from family care action. T tests
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were used to examine the difference in the mean amount of family care action or mean
strain from family care actions between male and female caregivers. Analysis of
variance (ANOVA) was used to test the difference in the mean amount of family care
action or mean strain from family care actions among types of relationships: spouse
caregivers, daughter caregivers, and other caregivers. A Bonferroni-type adjustment
was not used due to the exploratory nature of this research.

2. Does preparedness act as a moderator of the effect of the Thai FCAI
and FCAI Strain on caregiver role strain from care activities, worry, and global strain
at 2 weeks post discharge?

Regression analysis was used to test preparedness as a moderator of the
relationship between the amount of family care actions in the hospital and caregiver
role strain from care activities, worry, and global strain 2 weeks post discharge. A
hierarchical approach was used to test the following: (a) the main effects of the
amount of family care actions and preparedness on caregiver role strain, and (b) the
interaction term of the amount of family care actions and preparedness on caregiver
role strain.

Regression analysis was also used to test preparedness as a moderator of the
relationship between the strain from family care actions in the hospital and caregiver
role strain from care activities, worry, and global strain 2 weeks post discharge. A
hierarchical approach was used to test the following: (a) the main effects of strain
from family care actions and preparedness on caregiver role strain, and (b) the
interaction term of strain from family care actions and preparedness on caregiver role

strain.
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The moderator effect was supported if the interaction terms were significant
(Baron & Kenny, 1986). The moderator effect of preparedness was hypothesized to
affect the direction of the relationship between the amount of family care actions in
the hospital and caregiver role strain at home and the strength of the relationship
between strain from family care actions in the hospital and caregiver role strain at

home.
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CHAPTER 4
RESULTS

The findings of the study are presented in this chapter. The psychometric
properties of the FCAI scale and FCAI Strain scale in the Thai population are
reported. The sample, which includes the family caregivers and their hospitalized
elders, as well as the descriptive statistics on the scales used in this study, are
described. The analyses of the three hypotheses and two research questions are also
presented.

Aim 1: Evaluation of Content Validity by Experts
Relevance

A content validity index (CVI) was calculated across 12 reviewers’ ratings of
each item’s relevance. The percentage of reviewers who rated an individual item as
somewhat relevant or very relevant was calculated. The CVI score ranged from 0.42 to
1.0 across the 81 items. Of the 81 items, 78 items met the criteria of 0.70 or better
(range of scores from 0.91 to 1.0) and were accepted as having good content validity.
Of the 81 items, 39 items (48%) were rated by all 12 reviewers as very relevant. Three
items with CVI less than .70 were deleted because of inadequate content validity.
Table 2 presents the deletions.

The item, “I called my relative from home” may have been judged as not
relevant because it is not applicable in a general hospital in Thailand. While staying in
a unit, the hospitalized elders do not have their own telephone or cell phone. Another
possible explanation is that many caregivers visit their hospitalized elders daily, so

there is no need for them to call from home.
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Table 2

CVI Scores of the Three Items Deleted for Content Validity Problems

Item CVI scores # who rated this item as not
relevant (N = 12)

I called my relative from home. 0.50 6

I pushed the wheelchair with my 0.50 6
relative sitting in it.

I bought in clothes that were 0.42 [
casy for my relative to put on.

One possible reason the reviewers thought the item “I pushed the wheelchair
with my relative sitting in it” was irrelevant is that the hospitalized elder is often
discharged before being given an opportunity to use a wheelchair. Therefore, this
activity is rarely seen. Another explanation could be that in Thai hospitals, the hospital
staff always push wheelchairs for hospitalized elders when needed. From the
investigator’s experience, pushing of wheelchairs by family members is frequently
seen at the outpatient clinic when the elders come back for follow-up, especially at
outpatient orthopedic clinic, but not during the hospital stay. The item “I brought in
clothes that were easy for my relative to put on” may have been judged not relevant
because the hospital provides clothes for the patients. In Thailand, all patients use

clothes provided by the hospital staff.
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Appropriateness

All 12 reviewers also identified five items (see Table 3) that needed to be
adapted for cultural appropriateness and Thailand hospital settings. Reviewers
suggested that the item “T prayed with my relative” needed to include more specific
activities. For example, in the Thai culture, arranging flowers for holy things would be
a good example of an activity that has deep spiritual significance, even though in the
Western sense, it is not a “prayer.” “I arranged things in my relative’s hospital room
(e.g., posting get well cards)” needed to be modified, because patients in private rooms
were excluded from the study, and “arranging the room” would be inappropriate. Each
patient has only his/her bed, a bedside table, and a chair. The item “I went to the
pharmacy and picked up his/her prescription” needed to be adapted for this study,
because of a procedure specific to the study hospital. The nurses at RH give any
required medications to the patient or his/her caregiver before they are discharged.
Finally, the items “I drove my relative to the hospital” and “I drove my relative home”
needed to be modified because caregivers almost always took their elderly family
member to the hospital by cab or were driven by another relative. Took captured these

care activities in the Thai culture better than drove.
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Original item

Modified item

I prayed with my relative.

[ arranged things in my relative’s hospital
room (g.g., posting get well cards).

I went to the pharmacy and picked up
his/her prescription.
[ drove my relative to the hospital.

I drove my relative home.

I prayed or did activities that meet my
relative’s spiritual needs (e.g., arrange
flower for the holy things).

T arranged things on my relative’s bedside
table (e.g., flower, cards, goody or
wholesome food etc.).

I picked up his/her medicine from nurse.

[ took my relative to the hospital.

I took my relative home.

Redundancy

Simultaneously, six family caregivers were asked to identify items that they

considered to be redundant. Based on their responses, 15 items were deleted for

redundancy (see Table 4). Eight items had at least 4 out of 6 caregivers rate them as

redundant. Five items had 3 out of 6 caregivers rate them as redundant. Two items had

only 2 out of 6 caregivers rate them as redundant. The investigator deleted all of these

items.
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# of raters who
rated this item as

Deleted item redundant Item considered redundant
(n=16) with
I took my relative to do 4 1 did things together with my
something enjoyable. relative that he or she likes to
do.

I brought in special things 4 I brought things from home for
from home for my relative to him or her.
keep at the bedside.
I reassured my relative that | 2 I stayed with my relative.
was there.
I helped my relative to answer 3 I provided information about
questions during admission. my relative to hospital staff.
I took care of my relative’s 4 I help my relative with
clothes. dressing or undressing,
I checked on my relative to 3 I helped my relative to get
make sure that his or her something he or she needed or
needs were met. wanted.
When nurses were taking care 4 I tried to do thing to make it
of my relative, I tried to help easier for nurses to take care of
out as much as I could. my relatives.
I made the bed more 5 I did things to help my relative
comfortable for him or her. get comfortable.
I kept my relative company. 5 I stayed with my relative.
I helped the nurse in my 3 I tried to do thing to make it

relative’s care when an extra
hand was needed.

easier for nurses to take care of
my relatives.

(coht.)
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# of raters who
rated this item as

Deleted item redundant Item considered redundant
(n=6) with
I participated in decision 6 I participated in decision
making about my relative. making about my relative’s
care.

I stayed with my relative, 3 I stayed with my relative.
even during times he or she
was not aware [ was there.
I made sure that hospital staff 3 I made sure that nurses were
checked in on my relative caring for my relative
often enough. appropriately.
I made sure my relative was 4 I did things to help my relative
comfortable. get comfortable.
I picked up my relative on the 6 I took my relative home.

discharge day.

Comprehensiveness and Clarity

Of the 81 items, 18 items (i.e., 3 items for inadequate content validity and 15

items for redundancy) were deleted. Only 63 items were included in the Thai version

of the FCAL FCALI Part A contained 53 items that measure family care actions during

hospitalization. FCAI Part B contained 10 items that measure family care actions on

the day of discharge. The investigator pre-tested the 63 items with nine caregivers,

including three caregivers each from medical, surgical and orthopedic units to ensure

the individual items could be understood by the target population. The nine caregivers

rated all 63 items as understandable.
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Aim 2. Evaluation of Construct Validity by a Panel of Experts

Six Thai reviewers, including three Thai nurse researchers and three Thai
nurses with expertise in gerontological nursing, were asked to independently sort the
63 item FCAI into three hypothetical constructs of the FCAI: (a) providing care to the
patients, (b) working together with health care team, (¢) taking care of self. A “don’t
know” or “unsure” category was also available. Of the 63 items, 54 items were sorted
by at least 4 of the six reviewers into the hypothetical constructs of the FCAT: (a)
providing care to the patients (32 items), (b) working together with health care team
(17 items), and (c) taking care of self (5 items). The results for nine of the items
associated with the “working together with health care team” hypothetical construct of
the FCAL revealed that fewer than four of nine reviewers associated those items as
predicted, suggesting poor construct validity (see Table 5). Those items were instead
associated with the “providing care to the patients” construct.

These nine items were reviewed by a group of eight gerontological nursing
experts in the U.S. for their construct validity. Each reviewer was asked three
questions:

1. How important do you think the items are for describing family care
actions in the hospital?

2 How detrimental would it be to keep these items given that the experts
challenged their face validity?

3 Where do you think each of these nine items belong?
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Items Sorted to the “Providing Care to the Patient” Subscale Rather than to the

“Working Together with Health Care Team” Subscale

Item

# of raters who
sorted item to
different subscale
(n=16)

[ helped my relative take pill.

I asked question about my relative’s treatment.

I helped my relative with his or her breathing exercise.
I'made sure my relative had fresh cold water to drink.
I made sure that nurses were caring for my relative

appropriately.

I asked hospital staff to clarify the discharge instruction.

I participated in discharge instructions with my relative.

I learned things about my relative’s follow up care.

I learned about equipment for my relative, which could make his

or her care easier at home.

L~V VT N N

o hh

The experts suggested that cultural issues between the U.S. and Thailand might

explain the difference or that these two hypothetical constructs may not be mutually

exclusive. However, another explanation might be that some of the nine items formed

a new subscale that could be called “advocacy”. For example, the item “I asked

hospital staff to clarify the discharge instruction” does not seem to fit in either (a)

providing care to the patient or (b) working together with health care team. It could,

however, fit into an advocacy subscale. The nine items were retained, and the issues

described above were explored further.
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Description of the Sample

A total of 247 caregivers and their hospitalized elders were contacted for
possible participation in the study. Of those, 243 (98.4%) consented. Twenty-three
participants were excluded from analysis because of incomplete data (10 cases) or for
other reasons (13 cases). Of those excluded due to incomplete data, one refused to
participate in the third interview, six failed to mail back the third questionnaire even
after the investigator made one reminder phone call, and the questionnaires for three
others were lost in the mail. Another 13 cases were excluded from analysis because:
(a) the elder died during the two-week period following after discharge (5 cases), (b)
the elder was admitted to another hospital within two weeks (2 cases), (¢) the elder
was transferred to a nursing home (2 cases), (d) the elder was referred to another
hospital (1 case), (¢) a different caregiver assumed the care of the elder during the 2
weeks after discharge (1 case), or (f) the caregiver was unable to participate in family
care actions during hospitalization (2 cases). Of the 243 who had given their consent,
220 (90.5%) provided complete information.

The demographic characteristics of for this study (N = 220) are summarized in
Table 6. Of those, 173 (78.6%) were female. Nearly half of the caregivers, (n = 108 or
49.1%) were daughters of the elders. The mean age of the caregivers was 44.7 with a
range from 19 to 85 years (SD =12.3); 78.6% (n = 173) were between 30 and 59 years
of age; 60.5% (n = 133) were married and 55.9% (n = 123) worked. About half of the
caregivers (49.1%, n = 108) rated their family monthly income as higher than 20,000
Bath (approximately $500), which is considered high income in Thailand. Most of the

caregivers (82.3%, n = 181) lived with the elders.
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Characteristic # % M SD
Age 44.7 12.3
Gender
Female 173 78.6
Male 47 214
Marital Status
Married 133 60.5
Widowed 9 4.1
Divorced 7 3.2
Never married 71 G
Education (last completed)
Elementary School 49 22.8
High School 44 20.0
College 38 17.3
Graduate School 89 40.5
Employment Status
Employed 123 55.9
Not employed 97 441
Relationship with Elder
Wife 31 14.1
Husband 7 332
Daughter 108 49.1
Son 32 14.5
Daughter-in-law 13 59
Other relative i 12.3
Neighbor or friend 1 o
Other 1 b ]

(cont.)
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Table 6 (cont.)
Characteristic # % M SD
Family’s monthly Income

1,000-5,000 Bath 15 6.8

5,001-10,000 Bath 41 18.6

10,001-15,000 Bath 29 13.2

15,001-20,000 Bath 27 12:3

20,000 Bath + 108 49.5
Year of knowing elder 38.3 12.3
Living with elder

Yes 181 82.3

No 39 17.7
If not, how far from elder (in kilometers) 53,5 1047

(n =39)

The demographic characteristics of hospitalized elders are summarized in

Table 7. The average age of the hospitalized elders was 72 years with a range from 60

to 100 years (SD = 8.2). All the hospitalized elders were of Thai descent, and nearly

all (97.7 %) were identified as Buddhist. The balance of 2.3% were Muslim. More

than half this group (57.7%) was female, and 62.7% of the elders were married.
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Table 7

Elder Demographics (N = 220)

Characteristic # % M SD
Age V2 2
Gender

Female 127 42.3

Male 93 3727
Ethnicity/Religion

Thai/Buddhist 215 0.7

Thai/Muslim 5 23
Marital Status

Married 138 62.7

Widowed 75 33.6

Divorced 1 e

Separated 2 ad

Never married § 28

Additional information for the hospitalized elders, including ward, diagnosis,
need for help with ADLs, level of communication, and length of stays appears in
Table 8. About half (50.5%) were in surgical units, 27.7% in medical units, and 21.8%
in orthopedic unit. The average length of stay was 13.4 days. One-fourth of the elders
(24.5%) were diagnosed with musculoskeletal diseases. Most needed help with
bathing (89.6%), dressing (74.6%) and/or walking (70.4%). Almost all (90%) were

conscious and could make their needs known consistently.
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Ward, Diagnosis, Need for Help with ADLs, Level of Communication, and Length of

Stays of Elders (N = 220)

Variable # % SD
Ward
Surgical Unit 111 50.5
Medical Unit 61 27.7
Orthopedic Unit 48 21.8
Diagnosis
Musculoskeletal Diseases 54 24.5
Gastrointestinal Diseases 37 16.8
Cancer 34 15.5
Cardiovascular Diseases 25 114
Renal Disease or Urinary System Diseases 21 95
Cerebrovascular Diseases 18 8.2
Infectious Diseases 10 4.5
Respiratory Tract Diseases 8 3.6
Endocrine and Metabolism Disorders 6 2.7
Debridement or Suture 4 1.8
Vascular Disease 3 1.4
Elder needs help with ADLs
Eating 28 12.8
Bathing 197 89.6
Dressing 164 74.6
Walking 155 70.4
Transferring 149 67.7
Voiding 34 15.5
Elimination 29 133

(cont.)



95

Table 8 (cont.)

Variable # % M SD

Level of Communication

Make needs known consistently 196 89.1
Difficult to understand consistently 17 1.7
Unable to make needs known 7 3.2

Level of Conscious

Oriented to person, place, and time 198 90.0
Oriented to person only 19 8.6
Not Oriented to person, place, and time 3 1.4
Length of Stays 13.4 15.6

Aim 3. Item Analysis for the Thai FCAI and FCAI Strain

Thai FCAI Table 9 presents the results of the item analysis of the 63-item Thai
FCAL The number of “yes™ responses, item difficulty, item discrimination, and item
status are included in the table. Item difficulty refers to the proportion of caregivers
who said “yes” or performed the activity described in the item. Ttem difficulty ranged
from .15 to 1.0, varying from activities that few caregivers performed (.15) to the
activities that all caregivers performed during the hospitalization (1.0). Twelve items
were deleted due to zero variance; all 220 participants indicated that they had
performed that activity. In the Thai culture, these family care actions are commonly
performed; they included items such as: “I stayed with my relative,” “I talked with my

relative,” “I did things for my relative that he or she could not do for him or herself.”
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Therefore, 51 items with some variance were kept. Those retained that many
caregivers reported performing included, for example, “I kept relatives informed about
my relative” (.99), “I arranged for a visitor to see my relative” (.98), and “I gave
emotional support to him or her” (.98). Activities that few caregivers performed
included “I asked a close friend or relative to come to the hospital to give me support”
(.15), “I helped my relative with his or her breathing exercise” (.29), and “I read
religious materials to him or her” (.42).

Item discrimination is the difference between the proportion of high-scoring
caregivers and the proportion of low-scoring caregivers who performed the activity
described in that item. Item discrimination among the 51 items with some variance
ranged from .01-.53. Twenty-three activities had an item-discrimination index less
than .10. A discrimination level of .10 was selected as a reasonable cut-off score to
maximize the detection of differences among caregivers. Items with discriminations
less than .10 were also associated with item difficulty levels between .96 and .99,
suggesting that these items had very little variance. Thus, 23 items had either poor
item discrimination and/or item difficulty and consequently were not useful for
discriminating among caregivers; these 23 items were deleted. Therefore, 35 items
(i.e., 12 items for zero variance and 23 items for item discrimination less than 10)

were eliminated, leaving 28 items in the Thai FCAL
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The 28-item Thai FCALI included four items about caregivers taking care of
themselves while participating in hospital care: “I left the hospital early enough, so I
could get home and relax™; “I asked a close friend or relative to come to the hospital to
give me support”; “I took a break for myself during the day when I was at the
hospital”; and “I arranged for other relatives to do things for me so I could stay with
him or her in the hospital.” Because these four items were not directly related to
providing for their hospitalized elder, the investigator decided to eliminate these four
items.

The difficulty levels for the final 24 items of the Thai FCAI ranged from .29 to
.95; discrimination levels ranged from .12 to .58. Table 10 summarizes item analysis
of the 24-item Thai FCAI, using indices of item difficulty and discrimination.

The 24-item Thai FCAI covered six of the eight categories of the F CAlI,
including performing typical family functions in the hospital, providing passage
between home and hospital, attending to the patient’s personal care, exchange of
information between the family and health care team, participating in therapeutic
health care regimens, and making sure that the health care team takes care of the
patient’s needs. However, the 24-item Thai FCAI was used as a single scale in this
analysis. The total score was obtained by summing the total number of family care
actions performed, with “no” scored as 0 and “yes” scored as 1. Composite scores
ranged from 0 to 24, with higher scores implying more participation in the hospital

care.
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Table 10

Summary of ltem Analysis of Final 24-item Thai FCAI

# of “yes” Item Item

Item Response  Difficulty  Discrimination
I did things together with my relative that he 200 90 20
or she likes to do.
I brought my relative’s favorite food. 191 .86 .24
I prayed or do other activities that meet 155 .70 50
spiritual needs (e.g., arrange flower for the
holy things).
[ read religious materials to him or her. 93 42 57
I helped my relative with toileting, or using 200 90 36
the bedpan or commode.
I helped my relative with dressing or 176 .80 34
undressing.
[ helped my relative with bathing or 161 73 .39
showering.
I helped my relative with hygiene care (care 186 .84 30
of teeth, hair, feet, and nails).
I helped my relative to stand up or get into 198 90 A3
bed.
I helped my relative with walking, 177 .80 )
I provided information about my relative to 210 95 13
hospital staff.
I learned new care skills from the health care 201 91 25
team members.
[ helped my relative with his or her breathing 63 .29 .50

exercise.

(cont.)
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# of “yes” Item Item

Item Response  Difficulty  Discrimination
I brought in books or magazines for my 121 .55 31
relative.
I warned hospital staff about medications that 188 .85 .39
might cause problems for my relative.
I told the nurse about my relative’s habits 167 5 .58
and the way he or she like things.
I told the nurses about what I usually do at 130 .59 .66
home for my relative’s personal care.
I told the nurses about what I usually do at 88 40 Sl
home caring for my relative’s mental
condition (e.g., dementia, confusion).
[ told the nurses about what parts of personal 182 .82 47
care my relative could or could not do before
his or her hospital stay.
I told the nurses how to meet the special 132 .60 73
needs of my relative.
I kept track of my relative’s medication 158 T1 53
changes while in the hospital.
I kept track of my relative’s intake (how 161 73 47
much he or she ate or output (amount of
urine) and reported to nurses.
I ' made sure my relative had fresh cold water 210 95 12
to drink.
I took my relative to the hospital. 205 .63 Sl
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Open-ended Question. Only 6 participants responded to the open-ended
question asking about activities not addressed by the other questions that they had
done for their relative. The responses were (a) massaging the elder (2 caregivers), (b)
doing passive exercise with the elder (2 caregivers), (¢) making a merit for the elder (1
caregiver), and (d) teaching other relatives to take care of the elder (1 caregiver). The
remaining participants indicated that the Thai FCAI captured all the activities that they
always performed during hospitalization.

FCAI Strain. Nine items based on categories within the FCAT were created to
measure strain from family care actions during hospitalization. Table 11 presents the
results of item analysis of the 9-item FCALI Strain. The number of “easy” or “not too
hard” responses, item difficulty, and item discrimination are included in the table. Ttem
difficulty is the proportion of caregivers who reported “easy” or “not too hard” for the
item. Item difficulty ranged from .75 to .97. Item discrimination is the difference
between the proportion of high-scoring caregivers and the proportion of low-scoring
caregivers who reported “easy” or “not too hard” for the item. Item discrimination
ranged from .06 to .51. Although poor item discrimination was found in two items—
“collaborate with HCT to provide personal care” (.06) and “attend to your relative’s

personal care” (.09),—these items were kept and further analyzed with factor analysis.
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Item Analysis of 9-item FCAI Strain
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# of “easy” and

“not too hard” Item Item
How hard is it for you to do this? response Difficulty Discrimination
Be there with your relative. 170 AT Sl
Perform typical family functions in 21,1 O A1
the hospital (give emotional support).
Providing passage between home and 188 .85 32
hospital.
Attend to your relative’s personal 210 95 .09
care (help with eating).
Exchange information between 194 .88 23
family and health care team.
Collaborate with health care team to 215 97 .06
provide personal care.
Participate in therapeutic health care 205 93 A3
regimens (gave pills).
Make sure the health care team takes 201 91 23
care of elder’s needs.
Take care of yourself 166 ¥ .44

Principal axis extraction with oblique rotation was the method of factor ’

analysis used to analyze the FCAI Strain and determine whether the items loaded on a

single factor. The results showed two factors: (a) “strain from actual caregiving

activities” (7 items) and (b) “strain from taking time for themselves (2 items). The

total variance explained by the two factors was 39.2%. The “Strain from taking time
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for themselves” factor was not retained for theoretical reasons as was the case in the
24-item Thai FCAL Thus, the decision to not keep the “taking care of self” factor was
consistent with what was done with the Thai FCALI total scale. The total variance
explained by the one factor was 33.9%. The factor loadings among 7 items varied
from .470 to .642. Table 12 presents the factor loading of the 7-item FCAI Strain.
Recall that the items “collaborate with HCT to provide personal care” and “attend to
your relative’s personal care” had poor item discrimination, but these two items had
factor loading greater than .40, suggesting that the items were meaningful in defining
the factor in the scale; consequently, the decision was made to keep these two items in

the scale.

Table 12

Factor Loading of 7-item FCAI Strain

How hard is it for you to do this Factor loading

Collaborate with health care team to provide personal care. .64
Exchange information between family and health care team. .63
Make sure the health care team takes care of elder’s needs. .61
Perform typical family functions in the hospital (give emotional .60
support).

Participate in therapeutic health care regimens (gave pills). .59
Providing passage between home and hospital. 53

Attend to your relative’s personal care (help with eating). 47
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Descriptive Statistics on the Scales

Table 13 presents the means, standard deviations, and the potential and actual
range of scores for the scales used in this study. The low mean scores were found for
the FCAI Strain (M = .34) and caregiver role strain from care activities (M= .82). The
high mean score occurred for the FCAI (M = 17). The ratio of the actual range of
scores to the potential range of scores within these scales was more than .75,
indicating that, with the exception of FCAI Strain scale, the participants used most of
the response range of the scales. The actual to the potential range of scores for FCAI
Strain was concentrated in a narrow range of less than .50. Most scores on the FCAI

strain were toward the low end of 0.
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Aim 4. Reliability Estimates

Reliability of the Thai FCAI scale was not computed. Cronbach’s alpha was
not a suitable approach to estimate reliability of the 24-item FCAI due to theoretical
reasons. One type of family care action in the FCAI scale was not dependent on the
other. Although test-retest reliability is another approach to measure reliability, it
could not be used in this study, as the participants were tested only once. Instead, the
investigator decided to use a simple count of the 24-item FCAI to correlate with other
variables in this study.

Cronbach’s alpha, inter-item correlations, and item-total correlations of the
FCAI strain scale were computed. A Cronbach’s alpha of .70 or greater for a scale is
an acceptable level of reliability for research purposes (Nunnally, 1978). A
Cronbach’s alpha value for the 7-item FCAI Strain was .77, which met the .70
reliability criterion. The average inter-item correlation among the seven items was .33
with a range from .23 to .47. The average correlation of the 7-item FCATI Strain also
met the criterion in that correlations should be between .30 and .70 (Nunnally, 1978).
According to Nunnally, in terms of item-total correlations, “correlations above .30 are
considered good” (p. 263). The average item-total correlation of FCAI Strain was .50,
with a range from .40 to .55. All values indicated that the FCAI Strain scale was
reliable in this study.

Aim 5. Criterion Validity Estimates

Criterion validity was assessed by calculating a statistical correlation

coefficient between the test score and types of criterions. Correlations to assess

concurrent validity were calculated between (a) the Thai FCAI total score and
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Mutuality and Preparedness scales and (b) the FCAI Strain and the Mutuality and
Preparedness scales. The Thai FCAL FCAI Strain, Mutuality, and Preparedness were
measured at the time of the hospitalization of the elder. Predictive validity was
estimated by correlating scores on the Thai FCAI total and FCAI Strain with scores on
the two weeks post discharge measures of Caregiver Role Strain from Care Activities,

Worty, and Global Strain. Table 14 presents these correlations.
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The correlations presented in Table 14 were used to test the following
hypotheses.

Hypothesis 1: Higher mutuality will be associated with more participation in
and less strain from family care actions during the hospital stay. Mutuality had a
small, yet significant positive correlation with family care actions during the hospital
stay (r = .22, p <.001). Thus, caregivers who had higher mutuality scores did more
family care actions. In addition, mutuality had a small but significant negative
correlation with strain from family care actions (» = -.19, p = .005), indicating that
caregivers who had higher mutuality with the hospitalized elder felt less strain from
family care actions during hospitalization.

Hypothesis 2: Higher levels of preparedness will be associated with more
participation in and less strain from family care actions during the hospital stay.
Preparedness had a small, yet significant positive correlation with family care actions
during hospitalization (» = .25, p <.001). The evidence indicated that caregivers who
performed more activities during the hospital stay felt more prepared. In addition,
preparedness had a moderately negative correlation with strain from family care
actions (r = -.38, p <.001), indicating that caregivers who had higher levels of strain
from family care actions in the hospital felt less prepared.

Hypothesis 3: Lower levels of family care actions and less strain from family
care actions during hospital stay will be associated with lower levels of caregiver role
strain from care activities, worry, and global strain two weeks following discharge.
The hypothesis that strain from family care actions was positively associated with

caregiver role strain from care activities (r = .25, p <.001), worry (r = .17, p = .011),
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and global strain (r = .31, p <.001) at 2 weeks post discharge was supported with
small-to-moderate correlations. Results indicated that caregivers who had higher
levels of strain from family care actions during the hospital stay also had a higher level
of caregiver role strain at 2 weeks post discharge. The hypothesis that the amount of
family care actions in the hospital was positively associated with caregiver role strain
from care activities, worry, and global strain was not supported. The correlations were
not significant and were close to zero.

Research Question 1. Are there relationships between the amount of family care
actions, strain from family care actions, and caregiver characteristics?

Age. Age of caregiver was negatively related to strain from family care actions
during the hospital stay (» = -0 .22, p < .01); younger caregivers are more likely to
experience strain than older caregivers. However, the amount of family care actions
during the hospital stay was not found to be significantly different based on the
caregiver’s age.

Gender. Tables 15 and 16 present f-test statistics associating gender with the
amount of family care actions and with strain from family care actions during the
hospitalization of the elders. A significant difference was found between female and
male caregivers in performing family care actions during the hospital stay, ¢ (220) =
3.076, p <.01. Female caregivers (M = 18.4, SD = 3.9) did more family care actions
during the hospital stay than did male caregivers (M = 16.4, SD = 4.3). However,
strain from family care actions during the hospital stay was not significantly different

between females and males.
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Table 15

T-test Statistics Between Gender and the FCAI

Sex N Range M SD t p
Female 173 5-24 18.4 3.9 3.076 002
Male 47 8-24 16.4 4.3

Table 16

T-test Statistics Between Gender and the FCAI Strain

Sex N Range M SD t p
Female 173 0-12 2.4 29 249 .80
Male 47 0-11 2.3 2.8

Relationship between a caregiver and a hospitalized elder. Analysis of
variance (ANOVA) was used to determine if there were significant differences in the
mean amount of family care actions or mean strain from family care actions among
three groups: (a) spouse caregivers, (b) daughter caregivers, and (c) other caregivers.
As can be seen in Table 17, significant differences were found in the mean amount of
family care actions between types of caregivers (F 5317 = 7.09, p < .001). Post-hoc
tests indicated that (a) daughter caregivers (M= 18.7, SD = 3.6) did more family care
actions than other caregivers (M = 16.5, SD =4.3) at p = .001 and (b) spouse

caregivers (M= 18.6, SD = 4.5) did more family care actions than other caregivers (M
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=16.5; SD =4.3) at p = .029. In this study, “other caregivers” consisted of sons, sons-

in-law, daughters-in-law, sisters, brothers, nieces, nephews, friends, and maids.

However, an ANOVA comparing the same groups on their strain from family care

actions showed no significant differences.

Table 17

Means, Standard Deviations, and F Values of Type of Relationship

Spouses Daughters  Others
(n=38) (n=108) (n=74) df R p value

Post hoc test

Amount of Family Care Actions

M 18.6 18.7 16.5 2,217 7:09 .001

SD 4.5 3.6 4.3

Daughters >
Others
Spouse >
Others

Strain From Family Care Actions

M 1.8 23 2.8 2,217 1.52 2

SD 27 2.6 3.1

Research Question 2: Does preparedness act as a moderator of the effect of the

amount of family care actions and strain from family care actions on caregiver role

strain from care activities, worry, and global strain at 2 weeks post discharge?

Regression analysis of the amount of family care actions and preparedness on

caregiver role strain from care activities. A hierarchical approach was used with
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caregiver role strain from care activities as the dependent variable. In the first step, the
main effects of the amount of family care actions in the hospital and preparedness on
caregiver role strain from care activity were entered. Then the amount of family care
actions by preparedness interaction term was entered. The interaction was not found to
be significant. Therefore, preparedness did not moderate the relationship between the
amount of family care actions in the hospital and caregiver role strain from care
activity 2 weeks post discharge.

Regression analysis of the amount of family care actions and preparedness on
worry. A hierarchical approach was used with worry as the dependent variable. In the
first step, the main effects of the amount of family care actions in the hospital and
preparedness on worry were entered. Then the amount of family care actions by
preparedness interaction term was entered. The interaction was not found to be
significant. Therefore, preparedness did not moderate the relationship between the
amount of family care actions in the hospital and worry 2 weeks post discharge.

Regression analysis of the amount of family care actions and preparedness on
global strain. A hierarchical approach was used with global strain as the dependent
variable. In the first step, the main effects of the amount of family care actions in the
hospital and preparedness on global strain were entered. Then the amount of family
care actions by preparedness interaction term was entered. The interaction was not
found to be significant. Therefore, preparedness did not moderate the relationship
between the amount of family care actions in the hospital and global strain 2 weeks

post discharge.
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Regression analysis of strain from family care actions and preparedness on
caregiver role strain from care activities. A hierarchical approach was used with
caregiver role strain from care activities as the dependent variable. In the first step, the
main effects of strain from family care actions and preparedness on caregiver role
strain from care activities were entered. Then, the strain from family care actions by
preparedness interaction term was entered. The interaction was not found to be
significant. Therefore, preparedness did not moderate the relationship between strain
from family care actions in the hospital and caregiver role strain from care activity 2
weeks post discharge.

Regression analysis of strain from family care actions and preparedness on
worry. A hierarchical approach was used with worry as the dependent variable. In the
first step, the main effects of strain from family care actions in the hospital and
preparedness on worry were entered. Then the strain from family care actions by
preparedness interaction term was entered. The interaction was not found to be
significant. Therefore, preparedness did not moderate the relationship between strain
from family care actions in the hospital and worry 2 weeks post discharge.

Regression analysis of strain from family care actions and preparedness on
global strain. A hierarchical approach was used with global strain as the dependent
variable. In the first step, the main effects of strain from family care actions in the
hospital and preparedness on global strain were entered. The second step included
entering the strain from family care actions by preparedness interaction term. The

interaction was not found to be significant. Therefore, preparedness did not moderate
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the relationship between strain from family care actions in the hospital and global
strain 2 weeks post discharge.

Overall, preparedness did not moderate caregiver role strain from care
activities, worry, or global strain at 2 weeks post discharge; none of the interaction

terms were significant.
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CHAPTER 5
DISCUSSION

The nature of the caregiving phenomenon in the hospital is related to the nature
of the caregiving role at home. This correlational descriptive study tested the
relationships among amount of family care actions, strain from family care actions,
preparedness for caregiving at home, and mutuality in the hospital and caregiver role
strain from care activities, worry, and strain at home. The amount of family actions
during hospitalization was positively related to mutuality and preparedness. Strain
from family care actions during hospitalization was inversely related to mutuality and
preparedness. Strain from family care actions during hospitalization was positively
related to caregiver role strain from care activities, worry, and global strain at home.

However, the context of caregiving in the hospital and caregiving at home is
different. Caregivers have a supportive role during hospitalization, while at home they
are the primary care providers. A significant negative relationship between the amount
of caregiving activities and strain associated with caregiving activities was found in
the hospital, but a significant positive relationship was found at home. On the average,
the more caregivers performed in the hospital, the lower strain they experienced
whereas the more caregivers performed at home, the higher strain they experienced.

The discussion will focus on the psychometric properties of the FCAI scale
and FCALI Strain in the Thai population. The nature of the caregiving role in the
hospital and at home, evidence linking the nature of the caregiving role from hospital
to home and a lack of the moderating effect of preparedness will be discussed.

Limitations and implications for theory, practice and research will also included.
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Psychometric Properties of Thai FCAI

Evidence for the adequacy and usefulness of the FCAI scale has been
demonstrated in several ways by this study. First, content validity of the FCAI scale
was established by having items reviewed by experts for comprehensiveness, clarity,
and relevance to caregiving activities in the hospital. Experts were then asked to rate
each item based on its relevance to the FCAI constructs. Some items were not sorted
according to the hypothesized constructs of the FCAL Cultural differences between
the U.S. and Thailand may have influenced variations in the sorting of items according
to the constructs. For example, the item “I helped my relative take pill” was sorted by
Thai experts to the “providing care to the patients” subscale rather than to “working
together with health care team.” Therefore, in the final analysis, the total score of the
FCAI was used to correlate with the other variables in the study, rather than the
hypothesized constructs subscales of the instrument.

Second, item analysis using indices of item difficulty and discrimination was
conducted. The 24 items in the Thai version of FCAI maximize differences among
participants. Based on these criteria, 35 items from the U.S. version were deleted.
Cultural differences and the dichotomous yes/no respénse format represent two
possible explanations for this needing to be done.

Cultural Differences. The large numbers of “yes” responses to the Thai version
of the FCAI may reflect normal expectations, because families are expected to
participate in care activities (Ministry of Public Health, 1997). When family members
get sick and stay in the hospital, it is normal for other family members to provide care.

Family caregivers are proud to be given the chance to repay the elder family member
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for having borne and raised them. This symbolic interaction among hospitalized
elders, family caregivers and health care professionals in the Thai culture may help to
explain the difference in caregiving situations between the U.S. and Thailand.

Evidence supports the expectation that caregiving in a Thai hospital is different
from caregiving in a U.S. hospital. In the Thai culture, it is normal for elders to expect
to receive care from their family members; family members, in turn, take pride in
being able to help elders when they become sick. According to Peirce, Wright, &
Fulmer (1992), elders admitted to the hospital have a significant decline in function,
that is, a diminished performance in at least one of the activities of daily living
(ADLs) at the beginning of the hospital stay. Based on existing litcrature in Thailand,
clders experience a significant decline in their functional status during hospitalization
compared to prior to admission (Sampatanukul, 1999; Yamvong, 1995). In the current
study, most elders needed help with bathing (89.6%), dressing (74.6%), and walking
(70.4%). These results are consistent with other Thai studies showing that at the time
of discharge elders need help with bathing, walking, and transferring (Sampatanukul,
1999; Yamvong, 1995). These results may be explained, in part, by the reduction in
functional status, described above, that elders experience when hospitalized.

Another cultural aspect of family caregiving is filial obligation, which refers to
an expectation that children will take care of their elder parents. Because of this
expectation, children of hospitalized elders try to help their parents as much as they
can during their hospital stay. Caregivers who take care of an elderly family member
are admired, respected, and accepted for doing this. In fact, caregivers may feel guilty

if they do not support the parent in this way. For example, the most common ADL
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involving family members with providing care in the hospital was “feeding”; the
caregivers responded “yes” to the item indicating they had assisted their hospitalized
elder with feeding-related care, even if their elder could perform this activity by
themselves. It is also important to note, however, that social desirability may lead to
over-reporting in order for caregivers to make themselves appear as if they are being
good children.

These results likely reflect the work culture at Ramathibodi Hospital, where
family participation is encouraged. Several intervention studies at Ramathibodi
Hospital support the benefit of family participation in the care of hospitalized elders
(Intarasombat et al., 1996; Saenmanoch, 1998; Sampatanukul, 1999; Yamvong, 1995),
and based on these studies, the hospital changed its visiting policy to allow greater
family participation in care. Additionally, the units adopted a system wherein
individual nurses were assigned primary responsibility for caring for individual
hospitalized elders. As a result of these changes, nurses communicated more
frequently with the hospitalized elders and their family caregivers in order to
understand what they might need to perform family care actions during hospitalization
and to prepare their caregiving skills for caregiving at home.

Another possible explanation for the uniformity of “yes” responses with regard
to family care actions in the hospital is the difference in the length of stay for
hospitalized elders in the U.S. versus in Thailand. As stated carlier, Thai hospitalized
elders in this study stayed in the hospital for an average of 13. 4 days, compared to the
length of stay in the U.S. of only 5-6 days (H. Li, personal communication, May 16,

2003). Consequently, the shorter hospital stays in the U.S. may result in family
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members having less time to perform family care actions than their counterparts in
Thailand.

Dichotomous Format. The FCALI is formatted in a dichotomous yes/no
response scale. The yes/no format only allows for indicating the presence or absence
of the attribute in scale, permitting the respondent to acknowledge either the presence
or absence of the attribute in question. Although this format worked well in the U.s,,
its use in Thailand resulted in little variation in responses. Most items produced a high
percentage of “yes” responses. Comparing a U.S. caregiver population, Wirojratana
(2002) also found little variation using the yes/no format to measure care receiver
instrumental activities of daily living (IADLs). The researcher explained the results by
stating that family members were willing to help the elder even when the elder could
perform IADLSs by himself/herself.

Curiously, the “yes/no” format was found to have adequate variability in
Thailand for the amount of care activities in the home setting when contrasted with the
hospital setting. As stated earlier, the context of the caregiving situation in the hospital
is different from that in the home. The reasons for “yes” responses might be the
limitations put on an elder’s activities during hospitalization. They are unfamiliar with
the hospital environment and hospital regulations. Although the hospital regulations
are there to protect them from falls or other possible accidents, the elevated level of
the bed and the presence of a raised bedrail further limit their activity. The hospital
setting separates elders from their familiar environment and their families, and the
hospital staff are new to the hospitalized elders. Evidence from existing literature

indicated that family members represent a significant force for the elder, voicing the
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elder’s needs and communicating with health care professionals; in addition, patients
want their family members to keep them company and to visit them frequently (Halm
& Titler, 1990). In the home setting, caregivers arrange a room or area for the elders
and encourage the elders to do things for themselves. As a result, elders improved
their functional status; they could do more basic activities for themselves when
compared to their status at the time of discharge.

Third, criterion validity was tested to ensure the adequacy of a scale to
measure a specific variable or to predict specific events. The strength of the empirical
relationship among the individual related variables in this study was obtained. The
magnitude of correlations serves as evidence of the criterion validity, which is directly
concerned with the relationship between a score on amount of family care actions or
strain from family care actions and other variables. Nunnally (1978) suggests that a
moderate correlation (e.g., correlation of .30 and .40) is a reasonable value to expect in
the relationship between an instrument and its criterion. In this study, the correlations,
however, would probably be considered weak to modest, in the vicinity of .20 to .40.
Weak correlations in the study may be a result of restrictions in the range of the
responses and/or the homogeneity of the sample. In addition, a positive relationship
between the amount of FCAI and mutuality was evidenced as was also found by Li (Li
et al., 2002). Therefore, these results could serve as evidence of the validity of the
Thai version of the FCAI scale.

Overall, the results from this research support the usage of the Thai FCAI This
conclusion is based on content validity, revealing the scale’s ability to capture family

caregiving in the hospital setting, and criterion validity, demonstrating its ability to
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relate the amount of family care actions and other variables in a theoretically
meaningful way. Although the content validity by Thai experts showed that items in
the FCALI scale captured the family care actions during hospitalization, a number of
items had to be removed due to lack of variability or discrimination. The deleted items
represented the common caregiving experiences. Had these low variance items not
been deleted, correlations with other measures would have been restricted and the
scale’s value would have been limited. One way to increase opportunities for
variability would be to have more response options within each item. Though
increasing the response options might yield sufficient variability, such a remedy might
also cause fatigue or bore the respondents, lowering reliability of their responses.

Cronbach’s alpha was not suitable for use in reporting the reliability of the
amount of family care actions in this study because it is an index of internal
consistency that is based on the homogeneity of the items in a scale (Allen & Yen,
2002; Nunnally, 1978; Polit & Hungler, 1999). The types of family care actions in the
FCAL however, were not dependent on one another. For example, caregivers who
brought the elder’s favorite food might not bring books or magazines. Therefore, the
responses might not reflect items sharing a common latent variable. A test-retest
reliability estimate of the FCAI scale is needed to define reliability in terms of the
scale’s consistency or stability.

Psychometric Properties of FCAI Strain

The eyidence of validity of strain from family care action (the 7-item FCAI

Strain) was demonstrated. The hypotheses were supported; that is, strain from family

care actions was negatively related to mutuality and preparedness and positively
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related to caregiver role strain from care activities, worry, and global strain at 2 weeks
post discharge. The correlations were in the vicinity of .17 to .38 (see Table 14). One
possible explanation for the weak correlations is the restriction of range of responses
or the floor effect. The scores on the FCAI Strain were concentrated in a narrow range
from 0 to 1.71, with most scores toward the low end (0). In addition, the total variance
explained by the 7-item FCAI Strain was only 33.9%. However, the concurrent and
predictive validity of the FCAI Strain were supported in a meaningful way. The
reliability of the scale was found to be acceptable; a Cronbach’s alpha was .77.
Although the scale had adequate reliability and validity in this study, any correlation
with FCAI Strain must be interpreted with caution.
The Nature of the Caregiving Role in the Hospital

The characteristics of the caregivers in this study were the same as those of
caregivers in other studies in Thailand. The majority were middle-aged women and/or
daughters of the hospitalized elders (Arnantapunpong, 1995; Chaoum et al., 1996;
Intarasombat et al., 1996; Saenmanoch, 1998; Sampatanukul, 1999; Yamvong, 1995).
The study showed that despite the fact that age was not significantly related to the
amount of family care actions in the hospital, younger caregivers are more likely to
experience strain than older caregivers. This may be due to the fact that younger
caregivers bften have additional responsibilities, including caring for children and
employment outside the home that may conflict with their desire to provide care for
the hospitalized elders. These findings are consistent with other studies in the U.S.
(Kramer & Kipnis, 1995; Montgomery et al., 1985) in that younger caregivers had a

higher level of burden than older caregivers.
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Consistent with other studies in Thailand and in the U.S., females performed
more family care actions than did male family caregivers (Archbold et al., 1990;
Chaoum et al., 1996; Saenmanoch, 1998; Sampatanukul, 1999; Wirojratana, 2002;
Yamvong, 1995), but the level of strain was not significantly different between female
and male caregivers. This may be because females had a sense of duty to care for their
family members when they became ill or got older. Although females performed more
caregiving activities than males, they did not experience a higher level of strain than
males.

Daughter caregivers and spouse caregivers performed more family care actions
than other caregivers. Although more responsibility was placed on daughters or
spouses for providing family care actions to the elders, the level of strain was not
found to be significantly different among different types of relationships. This may be
the result of daughter caregivers having a sense of filial obligation for taking care of
their elder parents and for spouse caregivers having a sense of marital obligation for
providing care to their elder spouse.

As hypothesized, higher levels of mutuality were associated with performing
more family care actions, as well as with reporting less strain from family care actions
during a hospital stay. Caregivers who had higher mutuality scores with the
hospitalized elder performed more family care actions (r=.22,p=.001) and
experienced less strain from family care actions during hospitalization (r=-19,p=
.005). It is especially true in the Thai culture that the family is the main source of care
to elders (Chayovan & Knodel, 1997; Jitapunkul & Bunnag, 1997; Wongsith &

Siriboon, 1999). Thai people have a strong sense of respect for their elder parents that
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is derived from their Buddhist religious traditions and the cultural imperative of filial
obligation. Buddhist tradition stresses the concept of “parent repayment” or the value
of “Katunyu Katavedi” in which children are expected to repay their parents for
having borne and raised them (Kespichayawattana, 1999; Knodel et al., 1991;
Wongsith et al., 1996). More than half the hospitalized elders in this study were being
cared for by their daughter (49.1%) or son (14.5%) (see Table 6). These children
perceived that caring for an elder parent was not a burden. In prior studies, caregivers
reported that they saw their caregiving as an opportunity to take care of their parents
and, in some ways, to pay them back (Kespichayawattana, 1999; Sirapo-ngam et al.,
2000).

The study findings also support that the amount of family care actions
performed was inversely related to strain from family care actions during
hospitalization (r = -.16, p = .02). Due to the correlational study design, a significant
relationship between the amount of family care actions and strain from family care
actions cannot prove that the strain from family care actions was caused by the amount
of family care actions. This relationship might be confounded by other variables
associated with either the amount of family care action or the strain from family care
actions, for example, the nature of the illness or the nature of the unit.

According to the theory of symbolic interactionism, symbolic interactionists
view contextual variables as contributing factors to describe and explain the
relationships among phenomena rather than causal explanations. Strain associated
with performing family care actions during hospitalization may depend on how the

caregiver perceives providing care to the patient and working together with the health
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care team. Some caregivers perceive this as positive while others view it as negative.
For example, some caregivers who helped the elder with bathing perceived this
activity as easy, and they were happy to help the elder. Other caregivers, however,
perceived the same activity as difficult to perform.

It is important to acknowledge that the average amount of family care actions
during hospitalization was high in this sample (M = 17.96, SD = 4. 12, with a range
from 5 to 24). Two possible explanations may be that the study took place in a
university and research hospital, and this research has confirmed that family
participation is a way for providing good care to the patients and their families.
Consequently, caregivers were willing to provide as much care as they could to the
elders.

Even though caregivers in this study performed high levels of family care
actions in the hospital, they reported low levels of perceived strain associated with
family care actions during hospitalization (M = 0.34, SD = 0.40, with a range from 0 to
12). The floor effects of strain from family care actions in the hospital should be noted
in that most scores on the scale were concentrated at the low end (0). One possible
reason for this result might be that the family care actions were not complicated, and
family caregivers were willing and able to perform these activities. Item analysis using
an item difficulty index supports this possibility, as two-thirds of the 24-item FCAI
had an item difficulty index higher than 0.70, indicating that caregivers commonly
performed these types of caregiving activities in the hospital. Another possible
explanation may be cultural response bias that the expectation of Thai families to care

for elder family members and that these types of activities were already being
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performed before admission. Caregivers perceived that caring for the elders in the
hospital was not a burden.

In this study, caregivers who performed more activities during their elders’
hospital stay felt more prepared for caring for the elder once they were discharged
from the hospital. Caregivers who felt more prepared experienced less strain from
family care actions during hospitalization. The average length of stay was 13.4 days in
this study. It is possible that each caregiver had enough time in the hospital to develop
their caregiving skills and prepare themselves for taking care of the elder at home.
They also had time to modify their home environment before the elder was discharged
home. Therefore, on the average, the more family care actions performed, the more
caregivers felt prepared. In addition, the more caregivers felt prepared, the less strain
they experienced. It is more likely in the U.S. that family members experience higher
levels of strain at the time of discharge because they had less time to prepare for the
clder’s return home due to shorter hospital stays (Bull, Jervis, & Her, 1995).

From the investigator’s experience as a nurse, nurses are in an ideal position to
guide family caregivers and facilitate continuity of care for hospitalized elders. They
need adequate time for careful assessment and care planning immediately upon
admission of the patient, however, family caregivers also need time to develop
caregiving skills and to modify the home environment before the elders are discharged
home. The collaboration among family caregivers and health care professionals could
increase the caregiver’s preparedness, thereby reducing caregiver role strain (Archbold

etal., 1995).
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The Nature of the Caregiving Role at Home

Family members are the key persons providing care to elders at home in the
U.S. and Thailand (Archbold et al., 1990, Bull, 1992; Chayovan & Knodel, 1997).
Caregiving experiences at home in this study demonstrated that the amount of care
activities at home was positively correlated with strain from care activities (r=.14,p
=.043), worry (r = .36, p < .001), and global strain at home (r=.19, p=.004).
Caregivers who did more care activities felt more strain at home. This was consistent
with the study by Wirojrattana (2002) which showed that the amount of care activities
was positively correlated with strain from care activities, worry, and global strain.

One possible explanation for the findings might be that caregivers change their
role from a supportive one during hospitalization to that of a primary care provider for
the elders at home. Caregiving responsibilities were added to those associated with
maintaining their household, family and/or employee roles, thus, increasing their
perception of strain. Time limits were placed on their personal privacy, their social
life, and time with their family. Some caregivers could also experience conflicts in
performing their jobs and caring for the elders at home.

Archbold et al. (1990) developed the three caregiver role strain measures used
in this study. Correlations among these three measures have not been published. In this
study, strain from care activities and global strain had a moderately high correlation (r
= .51, p <.001); strain from care activities and worry had a small correlation (r = .26,
p <.001); and worry had a moderate correlation with global strain (r=.38, p<.001).
Although all three of these measures assessed caregiver role strain at home, the

measure for examining strain from care activities looked at the strain associated with
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specific care activities while both worry and global strain measured general strain
from the caregiving situation.
Linkage between the Nature of Caregiving in the Hospital and Home

The evidence from this study supports the conclusion that caregiving
experiences during hospitalization were related to the caregiving experiences at home.
First, greater involvement in family care actions during hospitalization was associated
with greater levels of care activity at home (» = .37, p <.001). Caregivers who
performed more family care actions in the hospital were more likely to do more care
activities at home. It could be because they need more care.

Second, caregivers who had higher levels of strain associated with family care
actions during their elders’ hospital stay also had higher levels of caregiver role strain
from care activities, worry, and global strain at 2 weeks post discharge. Therefore, the
transition period from hospital to home may be an ideal time to begin interventions to
prevent or reduce caregiver role strain at home.

The results of this research indicate that the amount of family care actions
during hospitalization was not significantly related to caregiver role strain from care
activities, worry, and global strain at home. The differences in the caregiving situation
between hospital and home may offer an explanation for this finding. In this study,
family care actions during hospitalization were not complex, unlike care activities at
home. The family care actions in the hospital were specific to providing care to the
elder and working together with the health care team, such as bringing their favorite
food and providing information about the elder to hospital staff. However. caregiving

role strain from care activities at home was due to specific and more complex
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caregiving activities, such as addressing mobility and protection issues, illness care,
and managing dementia and difficult behavior.

In addition, the results demonstrated that the direction of the relationship
between the amount of care activities and strain from care activities was different
between the hospital and home. During hospitalization, a negative relationship was
found between the amount of care performed and the strain experienced, whereas at
home a positive relationship was found between the amount of care performed and the
strain experienced. There might be a third variable that influences both the amount of
care activities caregivers do and the strain caregivers experience. Because caregivers
have a supportive role during hospitalization and family care actions in the hospital are
easy to perform. Caregivers might not experience high strain from performing these
activities in the hospital. However, caregivers are the primary care providers at home
and caregiving activities at home are complex, so caregivers might experience high
strain from performing these activities at home. In addition, the measure of role strain
in the hospital was global and not linked with specific care actions whereas the
measures of role strain at home were directly linked to specific caregiving activities.

Third, correlations among mutuality, preparedness, and caregiver role strain
were supported as hypothesized. Higher levels of mutuality in the hospital were
significantly correlated with lower levels of caregiver role strain from care activities (r
=-.28, p <.001) and global strain (» = -.39, p <.001) at home. Higher levels of
preparedness for caregiving at home were also significantly correlated to lower levels
of caregiver role strain from care activities (» = -.28, p <.001), worry (r = -.15, p<

.05) and global strain (» = -.36, p < .001) at home. The results were consistent with
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previous studies about caregiving at home in the U.S. and Thailand (Archbold et al.,
1990; Wirojratana, 2002). Mutuality and preparedness for caregiving were inversely
related to caregiver role strain. The positive relationship between a caregiver and an
elder and how prepared a caregiver felt about caregiving at home are predictors of
caregiver role strain at home.

Moderation Effect of Preparedness

Preparedness was hypothesized as a moderator of: (a) the relationship between
the amount of family care actions in the hospital and caregiver role strain from care
activities, worry, and global strain 2 weeks post discharge; and (b) the relationship
between the strain from family care actions in the hospital and caregiver role strain
from care activities, worry, and global strain 2 weeks post discharge. If the moderator
hypotheses were supported, then preparedness would influence: (a) the direction of the
relationship between the amount of family care actions in the hospital and caregiver
role strain from care activities, worry, and global strain 2 weeks post discharge; or (b)
the strength of the relationship between the strain from family care actions in the
hospital and caregiver role strain from care activities, worry, and global strain 2 weeks
post discharge.

Previous studies have demonstrated that preparedness is strongly predictive of
lower levels of caregiver role strain in family caregivers for elders (Archbold et al.,
1990). If the moderator hypothesis was supported, then it may be that the group of
caregivers who felt more prepared performed more family care actions in the hospital
and experienced lower caregiver role strain at home, whereas those who felt less

prepared performed more family care actions in the hospital, yet experienced higher
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caregiver role strain at home. Moreover, the positive relationship between the strain
from caregiving activities in the hospital and those performed at home might be
stronger in the group of caregivers who felt less prepared than the group who felt well
prepared.

However, in this study, preparedness did not moderate caregiver role strain
from care activities, worry, or global strain 2 weeks post discharge. Based on the
statistical findings, the moderator hypotheses were not supported because the
interactions (the amount of family care actions by preparedness and the strain from
family care actions by preparedness) were not statistically significant. It is best if
preparedness—the moderator in this study—not be correlated with independent
variables (i.e., amount of family care actions and strain from family care actions) and
dependent variable (i.e., caregiver role strain from care activities, worry, and global
strain), as this would yield a more obvious and explainable interaction term (Baron &
Kenny, 1986). However, in the real world, the amount of family care actions, strain
from family care actions, preparedness, and caregiver role strain are correlated in
complex ways. In this study, preparedness was significantly correlated with the
independent variables and the dependent variables.

A lack of moderation implies that preparedness did not affect the direction of
the relationship between the amount of family care actions in the hospital and
caregiver role strain from care activities, worry, and global strain 2 weeks post
discharge. In addition, preparedness did not affect the strength of the relationship
between the strain from family care actions in the hospital and caregiver role strain

from care activities, worry, and global strain 2 weeks post discharge. It is also possible
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that the amount of family care actions and strain from family care actions scales do not
have the variability to explain this relationship. Little variation in responses to the
scales was found due to the dichotomous format of the amount of family care actions
scale and the restriction of range and floor effect that were found with the measure of
strain from the FCAI Additional research in this area is needed to further understand
this relationship.

However, the association between preparedness and caregiver role strain from
care activities, worry, and global strain at 2 weeks post discharge was supported in this
study. Higher levels of preparedness were significantly correlated with lower caregiver
role strain from care activities, worry, and global strain. Preparedness for caregiving at
home may be a predictor of caregiver role strain from care activities, worry, and
global strain at home.

These findings indicate that the concept of preparedness is relevant in the Thai
hospital setting. In Thailand, Sampatanukul’s study (1999) demonstrated that
caregivers learned new skills and modified their home environment before elders were
discharged home. How caregivers evaluate how prepared they are to handle the
caregiving role before the elders are discharged home may be a strong predictor of
caregiver role strain at home. This study’s findings may sensitize nurses to assess,
before elders are discharged, how prepared family members feel they are for
performing caregiving activities at home. Assessment of preparedness in the hospital
may reflect the caregiver’s competence before discharge home. Interventions designed
to improve caregiver preparedness before discharge may be needed. Improved

preparedness could support a smooth transition from hospital to home.
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Limitations to the Study

The study’s limitations must be taken into consideration when viewing these
results. First, limited variability was found with the 24-item FCAI and 7-item FCAI
Strain. The yes/no format for determining the amount of caregiving activities in the
hospital might not be a suitable approach in the Thai culture. It is generally understood
that a shortcoming of the yes/no format is that each item has a limitation in possible
variance and covariance. This limitation became especially pronounced in this study,
because some of the activities on the scale were performed by all the Thai caregivers,
and some of the caregivers performed most of the activities. A scale that provides
more than two possible responses might improve the minimal variance of items in the
scale. It might also be helpful for the scale to collect information about the frequency
caregivers perform each of the activities. The possible responses might range from
never to daily; for example: never, 1-2 times a week; 3-6 times a week; and daily.
Another possible response that might need to be added is “not appiicable.” As stated
earlier, however, more response options would increase the length of the
questionnaire, presenting the possibility that respondents will become fatigued.

The 7-item FCAI Strain had a floor effect. Most scores were crowded into the
lower range of the test-score distribution. The actual range of score was concentrated
in a narrow range. Any correlation with FCALI strain must be interpreted with caution.

Second, a possible loss of content validity due to the effect of deleting certain
items should be noted. Deleting items because of redundancy may have limited the
results of the study. Two of the items were deleted because a minority of the reviewers

rated them as redundant; their inclusion may have impacted the study results.
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Nevertheless, deletion of items due to zero variance or low discrimination may fail to
capture caregiving activities that naturally occur in everyday life during
hospitalization, for example, these items asked the extent of what family caregivers
said or did during the process of discharge. All discharge items were deleted from the
scale, because almost all caregivers who participated in the study performed all the
discharge activities. The discharge activities deleted included: help the elder to get
ready to go home, take things home, ask hospital staff to clarify the discharge
instruction, participate in discharge instructions, learn new information and things
about the elder’s follow-up care at home, pick up the medicine, and take the elder
home. Therefore, no item capturing caregiving activities during discharge was left in
the scale.

Third, the reliability of the FCAI scale needs to be determined. The most
reasonable estimate of the FCAI scale’s reliability would likely come from a test-retest
correlation. Test-retest correlation estimates reliability in terms of consistency or
stability. Using this approach, a scale is reliable to the extent that the same results or a
perfectly linear relationship are obtained on two administrations of the same scale
(Allen & Yen, 2002; Polit & Hungler, 1999).

Fourth, caregiver self-reports may overestimate the extent of care provided to
the elders during a hospital stay and lower estimate strain experienced because of
reinforcement from social desirability. Item responses might be distorted, for example,
if a caregiver feels guilty that he/she could not provide care for an elder, he/she may
not give an accurate report of family care actions and strain experienced. The

caregivers might also present themselves in a way that society regards as positive.
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The fifth limitation of this study is that response bias was found with the data
collection procedure for the third interviews, those that were conducted at 2 weeks
post discharge. The caregivers were given the choice to either complete the
questionnaire in person or return the questionnaire by mail. A significant difference in
responses was found on caregiver role strain from care activities between those who
completed the questionnaire in person and those who returned the questionnaire by
mail. Caregivers who mailed questionnaires reported a higher level of caregiver role
strain from care activities (M = .94) than those who completed the questionnaire in
person (M = .66). Using a U.S. sample, Archbold et al. (1995) found no difference
between the responses from in-person interviews and mailed questionnaires on scores
for caregiver role strain from care activities.

Finally, due to potential sample bias, the results from this research cannot be
generalized to situations outside the specific research setting. A convenience sample
approach was used to select a sample from an accessible population from one
university hospital. Although the characteristics of the sample in this study may be
representative of Thai caregivers of elderly family members, it would be a mistake to
assume that the participants in this study are representative of all intended groups.
Most of the participant in the study were fairly well educated, were from fairly
prosperous families and lived in a large city. Although an effort was made to include
cognitively impaired elders in this study, the majority (90%) of hospitalized elders
were cognitively intact; the results were also limited to caregivers of cognitively intact
elders. In addition, the Hawthorne effect —in this case, the knowledge of being

included in the study influencing positive changes in the participants’ behaviors
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—could also be a factor (Polit & Hungler, 1999). Responses from a population of
caregivers of hospitalized elders in one care setting may not be representative of those
in another setting. The concept of family participation has been acknowledged in this
hospital setting, so the results may reflect the impact of the study and the concept of
family participation the study hospital. Therefore, the results may not be generalized
to more common settings.
Implications for Theory, Practice and Research

Theory

A theoretical view based on symbolic interaction broadens our understanding
of the nature of the Thai family caregiving phenomena during hospitalization and at
home. The hypotheses about the relationships between concepts being measured were
supported by this research. The amount of family care actions during hospitalization
was positively related to mutuality and preparedness. Inversely, strain from family
care actions during hospitalization was negatively related to mutuality and
preparedness. Strain from family care actions during hospitalization was positively
related to caregiver role strain 2 weeks post discharge. In this study, caregivers who
had high levels of mutuality performed more family care actions in the hospital. This
was consistent with the construct validity of the FCAI in Li’s study (Li et al., 2002),
that we can measure family care actions in the hospital. The results serve as evidence
of the validity of the Thai FCAI scale. In addition, and as expected, the relationships
between mutuality, preparedness, and caregiver role strain were supported. Caregiver

role strain was negatively related to mutuality and preparedness, and preparedness was
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a predictor of caregiver role strain. This was consistent with the theoretical framework
of Archbold and colleagues’ study (1990).

The model used for this study could help health care professionals improve
their understanding about the caregiving process as it transitions from hospital to
home. However, the moderator—interaction effect of preparedness was not confirmed.
There may be other concepts, including adequacy of resources and social support that
affect the transition period from hospital to home. This of study needs to be explored
further, with particular attention to how caregivers view their abilities to perform their
caregiving role and to resources needed to take care of elders at home.

Practice

The population of elders in the health care system today is growing. The
family is the main institution for taking care of elders and significantly influences an
elder’s health and well-being. The financial concern about nursing home placement as
well as the cultural pressure against such a placement in Thailand precludes
developing alternatives to family caregivers. Family caregivers take care of elders
when they are hospitalized and prefer to ask their elder family members to stay with
them following discharge. This study demonstrated that caregiver preparedness was
inversely related to caregiver role strain at 2 weeks post discharge. It might be
important to assess how caregivers identify their preparedness prior to discharge.
When nurses identify caregivers who report low preparedness, they should assess the
family care needs and provide information to meet these needs. Caregivers may
benefit from that information and improve their caregiving skills, enabling them to

feel more prepared before discharge.
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The interpersonal relationships among patients, family members, and health
care professionals in the health care setting are important. Most acute care hospitals
are primarily treatment-oriented and are managed primarily by physicians rather than
viewing the family as part of a team. In the hospital setting, Baggs and Schmitt (1988)
defined nurse-physician collaboration as working together and sharing responsibility
for problem-solving and decision-making to set and carry out plans for patient care.
The patients and their family members should also be recognized as partners. Health
professionals should view the family caregiver as a significant contributor to the
health of the elder, and they should encourage families to take part in family care
during hospitalization.

Based on the findings of this study, the amount of family care actions
performed by the caregivers during hospitalization was positively related to how well
the caregiver was prepared before discharge. Family members could be encouraged to
provide daily care for the hospitalized patient to update their skills or maintain their
caregiving role. Family members need to learn and prepare themselves to take care of
their elder family members post hospitalization, because they will live with and care
for the elderly at home during the recovery period.

The goal for family participation is to help caregivers maintain the continuity
of care during the transition from hospital to home and ensure the facilitation of a
smooth transition between these care settings. To increase the level of family
participation in hospital care, nurses should provide opportunities and support for
caregivers who wish to increase their caregiving role in the hospital (Haggmark, 1990;

Sharp, 1990). The extent of family participation may help researchers to understand
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how people enter into or develop the role of caregiver in the provision of care during
hospitalization and then how family care actions contribute to preparedness before
discharge.

Previous studies in Thailand also demonstrate the effectiveness of family
participation on patient and family/caregiver outcomes (i.e., improved functional
status of elders and increased elder and family satisfaction with nursing care)
(Arnantapunpong, 1995; Chaoum et al., 1996; Intarasombat et al., 1996; Saenmanoch,
1998; Sampatanukul, 1999; Yamvong, 1995). To provide quality care, it is very
important that nurses establish trust with hospitalized elders and their family
caregivers. Nurses are in a key position to listen to elders and family caregivers and to
promote partnerships with them by involving them with care planning, providing
information, and encouraging collaborative activities. Nurses could be challenged to
develop procedures to maintain the functional status of hospitalized elders by
encouraging the elder to do for themselves what they are functionally capable of
doing, rather than letting their caregiver do these things for them.

Research

It is important that the reliability of the Thai FCAI scale be established. A test-
retest correlation may yield the most reasonable estimate of the scale’s reliability.
However, family care actions that caregivers performed might not be stable across the
time interval. A reliability coefficient in the vicinity of .60 or .70 might be acceptable,
depending on the level of patient improvement and the time interval used. After the
Thai FCAI scale is found to be reliable, future research might include using the scale

with a narrow sample—such as caregivers of hip fracture patients, stroke patients, or
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cancer patients—to determine the similarities and differences in caregiving activities.
A longitudinal study might be useful to help researchers understand the correlations
among related variables during the transition period from hospital to home. The time
period at 2 weceks in this study was brief. The results might differ from those at 6
weeks after the elder’s discharge from the hospital.

Strain measure in the hospital need to be specific with the care activities in the
hospital. It is possible to measure strain based on 24 item FCAI The questions will
ask “how hard is it for you to perform for each type of activity?” The measure —role
strain in the hospital— will be directly linked to specific caregiving activities. The
relationship between the amount of care performed and the strain experienced might
help health care providers better understand the caregiving context in the hospital.

Results demonsrated that the extent to which family care actions performed in
the hospital was positively related to caregivers’ preparedness before discharge and
caregivers’ preparedness inversely associated with the strain of family caregivers at
home. These findings also suggest that intervention to increase preparedness and
lower the level of strain at home should start in the hospital. Encouraging families to
take part in family care during hospitalization by sharing responsibilities for care
actions between family members and health care professionals might be a way to
increase preparedness before discharge.

Cultural differences influenced the results of this study. A qualitative study
might be needed to refine variables of interest that might relate the caregiving
phenomenon during hospitalization in the Thai culture. Based on the open-ended

question of the FCAL, different family care actions emerged in the Thai culture,
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including massaging the elders, doing passive exercise with the elders, making a merit
for the elders, and teaching other relatives to take care of the elders.

A qualitative study might help to further understand the phenomena of family
caregiving during the transition period from hospital to home in the Thai culture. The
researcher might ask a general research question to invite caregivers to explain or
describe the caregiving experiences according to their perception. For example, “could
you tell me what it is like to be a caregiver for an elder following discharge home?” or
“how is caregiving at home different from the caregiving in the hospital?”

Caregiving experiences have both positive and negative consequences on the
caregiver’s life. The current study focused on the negative outcomes associated with
caregiving and sought to understand the relationships between the strain during
hospitalization and at home. Future studies might focus on the positive meanings
associated with providing care to hospitalized elders (e.g., reward of caregiving,
satisfaction with care) to further explore and capture the caregiving phenomenon in
the Thai culture. The effect of family participation on the elder’s and family member’s
satisfaction with nursing care during hospitalization is evident in Thailand
(Arnantapunpong, 1995; Intarasombat et al., 1996; Saenmanoch, 1998; Sampatanukul,
1999; Yamvong, 1995). Satisfaction with care might be another variable that relates to
the amount of family care actions performed during hospitalization. It might be
hypothesized that caregivers who participate more in care will feel more satisfaction

with care during hospitalization.
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Summary

The caregiving experiences during hospitalization are related to caregiving
experiences at home during the first 2 weeks following discharge. The transition
period immediately following the elders® hospitalization is stressful for caregivers.
Because preparedness in this research was related to strain at home, it makes sense to
increase preparedness for purposes of reducing caregiver role strain at home.
Researchers are looking for the most effective ways to help caregivers improve their
skills and prepared for taking care of elders before the elders are discharge home. Few
studies have examined caregiving during the transition period following
hospitalization. Future studies are needed to understand the caregiving phenomena
during the transition period from hospital to home. Consequently, it would be
important for future research to examine the caregiving phenomena that occurs in the
transition from hospital to home. The goal of research in this area would be to improve
hospital care for elders and their families for purposes of smoothing the transition
from hospital to home, ultimately resulting in improved quality of life for elders and

caregivers at home.
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Memo for Record

Please note, Dr. Hong Li, who developed the 81-item FCAL granted permission for it
to be used with the study on January 28, 2002. The study entitled was “The effects of
mutuality and preparedness during hospitalization on caregiver role strain in the
transition from hospital to home” with an approximately sample of 80 caregivers of
family members. The study entitled has been changed to “Psychometric Analysis of
Family Care Actions Index (FCAI) in the Thai Population” with an approximately
sample of 220 caregivers of hospitalized elders. The investigator informed Dr. Hong

Li of changes made and she also granted permission for it to be used with this study.
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Request to Use the
Family Care Actions Index

We request to use:

X The entire Family Care Actions Index

Please complete the information requested below:

Name: Supreeda Monkong
Title: Third year doctoral student, School Of Nursing, OHSU
Address: 707 SW Campus Drive

Portland, OR, 97201

We plan to use the Inventory or Scale(s) in the study entitled:

The effects of Mutuality and Preparedness during hospitalization on caregiver role strain i the transition

from hospita] to home

with an approximately sample of _80__ caregivers of family members with the following characteristics:

Post Hip Fracture Surgery at 2 week period

We agree to forward the scale level statistics (mean, standard deviation) and the results of the internal cansistency
analysis to Dr. Hong Li when the study is complete.

_Supreeda Monkeng Jan 28, 2002
Signature of persen initiating request Date requested

Tapprove the use the instrument for the specified use.

\#m\d\j' JMM,% S s
{

Signature,
Hong Li, RN., PhD Date of approval
Assistant Professor

School of Nursing,

University of Rochester

601 Elmwood Avenug, Box SON

Rochester, NY 14642

Phone: 585-275-8863

Email: HongS-Li@urme.rochester.edu

FAX: 585-273-1270

Permission Form to Use Family Care Inventory
June 2000
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Request to Use the
Family Care Actions Index

We request to use:

_X_ Theentire Family Care Actions Index

Please complete the information requested below:

Name: Supreeda Monkong
Title: Third year doctoral student. School Of Nursing, OHSU
Address: 3111 SW 13" Ave #15

Portland, OR. 97201

We plan to use the Inventory or Scale(s) in the study entitled:

Psychometric Analysis of Family Care Action Index (FCAI) in the Thai Population

with an approximately sample of _220 _caregivers of hospitalized elders

We agree to forward the scale level statistics (mean, standard deviation) and the results of the internal consistency
analysis to Dr. Hong Li when the study is complete,

Suprceda Monkong August 5. 2002
Signature of person initiating request Date requested

I'approve the use the instrument for the specified use.

Hdvu/j«\:“ Fe brueny 2/ yuvs
Signature, s
Hong Li, RN., PhD Date of approval
Assistant Professor
School of Nursing,

University of Rochester

601 Elmwood Avenue, Box SON
Rochester, NY 14642

Phone: 585-275-8863

Email: HongS-Lidurme.rochester.edu
FAX: 585-273-1270

Permission Form to Use Family Care nventory
June 2000



165

Appendix B

The Approval of the OHSU Institutional Review Board (IRB)



166

OREGON HEALTH & SCIENCE UNIVERSITY

~Research Compliance & Assurance, L106 (503) 494-7887

Date: July 30, 2002
To: Supreeda Monkong RN, MS RH 609
Deborah C. Messecar SN4S

From: Gary T. Chiodo, DMD, Chair, Institutional Review pga’{r/ Li06 Ao/ca.

Susan Hansen, MD, MPH, Co-Chair, Institutional Revidw Board, L106
Charlotte Shupert, PhD, Manager, Research Compliance and Assurance, L106

Subject: 7222 EXP

Psychometric Analysis of Family Care Action Index (FCAl) in the Thai Population.

initial Study Review
Protocol/Consent Form Approval

[M] Your protocol/consent form is approved for 4/4//4 effective 7 4/ SN
You may use only copies of the attached approved consent form for the informed consent
process. Please write the date of approval in the initial / annual approval date box in the
upper right hand corner of the consent form. If you submit a revised consent form for
approval during the coming year, you should type the initial approval date in this box when
revising the form.

[ ] This study met the criteria established for waiver of consent in accordance with
45CFR46.116(d)(1-4). No consent form is required.

(W] This study met the criteria for EXPEDITED IRB review based on Category # 7" because this
research employs survey and interview methodalogies,

This approval may be revoked if the investigators fail fo conduct the research in accordance with the
guidelines found in the Roles and Responsibilities document (http:/lwww.ohsu.edu/ra/rso/rgc/randr.pdf).
Please note that any proposed changes in key personnel must be submitted to the IRB via a PRAF and
approved prior to initiating the change. If you plan to discontinue your role as PI on this study or leave
OHSU, you must arrange either (a) to terminate the study by so notifying the IRB and your department head,
or (b) prapose to transfer the responsibility of the P1 to a new faculty member using a PRAF,

Investigators must provide subjects with a copy of the consent form, keep a copy of the signed consent form
with the research records, and place a signed copy in the patient’s hospital/clinical medical record (if
applicable).

If this project involves the use of an Investigational New Drug, a copy of the approved protocel must be
forwarded to the Pharmacy and Therapeutics Committee (Pharmacy Services - Investigational Drugs, CR9-4).

If this is a cancer study, we will notify the Oregon Cancer Institute (OCI) of the IRB approval. As the
Principal Investigator, you are responsible for providing the OCI with copies of the final approved

protocol/consent form.

1. 63FR 60364-60367 (November 9, 1998).

InitApproval.frm, Rev.5/02
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Appendix C
The Approval of the Human Subject Review Committee,

Ramathibodi Hospital, Mahidol University, Thailand
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TUUNTESIN 6 NN, 10400

Ins. (662) 245-5704, 201-1206 Tn3mrs (662) 246-2123

Faculty of Medicine, Ramathibodi Hospital, Mahidol University

Rama VI Road, Bangkok 10400, Thailand
Tel. (662) 245-5704, 201-1296 Fax (662) 246-2123

Documentary Proof of Ethical Clearance Committee on Human Rights
Related to Researches Involving Human Subjects
Faculty of Medicine, Ramathibodi Hospital, Mahidol University

950/2002 (1)

Title of Projeet Psychometric Analysis of Family Care Action Index
(FCAI) in the Thai Population

Protocol Number 1D 09-45-24
Principai lnvestigator Miss. Supreeda Menkong
Official Address Department of Nursing

Faculty of Medicine. Ramathibod; Hospital
Mahidol University

The aforcmentioned project has been reviewed and approved by Committee on
Human Righis Related to Researches Involving Human Subjects, based on the
Declaration of Helsinki.

Signature of Chairman é —
- (P e

Committee on Human Rights Related to LT L~ - LN Lal o corstoeioi - e mmmrnmim n s e

Researches Involving Human Subjects Prof. Krisada Ratana-olarn, M.D.. FRCS']. FICS.
Gl ValLaeddfhil

Plpdatiireatiene 00000 Gt D T

Prof. Prakit Vathesatogkit. M.D).. ABIM..FRCP.

Date of Approval September 18, 2002
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Tns. (652) 245-5704, 201-1296 Tniens (862) 246-2123

Faculty of Medicine, Ramathibodi Hospital, Mahidol University

Rama VI Road, Bangkok 10400, Thailand
Tel. (662) 245-5704, 201-1296 Fax {(662) 246-2123

Documentary Proof of Ethical Clearance Committee on Human Rights
Related to Researches Involving Human Subjects
Faculty of Medicine, Ramathibodi Hospital, Mahidol University

No. 990/2002 (D)

Title of Project Psychometric Analysis of Family Care Action Index
(FCATI) in the Thai Population

Protocol Number 1D 09-45-24
Principal Investigator Miss. Supreeda Monkong
Official Address Department of Nursing

Faculty of Medicine,Ramathibodi Hospital
Mahidol University

Informed consent form (English version)
Caregiver Information Sheet

Caregiver of Cognitive Impaired Older Person
Information Sheet

4. Patient Information Sheet

Document reviewed

AN

The aforementioned documents have been reviewed and acknowledged by
Committee on Human Rights Related to Researches Involving Human Subjects,
based on the Declaration of Helsinki.

Signature of Chairman
Committee on Human Rights Related to
Researches Involving Human Subjects

Signature of Dean

Prof. Prakit Vathesatogkit, M.D., ABIM. FRCP.

Date of Approval October 16, 2002
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Appendix D

Consent Form (English and Thai)
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Informed Consent Form

Study Title: Psychometric Analysis of Family Care Actions Index (FCAI) in Thai
Population

Principal Investigator: Supreeda Monkong, RN, MSN

Subject Name:

Subject Age:

Subject’s Consent
Subject Name has known the details of the study clearly,
including the benefits and risks of the study. [ am willing to participate in this study.
For any questions about the study, I can always ask the researcher. I may refuse to
participate or withdraw from this study at anytime. Additionally, the researcher will
keep my personal information confidentially and disclose only in the form of research
conclusion. My personal information will be used for academic purpose only.

Signature of participant
Signature of witness
Signature of witness

Date

Researcher’s Explanation

I have clearly explained the details of the study to the participant, including the
benefits and risks that might have.

Signature of investigator

Date

In case that the participant is unable to read, the researcher must read all the
informations in this consent form to the participant. The participant will sign or print
his/her fingerprint to consent in this study.
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Patient Information Sheet

Study Title: Psychometric Analysis of F amily Care Actions Index (FCAI) in Thai
Population

Principal Investigator: Supreeda Monkong, RN, MSN

Co-investigator: Deborah Messecar, RN, PhD
Deborah Eldredge, RN, PhD
Nancy Perrin, PhD

Place: Ramathibodi Hospital

Contact Person:

For questions about this study, contact the researcher, Supreeda Monkong at
0-2552-8204. If you have any questions about your rights as a research participant,
you may contact Ramathibodi Human Subject Protection Office at 0-2201-1544

Funding Source or Sponsor: N/A

Background

Currently, more older persons are being admitted to the hospital. However,
they usually stay in the hospital for only a shorter period of time and most of their
recovery period are spent at home. Families are the main providers of care to the older
persons and are expected to ease the transition from the hospital to the home. There is
a need for health care providers to understand and support the roles that family
members assume during hospitalization and transition period. Yet, there is no family
caregiving measure during hospitalization in Thailand. The Family Care Actions Index
(FCALI), which measures family care actions during hospitalization, has never been
tested in Thai culture. This is the first study to determine psychometric properties of
the FCAI use in the Thai culture.

Purpose

The purpose of the study is to know whether a questionnaire, the Family Care
Actions Index (FCALI), really captures what kind of things you have done to help your
older family member while he/she has been in the hospital.

Procedure:
In order to proceed with this study, both you and your caregivers are willing to
participate. Your participation involves:
1. Giving permission to talk with your caregiver about what kinds of thing
he/she has done in caring for you while you are in the hospital and 2 weeks
after you are discharged home.
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2. Giving permission to review your hospital medical record for information
such as diagnosis, treatment plans, and how are you doing at the time of
hospital discharge.

You will not be asked any questions. Interviews will be administered to your
caregiver at the day before discharge, the day after discharge, and 2 weeks later at
outpatient clinic. The total time involvement, should your caregiver agree to
participate, will be 2 to 2.5 hours.

Benefits and Risks

You may or may not personally benefits from participating in this study.
However, your caregivers may contribute new information, which may benefit
hospitalized elders and caregivers in the future.

There are no anticipated risks for your caregivers in completing the
questionnaires. It is possible that some of the questions may seem very personal and
make your caregiver feel uncomfortable. Your caregiver may refuse to answer any of
the questions or withdraw from the study at anytime.

Confidentiality

Efforts will be made to keep your personal information confidential. Neither
your name nor your identity will be used for publication or publicity purposes. The
information from your hospital medical record will not be shared with your family
members. Research records may be reviewed and/or copied by the Oregon Health &
Science University Institutional Review Board and Ramathibodi Human Subject
Protection Office. Under Oregon Law, suspected elder abuse must be reported to
appropriated authorities.
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Caregiver Information Sheet

Study Title: Psychometric Analysis of Family Care Actions Index (FCALl) in Thai
Population

Principal Investigator: Supreeda Monkong, RN, MSN

Co-investigator: Deborah Messecar, RN, PhD
Deborah Eldredge, RN, PhD
Nancy Perrin, PhD

Place: Ramathibodi Hospital

Contact Person:

For questions about this study, contact the researcher, Supreeda Monkong at
0-2552-8204. If you have any questions about your rights as a research participant,
you may contact Ramathibodi Human Subject Protection Office at 0-2201-1544

Funding Source or Sponsor: N/A

Background

Currently, more older persons are being admitted to the hospital. However,
they usually stay in the hospital for only a shorter period of time and most of their
recovery period are spent at home. Families are the main providers of care to the older
persons and are expected to ease the transition from the hospital to the home. There is
a need for health care providers to understand and support the roles that family
members assume during hospitalization and transition period. Yet, there is no family
caregiving measure during hospitalization in Thailand. The F amily Care Actions Index
(FCATI), which measures family care actions during hospitalization, has never been
tested in Thai culture. This is the first study to determine psychometric properties of
the FCAI use in the Thai culture.

Purpose

The purpose of the study is to know whether a questionnaire, the Family Care
Actions Index (FCAI), really captures what kind of things you have done to help your
older family member while he/she has been in the hospital.

Procedure

In order to proceed with this study, both you and the older person you care for
are willing to participate. Your participation as the caregiver involves responding to
the questionnaires. These questionnaires are about what is it like for youto be a
caregiver of an older person in the hospital and 2 weeks after he/she is discharged
home. The questions will be answered in interviewed format.
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1. The first interview will take place while the older person you provide care
to is in the hospital.

2. The second interview will be a follow-up telephone call on the day after
discharge.

3. The third interview will take place in outpatient clinic 2 weeks later.

The first and the third interview will take approximately 1 hour to complete.
The second interview will take 10-15 minutes. The total time involvement will be 2 to
2.5 hours.

Benefits and Risks

You may or may not personally benefits from participating in this study.
However, by serving as a subject, you may contribute new information, which may
benefit hospitalized elders and caregivers in the future.

There are no anticipated risks involved in completing the questionnaires. It is
possible that some of the questions may seem very personal and make you feel
uncomfortable. You may refuse to answer any of the questions or withdraw from the
study at anytime.

Confidentiality

Efforts will be made to keep your personal information confidential. Neither
your name nor your identity will be used for publication or publicity purposes. The
information you provide will not be shared with your older person you provide care to,
doctors or nurses. Research records may be reviewed and/or copied by the Oregon
Health & Science University Institutional Review Board and Ramathibodi Human
Subject Protection Office. Under Oregon Law, suspected elder abuse must be reported
to appropriated authorities.
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Caregiver of Cognitive Impaired Older Person Information Sheet

Study Title: Psychometric Analysis of Family Care Actions Index (FCAI) in Thai
Population

Principal Investigator: Supreeda Monkong, RN, MSN

Co-investigator: Deborah Messecar, RN, PhD
Deborah Eldredge, RN, PhD
Nancy Perrin, PhD

Place: Ramathibodi Hospital
Funding Source or Sponsor: N/A

Contact Person:

For questions about this study, contact the researcher, Supreeda Monkong at
0-2552-8204. If you have any questions about your rights as a research participant,
you may contact Ramathibodi Human Subject Protection Office at 0-2201-1544

Background

Currently, more older persons are being admitted to the hospital. However,
they usually stay in the hospital for only a shorter period of time and most of their
recovery period are spent at home. Families are the main providers of care to the older
persons and are expected to ease the transition from the hospital to the home. There is
a need for health care providers to understand and support the roles that family
members assume during hospitalization and transition period. Yet, there is no family
caregiving measure during hospitalization in Thailand. The F amily Care Actions Index
(FCALI), which measures family care actions during hospitalization, has never been
tested in Thai culture. This is the first study to determine psychometric properties of
the FCAI use in the Thai culture.

Purpose

The purpose of the study is to know whether a questionnaire, the F amily Care
Actions Index (FCAT), really captures what kind of things you have done to help your
older family member while he/she has been in the hospital.

Procedure

In order to proceed with this study, you are willing to participate. Your

participation as the caregiver involves:

1. Giving permission to review the older person’s hospital medical record for
information such as diagnosis, treatment plan, and how is your older person
doing at the time of the hospital discharge.

2. Completing the questionnaires: the questions will be answered in
interviewed format. These questionnaires are about what is it like for you
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to be a caregiver of an older person in the hospital and 2 weeks after he/she
is discharged home.
2.1 The first interview will take place while the older person you
provide care to is in the hospital.
2.2 The second interview will be a follow-up telephone call on the
day after discharge.
2.3 The third interview will take place in outpatient clinic 2 weeks
later.

The first and the third interview will take approximately 1 hour to complete.
The second interview will take 10-15 minutes. The total time involvement will be 2 to
2.5 hours.

Benefits and Risks

You may or may not personally benefits from participating in this study.
However, by serving as a subject, you may contribute new information, which may
benefit hospitalized elders and caregivers in the future.

There are no anticipated risks involved in completing the questionnaires. It is
possible that some of the questions may seem very personal and make you feel
uncomfortable. You may refuse to answer any of the questions or withdraw from the
study at anytime.

Confidentiality

Efforts will be made to keep your personal information confidential. Neither
your name nor your identity will be used for publication or publicity purposes. The
information you provide will not be shared with doctors or nurses. Research records
may be reviewed and/or copied by the Oregon Health & Science University
Institutional Review Board and Ramathibodi Human Subject Protection Office. Under
Oregon Law, suspected elder abuse must be reported to appropriated authorities.
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