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ABSTRACT

TITLE: Development of The Thai Family Care Inventory

AUTHOR: Virapun Wirojratana
werrovens  (pdoce /’? ,%M{zf

Barbara J. Stewart, PhD, Professor

The purpose of this study was to develop the Thai version of Archbold and
Stewart’s Family Care Inventory (FCI) and to evaluate its reliability and construct
validity. The appropriateness of the FCI concepts for the Thai caregivers was confirmed.
Back-translation was employed. Results showed that most scales met the .70 reliability
criterion. Evidence of construct validity was strongly or moderately supported for most
hypotheses, but not for mutuality and rewards of family care. Results indicated that
caregiver role strain is a relevant concept for Thai caregivers. Preparedness and
predictability were negatively related to caregiver role strain. Role transitions may be
important times to target interventions. Conceptualization and measurement of mutuality

and rewards of family care need further study.
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CHAPTER 1
INTRODUCTION

The population of Thai elders over the age 55 is projected to increase from 5.5
million in 1990 to 19.6 million by the year 2025. According to Frances and Kinellar
(1992), this increase in the elders population from 9.7 % of the population to 21.7 % is a
larger percentage increase than projected in the overall Thai population. Projections for
the year 2020 indicate that 22% of the population will be age 55 and over, making Thai
elders one of the fastest growing elderly populations in Asia.

Projections of increases in the numbers of elders in the population of Thailand has
been influenced by reduced fertility rates and improved life expectancy, which are related
to family planning policies, improvements in public health, urbanization, and a higher
standard of living (Francese & Kinsella, 1992). The total fertility rates of Thailand in
1964-1965 and 1990-1995 were 6.3 and 2.2 respectively. It is expected to be 1.8 in 2015-
2020 (Jitapunkul & Bunnag, 1997). The life expectancy at birth for the Thai population
has been increasing, as a result of improvements in infant and childhood mortality, has
been increasing. In 1974-1976 the life expectancy at birth of males and females was 58
and 63.6 years respectively. In 1985-1989, life €xpectancy was 65.6 years for males and
70.9 years for females. In 1991-1996, life expectancy had increased to 70 years for males |
and 75 years for females (National Statistical Office, 1998). Thus declining fertility rates
and improving life expectancy have combined to increase the proportion of elders in the
Thai population.

Thai elders have major health issues. Physical problems for Thai elders include

cardiovascular disease, stroke, diabetes mellitus, fatigue, cancer, bone fractures and



paralysis. Mental health problems include depression, anxiety, mood disturbance and
cognitive impairment (Institute of Geriatric Medicine, 1993). A survey of perceived
health status in Thai elders found that 31.1% of elderly persons perceive their health
status as fair and 29.3% reported their health status as poor (Choprapavan, Songkak,
Chayovan, & Jiravatkul, 1995). These results indicate that the health of 60% elders is not
good and they are moving toward a dependent status.

The history of Thailand stretches back more than 2,500 years. In recent year,
Thatland has been changing from an agricultural economy to an industrial economy. One
of the fundamental changes resulting from industrialization is the shift in the economy
from family enterprises to wage-based employment. The rapid economic growth during
the past two decades has resulted in dramatic socio-cultural changes (Chang, 1992). New
employment patterns have created smaller households (Jitapunkul & Bunnag, 1997).
Modemization is also changing a new generation’s norms and values to individualism
rather than interdependent relationships (Goldstein & Beall, 1981). In 1990, a national
survey found that households in the municipal areas of the 75 provinces consisted 67%
nuclear families, 21% extended families and 12% unrelated individuals. Households in
non-municipal areas consisted of 68% nuclear families, 28% extended families, and 5%
unrelated individuals (National Statistic Office, 1994). This study shows that the
proportion of nuclear families is larger than that of extended families.

Despite this shift in family structure away from extended families in the general
population, the picturé for elders is somewhat different. According to Knodel,
Amornsirisomboon and Khiewyoo (1997), a survey of elders in Thailand found that 4%

live alone, 12% live with spouse only, 50% live with spouse and children or others, and
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34% live with children or others. This survey also indicated that 72% of Thai elders live
with their children. Those who do not live with their children generally receive frequent
visits and/or substantial support from their children. Only a small proportion of elders
live alone in residential homes. More commonly, neighbors take in elders without
children. Thai families are primary resources in caring for elders. Several reasons have
been given to explain this situation.

First, elders still need family members to take care of them. Choprapavan, et al.,
(1995) survey of the perspective of elders who need care found that 96.2% of elders have
relatives to take care of them. Second, about 96% of Thai people are Buddhist. Thai
Buddhists believe that the adult children are obligated to provide care for their parents
and to respect elders (Payutto, 1997). Buddhist beliefs lead the people to feel responsible
for care of elders.

Lastly, the problems encountered by Thai elders are with health care services,
which are inadequate and insufficient to serve them. In Thailand, the health care system
is comprised mainly of hospitals, which provide both acute care and long-term care.
Currently, the number of beds is inadequate because of the population growth. Many
hospitals have a policy of discharging patients early due to lack of beds and the
increasing cost of health care. Therefore many families have to care for the elders at
home (Maneewon, Sujinda, Panutas, & Pisansuthidad, 1994). Long-term facilities also
have limited resources to serve elders. The government has not expanded the federal
nursing home program because it is not considered appropriate in Thai culture.
Sangtanchain’s (1993) survey showed that Thai people have a negative attitude towards

nursing homes. Thai people expect that elders must be taken care of by their child or
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other family members. In addition, there is a high cost of this strategy over the long term.
These reasons explain the increase in family responsibilities in caring for their elders.

The policy on health care of the aging was addressed in the eighth 5-year National
Health Development Plan (1997-2001). This policy mandated extending the position
description for community nurses to include home visits to elders. Nurses realized that
home visits for elders are a new concept in Thailand. Because the Thai family is the
primary caregiver (CG) for elders, nurses consider their focus should be the needs and
health status of both elders and family CGs. Thai nurses have stated an interest in family
caregiving and want to explore this area to increase the nursing knowledge base.
Conceptual frameworks used by nurse researchers studying family caregiving in Thai
culture have included Orem’s Self-care Theory (Suwanno, 1998) as well as a
combination of Roy’s Adaptation Theory and Lazarus and Folkman’s Stress and Coping
Theory (Cheewapoonphon, 1998; Gasemgitvatana, 1994; Sakunhongsophon, 1997;
Sithimongkol, 1998), and combination of Orem’s Self-care Theory and Stress and
Coping Theory (Choum, 1994; Phokudsai,1997; Tirapatwong, 1997). Qualitative studies
have explored the positive aspects of family caregiving using exchange theory (Caffrey,
1992) and using ethnography (Kespichayawattana, 1999).

Family caregiving situations are very complex. Given and Given (1991),
suggested that family CG’s reactions to the caregiving process have both negative and |
positive aspects. Studies in Thailand have a limited perspective in exploring the family
caregiving phenomena. Studies should seek to balance the negative and positive aspects
of family caregiving (Farran, Kaeane-Hagerty, Salloway, Kupferer, & Wilken, 1991;

Motenko, 1989; Polit & Hugler, 1995). Stress and coping theory focuses on intra-
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individual aspects which view caregiving as stressful. Therefore stress and coping theory
provides information mainly on the negative aspects of caregiving (Inoue, 1995).
Exchange theory explains caregiving as activities that persons perform to pay back
previous debts or because they experience a benefit from providing care (Caffrey, 1992).
The author’s opinion from experiencing Thai culture and nursing practice is that
exchange theory may not be appropriate to explore family caregiving phenomena in
Thailand because the majority of CGs caring for elders do not perceive a reciprocal
exchange between the CG and the elder. Rather the CGs have a role in caring for elders,
which is a strong social norm. Furthermore, family studies in Thailand need to explore
middle range theories, which may guide specific nursing practice.

Another theory to be considered in understanding family caregiving is role theory.
Role theory as applied to caregiving is a middle range theory, focusing on interactions
between an individual and others. One important aspect of this theory is that people fulfill
roles based upon cultural, familial, and social expectations (Hardy & Conway, 1978).
Such a theoretical view may broaden our understanding in the analysis of Thai family
caregiving. In addition, caregiving is a strong social norm in Thai culture but the family
CGs may not know how to enact the role and manage the complexity of the elder’s health
problems. The nurse researcher needs to be able to measure these aspects of care that are
difficult for families and those aspects that go well so that interventions can be targeted to
the aspects where CG’s feel the most difficulty.

The Family Care Inventory (FCI ) by Archbold and Stewart (1986), derived from
Role Theory focuses on both negative and positive responses to family care. Their

conceptual model of family care is shown in Figure 1. The FCI is a relatively
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comprehensive measure of the phenomena of family care in the U.S and has shown good
psychometric properties (Archbold, Stewart, Greenlick, & Harvath, 1990, 1992;
Archbold, Stewart, Harvath, & Lucas, 1986; Archbold et al., 1995). However, it is
mmportant that concept equivalency and concept differences be established before
attempting to use the same instrument to measure a concept in a different culture (Munet-
Vilaro & Egan, 1996). If nurse researchers introduce the measurement techniques and
instrumentation from the U.S. without sufficient consideration of their appropriateness
for a different cultural setting, they may misunderstand phenomena and misinterpret the
results of their studies. Such misinterpretations, if used to guide nursing practice, may
have adverse effects. Therefore, prior to translating FCI scales from English to Thai, a
review literature was done to evaluate the relevance of concepts measured in the FCI to
Thai culture. The specific aims of this study are:

Aim 1. To evaluate the internal consistency of the Thai version of the FCI family care
scales.

Aim 2. To present descriptive statistics on the FCI Scales for Thai family CGs.

Aim 3. To evaluate the construct validity of the Thai version of FCI scales by testing
hypotheses about the relationship among concepts as shown in Table 1.

Aim 4. To evaluate internal consistency, descriptive statistics and construct validity of

two new scales: Strain from feelings of guilt and rewards of spiritual fulfillment.



CHAPTER 2
REVIEW OF THE LITERATURE

In this section, the history of developing the FCI and the research projects using
the FCI will be presented as well as preliminary work of the researcher. In addition,
literature from the U.S., Canada and Thailand will be reviewed focusing on eight family
care concepts as well as both the SF-36 Health Survey and the Center for
Epidemiological Studies Depression Scale (CES-D).
Summary of the Family Care Inventory and lIts Conceptual Framework

The conceptual framework for the Family Care Inventory (FCI), originally called
the Family Caregiving Inventory is based in part on the qualitative work of Archbold,
1982, and in part on role theory. As a basis for exploring family care to frail elders,
Archbold and Stewart developed a conceptual framework in the early to mid 1980’s
which postulated that selected characteristics of the CG, care receiver (CR), and the
dyadic relationship between the two influence the nature of the caregiving role. The
nature of caregiving role in turn influences the response to family care -- CG role strain
and rewards of caregiving. These responses to family care influence the outcome of CG’s
health. Archbold and Stewart’s team developed measures of seven key concepts in family
care including mutuality, preparedness for family care, amount of family care, help from
others in family care, predictability, CG role strain and rewards of caregiving. These
measures were systematically reviewed by a panel composed of experts in the areas of
gerontology, family caregiving and methodology (Archbold et al., 1986). Two measures
of CG role strain, tension in the relationship between the CG and CR and the CG’s

feelings of being manipulated, which were developed by Montgomery and Borgatta



(undated), were used in the FCI (Archbold, 1991). The results of quantitative pretesting
with 50 CGs and care-receivers indicated that nearly all measures had Cronbach’s alpha
> .70 and most hypotheses about the relationships between concepts being measured
were supported (Archbold, 1991).

During 1985-1987, Archbold and Stewart conducted a longitudinal study to assess
the relationships among the key family care concepts over a 9-month period following an
older person’s discharge from the hospital. High levels of mutuality were strongly
associated with lower levels of most aspects of CG role strain, but mutuality declined
over time as well (Archbold, 1991).

Between 1990 and 1995, the FCI was used in three studies to examine family care
in Alzheimer’s disease and Parkinson’s disease, as well as in a pilot study of the PREP
(Preparedness, Enrichment, and Predictability) intervention for families caring for elders
referred for skilled home health services. In addition, the FCI was translated and
modified by Inoue (1995) to become the Japanese Family Caregiving Inventory (JECI).

Currently, there are three ongoing studies using the FCI: the Parkinson’s Spouses
Project, the African American Caregiving Study and the Family Care Study. In the
Parkinson’s Spquses Project (1992-present), the FCI was used to collect longitudinal
family care data from spouses of persons with Parkinson’s disease (Carter, Stewart &
Archbold et al. 1998). From 1996 to the present, Waters, Stewart, Archbold, Miller and
Li collaborated to explore the psychometric qualities of the FCI in African American
families. The study is in progress. Archbold, Stewart, Hornbrook and their research team
are currently conducting the family care study, which is designed to evaluation the PREP

intervention as implemented by home health nurses.



Evaluating Content Validity

In order to determine that concepts measured in the FCI scales exist in Thai
culture and that each item is appropriate and represented in Thai family caregiving, I
reviewed the literature documenting family caregiving in Thailand including popular
books, published personal journals, magazines, and research journals and reports. These
sources provided both an emic perspective, focusing on meanings attributed to behavior
within a particular culture, and an etic perspective, focusing on meanings which span
diverse cultures as universals (Karno, Burnam, Escobar, Hough, & Eaton, 1983). In
addition, as a part of a reading and conference course, I conducted interviews with three
Thai home health nurses to explore whether or not each item in the FCI scales
represented Thai caregiving phenomena.

Brislin (1986) suggested that researchers who use an existing instrument in
another culture may need to modify some items and to add other new items. The items
should capture additional aspects of a phenomenon in addition to those investigated by
the original instrument. In this procedure,‘researchers use the emic-etic distinction to their
benefit. Take the example of a two-culture comparison.“Etié’refers to a phenomenon, or
aspects of phenomenon, which have a common meaning across the culture under
investigationi’ (p.140). Based on the literature reviewed and the nurse experts experiences,
the concepts measured by FCI scales do exist in Thai culture and most items seem to be
appropriate and represent Thai family phenomena. However, two concepts were
identified which were not measured by FCI scales; therefore, two new measures

including strain from feelings of guilt and rewards from spiritual fulfillment were
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were developed for the Thai F CL Further, rewards from others, developed by Inoue
(1995) for family CGs in Japan, was added to the Thai FCI.

Literature from the U.S., Canada and Thailand was reviewed, focusing on eight
concepts including mutuality, preparedness, amount of care activities, amount of help
from others, predictability, amount of negative life style change, CG role strain and CG
rewards. The cultural appropriateness of these concepts and measures of family care of
elders in Thailand was evaluated. The SF-36 health survey and the CES-D are also
reviewed.

In evaluating the cultural appropriateness of each concept, five questions were
considered. First, has the concept been studied in Thailand? Second, have Thai measures
for the concept been developed? Third, what findings have been reported about the
concept in the Thai literature? Fourth, what are the opinions of nurse experts about the
concept and its relevance in Thailand? Finally, if there is a Thai measure for the concept,
why has a scale from the FCI been chosen to measure the concept in this dissertation?
Mutuality

Many researchers have found that the quality of the relationship between the CG
and CR is an important aspect of family caregiving (Archbold, 1991; Hirschfeld, 1983;
Motenko, 1989; Mui, 1995; Peters-Davis, 1999; Pruchno, 1990; Townsend, 1995;
Whitbeck, 1991). Mutuality is one concept that has been used to describe the quality of
relationships. Hirschfeld’s qualitative study (1983) of 30 demented elderly and family
CG dyads described mutuality as: “the CG’s ability to find gratification in relationship
with the impaired person and meaning from caregiving situation” and “the CG’s ability to

perceive the impaired person as reciprocating by virtue of his or her existence” (p.26).
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Lynch-Sauer’s (1990) study of the experience of caring for a family member with
Alzheimer’s disease described mutuality as shared vision, goals or sentiments. “Mutuality
occurs when the individual believes that others share their vision and perceptions. This
results in a sense of acceptance and ability to develop rapport with others™ (p.9).
Archbold, Stewart, Greenlick and Harvath’s (1990) study defined mutuality as the
positive quality of the relationship between a family CG and a CR. Based on qualitative
data, mutuality has four dimensions including love and affection, shared pleasurable
activities, shared values, and reciprocity.

Several researchers have used different concepts to explain the quality of CG and
care-receiver relationships. Horowitz and Shindelman’s (1983) study of 203 primary CGs
caring for an older relative indicated that affection influences caregiving. Affection refers
to “the quality of the CG-older relative relationship as perceived by the CG. It is the
degree to which the latter has positive feelings towards the older person and experiences
their relationship as close and enjoyable” (p.9). From the literature reviewed on later-life
family relationships, Townsend and Franks (1995) developed 18 statements describing
the quality of the CG’s present relationship with the care recipient. Factor analysis was
conducted and the researchers identified emotional closeness as a measure of the quality
of a relationship. Emotional closeness includes feelings of affirmation and affection, and
fundamental facets of intimate ties (as cited in Fearon, Donaldson, Burns, & Tarrier,
1998). Morrison, Morrison and Britton’s (1988) study of spouse CGs of dementia
sufferers identified intimacy as a characteristic of a marital relationship. This concept has
five dimensions including affection, cohesion, expressiveness, compatibility and conflict

resolution. Motenko (1989) used the concept of marital closeness. Allen, Goldscheider
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and Ciambrone (1999) identified the concept of emotional closeness in marriage. This
concept is operationalized as the nomination of the spouse as confidante.

Bengtson and Schrader (1989) studied the quality of the relationship between
parent and child. They created the Positive Affect Index to assess general closeness,
similarity in views about life, and getting along and doing things together (as cited in
Yates, Tennstedt, &. Chang, 1999). Carruth and colleagues (1996) studied 12 CGs of
elderly parents to develop the CG reciprocity scale. Reciprocity was defined as an
intergenerational exchange of assistance and support between an adult child and parent.
Carruth and her colleagues conducted a factor analysis of 30-item scale with 303 adult
children of elderly parents or in laws. They found four dimensions of reciprocity,
including warmth and regard, intrinsic rewards of giving, love and affection, and balance
within the family.

The quality of the relationship has been measured by a single item by asking the
CG to rate the quality of his or her current relationship with the CR. This is used for
assessing the quality of the relationship between the parent and child (Mui, 1995;
Whitbeck, Simon, & Conger, 1991) and spouses (Pruchno, 1990).

An analysis of the Mutuality Scale developed by Archbold, Stewart, and
colleagues (1986, 1990, 1992) found many reasons to support choosing this instrument
for the Thai FCI. Mutuality is defined more broadly than other researchers’
conceptualization of the CG/CR relationship. The concept of mutuality and the scale to
measure it has four dimensions. These dimensions appear to capture the phenomena of
the positive quality of relationships. In addition, the mutuality scale has scientific merit.

Strong evidence for its content validity is apparent from the procedures used in its
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development. Items were derived from qualitative interviews with CGs and CRs;
therefore, these items are imbedded in the family’s experiences. The questions and
responses also use the CGs’” and CRs’ own words (personal communication, P. G.
Archbold, 1990 as cited in Levine, 1993). Evidence of both construct validity and
reliability was obtained in a longitudinal study of 78 older caregiving dyads. Support for
construct validity was obtained by testing the hypothesized relationships between
mutuality and CG role strain. As predicted, hi gher scores on mutuality were associated
with lower strain from direct care, increased tension, feelings of being manipulated,
mismatched expectations, role conflict and global strain. However, mutuality was not
associated with strain from worry, lack of resources or economic burden. Cronbach’s
alpha for the mutuality scale was .91, and the stability over an 8 months was evidenced
by a correlation of .79 (Archbold et al., 1990). In other studies the internal consistency
reliability of mutuality was high; in spouses caring for a partner with Parkinson’s disease
(Carter et al., 1998), spouses of persons who had heart bypass surgery (Kneeshaw,
Considine, & Jennings, 1999), and CGs of persons receiving parenteral nutrition (Smith,
1994) reliability estimates were .95, .93 and .94 respectively.
Cultural Appropriateness of Mutuality in Thailand

In Thailand, several authors have defined the quality of the family relationships.
Sangtong (1983) characterized the positive quality of family relationships as harmony, ‘
love and coherence. Panitpan (1984) stated that the quality of family relationships
includes love, attachment and closeness between parent and child, as well as with
relatives and other people who live within the family. The quality of relationship has both

positive and negative aspects that affect the family. Nuichan (1987) defined the
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relationships of elders and family members as including shared activities,
communication, an exchange of opinions and experiences, acceptance of each other,
reciprocity, love, attachment and lack of conflict. Enz and Rongsopasakul (1998)
conducted a qualitative study of 36 adult-child, spouse and relative CGs of elders, and
defined the positive quality of the relationship between CG and CR as love,
understanding, sympathy, willingness to help, and acceptance. The interviews indicated
that the quality of relationship had changed since the caregiving relationship was
established. More than half of the CGs reported that their relationships were the same as
in the beginning of caring, but some CGs reported that the quality of their relationship
with the CR was getting worse due to the burden from caring for the elderly relative.
From the elderly CR’s perspective, almost all reported the positive quality of relationship
with the CG was the same. However, two of the elders perceived that their relationship
got better. Only one of elders reported that their relationship was getting worse.<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>