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ABSTRACT 

HEALTH-RELATED QUALITY OF LIFE OF 

 RURAL THAI FAMILY CAREGIVERS 

By 

Saowaluk Netchang 

Background/Purpose: The number of older Thai people is projected to increase every year, and 

most of them experience problems, such as changes in mental and physical status. They also 

need help with activities of daily living. Increasing dependence of chronically ill elders results in 

a need for more family members to care for them. Studies have shown that family caregivers 

experience physical difficulties as a result of assisting with elders’ increasing impairments and 

behavioral problems. Caregivers’ functional status as an ability to perform their own daily life 

tasks was considered to be one of the important variables in the caregiving role that may 

influence caregiver health-related quality of life (HRQOL). The primary purpose of the study 

was to examine a model in which selected family caregiver and elderly care recipient (ECR) 

characteristics were hypothesized to predict HRQOL among rural Buddhist Thai family 

caregivers. Framework: The study was guided by the revised Wilson and Cleary model for 

HROQL, a conceptual model of client outcome assessing caregiver HRQOL. Specific Aims: To 

examine (1) the relationships among the following variables: family caregiver characteristics 

(age, sex, relationship to ECR, religious activities, chronic health conditions, household income, 

and social support), ECR characteristics (age, sex, levels of physical disability, and ECRs’ 

symptoms), length of caregiving, caregiver tasks of care, rewards of caregiving, and caregiver 

functional status; (2) the relationships among family caregiver characteristics, ECR 

characteristics, selected variables from Specific Aim 1, and overall HRQOL of rural Buddhist 

Thai family caregivers; and (3) whether the relationship between family caregiver functional 



 

 

 

status and overall HRQOL of family caregivers is mediated by the rewards of caregiving, 

controlling for all other variables. Methods: This study was a cross-sectional, descriptive study 

conducted from October 2011 to January 2012 at two primary care units in two rural districts in 

the Uttaradit province of northern Thailand. The study sample included rural primary family 

caregivers of ECRs who had one or more chronic conditions and needed assistance for two or 

more ADLs at home for at least three months. A total of 201 family caregivers were included. 

Results: (1) Younger male caregivers with few chronic health conditions and caring for ECRs 

with fewer symptoms were more likely to have better functional status than were older female 

caregivers with more chronic health conditions and caring for ECRs more symptoms. (2). Older 

and spousal caregivers participating in more religious activities, who had few chronic health 

conditions, better functional status, higher perceived social support, and higher perceived 

rewards of caregiving were most likely to have a greater overall HRQOL. (3) Rewards of 

caregiving appear to significantly, partially mediate the relationship between caregiver functional 

status and overall HRQOL. Implications: Positive aspects of caregiving include religious 

activities, social support and rewards of caregiving, and are to be of concern for health care 

teams. Hospital and/or community health care providers are able to improve caregivers’ overall 

HRQOL by offering training programs or discharge plans that include knowledge and skills 

suited to their elders’ conditions. In addition, in wards or primary care units, private rooms with 

the Buddha image for praying or chanting and meditating would allow caregivers to participate 

in religious activities when their elders are admitted. Also, the Ministry of Public Health should 

request an annual budget to fund educational institutes of nursing for research and nursing 

education not only on elders, but also on family caregivers. 
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Chapter 1 

Introduction 

 The ability of family members to continue to provide care for their elderly relatives in the 

context of the demographic and social changes of Thailand has been a critical concern for many 

researchers (Caffrey, 1992; Chan, 2005; Subgranon, 1999; Subgranon & Lund, 2000). While the 

number of elderly continues to rise, the increasing dependence of chronically ill elders results in 

a need for more family members to care for them. The more dependent the elderly are, the more 

difficulties family caregivers experience and the more help they need to provide proper care. 

 The purpose of this study was to examine a relationship in which selected family 

caregivers’ and elderly care recipients’ (ECR) characteristics, including the caregivers’ task of 

care, are hypothesized to influence or be related to Heath-Related Quality of Life (HRQOL) 

among rural Buddhist Thai family caregivers of ECRs with one or more chronic conditions and 

who possessed at least two activity-of-daily living deficits. In chapter 1, the problem statement, 

significance, purposes, specific aims, and an overview of the study are discussed. 

The number of older Thai people is projected to increase every year, and most of these 

people experience problems such as changes in mental status, immobility, sensory deficit, and 

sleep disorders; they also need help with personal activities of daily living (Chan, 2005; Sasat, 

2006). Additionally, more elderly individuals in Thailand have been diagnosed with chronic, but 

manageable conditions such as stroke, cancer, dementia, congestive heart failure, and 

Alzheimer’s disease due to improved medical therapies and technologies (Chan; Jordhoy et al., 

2007; Moons, 2004; Plasqui, 2008). The majority of Thai elders live with family in rural areas 

where there is limited access to formal health care services (Ministry of Social Development and 

Human Security [MSDHS], 2007). 



 

2 

The dramatic increase in the chronically ill, elderly population in Thailand has a 

significant impact on families with ECRs and has resulted in the worsening physical and mental 

health of many family caregivers (Chatcheydang, 2005; Chung, Nsu, Wang, Lai, & Kao, 2007). 

The impact of caregiving on caregivers’ HRQOL may be due to (a) the effect of physical 

exertion that produces muscle strain or pain; (b) negative changes on personal health-related 

activities, such as diet and exercise; or (c) physiological effects of psychological distress on their 

own chronic conditions, such as depression (Chatcheydang; Morimoto, Schreiner & Asano, 

2003; Pinquart & Sorensen, 2007). Studies in Thailand have shown that family caregivers 

frequently experience physical difficulties from direct care, such as muscle strain, low back pain, 

and weakness of arms and legs as a result of assisting with ECRs’ increasing impairments and 

behavioral problems (Chatcheydang). For this study, caregivers’ functional status as an ability to 

perform their own daily self-care and household activities was considered an important variable 

in the caregiving role that may influence their HRQOL.  

In this study, it was hypothesized that family caregivers who care for ECRs with physical 

disability tend to experience problems of caregiver functional status because of the degrees of 

ECR disability, age- and disease-related symptoms, and increased caregiver tasks of care. 

Moreover, this study also investigated whether or not caregiver functional status was influenced 

by various characteristics of caregivers and ECRs, including environmental characteristics such 

as social support, length of care, and the rewards of caregiving perceived by the caregivers. 

Similarly, in the United States and Thailand, more care recipients are elders with an average age 

of more than 60 years and are more often now diagnosed with one of these chronic illnesses: 

cancer, stroke, dementia, or heart disease (Foundation of Thai Gerontology Research and 

Development, FTGRD, 2009; National Alliance for Caregiving, NAC, 2004; 2009). Assistance 
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provided to elders with chronic diseases includes managing instrumental activities of daily living 

(IADLs), along with everyday living and activities of daily living (ADLs) personal care activities 

that may have an effect on caregivers’ ability to care.  

Moreover, age- and disease-related symptoms, such as weakness, pain, fatigue, insomnia, 

poor appetite, cognitive impairment, emotional and psychological behaviors, and so forth, are 

other factors predicting care demands of the elderly (Chan, 2005; Chatcheydang, 2005; Given, 

1995; NAC, 2009; Pinquart & Sorensen, 2007). However, family involvement in tasks of care 

depends on elders’ physical disability in daily self-care activities; each form of involvement 

demanding different skills and capacity, as well as psychological strengths, from family 

members (Given; Given & Sherwood, 2006). Although there have been some U.S. studies that 

have examined caregiver functional status and its relations in terms of physical function 

(Fredman, et al., 2009; Tong et al., 2002), there are few published studies that have specifically 

focused on caregivers’ functional status, influenced factors, and the consequences of providing 

care for elders in Thailand. 

The findings of this study will increase understanding about the relationship between 

caregivers, ECRs’ characteristics, and caregivers’ functional status, particularly in rural Thai 

family populations with few health care facilities. Moreover, the findings from this study should 

provide essential knowledge concerning specific characteristics of caregivers and ECRs—

positive caregiving aspects in rural Buddhist Thai context—that can predict optimal caregivers’ 

health outcome, HRQOL. 

HRQOL Among Family Caregivers 

In Thailand, most family members providing care scarcely know how to care for an 

elderly patient, regardless of the hospital or the institution in which care was given 
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(Chatcheydang, 2005; Jones & Peters, 1992; Subgranon, 1999). In some health care facilities in 

rural areas, family caregivers may not receive adequate information about caregiving at home 

because of insufficient time and a lack of knowledgeable health care professionals 

(Chatcheydang). Under such circumstances, Thai family caregivers of chronically ill elders have 

to find their own way to manage problems regarding the care they provide to their loved ones. 

Caregiving tasks include managing ADLs, administering medication, and providing for other 

needs, such as arranging everyday living -- housework, meal preperation, transportation, grocery 

shopping and financial tasks, for instance (Subgranon & Lund, 2000). In the United States, 1,480 

caregivers reported that 72% of care recipients they cared for are older persons with conditions 

such as Alzheimer’s disease or confusion, cancer, mental or emotional illness, heart disease, and 

stroke; long-term physical conditions are present in 69% of caregiving situations (NAC, 2009). 

On average, caregivers spend 18 to 20 hours per week providing care, which includes 

helping the care recipient get into and out of bed and chairs, assisting with housework, preparing 

meals, administering medications, arranging transportation, shopping for groceries, arranging 

outside services, managing finances, and assisting with personal care tasks such as getting 

dressed, bathing or showering, toileting, dealing with incontinence, and feeding (FTGRD, 2009; 

NAC, 2004). 

Caring for an older individual with chronic conditions such as stroke, cancer, diabetes 

mellitus, arthritis, or mental illness at home can place demands on a caregiver’s physical and 

mental health (Caffrey, 1992; Chaoum, Intarasombat, & Putwatana, 1996; Frias, Tuokko, & 

Rosenberg, 2005) and result in negative consequences to his or her emotional and physical health 

(Barnes et al., 2006; Chatcheydang, 2005; Chung et al, 2007, Given & Sherwood, 2006). In 

2005, Chatcheydang examined a model of relationships between caregivers’ characteristics and 



 

5 

HRQOL of Thai female family caregivers of elder stroke survivors. The study found some 

negative health outcomes, such as anxiety, stress, depression, and fatigue, from providing long-

term care at home. Kurtz, Kurtz, Given, and Given (2004) investigated the impact of cancer 

caregiving at home on caregivers’ mental and physical health over a one-year period with a 

sample of 491 caregiver/ patient dyads. Results showed that caregivers’ personal perceptions of 

three dimensions of their caregiving experience (impact on schedule, lack of family support, and 

social functioning) played a central role as determinants of caregivers’ both mental and physical 

health (Kurtz et al.). 

Consistently, Morimoto et al. (2003) examined the relationship between a caregiver’s 

burden and HRQOL in family caregivers of older stroke patients in Japan. The study found that 

an increased burden from multiple caregiver tasks of care was significantly related to worsening 

HRQOL, particularly worsening mental health. Their results were consistent after controlling for 

caregiver age, sex, chronic illness, average caregiving hours per day, and functional dependence 

of the care‐recipient. 

Similarly, in relation to the overall HRQOL of caregivers, Kim and Given (2008) 

reviewed literature on the quality of life of cancer survivors’ family caregivers during the acute 

phase (the period of diagnosis and treatment up to two years postdiagnosis), middle or long-term 

survivorship phases, and the bereavement phase (one year posttreatment). Their findings 

suggested that the quality of life of family cancer caregivers frequently varied along the illness 

trajectory, just as the various types and amounts of assistance provided by caregivers varied, 

indicating that further testing of family-based interventions across the trajectory of the illness 

was needed (Kim & Given). Authors have concluded that family caregivers frequently 

experience various problems from their caregiving experiences, including conflict within their 
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social roles, restrictions of activities, strain in marital and family relationships, psychological 

distress, and diminished physical health (Kim & Given; Haley, LaMonde, Han, Burton, & 

Schonwetter, 2003). Caring for the ECR with a positive attitude creates an overall sense of 

satisfaction toward the experience and may help family caregivers to recognize the rewards of 

caregiving. Rewards of caregiving may associate with the caregiver’s ability to perform their 

daily life tasks and to care for the ECR. In addition, the caregivers’ ability to provide care may 

also relate to their own quality of life, which is multidimensional and includes psychological, 

mental, social, physical, spiritual, and behavioral components, not only during the time that they 

are providing care but also throughout the trajectory of the illness.  

Additional factors that may serve as either direct or indirect determinants of caregiver 

HRQOL can include ECR characteristics—such as the extent of their symptoms, their disability 

in personal care and everyday living, the severity of their health conditions, the types of 

treatments and comorbidity—and caregiver characteristics—such as relationship to the ECR, 

education, the length of care, and a positive aspect, the rewards of caregiving (Barnes et al., 

2006; Blanes, Carmagnani, & Ferreira, 2007; Chatcheydang, 2005; Chung et al. 2007; Kurtz et 

al., 2004; Northhouse, Kershaw, Mood, & Schafenacker, , 2005; Rees, O’Boyle, & MacDonagh, 

2001; Riedijket al., 2006). As shown in Chung et al.’s (2007) study, authors found elderly ADLs 

deficits, sex, marital status of caregivers, and the presence of a primary caregiver to be 

significant predictors of HRQOL of caregivers of chronically-ill elders. In the study of Chung et 

al., most Taiwanese caregivers were female spouses who professed having religion, shared good 

relationship with elders, had high functional status, and reported moderate HRQOL. 

 In Thailand and many other countries, caring for elderly persons with chronic illness has 

become increasingly complex because of the increased number of age-related, preexisting 



 

7 

comorbid conditions many elders possess, which require more aggressive treatment protocols 

and prolonged survival periods after diagnosis (Chatcheydang, 2005; Chung et al, 2007; Given & 

Sherwood, 2006). Because more caregiving for chronic disease is now provided in home 

settings, increased involvement in managing medication and finances and in arranging outside 

services is frequently needed from family members. It is important for family members to 

coordinate and actively participate in providing assistance with everyday living and personal care 

for loved ones with chronic conditions (Chung et al.; Subgranon & Lund, 2000). 

It has been demonstrated that a chronic illness experience can affect not only the 

individual but also his or her family and friends (Given & Sherwood; Markowitz, Gutterman, 

Sadik, & Papadopoulos, 2003; Morimoto et al., 2003; Pinquart & Sorensen, 2007). However, it 

remains largely unknown what most significantly influences HRQOL levels for Thai elderly 

caregivers (Chatcheydang; Sasat, 2006). Little is known about how ECRs’ and caregivers’ 

characteristics and other caregiving aspects subsequently influence caregivers’ functional status 

and their HRQOL, particularly in rural Thailand settings where there are fewer health care 

facilities (Barnes et al., 2006; Blanes et al., 2007; Chatcheydang; Sasat). 

 In Thailand, there are few research and supportive services focused on family caregivers 

of chronically ill elders. Most prior studies have focused on caring for these elderly patients in 

hospital settings (Sasat, 2006; Subgranon, 1999). The family caregivers of chronically ill elders 

are briefly instructed on how to care of their relatives at home before hospital discharge 

(Subgranon). Since 1993, some stroke survivors have been visited by home health-care teams, 

including physicians, nurses, nutritionists, and social workers, every three months. However, 

these home health-care programs are mainly focused on the patients’ needs and not those of the 

caregivers, with most programs in Bangkok and several big cities. No current, established 
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special-supportive programs are known that directly aim to reduce psychological and physical 

effects on rural family caregivers and/or enhance caregivers’ functional status and HRQOL 

(Chatcheydang, 2005; Subgranon; Subgranon & Lund, 2000). 

 Regardless of whether or not family caregivers experience a positive or negative health 

outcome, caregiving influences the caregivers’ overall life experiences. Because caregiving for 

chronically ill persons, particularly elders, is a long-term commitment for family caregivers and 

their loved ones, such commitment will likely influence the HRQOL of caregivers themselves.  

Caregiving of Chronically Ill Elders in Rural Thailand 

In Thailand, the prevalence of chronic diseases in elders—including stroke, cancer, 

dementia, diabetes mellitus, heart failure, hypertension, and arthritis—is relatively high (Ministry 

of Social Development and Human Security [MSDHS], 2007; Puangwarin, 2001). In 2005, the 

Ministry of Information and Communication Technologies found that the group of individuals 

who are aged 60 and older has the largest proportion of those who suffer from chronic diseases 

or have personal unhealthiness (50% of all older persons). The northern part of Thailand, 

including Uttaradit province, the purposed setting of the study, has the largest proportion of 

chronically ill older persons at 59.2%. The statistical report of Uttaradit Hospital, a medical 

center of Uttaradit Province in northern Thailand, revealed that the number of the patients 

increased from 5,013 in 2009 to 7,085 in 2010 (Information Department of Uttaradit Hospital, 

2010). It is therefore expected that the number of patients will continue to increase because of 

the growing elderly population, the group most affected by those chronic diseases. 

ECRs symptoms and disabilities that affect caregiver tasks of care. At present, most 

Thai patients tend to be hospitalized for shorter lengths of stay than in the past because of the 

high cost of care, as well as limitations in budget, nurses, and hospital beds (MSDHS, 2007; 
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Puangwarin, 2001). Therefore, patients with stable and noncrisis conditions are discharged 

earlier from the hospital. However, the patients still need to have continuing care at home, so 

family members must take on the caregiving role for their relatives. Ninety percent of the Thai 

chronically ill elders who have been discharged from the hospital still have some disabilities 

requiring care at home (Lausawatchaikul, 2001; Lawang, Sunsern, & Rodjarkpai, 2005; Periard 

&Ames, 1993; Sasat, 2006), such as partial weaknesses, communication problems, cognitive 

impairment, memory loss, and swallowing problems. Because of their disabilities, many elders 

require help with IADL tasks, including housework, meal preparation, transportation, or grocery 

shopping, and ADLs, including providing help getting in and out of bed and chairs, bathing, or 

toileting. Moreover, ECRs’ care demands are caused by age- and disease-related symptoms such 

as vision impairment, weakness, pain, fatigue, nausea, vomiting, insomnia, coordination 

problems, poor appetite, constipation, bed sores, inability to concentrate, and so forth. (NAC, 

2004; FTGRD, 2009). 

 Christ & Diwan (2010) reported the bio-psychosocial health needs of chronically ill 

elders, who need information and education about illness, treatments, costs, health maintenance, 

and services available to them. Also, ECRs need help in managing illness throughout the 

different phases of the diseases—for example, prevention, diagnosis, treatment, remission and 

exacerbation—and advanced illness, as well as material and logistical resources, such as 

transportation and home care. Some elders need help in coping with the emotions that 

accompany illness and treatment. The majority of elders with chronic illness need assistance in 

changing their behaviors to minimize the impact of disease and increase the impact of treatment. 

They also need assistance with managing their medication side effects and administration, as 

well as coping with disruptions in their work, activities, family life, and social network. Finally, 
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financial assistance, including daily life expenses and managing and maintaining extra copay 

health insurance, is frequently another need. Family caregivers are frequently the most important 

people to help elders meet those needs. 

Caregiver tasks of care from giving care for elders. ECRs’ disabilities and symptoms 

increase their long-term dependency and needs, which demand some permanent care from other 

professional care providers or caregivers when the elderly patients are discharged to their home. 

ECRs’ conditions can worsen when coupled with the ECRs’ symptoms caused by the diseases, 

including (a) the patients’ disabilities, as they are unable to help themselves because of weakness 

or pain, and so forth, and the caregivers have to make every decision on the patients’ behalves; 

and (b) the patients’ symptoms, such as frustration, irrationality, impatience, and bad temper or 

mood.  

The person who assumes the caregiver’s role will take more responsibility, which 

includes (a) managing everyday living, such as providing transportation, shopping for groceries, 

assisting with housework, managing finances, preparing meals, giving medication, and arranging 

outside services; (b) helping with personal care, such as getting in and out of beds and chairs, 

dressing, bathing, toileting, feeding, and dealing with incontinence; and (c) monitoring and 

assisting with symptoms management, such as weakness, pain, fatigue, insomnia, constipation, 

nausea, and vomiting, which may cause physical and psychological problems. Moreover, 

monitoring and assisting with age- and disease-related symptoms in elders is challenging in 

home care situations for family caregivers (Given & Sherwood, 2006), which may increase 

caregiving demands and tasks of care that could result in a decrease in a family caregiver’s care 

ability. 
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Caregiver functional status. 

Physical function. The change in the caregiver’s lifestyle results in a change in physical 

activities and behaviors. In other words, the caregiver’s daily routine has to be adapted because 

of this new responsibility, including assisting the ECR with eating, exercising, and participating 

in recreational activities (Chung et al., 2007; Fredman et al. 2009). At the same time, caregivers 

must take time to maintain their own daily living activities. Family caregivers may be frustrated 

when they are forced to change their daily life activities. Their caregiving also might lead to 

feelings that they are not as strong as they used to be, and they could experience fatigue, 

insomnia, and fear that they may not be able to provide good enough care. Some caregivers may 

be afraid to be left alone with the ECRs (Caffrey, 1992; Chatcheydang, 2005; William, 1994). In 

addition, long-term care requiring a large commitment of energy, resources, and time may lead 

to changes in physical health. Caregivers may need to make decisions and carry out many 

activities on behalf of the ECRs, which can lead to stress. This can be observed in different 

physical symptoms, such as weight loss, headache, back pain, exhaustion, and lack of energy, 

which will impact a caregiver’s ability to care for elders (Belasco et al., 2006; Blanes et al., 

2007; Bull, 1990; Krach & Brooks, 1995; Teel, Duncan, & Lai, 2001). 

Psychological function. Caregivers may suffer from stress, anxiety, or strain, which is 

caused by expanded and unprepared caregiving roles—including tasks of personal care and 

everyday living management for ECRs— which is a result of the ECRs’ worsened conditions 

and behavioral problems. Furthermore, caregivers’ psychological problems may result from the 

environment and family surroundings. For instance, caregivers have to do household work 

without the usual assistance, or financial problems could arise. Most importantly, psychological 

problems may be a result of the caregivers’ own emotions, as they may feel that they cannot 
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provide appropriate care to the patients. They could not act to meet their own expectations and 

therefore put blame on themselves, because of an imbalance between care demands and the 

availability of resources to meet those demands (Belasco et al., 2006; Blanes et al., 2007; Given 

& Sherwood, 2006; Teel, et al., 2001). 

Interestingly, Shaw et al. (1997), Patterson and Grant (2003), and Vitaliano et al. (2003) 

reported that psychological problems, such as burden and depression, may cause negative 

hormonal changes, increase susceptibility to infectious agents, and disrupt health habits, such as 

getting enough sleep and engaging in healthy eating patterns. In addition, depressed caregivers 

may over report physical problems (Frias et al., 2005), which could associate with caregivers’ 

physical health and impact their ability to care for their elderly relatives.  

Social function. When taking care of an elder at home, many caregivers may miss some 

other social activities they’d usually participate in. Social function is one domain of the ability to 

perform caregiving tasks (Wilson & Cleary, 1995; Ferrans, Serwic, Wilbur, & Larson, 2005) and 

is indicated as the ability of the individual to interact in society in a normal or usual way, which 

can be viewed from various perspectives (Ferrans et al.). As mentioned in physical and 

psychological function, caregivers spend most of their time caring for an elder with a chronic 

illness, resulting in a lack of time for their own social activities, such as maintaining 

relationships with other family members and friends or participating in rest and recreation 

(Caffrey, 1992; Northouse et al., 2002; Tang & Chen, 2002; William, 1994; Chatcheydang, 

2005). Moreover, caregiving for chronically ill elders frequently has a strong influence on 

normal social activities, which is due to physical and psychological problems; therefore, 

caregivers cannot complete their social function needs. Similarly, for instance, Ebrahim and  

Nouri (1987), Caffrey (1992), William, Northouse et al., (2002), Tang and Chen (2002) and 
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Chatcheydang (2005) pointed out that two thirds of the families of elderly stroke survivors spent 

more time caring for the patients, and the provision of care affected their daily life activities. 

Caregivers had to spend less time on their social activities and were unable to cope with 

emotional problems, which created strain. Taking on the role of caring for elders with chronic 

illness may impact the ability of caregivers to interact in society in the normal or usual way 

(Belasco et al., 2006; Blanes et al., 2007). 

Role function. By taking care of elders with chronic diseases, caregivers encounter 

problems that are results of the diseases’ physical and mental effects on the elders. Caregivers 

must respond to the patients’ constant needs, which require both time and effort and create 

different perceptions in caregivers (Bakas, Lewis, & Parsons, 2001; Fredman et al., 2009; Tong 

et al., 2002; Wilkins, Bruce, & Sirey, 2009). Hoyert and Seltzer (1992) studied underlying 

factors in happiness and family activities and found that there were differences between 

caregivers with responsibilities and caregivers without. In two studies, caregivers who had to 

take care of chronic patients had poorer health statuses, less self-satisfaction, and more 

depression (Nelson et al., 2008; Lu & Austrom, 2005). Additionally, when assessing the effects 

of caring, the researchers found that being a caregiver led to other negative aspects, including 

problems in household management, occupation, social activities, marital satisfaction, and health. 

Caregivers have many roles to play in daily life, not only in caregiving. Caregivers may 

suffer from attempting to fulfill all their roles, including caregiver, wife or husband, and 

employee, as well as from attempting to perform those roles in line with expectations held by 

themselves or by others (Knodel & Chayavan, 2011; Wright, 2000). Thus, some problems with 

work or other daily activities can occur in family caregivers as a result of physical health or 

emotional problems that might result from taking on multiple roles. 
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Environmental characteristic: social support. Family caregivers may experience 

difficulties dealing with physical and emotional problems of chronically ill elders and strained 

relationships with potential support providers, and thus, may feel overwhelmed, isolated, or 

alone. They may experience difficulty communicating their needs to other family members and 

health professionals because of a perceived lack of support (Sammarco, 2001). 

Social support is indicated as an environmental characteristic of caregiving because of its 

reported association with HRQOL in elderly caregiving (Northouse et al., 2002). Social support 

is the perception that leads individual caregivers to believe they are cared for, loved, esteemed, 

and valued, and that they belong to a network of communication and mutual obligation (Brandt 

& Weinert, 1981; Sammarco, 2001). Social support may positively affect caregivers’ functional 

status by reducing their stressors, including assisting with care tasks (Chappell & Reid, 2002), 

helping to develop effective coping strategies (Losada, Montorio, Marquez, & Izal, 2005), and 

promoting positive health behaviors (Tang & Chen, 2002). Also, Uchino, Kiecolt-Glaser, and 

Cacioppo (1992) and Tong et al. (2002) reported that lower levels of social support were 

associated with worse physical function in caregivers, while caregivers reported better 

psychological well-being if they were highly satisfied with their social support in Ownsworth, 

Henderson, and Chambers’s study (2010).  

Buddhist beliefs. Buddhist beliefs that have been reported by rural Thai family 

caregivers have involved karma, the concepts of boon (merit or good deed) and babb (demerit or 

bad acts), which can be measured by the participation in religious activities (Sethabouppha & 

Kane, 2005; Subgranon & Lund, 2000). The majority (94.5%) of Thais is Buddhist 

(Wibulpolprasert, 2007), so, for this study, most caregivers were assumed to be Buddhist. 

According to Buddhist beliefs, karma means action performed with intention. The law of karma 
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means that good acts will lead to good consequences and bad acts will lead to bad results 

(Payomyong, 2000; Payutto, 1995, 1998). Thai Buddhist caregivers often strongly believed that 

the reason they had to take care of their ill family members was the result of the law of karma in 

their current and past lives. Accordingly, most of the caregivers performed boon, or good deeds 

for their ill elderly family members, to achieve a better life in their next rebirth. Caregivers 

followed Buddhism in caring for their chronically ill elders (Sethabouppha & Kane; Subgranon 

& Lund). 

In summary, in the traditional Thai culture, children have to take care of their parents, 

and wives and husbands have to look after their spouses to show their love and feelings, as well 

as the prime responsibilities for the children. A qualitative study of caregiving at home in 

Thailand has confirmed that some caregivers believe caregiving of parents is a moral obligation 

for sons and daughters, and also believe caregiving of spouses shows love and attachment 

(Subgranon & Lund, 2000). Buddhist belief expressed as participation in religious activities has 

been shown to be a resource that people use when facing a problem or dealing with a difficult 

situation. Family caregivers of chronically ill elders may positively perceive their caregiving 

role, which is hypothesized to enhance their HRQOL in long-term care at home. 

Positive impact: rewards of caregiving. A growing number of previous caregiver 

studies have reported that many caregivers could identify positive aspects of caregiving, such as 

personal uplifts, becoming closer to family spiritually (Kinney & Stephens, 1989), rewards 

(Picot, 1995; Picot, Debanne, Namazi, Wykle, 1997), gratifications (Motenko, 1989), or gains 

(Kramer, 1997). In nursing research, positive aspects of caregiving have been discussed using 

term such as rewards, uplifts of caregiving, caregiving esteem, caregiving satisfaction, gain in 

the caregiving experience, and caregiver appraisal (Hunt, 2003). Numerous terms used to 



 

16 

represent rewards of caregiving included an improved relationship with the care receiver or other 

family members (Kramer, 1993; Lawton et al., 1991; Picot), an increase in self-esteem (Karmer, 

1993; Picot), a feeling of appreciation (Braithwaite, 1996; Picot; Stephens, Franks, Townsend, 

1994), an enhanced sense of meaning or purpose (Karmer), and a feeling of pleasure (Picot). 

Previously, it had been reported by Farran et al. (1991) that 90% of caregivers perceived 

rewards of caregiving in various areas, such as the positive growth in family and social 

relationships, the positive relationship they shared with the care recipient, the memories of an 

accomplishment with others, the feeling of appreciation from the care recipient, and the feeling 

of pride about the quality of care they provided. Also, rewards of caregiving have been reported 

in terms of self-satisfaction, increased interactions between the caregiver and the care receiver 

(Picot et al., 1997), and reduced feelings of difficulties for the caregiver (Riedel, Fredman, & 

Langenberg, 1998). 

More recently, Cohen, Colantonio, and Vernich (2002) examined the positive aspect in 

caregiving and reported that 73% of the caregivers of seniors in rural communities could identify 

at least one specific positive aspect of caregiving, and 69% could identify more than one. In fact, 

some caregivers even reported significant gratification—such as satisfaction in life from caring 

for their loved ones—or positive gains from caregiving, such as a positive self-view and spiritual 

growth (Bacon, Milne, Sheikh, & Freeston, 2009; Cohen, Gold, Shulman, & Zucchero, 1994; 

Folkman, 1997; Lawton et al., 1991; Motenko, 1988; Picot, 1995; Pinquart & Sorensen, 2003). 

Kim, Schulz, and Carver (2007) and Helgeson, Reynolds, and Tomich (2006) reported 

that positive effects result from traumatic events, including caregiving for chronically ill patients. 

Similarly, researchers identified that domains of benefit finding included an accepting attitude 

toward life, positive changes in self-view, a change in interpersonal relationships, and a deeper 
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sense of purpose in life with greater focus on important goals and priorities (Bower & 

Segerstrom, 2004; Kim et al., Helgesons et al.). A meta-analytic review of benefit finding and 

growth (Helgeson et al.) and other related studies (Kim et al.; Mock & Boerner, 2010) revealed 

that benefit findings including rewards of caregiving were associated with life satisfaction, 

depression, and positive well-being. 

According to the positive experience of caregivers, the rewards of caregiving are one 

aspect that needs to be assessed and understood. In the United States, Rachick and Ingersoll-

Dayton (2004) reported that a few studies have pointed to the positive experiences of caregiving, 

especially for men (e.g., Kramer, 1997), and husbands and wives (Fitting, Rabins, Lucas, & 

Eastham, 1986). The results showed a greater proportion of husbands reported their relationships 

with their spouses who had dementia had improved since they began providing care. 

There is no unified or commonly accepted definition for those who mentioned positive 

caregiving experiences, but most definitions include feelings of satisfaction in the ability to meet 

challenges; an improved sense of self-worth; a sense of growing closer to the care recipient; and 

the experience of warmth, comfort, and pleasure in caregiving (Motenko, 1989). 

Providing continuous long-term care, including helping with IADLs and ADLs for ECRs 

leads to some other benefit finding in elder caregiving experiences even in the midst of multiple 

caregiver tasks of care. 

Other caregiver factors related to rewards of caregiving. Previous research studies 

both in Thailand and other countries have revealed that most of the caregivers of chronically ill 

elders were spouses, children, and kinship of the patients (Chatcheydang, 2005; Joolamate, 1997; 

Kasemkitwattana, 2006; Sasat, 2006; Pinquart & Sorensen, 2007). In Thailand, an estimated 

90% of elders live with their children or relatives at home in rural areas, including most disabled 
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ECRs with chronic diseases (MSDHS, 2007; Subgranon & Lund, 2000). The major reasons for 

family members to take care of elders in rural Thailand include Buddhist beliefs that (a) older 

Thais should be offered a high status that demands care, respect, and obedience from their 

younger children or relatives; (b) one has an obligation to care for one’s parents at home, causing 

most Thais to refuse to let their parents move into an institution; and (c) every act, word, or 

thought affects their later lives as they hope to receive good future care as a reward, according to 

the law of karma (Sethabouppha, & Kane, 2005). 

Motenko (1988) found that husband caregivers experienced a sense of competence and 

pride from caring for their wives. Although few studies have explicitly examined relationship 

differences in caregiver benefits, some evidence suggests that adult children experience more 

rewards than spousal caregivers. For example, when comparing caregiving daughters and 

caregiving sons with caregiving wives, adult children caregivers were more likely to report an 

improvement in their relationship with the care recipient (Hinrichsen, Hernandez, & Pollack, 

1992). 

Similarly, in a study of husband and son caregivers, Harris (2002) concluded that sons 

were more likely than husbands to experience gratification from caregiving. That is, caregiving 

sons were particularly appreciative of the opportunity to pay back their parents for the nurturance 

they had received. It may be that adult children experience more rewards because of qualitative 

differences in caregiving responsibilities, with spousal caregivers having more intensive 

responsibilities than adult children. 

In the context of parents caring at home for an adult child with mental illness, Schwartz 

and Gidron (2002) explored the positive aspects and rewards of caregiving. Specifically, the 

authors measured the extent to which parents perceived their ill child as providing assistance and 
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support—practical and emotional—and perceived their own caregiving as emotionally and 

mentally rewarding. In 2004, using a social exchange perspective and data from a national 

sample of 978 spouse and child caregivers of older family members, Raschick and Ingersoll-

Dayton assessed the association between caregiver relationship and gender and the costs and 

rewards of caregiving. The authors also evaluated whether relationship and gender moderate the 

effects of helpfulness on caregiver costs and rewards. Results supported the hypotheses that 

women, whether wives or daughters, experience more caregiving costs than men, and that adult 

children experience more rewards than spousal caregivers. In addition, care recipient helpfulness 

was associated with a greater increase in rewards for spousal caregivers than for adult children 

caregivers. 

In Thailand, there are few published studies focused on the positive experience of family 

caregiving, especially the rewards of caregiving. Researchers have seldom reported the factors in 

caregiving that influence rewards of caregiving in the context of rural Thai family caregivers of 

elders.  However, some researchers found that caregiving for an older family member can also be 

a satisfying and rewarding experience despite the possible stress imposed from managing one’s 

life (Kopachon, 2002; Playpetch, 2002; Sethabouppha, & Kane, 2005). Kopachon examined 

influences on preparedness, rewards of caregiving and factors in caregiver-role strain for those 

providing care to patients with strokes and found that almost all caregivers are Buddhists (99%). 

Caregivers had high scores in preparedness and rewards of caregiving, but had low scores in 

caregiver-role strain. 

Similarly, the study of Playpetch (2002) aimed at investigating how self-transcendence 

and help from others influenced the rewards of caregiving among family caring for head-injured 

patients in the recovery stage. The results showed that 99% of caregivers were Buddhists, and 
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the scores of the rewards of caregiving were relatively high. Age and the duration of time spent 

being a caregiver were not related to the rewards of caregiving, but being a child of the patient, 

self-transcendence, and help from others had a positive relationship to the rewards of caregiving. 

As specifically mentioned above, Buddhist beliefs toward elders may impart a sense of 

obligation on Thai caregivers to care for parents, and karma-based thought may create positive 

feelings from assuming the role of family caregiver, such as the rewards of caregiving 

(Sethabouppha, & Kane, 2005).  In addition, Donprapeng (2006) and Kasemkitwattana, (2006) 

proposed that a caregiver’s warm and supportive attitude toward the care recipient can 

sometimes help the individual cope with the caregiver role. However, the influences of religious 

activities resulting from Buddhist belief and karma-based thought on rewards of caregiving are 

not known. Perceived the role as a positive experience of caregiving, rewards of caregiving may 

positively influence caregivers’ functioning that ultimately affect improved HRQOL. 

Significance of Study 

As a result of the increase in the number of elderly Thais with chronic manageable 

illnesses, more elderly Thais require assistance at home that is due to age-related physical and 

mental deterioration (Sasat, 2006). More family members are now frequently required to assume 

daily caregiver roles for their elderly relatives. 

In rural areas, most Thai elders live with their children or relatives at home because 

family members in rural Thailand believe in Buddhism. Buddhist beliefs dictate that older Thais 

should be offered a high status, respect, and obedience from younger Thais, and that children 

have an obligation to provide good care for their elders at home, leading most Thais to refuse to 

let their parents move into a day-care institution. Moreover, Thai people believe in karma, 

meaning that good acts, words, or thoughts affect their future lives as they wish to receive good 
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care in return when they are older (Payomyong, 2000; Payutto, 1995, 1998; Sethabouppha, & 

Kane, 2005). This Buddhist belief and karma thought may help caregivers to accept what 

happens in caregiving situations and roles, such that the rewards of caregiving are perceived. 

These domains of religious-related benefit finding in elder caregiving may be perceived by 

caregivers, and they are expected to be associated with caregivers' overall HRQOL. 

In recent years, however, there has been a growing trend of business and economic 

changes, resulting in the migration of young people to urban areas for work (Choowattana-

pakorn, 1999; Pongpaichit & Baker, 1996; Warr, 1997). As a result, the economy has drawn 

large numbers of young adult Thai men and women from rural villages to larger cities and other 

countries. In 2005, the study of the MSDHS demonstrated that these dramatic economic and 

social changes have caused many elders to now live alone with their aged spouses at home. 

Those ECRs who do not have a family member or spouse living with them frequently live alone 

near other family relatives (MSDHS, 2007). 

Consequently, rural Thai elders are frequently living at home with an elderly spouse, 

older daughter or son, or grandchildren, and have limited health care facilities or support 

(MSDHS; Subgranon & Lund, 2000). Because of the disabilities and bio-psychological needs of 

ECRs, the long-term dependency and need of care increases. ECRs require permanent caring 

from their family caregivers when they are discharged from the hospital. And so, the person who 

takes on the caregiver’s role will take more responsible in an expanded role by helping with 

IADLs and ADLs, which may lead to physical and psychological problems. Buddhist beliefs 

might help the caregiver positively perceive existing phenomena of care as rewards of 

caregiving, which will help improve caregiver’s HRQOL in the dimension of psychological 

adjustment for taking on the caregiver role.  
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The goal of caring for elders with chronic diseases is not only to maintain health and 

delay death of ECRs, but also to maintain or improve HRQOL of their caregivers. The concept 

of HRQOL has frequently been discussed as a key element of nursing practice and clinical 

outcome criteria (Ferrans, Serwic, Wilbur, & Larson, 2005; Wilson & Cleary, 1995). Although 

some studies have been conducted in Thailand focusing on caregivers, they have focused on 

other aspects (e.g., perceived burden, depression) of family caregivers, rather than the positive 

aspects of caregiving, caregivers’ functional status, or HRQOL (Knodel & Saengtienchai, 1999; 

Namthamongkolchai, Makapat, Charupoonphol, & Munsawaengsub, 2007). Nursing researchers 

have increasingly attempted to clarify and measure relevant caregiving factors in order to 

examine influences affecting caregivers’ HRQOL (Chan, 2005; Chung et al., 2007). 

This was one of the first studies to explore those relevant negative and positive 

caregiving aspects for specifically understanding caregivers’ functional status and HRQOL, and 

for further research to develop appropriate interventions to improve Thai family caregivers’ 

HRQOL. The results of the study examined the relationship among caregivers’ clinical 

outcomes, functional status and HRQOL, which will further affect sustainability of caring for 

elders in the community.  

Although it is especially challenging to support ECRs and family caregivers in Thai rural 

areas where there are fewer health care facilities, few researchers have previously studied the 

aspects of functional status and HRQOL including caregiving in rural settings. Most of the prior 

studies have focused on caring for chronically ill elders in hospital settings, and very few studies 

have focused on family caregivers (Chatcheydang, 2005; Knodel & Saengtienchai, 1999). In 

response, this study filled the ongoing knowledge gap by examining (a) the relationship among 

ECR and caregiver characteristics, ECRs symptoms, length of caregiving, social support, 
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caregiver tasks of care, caregivers’ functional status, and rewards of caregiving and (b) whether 

rewards of caregiving mediate the relationship between Thai family caregiver functional status 

and family caregiver HRQOL. Such results will be particularly innovative, contributing to the 

understanding of factors that influence caregivers’ HRQOL in a non-Western, rural context and 

furthering the investigator’s research trajectory of caregiving for ECRs with Buddhist beliefs 

measured by caregivers’ participation in religious activities. It will also be discussed whether or 

not the participation in religious activities such as praying, meditating, going to the temple, 

offering food and things for monks, or donation for others are shown to associate with family 

caregivers’ perceived reward. Moreover, such results will lead to a new religion-related model of 

assessing caregiving consequences and will provide guidelines for the development of culturally 

appropriate intervention, including religious activities as resources of heightened caregiver 

rewards to enhance caregivers’ functional status, further resulting in improved HRQOL. 

Specific Aims 

Specific aims of this study were to examine:  

1. The relationships among family caregiver characteristics (age, sex, relationship to 

ECR, religious activities, chronic health conditions, household income, social support), ECR 

characteristics (age, sex, levels of physical disability, ECRs’ symptoms), length of caregiving, 

rewards of caregiving, caregiver tasks of care, and rural Buddhist Thai family caregiver 

functional status. 

2. The relationships between family caregiver characteristics (age, sex, relationship to 

ECR, religious activities, chronic health conditions, household income, social support), ECR 

characteristics (age, sex, levels of physical disability, ECRs ‘symptoms), length of caregiving, 

rewards of caregiving, caregiver tasks of care, family caregiver functional status, and overall 
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HRQOL of rural Buddhist Thai family caregivers. 

3. Whether the relationship between family caregiver functional status and overall 

HRQOL of family caregivers were mediated by the rewards of caregiving, controlling for all 

other variables. 

Purpose of Study 

The purpose of this study was to examine the relationship in which selected family 

caregiver characteristics (age, sex, relationship to ECR, religious activities, chronic health 

conditions, household income, social support), ECR characteristics (age, sex, levels of physical 

disability, ECRs’ symptoms), length of caregiving, rewards of caregiving, caregiver tasks of 

care, and caregiver functional status are hypothesized to associate with HRQOL among rural 

Buddhist Thai family caregivers of ECRs who have one or more chronic conditions and possess 

at least two ADLs deficits. Furthermore, whether rewards of caregiving mediate the relationship 

between Thai family caregiver functional status and family caregiver HRQOL was tested. 

Although many researchers attempted to define HRQOL in their studies, the wide 

variation in conceptual definitions still exists and challenges further research. This study was 

based on the Wilson and Cleary (1995) HRQOL conceptual model; HRQOL will be the ultimate 

outcome and will be discussed in chapter 2, along with conceptual definitions for each variable 

provided. In chapter 3, a review of the literature describing caregiver HRQOL, functional status, 

rewards of caregiving, and all caregivers’ and ECRs’ characteristics will be presented. Study 

design and methods, and planned data management and analysis will be described in chapter 4. 

Study findings and data interpretation will be presented in chapter 5. Nursing implication for 

clinical practice, future research, and policy based on this study will be discussed in chapter 6. 
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Chapter 2 

Conceptual Framework 

 Originally, the concept of quality of life had its roots in classical Greek thought—the 

religious teaching that is concerned with an individual’s personal satisfaction with life—and its 

academic roots in the discipline of psychology and sociology (Peterson& Bredow, 2009). Quality 

of life has been known as an interesting concept in multidiscipline professions, but the variety of 

perspectives from each discipline has caused little general agreement on defining the term. 

Anderson and Burckhardt (1999) revealed the differences among philosophers concerned with 

the nature of human existence and with the definiton of “the good life.” Ethicists debate the shift 

in health care decision-making, while economists are concerned with the allocation of resources 

to achieve alternative goals. Physicians focus on health- and illness-related variables, while 

nurses have a holistic approach to the quality of life. 

Quality of life measures are considered important in health care, and research implies that 

quality of life is the major focus. Wilson and Cleary (1995) indicated that HRQOL could be 

increasingly used as an outcome in clinical trials, effectiveness research, and research on quality 

of care. Moreover, Ferrans et al. (2005) and Murdaugh (1997) found that although quality of life 

research has increased in methodologic rigor and sophistication, progress has been hindered by 

the fact that the term quality of life has been used to mean a variety of different things, such as 

health status, physical functioning, symptoms, psychosocial adjustment, well-being, life 

satisfaction, and happiness. Thus, the term health-related quality of life was presented to narrow 

the focus of the broad quality of life to the effect of health, illness, and treatment on quality of 

life. Increasingly, HRQOL is used in many research areas of nursing—patient and caregiver 

(Blanes et al., 2007; Chatcheydang, 2005; Fang et al., 2004; Halvorsrud & Kalfoss, 2007; 
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Krethong, 2008; Markowitz et al., 2003; Morimoto et al., 2003; Richter, Schwarz, & Bauer, 

2008; Osoba, 1994; Sandau, Lindquist, Treat-Jacobson, & Savik, 2008; Sousa, Holzemer, Henry, 

& Slaughter, 1999; Sprangers & Schwartz, 1999; Wang, Beyer, Gensichen, & Gerlach, 2008). In 

addition, the Food and Drug Administration addresses quality of life by imposing documentation 

on not only the safety and efficacy of new products, but also their effects on a user’s quality of 

life (Spilker, 1996). 

Wilson and Cleary (1995, p. 60) defined HRQOL as the aspects of quality of life that 

relate specifically to the person’s health and developed a causal model to assess HRQOL 

consisting of five components: biological and physiological factors, symptom status, functional 

status, general health perception, and overall quality of life. 

First, biological and physiological factors are commonly conceptualized, measured, and 

applied in routine clinical practice. The assessment of biological and physiological factors 

focuses on the function of cells, organs, and their systems—including diagnoses laboratory 

values, measures of physiological function, and physical examination findings. Second, symptom 

status focuses on a shift from specific cells and organs to the organism as a whole. It is defined 

as a patient’s perception of an abnormal physical, emotional, or cognitive state. Symptom reports 

are described to be related to biological and physiological factors and as an important 

determinant of functioning. Third, functional status, or functioning, measures and assesses the 

ability of the individual to perform a particular defined task. Functioning is determined by 

patient-specific factors: personal ability and motivation, and many aspects of an individual’s 

social environment. Also, functional status is measured in four domains: physical function, social 

function, role function, and psychological function. 

Fourth, general health perceptions compose two outstanding characteristics: that they 
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represent an integration of all of the health concepts in earlier components, and they are, by 

definition, subjective ratings. This is a synthesis of all the various aspects of health in overall 

evaluation. Fifth, overall quality of life was characterized as subjective well-being relating to 

how happy or satisfied someone is with life as a whole. 

In 2005, Ferrans, Zerwic, Wilbur, and Larson revised the Wilson and Cleary model of 

HRQOL to facilitate the use of HRQOL in nursing and health care. The revision of the model 

(see Figure 1) clearly indicates the elements of HRQOL; their determinants have been described 

explicitly, as have the theoretical grounding of characteristics of the individual and the 

environment. Characteristics of the individual in the revised model are categorized as 

demographic, developmental, psychological, and biological factors that influence health 

outcomes. Thus, an arrow from characteristics of the individual to biological function has been 

added. Biological factors include body mass index, skin color, and family history related to 

genetically linked disease and disease risk. Demographic factors that commonly have been 

linked to the incidence of illness are sex, age, marital status, and ethnicity.  

Also, characteristics of the environment are categorized as either social or physical. 

Social environmental characteristics are the interpersonal or social influences on health 

outcomes, including the influence of family, friends, and health care providers. Ferrans et al. 

attempted to revise and clarify the model to focus on the identification of each domain, including 

characteristics of the individual and the environment, which was not clearly described in Wilson 

and Cleary’s (1995) model. The revisions to the model have helped to define the scope of quality 

of life by making clear that the term of HRQOL refers to all of life, not just physical health 

status. 
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Figure 1. Revised Wilson and Cleary model for health-related quality of life. From “Conceptual 

Model of Health-Related Quality of Life,” by C.E. Ferrans, J.J. Zerwic, J.E. Wilbur, & J.L. 

Larson, 2005, Journal of Nursing Scholarship, Volume 37(4), p. 338. Copyright by Sigma Theta 

Tau International. Reprinted with permission. (see Appendix E) 

 

However, according to the Wilson and Cleary (1995, p. 62) causal model and Ferrans et 

al. (2005, p. 340), overall quality of life will be the ultimate outcome for this study, defined as "a 

multidimensional evaluation of a person’s satisfaction with the areas of life that are important to 

him/her influenced by diverse factors in life." Wilson and Cleary identified causal relationships 

among the elements resulting in the overall quality of life. Similarly, Patrick and Chiang (2000) 

proposed the quality of life model with various individuals of internal and external concepts, but 

primarily used the same health elements as Wilson and Cleary’s. Overall quality of life is not 

only affected by health-related factors but also influenced by other individual and environmental 

factors, including socially environmental and physically environmental characteristics, and other 

aspects in life. Thus, it is unavoidable for professionals to focus on overall quality of life in order 
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 to maintain and improve patients’ outcomes in all life aspects. 

This study was based on a modified form of Wilson and Cleary’s HRQOL theory (1995) 

and Ferrans et al. (2005), a causal model depicting a direct linear relationship between each of 

the following components: characteristics of the family caregiver (age, sex, religious, 

relationship to ECR, household income, and number of chronic health conditions) and the ECR 

(age, sex, physical disability, and symptoms related to age and diseases), which associate with 

how the caregiver tasks of care affect caregiver’s functional status (Specific Aim 1). 

Simultaneously, one of the characteristics of environment, social support, is perceived by the 

family caregiver and directly influences the caregiver functional status. Then, family caregiver 

functional status—as an ability to perform their own daily activities—will be affecting family 

caregivers’ overall quality of life, or how happy or satisfied caregivers are with their lives as a 

whole (Specific Aim 2). For rural Thai caregivers who believe in Buddhism, the relationship 

between caregiving factors—family caregiver characteristics, ECR characteristics, functional 

status, length of caregiving, and rewards of caregiving—and the levels of overall HRQOL of 

elderly rural family caregivers (Specific Aim 3) was examined, as shown in Figure 2. Buddhist 

beliefs and karma-based thoughts may create positive feelings from assuming the role of family 

caregiver, such as the rewards of caregiving. Buddhists believe that, out of a sense of obligation, 

children should provide good care at home for ill older Thais or parents and that karma— found 

in good acts, words, or thoughts—affects future lives, as everyone wishes to receive good care in 

return when they become older. These Buddhist beliefs can lead to a supportive attitude in Thai 

caregivers and may help them positively perceive the rewards in their caregiver role, influencing 

their performance and overall HRQOL. The following sections of this chapter will describe the 

conceptual schematic of this study and define concepts of each variable in the model. 



 

30 

 

 

 

 

Figure 2. A modified model of the study: Caregiver health-related quality of life. From “Revised Wilson and Cleary Model for 

Health-Related Quality of Life,” by Carol E. Ferrans, Julie J. Zerwic, Jo E. Wilbur, & Janet L. Larson, 2005, Journal of Nursing 

Scholarship, Volume 37(4), p. 338. Copyright by Sigma Theta Tau International. Adapted with permission (see Appendix E). 
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Characteristics of the Individual Caregiver 

In the modified model, characteristics of the individual were categorized as demographic, 

developmental, psychological, and biological factors that influence health outcomes. 

Epidemiological evidence indicates links between individual characteristics and biological 

function by identifying attributes or behaviors that increase or decrease the likelihood of 

developing a given health problem (Ferrans et al., 2005). Biological factors include body mass 

index, skin color, and family history related to genetically linked disease and disease risk. 

Demographic factors that commonly have been linked to the incidence of illness are sex, age, 

marital status, and ethnicity. For this study, selected characteristics were included in the model as 

caregivers’ characteristics: age, sex, relationship to ECR, household income, number of chronic 

health conditions, and social support. Characteristics of the ECRs for whom those caregivers 

provided care are also included: age, sex and physical disability. Also, ECRs’ symptoms, an 

essential care recipient factor for understanding the context of ECR health behavior and care 

needs, were included. 

Characteristics of Rural Thai Family Caregivers 

 Age. Age was conceptualized as having an effect on caregiving experiences, functional 

status, and HRQOL of family caregivers. The literature has been inconsistent with regard to the 

influence of age on family caregiver functional status (Lawang, Sunsern, & Rodjarkpai, 2005; 

Serrano-Aguilar, Lopez-Bastida, & Yanes-Lopez, 2006; Wongchantra, 1996). It is unclear 

whether or not age affects caregivers’ performance during their provision of care, so age of 

family caregivers has been included in this study design. For this study, age was conceptually 

defined as the caregiver’s chronological age in complete years at the time the questionnaire was 

administered.  
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Sex. Sex was conceptually defined as the distinction between male and female and is 

conceptualized as impacting caregiving experiences, functional status, and HRQOL. The sex of 

family caregivers was also included in this design because women are often socialized to be 

family caregivers and may be better prepared than men for the family caregiver role (Chaoum, 

Intarasombat, & Putwatana, 1996; Cheewapoonphon, 1998; Stoller, 1994). 

Religious Activities. A definition for religious activity was derived from the previously 

used concept of religion which has been defined narrowly, focusing on personal feelings and 

attitudes (Heisel & Faulkner, 1982). A religious activity in this study was conceptually defined 

as the behaviors that reflect participation in religious activities, religious involvement, and the 

subject’s reports of feelings of religiosity (Levin, Chatters, & Taylor, 1995; Picot et al., 1997). A 

religious activity resulting from Buddhist belief and karma thought, one of a caregiver’s 

resources, may impact positive caregiving experiences. Religious activities were added in this 

design because it has been reported to lessen the effects of stress and heighten perceived 

caregiver rewards (Picot et al., 1997; Subgranon & Lund, 2000). 

Relationship to ECR. Relationship to ECR was conceptualized as having an effect on 

caregiving experiences, functional status, and HRQOL of family caregivers and was 

conceptually defined as the particular type of connection existing between caregiver and ECR. 

Most previous research with Thai samples found that spouses are the primary family caregivers 

for ECRs (Cheewapoonphon, 1998; Belasco et al., 2006; Heru & Ryan, 2004). Because of their 

spousal role, the impact of caregiving tends to have ongoing negative effects on the health of 

elderly family-caregiver spouses (Pinquart & Sorensen, 2007). 

Household income. Household income was defined as the total income of family 

caregivers and those living in the same place of residence and is conceptualized as having an 
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effect on caregiving experiences, functional status, and HRQOL of family caregivers. It has been 

found that caregivers with a higher household income were less likely to be affected by patient 

caregiving demands and more likely to have a better overall HRQOL (Ekwall, Sivberg, & 

Hallberg, 2004; Lawang, Sunsern, & Rodjarkpai, 2005). Caregivers with lower income levels 

frequently have to work harder to pay for living expenses, which may result in a decline in their 

functional status and health (Sasat, 2006). 

Chronic health conditions. A caregiver’s chronic health condition was conceptually 

identified as the total number of chronic health conditions that a family caregiver possesses 

(Chatcheydang, 2005; Pinquart & Sorensen, 2007) and is conceptualized as having an effect on 

caregiving experiences, functional status, and HRQOL of family caregivers. Many family 

caregivers experience one or more chronic illnesses, which have been shown to affect their 

health status (Blanes et al., 2007; Frias, Tuokko, & Rosenberg, 2005). 

 Caregiver tasks of care. Caregiver tasks of care were conceptually identified as the 

perception of time and difficulty of caregiving activities provided for the ECR during the day, at 

night, and on weekends, as well as on demand (Carey, Oberst, McCubbin, & Hughes, 1991; 

Oberst, 1990). Family involvement in care tasks depends on ECR physical disability and 

symptoms. Tasks of care cover those related to ADL, IADL, financial management, emotional 

support, and medication and symptom management (FTGRD, 2009; Girgis, Lambert, & 

Lecathelinais, 2011; Given, 1995; NCA, 2004; Sasat, 2006). A caregiver task of care was 

conceptualized as having an influence on caregiver functional status and HRQOL of family 

caregivers. Eighty percent of caregivers are helping with three or more IADLs and are more 

likely to be in fair or poor physical health (NCA, 2004; 2009; Sasat, 2006). 
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Characteristics of ECR 

Age. Age refers to the ECR’s age in complete years. For this study, age of all ECRs was 

60 years and older. The age of 60 is generally used in older-adult related research to define 

elderly samples, as the Thai government has previously used the age of 60 as a marker for 

reporting statistics describing older adult populations (MSDHS, 2007). Age-associated changes 

in physical and mental status and sensory deficits happen over time in elders (Jordhoy et al., 

2007; Sasat, 2006). Thai elderly patients with chronic conditions have an appreciable decline in 

functioning and frequently need more help with personal ADLs (Sasat). 

Sex. Sex was conceptually defined as the distinction between male and female. The sex 

of the ECRs has also been included in this design because the differences of sexes may result in 

differences in conditions, diseases, and overall well-being for ECRs (Sobieszczyk, Knodel, & 

Chayovan, 2002). Also, among Thai elder populations, there is a higher proportion of women 

than men with chronic disease (MSDHS, 2007). 

Physical disability. Physical disability of ECR was defined as the limitation of 

performing ADL and is an indicator of the dependence and need of ECRs (Chatcheydang, 2005; 

Pinquart & Sorensen, 2007). Family caregivers must provide higher levels of care for more 

dependent ECRs. Physical disability is conceptualized as having an effect on the caregiving 

experiences, functional status, and HRQOL of family caregivers. Additional information 

regarding the Bathel Index (BI; Mahoney, & Barthel, 1965) measuring ECRs’ physical disability 

will be presented in chapter 4.  

ECRs’ symptoms. Approximately 80% of older people live with chronic disease and 

experience about 3.9 symptoms per day (Lorig, 1993; Manton, Corder, & Stallard, 1997; Ory, 

Abeles, & Lipman, 1992). ECRs’ symptoms for this study were defined as ECRs’ present or 
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absent changes in physical, emotional, and psychological behaviors as perceived by family 

caregivers, including delusions, hallucinations, dysphoria, anxiety, agitation or aggression, 

euphoria, dis-inhibition, irritability orlability, apathy, aberrant motor activity, nighttime behavior 

disturbances, appetite changes and eating behaviors (Cummings et al., 1994). The ECRs’ 

symptoms were also included in this design because the different number of symptoms may 

result in differences in ECR care needs, caregiver tasks of care that would associate with 

caregiver functional status, and HRQOL of family caregivers (Girgis et al., 2011; Osse, 

Vernooij-Dassen, Schade, & Grol, 2006; Pinquart & Sorensen, 2007). 

Characteristic of Environments 

Social support. Social support was defined as the level of support currently available to 

the caregiver. Social support originally included five relational dimensions: (a) provision for 

attachment or intimacy; (b) social integration—being an integral part of a group; (c) opportunity 

for nurturance behavior; (d) reassurance of worth as an individual and in role accomplishments; 

and (e) the availability of informational, emotional, and material assistance (Brandt & Weinert, 

1981; Weinert, 1987; Weinert & Brandt, 1987). Additional information regarding the perceived 

social support measurement (Personal Resource Questionnaire; PRQ-85) will be presented in 

chapter 4. Social support is conceptualized as the caregivers’ perception of supports and 

resources from others that may positively affect family caregivers’ HRQOL by enhancing their 

rewards of caregiving (Chappell & Reid, 2002). 

Length of caregiving. Length of caregiving was conceptually defined as the period of 

time in months or years that family caregivers have spent in the caregiver role for the current 

ECR. A longer time spent in the caregiving role was reported to be associated with negative 

health outcomes including physical health, burden, and depression (Pinquart & Sorensen, 2007). 
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Taking care of ECRs with chronic illness is a long-term care challenge for family caregivers, 

requiring both physical and psychological effort. Moreover, time has been reported as a 

significant predictor of positive well-being in instances when the time spent caregiving was more 

than two years, but caregivers reported less anxiety when the time spent was two years or less 

(Helgeson, Reynolds, & Tomich, 2006). Changes in functional status frequently occur over time 

in family caregivers with a chronic physical illness (Liedy, 1994) and might be associated with 

decreases in their overall HRQOL. 

Rewards of caregiving. Rewards of caregiving were conceptually defined as levels of 

family caregiver’s overall sense of satisfaction toward the experiences of caring for the ECR 

with a positive attitude during the period in which he or she performs the caregiving role 

(Raschick & Ingersoll-Dayton, 2004; Sasat, 2006; Stewart & Archbold, 1997), which can be 

measured by the Reward of Caregiving Form (Archbold & Stewart, 1986; Stewart & Archbold, 

1993). Additional information regarding the Reward of Caregiving Form will be presented in 

chapter 4. 

Caregiving for an older family member can also be a satisfying and rewarding 

experience, despite the possible stress imposed from managing one’s life (Kramer, 1997; Davis, 

2005). Buddhist beliefs toward elders of Thai caregivers may impart a sense of obligation to care 

for parents, and karma-based thought may create positive feelings from assuming the role of 

family caregiver, such as the rewards of caregiving (Sethabouppha, & Kane, 2005). The positive 

experience of caregiving, rewards, and relations to Buddhist beliefs might help caregivers 

understand and accept their roles, which may impact their ability to care for ECRs. Moreover, 

rewards of caregiving can be explained as the positive perceptions of caregivers, as well as the 

willingness to care for ECRs with chronic illness, which may impact the caregiver’s desire to 
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perform a caregiving role.  

Caregiver Functional Status 

 The third element of the model, functional status or functioning, measures and assesses 

the ability of the individual to perform a particular defined task. Caregiver functional status is 

affected by previous elements of the caring situation for elders, including characteristics of the 

family caregiver and ECR, as well as characteristics of environments. Caring for older people 

living with chronic disease and experiencing various age- and disease-related symptoms has an 

impact on the caregiving tasks that caregivers perform. Caregiver functional status as an ability 

to perform daily activities is expected to affect caregivers’ overall quality of life, or how happy 

or satisfied caregivers are with their lives as a whole. Functional status assessment originated in 

clinical rehabilitation practices for the purpose of determining caregivers’ capacity to perform 

daily tasks in relation to expected performance and has been used in studies with chronically ill 

elder patient samples (Chung et al., 2010; Knight, 2000; Moons, 2004). 

Functional status of family caregivers, for this study was conceptually defined as “the 

caregiver’s ability to perform activities of daily living or the level of involvement in activities in 

multiple domains of function—physical, psychological, social, and role” (Acton, 1994; Wilson & 

Cleary, 1995, p. 61). A caregiver’s functional status is affected by previous elements of the 

model, characteristics of the family caregiver and the ECR, and characteristics of the 

environment, as well as the social support. It was measured by the 12-item Short Form Survey 

(SF-12; Ware, Kosinski, & Keller, 1996), which will be discussed in detail more in chapter 4. 

Overall HRQOL of Family Caregivers 

An ultimate outcome of the model, overall HRQOL was conceptually defined as 

subjective well-being related to how happy or satisfied someone is with life as a whole. It was an 
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integration of all of the concepts in earlier components of the model, and they are, by definition, 

subjective ratings. This was a synthesis of all the various aspects of health in an overall 

evaluation affected by previous components, including characteristics of family caregivers and 

ECRs, characteristics of environments, and caregiver functional status.  

Overall HRQOL was characterized by Wilson and Cleary (1995, p. 62) as a subjective 

life quality related to “how happy or satisfied someone is with their life as a whole.” The life 

domains selected by researchers have varied depending on the specific measures used in the 

studies. However, for this study, using both the Wilson and Cleary and Ferrans (2005) models, 

HRQOL dimensions were studied with Thai family caregivers and included four life domains: 

health, psychological or spiritual, social and economic, and family. HRQOL levels might also be 

influenced by various caregiving-related factors experienced in their current caring situations. 

Additional information regarding the HRQOL measuring by Quality of Life Index (QLI; Ferrans 

& Powers, 1985) will be discussed in chapter 4. 

Summary 

The conceptual model for this study depicts a direct linear relationship among the 

following components: characteristics of the family caregiver (age, sex, relationship to ECR, 

religious activities, household income, and chronic health conditions) and the ECR (age, sex, and 

physical disability); characteristics of environments (social support); length of caregiving; 

rewards of caregiving; caregivers’ functional status; and overall quality of life of caregivers. In 

this study, relationships between variables in each component and overall HRQOL were 

examined. Also, this study initially tested the mediating effect of a positive experience of care 

and rewards of caregiving, in the relationship of functional status and overall HRQOL. The 

findings showed the influence of Buddhist beliefs regarding elders in Thai family caregiver 
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populations. 

Chapter 3 will provide a literature review as to what is known and what is unknown 

regarding the caregivers’ HRQOL, functional status, rewards of caregiving, and other 

characteristics, as well as the relationship among these variables. The significance of and the 

need for research addressing caregivers’ HRQOL will also be presented. 
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Chapter 3 

Literature Review 

The purpose of chapter 3 is to provide an overview and synthesis of the literature 

regarding the caregiver HRQOL, caregiver functional status, relationship between HRQOL and 

caregiver functional status, and influences on HRQOL of rural Thai family caregivers who are 

caring for elders with chronic illness. The developed conceptual schematic of the study (see 

Figure 3) serves as a guide for the following literature review. The model components, including 

characteristics of the family caregiver (age, sex, relationship to ECR, religious activities, 

household income, chronic health conditions), characteristics of the ECR (age, sex, physical 

disability, symptoms), and the characteristic of environments (social support), will be discussed 

as section headings. Also, other main components of the model, including caregiver tasks of 

care, length of caregiving, and the rewards of caregiving—which were expected to be supported 

by religious activities resulting from Buddhist beliefs—served as section headings. 

The literature review here will begin with the ultimate outcome of this study, the HRQOL 

of the family caregiver, in order to specifically focus on a significant and critical caregiver health 

outcome. Maintaining HRQOL in the process of care is an essential component of a caregiver’s 

psychological well-being (Chung et al., 2007; Morimoto et al., 2003), which, in turn, may affect 

the quality of the care provided (Riedijk et al., 2006). 

Every year presents an increase in the number of elderly Thais. Most elders experience 

physical and psychological health problems that lead to behavioral changes and the need for help 

with ADLs and IADLs, as well as help managing symptoms (Chan, 2005; Sasat, 2006). Some 

Thai elders have been diagnosed with more than one age-related chronic condition or disease 

(Chan; Jordhoy et al., 2007; Moons, 2004; Plasqui, 2008). Additionally, they require a lot of 
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care, and because the majority of chronically ill Thai elders live with family in community 

dwelling areas where there is limited access to health care facilities they receive this care from 

family members.  

HRQOL of Caregiver 

The impressive growth of chronically-ill elders has had a significant impact on families 

with ECRs and has demonstrated the negative outcomes for caregivers, including worsening 

physical and mental health, and an increase in caregiver burden and distress, which also relates 

to a decrease in mental and physical health, as well as lower HRQOL (Chatcheydang, 2005; 

Chung et al., 2007; Frias et al., 2005; Given & Sherwood, 2006; Jones & Peters, 1992; Morimoto 

et al., 2003; Northouse et al., 2002; Northouse et al., 2005; Osse et al., 2006; Pinquart & 

Sorensen, 2007; Subgranon, 1999; Subgranon & Lund, 2000). The impact of caregiving 

experiences on HRQOL may be due to factors from both sides: from the caregiver (the effect of 

physical exertion from providing care, negative health-related behavioral changes, and 

psychological distress on their own chronic conditions) and from the ECR’s disabilities, 

symptoms, and needs (Chatcheydang; Chung et al.; Frias et al.; Morimoto et al.; Pinquart & 

Sorensen; Riedijk et al., 2006). 

Studies in Thailand have shown that family caregivers frequently have physical 

difficulties from direct care dealing with ECRs’ increasing impairments and behavioral 

problems, which impact caregivers’ HRQOL (Chatcheydang, 2005; Subgranon & Lund, 2000). 

This chapter will also review and discuss caregiver functional status as another health outcome 

for caregivers during the process of care and its influence their HRQOL. Also, caregivers’ 

functional status—as an ability to perform their own daily self-care and household activities, 

along with other relevant variables in relation to functional status—will be discussed to reveal 
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the relationship between them.  

In this study, overall HRQOL was characterized by Wilson and Cleary (1995) as a 

subjective life-quality related to “how happy or satisfied someone is with his/her life as a whole” 

(p.62). The life domains selected by researchers have varied depending on the specific measures 

used in the studies. The domains have been characterized by Ferrans (1990) as health, 

psychological or spiritual, social and economic, and family. Smith, Avis, and Assmann (1999) 

posited that HRQOL is the subjective appraisal of one’s current life based primarily on one’s 

psychological functioning and, to a lesser degree, physical functioning. However, using both the 

Wilson and Cleary (1995) and Ferrans (2005) frameworks, HRQOL dimensions can be studied 

with Thai family caregivers by including four life domains: health, psychological or spiritual, 

social and economic, and family. HRQOL levels might also be influenced by various caregiving-

related factors experienced in their current caring situations. 

As previously mentioned, a number of elders in Thailand have been diagnosed with 

chronic, manageable diseases such as stroke, dementia, cancer, arthritis, congestive heart failure, 

diabetes mellitus, and Alzheimer’s disease, because of an advance in medical therapies and 

technologies (Chan, 2005; Moons, 2004; MSDHS, 2007; Sasat, 2006). From such diseases, 

elders experience physical limitations, behavioral changes, and diseases-related symptoms and 

have an increased demand for long-term care from family members. Their disabilities and the 

severity of their symptoms could lead to an increase in the demands on their family caregivers. 

Responsibilities for decision-making or managing care situations, with regard to arrangements 

for long-term care, are often shared between the elderly and their family caregivers (McCullough 

et al., 1993; Chung et al., 2007; Wang, Chung, Lai, Chou, & Kao, 2004). 

Taking the role of caregiver at home for chronically ill elders suffering from stroke, 
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cancer, diabetes mellitus, arthritis, or mental illness can place demands on one’s physical and 

mental health (Caffrey, 1992; Chaoum et al., 1996; Frias et al, 2005; Jones & Peters, 1992; 

Wang et al., 2008) and result in negative consequences to the caregiver’s emotional and physical 

health, as well as HRQOL (Barnes et al., 2006; Chatcheydang, 2005; Chung et al.; Frias et al.; 

Given & Sherwood, 2006; Jones & Peters; Moritomo et al., 2003; Northouse et al., 2002; 

Northouse et al., 2005; Osse et al., 2006; Pinquart & Sorensen, 2007; Subgranon & Lund, 2000). 

HRQOL of family caregivers of ECRs with chronic illness is influenced by various factors and 

can be impacted in different ways. 

Some researchers have examined HRQOL and its influences on caregivers of elders with 

chronic illnesses. Chatcheydang (2005) examined a model of relationships between caregivers’ 

characteristics and HRQOL of Thai female family caregivers of elder stroke survivors and found 

some negative health outcomes from providing long-term care at home, such as anxiety, stress, 

depression, and fatigue. Chung et al. (2007) and Wang et al. (2004) found elderly ADLs deficits, 

sex, marital status of caregivers, and family caregiver age to be significant predictors of HRQOL 

of caregivers of chronically ill elders. Moreover, there are numerous factors that can serve as 

either direct or indirect determinants of caregiver HRQOL, including ECR characteristics—such 

as number of symptoms, disability in personal care and everyday living, and severity of health 

conditions—types of treatments, and comorbidity. Caregiver characteristics are also factors and 

include  relationship to ECR, education, and length of care, as well as a positive aspect: rewards 

of caregiving (Barnes et al., 2006; Blanes, Carmagnani, & Ferreira, 2007; Chatcheydang; Chung 

et al.; Kurtz et al.; Northhouse, et al., 2005; Rees, O’Boyle, & MacDonagh, 2001; Riedijk et al., 

2006). 

In addition, some researchers have examined caregiver-related experiences varying along 
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the illness trajectory and associated with caregiver HRQOL, such as the burden from tasks of 

care in caregivers of stroke patients, (Hughes et al., 1999; Morimoto et al., 2003), Alzheimer’s 

disease patients (Markowitz et al., 2003; Riedijk et al., 2006; Watanabe, Araki, & Kurihara, 

2003) and multiple sclerosis patients (Buchanan & Huang, 2010; Rivera-Navarro et al., 2009). 

These experiences require various types and amounts of assistance in caregivers (Bakas, Lewis, 

& Parsons, 2001; Kim & Given, 2008; Northouse et al., 2002; Northouse et al., 2005; Sammarco, 

2001) and create conflict among their social roles, restrictions on activities, strain in marital and 

family relationships, psychological distress, and diminished physical health (Haley et al., 2003). 

As shown in previous studies, caregiver HRQOL has been examined with some chronic 

diseases but not specifically in elders, particularly in Thai elderly populations. However, for this 

study, the recruited caregivers were not specifically caring for elders with only one particular 

chronic disease because the sample size would have been limited. The study instead focused on 

caregivers who were caring for elders with one or more chronic conditions and who possessed at 

least two ADL deficits. 

In this study, HRQOL, as a subjective life-quality related to “how happy or satisfied 

someone is with his/her life as a whole,” (p.62)—was examined using both the Wilson and 

Cleary (1995) and Ferrans (2005) frameworks—has dimensions including four life domains: 

health, psychological or spiritual, social and economic, and family. The degree to which family 

caregivers have an overall sense of satisfaction toward the experiences of caring for ECRs can 

result from various caregiving factors. One of the caregiving factors that is very important in 

providing care for the ECR is the caregiver’s ability to perform his/her owns life tasks, or the 

level of involvement in the caregiver’s activities, known as functional status. Taking caregiving 

roles may affect family caregivers’ ability to perform their daily life tasks and to care for their 
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beloved ECRs. Caregivers’ ability to perform life tasks is also expected to relate to their own 

HRQOL. 

 It has been shown that experiencing a chronic illness can affect not only the individual, 

but also  family and friends, as above mentioned studies have shown (i.e., Chatcheydang, 2005; 

Chung et al, 2007; Given & Sherwood, 2006; Markowitz et al., 2003; Morimoto et al., 2003; 

Pinquart & Sorensen, 2007; Wang et al., 2004). An increase in chronically ill elders has 

increased the demand for long-term care; caregivers experience extra and unpredictable roles to 

assist ECRs with IADLs and ADLs, as well as to manage the ECR’s symptoms, which may 

impact caregivers’ ability to perform any other life tasks (Chan, 2005; Chatcheydang, 2005; 

Given, 1995; NAC, 2009; Pinquart & Sorensen).  

The expanded role caring for ECRs at home can place demands on caregivers’ physical 

and mental health (Caffrey, 1992; Chaoum, Intarasombat, & Putwatana, 1996; Frias, Tuokko, & 

Rosenberg, 2005) and can result in negative health outcomes for caregivers, including decreased 

emotional and physical health and lower HRQOL (Barnes et al., 2006; Chatcheydang; Chung et 

al.; Markowitz et al.; Morimoto et al.). Other studies revealed that HRQOL is influenced 

significantly by various variables, such as age, ECR condition, physical performance, and health 

behaviors (Casellas, Lopez-Vivancos, Casado, & Malagelada, 2002; Chung et al.; Kazis et al., 

1998; Sullivan, Kempen, Van Sonderen, & Ormel, 2000). 

Physical performance has the strongest impact on HRQOL in the physical domain (Lai et 

al., 2005). However, in Thailand, it remains largely unknown what most significantly influences 

HRQOL levels for Thai elderly caregivers (Chatcheydang; Sasat, 2006) and how caregivers’ 

functional status influences their HRQOL. Sustaining caregiver HRQOL in the process of care is 

a necessary factor in a caregiver’s psychological well-being, which, subsequently, may have an 
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effect on the quality of provided care (Chung et al.; Morimoto et al.; Subgranon & Lund, 2000). 

Functional Status of Caregiver 

The care recipient’s functional status or functional disability has been studied and shown 

to relate to the caregiver’s health outcome, including HRQOL (e.g., Chung et al., 2007; Frias et 

al., 2005; Given & Sherwood, 2006; Jones & Peters, 1992; Morimoto et al., 2003; Mui, 1995; 

Northouse et al., 2002; Osse et al., 2006). Few investigators have studied the relationship of 

caregivers’ functional status (Chung et al., 2010; Leidy, 1994; Newman, 1997; Spira et al., 

2010). Caring for a loved one experiencing chronic diseases for an extended time challenges and 

disrupts family members’ usual pattern of daily living (Newman; Lu & Austrom, 2005; Spira et 

al., 2010). Because of ECRs’ symptoms, behavioral problems, and personal needs, taking on the 

caregiving role at home not only affects many family caregivers’ health and well-being, but also 

increases their life tasks, limiting their participation in usual social, community, occupational, 

and other life activities (Chung et al., 2010; Newman). The ability to complete life tasks and 

other roles is considered necessary for caregivers of ECRs to provide long-term care and to meet 

the needs of both the ECRs and themselves. Maintaining caregiver functional status through the 

trajectory of the disease and the process of care is an important factor of the caregiver’s physical 

well-being that may influence the quality of care the caregiver provides. 

In this study, functional status was defined as “the person’s ability to perform activities of 

daily living or the level of involvement in activities in multiple domains of function—physical, 

psychological, social, and role” (Acton, 1994; Wilson & Cleary, 1995, p. 61). The functional 

status assessment, originally invented in clinical rehabilitation practices for the purpose of 

determining caregivers’ capacity to perform daily tasks in relation to expected performance, has 

been used in studies with chronically ill elder patient samples (Chung et al., 2007; Knight, 2000; 
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Liedy, 1994; Moons, 2004). 

The caregiving role for chronically ill elders is often physically demanding. To maintain 

the caregiver’s ability to provide care, it is important to identify modifiable risk factors for 

decline in the caregiver’s functioning (Chung et al., 2007; Chung et al., 2010). The changes in 

the caregiver’s lifestyle result in physical activity and behaviorial changes (Spira et al., 2010). 

While caregivers have to adapt their daily routines because of their new responsibilities—

including assisting the ECR with eating, exercising, and participating in recreational activities, as 

well as managing their symptoms (Chung et al., 2007; Fredman et al. 2009)—they have to 

maintain their functioning of their own ADLs. 

Moreover, caregivers’ functional statuses may suffer from stress, anxiety, or strain caused 

by expanded and unprepared caregiving roles that result from the enduring worsened conditions 

of the ECRs and their behavioral problems (Caffrey, 1992; Chatcheydang, 2005; Chung et al.; 

William, 1994). Long-term care for ECRs with chronic illnesses, which requires a commitment 

of enormous energy, may lead to changes in physical functioning and/or psychological distress, 

which can be observed in different physical symptoms–such as sleeplessness, weight loss, 

headache, back pain, exhaustion, and lack of energy–and will impact caregivers’ functional 

status and their ability to provide care for their elders (Belasco et al., 2006; Blanes et al., 2007; 

Bull, 1990; Krach & Brooks, 1995; Teel, et al., 2001). For instance, some researchers found that 

self-reported poor sleep in older adults has been linked to impairment in physical functioning and 

impairment in ADLs (Byles, Mishra, Harris, Nair, 2003; Motivala, Levin, Oxman, & Irwin, 

2006). Spira et al. (2010) reported that the time increase in caregivers’ total sleep was associated 

with an improvement in their physical functioning. 

Functional status of the caregiver has been studied in association with various aspects of 
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caregiving situations, such as caregivers of patients with heart failure (Chung et al., 2010), of 

adult patients with memory impairment (Spira et al., 2010), and of patients with Alzheimer’s 

disease (Lu & Austrom, 2005). Some researchers found that depressed caregivers and caregivers 

who spent more time and perceived difficulty in caregiving tasks had poor functional status 

(Chung et al.; Lu & Austrom; Spira et al.). Moreover, changes in physical performance in female 

caregivers were reported to associate with a high intensity (number of ADLs they performed for 

the care recipients) of caregiver task of care in an osteoporotic fracture sample (Fredman et al., 

2009; Tong et al., 2002). 

Multiple tasks of care resulting from ECRs’ disabilities and symptoms, as well as 

dependency and needs, lead family caregivers to take more responsibilities in expanded roles, 

including managing everyday living, helping with personal care, and monitoring and assisting 

with symptoms management (Bakas et al., 2004; Bakas & Burgener, 2002; NAC, 2004; FTGRD, 

2009). Such an increase in caregiving tasks may cause physical and psychological problems, as 

well as health behaviors. Also, monitoring and assisting with an ECR’s symptoms was reported 

as time consuming, and physically demanding, and exhausting (Chung et al., 2010; Newman, 

1997), which may increase caregiving demands and tasks of care, resulting in a possible decrease 

in the family caregiver’s ability to provide care. Caregiver functional status is considered to be 

an important factor influencing a caregiver’s ability to perform ADLs or the level of involvement 

in one’s own activities, as well as the ECR’s activities. There are few studies, particularly of 

Thai family caregivers, investigating predictors of caregiver functional status in relation to 

caregiver HRQOL. 

Relationships between Caregivers’ HRQOL and Functional Status 

HRQOL of a caregiver, interchangeably used with quality of life but similarly defined 
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and measured by the same instrument, has been investigated in general samples of elders (Chung 

et al., 2007; Jones and Peters, 1992) and in samples of elders with various specific chronic 

diseases, such as stroke (Chatcheydang, 2005; Morimoto et al., 2003; Subgranon & Lund, 2000), 

cancer (Given & Sherwood, 2006; Netchang et al., 2010; Northouse et al., 2002; Northouse et 

al., 2005), dementia and Alzheimer’s (Arango-Lasprilla et al., 2010; Riedijk et al., 2006; 

Markowitz et al., 2003), heart failure (Chung et al,. 2010), and multiple sclerosis (Buchanan & 

Huang, 2011). Authors reported and recommended that caregiver HRQOL was one of the 

essential components in a continuing caregiving situation, particularly in a home setting where 

most of the caregiving for chronically ill elders takes place (Chatcheydang; Chung et al.; Riedijk 

et al.; Subgranon). In addition, caregiver functional status, another caregiver health outcome 

indicative of a caregiver’s ability to care for not only elderly relatives, but also themselves, is of 

concern in caregiving studies (Fredman et al., 2009; Lu & Austrom, 2005; Newman, 1997; Spira 

et al., 2010). 

Caregiver’s functional status or performance ability may be a crucial factor in 

accomplishing the caregiver role but has been discussed a result of long-term and physically 

exhausting care activities (Chung et al., 2010; Lee, Colditz, Berkman, & Kawachi, 2003; Mui, 

1995; Schulz & Beach, 1999). Caregiver’s functional status should be sustained in performing 

effective care through the trajectory of the disease and the process of care. Also, caregiver’s 

functional status is expected to be an essential factor influencing HRQOL of the caregiver, which 

ultimately results in the continuous and desired care at home. 

Most researchers have studied functional status as an ultimate outcome and have used it 

interchangeably with HRQOL because each of the concepts has lacked a clear definition (Patrick 

& Chiang, 2000; Siela, 2003; Wall, 2007). In this study, the functional status was explicitly 

http://www.ncbi.nlm.nih.gov/pubmed?term=%22Buchanan%20R%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Huang%20C%22%5BAuthor%5D
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differentiated from HRQOL, and its relationships will be examined. There are no studies to date 

that could be found which have examined the relationship between functional status and HRQOL 

in Thai family caregivers of ECRs, particularly in rural settings and in the context of Buddhist 

beliefs. It is challenging to support Thai family caregivers of ECRs in rural areas so that they 

continue to provide care at home and have the optimal ability to perform care while maintaining 

their own HRQOL. 

In this proposed study, family caregivers’ functional status was measured to assess their 

functioning pertaining to their abilities to perform daily activities in eight domains: physical 

functioning, physical role functioning, bodily pain, general health, vitality, social functioning, 

emotional role functioning, and mental health. In addition, the association between Thai family 

caregivers’ functional status and their overall HRQOL was systematically examined. In a study 

of 120 schizophrenic patients’ caregivers, the rewards of caregiving and length of caregiving 

were suggested to influence the relationship between family caregiver functional status and 

overall HRQOL (Lueboonthavatchai & Lueboonthavatchai, 2006). However, whether or not the 

rewards of caregiving mediate the relationship of family caregiver functional status and overall 

HRQOL, as well as how it mediates, has not yet been examined. 

The findings from this study were therefore required for the identification of the 

significance of the Buddhist-belief-related mediator, rewards of caregiving, enhancing overall 

HRQOL in rural Thai family caregivers. Moreover, the results will lead to a new religion-related 

model for assessing caregiving consequences and will provide guidelines for the development of 

culturally appropriate intervention, including religious activities, as resources for heightened 

caregiver rewards to enhance caregivers’ functional status, further resulting in improved 

HRQOL. Caregiver functional status and HRQOL could be influenced by all preceding factors in 

http://www.ncbi.nlm.nih.gov/pubmed?term=%22Lueboonthavatchai%20P%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Lueboonthavatchai%20O%22%5BAuthor%5D
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caregiving situations, including the ECR’s symptoms and disability, caregiver task of care, as 

well as a positive aspect: namely, rewards of caregiving. All these relevant factors and their 

relationships will be discussed in the following sections. 

Influences on Family Caregiver HRQOL 

Family caregiver characteristics.  

Age. Age refers to a family caregiver’s age in complete years. The literature has been 

inconsistent with regard to the influence of age on family caregiver functional status (Lawang, 

Sunsern, & Rodjarkpai, 2005; Serrano-Aguilar et al., 2006; Wongchantra, 1996). Previous 

studies in Thailand have indicated that older family caregivers tend to consider the caring 

situations as something less serious and to adapt themselves to better accept the caregiving role 

than younger family caregivers do (Lawang et al.; Mui, 1995; Obert, et al., 1989; Sasat, 2006; 

Wongchantra, 1996). However, since these types of family caregivers are older, their health may 

more likely be affected, and they may suffer from underlying disease. Frais et al. (2005) and 

Serrano-Aguilar et al. (2006) found that being older related to experiencing greater health 

problems as family caregivers. As such, their health statuses during their provisions of care may 

be affected, so it is unclear whether or not age affects caregivers’ performance during their 

provisions of care. Therefore, age of family caregivers has been included in this study design. 

Sex. The sex of family caregivers was included in this design because women are often 

socialized to be family caregivers and may be better prepared than men for the family caregiver 

role (Chaoum, 1996; Cheewapoonphon, 1998; Stoller, 1994). As a result, associations between 

caregiving performance and health may be stronger in men than in women. Also, Mui (1995) and 

Ekwall et al. (2004) found that the ECR’s functional impairments and the task of helping ECRs 

with ADL related to a worse caregiver health and HRQOL for male family caregivers, but not 
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female caregivers. Simultaneously, male family caregivers may be more likely to seek social 

support or to relinquish their family caregiver role when caregiving demands become too high 

(Pinquart & Sorensen, 2007). Because of inconsistent and ambiguous results, sex will be 

included in this study as a caregiver measure. 

Relationship to ECR. The relationship to ECR is another relevant characteristic; most 

previous research with Thai samples found that spouses are the primary family caregivers for 

ECRs (Cheewapoonphon, 1998; Belasco et al., 2006; Heru & Ryan, 2004; Rashcick & Ingersoll-

Dayton, 2004), and providing care tends to have ongoing negative effects on their health (Barnes 

et al., 1992; Pinquart & Sorensen, 2007; Pinquart & Sorensen, 2011). Similar to age, a spousal 

caregiver may report worse physical health than adult children do because they are usually older 

and more likely to show age-associated physical declines. Still, spouses may show a weaker 

relationship between family caregiver stressors and physical health of family caregivers because 

caregiving for a spouse is more normative than caring for other frail persons and helps positively 

appraise caregiving situation (Pinquart & Sorensen, 2007). Although Cantor (1983) and Barnes 

et al. (1992) found poorer physical health in caregiving spouses and a greater risk for health 

problems, Grasel (2002) demonstrated that health changes in family caregivers did not differ 

between spouses and adult children. Because of the likely significance of this caregiver 

characteristic associated with negative impact on caregivers’ health changes, it will be included 

in this design. 

Religious activities. The participation in religious activities is one of the internal 

characteristics available to people to manage the demands of a stressful situation (Kramer & 

Kipnis, 1995; Picot, 1997). The majority of Thais are Buddhist (94.5%;Wibulpolprasert, 2007). 

For this study, most caregivers are assumed to be Buddhist. Buddhist Beliefs described by rural 
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Thai family caregivers include karma, and the concepts of boon and babb, or merit and demerit, 

respectively (Sethabouppha & Kane, 2005; Subgranon, 1999; Subgranon & Lund, 2000). 

According to Buddhist beliefs, karma means action performed with intention. Karma can be 

performed through three channels, including physical, verbal, and mental action. The law of 

karma means that good acts will lead to good consequences and bad acts will lead to bad results 

(Payomyong, 2000; Payutto, 1995, 1998). Thai Buddhist caregivers strongly believed that the 

reason they had to care for their ill family members was the result of the law of karma in their 

past and current lives. Some caregivers stated that, because of karma, they were repaying their 

elderly ill family members for being hurtful to them in the past (Subgranon & Lund, 2000). 

Accordingly, most of the caregivers performed boon or good deeds for their elderly ill family 

members to achieve  better lives in their next rebirth. Caregivers followed Buddhism in caring 

for their chronically ill elders (Sethabouppha & Kane; Subgranon & Lund). 

A religious activity, in this study, was conceptually defined as the behaviors that reflect 

participation in religious activities, religious involvement, and subject reports of feelings of 

religiosity (Levin et al., 1995; Picot et al., 1997). The participation in religious activities, one of a 

caregiver’s resources, may impact positive caregiving experiences. Religious activity was added 

in this design because it has been reported to lessen the effects of stress and heighten perceived 

caregiver rewards (Picot et al.; Subgranon & Lund, 2000). 

Household income. Household income was defined as the total income of family 

caregivers and those living in the same place of residence (Chatcheydang, 2005; Pinquart & 

Sorensen, 2007). It has been found that those who had higher household income levels were less 

likely to be affected by patient caregiving demands and more likely to have a better overall 

HRQOL (Chatcheydang; Ekwall et al, 2004; Lawang et al., 2005; Pinquart & Sorensen). 
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Similarly, the investigator found that lower household income levels in an American sample 

ultimately correlate with caregiver HRQOL (Netchang, Corser, Given, Given, & Xie, 2010). In 

addition, those caregivers with greater financial stability had more opportunities to seek other 

things that benefit the ECR because they did not need to worry about earning their livings. 

Caregivers with lower income levels frequently have to work harder to pay for their daily living 

expenses (Chung et al. 2007; Lawang et al.). In addition, low-income family caregivers may 

have less interest in finding helpful information to improve their caregiving practices or to take 

care of their own health, which may result in a decline in their functional statuses and health 

(Chung et al.; Ekwall et al., 2004; Sasat, 2006).  

Chronic health conditions. A caregiver’s number of chronic health conditions was 

identified as the total number of chronic health conditions that a family caregiver possesses, such 

as high blood pressure, diabetes mellitus, stroke, cancer, heart disease, chronic bronchitis, low 

back pain, arthritis, and so forth (Chatcheydang, 2005; Pinquart & Sorensen, 2007). The number 

of chronic health conditions a caregiver possesses has been shown to affect the health status of 

the family caregiver (Cheewapoonphon, 1998; Pinquart & Sorensen). 

Studies have shown that many family caregivers experience one or more chronic 

illnesses–such as hypertension, heart disease, low back pain, or arthritis–which have been shown 

to affect their health status (Blanes et al., 2007; Frias et al., 2005). Barnes et al. (2006) found 

that, when controlling for age, gender, and socioeconomic status, one of the significant 

predictors associated with caregivers’ overall HRQOL is having two or more chronic health 

conditions. In this study, the number of chronic health conditions will be measured as objective 

indicators by using the number of medical and chronic illnesses, which will be counted in the 

total. 
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Characteristics of environments.  

Social support. Social support was defined as the caregiver’s level of perceived social 

support in regards to the current availability of functional supports, including (a) provision for 

attachment or intimacy; (b) social integration—being an integral part of a group; (c) opportunity 

for nurturance behavior; (d) reassurance of worth as an individual and in role accomplishments; 

and (e) the availability of informational, emotional, and material assistance (Brandt & Weinert, 

1981; Weinert, 1987; Weinert & Brandt, 1987). Park and Lee (2007) and Oka, Szuba, 

Giacomini, and Cooke (2004) similarly found that social support is a potentially modifiable 

factor associated with functional status, particularly physical levels in older family caregivers. 

Moreover, social support may positively affect family caregivers’ HRQOL by reducing their 

stressors, thereby enhancing their rewards of caregiving (Chappell & Reid, 2002; Cohen, 

Colantonio, & Vernich, 2002; Northouse et al., 2002; Picot, 1995), and helping to develop more 

effective forms of coping strategies, resulting in positive health behavior in relation to caregiving 

performance (Losada et al., 2005; Tang & Chen, 2002). 

In Thailand, Lueboonthavatchai and Lueboonthavatchai (2006) found that social support 

was positively correlated to schizophrenic patient caregivers’ HRQOL. Also, Morissey and 

colleagues (1990) and Uchino, Kiecolt-Glaser, and Cacioppo (1992) demonstrated that lower 

levels of social support were associated with worse physical functioning of family caregivers, but 

Mui (1995) did not find such a relationship. This study will include social support as one 

preceding caregiving factor, which is expected to be one of the predictors of caregivers’ 

functional status. 

ECR characteristics.  

Age. Age refers to the ECR’s age in complete years. Age-associated changes in physical 

http://www.ncbi.nlm.nih.gov/pubmed?term=%22Lueboonthavatchai%20P%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Lueboonthavatchai%20O%22%5BAuthor%5D
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and mental status and sensory deficits happen over time in elders (Jordhoy et al., 2007; Sasat, 

2006). Thai elderly patients with chronic conditions have an appreciable decline in functioning 

and frequently may need more help with personal ADLs (Choowattanapakorn, 1999; Jones & 

Peters, 1992). Some researchers found that an older age of the care recipient was associated with 

increased stress and age-related chronic diseases (Jones & Peters). However, the age of ECRs is 

one important variable to measure in order to classify them into different disease, severity, 

disability, limitation, or needs groups, which may help with studying the relationship of ECR age 

and family caregivers’ functional status.  

Sex. Sex of the ECRs was also included in this design because the differences between 

sexes may result in differences in conditions, diseases, and overall well-being for ECRs 

(Sobieszczyk, Knodel, & Chayovan, 2002). Also, among Thai elder populations, there is a higher 

proportion of women than men with chronic disease (MSDHS, 2007). Such evidence might 

further influence the dependencies and needs of ECRs that will affect caregivers’ performance to 

meet ECRs’ needs. The associations between sex of ECRs and caregiver performance or 

functioning are still knowledge gaps that need to be addressed. 

ECR physical disability. ECR physical disability was defined as the limitation of 

performing ADLs and is an indicator of the dependence and need of ECRs (Chatcheydang, 2005; 

Pinquart & Sorensen, 2007). As ECRs experience more disabilities, family caregivers must 

provide higher levels of care. Some studies have demonstrated a negative relationship between 

levels of ECR disability and family caregiver’s HRQOL (Alshubaili et al., 2008; Chatcheydang). 

However, Ekwall et al. (2004) proposed that family caregivers who reported that they helped 

with more ADLs may have better physical status. Since the relationship between ECRs’ level of 

physical disability and caregivers’ functioning remains unclear, it has been included in this study 
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design for substantiating its impact in predicting a caregiver’s ability to perform life tasks. 

ECR symptoms. Symptoms of ECRs were included in this study because the majority of 

older people living with chronic disease experienced about 3.9 symptoms per day (Lorig, 1993; 

Manton et al., 1997). ECRs’ symptoms experiences are the most important determinants of the 

needs of care provided by family caregivers, resulting in caregiver tasks of care. Chronically ill 

elders who have been discharged from the hospital still have some disabilities (Lausawatchaikul, 

2001; Lawang et al., 2005; Periard & Ames, 1993; Sasat, 2006) and need regular care for IADLs, 

ADLs, and age- and disease-related symptoms, including hearing loss, vision impairment, 

weakness, pain, fatigue, nausea, vomiting, insomnia, difficulty breathing, diarrhea, coordination 

problems, poor appetite, fever, cough, dry mouth, constipation, mouth sores, bed sores, inability 

to concentrate, and so forth (Chung et al., 2007; NAC, 2004; FTGRD, 2009). 

The symptoms of ECRs with chronic diseases are associated with the number of 

caregiver tasks of care (Nijboer et al., 2000; Pinquart & Sorensen, 2003) and the degree of 

assistance required from the caregiver (Given & Sherwood, 2006). In turn, the caregiver’s level 

of involvement in providing care has been associated with the functional status of the caregiver 

(Chung et al., 2010; Fredman et al., 2009). The ECRs’ symptoms have been included in this 

study model to determine their effect on caregivers’ functional status.   

Length of caregiving. Length of caregiving refers to the period of time in months or 

years that a family caregiver has spent in the caregiver role. Changes in functional status 

frequently occur over time in family caregivers with chronic physical illnesses (Liedy, 1994) and 

might be associated with decreases in their overall HRQOL. Similar to Mui’s (1995) study, the 

number of months of caregiving was correlated with decreased family caregiver health for 

women (Sasat, 2006). Alshubaili et al. (2008) have proposed that the available national welfare 
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supports in Thailand were not sufficient to lift HRQOL levels of family caregivers caring for 

patients with longstanding chronic illnesses because of the disproportions of elderly populations 

and the budget limitations. 

Some studies have demonstrated that changes in caregiving over time are not only caused 

by the ECR’s continued aging but also affected by the trajectory of chronic illnesses (Leidy). On 

the other hand, the longer family caregivers provide care, the more caregiving skills they may 

attain (Choowattanapakorn, 1999; Sasat, 2006). Family caregivers might have positive or 

negative feelings about caregiving that influence whether or not they are satisfied with their 

functional statuses and HRQOL (Mui; Pinquart & Sorensen, 2007).The effect of length or 

duration of caregiving on functional status is still questioned and has been included in this study 

design to answer the research questions. 

Caregiver tasks of care. Caregiver tasks of care for elders were defined as care activities 

that often involve many aspects of care, dealing with the physical and psychological needs of an 

elder patient (Bakas et al., 2001; Chung et al., 2007; Jones & Peters, 1992; Oberst, Thomas, 

Gass, Ward, 1989; Sasat, 2006). Caregiver tasks of care included (a) managing IADLs; (b) 

helping with ADLs; and (c) monitoring and assisting with the ECR’s symptoms experiences, 

which can be challenging for family caregivers in home care situations (Given & Sherwood, 

2006). Multiple caregiver tasks of care may result in decreased care ability of the family 

caregiver (Bakas et al.; Caffrey, 1992; Chung et al.; Fredman et al., 2009; Oberst et al.). 

Moreover, the number and difficulty of caregiving tasks have been reported to be associated with 

caregiver burden in caregivers of patients with lung cancer (Bakas et al.; Chaoum et al., 1996) 

and were one of the predictors of family caregivers’ HRQOL of chronically ill elderly 

(Chatcheydang, 2005; Chung et al.). Caregiver tasks of care has been included in this study to 
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examine whether or not multiple tasks of care will predict the caregiver’s ability to perform his 

or her life tasks. 

 Rewards of caregiving. Rewards of caregiving refer to levels of the family caregivers’ 

overall sense of satisfaction associated with performing their caregiving roles (Raschick & 

Ingersoll-Dayton, 2004; Sasat, 2006; Stewart & Archbold, 1997). Much of the earlier research on 

family caregivers has focused on the negative consequences of caregiving (e.g., Morimoto et al., 

2003; Frias et al., 2005; Chatcheydang, 2005). However, caregiving for an older family member 

can also be a satisfying and rewarding experience, despite the possible stress imposed from 

managing one’s life (Davis, 2005; Kramer, 1997; Picot, 1995; Raschick & Ingersoll-Dayton). 

Buddhist beliefs toward elders of Thai caregivers may impart a sense of obligation for them to 

care for parents, and karma-based thought may create positive feelings from assuming the role of 

family caregiver, such as the rewards of caregiving (Choowattanapakorn, 1999; Sasat, 2006; 

Sethabouppha, & Kane, 2005). Similarly, Heru and Ryan (2004), Donprapeng (2006), and 

Kasemkitwattana (2006) proposed that a caregiver’s warm and supportive attitude toward his or 

her care recipient can sometimes help to cope with the caregiver role, which influences the 

caregiver’s performance and overall HRQOL. This measure, therefore, will be a key in this study 

to investigate its effect on caregivers’ functional status and HRQOL in Thai populations and 

whether or not rewards of caregiving can moderate or mediate the relationship between those 

two main caregiver outcomes: functional status and HRQOL. 

Summary 

Because of an increase in the number of elderly Thais with chronic, manageable illnesses, 

more elderly Thais require assistance at home to care for age-related physical and mental 

problems. Recently, more family members have been required to assume daily caregiver roles 
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for elderly relatives, particularly in rural areas (Chatcheydang, 2005; Subgranon, 1999). The 

majority of family members in rural Thailand believe in Buddhism—that older family members 

should receive obedience from the younger family members, parents should receive good care at 

home, and kids have a sense of obligation to provide care—leading most Thais to refuse to let 

elders or parents move into institutions. Buddhist beliefs have helped caregivers easily accept 

caregiving situations and the caregiver role. Also, Buddhist beliefs have facilitated caregivers to 

positively interpret and perceive the caring situation as rewards. These domains of benefit 

finding in elder caregiving have been perceived by caregivers, and they are expected to be 

associated with the caregivers’ ability to perform care and their overall HRQOL.  

HRQOL measures have been developed to assess aspects of a family caregiver’s 

subjective experience relating to health, disease, disability, and impairment. It is especially 

important for nursing researchers to more rigorously examine the relationship of family 

caregivers’ functional status to their HRQOL. As an ability of the caregiver to functionally 

perform in daily life and to care for ECRs, functional status will be considered a very important 

influence in fulfilling a caregiver role. In this study, the HRQOL of elderly Thai family 

caregivers in rural settings was more rigorously explored to gain knowledge on how functional 

status might affect their HRQOL. This study also examined how other family caregiver and ECR 

factors are associated with HRQOL or functional status to fill the knowledge gap concerning the 

most culturally appropriate interventions for rural Thai family caregivers to enhance 

effectiveness and quality of their care for ECRs. 

Even though Buddhist beliefs about elders in Thai family caregivers may create positive 

feelings in the caregiver from assuming this role, other family caregiver characteristics should be 

examined, such as age, sex, relationship to ECR, social support, and characteristics of ECRs. The 
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results of the study will examine the relationship among those caregivers’ clinical outcomes, 

functional status, and HRQOL which will further affect the continuum of caring for elders at 

home. In addition, results will be particularly innovative in understanding how relevant 

caregiving variables impact caregivers’ HRQOL in a rural, non-Western context. 

Furthermore, the results of this study can be used to guide the future research trajectory 

of caregiving for ECRs in the rural Buddhist context. The results also revealed the association of 

caregivers’ participation in religious activities and their perceptions of rewards. Such results will 

help create a new religion-related model of assessing caregiving consequences and provide 

guidelines for the development of appropriate religious intervention to enhance caregivers’ 

ability to perform care for ECRs and themselves, which will impact on their HRQOL. 
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Chapter 4 

Methods 

 The purpose of chapter 4 is to present the methodology of the study. First, the design, 

subjects, and settings of the study are introduced. Then, the study’s instrument operational 

definitions and measurement of variables (see Appendices A and B for Study Instruments) are 

presented. Finally, the proposed procedure of data collection, power and data analysis plan, data 

management, protection of human subjects and inclusion of women are described. 

Research Design  

The cross-sectional, descriptive study was conducted from October 2011 to January 2012 

by the investigator at two primary care units (PCUs) in two rural districts in the Uttaradit 

province of northern Thailand. The two selected PCUs were responsible for all aspects of 

population health in the small villages of each district. In every province of Thailand, the 

standard was one PCU per district, which typically houses the club for elders. The club’s 

members participate in activities provided by staff nurses and health care professionals once or 

twice each month.  

Purpose of the study. The purpose of this study was to examine which selected 

variables–family caregiver characteristics (age, sex, religious activities, relationship to ECR, 

chronic health conditions, household income, and social support), ECR characteristics (age, sex, 

levels of physical disability, and ECRs’ symptoms), length of caregiving, rewards of caregiving, 

caregiver tasks of care, and family caregiver functional status–significantly influence the 

HRQOL levels of rural Buddhist Thai family caregivers caring for ECRs with one or more 

chronic conditions and at least two ADL deficits. 

Problem statement. Thai family caregivers frequently have physical difficulties from 
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direct care dealing with chronically ill ECRs’ impairments and behavioral problems 

(Chatcheydang, 2005). Assistance provided to elders with chronic diseases includes managing 

IADLs, helping with ADLs, and monitoring age- and disease-related symptoms, any of which 

may have a direct influence on the caregivers’ ability to care for elders and for themselves. 

Caregivers’ functional status as an ability to perform their own daily self-care and household 

activities will be considered an important variable in the caregiving role that may influence their 

HRQOL and the continuation of the caregiving role at home. This study examined the following 

research questions: What is the relationship between caregivers’ functional status and the 

HRQOL of rural Thai family caregivers caring for chronically ill elders? Will the rewards of 

caregiving exert a mediating effect on the relationship between rural family caregiver functional 

status and overall caregiver HRQOL? 

For the proposed study, the researcher hypothesized that Thai family caregivers, who care 

for ECRs with physical disabilities, tend to have problems with caregiver functional status 

because of the degrees of the ECRs’ disabilities, their age- and disease-related symptoms, and 

increases in caregiver tasks of care. This was one of the first studies to explore those relevant 

caregiving aspects to specifically understand caregivers’ functional status and HRQOL. The 

results will demonstrate the relationship among those caregivers’ clinical outcomes affecting 

functional status and HRQOL, which will further affect the sustainability of caring for elders in 

the community. 

Subjects 

Sample respondents were community-dwelling, primary family caregivers of ECRs who 

had one or more chronic conditions (e.g., stroke, hypertension, osteoarthritis, Alzheimer’s 

disease, and dementia) and have needed assistance for two or more ADLs at home for at least 
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three months. Family caregivers were unpaid for caring for an ECR, which is defined as a family 

member, such as a husband, wife, father, mother, son or daughter, sister or brother, and so forth. 

All family caregivers taking care of chronically ill ECRs at home who met the inclusion criteria 

were invited to enroll in the study. 

According to the G*power for correlation and regression analyses and HRQOL outcome, 

a total of 201 family caregivers were recruited through purposive sampling using the study 

inclusion criteria. This minimal sample size of subjects provided an acceptable .80 power 

analysis of medium effect size and an alpha level of significance of .05 (Buchner, Erdfelder, & 

Faul, 1997; Faul et al., 2009; Walters et al., 2001). 

The inclusion criteria for family caregiver eligibility included (a) being 18 years of age or 

older and living in rural area, (b) caring for a chronically ill ECR 60 years of age or older for at 

least three months, (c) acting as a primary caregiver at home and without pay for an ECR who 

has two or more ADL deficits, (d) being fluent in the Thai language, and (e) being Buddhist. The 

exclusion criteria included (a) being less than 18 years of age, (b) caring for elderly patients less 

than 60 years of age, (c) being paid to care for a chronically ill ECR, and (d) not living in the 

rural area (living in the municipal area). 

Settings 

  Family caregivers in the study were recruited by the investigator from two PCUs in rural 

regions of Northern Thailand. At each PCU, one elderly club provided monthly health-related 

activities for elderly members. There, older people had access to ongoing support from the staff 

of the PCU and engage in a wide-range of activities, such as praying, meditation, exercise, card 

games, other recreational activities, and health examinations. The two PCUs in this study were 

responsible for providing health care to residents of small villages where there is limited access 
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to health care facilities. Elders undergoing health examinations at the PCU were asked by the 

club staff if they are cared for by someone at home. Also, the caregivers accompanied the elders 

to the club were questioned by the PCU health professionals using the inclusion criteria for 

recruitment.  

Sample Size 

 The required sample size was calculated based on G*power tests for correlation and 

regression analyses (Faul, Erdfelder, Bucher, & Lang, 2009). The choice of the sample size 

formulae depended on the way data will be analyzed, which, in turn, depended on specific 

characteristics of the data analyzed (Walters, 2004). Sample size was critically dependent on the 

purpose of the study, the outcome measure and how it is summarized, and the method of 

calculating the test statistic (Machin, Campbell, Favers, & Pinol, 1997; Walters, Campbell, & 

Lall, 2001). 

Thus, according to the G*power for correlation and regression analyses and HRQOL 

outcome, a minimal sample size of at least 150 subjects would provide an acceptable .80 power 

analysis of medium effect size, with 15 predictors and an alpha level of significance of .05 

(Buchner et al.,1997; Faul et al., 2009; Walters et al., 2001). 

Instruments 

Sociodemographic and clinical characteristics. Socio-demographic and clinical 

characteristics were collected on the Thai study questionnaire developed by the investigator, as 

well as from self-reported information on family caregivers’ characteristics: age in years, sex as 

male and female, participation in religious activities—including the religion caregivers believe in 

and activities they participated in, such as praying, meditating, offering food to monks, going to 

the temple, and so forth.—relationship to ECR as the types of connections existing between 
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caregiver and ECR, household income as the total monthly income of the family caregiver, and 

the chronic health conditions as the types and total number of the conditions that the family 

caregiver possesses. Also, ECRs’ characteristics—age in years and sex as male and female—

were reported by the family caregivers. Length of caregiving or duration of assuming a family 

caregiver role was measured using a question concerning the number of complete years as a 

family caregiver. 

Religious activities. Religion is the participation in religious-related activities—including 

the activities they participated in, such as praying, meditating, offering food to monks, going to 

the temple, donating to others, and doing other good things for themselves and others as reported 

in previous religiosity-related literatures (Levin, Chatters, & Taylor, 1995; Picot et al., 1997). 

Religious activity was measured using the religious activity grid to rate how often caregivers do 

participate in those religious activities. Frequency scores were evaluated for each activity on 5-

point Likert-type scales, where caregivers selected  0 (not at all), 1 (less than once a month), 2 

(once a month), 3 (once a week), or 4 (once a day). Responses to the religious activity grid were 

summed such that high scores indicated a greater frequency of participating religious activities. 

Participation in religious activities, one of a caregiver’s resources, may impact positive 

caregiving experiences and has been reported to lessen the effects of stress and heighten 

perceived caregiver rewards (Picot et al.; Subgranon & Lund, 2000). 

All of the following instruments were used in many previous studies and were shown to 

be  reliable and acceptable psychometric characteristics as shown in Table 1. 

HRQOL. Overall HRQOL was measured using the Thai translation of Quality of Life 

Index (QLI; Ferrans, 2009; Petchprapai, 2007). The QLI was developed by Ferrans and Powers 

to measure quality of life in terms of a person’s overall satisfaction with life (1985). The QLI 
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measures both satisfaction and importance regarding various aspects of life. The instrument 

consists of two parts: The first measured satisfaction with various aspects of life, and the second 

measures the importance of those same aspects. Scores were calculated for overall quality of life 

in total and in four domains: health, psychological, social and economic, and family (Ferrans, 

1996; Ferrans & Powers; Ferrans, 1990). 

The total score came from the 33 items which each rated on a 6-point Likert-type scale. 

Scores were calculated for HRQOL overall and in four domains: health and functioning, 

psychological and spiritual, social and economic, and family (Ferrans, 1996; Ferrans & Powers, 

1985; Ferrans, 1990). The total score of the QLI ranged from 0 to30; a higher score indicating a 

better HRQOL. The instrument also had undergone formal psychometric testing for convergent 

and divergent validity, test–retest reliability, and internal consistency. Test–retest reliability of 

the measure is 0.87 with a 2-week interval and 0.81 with a 1-month interval and internal 

consistency, as measured by Cronbach’s alpha, ranging from 0.73 to 0.99 (Ferrans & Powers, 

1998; Katsuno, 2003) and 0.94 for the Thai version (Petchprapai, 2007). 

Functional status. Caregiver functional status was measured using the 12-item Short 

Form Survey (SF-12). The SF-12 (Ware, Kosinski, & Keller, 1996), derived from the Thai-

translated version of SF-36, had been demonstrated to be reliable and valid in clinical and 

population-based applications (Hoffmann, 2005; Larson, 2002; Lim & Fisher, 1999; Lundberg, 

Johannesson, Isacson, & Borgquist, 1999). To reduce the respondent burden and the time needed 

for questionnaire administration, a short questionnaire had been used consisting of a single 

instrument of 12 items and has been tested within both adult and adolescent groups (McHorney, 

Ware, & Raczek, 1993; Nelson et al., 1994; Ware et al., 1995; Ware et al., 1996; Wasson et al., 

1994). The SF-12 survey contained 12 categorical questions that assess ability in performing 

activities as a result of physical and emotional health and 3-, 5-, and 6-point Likert response 
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formats that assess limitations in physical activity and physical role functioning, pain, overall 

health, mental health, vitality, and social functioning. Higher total scores indicate better 

functioning status of caregivers. 

All 12 items were used to calculate the physical- and mental-component summary scores 

and total scores by applying a scoring algorithm empirically derived from the data of a U.S. 

general population survey (Ware et al., 1995). Performance of the component summary scores 

had been studied in nine languages, and it has been recommended that the U.S.-derived summary 

scores, which yield a mean of 50 and a standard deviation of 10, be used in order to facilitate 

cross-cultural comparison of results (Chariyalertsak, Sirisanthana, Saengwonloey, & Nelson, 

2001; Chariyalertsak et al., 2011; Gandek et al., 1998; Kontodimopoulos, Pappa, Niakas, & 

Tountas, 2007). Test-retest reliability coefficients greater than 0.70 were demonstrated (Resnick 

& Parker, 2001). Validity, discriminatory power, correlation with other measures, construct, and 

criterion had been rated as good (Larson et al., 2008; Lundberg et al.; Sanderson et al., 2001). 

The sensitivity to change was reported as adequate (Luo et al., 2001; Muller-Nordhorn et al., 

2003). Similar to previous studies and some references to HRQOL measured by SF-36, a recent 

study by the investigator has indicated acceptable psychometric properties of the measure 

(Netchang et al., 2010). Moreover, many studies reported that the SF-12 summary measure 

replicates well the SF-36 summary measure and shows similar responsiveness to changes over 

time (Chariyalertsak et al. 2011; Lam et al., 2005; Larson; Muller-Nordhorn et al.; Wee, Davis, 

& Hamel, 2008). 

Caregiver tasks of care. Caregiver tasks of care were measured by the Oberst Caregiving 

Burden Scale (OCBS; Carey, Oberst, McCubbin, & Hughes, 1991; Oberst, 1990; Oberst, 

Thomas, Gass, & Ward, 1989), assessing caregivers’ perceptions of time and of difficulty 
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associated with tasks they performed in caring for their family members (Bakas et al., 2004; 

Carey et al., 1991). Among others, such tasks included providing personal care, assisting with 

medications, monitoring symptoms, managing the patient’s emotions and behaviors, dealing with 

finances, and talking with health professionals. The time items on the OCBS were each rated on 

a 5-point scale ranging from 1 (none) to 5 (a great amount), and the difficulty items are rated on 

a 5-point scale ranging from 1 (not difficult) to 5 (extremely difficult). Total scores were 

separately generated for time and for difficulty, which range from 15 to75; higher scores 

represent more perceived time spent or more difficulty with tasks. The 15-item OCBS, as well as 

the Thai-translated version, has shown evidence of internal consistency reliability, 

unidimensionality, and content and construct validity in cancer, stroke, and heart failure 

caregivers (Bakas et al., 2004; Bakas & Champion, 1999; Boonluk, 2005; Carey et al., 1991; 

Chung et al., 2010; Oberst, 1990). 

Social support. The social support questionnaire, Personal Resource Questionnaire 85 

part II (PRQ85-II), was used for measuring social support. This instrument was developed by 

Brandt and Weinert (1981) and was modified and translated into Thai by Puttapitukpol (2001). 

The PRQ85- II is a 25-item questionnaire that measures the respondent’s level of perceived 

social support (Brandt & Weinert; Weinert & Brandt, 1987). It includes five dimensions: 

intimacy, social integration, nurturance, worth, and assistance. These items each use a 7-point 

Likert rating scale, ranging from 1 (strongly disagree) to 7 (strongly agree) for positive 

statements, and from 7 (strongly disagree) to 1(strongly agree) for negative statements. The 

composite PRQ85-II score ranges from 25–175. The total scores were generated for this study; 

higher scores indicate higher levels of social support. The internal consistency of the Thai-

translated version was tested by Cronbach’s alpha coefficient and was found to be good at 0.84 
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with the test-retest reliability shown to be 0.84 (Sreshthaputra, Sreshthaputra, & Vutyavanich, 

2008; Tangkawanich, Yunibhand, Thanasilp, & Magilvy, 2008). 

Rewards of caregiving. The rewards of caregiving were measured by the Thai-translated 

version of Archbold and Stewart’s (1986, 1993) Rewards of Caregiving Form, which consisted 

of 27 items including five aspects: reward of meaning, reward of learning, financial reward, 

spiritual reward, and being there for the patient. This measure quantified levels of family 

caregivers’ overall perceptions of reward from caring for the ECRs during the caring period. 

Each statement has a 5-point Likert scale response, ranging from 0 (not at all) to 4 (a great deal). 

Responses to the Thai-translated version were summed such that high scores indicate a greater 

perceived reward of caregiving, with a range of 0 to 108 (Donprapeng, 2006; Kopachon, 2002; 

Plaipetch, 2002). The overall Cronbach’s alpha of rewards of caregiving in previous studies 

ranged from 0.77 to 0.94 (Archbold et al., 1995) and, it has been reported, in Thai studies ranged 

from 0.80 to 0.93 (Chatcheydang, 2005; Donprapeng; Kopachon; Plaipetch; Subgranon & Lund, 

2000).  

 ECR physical disability. The physical disability of the ECR was measured by the family 

caregivers using the Barthel Index (BI; Mahoney, & Barthel, 1965). The BI was developed as a 

measure to assess disability in patients and has been recommended by the Royal College of 

Physicians for routine use in the assessment of older people (Sainsbury et al., 2005). The index 

was an ordinal scale comprising of 10 ADLs: transferring, walking, stairs, toilet use, dressing, 

feeding, bladder, bowel, grooming, and bathing. The scores range from 0 to 100; the healthy 

score is 100, and lower scores indicate greater disability. Interrater reliability was reported as 

high percentage agreement (> 0.70) for the total score. The reliability of the Thai version of the 

BI has been investigated in the major clinical settings relevant to older people and has been 
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found to be reliable (> 0.80; Senanarong, et al., 2003). 

 ECR symptom. The symptom of the ECR was measured by the Memorial Symptom 

Assessment Scale (MSAS;Portenoy et al., 1994). The MSAS was originally developed to 

provide multidimensional information about a diverse group of common symptoms and first 

tested in the cancer population. The MSAS consisted of subscales that describe (a) psychological 

symptom distress (PSYCH), which includes feeling sad, worrying, feeling irritable, feeling 

nervous, difficulty sleeping, and difficulty concentrating; (b) physical symptom distress (PHYS), 

which includes lack of appetite, lack of energy, pain, feeling drowsy, constipation, dry mouth, 

nausea, vomiting, change in taste, weight loss, feeling bloated, and dizziness; and (c) global 

symptom distress (Global Distress Index; GDI). The GDI included the frequency scores for 

feeling sad, worrying, feeling irritable, and feeling nervous, and it includes the distress scores for 

lack of appetite, lack of energy, pain, feeling drowsy, constipation, and dry mouth. Severity, 

frequency, and distress were evaluated for 24 symptoms, along with severity and distress for 

eight symptoms, on 4- and 5-point Likert-type scales. Higher scores indicated more severity, 

greater frequency, and higher distress. The scores range from 0 -128, with a score of zero 

indicating the caregiver did not perceive that the ECR experienced the symptom in the past four 

weeks. All reporting of symptoms was completed by caregivers, the individual symptom score 

was the average of all the completed dimensions. The total MSAS score is the average of the 

scores for all 32 symptoms. The scoring of the MSAS also yields three subscales. 

Internal consistency was found to be moderate to high (0.58 - 0.88; Portenoy et al., 1994). 

The MSAS was tested to determine whether or not it could serve as a feasible, reliable, and valid 

tool for use in assessing family caregivers on the symptoms experiences of advanced cancer 

patients. The author found that the internal consistency was high in the PHYS (α = 0.84), 
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PSYCH (α = 0.82), and GDI (α = 0.84) subscales (Lobchuk, 2003). The Thai-translated version 

of MSAS was reported as high (0.78 - 0.91) in cancer patients (Malangpoothong et al., 2009; 

Sumdaengrit, 2008; Suwisith, 2007). 

Procedure for Data Collection  

 The rights of the caregiver subjects enrolled in this study were respected by the 

investigator throughout the study period through various measures. Also, the study was guided 

by principles of the Health Insurance Portability and Accountability Act (HIPAA) of 1996 

(HIPAA, 1996). After the Institutional Review Boards (IRB) of Michigan State University 

(MSU) approved the study (see Appendix D for IRB Approval Letter), the investigator contacted 

the PCU directors, who had already completed training in research ethics and human rights. The 

investigator explained the objectives and procedures of the study to the PCU nurses and asked 

for their assistance in identifying eligible family caregivers. Each of the PCUs provided a letter 

of approval allowing the investigator to conduct the study at the facility. Then, information was 

gathered using the following steps (see Figure 3): 

 1. Screening for eligible subjects was first completed by the club staff nurses at the PCUs 

based on the specified inclusion criteria. The ECRs had been diagnosed for their conditions and 

diseases by the specialists at Uttaradit hospital once they were admitted to or visited the 

emergency department. 

 2. All eligible subjects were approached by the investigator after they asked to obtain 

more information about the study. Eligible subjects were asked to provide their informed consent 

(see Appendix C for Study Consent Form) after the investigator had explained the study 

objectives, the data collection processes, and the subject’s right to not participate in the study. 

3. Separate from the ECRs, the investigator asked consented family caregivers to 
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complete a questionnaire at the elderly club in approximately 45 to 60 minutes. The investigator 

read the questionnaires for those family caregivers who requested assistance or reported having 

difficulty completing the questionnaires. 

Figure 3 shows the sequence that was used for collecting data. This study was conducted 

by the investigator at the PCUs and elderly clubs in two rural districts in the Uttaradit province 

of Northern Thailand. Eligible family caregivers were first identified by the club staff, who 

searched census registration lists and patient records. At the PCUs, participants attending health 

examinations and elderly club activities were asked by club staff whether they are care for elders 

in need of assistance for two or more ADLs. A total of 127 family caregivers were recruited from 

the initial contact at PCUs, and a total of 74 family caregivers were recruited from census 

searching. The investigator approached family caregivers at the PCU who agreed to receive more 

information on the study. Participants who were not caring for an elderly family member at home 

or did not intend to participate in the study were thanked for answering before they left. Few 

family caregivers refused participation in this study because their elders needed no help with two 

or more ADLs. Family caregivers who agreed to talk with the investigator were provided 

information about the study objectives, along with a copy of the informed consent form. 

After consent was obtained by the investigator, the investigator administered the 

translated questionnaires (see Appendix A) to family caregivers at the elderly clubs. Using the 

study questionnaire, the investigator collected study data from enrolled family caregivers 

regarding all study variables: family caregiver and ECR sociodemographic and clinical 

characteristics, length of caregiving, caregiver tasks of care, rewards of caregiving, family 

caregiver functional status, and overall HRQOL. 
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Figure 3. Data collection flowchart. PCU = primary care unit; ADL = activity of daily living; 

ECR = elderly care recipient; HRQOL = health related quality of life. 

 

Plan for Data Management 

 A total of 201 family caregivers were asked to complete a questionnaire by the SI at the 

PCU, and the SI read the questionnaires for those family caregivers who requested assistance or 

report having difficulty completing the questionnaires. The questionnaires included family 

caregivers’ and ECRs’ sociodemographic and clinical characteristics, QLI, SF-12, PRQ85-II, BI, 

Initial contact at PCUs 

-Participants attending health examinations and 

elderly club activities were asked by club staff if 

they are caring for elders in need of assistance 

for two or more ADLs (N = 127) 
 

-Club staff searched census 

registration or patient records for 

elders with one or two chronic 

health conditions 

-Club staff questioned if they were 

taken care of by someone at home 

(N = 74) 
 

Yes Yes 

The investigator explained 

study objectives and 

obtained informed consent 

The translated questionnaires 

were administered by the SI to 

assess caregivers and ECRs at 

the PCU. 

-Caregiver characteristics 

-ECR characteristics 

-Length of caregiving 

-Social support 

-Caregiver tasks of care 

-Caregiver functional status 

-Rewards of caregiving 

-Overall HRQOL of caregiver  

(N=201) 

No 

Attended the health 

services, then left 

No 

Thanked for 

answering, and then 

left 



 

75 

 

MSAS, OCBS, and rewards of caregiving. All completed study questionnaires were kept 

confidentially by the investigator and housed separately from the signed consent form. The data 

were entered daily by only the investigator using the Predictive Analytics Software 18 (PASW 

18.0) in the SI’s personal computer and saved in a password-protected file. A codebook was 

developed that linked the study variables to variable names in PASW. 

The codebook was used as a guide for entering, cleaning, checking, and analyzing all the 

data. The questionnaires were coded anonymously by a designated study ID number, which 

corresponded with the subject ID variable in the PASW data set. Missing data were to be 

carefully coded and managed to prevent an analysis error as planned, but there were no missing 

data because the investigator was at the PCU to answer all the questions the caregivers asked 

when experiencing problems completing the study questionnaire. Also, every questionnaire was 

carefully checked right after the caregiver returned it to the investigator. The investigator asked 

the caregiver to review and complete the questionnaire if there were any incomplete items. 

Random checks were made to ensure that data was entered completely and correctly by the 

investigator. 

Only the investigator, major professor, and study statistician were allowed to access the 

information. All study questionnaires were stored in a locked cabinet at the investigator’s office 

in Thailand or at West Fee Hall on MSU’s campus, and the electronic data were kept in a 

password-protected file on the investigator’s personal computer. The investigator’s personal 

computer had a backup file system to restore data, had any problems arisen with the hard drive, 

and the data were kept separately in a password-protected external hard drive. Because the 

electronic data were kept in the investigator’s personal computer and external hard drive, the 

personal computer and the external hard drive were carried in a backpack kept by the 
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investigator’s side when traveling internationally. 

Plan for Data Analysis 

Data from all participants were analyzed by the investigator using the PASW 18.0 

Statistic for Windows (IBM SPSS Statistics, 2010). The specific analysis plan for each aim is 

outlined in the following section. 

Descriptive statistics were calculated for the categorical variables of sociodemographic 

and clinical characteristics of family caregivers and ECRs, including frequencies and 

percentages. The mean, range, and standard deviation of the continuous variables’ scores for 

family caregivers and ECR sociodemographic and clinical characteristics, length of caregiving, 

caregiver tasks of care, rewards of caregiving, family caregiver functional status, and overall 

HRQOL of family caregivers were computed.  

A series of Pearson’s product moment correlation procedures was used to explore 

relationships between family caregiver and ECR characteristics, as well as other selected 

caregiving-related variables for rural Thai family caregiver functional status (Specific Aim 1). 

Correlation tests of the associations among study variables were executed by setting the 

significance level at .05. 

Multiple regression procedures were used to examine the relationships between family 

caregiver and ECR characteristics, length of caregiving, caregiver tasks of care, rewards of 

caregiving, family caregiver functional status, and overall HRQOL of family caregivers (Specific 

Aims 2 and 3), setting the significance level at .05 (Tabachnick, & Fidell, 2007; see Figure 3). 

Analyses to determine the mediating effect of the rewards of caregiving on the relationship 

between family caregiver functional status and HRQOL of family caregiver were based on the 

principles published by Baron and Kenny (1986). To test a potential mediating effect of rewards 
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of caregiving on the relationship between caregiver functional status and HRQOL, three 

regression equations were performed, controlling for other family caregiver and ECR 

characteristics. The three regression equations were (a) caregiver functional status as a 

significant predictor of rewards of caregiving, (b) caregiver functional status as a significant 

predictor of overall HRQOL, and (c) caregiver functional status and rewards of caregiving 

entered simultaneously with the overall HRQOL. 

Hypotheses of the study were that:  

1. That the limitation of rural family caregivers’ functional status would have a negative 

influence on their overall HRQOL.  

2. That the rewards of caregiving would exert a mediating effect on the relationship 

between rural family caregivers’ functional status and caregivers’ overall HRQOL. 

Human Subjects Protection 

The rights of the caregiver subjects who were enrolled in this study were respected by the 

investigator throughout the study period. Also, the study was guided by principles of HIPAA of 

1996 (HIPAA, 1996). After the study had been approved by the IRB of MSU and the PCUs, the 

investigator contacted the PCUs’ nurse director and department heads who had already 

completed training in research ethics and the protection of human subjects. The investigator 

explained the objectives and procedures of the study to four PCU nurses and asked for their 

assistance in identifying eligible family caregivers. Eligible family caregivers were first 

identified by the club staff, who searched census registration lists and patient records. The 

investigator approached family caregivers at the PCU who had agreed to receive more 

information about the study. Only the investigator enrolled family caregivers. 

Family caregivers who agreed to talk with the investigator were informed of the study via 



 

78 

 

an information sheet and were provided with a consent form. The consent form included 

information about the study, study objectives, rights of participants, and contact information for 

the investigator and IRB. A consent form and an information sheet were translated and back 

translated by a PhD-educated translator in Thailand to ensure that the study materials were 

equivalent in Thai and English. Family caregivers read and signed the consent form prior to 

answering the questionnaires. If family caregivers were unable to read, the investigator is applied 

for a waiver of documentation of written consent to the MSU IRB.  

After consent was obtained by the investigator, the investigator administered translated 

questionnaires—QLI, SF-12, PRQ85-II, BI, MSAS, OCBS, and rewards of caregiving—to 

family caregivers at the PCUs or their homes. They had the right to stop participating in the 

study at any time. No study data were collected before IRB and PCU permission approval. 

Participants were asked to complete the study questionnaire, which contained no 

identifiers, such as names or phone numbers. Data–including family caregivers’ and ECRs’ 

sociodemographic and clinical characteristics, QLI, SF-12, PRQ85-II, BI, MSAS, OCBS, and 

rewards of caregiving–then were entered daily by only the investigator using PASW 18.0. All 

completed study questionnaires were kept confidential and separate from the signed consent 

forms. The data were coded anonymously by a designated study ID number. The research 

findings did not associate subjects with specific questionnaires or findings. Only the investigator, 

major professor, and study statistician were allowed to access the family caregivers’ information. 

All study questionnaires were stored in a locked cabinet at the investigator’s office in Thailand 

or at Fee Hall on MSU’s campus, and the electronic data were kept in a password-protected file 

on the investigator’s personal computer. The hard copies of consent forms and the electronic data 

were brought separately and confidentially to MSU’s College of Nursing for potential audit. 
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Because the electronic data were kept in the investigator’s personal computer and external hard 

drive, the personal computer, the external hard drive, and consent forms were separately carried 

in the investigator’s locked carry-on luggage and the backpack and kept with the investigator 

when traveling from Thailand back to the United States.  

Women and Minority Inclusion in Clinical Research 

As the National Institutes of Health (NIH) policy and guidelines on the inclusion of 

women and minorities as subjects in clinical research—amended October, 2001—require, female 

and minority (if there are any) caregivers were recruited representing the subjects of the 

proposed study. A breakdown in sex and religious activities in the dataset for the proposed 

research was expected, and descriptive statistics regarding sex and religious activities are 

reported in chapter 5. 

The purpose of this chapter was to present the design and methods that were used for this 

study, as well as human subject protection and data safety. Chapter 5 will describe the result of 

the study analyses. Chapter 6 will present contributions to science and implications for policy, 

clinical practice and research. 
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Table 1 

 

Summary of Study Measures 

 

Measure Number  

of items 

Data 

source 

Admin. Time 

(min.) 

Psychometric property Thai-

translated 

version    Reliability Validity Sensitivity 

to change 

Respon-

siveness 

Overall QOL: 

QLI 

 

33 Family 

caregiver 

Self-

administered 

10 0.73 - 0.99 High Acceptable Demonstrated Yes 

Functional 

status: SF-12 

12 Family 

caregiver  

 

Self-

administered 

5 > 0.76 Good Adequate Demonstrated Yes 

Social 

support: 

PRQ85-II 

 

25 Family 

caregiver 

Self-

administered 

10 0.84 High Adequate  Yes 

Rewards of 

caregiving 

 

27 Family 

caregiver 

Self-

administered 

2 > 0.80 Moderate Acceptable  Yes 

Physical 

disability : BI 

10 Family 

caregiver 

Self-

administered/ 

interviewed 

5 0.80, 0.89 High Adequate High Yes 

ECR 

symptoms: 

MSAS 

 

32 Family 

caregiver 

Self-

administered/ 

interviewed 

10 0.78 - 0.91  High Adequate  Yes 

Caregiver 

tasks of care: 

OCBS 

15 Family 

caregiver 

Self-

administered 

5 > 0.80 High Adequate Demonstrated Yes 
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Table 1 (cont’d) 

 

Measure Number  

of items 

Data 

source 

Admin. Time 

(min.) 

Psychometric property Thai-

translated 

version      Reliability Validity Sensitivity 

to change 

Respon-

siveness 

Family 

caregiver 

socio-

demographic 

& clinical 

characteristic 

 

7 Family 

caregiver 

Self-

administered 

5     Yes 

ECR socio-

demographic 

& clinical 

characteristic 

3 Family 

caregiver 

Self-

administered/ 

interviewed 

5     Yes 

Note. Admin. = method of administration; QOL = quality of life; QIL = Quality of Life Index; SF-12 = 12-item Short Form Survey; 

PRQ85-II = Personal Resource Questionnaire 85 part II; BI = Barthel Index; ECR = elder care recipient; MSAS = Memorial Symptom 

Assessment Scale; OCBS = Oberst Caregiving Burden Scale. 
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Chapter 5 

Results 

 The primary purpose of this study was to examine which selected variables–family 

caregiver characteristics (age, sex, religious activities, relationship to ECR, chronic health 

conditions, household income, and social support), ECR characteristics (age, sex, levels of 

physical disability, and ECRs’ symptoms), length of caregiving, perceived rewards of 

caregiving, caregiver tasks of care, and family caregiver functional status–significantly influence 

the HRQOL levels of rural Buddhist Thai family caregivers caring for ECRs with at least two 

ADL deficits. This study sought to address the following specific aims, to examine: 

1. The relationships among family caregiver characteristics (age, sex, religious activities, 

relationship to ECR, chronic health conditions, household income, social support), ECR 

characteristics (age, sex, levels of physical disability, ECRs’ symptoms), length of caregiving, 

rural Thai family caregiver tasks of care, rewards of caregiving, and functional status. 

2. The relationships among family caregiver characteristics (age, sex, religious activities, 

relationship to ECR, chronic health conditions, household income, social support), ECR 

characteristics (age, sex, levels of physical disability, ECRs’ symptoms), length of caregiving, 

rewards of caregiving, caregiver tasks of care, family caregiver functional status, and overall 

HRQOL of rural Buddhist Thai family caregivers. 

3. Whether the relationship between family caregiver functional status and overall 

HRQOL of family caregivers is mediated by the rewards of caregiving, controlling for all other 

variables. 

 The following sections will present the results from this study. Sample characteristics  

and descriptive analyses will be presented. In addition, reliability of study instruments and 
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scoring information will be presented. Interpretation and discussion of the results and 

implications will be presented in chapter 6. 

Study Measures 

 Operational definitions for all study variables were provided in chapter 4. The following 

section will discuss the actual measurement, scoring, and descriptive analyses results of the 

sample response to study variables. Reliability coefficient for each of the study instruments will 

be presented. Reliability data for each instrument for this study can be found in Table 2. 

Predictors/Covariates  

 Caregiver characteristics. 

 Age. Each caregiver reported his or her age in years based on the age at the date of 

enrollment into the study and treated as a continuous variable for analysis. 

 Sex. Each caregiver self-reported his or her sex as either male or female. They were 

scored as 1 for male and 2 for female in PASW 18.0. Sex was treated as a categorical variable 

for analysis. 

 Religion. Each caregiver was asked to select the category which best fit his or her 

religion. Categories were Buddhist, Christian, Islam, and other. Religion was treated as a 

categorical variable for analysis. 

Religious activities. Each caregiver was asked to report the frequency of participation in 

religious-related activities, which were, praying, meditating, going to the temple, offering food 

and things for monks, donating for others and other. Participation in religious activities was 

measured using the religious activity grid to rate how often caregivers do participate in those 

religious activities. Frequency scores were evaluated for each activity on 5-point Likert-type 

scales, in which participants selected 0 (not at all), 1 (less than once a month), 2 (once a month), 
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3(once a week), or 4 (once a day). A total score of the religious activity was developed by 

summing all activities with total number for other, such that higher scores indicate a greater 

frequency of participating religious activities. This variable was treated as a continuous variable 

analysis. 

 Relationship to ECR. Each caregiver was asked to report his or her relationship to the 

ECR. They were instructed to choose the category best described the particular type of 

connection existing between the caregiver and ECR. Categories were wife, husband, daughter, 

son, niece, nephew, sister (younger), brother (younger), son-in-law, daughter-in-law, and other 

relatives. Relationship to ECR was treated as a categorical variable for analysis. 

Chronic health conditions. Caregivers were asked to respond “yes” or “no” when 

questioned whether they possessed chronic health conditions. Chronic health conditions included 

hypertension, diabetes mellitus, heart disease, chronic obstructive pulmonary disease, back pain, 

arthritis, and others. Each condition was coded 1 (yes) or 0 (no). For the other category, the study 

investigator reviewed what was written to ensure that the participant reported a chronic condition 

different from what had already been reported in the list. A score for chronic health conditions 

was developed by summing all chronic health conditions. This variable was treated as a 

continuous variable for analysis. 

Household income. Income was a self-reported variable. Caregivers were asked to select 

the total household income which best reflected them. Income was divided into four different 

categories ranging from less than or equal to 2000 Baht ($65) per month to greater than or equal 

to 10,000 Baht ($325) per month. Income was treated as a categorical variable for analysis. 

 Elderly care recipient characteristics. 

Age. Each caregiver was asked to report the age in completed years of the elderly 
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recipient in the individual’s care. The ECR’s age in years was based on the age at the date of 

caregiver enrollment into the study and treated as a continuous variable for analysis. 

Sex. Each caregiver was asked to report the ECR’s sex either male or female. They were 

scored as 1 (male) or 2 (female) in SPSS. Sex of the ECR was treated as a categorical variable 

for analysis. 

Levels of physical disability. The BI (Mahoney, & Barthel, 1965) was used to measure 

the limitation of performing ADLs as an indicator of the dependence and need of the ECR. This 

instrument was described in chapter 4. This instrument was administered by the individual 

caregiver reporting the ADLs limitation of the ECR. The index is an ordinal scale comprising of 

10 ADLs: transferring, walking, stairs, toilet use, dressing, feeding, bladder, bowel, grooming, 

and bathing. Each caregiver was asked to rate the limitation with scores ranging from 0 to100. 

The highest score is 100, indicating no disability, and lower scores indicate greater disability. 

The mean scores of 51-75 were reported as moderate disability in the previous study (Supervia, 

Aranda, Marquez, Aguirre, Skaf, & Cutierrez, 2008). The limitation score for each index was 

summed to create a total ADL limitation score for each ECR. A level of physical disability was 

treated as a continuous variable for analysis. A Cronbach’s alpha for this instrument was 

administered and determined to be .82. This is consistent with the reported reliability of the 

instrument both in English and Thai-translated version of the BI (Sainsbury et al., 2005; 

Senanarong, et al., 2003).  

ECRs’ symptoms. The MSAS (Portenoy et al., 1994) was used to collect data on 32 

different symptoms common in elders. This instrument was described in chapter 4. To administer 

the MSAS, Individual caregivers selected the frequency, severity, and distress for symptoms. 

Severity, frequency, and distress were evaluated and reported for 24 symptoms, as were severity 
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and distress for 8 symptoms, on 4- and 5-point Likert-type scales. Higher scores indicated more 

severity, greater frequency, and higher distress. All symptoms were reported by caregivers. The 

individual symptom score was the average of all the completed two or three dimensions 

(frequency, severity, and distress) divided by the number of dimensions for each item. The total 

dimension scores for each item were summed to create a total symptom score. The scores range 

from 0 -128, with a score of zero indicating the caregiver did not perceive the ECRs’ symptoms 

in the past four weeks. The score of each dimension was reported as low when it was lower than 

14.8 in the previous study (Portenoy et al., 1994). The variable, ECRs’ symptoms, was treated as 

continuous for analysis. A Cronbach’s alpha for this instrument was administered and 

determined to be .81. This is consistent with the reported reliability of the instrument both in 

English and Thai-translated version of the MSAS (Portenoy et al.; Suwisith, 2007).  

 Environmental characteristics. 

Social support. The PRQ85-II (Brandt & Weinert, 1981) was used for measuring social 

support. This instrument was described in chapter 4. Caregivers were asked to rate their levels of 

perceived social support regarding provision for attachment or intimacy, social integration, 

opportunity for nurturance behavior, reassurance of worth as an individual and in role 

accomplishments, and the availability of informational, emotional, and material assistance. These 

items each use a 7-point Likert rating scale, ranging from 1 (strongly disagree) to 7 (strongly 

agree) for positive statements and from 7 (strongly disagree) to 1 (strongly agree) for negative 

statements (item numbers 4, 7, 10, 16, and 24). For this study, all items were summed to create a 

total social support score for each caregiver. The total score ranges from 25–175; higher scores 

indicate higher levels of social support. The score of social support was reported as high in the 

previous study when it was higher than 120 (Sreshthaputra, Sreshthaputra, & Vutyavanich, 
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2008).  Social support was treated as a continuous variable for analysis. A Cronbach’s alpha for 

this instrument was administered and determined to be .91. This is consistent with the reported 

reliability of the instrument both in English and Thai-translated version of the PRQ85-II (Brandt 

& Weinert, 1981; Sreshthaputra et al., 2008). 

Length of caregiving. The total number of caregiving months was determined by 

computing the total number of months from the caregiver’s start in the role of primary caregiver, 

to the month caregiver enrolled into the study. The length of time of caregiving was reported in 

total months, and was treated as a continuous variable for analysis. 

Rewards of caregiving. The Rewards of Caregiving Form (Archbold & Stewart, 1986, 

1993) was used to measure rewards of caregiving. This instrument was described in chapter 4. 

The instrument consisted of 27 items which assessed the levels of family caregivers’ overall 

perceptions of the rewards of caregiving for the ECRs during the caring periods. It is scored by 

using a 0 to 4 response scale response, and then all items are summed for a total score ranging 

from 0 to 108 such that high scores indicate a greater perceived reward of caregiving. Rewards 

of caregiving scores were reported as high above the cut-off point of 70 in Kopachon’s (2002) 

and Plaipetch’s (2002) studies. Rewards of caregiving were treated as a continuous variable for 

analysis. A Cronbach’s alpha for this instrument was administered and determined to be .97. 

This is consistent with the reported reliability of the instrument both in English and Thai-

translated version of the Rewards of Caregiving Form (Archbold et al., 1995; Chatcheydang, 

2005). 

Caregiver tasks of care. The OCBS (Carey, Oberst, McCubbin, & Hughes, 1991; Oberst, 

1990; Oberst, Thomas, Gass, & Ward, 1989) was used to assess caregivers’ perceptions of time 

and difficulty associated with tasks they performed in caring for their ECRs. This instrument was 
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described in chapter 4. Tasks included were providing personal care, assisting with medications, 

monitoring symptoms, managing the patient’s emotions and behaviors, dealing with finances, 

and talking with health professionals. Caregivers were asked to rate the time spent on these tasks 

ranging from 1 (none) to 5 (a great amount), and the difficulty of these tasks ranging from 1 (not 

difficult) to 5 (extremely difficult). Total scores were generated separately for time and for 

difficulty, which ranged from 15-75; higher scores represent more perceived time spent or more 

perceived difficulty with tasks. Both the time spent on and the difficulty of tasks were reported 

as low when the scores were less than 35 in previous studies (Boonluk, 2005; Carey et al., 1991). 

Caregiver tasks of care were treated as a continuous variable for analysis. A Cronbach’s alpha 

for this instrument was administered and determined to be .96. This is consistent with the 

reported reliability of the instrument both in English and Thai-translated version of the OCBS 

(Bakas et al., 2004; Boonluk, 2005). Reliability coefficients were also calculated for the 

instrument subscales of time and difficulty. The time and difficulty subscale was the same (α = 

.95).  

Family caregiver functional status. The SF-12 (Ware, Kosinski, & Keller, 1996) was 

used to calculate total scores of physical and mental components by applying a scoring 

algorithm. This instrument was described in chapter 4. The SF-12 survey contains 12 categorical 

questions that assess limitations in performing activities as a result of physical and emotional 

health. Caregivers were asked to rate the items in 3-, 5-, and 6-point Likert response formats to 

assess limitations in physical activity and physical role functioning, pain, overall health, mental 

health, vitality, and social functioning. The instrument was scored in two steps. First, the 

response for each item was recoded with a value from 0 to 100. Second, an average value was 

calculated for all items scored by each individual caregiver, which ranged from 0-100. Higher 
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total scores indicate better functioning status of caregivers. Functional status scores reported 

higher than the standard mean scores (50) indicated good abilities to perform daily activities 

(Chariyalertsak et al., 2011; Ware, Kosinski, & Keller, 1996). Caregiver functional status was 

treated as a continuous variable for analysis. A Cronbach’s alpha for this instrument was 

administered and determined to be .89. This is consistent with the reported reliability of the 

instrument both in English and Thai-translated version of the SF-12 (Resnick & Parker, 2001; 

Chariyalertsak et al.). 

Dependent Variable 

Caregiver overall HRQOL. Overall HRQOL was measured with the QLI (Ferrans & 

Powers, 1985; Ferrans, 2009; Petchprapai, 2007). The QLI was developed to measure quality of 

life in terms of a person’s overall satisfaction with life. The QLI measures both satisfaction and 

importance regarding various aspects of life. This instrument was described in chapter 4. This 

instrument consisted of 33 items which measure satisfaction and importance. Responses were 

scored by recoding the satisfaction raw score in order to center the scale at zero, done by 

subtracting 3.5 for each item and then weighting it by multiplying with the importance raw score. 

The weighted scores were summed to generate the preliminary total score. To prevent bias due to 

missing data, the primary investigator divided each sum-obtained score by the number of items 

answered by individual caregiver. Lastly, to eliminate negative numbers for the final score, 15 

were added to every score; this produced the final overall total QLI score which ranged from 1 to 

30. The total score ranged from 0 to30; a higher score indicating a better HRQOL. Caregivers were 

reported as having slightly satisfied HRQOL when the QLI scores were lower or equal to 20 in some 

previous studies (Katsuno, 2003; Petchprapai, 2007). Overall HRQOL was treated as a 

continuous variable for analysis. A Cronbach’s alpha for this instrument was administered and 

determined to be .98. This was consistent with the reported reliability of the instrument both in 
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English and Thai-translated version of the QLI (Ferrans & Powers, 1998; Petchprapai). 

Table 2 

Reliability Coefficients for Study Instruments 

 

Instrument N of items μ SD α 

Quality of Life Index (QLI) 33 20.71 3.75 .98 

12-item Short Form Survey (SF-12) 12 64.36 14.73 .89 

Personal Resource Questionnaire 

(PRQ85-II) 

 

25 122.47 15.05 .91 

Rewards of Caregiving Form 27 74.85 16.27 .97 

Memorial Symptom Assessment 

Scale (MSAS) 

 

32 10.33 7.14 .81 

Oberst Caregiving Burden Scale 

(OCBS) 

     Time 

     Difficulty 

 

15 

15 

 

33.86 

28.23 

 

9.97 

9.31 

 

.95 

.95 

Barthel Index (BI) 10 75.10 13.87 .82 

Note. μ = mean; SD = standard deviation; α = Cronbach’s alpha.  

Sample 

  Once IRB approval was obtained from MSU (see Appendix C for IRB approval letter) a 

total of 201 family caregivers who met the inclusion criteria were enrolled in this study. A 

criteria checklist was used to ensure that subjects were Buddhist primary caregivers who were 

not being paid to care for a chronically ill ECR and who were not living in the municipal area, in 

alignment with the specific objectives of this study. 

 Sociodemographic characteristics of caregivers (N = 201) and elders are presented in 

Table 3. Of the caregivers who were eligible and enrolled in the study, 61.7% (n = 124) were 

female and 39.3% (n = 79) were daughters, and there was mean age of 40 years old (SD = 13). A 
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full 100% were Buddhist who pray (chant) daily (52.2%, n = 105), offer food and things for 

monks each day (33.3%, n = 67), and go to the temple monthly (39.8%, n = 80; see Table 4). The 

majority had moderate to high household incomes of 5,001-10,000 baht per month (54.7%, n = 

110). Most of the caregivers had no chronic health conditions (55.7%, n = 112), and some 

caregivers reported one chronic health condition (25.9%, n = 52). Family caregivers were found 

to have some chronic health conditions, such as back pain (30.3%, n = 61), hypertension (20.4%, 

n = 41), arthritis (12.4%, n = 25), and diabetes mellitus (7%, n = 14; see Table 5). 

 For ECRs, the majority were female (62.7%, n = 126), with the mean age of 71.65 (SD = 

7.67) and with an average of two chronic health conditions (48.8%, n = 98). Most chronic health 

conditions reported in ECRs included hypertension (72.1%, n = 145), diabetes mellitus (53.2%, n 

= 107), arthritis (18.9%, n = 38), stroke (7.5%, n = 15), and congestive heart failure (7.5%, n = 

15). In addition, the averages of ECR symptoms were reported as low in three dimensions of the 

MSAS included frequency, severity, and distress. ECRs had an average physical disability score 

of 75.07 (SD = 14.06) indicating a moderate physical disability of the ECRs in performing ADLs 

(see Table 6).  

 Moreover, Tables 6 and 7 present further sample information, the means and standard 

deviations for continuous variables, which included total religious activities, length of 

caregiving, social support (PRQ85-II), rewards of caregiving, caregiver tasks of care (OCBS), 

caregiver functional status (SF-12), and caregiver overall HRQOL (QLI). 

 Caregivers had an average of three years (mean = 38.56 months, SD = 39.9 months) in 

taking the role of caregiving, but they reported the amount of time mean score of 33.86 (SD = 

9.97) and the difficulty mean score of 28.22 (SD = 9.31).  That is, caregivers in this study 

reported low total scores representing low perceived time spent and low perceived difficulty with 
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tasks. Also, caregivers reported the mean social support score of 122.47 (SD = 15.05) and mean 

rewards of caregiving score of 74.85 (SD = 16.27) indicating caregivers perceived social support 

and rewards of caregiving as high. Although most of the caregivers had relatively good 

functional status with the mean scores of 64.36 (SD = 14.93), some older caregivers reported 

lower scores indicating poor functional status (see Table 7).  However, caregivers reported a 

slightly satisfied HRQOL (20.71, SD = 3.75; see Table 6 and 7). 

 Table 7 shows that male caregivers reported higher functional status than female 

caregivers did, with mean scores of 65.55 and 63.61 (SD = 13.49 and 15.76), respectively. 

However, female caregivers reported slightly higher HRQOL than male caregivers did, with the 

mean scores of 21.05 and 20.16 (SD = 3.95 and 3.36), respectively. For age of caregivers, older 

caregivers were more likely to report worse functional status, but they were more satisfied their 

lives than younger caregivers. In the relation to age, spousal caregivers reported lower functional 

status than younger daughters, sons, and others did.  
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Table 3 

Sample Characteristics of Caregivers and Elderly Care Recipients, N and % for Categorical 

Variables  

 

Characteristic Variable N % 

Caregiver  

     Sex 

 

Male 

Female 

 

 

77 

124 

 

38.3 

61.7 

     Relationship to elderly 

     care recipient  

Wife 

Husband 

Daughter 

Son 

Niece 

Nephew  

Others 

 

13 

7 

79 

42 

23 

21 

16 

6.5 

3.5 

39.3 

20.9 

11.4 

10.4 

8 

     Household income 

     (reported in Baht) 

Less than 2000 

2,001-5,000 

5,001-10,000 

10,001 or more 

 

5 

59 

110 

27 

2.5 

29.4 

54.7 

13.4 

Elderly care recipient 

     Sex 

 

Male 

Female 

 

75 

126 

 

37.3 

62.7 

 

Table 4  

Caregiver Religion and Religious Activities, N and % 

 

Characteristic Variable N % 

     Religion Buddhist 

 

201 100 

     Religious activities 

      

 

Praying 

     Meditating 

     Going to the temple 

     Offering food and things for monks 

     Donating 

105 

17 

80 

67 

97 

52.2 

8.5 

39.8 

33.3 

48.3 
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Table 5 

Clinical Characteristics of Caregivers and Elderly Care Recipients, N and % for Categorical 

Variables  

 

Characteristic Variable N % 

Caregiver    

     Chronic health condition No  

Hypertension 

Diabetes mellitus 

Heart diseases 

Back pain 

Arthritis 

Others 

 

112 

41 

14 

1 

61 

25 

3 

55.7 

20.4 

7.0 

.5 

30.3 

12.4 

1.5 

     Total chronic health conditions 0 

1 

2 

3 

109 

52 

27 

13 

54.2 

25.9 

13.4 

6.5 

Elderly Care Recipient    

     Diagnosis (chronic health condition) Hypertension 

Diabetes Mellitus 

Arthritis & gouty arthritis 

Cardiovascular accident 

Congestive heart failure 

Back pain 

Alzheimer’s 

Hyper-lipidemia 

Others 

145 

107 

38 

15 

15 

7 

4 

4 

8 

72.1 

53.2 

18.9 

7.5 

7.5 

3.5 

2.0 

2.0 

4.0 

     Total chronic health conditions 

 

1  

2 

3 

81 

98 

22 

40.3 

48.8 

10.9 
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Table 6 

Sample Characteristics of Caregivers and Elderly Care Recipients (ECRs), μ, and SD for Continuous Variables (N=201) 

 

Variable 

 

Description Range Min. Max. μ SD 

Caregiver  

     Age 

 

Age of caregiver 

  

18 

 

80 

 

40.70 

 

13.00 

     Religious activities Total number of religious 

activities of caregiver 

0-20 1 15 7.74 3.66 

ECR  

     Age 

 

 

Age of elderly care recipient 

  

60 

 

92 

 

71.65 

 

7.67 

Length of caregiving  Caregiving period in months 

 

 2 252 38.56 39.9 

BI Elder physical disability 

 

0-100 10 90 75.07 14.06 

PRQ85-II Social support of caregiver 

 

25-175 84 169 122.47 15.05 

Rewards of caregiving 

 

Rewards of caregiving 0-108 36 108 74.85 16.27 

MSAS  

     Frequency 

     Severity 

     Distress 

 

Elder symptom 

     Symptom frequency 

     Symptom severity 

     Symptom distress 

0-128 

0-96 

0-128 

0-128 

1.20 

1.00 

1.00 

1.60 

36.20 

43.00 

33.00 

36.80 

10.33 

8.88 

9.42 

11.62 

7.14 

6.12 

6.68 

8.01 

OCBS time Caregiver task of care: Time 

spent in caregiving 

 

15-75 15 61 33.86 9.97 
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Table 6 (cont’d) 

Variable 

 

Description Range Min. Max. μ SD 

 

OCBS difficulty Caregiver task of care: 

Difficulty of caregiving 

 

15-75 15 58 28.22 9.31 

SF-12 Caregiver functional status 

 

0-100 25 93.75 64.36 14.93 

QLI Caregiver overall HRQOL 1-30 12.89 28.98 20.71 3.75 

Note. μ= mean; SD = standard deviation; BI = Barthel Index; PRQ85-II = Personal Resource Questionnaire 85 part 11; MSAS = 

Memorial Symptom Assessment Scale; OCBS = Oberst Caregiving Burden Scale; SF-12 = 12-item Short Form Survey; QLI = Quality 

of Life Index; HRQOL = health-related quality of life. 
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Table 7 

Categorical Sociodemographic Characteristics of Caregivers, Caregiver Functional Status, and 

Overall HRQOL 

 

  Caregiver  

functional status 

 Caregiver  

overall HRQOL 

 

 N μ (SD)  μ (SD)  

Sex 

     Male 

     Female 

 

 

77 

124 

 

65.55 (13.49) 

63.61 (15.76) 

 

** 

 

20.16 (3.36) 

21.05 (3.95) 

 

Age 

     18-24 

     25-34 

     35-49 

     50-64 

     65+ 

 

 

13 

61 

77 

37 

13 

 

74.78  (8.88) 

65.96 (13.38) 

68.63 (12.58) 

56.19 (15.42)  

44.32 (11.69) 

 

** 

 

21.40 (3.01) 

19.85 (3.32) 

20.73 (3.45) 

20.81 (4.58) 

23.57 (4.28) 

 

 

 

 

 

* 

Relationship to elder 

     Wife  

     Husband 

     Daughter 

     Son 

     Niece 

     Nephew 

     Others 

 

13 

7 

79 

42 

23 

21 

16 

 

45.96 (17.07) 

57.66 (12.52)  

65.41 (14.60) 

67.44 (13.34) 

70.83 (11.89) 

68.02 (11.38) 

54.86 (13.27) 

 

 

 

 

 

24.10 (4.09) 

23.35 (4.06) 

20.72 (3.79) 

20.10 (3.17) 

20.80 (3.41) 

19.78 (2.45) 

19.39 (4.77) 

 

** 

 

 

Note. HRQOL = health-related quality of life; μ= expected value; SD = standard deviation. 

*p < .05. **p < .01  

 

Results and Analysis  

Specific Aim 1. As stated previously, Aim 1 was to examine the relationships among the 

following variables: family caregiver characteristics (age, sex, religious activities, relationship to 

ECR, chronic health conditions, household income, social support), ECR characteristics (age, 

sex, levels of physical disability, ECRs’ symptoms), social support, length of caregiving, rural 

Thai family caregiver tasks of care, and functional status. 

Correlation analysis was utilized to determine if the caregiver’s and ECR individual 

characteristics and other independent factors were either positively or negatively related to the 
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caregiver’s functional status. A series of Pearson’s product moment correlation procedures were 

used to explore relationships among family caregiver and ECR characteristics, as well as other 

selected caregiving-related variables, and their associations with rural Thai family caregiver 

functional status. Correlation tests of the associations among study variables were executed by 

setting the significance level at .05 (see Table 8 for correlation results). Caregiver age, caregiver 

chronic health conditions, length of caregiving, elder chronic health conditions, elder symptoms, 

and caregiver task of care were all negatively correlated with caregiver functional status. As 

caregiver age, caregiver chronic health conditions, length of caregiving, elder chronic health 

conditions, elder symptoms, and caregiver task of care increased, the caregiver functional status 

decreased. Simultaneously, social support, rewards of caregiving, and elder’s physical disability 

were all positively correlated with caregiver functional status. As social support, rewards of 

caregiving, and elder’s physical ability increased so did the caregiver functional status.  

A linear regression model was also run to assess for possible significant predictors of 

caregiver functional status. In order to run this model, categorical variables (sex of caregiver and 

elder, and relationship to elder) were recoded to dummy variables (male = 1 and female = 0; 

daughter = 1 and others = 0) and all selected variables were entered. The highest nonsignificant 

probability variable in each iteration was trimmed until the model was stable with a highest 

correlation coefficient. A total of eight iterations were completed before the final model was 

achieved. The final model had a correlation coefficient (R) of .797, correlation coefficient 

squared (R
2
) of .635, correlation coefficient squared change of .635, and an F distribution of 

29.735 with a probability of .000. That is, all final variables included caregiver age, sex, chronic 

health conditions, and elder symptoms significantly influenced caregiver functional status with 

the p-value less than .001. The adjusted correlation coefficient squared for the final model was 
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.614, indicating that the model explained approximately 61% of the variance. Caregiver age, sex, 

chronic health conditions, and elder symptoms were noted to be significant predictors of 

caregiver functional status (see Table 9 for regression coefficients). Younger male caregivers 

with few chronic health conditions who were taking care of ECRs with fewer symptoms were 

most likely to have better functional status than those who were older female with more chronic 

health conditions who were taking care of elders with more symptoms. 

Table 8 

Correlation Estimates of Caregivers’ and Elderly Care Recipients’ Characteristics and 

Caregiver Functional Status (N = 201) 
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Caregiver age 1 .757 ** .326 ** .228 ** -.083 .127  -.256 ** .294 ** .443 ** -.451 ** 

Caregiver chronic 

health condition 

 1  .205 ** .235 ** -.086 .077  -.297 ** .284 ** .369 ** -.419 ** 

Length of caregiving    1  .136  .051 .063  -.102  .170 * .134  -.138 * 

Elder chronic health 

condition 

     1  -.032 .084  -.174 * .212 ** .195 ** -.199 ** 

Social support        1 .567 ** .094  -.040  -.099  .334 ** 

Rewards of 

caregiving 

        1  .090  -.036  -.009  .157 * 

Elder physical 

disability 

          1  .576 ** .299 ** .170 * 

Elder symptoms             1  .436 ** -.213 ** 

Caregiver task of care 

(Difficulty) 

              1  -.239 ** 

Caregiver functional 

status 

                1  

* p < .05. **p < .01.  
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Table 9 

Coefficients for Final Linear Regression Model Indicating Significant Predictors of Caregiver 

Functional Status 

 

 

Predictor 

Unstandardized 

coefficient 

Standardized 

coefficient 

 

     

t 

 

 

Significance Beta Std. error Beta 

Constant 75.967 9.548  7.956 .000 

Caregiver age -.493 .087 -.415 -5.653 <.001 

Caregiver sex; male 4.378 1.742 .138 2.513 .013 

Relationship to ECR; daughter  2.409 1.700 .076 1.417 .158 

Household income 1.429 1.075 .064 1.330 .185 

Caregiver chronic health condition -4.130 1.152 -.248 -3.584 <.001 

Length of caregiving .019 .019 .049 1.012 .313 

Elder symptoms -.447 .114 -.206 -3.923 <.001 

Caregiver tasks of care (difficulty) -.141 .091 -.085 -1.548 .123 

Note. Std. error = standard error; t = t distribution. 

 

Specific Aim 2. The purpose of Aim 2 was to examine the relationships between the 

following variables: family caregiver characteristics (age, sex, religious activities, relationship to 

ECR, chronic health conditions, household income, and social support), ECR characteristics 

(age, sex, levels of physical disability, and ECRs’ symptoms), length of caregiving, rewards of 

caregiving, caregiver tasks of care, family caregiver functional status, and overall HRQOL of 

rural Buddhist Thai family caregivers.  

Correlation analysis was utilized to determine if the caregiver’s and ECR’s individual 

characteristics and other independent factors were either positively or negatively related to the 

caregiver overall HRQOL. A series of Pearson’s product moment correlation procedures were 

used to explore relationships between family caregiver and ECR characteristics, as well as other 

selected caregiving related variables, and their associations with rural Thai family caregiver 
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overall HRQOL, setting the significance level at .05 (see Table 10 for correlation results).  

Caregiver age, religious activities, household income, social support, rewards of 

caregiving, and caregiver functional status were all positively correlated with caregiver overall 

HRQOL. As caregiver age, religious activities, household income, social support, rewards of 

caregiving, and caregiver functional status increased, so did the caregiver’s overall HRQOL. 

Simultaneously, relationship to elder was negatively correlated with caregiver overall HRQOL. 

When caregivers were not daughters, but were spouses or others, caregiver overall HRQOL was 

higher  

A linear regression model was also run to determine what predictors contributed 

significantly to caregiver overall HRQOL (see Table 11 for regression coefficients). In order to 

run this model, categorical variables (sex of caregiver and elder and relationship to elder) were 

recoded to dummy variables (male = 1 and female = 0; daughter = 1 and others = 0), and all 

selected variable were entered. The highest nonsignificant probability variable in each iteration 

was trimmed until the model was stable with a highest correlation coefficient. A total of 12 

iterations were completed before the final model was achieved. The final model had a correlation 

coefficient of =.857, a correlation coefficient squared of .735, a correlation coefficient squared 

change of .735, an F distribution of 47.54 with a probability of .000. That is, all final variables 

included caregiver age, total religious activities, relationship to elder, caregiver chronic health 

condition, social support, rewards of caregiving, and caregiver functional status significantly 

influenced caregiver overall HRQOL with the p-value less than .001. 
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Table 10 

Correlation Estimate of Caregivers’ and Elderly Care Recipients’ Characteristics, Other 

Selected Caregiving Factors, and Overall HRQOL (N=201) 
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Caregiver age 1  .351 ** -.076  -.083  .127  -.451 ** .183 * 

Religious activities   1  .202 ** .466 ** .807 ** .037  .735 ** 

Household income     1  .244 ** .186 ** .138  .255 ** 

Social support       1  .567 ** .334 ** .582 ** 

Rewards of caregiving         1  .157 * .801 ** 

Caregiver functional status           1  .250 ** 

Overall HRQOL             1  

Note. HRQOL = health-related quality of life. 

*p < .05. **p < .01. 

 

The adjusted correlation coefficient squared for the final model was .719, indicating that 

the model explained approximately 72% of the variance. Caregiver age, total religious activities, 

relationship to elder, caregiver chronic health condition, social support, rewards of caregiving, 

and caregiver functional status were noted to be significant predictors of caregiver overall 

HRQOL. Older, nondaughter (spouses and others) caregivers participating in more religious 

activities, who had few chronic health conditions and better functional status and perceived 

higher social support and higher rewards of caregiving, were most likely to have the greatest 

overall HRQOL. Simultaneously, younger daughter caregivers participating in fewer religious 
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activities, who had more co-morbid conditions and worse functional status and perceived lower 

levels of social support and rewards of caregiving, tended to have a low overall HRQOL. 

Table 11 

Coefficients for Final Linear Regression Model Indicating Significant Predictors of Caregiver 

Overall HRQOL 

 

 

 

Predictor 

Unstandardized 

coefficient 

Standardized 

coefficient 

 

 

t 

 

 

Significance Beta Std. error Beta 

Constant -.949 2.049  -.463 .644 

Caregiver age .064 .018 .221 3.518 .001 

Caregiver sex; male -.190 .367 -.025 -.517 .806 

Religious activities .203 .075 .198 2.695 .008 

Relationship to elder; spouse -.648 .295 -.085 -2.200 .029 

Household income .303 .218 .056 1.391 .166 

Caregiver chronic health condition -.475 .239 -.117 -1.986 .048 

Length of caregiving -.002 .004 -.024 -.589 .557 

Social support .034 .012 .137 2.796 .006 

Rewards of caregiving .117 .017 .509 7.057 <.001 

Elder symptoms -.025 .023 -.047 -1.072 .285 

Caregiver functional status .042 .012 .165 3.564 <.001 

Note. HRQOL = health-related quality of life; Std. error = standard error; t = t distribution. 

 

Specific Aim 3. The purpose of Aim 3 was to determine whether the relationship 

between family caregiver functional status and overall HRQOL of family caregivers is 

moderated or mediated by the rewards of caregiving, controlling for all other variables. 

Analyses to determine the mediating effect of the perceived reward of caregiving on the 

relationship between family caregiver functional status and HRQOL of family caregiver was 

based on the principles proposed by Baron and Kenny (1986). To test a potential mediating 

effect of rewards of caregiving on the relationship between caregiver functional status and 
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HRQOL, three regression equations were performed, controlling for other family caregiver and 

ECR characteristics. Three regression equations were (a) caregiver functional status as a 

significant predictor of rewards of caregiving, (b) caregiver functional status as a significant 

predictor of overall HRQOL; and (c) caregiver functional status and rewards of caregiving 

entered simultaneously with the overall HRQOL. 

To test rewards of caregiving as a potential mediating variable, the three regression 

equations were completed for caregiver functional status (see Table 12, 13, and 15 and Figure 4). 

The analyses indicated a partial mediating influence of rewards of caregiving on caregiver 

overall HRQOL. Data from the first equation showed that, when controlling for other variables, 

caregiver functional status influenced (p < .05) rewards of caregiving, meaning that caregivers 

who had greater functional status tended to report higher perceptions of rewards of caregiving. 

Table 12 

Coefficients for Linear Regression Model Indicating Caregiver Functional Status as a 

Significant Predictor of Rewards of Caregiving 

 

Predictor 

Unstandardized 

Coefficient 

Standardized 

Coefficient 

t Significance Beta Std. Error Beta 

Constant 63.867 5.040  12.673 .000 

Caregiver functional status .171 .076 .157 2.236 .026 

Note. Std. error = standard error; t = t distribution. 

The second equation showed that caregiver functional status positively influenced 

caregiver overall HRQOL (p < .01; see Table 13). That is, caregivers who had better functional 

status were most likely to have greater overall HRQOL. 
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Table 13 

Coefficients for Linear Regression Model Indicating Caregiver Functional Status as a 

Significant Predictor of Overall HRQOL 

 

Predictor 

Unstandardized 

Coefficients 

Standardized 

Coefficients 

t Significance Beta Std. Error Beta 

Constant 16.668 1.140  14.624 .000 

Caregiver functional status .063 .017 .250 3.640 .000 

Note. Std. error = standard error; t = t distribution. 

The final test for mediation was to enter both rewards of caregiving and caregiver 

functional status into a regression equation and evaluate whether: (a) rewards of caregiving was a 

significant influence on caregiver overall HRQOL and (b) the strength of the relationship 

between caregiver functional status and caregiver overall HRQOL decreased when rewards of 

caregiving was included. When both caregiver functional status and rewards of caregiving were 

included as predictors of caregiver overall HRQOL, controlling for all other variables, the model 

had a correlation coefficient of .811, a correlation coefficient squared of .658, a correlation 

coefficient squared change of .658, and an F distribution of  190.459 with a probability of .000 

(see Table 14). The adjusted correlation coefficient squared for the final model was .655, 

indicating that the model explained approximately 65% of the variance. Caregiver functional 

status (p = .003) and rewards of caregiving (p = .000) were noted to be significant predictors of 

caregiver overall HRQOL, satisfying the first criterion as a mediating influence (see Table 15). 
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Table 14 

Model Summary for Multiple Regression Indicating the Variance of Caregiver Functional Status 

and Rewards of Caregiving in Predicting Caregiver Overall HRQOL 

 

R R
2
  

Adjusted 

R
2
 SE 

Change Statistics 

R
2
Change 

F 

Change df1 df2 

Sig. F 

Change 

.811 .658 .655 2.20635 .658 190.459 2 198 .000 

Note. HRQOL = health-related quality of life; R = multiple correlation; R
2
 =

 
multiple correlation 

squared; SE = standard error of the estimate; F = F distribution; df = degrees of freedom; Sig. F 

Change = significance F distribution change 

 

Table 15 

Coefficients for Multiple Regression Model Indicating Caregiver Functional Status and Rewards 

of Caregiving as Significant Predictors of Overall HRQOL 

 

Predictors 

Unstandardized 

Coefficients 

Standardized 

Coefficients 

t Significance Beta SE Beta 

Constant 5.156 .928  5.557 .000 

Caregiver functional status .032 .011 .128 3.030 .003 

Rewards of caregiving .180 .010 .781 18.568 .000 

Note. HRQOL = health-related quality of life; SE = standard error; t = t distribution. 

Considering the second criterion, the t-value representing the relationship between 

caregiver functional status and caregiver overall HRQOL decreased (see Figure 4) when rewards 

of caregiving was included. Sobel’s test to determine whether this change was statistically 

significant was performed, and the results (p = .02) indicated a significant difference. The effect 

of caregiver functional status on caregiver overall HRQOL, however, did not disappear when 

rewards of caregiving was entered into the model, indicating that a partial mediation effect had 

occurred. Therefore, rewards of caregiving appears to have significantly, partially mediated the 

relationship between caregiver functional status and overall HRQOL. 
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Figure 4. Summary model of the partial mediation of rewards of caregiving in the relationship 

between caregiver functional status and overall health-related quality of life (HRQOL). t1 = t 

distribution of the relationship between solely caregiver functional status and caregiver overall 

HRQOL; t2 = t distribution of the relationship between caregiver functional status and caregiver 

overall HRQOL when rewards of caregiving was simultaneously entered in the model. 

 

Additional Analysis 

 As shown in the findings, the relationship between family caregiver functional status and 

overall HRQOL of family caregivers was partially mediated by the rewards of caregiving. In 

order to assess influences associated with rewards of caregiving, correlation analysis was utilized 

to determine if any of the caregiver’s and ECR’s individual characteristics and other independent 

factors were either positively or negatively related to rewards of caregiving. Furthermore, 

whether or not behaviors reflecting participation in religious activities were shown to associate 

with family caregivers’ perceived rewards had been tested. Religious activities were praying, 

meditating, going to the temple, offering food and things for monks, or donation of money, food 

and things for others. 

Pearson’s product moment correlation procedures was used to explore relationships 

between family caregiver and ECR characteristics, as well as other selected caregiving related 

variables, and their associations on rewards of caregiving. Correlation tests of the associations 

Rewards of 

caregiving 

Caregiver 

functional 

status 

Caregiver 

overall 

HRQOL t1 = 3.64 

t2 = 3.03* 



 

108 

 

among study variables were executed by setting the significance level at .05 (see Table 16 for 

correlation results and Table 17 for the mean of rewards of caregiving in each categorical group).  

Caregiver sex, religious activities, household income, and social support were all 

positively correlated with rewards of caregiving. If the caregivers were female, as religious 

activities, household income, and social support increased, so did the rewards of caregiving. 

Simultaneously, relationship to elder was negatively correlated with rewards of caregiving. 

When the caregivers were spouses, rewards of caregiving were reported as higher than other 

kinds of relationship to elder with the mean score of 86.85 (SD = 16.18) in wives and the mean 

score of 90.00 (SD = 8.12) in husbands. Mean rewards of caregiving for each sex and 

relationship to elder are shown in Table 17, which indicates that female caregivers reported 

higher rewards of caregiving and spousal caregivers reported higher rewards of caregivers than 

the others. .  

Table 16 

Correlation Estimate of Significant Caregiver’s Characteristic, Other Selected Caregiving 

Factor,s and Rewards of Caregiving (N = 201) 
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Total religious activities 1 .202** .466** .807** 

Household income  1 .244** .186** 

Social support   1 .567** 

Rewards of caregiving    1 

**p < .01 
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Table 17 

Categorical Sociodemographic Characteristics of Caregivers and Rewards of Caregiving 

 

  

N 

      Rewards of caregiving  

Characteristic             μ (SD)  

Sex 

     Male 

     Female 

 

 

77 

124 

 

71.61 (16.11) 

76.86 (16.10) 

 

 

* 

Relationship to elder 

     Wife  

     Husband 

     Daughter 

     Son 

     Niece 

     Nephew 

     Others 

 

13 

7 

79 

42 

23 

21 

16 

 

86.85 (16.18) 

90.00  (8.12)  

77.18 (14.82) 

68.90 (14.84) 

77.00 (11.11) 

72.62 (14.74) 

62.85 (23.19) 

 

 

 

** 

 

 

Note. μ = mean; SD = standard deviation. 

*p < .05. **p < .01 

 

A linear regression model was also run to assess for possible significant predictors of 

rewards of caregiving. In order to run this model, categorical variables (sex of caregiver and 

elder and relationship to elder) were recoded to dummy variables (male = 1 and female = 0; 

daughter = 1 and others = 0) and all selected variable were entered. The highest nonsignificant 

probability variable in each iteration was trimmed until the model was stable with a highest 

correlation coefficient. A total of two iterations were completed before the final model was 

achieved. The final model had a correlation coefficient of .840, a correlation coefficient squared 

of .705, a correlation coefficient squared change of .705, an F distribution of 93.351 with a 

probability of .000. The adjusted correlation coefficient squared for the final model was .698, 

indicating that the model explained approximately 69.8% of the variance. Total religious 

activities, social support, and relationship to elder were noted to be significant predictors of 

rewards of caregiving (see Table 18 for regression coefficients). Daughter caregivers who 

participated in more religious activities and perceived greater social support were most likely to 
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have higher perception of rewards of caregiving than those who were not a daughter, but were 

participating in few religious activities and perceiving lower social support.  

Table 18 

Coefficients for Final Linear Regression Model Indicating Significant Predictors of Rewards of 

Caregiving 

 

Predictors 

Unstandardized 

Coefficients 

Standardized 

Coefficients 

      t Significance Beta Std. error Beta 

Constant 

 

16.358 5.684  2.878 .004 

Caregiver sex; male 

 

2.518 1.594 .075 1.580 .116 

Religious activities 

 

3.116 .202 .702 15.455 .000 

Relationship to elder; 

daughter 

3.259 1.553 .098 2.099 .037 

Household income 

 

-.411 .941 -.018 -.436 .663 

Social Support .272 .048 .251 5.612 .000 

Note. Std. error = standard error; t = t distribution 

Power 

 A post hoc analysis utilized the program G*power (Faul, Erdfelder, Bucher, & Lang, 

2009) in order to determine the study’s power. This analysis was run for the linear regression 

model predicting caregiver functional status and overall HRQOL and determining rewards of 

caregiving as a potential mediating variable. The linear regression model revealed an effect size 

of .35 and a power (1- error probability) of .99. Because the required sample size has been 

calculated based on G*power Tests for correlation and regression analyses, this sized sample 

provided an acceptable power analysis of a large effect size.  

Summary 

 This chapter presented the results from quantitative analysis. Based on the results, some 
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caregiver sociodemographic characteristics, health condition, and elder symptoms had an impact 

on caregiver abilities to perform ADL and functional status. Moreover, religious activities 

caregiver participate in and other positive aspects in caregiving–such as social support and 

rewards of caregiving–are noted significantly influence caregiver overall HRQOL. Rewards of 

caregiving were found to have a partial mediating effect in the relationship between caregiver 

functional status and overall HRQOL. Finally, family caregivers’ rewards of caregiving were 

found to be significantly predicted by religious activities–such as praying, meditating, going to 

the temple, offering food and things for monks, or donation for others– as well as social support, 

and relationship to elder. Further interpretation and discussion of these results will be presented 

in chapter 6. 
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Chapter 6 

Discussion & Implications 

 The focus of this study was on the relationship among individual caregivers’ elders’ 

clinical characteristics, positive and negative caregiving aspects, family caregiver functional 

status, and overall HRQOL of rural Buddhist Thai family caregivers caring for chronically ill 

ECRs. A discussion of the results with interpretation, as well as how they support or differ from 

existing research literature, and limitations of the study will be presented in this chapter. Also, 

this final chapter will present the implications for nursing practice, research, and policy. 

Discussion of Sample 

 The study results of sociodemographic characteristics of caregivers as female and 

daughters were consistent with the previous reports and other caregiver studies in Thailand 

(Chatcheydang, 2005; Lawang et al., 2006). The majority of the caregivers were female (61.7%, 

n = 124) and daughters (39.3%, n = 79), a caring situation whereby one generation cared for the 

other. Social belief and the Thai culture inculcated the expectation that the role of primary care 

was a female function. Daughters assumed this role to show gratitude to their parents because 

they have concern for their loved ones and a good attitude toward care through the love, bonding, 

and closeness with the patients, including fathers, mothers, grandfathers, and grandmothers 

(Chatcheydang; Sethabouppha & Kane, 2005; Subgranon & Lund, 2000). 

 Most of the caregivers had no chronic health conditions (55.7%, n = 112); because the 

mean age of caregivers was 40, perhaps they were middle-aged adults who had no occurrence of 

many chronic health conditions. Studies have shown that many older family caregivers 

experience one or more chronic illnesses, such as hypertension, heart disease, low back pain, or 

arthritis (Chatcheydang, 2005; Blanes et al., 2007; Frias et al., 2005). 
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 For ECRs, the majority were female (62.7%, n = 126), the mean age was 71.65, and 

roughly half had two chronic health conditions (48.8%, n = 98), which included hypertension, 

diabetes mellitus, and so forth. The results were consistent with the report of the Ministry of 

Social Development and Human Security (MSDHS, 2007) and other studies that report that the 

number of older Thai people is projected to increase, female elders have longer life expectancies, 

and most of these people experience chronic health problems (Caffrey, 1992; Chan, 2005; Sasat, 

2006; Subgranon, 1999; Subgranon & Lund, 2000). 

The study results serve to clarify the associations between family caregiver 

characteristics, ECR characteristics, caregiving-related independent variables, caregiver 

functional status, and caregivers’ overall HRQOL. A discussion of the results with interpretation 

for each aim, as well as the additional results, will be presented in the following sections. 

Discussion of Results for Specific Aim 1 

 Specific Aim 1. The purpose of Specific Aim 1 was to examine the relationships among 

the following variables: family caregiver characteristics (age, sex, religious activities, 

relationship to ECR, chronic health conditions, household income, and social support), ECR 

characteristics (age, sex, levels of physical disability, and ECRs’ symptoms), social support, 

length of caregiving, rural Thai family caregiver tasks of care, and functional status. 

Initially, correlations were computed, and caregiver age, caregiver chronic health 

conditions, length of caregiving, elder chronic health conditions, elder symptoms, and caregiver 

task of care were found to be negatively correlated with caregiver functional status. Also, social 

support, rewards of caregiving, and elder’s physical disability were found to be positively 

correlated with caregiver functional status. That is, caregiver functional status was expected to 

decrease when caregivers get older, have more chronic health conditions, spend more time in the 
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caregiving role, and have more care tasks, as well as when elders have more chronic health 

conditions and more symptoms. Simultaneously, caregiver functional status is assumed to 

increase when caregivers perceive higher social support and rewards of caregiving, and when 

elders have more physical disability. 

A linear regression model was also computed. Caregiver age, sex, chronic health 

conditions, and elder symptoms were found to be predictors of caregiver functional status. 

Younger male caregivers with few chronic health conditions and caring for elders with few 

symptoms were found to have better functional status. 

Age. The younger caregivers were, the more they were to perform their daily activities 

and tasks. Previous studies have also noted age to be a predictor of caregiver functional status 

(Lawang et al, 2005; Serrano-Aguilar et al., 2006; Wongchantra, 1996). Wongchantra and 

Lawang et al. noted that older caregivers’ functioning may be deteriorating and older caregivers 

may suffer from their underlying disease more than younger caregivers. This causes the older 

caregiver to experience decreased ability to perform daily tasks compared to the younger 

caregiver. However, the mean age of caregivers in the present study was 40, which shows that 

caregivers were mid-adult and most likely have an above average  functional status (64.36, SD = 

14.93).  

Sex. For sex of caregivers, being male predicted a higher score of functional status. The 

study results show that male caregivers reported slightly higher scores of functional status than 

did female caregivers (65.55 and 63.61, respectively). Although women are often socialized to 

be family caregivers and may be better prepared than men for the family caregiver role, 

associations between performing their daily tasks and caregiving may be physically stronger in 

men than in women (Chaoum, 1996; Cheewapoonphon, 1998; Pinquart & Sorensen, 2007; 
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Stoller, 1994). The male caregivers may have more physical strength than female caregivers and, 

in relation to age, the mean age of male caregivers in current study is 38.66 (SD = 11.70) years 

old, which shows that male caregivers were likely younger than their female counterparts. 

Chronic health conditions. Caregivers with few chronic health conditions are more 

likely to have better functional status because they have fewer physical and mental symptoms 

and limitations related to those chronic health conditions. Although the study results show that 

caregivers are middle-age adults with few instances of chronic health conditions (1 condition; 

25.9%, n = 52), the number of chronic health conditions was still found to be one of the 

significant predictors of caregiver functional status. The results were similar to the previous 

studies, which have shown that many family caregivers experience one or more chronic illnesses, 

such as hypertension, heart disease, low back pain, or arthritis. These chronic conditions have 

been shown to affect a caregiver’s ability to perform daily tasks (Blanes et al., 2007; 

Cheewapoonphon, 1998; Chatcheydang, 2005; Frias et al., 2005; Pinquart & Sorensen 2007). 

More chronic health conditions may negatively impact the physical and mental health status of 

caregivers, leading the caregivers to perform fewer abilities in their life tasks. 

ECRs’ symptoms. Caregivers who are taking care of elders with fewer symptoms were 

more likely to have better functional status than those who were taking care of elders with more 

symptoms. The results of this study are consistent with previous studies that have shown that the 

symptoms of ECRs with chronic diseases are associated with the number of caregiver tasks of 

care (Girgis et al., 2011; Osse et al., 2006; Nijboer et al., 2000; Pinquart & Sorensen, 2003, 

2007) and the degree of assistance required from the caregiver (Given & Sherwood, 2006). In 

turn, the level of involvement in providing care has been associated with the functional status of 

the caregiver (Chung et al., 2010; Fredman et al., 2009). ECRs with more symptoms required 
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caregivers to perform more tasks, which, consequently, worsen caregivers’ functional status in 

achieving their own daily tasks. 

Interpretation based on the finding for Specific Aim 1. Caregivers who were younger, 

male, have few chronic health conditions, and taking care of elders with fewer symptoms are 

more likely to have greater functional status. That is, the older caregivers’ functioning may have 

been deteriorating, and older caregivers may have suffered from their own comorbid diseases. 

Because they may be physically weaker than male caregivers, the female caregiver’s functioning 

may decrease, especially as it’s associated to age. Moreover, consistent with the earlier literature 

(Chatcheydang, 2005; Frias et al., 2005; Pinquart & Sorensen 2007), caregivers’ possessing more 

chronic health conditions negatively influence caregivers’ health and ability. In addition, ECRs 

who had more symptoms require more time, more difficult care which in turn interferes with 

caregivers’ functioning. Nurses and other health care providers who are caring for chronically ill 

elders need to understand this relationship and pay more attention to these caregiving factors in 

order to assist caregivers and elders in caring. The younger male with few chronic health 

conditions may have a better functional status, but he may need more supportive information and 

skills to continually care at home for an elder with more symptoms. The symptom management 

or extra support for managing symptoms and treatment of elders should be of concern. 

Discussion of Results for Specific Aim 2 

Specific Aim 2. The purpose of Aim 2 was to examine the relationships among the 

following variables: family caregiver characteristics (age, sex, religious activities, relationship to 

ECR, chronic health conditions, household income, and social support), ECR characteristics 

(age, sex, levels of physical disability, and ECRs’ symptoms), length of caregiving, rewards of 

caregiving, caregiver tasks of care, family caregiver functional status, and overall HRQOL of 



 

117 

 

rural Buddhist Thai family caregivers. 

A correlation analysis and linear regression model were computed to determine the 

relationship among caregivers’ and ECRs’ individual characteristics, as well as other 

independent factors that were related to the caregiver overall HRQOL. The results show that 

caregiver age, religious activities, household income, social support, rewards of caregiving, and 

caregiver functional status are positively correlated with caregivers’ overall HRQOL. Also, 

relationship to elder is negatively correlated with caregivers’ overall HRQOL. 

Age. Older caregivers are more likely to be happy and satisfied with their lives as a 

whole. Although older caregivers reported lower functional status, they reported higher overall 

HRQOL. Previous studies in Thailand have indicated that older family caregivers tend to 

consider the caring situations as something less serious and to adapt themselves to better accept 

the caregiving role than do younger family caregivers, because older caregivers could more 

readily accept the changes of elders’ condition (Lawang et al., 2005; Mui, 1995; Obert, et al., 

1989; Sasat, 2006; Wongchantra, 1996). In other words, when caregivers are older, they had 

experienced many life events, which enabled them to solve caregiving problems more 

effectively. The caregivers would be able to make decisions and cope with problems and would 

possess the skills necessary in providing care to elders. This is unlike Frais et al. (2005) and 

Serrano-Aguilar et al. (2006) findings that being older relates to greater health problems, 

possibly worsening older caregivers’  physical health and their overall HRQOL more so than 

younger caregivers. 

Religious activities. Caregivers who participated in more religious activities were more 

likely to have a greater overall HRQOL. The mean of total religious activities was 7.74, 

indicating a moderate to high level of caregiver religious participation. As religion in this study 
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was conceptually defined as the behaviors that reflect participation in religious activities, religion 

is expected to be the one of a caregiver’s resources that may impact positive caregiving 

experiences. In this study, 100% of family caregivers were Buddhists who believed in the law of 

karma. The law of karma means that good acts will lead to good consequences (Payomyong, 

2000; Payutto, 1995, 1998); caregivers perform good deeds for their elderly ill family members 

to achieve better lives in their next rebirths. Caregivers followed Buddhism in caring for their 

chronically ill elders (Sethabouppha & Kane, 2005; Subgranon & Lund, 2000). Consistent with 

Picot et al.’s (1997), Sethabouppha and Kane’s, and Subgranon’s studies, caregivers’ overall 

HRQOL is predicted by a positive resource, religion, as total of religious activities. The more 

religious activities caregivers participate in, the more positive resources and benefit finding they 

perceive, which further affects their happiness or satisfaction of life as a whole, and thus a effects 

higher overall HRQOL. 

Relationship to ECR. Spousal and other kinds of relationships to elders are more likely 

to associate with higher overall HRQOL then daughter-caregiver relationships. Although most of 

the caregivers in this study are daughters and they have greater functional status than spousal 

caregivers, daughters report lower overall HRQOL than husbands and wives do (20.72, 23.35, 

and 24.10, respectively). This is unlike previous studies with Thai samples, which found that 

spouses are the primary family caregivers for ECRs (Cheewapoonphon, 1998; Belasco et al., 

2006; Heru & Ryan, 2004) and that providing care tends to have ongoing negative effects on 

their health (Barnes et al., 1992; Pinquart & Sorensen, 2007; Pinquart & Sorensen, 2011). 

However, this study focuses on the overall HRQOL as a subjective aspect related to how happy 

or satisfied the caregiver is with life as a whole, which may differ from other studies using 

physical health measures. Consequently, spousal relationships may show stronger associations 
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with overall HRQOL of family caregivers because caregiving for a spouse is more normative 

than caring for other  persons and helps caregivers positively appraise caregiving situations 

(Pinquart & Sorensen, 2007). 

Chronic health conditions. Similar to the relationship to functional status, caregivers 

who have fewer chronic health conditions are more likely to have better overall HRQOL. Many 

family caregivers reported experiencing one or more chronic illnesses, which has been shown to 

affect their health and might worsen their overall HRQOL (Blanes et al., 2007; Frias et al., 

2005). Similarly, Barnes et al. (2006) found that, when controlling for age, gender, and 

socioeconomic status, one of the significant predictors associated with caregivers’ overall 

HRQOL is having two or more chronic health conditions. Also, the physical conditions were 

reported to have the strongest impact on HRQOL in Lai et al.’s study (2005). Caregivers’ 

physical health may be deteriorating and interfering with daily life, because of their underlying 

diseases or chronic health conditions as mentioned above. Besides, because caregivers are 

middle-aged adults, they may have some chronic health conditions and may not be able to take 

appropriate care of the elders for long, or they may face more barriers in performing as a care 

provider because of their own health status limitation. All of these reasons may lead a caregiver 

to appraise his or her life as one of not being satisfied. 

Social support. Social support was one predictor of greater overall HRQOL. In this 

study, perceived social support is defined as the level of support currently available to the 

caregiver. Also, others have conceptualized social support as a resource that may positively 

affect family caregivers’ HRQOL (Chappell & Reid, 2002; Lueboonthavatchai and 

Lueboonthavatchai, 2006). Social support may have positively affected family caregivers’ 

overall HRQOL by reducing their stressors, enhancing their rewards of caregiving (Chappell & 

http://www.ncbi.nlm.nih.gov/pubmed?term=%22Lueboonthavatchai%20P%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Lueboonthavatchai%20O%22%5BAuthor%5D
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Reid, 2002; Cohen, Colantonio, & Vernich, 2002; Northouse et al., 2002; Picot, 1995), and 

helping them to develop more effective forms of coping strategies, all of which result in positive 

health behaviors in relation to caregiving performance (Losada et al., 2005; Tang & Chen, 2002). 

However, functional status was not predicted by social support. This is unlike the studies of Park 

and Lee (2007), and Oka et al. (2004), which found that social support was a modifiable factor 

associated with functional status, particularly physical levels, in family caregivers. More 

caregiver support from family, friends, and others positively affects caregiver satisfaction. Even 

though they have to deal with difficult caring situations, caregivers perceive those circumstances 

with the happiness needed to continue their caregiving roles when they have more resources and 

support. 

Rewards of caregiving. Rewards of caregiving was a significant predictor of caregiver 

overall HRQOL. Caregivers who perceive higher rewards are more likely to have high overall 

HRQOL while taking care of chronically ill elders. Similar to Karmer’s (1997) and Davis’s 

(2005) studies, caregiving for an older family member can also be a rewarding experience, 

despite the possible stress imposed from managing one’s life. Buddhist beliefs toward elders of 

Thai caregivers may have imparted a sense of obligation to care for parents, and karma-based 

thoughts may create positive feelings and rewards from assuming the role of family caregiver 

(Sethabouppha, & Kane, 2005). The positive experience of caregiving, its rewards, and its 

relation to Buddhist beliefs might have helped caregivers understand and accept their roles. 

Moreover, rewards of caregiving can be explained as the positive perceptions of caregivers, as 

well as their willingness to care for ECRs with chronic illness, which may impact the caregivers’ 

appreciation to perform caregiving roles. Besides, Heru and Ryan (2004), Donprapeng (2006), 

and Kasemkitwattana, (2006) found that a caregiver’s warm and supportive attitude toward the 
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care recipient can sometimes help him or her cope with the caregiver role, which influences the 

caregiver’s performance and overall HRQOL. In this study, caregivers reported the high rewards 

of caregiving with the mean score of 74.85 (SD = 16.27; ranged from 0-108), and 100% are 

Buddhist. It is assumed that caregivers positively perceive experiences of care as the happiness 

in their lives as a whole.  

Caregiver functional status. Caregiver functional status was another predictor of 

caregivers’ overall HRQOL. In this study, caregivers with greater functional status are more 

likely to have higher overall HRQOL. As relation to age, some older caregivers reported poor 

functional status but they were found to perceive higher overall HRQOL. In this study, the 

relationship of caregiver functional status and overall HRQOL was found to be mediated by 

rewards of caregiving, which might explain the high overall HRQOL in the poor functional 

status caregivers. Similar to some previous studies (Bakas & Burgener, 2002; Chung et al., 2010; 

NAC, 2004; FTGRD, 2009), HRQOL levels might also be influenced by various caregiving-

related factors experienced in the current caring situations. Multiple tasks of care for ECRs, as 

well as dependency and needs of ECRs, lead the family caregiver to take more responsibility in 

expanded roles (Bakas et al., 2004; Bakas & Burgener, 2002; NAC, 2004; FTGRD, 2009). Such 

an increase in caregiving tasks may cause physical and psychological problems, as well as 

problematic health behaviors. Moreover, monitoring and assisting with an ECR’s symptoms was 

reported as time consuming, physically demanding, and exhausting (Chung et al., 2010; 

Newman, 1997), which may increase caregiving demands and tasks of care, resulting in a 

possible decrease in the family caregiver’s ability to perform his or her own life tasks and to 

provide care. An ability to perform daily tasks of care may be a crucial factor in accomplishing 

the caregiver role, which can influence the caregiver’s overall HRQOL as shown in the study 
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results, consistently with some previous studies (Chung et al., 2010; Fredman et al., 2009; Lee et 

al., 2003; Lu & Austrom, 2005; Spira et al., 2010). 

 Interpretation based on the finding for Specific Aim 2. Older spouses and other 

caregivers participated in more religious activities, who have few chronic health conditions and 

better functional status have higher levels of overall HRQOL. Furthermore, caregivers who 

perceive higher social support and rewards of caregiving have greater overall HRQOL. Positive 

aspects of caregiving–including religious activities, social support, and rewards of caregiving–

and functional status are significant predictors which may be enhanced by nurses and health care 

teams either in hospitals or communities. Moreover, caregiver’s functional status should be 

sustained in performing effective care through the trajectory of the disease and the process of 

care. Caregiver’s functional status can be expected to be an essential factor influencing HRQOL 

of the caregiver, which ultimately results in the continuous and desired care at home. In other 

words, caregivers will be more happy or satisfied with their lives as a whole when they are able 

to perform daily life tasks even during caregiving periods.  

Discussion of Results for Specific Aim 3 

Specific Aim 3. The purpose of Aim 3 was to determine whether the relationship 

between family caregiver functional status and overall HRQOL of family caregivers is mediated 

by the rewards of caregiving, controlling for all other variables. 

To test rewards of caregiving as a potential mediating variable, the three regression 

equations were performed for caregiver functional status. The analyses indicated a partial 

mediating influence of rewards of caregiving on the relationship of caregiver functional status 

and his or her overall HRQOL. Results from the first equation show that, when controlling for 

other variables, caregiver functional status influences rewards of caregiving, meaning that 
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caregivers who have greater functional status tended to report higher perceptions of the rewards 

of caregiving. 

Rewards of caregiving in this study were defined as levels of family caregivers’ overall 

sense of satisfaction toward the experiences of caring with a positive attitude during the periods 

of care (Raschick & Ingersoll-Dayton, 2004; Sasat, 2006; Stewart & Archbold, 1997). Most of 

the caregivers in this study report relatively high scores of functional status (56 -74), which were 

higher than the standard mean scores (50), indicating that most caregivers have good abilities to 

perform their daily activities. Due to age-related physical changes, older caregivers were found 

to report lower scores of functional status, which mean they had poorer abilities to perform their 

life tasks, particularly in the group of above 65-year-old caregivers (44). Although much of the 

earlier research on family caregivers has focused on the negative consequences of multiple tasks 

of care (e.g., Morimoto et al., 2003; Chatcheydang, 2005), caregiving for an older family 

member can also be a rewarding experience, despite the physical and psychological stress 

imposed from managing one’s life (Davis, 2005; Kramer, 1997; Picot, 1995; Raschick & 

Ingersoll-Dayton, 2004). The results of this study initially showed that a reward of caregiving 

was significantly predicted by a greater functional status of caregivers. This finding will be 

useful for further investigating the relationship between physical and psychological aspects of 

caregiving.  

The second equation shows that caregiver functional status positively influenced 

caregiver overall HRQOL. That is, caregivers who have better functional status are most likely to 

have greater overall HRQOL. As discussed in Specific Aim 2, caregiver overall HRQOL was 

influenced by caregiver functional status. Caregivers with greater abilities to perform their daily 

life tasks are more likely to be happier or more satisfied with their lives as a whole. Although 
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caregivers take more responsible in expanded roles of caring (Bakas et al., 2004; Bakas & 

Burgener, 2002; NAC, 2004; FTGRD, 2009), including monitoring and assessing ECRs’ 

symptoms (Chung et al., 2010; Newman, 1997), their overall HRQOL are not worsened if they 

can maintain good functional status.  

The results are consistent with some previous studies (Chung et al., 2010; Fredman et al., 

2009; Lee et al., 2003; Lu & Austrom, 2005; Spira et al., 2010) revealing that an ability of 

caregivers to perform daily tasks is a crucial factor influencing their overall HRQOL. That is, 

caregivers are more satisfied with their life and are happier if they can complete their daily life 

activities, even though they also have expanded roles caring for chronically ill elders at home.  

The final test for mediation was to enter both rewards of caregiving and caregiver 

functional status into a regression equation and evaluate whether: (a) rewards of caregiving was a 

significant influence on caregiver overall HRQOL and (b) the strength of the relationship 

between caregiver functional status and caregiver overall HRQOL decreased when rewards of 

caregiving was included. When both caregiver functional status and rewards of caregiving were 

included as predictors of caregiver overall HRQOL controlling for all others related variables, 

the model accounted for 65% of variance in predicting caregiver overall HRQOL. Both caregiver 

functional status and rewards of caregiving were significant influences on caregiver overall 

HRQOL, satisfying the first criterion as a mediating influence. Sobel’s test was performed to 

determine the statistically significant changes of the t-value. The t-value representing the 

relationship between caregiver functional status and caregiver overall HRQOL decreased when 

the rewards of caregiving was included, satisfying the second criteria as a partial mediating 

influence. Rewards of caregiving significantly, partially mediate the relationship between 

caregivers’ functional status and their overall HRQOL. That is, functional status still appears to 
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have a positive impact on overall HRQOL, but the degree of the effect decreases when a reward 

of caregiving takes its role to affect overall HRQOL. Caregivers are satisfied with their lives 

when they are able to complete their own daily life tasks. Caregivers would be much happier if 

they also positively perceived their caregiving role as a reward, similarly reported in Lu and 

Austrom’s (2005) and Spira et al.’s (2010) studies.  

The results show a partial mediation: both a direct effect of caregiver functional status on 

caregiver overall HRQOL and an indirect effect through rewards of caregiving. An ability to 

perform life tasks has a direct positive impact on caregivers’ happiness and still has influences 

on overall HRQOL when the caregivers have positive appraisals of caregiving. Concerning the 

indirect effect, caregiver functional status leads to higher rewards of caregiving, which further 

leads to higher overall HRQOL in caregivers. As discussed above, a caregivers who has a good 

functional status is more likely to perceive positive or reward experiences (Davis, 2005; Kramer, 

1997; Picot, 1995; Raschick & Ingersoll-Dayton, 2004) and tends to have a better overall 

HRQOL (Chung et al., 2010; Fredman et al., 2009; Lee et al., 2003; Lu & Austrom, 2005; Spira 

et al., 2010). Not only does caregiver functional status need to be enhanced, but caregivers’ 

overall sense of satisfaction toward the experiences of caring with a positive attitude could also 

be increased. That is, the happier the life of a caregiver, overall HRQOL, is encouraged by both 

better physical capability and superior mental appraisal. In other words, caregivers’ overall 

HRQOL results from both their physical and emotional factors of caregiving. 

Interpretation based on the finding for Specific Aim 3. In summary, Specific Aim 3 

examined whether the relationship between family caregiver functional status and overall 

HRQOL of family caregivers is mediated by the rewards of caregiving, controlling for all other 

variables. Interpretively, rewards of caregiving not only highly correlated to caregiver overall 
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HRQOL, but also partially mediated the relationship between caregiver functional status and 

overall HRQOL. That is, caregivers who had e the capacity to complete their life tasks are more 

likely to be happy or satisfied with their lives as a whole, increasing overall HRQOL. Caregivers 

would be even happier if they also positively perceived their caregiving roles as rewards. 

However, comparing caregiver overall HRQOL between groups with low and the high functional 

status when both groups have had high rewards of caregiving is of further concern. The results of 

such comparison would lead nurses and health care providers to assess how rewards of 

caregiving can improve overall HRQOL in the group with low functional status. The appropriate 

interventions or programs for enhancing rewards of caregiving, such as improving caregiver 

overall HRQOL, are needed.  

Discussion of Additional Analysis 

As the findings show, rewards of caregiving significantly, partially mediates the 

relationship between family caregiver functional status and overall HRQOL of family caregivers. 

The results also reveal that rewards of caregiving is a crucial factor influencing caregiver overall 

HRQOL. In order to assess influences associated with rewards of caregiving, correlation analysis 

was performed among caregivers’ and ECRs’ individual characteristics, other independent 

factors, and rewards of caregiving. Furthermore, whether the number of religious activities–such 

as praying, meditating, going to the temple, offering food and things for monks, or donation for 

others–positively associate with family caregivers’ rewards of caregiving has been tested. 

The mean scores of rewards of caregiving indicate that female caregivers report higher 

rewards of caregiving and spousal caregivers report higher rewards of caregivers than did other 

elder relations. Caregiver sex, religious activities, household income, and social support are 

positively correlated with rewards of caregiving. Rewards of caregiving increase for female 
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caregivers and as caregivers participate in religious activities, report higher household income, 

and perceive more social support. Simultaneously, caregivers’ relationship to elder negatively 

correlated with rewards of caregiving. If the caregivers were spouses, rewards of caregiving 

scores were higher than daughter caregivers’ scores. Rewards of caregiving are the positive 

resources or benefit findings for caregivers, and appear to have an encouraging impact on overall 

HRQOL, as discussed above. Such results help pave the way to improve caregivers’ HRQOL 

through supporting constructive perception in caring situations, such as motivating or 

encouraging participation in the desired religious activities. A private room with a Buddha image 

for praying, chanting, or meditating is a simple way to support and enhance some religious 

activities could be created by nurses in a ward.  

Some previous studies in Thailand (Chaoum, 1996; Chatcheydang, 2005; 

Cheewapoonphon, 1998; Stoller, 1994) have revealed that women are often socialized to be 

family caregivers and may be better prepared than men for the family caregiver role. Similarly, 

the results in this study show that female caregivers experience higher rewards of caregiving. 

The results in Aim 3 show that caregivers who have better functional status tend to perceive 

higher rewards of caregiving and better HRQOL. Such findings may support the association 

between caregiving performance and health in men, which is stronger for men than for women. 

However, Pinquart and Sorensen (2007) found that male family caregivers had some positive 

attitudes in caregiving because they may be more likely to seek social support for their family 

caregiver roles when caregiving demands become too high. Even though sex correlates with 

rewards of caregiving, it is not a significant predictor of rewards of caregiving when entered into 

the linear regression model. That is, although male caregivers may have been stronger and able 

to complete more tasks than females can, female caregivers may have positive feelings about 
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caregiving. Female caregivers may be more prepared for caring roles and may report higher 

perceptions of positive view points. So, sex is not considered to have a significant impact on 

rewards of caregiving in this study. 

Caregiver household income was found to be correlated with rewards of caregiving in 

this study. Similar to previous studies, those with higher household income levels are less likely 

to be affected by patient caregiving demands and more likely to have positive experiences of 

caregiving (Chatcheydang, 2005; Ekwall et al, 2004; Lawang et al., 2005; Pinquart & Sorensen, 

2007). Caregivers with lower income levels frequently have to work harder to pay for their daily 

living expenses and tend to perceive caregiving as a burden (Chung et al. 2007; Lawang et al.; 

Sasat, 2006). Although, in this study, caregiver household income correlated with rewards of 

caregiving, it is not a significant predictor of rewards of caregiving when entered into the 

regression model. Higher household income may have helped caregivers perceive caregiving 

roles positively; however, their financial status alone does not impact rewards of caregiving in 

this study. This might be due to the fact that because most of caregivers in this study (68.1%, n = 

137) have moderate to high household income.  

When performing a linear regression model to assess for possible significant predictors of 

rewards of caregiving, total religious activities, social support, and relationship to elder were 

found to be significant predictors of rewards of caregiving. Daughter caregivers participating in 

more religious activities and perceiving greater social supports are more likely to have higher 

perceptions of rewards of caregiving. 

Religious activity. Religious activity has the highest correlation with rewards of 

caregiving (see Table 16) and is the most significant predictor (see Table 18) of rewards of 

caregiving. The results show that all of the caregivers in the study were Buddhist. Buddhist 
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beliefs dictate that older Thais should be offered a high status, respect, and obedience from 

children and younger members of society. Children have an obligation to provide good care for 

their elders at home. Moreover, Thai people believe in the law of karma, meaning that good acts, 

words, or thoughts affect their future lives, and they wish to receive good care in return when 

they are older (Payomyong, 2000; Payutto, 1995, 1998; Sethabouppha, & Kane, 2005). Buddhist 

beliefs toward elders may impart a sense of obligation on caregivers to care for parents, and 

karma-based thought may create positive feelings, such as the rewards of caregiving, from 

assuming the role of family caregiver (Sethabouppha, & Kane, 2005). Following the law of 

karma, caregivers reported moderate to high religious activities, and the findings reveal that 

caregivers participated in more activities are more likely to perceive higher rewards of 

caregiving. That is, the caregivers who believe in Buddhism and the law of karma participate in 

good activities and responsibly care for their elders, easily accepting their roles and positively 

appraising their caregiving role as a one with rewards.  

Relationship to ECR. Daughters comprised the majority of caregivers in this study, and 

daughter-elder relationships significantly predict rewards of caregiving. Inconsistently, previous 

research both in Thailand and other countries revealed that most of the caregivers of chronically 

ill elders were spouses of the patients (Chatcheydang, 2005; Joolamate, 1997; Kasemkitwattana, 

2006; Sasat, 2006; Pinquart & Sorensen, 2007). In Thailand, an estimated 90% of elders live 

with their children or relatives at home in rural areas (MSDHS, 2007; Subgranon & Lund, 2000) 

because of these Buddhist belief-related reasons mentioned above (Sethabouppha, & Kane, 

2005). As females, daughters are often socialized to be family caregivers and may be better 

prepared than men for the family caregiver role, as found in some previous studies (Chaoum, 

1996; Chatcheydang, 2005; Cheewapoonphon, 1998; Stoller, 1994). Similarly, in Raschick and 
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Ingersoll-Dayton’s (2004) study, they assessed the association between caregiver relationship 

and gender, and the costs and rewards of caregiving in a national sample of 978 spouse and child 

caregivers of older family members. Results supported studies’ hypotheses that women, whether 

wives or daughters, experience more caregiving costs than men, and that adult children 

experience more rewards than spousal caregivers. For this study, daughters, the majority of 

caregivers (61.7%, n = 124), have positive rewards of caregiving because of generational caring 

situations, resulting from social beliefs and Thai culture which inculcates that the expected role 

of primary care is a female function. Daughters are taught to assume this role to show gratitude 

to their parents, and because daughters have more concern and better attitudes of care through 

the love, strong bonds, and closeness with the elders. 

Social support. Perceived Social support, one of the most important resources for family 

caregivers, significantly predicts rewards of caregiving. Many caregivers could identify positive 

aspects of caregiving, such as rewards (Picot, 1995; Picot et al., 1997), gratifications (Motenko, 

1989), or gains (Kramer, 1997) through support from family members, friends, and others. 

Similar to Chappell and Reid’s (2002) study, social support was conceptualized as the 

caregivers’ perceptions of support and resources from others and was found to positively affect 

rewards of caregiving (Chappell & Reid, 2002). Park and Lee (2007) and Oka et al. (2004) 

similarly found that social support might be a potentially modifiable factor associated with 

positive aspects in caregiving, particularly psychological levels in older family caregivers. 

Moreover, social support has been found to positively affect family caregivers’ HRQOL by 

reducing their stressors and enhancing their rewards of caregiving (Chappell & Reid, 2002; 

Cohen, Colantonio, & Vernich, 2002; Northouse et al., 2002; Picot, 1995). Nurses and health 

care providers should appropriately assess caregivers’ needs and help support and provide 
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sufficient resources required to enhance confidence in knowledge and skills for caregiving roles. 

As social support also included the provision for attachment, the social integration, and the 

availability of informational, emotional, and material assistance, training programs and discharge 

plans are needed to develop caregivers’ knowledge and to build caregiving skill for enhancing 

caregivers’ perceived social support. Nurses can offer and support some parts of the 

informational, emotional, and material assistance regarding elder conditions or diseases and their 

needs with those conditions and caregiving skills to perform care with those specific conditions. 

Having sufficient knowledge and skills would lead caregivers to assertively comprehend their 

roles as rewarding and benefit finding. 

In conclusion, a reward of caregiving was a crucial factor influencing HRQOL and 

partially mediates the relationship between caregivers’ functional status and their overall 

HRQOL.  

Interpretation for additional results. Greater rewards of caregiving are significantly 

influenced when caregivers participate in more religious activities, perceive higher levels of 

social support, and have a daughter-elder relationship. Even though the relationship to elder can’t 

be changed, other relations can be motivated to have higher perceptions of rewards of caregiving. 

Also, religious activities and social support are important caregiver resources which can be 

enhanced and promoted by nurses and health care providers both in hospitals and communities. 

Nurses and health care providers not only provide knowledge and skills in caring to enhance 

caregivers’ resources, but also maintain and increase positive perceptions of rewards by 

supporting and encouraging caregivers to join religious activities.  

Study Limitations 

This study may have been subject to some limitations which related to threats to validity. 
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Threats to validity are reasons the conclusion or the inference of the study might be incorrect 

(Trochim & Donnelly, 2007). First, there may have been an inadequate number of relevant 

factors in the model or too many overlapping components of each concept to explore the full 

impact on caregiver overall HRQOL or predict it. Second, a relatively small convenience sample 

of rural Thai family caregivers and ECRs were enrolled; the generalizability of the study results 

to other Thai or Asian settings may be limited. Third, the cross-sectional study design limits the 

interpretation of study findings to the relationships among selected variables over time. That is, 

the descriptive nature of the design does not allow for a strong causal relationship between study 

measures. Because subjects were not selected randomly and the inclusion criteria were relatively 

broad, the findings cannot be generalized. Nonprobability sampling (convenience and purposive 

sampling) of the subjects and the fact that the study only applies to Buddhist also somewhat limit 

the heterogeneity of the sample characteristics. 

Finally, although measures used in the study were self-administered questionnaires, the 

researcher read the questionnaires for those family caregivers who requested assistance or 

reported having difficulty completing the questionnaires. Thus, a social threat of researcher 

expectancy bias may exist. But the investigator carefully, informally communicated with the 

caregivers, so as not to create stressful situations, which might have made caregivers answer with 

the desired outcomes for study. In addition, the bias may have occurred if the caregivers’ desired 

to look good, and might have lead them to react or respond in a very good way. This may be 

especially true with the rewards of caregiving; a bias may have caused high levels of rewards for 

some individuals. However, a mono-method bias in the future may be caused by using the same 

method, self-report, for all operationalization. 
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Implications for Nursing Practice 

The results of this study show that, in general, caregivers of ECRs reported good 

functional status and moderate to high rewards of caregiving, as well as overall HRQOL. 

However, this does not mean that caregivers were not vulnerable in their caregiving roles. Based 

on the relationships between variables found in this study, nurses and health care providers are 

able to maintain and enhance caregiver functional status by improving caregivers’ abilities and 

skills to effectively deal with all of the elders’ symptoms, even though they cannot reduce those 

symptoms. Older caregivers should have regular health checks and receive appropriate 

treatments if they have chronic health conditions. A caregiver’s functional status as the ability to 

perform daily life tasks should be sustained in performing effective care through the trajectory of 

the disease and the process of care at home and in the community. 

Moreover, findings show that older caregivers participating in more religious activities, 

had few chronic health conditions and better functional status, and perceived greater social 

support and rewards of caregiving have greater overall HRQOL. Positive aspects of caregiving–

including religious activities, social support, and rewards of caregiving–as well as functional 

status are of concern for nurses and health care providers. Caregivers require not only physical 

ability and support in caregiving situation, but also sufficient positive or psychological support. 

Hospital and/or community health care providers may be able to improve caregivers’ overall 

HRQOL by offering desired information and caregiving skills suited to their elders’ conditions. 

In addition, in wards or primary care units, there could be a private room with the Buddha image 

for praying or chanting and meditating, where caregivers can participate in religious activities 

when their elders are admitted. 

Also based on results from mediation testing, increasing the rewards of caregiving will 
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further enhance caregiver functional status, which positively impacts caregiver overall HRQOL. 

Nurses can help maintain and encourage caregivers’ functional status by providing sufficient 

knowledge and training for the specific skills each caregiver needs, such as transferring elders 

and assisting with exercising, preparing meals, rehabilitating, or providing transportation. When 

caregivers are confident in caring and perform appropriate and effective care, they are not 

exhausted and do not negatively appraise their caring situations. In doing so, caregivers have 

better functional statuses and are empowered to positively perceive caring situations as rewards. 

Combined with additional results, the more religious activities caregivers participated in, the 

higher they appraised the rewards of caregiving. Nurses and health care providers can also offer 

more than a private room with the Buddha image. On the occasion of important days of 

Buddhism, monks could be invited to the hospital or care unit to give the Dharma talk, at which 

time the caregivers are able to offer food and things for monks, or to donate some money if they 

so desire. Developing a special unit in the community would help to counsel caregivers to 

manage all the symptoms and problems they experience at home if they cannot go to the hospital 

in the city. Training programs or discharge plans for caregivers of chronically ill elders are 

needed to support all the above mentioned issues, and to promote caregivers’ functional status, 

which is expected to maintain and improve their HRQOL. 

Implications for Research 

Measuring HRQOL of the Thai family caregivers taking care of ECRs over time would 

be incredibly advantageous in order to reveal the effect of caregiving on caregiver overall 

HRQOL over time and to provide nursing interventions relevant to longitudinal experiences 

based on empirical findings. This study provided results of factors influencing caregiver overall 

HRQOL of chronically ill elders. It would be more useful in developing knowledge of family 
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caregivers if it investigated overall HRQOL of Thai caregivers taking care of elders with certain 

chronic diseases, such as cancer, stroke, dementia, or Alzheimer’s disease. In future research, the 

negative aspect of caregiving or psychological health– such as depressive symptoms, anxiety, 

worry, or burden–of caregivers may be included to predict overall HRQOL. For example, the 

research question could be, “what is the relationship between worry of caregiving and overall 

HRQOL in caregivers of elder stroke survivors?” Whether or not rewards of caregiving are 

mediated, the relationship between worry of caregiving and overall HRQOL is of concern. 

Whether the rewards of caregiving can mediate the relationship between a negative aspect and 

overall HRQOL should be examined.  Also, if the rewards of caregiving will be negatively or 

positively influence those relationships should also be investigated.  

Moreover, this study highlights the need for further research to investigate the 

relationship between other negative consequences of caregiving and overall HRQOL. Some 

researchers have examined HRQOL and its influences on caregivers of elders with chronic 

illnesses and have found some negative health outcomes from providing long-term care at home, 

such as anxiety, stress, depression, and fatigue. All those negative outcomes should be added to 

predict HRQOL of caregivers of chronically ill elders. The rewards of caregiving should also be 

tested as a mediating effect in those relationships. 

As a multidimensional outcome, nursing interventions for overall HRQOL might be 

approached in various ways. Also, HRQOL is defined as a subjective life quality related to how 

happy or satisfied someone is with his or her life as a whole, and is measured as subjective or 

psychosocial-related outcome. Therefore, because psychosocial variables have been linked to 

morbidity and mortality, the examination of non-pharmacological nursing interventions that 

guide clinical practice and improve patient outcomes are of interest and should be a focus. 
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Before conducting the intervention research, much more correlational and causal research, 

including longitudinal studies, is needed to confirm certain predictors, such as caregiver sex, 

functional status, social support, or religious activities, and the relationship between those 

existing predictors and caregiver HRQOL, cause and effect, and relevant influences of HRQOL, 

such as caregiver age and religious activities. Previous intervention research was conducted to 

maintain and improve patients’ HRQOL in a variety of diseases, and such research should be 

developed for caregivers of those patients as well. 

Implications for Policy 

This study provided results which highlight the need for the development of policies and 

protocols to improve outcomes for caregivers of chronically ill elders. The increase in the 

chronically ill elderly population in Thailand has had a significant impact on families with ECRs 

and has resulted in worsening physical and mental health of many family caregivers. Currently, 

in Thailand all of the policy focuses on the patients, not the caregivers. As the results in this and 

previous studies show, caregivers should be taken care of in the same way. Caregivers are key 

persons continuing to take on the roles of caring for their chronically ill elders at home. The aim 

of caring for elders with chronic illnesses is not only to maintain health and delay death of ECRs, 

but also to maintain or improve HRQOL of their caregivers. In doing so, government and the 

Ministry of Public Health should promote policies that expand the elderly care workforce and 

policies to provide adequate funding for programs that assist family caregivers. 

The concept of HRQOL has frequently been discussed as a key element of nursing 

practice and clinical outcome criteria. The evaluation of caregivers’ overall HRQOL of 

chronically ill patients may enable health care providers to evaluate the impact of medical and 

nursing interventions on caregivers’ lives and, ultimately, to produce information that may 
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improve health care and the quality of the population’s lives. However, HRQOL is a complex 

concept that does not have a universal definition or a standard for its measurement. It must be 

defined clearly in order for it to be clinically useful, especially in HRQOL measurement. In 

Thailand, the Ministry of Public Health may propose the identification of key stages in HRQOL 

measurement for policy decisions, included selecting the salient descriptive characteristics 

relevant to health; choosing an operational definition and categorization of the selected 

characteristics; and standardizing an appropriate type of measurement. These stages would guide 

researchers to conduct productive research properly using HRQOL as an outcome. For this part, 

the Ministry of Public Health should request an annual budget and fund educational institutes of 

nursing for research not only on elders but also on family caregivers. Moreover, in a nursing 

student courses that focus on the elderly, the content of caregivers’ problems and needs should 

not be ignored. Thus, funding would be provided for creating appropriate training programs to 

assist caregivers in continuing their home care with sufficient knowledge and skills supported 

and managing by nurses and health care providers.  

The conceptual model of this study was based on the revised Wilson and Cleary model 

for HRQOL by Ferran et al. (2005). The results of this study did show that some of caregivers’ 

and elders’ characteristics and selected caregiving aspects were related to and had an influence 

on caregiver functional status and their overall HRQOL. The model worked well in predicting 

caregiver overall HRQOL, however, due to the small sample size and the low levels of elders' 

symptoms, disabilities, and caregiver tasks of care, it may possibly not detect all relationships as 

revealed in the model. More research for testing the model with more caregiving-related 

variables, including positive and negative aspects, should be done  to confirm the significant 

factors influencing caregiver overall HRQOL. 
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Conclusion/Summary 

The primary purpose of this study was to examine factors which may influence overall 

HRQOL levels of rural Buddhist Thai family caregivers caring for ECRs aged 60 and older who 

had one or more chronic conditions and at least two ADL deficits. Additionally, rewards of 

caregiving was tested to determine whether it exerts a mediating effect on the relationship 

between rural family caregiver functional status and overall caregiver HRQOL. Caregiver age, 

total religious activities, relationship to elder, caregiver chronic health conditions, social support, 

rewards of caregiving, and caregiver functional status were significant influences of better 

caregiver overall HRQOL. This is in comparison to younger caregivers who participated in fewer 

religious activities, were not daughters of the ECRs, had more chronic health conditions, 

experienced less social support, perceived lower rewards of caregiving, and reported worse 

functional status. Moreover, rewards of caregiving partially mediated the relationship between 

family caregiver functional status and overall HRQOL.  

Additional analysis was performed in order to examine factors which may influence 

rewards of caregiving. Greater rewards of caregiving were significantly predicted by more 

religious activities in which the caregivers participated, higher social support, and daughter-elder 

relationships. Rewards of caregiving is one important resources predicting HRQOL and can be 

enhanced by those factors which relate to religious activities. This study contributes to the 

science by adding knowledge regarding what can make caregivers perceive more positive 

aspects, rewards, in Thai family caregiving which ultimately impacts overall HRQOL. 

Supportive protocols and interventions need to be developed and provided in order to improve 

care for caregivers of chronically ill elders, done by improving caregivers’ overall HRQOL.  
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APPENDIX A 

 

Study Instrument (Thai-Translated Version) 
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ขอ้มลูสว่นบคุคลของผูด้แูล 
 

โปรดตอบค ำถำมขอ้มลูสว่นบคุคลตอ่ไปนี ้โดยเตมิค ำในชอ่งวำ่งและท ำเครือ่งหมำยกำกบำท
หนำ้ขอ้ควำมทีเ่หมำะสมกับทำ่น 

 

1. อำยขุองผูด้แูล_______ปี (เตมิตัวเลขอำยเุป็นปี) 

 

2. เพศของผูด้แูล (เลอืกหนึง่ค ำตอบ)  ___ชำย   ___หญงิ 

 

3. ศำสนำ (เลอืกหนึง่ค ำตอบ) 

___พทุธ ___ครสิต ์ ___อสิลำม ___อืน่ๆ (โปรดระบ)ุ_______________ 

มรีำยกำรกจิกรรมทำงศำสนำใหท้ำ่นอำ่นและพจิำรณำวำ่ทีผ่ำ่นมำทำ่นไดป้ฏบิัตกิจิกรรมเหลำ่นี้
หรอืไม ่ถำ้ปฏบิัต ิบอ่ยครัง้เพยีงใด โปรดใสเ่ครือ่งหมำยกำกบำทในชอ่งทีต่รงกับสิง่ทีท่ำ่นไดป้ฏบิัต ิ
จรงิ 
 
Table A1 

 

Caregiver Religious Activities Questions (Thai) 

 

 

กจิกรรมทำงศำสนำ 

วนัละ
ครัง้ 

สปัดำห์
ละครัง้ 

เดอืน
ละครัง้ 

นอ้ยกวำ่
หนึง่ครัง้
ตอ่เดอืน 

ไมเ่คย
ปฏบิัต ิ
เลย 

สวดมนตไ์หวพ้ระ (เลอืกหนึง่

ค ำตอบ) 

     

น่ังสมำธ ิ(เลอืกหนึง่ค ำตอบ)      

ไปท ำบญุทีว่ดั (เลอืกหนึง่ค ำตอบ)      

ตักบำตรท ำบญุ (เลอืกหนึง่ค ำตอบ)      

บรจิำคสิง่ของ (เลอืกหนึง่ค ำตอบ)      

อืน่ๆ (โปรดระบ)ุ 

 

     

4. ควำมสมัพันธก์ับผูส้งูอำย ุ(เลอืกหนึง่ค ำตอบ) 

 ___คูส่มรส (ภรรยำ/สำม)ี ___บตุรสำว /ชำย    

___หลำนสำว /ชำย  ___พีส่ำว/ชำย นอ้งสำว/ชำย   

___บตุรเขย /สะใภ ้  ___ญำต ิ(โปรดระบ)ุ___________ 

 

5. รำยไดข้องครอบครัว (บำท/เดอืน) (เลอืกหนึง่ค ำตอบ) 

 ___ต ำ่กวำ่ 2000   ___2001-5000    

___5001-10000   ___10000 และมำกกวำ่ 

 

6. โรคประจ ำตัว (จ ำนวนโรคทีเ่ป็นทัง้หมด) (เลอืกทกุค ำตอบทีเ่กดิขึน้) 

 ___ไมม่ ี  

 ___ควำมดันโลหติสงู 

 ___เบำหวำน 

 ___โรคหัวใจ 
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 ___โรคหลอดลมอักเสบเรือ้รัง 

 ___ปวดหลัง 

 ___โรคกระดกูเสือ่ม 

 ___(อืน่ๆ  ) โปรดระบ_ุ_____________________ 

 

7. ระยะเวลำในกำรดแูลผูส้งูอำย_ุ____________เดอืน (เตมิตัวเลขระยะเวลำเป็นเดอืน) 

 

8. อำยขุองผูส้งูอำย_ุ______ปี (เตมิตัวเลขอำยเุป็นปี)  

 

9. โรคทีเ่ป็น___________________________ (เตมิชือ่โรคทีผู่ป่้วยไดรั้บกำรวนิจิฉัย) 

 

10. เพศของผูส้งูอำย ุ(เลอืกหนึง่ค ำตอบ)     ___ชำย  ___หญงิ 
 

แบบวดัความสามารถในการปฏบิตักิจิกรรมของผูด้แูล 

แบบส บ                                  บส                                 
บ              ส           แ     ส                          แ        แ                    
                   ลงหนำ้ขอ้ควำมทีต่รงกับควำมสำมำรถของทำ่นมำกทีส่ดุ 

1.โดยท่ัว ๆ ไปสขุภำพของทำ่นเป็นอยำ่งไร  
  ____ดมีำกทีส่ดุ (1) 

  ____ดมีำก (2) 

  ____ด ี(3) 

  ____พอใช ้(4) 

  ____แย ่(5) 

กรณุำอำ่นขอ้ควำมตอ่ไปนีแ้ลว้พจิำรณำวำ่ภำวะสขุภำพของทำ่นในปัจจบุันสง่ผลใหท้ำ่นมขีอ้จ ำกัด
ในกำรท ำกจิกรรมตอ่ไปนีห้รอืไม ่ถำ้ใช ่จ ำกัดมำกนอ้ยเพยีงใดโดยท ำ เครือ่งหมำย  ลง
หนำ้ขอ้ควำมทีต่รงกับระดบัควำมจ ำกัดของทำ่น 

2.กจิกรรมทีอ่อกแรงปำนกลำง เชน่ เลือ่นโตะ๊, กวำดบำ้น, ถบูำ้น 

  ____ใช ่จ ำกัดมำก (1) 

  ____ใช ่จ ำกัดเล็กนอ้ย (2) 

  ____ไมจ่ ำกัดเลย (3) 

3.เดนิขึน้บันไดหลำยขัน้ (1 ชัน้หรอืมำกกวำ่) 

  ____ใช ่จ ำกัดมำก (1) 

  ____ใช ่จ ำกัดเล็กนอ้ย (2) 

  ____ไมจ่ ำกัดเลย (3)  

กรณุำอำ่นขอ้ควำมตอ่ไปนี ้ แลว้พจิำรณำวำ่ในชว่ง 1 เดอืนทีผ่ำ่นมำ ทำ่นมปัีญหำเกีย่ว กับกำร

ท ำงำนหรอืกำรปฏบิัตกิจิวตัรประจ ำวนัซึง่เป็นผลมำจำกสขุภำพกำยของทำ่นหรอืไมถ่ำ้มบีอ่ยครัง้

เพยีงใดโดยท ำเครือ่งหมำยลงหนำ้ขอ้ควำมทีต่รงกับ ระดับปัญหำ ของทำ่น 

4.ท ำงำนหรอืปฏบิัตกิจิวตัรประจ ำวนัไดส้ ำเร็จนอ้ยกวำ่ทีอ่ยำกท ำ 

  ____ตลอดเวลำ (1) 

  ____เป็นสว่นมำก (2) 

  ____เป็นบำงครัง้ (3) 

  ____นำนๆครัง้ (4) 

  ____ไมเ่ลย (5) 
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5.ถกูจ ำกดัชนดิของงำน หรอื ท ำกจิกรรมบำงทีส่ำมำรถท ำได ้

  ____ตลอดเวลำ (1) 

  ____เป็นสว่นมำก (2) 

  ____เป็นบำงครัง้ (3) 

  ____นำนๆครัง้ (4) 

  ____ไมเ่ลย (5) 

กรณุำอำ่นขอ้ควำมตอ่ไปนีแ้ลว้พจิำรณำวำ่ ในชว่ง 1 เดอืนทีผ่ำ่นมำสภำพทำงดำ้นอำรมณ์ ของทำ่น

เชน่รูส้กึซมึเศรำ้หรอืกังวลท ำใหท้ำ่นมปัีญหำเกีย่วกับกำรท ำงำน หรอืกำรปฏบิัตกิจิวตัรประจ ำวัน 

บอ่ยครัง้เพยีงใด ใหท้ ำเครือ่งหมำยลงหนำ้ขอ้ควำมทีต่รงกับระดับปัญหำของทำ่น 

6.ท ำงำนหรอืท ำกจิวตัรประจ ำวนัไดส้ ำเร็จนอ้ยกวำ่ทีท่ำ่นอยำกจะท ำ 

  ____ตลอดเวลำ (1) 

  ____เป็นสว่นมำก (2) 

  ____เป็นบำงครัง้ (3) 

  ____นำนๆครัง้ (4) 

  ____ไมเ่ลย (5) 

7.ท ำงำนหรอืกจิกรรมอืน่ๆ ดว้ยควำมระมัดระวงันอ้ยกวำ่ปกต ิ

  ____ตลอดเวลำ (1) 

  ____เป็นสว่นมำก (2) 

  ____เป็นบำงครัง้ (3) 

  ____นำนๆครัง้ (4) 

  ____ไมเ่ลย (5) 

8.ในชว่ง 1เดอืนทีผ่ำ่นมำ ทำ่นมอีำกำรเจ็บปวดในรำ่งกำย มำกนอ้ยเพยีงใด 

  ____ไมม่เีลย (1) 

  ____เล็กนอ้ย (2) 

  ____ปำนกลำง (3)  

  ____มำก (4) 

  ____มำกทีส่ดุ (5) 

กรณุำอำ่นขอ้ค ำถำมตอ่ไปนี ้ซึง่ถำมเกีย่วกับควำมรูส้กึของทำ่นและสิง่ทีเ่กดิขึน้ใน ชว่ง  1 เดอืนที่

ผำ่นมำ แลว้ท ำเครือ่งหมำย ลงในหนำขอ้ควำมทีต่รงหรอืใกลเ้คยีงกับควำมรูส้กึของทำ่นใหม้ำก
ทีส่ดุ 

9.ทำ่นมคีวำมรูส้กึสงบและเป็นสขุ 

  ____ตลอดเวลำ (1) 

  ____เป็นสว่นมำก (2) 

  ____เป็นบำงครัง้ (3) 

  ____นำนๆครัง้ (4) 

  ____ไมเ่ลย (5) 

10.ทำ่นมพีละก ำลังเป็นอยำ่งมำก 

____ตลอดเวลำ (1) 

  ____เป็นสว่นมำก (2) 

  ____เป็นบำงครัง้ (3) 

  ____นำนๆครัง้ (4) 

  ____ไมเ่ลย (5) 
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11.ทำ่นรูส้กึทอ้แทใ้จและซมึเศรำ้ 

  ____ตลอดเวลำ (1) 

  ____เป็นสว่นมำก (2) 

  ____เป็นบำงครัง้ (3) 

  ____นำนๆครัง้ (4) 

  ____ไมเ่ลย (5) 

12.ในชว่ง 1 เดอืนทีผ่ำ่นมำ ปัญหำทำงสขุภำพและอำรมณ์ของทำ่นเป็นอปุสรรคในกำรท ำกจิกรรม

ทำงดำ้นสงัคม เชน่ ไปเยีย่มเพือ่น/ ญำต ิมำกนอ้ยเพยีงใด 

  ____ตลอดเวลำ (1) 

  ____เป็นสว่นมำก (2) 

  ____เป็นบำงครัง้ (3) 

  ____นำน ๆ ครัง้ (4) 

  ____ไมเ่ลย (5) 

SF-12® Health Survey © 1994, 2002 by Medical Outcomes Trust and Quality Metric 

Incorporated. All Rights Reserved 

SF-12® is a registered trademark of Medical Outcomes Trust 
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แบบประเมนิการไดร้บัการสนบัสนนุสว่นบคุคล 

ค ำชีแ้จง  ขอ้ควำมตอ่ไปนี ้บำงทำ่นอำจจะเห็นดว้ย บำงทำ่นอำจจะไมเ่ห็นดว้ย โปรดอำ่น ขอ้ควำม
ในแตล่ะขอ้ และวงกลมในขอ้ทีท่ำ่นเห็นวำ่เป็นขอ้ทีต่รงกับควำมคดิเห็นของทำ่น มำกทีส่ดุ ไมม่ี
ค ำตอบถกูหรอืผดิ 
 
Table A2 

 

Personal Resource Questionnaire Part II (PRQ85-II; Thai) 

 

 

ไ
ม
เ่ห็
น
ด
ว้
ย
อ
ย
ำ่
ง
ย
ิง่
 

ไ
ม
เ่ห็
น
ด
ว้
ย

 

ค
อ่
น
ข
ำ้
ง
ท
ีจ่
ะไ
ม
เ่ห็
น

ด
ว้
ย

 

เฉ
ย
ๆ
 

ค
อ่
น
ข
ำ้
ง
เห็
น
ด
ว้
ย

 

เห็
น
ด
ว้
ย

 

เห็
น
ด
ว้
ย
อ
ย
ำ่
ง
ย
ิง่
 

1.ฉันมคีนทีฉั่นรูส้กึใกลช้ดิสนทิสนมซึง่ท ำใหฉั้นรูส้กึ

อบอุน่ปลอดภัย 

1 2 3 4 5 6 7 

2.ฉันมกีลุม่เพือ่นหรอืเพือ่นบำ้นซึง่ท ำใหฉั้นรูส้กึวำ่ฉันมี

ควำมส ำคัญในกลุม่ 

1 2 3 4 5 6 7 

3.คนรอบขำ้งหรอืเพือ่นรว่มงำนบอกหรอืแสดงใหฉั้นรู ้วำ่
ฉันท ำงำนไดด้ ี(งำนบำ้นหรอืทีท่ ำงำน) 

1 2 3 4 5 6 7 

4.ฉันไมส่ำมำรถพึง่พำญำตแิละเพือ่นทีจ่ะชว่ยเหลอืฉัน 

เมือ่ฉันมปัีญหำ 

1 2 3 4 5 6 7 

5.ฉันรูส้กึวำ่ฉันเป็นคนมคีำ่ส ำหรับญำตแิละหรอืเพือ่นๆ 1 2 3 4 5 6 7 

6.ฉันใชเ้วลำพดูคยุหรอืท ำกจิกรรมรว่มกับคนทีม่คีวำม 

สนใจในเรือ่งคลำ้ยๆกัน 

1 2 3 4 5 6 7 

7.ฉันไมค่อ่ยไดเ้ป็นผูใ้ห ้หรอืชว่ยเหลอืผูอ้ ืน่ 1 2 3 4 5 6 7 

8.คนรอบขำ้งหรอืเพือ่นๆ แสดงใหฉั้นรูว้ำ่เขำชอบทีไ่ด ้

ท ำงำนรว่มกับฉัน 

1 2 3 4 5 6 7 

9.ถำ้ฉันตอ้งกำรควำมชว่ยเหลอืทีต่อ้งใชเ้วลำนำนพอ 

สมควร มคีนพรอ้มทีจ่ะสละเวลำชว่ยเหลอืฉัน 

1 2 3 4 5 6 7 

10.ฉันไมรู่จ้ะระบำยควำมรูส้กึกับใครเมือ่ฉันมปัีญหำ 

หรอืไมส่บำยใจ 

1 2 3 4 5 6 7 

11.ฉันและเพือ่นจะชว่ยเหลอืซึง่กันและกัน 1 2 3 4 5 6 7 

12.ฉันไดม้สีว่นชว่ยใหเ้พือ่นหรอืคนรูจั้กสำมำรถท ำงำนได ้

ดขี ึน้ 

1 2 3 4 5 6 7 

13.ครอบครัวของฉันแสดงใหฉั้นทรำบวำ่ฉันมคีวำม   

ส ำคัญกับเขำ 

1 2 3 4 5 6 7 
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Table A2 (cont’d) 
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เห็
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ด
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ย

 

เห็
น
ด
ว้
ย

 

เห็
น
ด
ว้
ย
อ
ย
ำ่
ง
ย
ิง่
 

14.ฉันมญีำตหิรอืเพือ่นทีพ่รอ้มทีจ่ะชว่ยเหลอืฉันถงึ แมว้ำ่

ฉันจะไมส่ำมำรถตอบแทนเขำได ้ 

1 2 3 4 5 6 7 

15.เมือ่ฉันรูส้กึไมส่บำยใจฉันมคีนใกลช้ดิทีเ่ขำ้ใจฉัน และ

ท ำใหฉั้นรูส้กึเป็นตัวของตัวเอง 

1 2 3 4 5 6 7 

16.ฉันรูส้กึวำ่ไมม่ใีครมปัีญหำมำกเทำ่ฉัน 1 2 3 4 5 6 7 

17.ฉันรูส้กึมคีวำมสขุทีจ่ะท ำสิง่พเิศษเล็กๆนอ้ยๆ ทีท่ ำให ้

ผูอ้ ืน่พอใจ 

1 2 3 4 5 6 7 

18.ฉันรูส้กึวำ่มคีนชืน่ชมฉัน 1 2 3 4 5 6 7 

19.ฉันมคีนทีรั่กและหว่งใยฉัน 1 2 3 4 5 6 7 

20.ฉันมเีพือ่นทีจ่ะคยุ เทีย่ว หรอืท ำอะไรดว้ยกัน 1 2 3 4 5 6 7 

21.ฉันมคีวำมรับผดิชอบในกำรชว่ยเหลอืผูอ้ ืน่ 1 2 3 4 5 6 7 

22.ถำ้ฉันตอ้งกำรค ำแนะน ำ มคีนพรอ้มทีจ่ะชว่ยฉัน 1 2 3 4 5 6 7 

23.ฉันมคีวำมรูส้กึวำ่ฉันเป็นทีต่อ้งกำรของเพือ่น ญำต ิหรอื

คนทีรู่จั้ก 

1 2 3 4 5 6 7 

24.มคีนคดิวำ่ฉันไมไ่ดเ้ป็นเพือ่นทีด่อียำ่งทีฉั่นควรจะเป็น 1 2 3 4 5 6 7 

25.ถำ้ฉันป่วย มคีนทีจ่ะใหค้ ำแนะน ำฉันในกำรดแูลตนเอง 1 2 3 4 5 6 7 
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แบบวดัรางวลัทีไ่ดร้บัจากการดแูล (Rewards of Caregiving) 

จำกหัวขอ้แตล่ะหัวขอ้ตอ่ไปนี้ โปรดพจิำรณำเลอืกค ำตอบทีบ่ง่ชีถ้งึระดับควำมคดิเห็น ของทำ่นตอ่
สถำนกำรณ์กำรดแูลผูส้งูอำยดุำ้นตำ่งๆ ค ำตอบแตล่ะขอ้ไมม่คีวำมหมำยวำ่ ถกูหรอืผดิอยำ่งแทจ้รงิ 

หำกค ำตอบทีม่ไีมต่รงกับควำมรูส้กึของทำ่นทเีดยีว กรณุำวงกลม ตัวเลขทีใ่กลเ้คยีงกับระดับควำม
คดิเห็นของทำ่นมำกทีส่ดุและโปรดตอบขอ้ค ำถำมทกุขอ้ 
 

Table A3 

 

Rewards of Caregiving (Thai) 

 

 

 
ไม ่

เลย 

เล็ก 

นอ้ย 

ปำน
กลำง 

คอ่น 

ขำ้ง
มำก 

มำก
ทีส่ดุ 

1 .กำรดแูลผูป่้วยชว่ยใหท้ำ่นรูส้กึวำ่ทำ่นไดท้ ำควำมด ี

มำกนอ้ยเพยีงใด 

0 1 2 3 4 

2 .กำรดแูลผูป่้วยชว่ยใหท้ำ่นเขำ้ใจตัวทำ่นเองเมือ่

ตอ้ง เจ็บป่วยมำกนอ้ยเพยีงใด 

0 1 2 3 4 

3 .กำรดแูลผูป่้วยชว่ยใหท้ำ่นรูส้กึวำ่ทำ่นไดส้รำ้งกศุล 

ผลบญุมำกนอ้ยเพยีงใด 

0 1 2 3 4 

4 .กำรดแูลผูป่้วยชว่ยใหท้ำ่นรูส้กึวำ่ทำ่นไดท้ ำในสิง่ที่

ม ีควำม ส ำคัญมำกนอ้ยเพยีงใด 

0 1 2 3 4 

5 .กำรดแูลผูป่้วยชว่ยใหท้ำ่นรูส้กึปลืม้ปิตมิำกนอ้ย

เพยีงใด 

0 1 2 3 4 

6 .กำรดแูลผูป่้วยชว่ยใหท้ำ่นรูส้กึวำ่เป็นกำรแสดง
ควำม กตัญญ/ูรว่มทกุขร์ว่มสขุตอ่ผูป่้วยมำกนอ้ย

เพยีงใด 

0 1 2 3 4 

7 .ทำ่นคดิวำ่กำรดแูลผูป่้วยชว่ยใหท้ำ่นมชีวีติทีด่ใีน

ชำต ินีห้รอืชำตหินำ้มำกนอ้ยเพยีงใด 

0 1 2 3 4 

8 .กำรดแูลผูป่้วยชว่ยฐำนะทำงกำรเงนิของทำ่นโดย

ทีไ่ม ่คำดคดิมำกอ่น เชน่ ไดรั้บมรดกหรอืเงนิรำงวลั
จำกญำต ิทีม่ำเยีย่ม 

0 1 2 3 4 

9.กำรดแูลผูป่้วยชว่ยใหท้ำ่นมคีวำมรูส้กึทีด่ตีอ่ตัวทำ่น

เอง มำกนอ้ยเพยีงใด 

0 1 2 3 4 
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Table A3 (cont’d) 

 

 
ไม่
เลย 

เล็ก 

นอ้ย 

ปำน
กลำง 

คอ่น 

ขำ้ง
มำก 

มำก
ทีส่ดุ 

11 .กำรดแูลผูป่้วยชว่ยใหผู้อ้ ืน่เห็นควำมส ำคัญของ

กำร ดแูลมำกนอ้ยเพยีงใด 

0 1 2 3 4 

11 .กำรดแูลผูป่้วยชว่ยใหช้วีติของทำ่นมคีวำมหมำย 

มำกขึน้มำกนอ้ยเพยีงใด 

0 1 2 3 4 

12 .กำรดแูลผูป่้วยทีบ่ำ้นชว่ยใหท้ำ่นมคีวำมคลอ่งตัว

ดำ้น กำรเงนิมำกกวำ่กำรใหผู้ป่้วยไปอยูโ่รงพยำบำล
หรอืสถำน พยำบำลมำกนอ้ยเพยีงใด 

0 1 2 3 4 

13 .กำรดแูลผูป่้วยชว่ยใหค้นในครอบครัวของทำ่น

ใกลช้ดิ สนทิสนมกันมำกนอ้ยเพยีงใด 

0 1 2 3 4 

14 .กำรดแูลผูป่้วยชว่ยใหท้ำ่นรูส้กึประสบควำมส ำเร็จ 

ในบทบำทของกำรเป็นผูด้แูลมำกนอ้ยเพยีงใด 

0 1 2 3 4 

15 .กำรดแูลผูป่้วยชว่ยใหท้ำ่นรูส้กึวำ่ไดต้อบแทน

บญุคณุ ผูป่้วยมำกนอ้ยเพยีงใด 

0 1 2 3 4 

16 .กำรดแูลผูป่้วยชว่ยใหท้ำ่นรูส้กึวำ่ทำ่นไดช้ว่ยชวีติ 

ของผูป่้วยใหด้ขี ึน้มำกนอ้ยเพยีงใด 

0 1 2 3 4 

17 .ทำ่นรูส้กึภมูใิจมำกนอ้ยเพยีงใดทีท่ำ่นเป็นคนหนึง่ 

ทีใ่หก้ำรดแูลผูป่้วย 

0 1 2 3 4 

18 .กำรดแูลผูป่้วยเป็นประสบกำรณ์ทีท่ำ่นพงึพอใจ

มำก นอ้ยเพยีงใด 

0 1 2 3 4 

19 .กำรดแูลผูป่้วยท ำใหท้ำ่นมคีวำมสขุมำกนอ้ย

เพยีงใด 

0 1 2 3 4 

21 .กำรดแูลผูป่้วยชว่ยใหท้ำ่นรูส้กึวำ่ทำ่นมี

คณุประโยชน ์ตอ่ผูป่้วยมำกนอ้ยเพยีงใด 

0 1 2 3 4 

21 .กำรดแูลผูป่้วยชว่ยใหท้ำ่นและผูป่้วยมคีวำม

ใกลช้ดิ สนทิสนมกันมำกขึน้มำกนอ้ยเพยีงใด 

0 1 2 3 4 

22 .กำรดแูลผูป่้วยชว่ยใหท้ำ่นเรยีนรูเ้กีย่วกับกำรดแูล 

สขุภำพมำกนอ้ยเพยีงใด 

0 1 2 3 4 
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Table A3 (cont’d) 

 

 
ไม่
เลย 

เล็ก 

นอ้ย 

ปำน
กลำง 

คอ่น 

ขำ้ง
มำก 

มำก
ทีส่ดุ 

23 .กำรดแูลผูป่้วยชว่ยใหท้ำ่นปรับตัวเองไปในทำงทีด่ี

ข ึน้ เชน่ ใจเย็นมำกขึน้ ,อดทนมำกขึน้ ,มคีวำม

ออ่นโยนมำกขึน้ มำกนอ้ยเพยีงใด 

0 1 2 3 4 

24 .กำรทีผู่ป่้วยหรอืบคุคลอืน่แสดงควำมชืน่ชมหรอื 

ซำบซึง้ทีท่ำ่นใหก้ำรดแูล ถอืเป็นรำงวลัส ำหรับทำ่น 

มำกนอ้ยเพยีงใด 

0 1 2 3 4 

25 .กำรดแูลผูป่้วยชว่ยใหท้ำ่นรักหรอืรูส้กึดกีับผูป่้วย 

มำกนอ้ยเพยีงใด 

0 1 2 3 4 

26 .กำรดแูลผูป่้วยชว่ยใหท้ำ่นดแูลสขุภำพของตนเอง 

ดขีึน้มำกนอ้ยเพยีงใด 

0 1 2 3 4 

27 .กำรดแูลผูป่้วยชว่ยใหท้ำ่นชืน่ชมหรอืภำคภมูใิจคน 

ในครอบครัวมำกนอ้ยเพยีงใด 

0 1 2 3 4 
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แบบประเมนิสมรรถภาพผูส้งูอายุ 
 

จำกหัวขอ้แตล่ะกจิกรรมตอ่ไปนี้ โปรดพจิำรณำเลอืกค ำตอบทีบ่ง่ชีถ้งึระดับควำมสำมำรถของ
ผูส้งูอำยใุนกำรปฏบิัตกิจิกรรมนัน้ๆ โดยใสต่ัวเลข (0, 5, 10, หรอื 15) ลงในชอ่งวำ่ง 

      กจิกรรม        คะแนนการประเมนิ 

การรบัประทานอาหาร 

0 = ท ำไมไ่ดเ้ลย 

5 = ท ำไดแ้ตต่อ้งกำรควำมชว่ยเหลอืบำงสว่น หรอืตอ้งกำรอำหำรพเิศษ/ อำหำรเฉพำะโรค 

10 = ท ำไดเ้อง                        ______ 

การอาบน า้ 

0 = ท ำไมไ่ดเ้ลย 

5 = ท ำไดแ้ตต่อ้งกำรควำมชว่ยเหลอืบำงสว่น                                ______ 

การดแูลสขุลกัษณะสว่นตวั  

0 = ตอ้งกำรควำมชว่ยเหลอืในกำรดแูลสขุลกัษณะสว่นตัว 

5 = ท ำไดเ้อง (ลำ้งหนำ้ หวผีม แปรงฟัน โกนหนวด โดยมผีูเ้ตรยีมอปุกรณ์ให)้                      

                 ______ 

การใสเ่ส ือ้ผา้ 

0 = ท ำไมไ่ดเ้ลย 

5 = ท ำไดแ้ตต่อ้งกำรควำมชว่ยเหลอืบำงสว่น 

10 = ท ำไดเ้อง (รวมถงึกำรตดิกระดมุ, รดูซบิ, ผกูเชอืกรองเทำ้ และอืน่ๆ) _____ 

การควบคมุการขบัถา่ยอจุจาระ 

0 = ควบคมุกำรขบัถำ่ยอจุจำระไมไ่ด ้(หรอืตอ้งกำรกำรสวนอจุจำระ) 

5 = ควบคมุ/กลัน้อจุจำระไมไ่ดเ้ป็นบำงครัง้ 

10 = ควบคมุกำรขบัถำ่ยอจุจำระได ้                                ______ 

การควบคมุการขบัถา่ยปสัสาวะ 

0 = ควบคมุกำรขบัถำ่ยปัสสำวะไมไ่ด ้(กลัน้ไมไ่ด)้ หรอืใสส่ำยสวนปัสสำวะคำ้งไว ้ 

5 = ควบคมุ/กลัน้ปัสสำวะไมไ่ดเ้ป็นบำงครัง้ 

10 = ควบคมุกำรขบัถำ่ยปัสสำวะได ้                    ______ 

การใชห้อ้งน า้ 

0 = ท ำไมไ่ดเ้ลย 

5 = ท ำไดด้ว้ยตัวเองแตต่อ้งกำรควำมชว่ยเหลอืบำงสว่น 

10 = ท ำไดด้ว้ยตัวเอง (เปิดและปิด, แตง่ตัว, ท ำควำมสะอำด)                 ______ 

 

การเคลือ่นยา้ย (ระหวา่งเตยีงและเกา้อี)้ 
0 = ท ำไมไ่ดเ้ลย, ไมส่ำมำรถน่ังได ้

5 = สำมำรถน่ังได,้ ตอ้งกำรควำมชว่ยเหลอืเป็นสว่นใหญ ่(ตอ้งกำรผูอ้ ืน่ชว่ยในระหวำ่งกำร

เคลือ่นยำ้ย) 

10 = ตอ้งกำรควำมชว่ยเหลอืเล็กนอ้ย (มผีูค้อยระวงัเพือ่ควำมปลอดภัย) 

15 = สำมำรถเคลือ่นยำ้ยไดด้ว้ยตัวเอง                    ______ 

การเคลือ่นที ่(เคลือ่นทีใ่นแนวราบ) 

0 = ไมส่ำมำรถเคลือ่นทีไ่ดด้ว้ยตัวเอง หรอืไดน้อ้ยกวำ่ 45 เมตร 

5 = สำมำรถเข็นรถเข็นน่ังเองได ้รวมทัง้เข็นรถเลีย้วได,้ เคลือ่นทีไ่ดม้ำกกวำ่ 45 เมตร 

10 = เดนิไดด้ว้ยตนเองมำกกวำ่ 45 เมตรแตต่อ้งกำรผูช้ว่ยเหลอื 1 คน  
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15 = เดนิไดด้ว้ยตนเองหรอืรว่มกับอปุกรณ์ชว่ยเดนิโดยไมต่อ้งมผีูด้แูลไดม้ำกกวำ่ 45 เมตร             
                                                                                                       ______ 

การขึน้ลงบนัได 

0 = ไมส่ำมำรถขึน้ลงบันไดไดเ้ลย 

5 = สำมำรถขึน้ลงบันไดไดแ้ตต่อ้งกำรควำมชว่ยเหลอื 

10 = สำมำรถขึน้ลงบันไดไดเ้อง            ______ 

                                                                   คะแนนรวม (0–100):                          ______ 

 

 

 

 

 

 

 

 

 

 

 

 

 

สนับสนุนโดยศนูยผ์ูป่้วยโรคหลอดเลอืดสมองทำงคอมพวิเตอร ์- www.strokecenter.org 

 

http://สนับสนุนโดยศูนย์ผู้ป่วยโรคหลอดเลือดสมอง/
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แบบประเมนิอาการของผูส้งูอายุ (MSAS) 

 

สว่นที ่1. มอีำกำรทัง้หมด 24 อำกำรใหท้ำ่นอำ่นและพจิำรณำวำ่ในหนึง่เดอืนทีผ่ำ่นมำผูส้งูอำยมุี

อำกำรเหลำ่นีห้รอืไม ่ถำ้ม ีเกดิขึน้บอ่ยครัง้เพยีงใด รนุแรงเพยีงใด และอำกำรเหลำ่นีร้บกวนผูส้งูอำยุ
มำกนอ้ยเพยีงใด โปรดวงกลมตัวเลขทีเ่หมำะสมกับอำกำรทีเ่กดิขึน้ ถำ้ไมเ่กดิขึน้ใหท้ ำเครือ่งหมำย 

X ลงในชอ่ง “ไมม่อีำกำร” 

 

Table A4 

 

Memorial Symptoms Assessment Scale – Section 1 (Thai) 

 

 

 

 

ระหวำ่งหนึง่เดอืนทีผ่ำ่น
มำ 
 

ผูส้งูอำยมุอีำกำรเหลำ่นี้
เกดิขึน้หรอืไม?่  ไ
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มปัีญหำในกำรมุง่จดุ 

สนใจท ำสิง่ใดสิง่หนึง่ 

 1 2 3 4 1 2 3 4 0 1 2 3 4 

ควำมเจ็บปวด  1 2 3 4 1 2 3 4 0 1 2 3 4 

หมดก ำลัง, ออ่นเพลยี  1 2 3 4 1 2 3 4 0 1 2 3 4 

ไอ  1 2 3 4 1 2 3 4 0 1 2 3 4 

ประหมำ่/กระวนกระวำย  1 2 3 4 1 2 3 4 0 1 2 3 4 

ปำกแหง้  1 2 3 4 1 2 3 4 0 1 2 3 4 

คลืน่ไส ้  1 2 3 4 1 2 3 4 0 1 2 3 4 

รูส้กึเซือ่งซมึ  1 2 3 4 1 2 3 4 0 1 2 3 4 

ชำมอืและเทำ้  1 2 3 4 1 2 3 4 0 1 2 3 4 

มปัีญหำในกำรนอนหลับ  1 2 3 4 1 2 3 4 0 1 2 3 4 

อดึอดัแน่นทอ้ง  1 2 3 4 1 2 3 4 0 1 2 3 4 

มปัีญหำกำรขบัถำ่ย 

ปัสสำวะ 

 1 2 3 4 1 2 3 4 0 1 2 3 4 

อำเจยีน  1 2 3 4 1 2 3 4 0 1 2 3 4 

หำยใจสัน้  1 2 3 4 1 2 3 4 0 1 2 3 4 

ทอ้งเสยี  1 2 3 4 1 2 3 4 0 1 2 3 4 

รูส้กึเศรำ้  1 2 3 4 1 2 3 4 0 1 2 3 4 

เหงือ่ออกมำก  1 2 3 4 1 2 3 4 0 1 2 3 4 

วติกกังวล  1 2 3 4 1 2 3 4 0 1 2 3 4 
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Table A4 (cont’d) 

 

 

 

ระหวำ่งหนึง่เดอืนทีผ่ำ่น
มำ 
 

ผูส้งูอำยมุอีำกำรเหลำ่นี้
เกดิขึน้หรอืไม?่  ไ
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มปัีญหำเกีย่วกับกำรม ี

เพศสมัพันธ ์

 1 2 3 4 1 2 3 4 0 1 2 3 4 

อำกำรคัน  1 2 3 4 1 2 3 4 0 1 2 3 4 

ควำมอยำกอำหำรลดลง  1 2 3 4 1 2 3 4 0 1 2 3 4 

เวยีนศรีษะ  1 2 3 4 1 2 3 4 0 1 2 3 4 

กลนืล ำบำก  1 2 3 4 1 2 3 4 0 1 2 3 4 

รูส้กึหงดุหงดิโมโหงำ่ย  1 2 3 4 1 2 3 4 0 1 2 3 4 
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สว่นที ่2. มอีำกำรทัง้หมด 8 อำกำรใหท้ำ่นอำ่นและพจิำรณำวำ่ในหนึง่เดอืนทีผ่ำ่นมำผูส้งูอำยมุี

อำกำรเหลำ่นีห้รอืไม ่ถำ้ม ีอำกำรเหลำ่นัน้รนุแรงเพยีงใดและรบกวนผูส้งูอำยมุำกนอ้ยเพยีงใด โปรด
วงกลมตัวเลขทีเ่หมำะสมกับอำกำรทีเ่กดิขึน้ ถำ้ไมม่อีำกำร ใหท้ ำเครือ่งหมำย X ลงในชอ่ง “ไมม่ี

อำกำร” 

 

Table A5 

 

Memorial Symptoms Assessment Scale – Section 2 (Thai) 

 

 

 

 

ระหวำ่งหนึง่เดอืนทีผ่ำ่นมำ 
 

ผูส้งูอำยมุอีำกำรเหลำ่นีเ้กดิขึน้
หรอืไม?่ 
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เพยีงใด 

เล็
ก
น
อ้
ย

 

ป
ำ
น
ก
ล
ำ
ง
 

รนุ
แ
รง

 

รนุ
แ
รง
ม
ำ
ก

 

ไ
ม
ร่บ
ก
ว
น

 

รบ
ก
ว
น
เล็
ก
น
อ้
ย

 

รบ
ก
ว
น
ป
ำ
น
ก
ล
ำ
ง
 

รบ
ก
ว
น
ค
อ่
น
ข
ำ้
ง
ม
ำก

 

รบ
ก
ว
น
ม
ำก

 

แผลในปำก  1 2 3 4 0 1 2 3 4 

กำรรับรสอำหำรเปลีย่นแปลง  1 2 3 4 0 1 2 3 4 

น ้ำหนักลด  1 2 3 4 0 1 2 3 4 

ผมรว่ง  1 2 3 4 0 1 2 3 4 

ทอ้งผกู  1 2 3 4 0 1 2 3 4 

แขนหรอืขำบวม  1 2 3 4 0 1 2 3 4 

“ฉันรูส้กึไมช่อบตัวเอง”  1 2 3 4 0 1 2 3 4 

มกีำรเปลีย่นแปลงของผวิหนัง  1 2 3 4 0 1 2 3 4 

ถำ้ผูส้งูอำยมุอีำกำรอืน่ๆ ในระหวำ่งหนึง่เดอืนทีผ่ำ่นมำ โปรดเตมิลงในชอ่งดำ้นลำ่ง 

และระบวุำ่ อำกำรเหลำ่นัน้รบกวนผูส้งูอำยมุำกนอ้ยเพยีงใด 

อำกำรอืน่ๆ: 0 1 2 3 4 

อำกำรอืน่ๆ: 0 1 2 3 4 
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แบบประเมนิภาระหนา้ทีใ่นการดแูล (OCBS) 

 

ค ำถำมเหลำ่นีถ้ำมเกีย่วกับภำระหนำ้ทีแ่ละกจิกรรมทีท่ำ่นท ำเพือ่ชว่ยเหลอืผูส้งูอำย ุในแตล่ะขอ้
ค ำถำมใหท้ำ่นระบวุำ่ทำ่นใชเ้วลำในกำรท ำกจิกรรมเหลำ่นัน้มำกนอ้ย เพยีงใด และกำรปฏบิัตแิตล่ะ
กจิกรรมมคีวำมยำกมำกนอ้ยเพยีงใด  

เวลำ 5 = ใชเ้วลำมำกทีส่ดุ  ควำมยำก 5 = ยำกมำกทีส่ดุ 

 4 = ใชเ้วลำคอ่นขำ้งมำก   4 = ยำกมำก 

3 = ใชเ้วลำปำนกลำง    3 = ยำกปำนกลำง 

2 = ใชเ้วลำเล็กนอ้ย    2 = ยำกเล็กนอ้ย 

1 = ใชเ้วลำไมม่ำก    1 = ไมย่ำก 
 

Table A6 

 

Oberst Caregiving Burden Scale (Thai) 

 

 

 

 

ภำระหนำ้ทีแ่ละกจิกรรมทีท่ำ่นท ำเพือ่ 

ชว่ยเหลอืผูส้งูอำย:ุ 

เวลำทีใ่ช ้ ควำมยำก 
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1. กจิกรรมกำรรักษำทำงกำรแพทยแ์ละกำร 
พยำบำล (ใหย้ำ, ดแูลผวิหนัง, ท ำแผล 

ฯลฯ): 

1 2 3 4 5 1 2 3 4 5 

2. กจิกรรมสว่นบคุคล (อำบน ้ำ, ขบัถำ่ย, 

แตง่ตัว, ใหอ้ำหำร, ฯลฯ): 

1 2 3 4 5 1 2 3 4 5 

3. ชว่ยเหลอืในกำรเดนิ ลกุออกและ กลับ

เขำ้เตยีง, ออกก ำลังกำย, ฯลฯ: 

1 2 3 4 5 1 2 3 4 5 

4. กำรสนับสนุนดำ้นอำรมณ์, กำรอยูก่ับ 

ผูส้งูอำย:ุ 

1 2 3 4 5 1 2 3 4 5 

5. เฝ้ำดแูละรำยงำนอำกำรของผูส้งูอำย,ุ 

เฝ้ำดวูำ่เป็นอยำ่งไร และดคูวำมกำ้วหนำ้ 

ของอำกำรตำ่งๆ:  

1 2 3 4 5 1 2 3 4 5 

6. ชว่ยเหลอืในกำรเดนิทำงหรอืรว่มท ำ 

กจิกรรม (ขบัรถ, ขีจั่กรยำนดว้ย้กัน, กำร นัด

หมำย และขบัรถใหใ้นงำนทีผู่ส้งูอำยขุอ:  

1 2 3 4 5 1 2 3 4 5 

7. จัดกำรเกีย่วกับคำ่ใชจ้ำ่ยเกีย่วกับ ควำม

เจ็บป่วยของผูส้งูอำย:ุ 

1 2 3 4 5 1 2 3 4 5 

8. งำนในบำ้นอืน่ๆ (ซกัผำ้, ท ำอำหำร, ท ำ

ควำมสะอำด, ท ำสวน, ซอ่มบำ้น, ฯลฯ): 

1 2 3 4 5 1 2 3 4 5 
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Table A6 (cont’d) 

 

 

 

ภำระหนำ้ทีแ่ละกจิกรรมทีท่ำ่นท ำเพือ่ชว่ย 

เหลอืผูส้งูอำย:ุ 

เวลำทีใ่ช ้ ควำมยำก 
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9. งำนนอกบำ้นอืน่ (ซือ้อำหำรและเสือ้ผำ้, 

ไปธนำคำร, จัดกำรงำนอืน่ๆทีร่อ้งขอ, ฯลฯ: 

1 2 3 4 5 1 2 3 4 5 

10. วำงแผนเกีย่วกับกจิกรรมส ำหรับผูส้งู 

อำย ุ(งำนอดเิรก, กำรพักผอ่น, อำหำร, และ
อืน่ๆ ทีผู่ส้งูอำยคุวรท ำ): 

1 2 3 4 5 1 2 3 4 5 

11. จัดกำรกับปัญหำพฤตกิรรมของผูส้งูอำย ุ

(อำรมณ์เสยี, หงดุหงดิ, สบัสน, หลงลมื, 

ฯลฯ): 

1 2 3 4 5 1 2 3 4 5 

12. จัดหำและจัดกำรบคุคลเพือ่ดแูลผูส้งู 

อำยเุมือ่ทำ่นจะไมอ่ยูบ่ำ้น: 

1 2 3 4 5 1 2 3 4 5 

13. กจิกรรมกำรตดิตอ่สือ่สำร (ชว่ยเรือ่ง 

โทรศัพท,์ เขยีนหรอือำ่น, อธบิำยสิง่ตำ่งๆ, 

พยำยำมเขำ้ใจสิง่ทีผู่ส้งูอำยพุดู, ฯลฯ): 

1 2 3 4 5 1 2 3 4 5 

14. ประสำนงำน, จัดกำร, และบรหิำรเกีย่ว 

กับบรกิำรและสิง่สนับสนุนตำ่งๆ (นัดแพทย,์ 

จัดยำนพำหนะ, อ ำนวยควำมสะดวกในกำร 
จัดสิง่ของและอปุกรณ์ตำ่งๆ, และจัดหำ สิง่

สนับสนุนภำยนอก): 

1 2 3 4 5 1 2 3 4 5 

15. หำขอ้มลูและพดูคยุกบัแพทย,์ พยำบำล

และบคุลำกรสขุภำพอืน่ๆ เกีย่วกับ สภำพ
ของผูส้งูอำยแุละแผนกำรรักษำ: 

1 2 3 4 5 1 2 3 4 5 
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ดชันคีณุภาพชวีติ (Quality of Life Index) 

ชุดทีห่น ึง่ แบบประเมนิระดบัความพงึพอใจ 

จำกหัวขอ้แตล่ะหัวขอ้ตอ่ไปนี้ โปรดพจิำรณำเลอืกค ำตอบทีบ่ง่ชีถ้งึระดับควำมพงึพอใจ ของทำ่นใน
ชวีติ ดำ้นตำ่งๆ ค ำตอบแตล่ะขอ้ไมม่คีวำมหมำยวำ่ถกูหรอืผดิอยำ่งแทจ้รงิ หำกค ำตอบทีม่ไีมต่รงกับ
ควำมรูส้กึของทำ่นทเีดยีว กรณุำเลอืกค ำตอบทีใ่กลเ้คยีง กับระดับควำมพงึพอใจของทำ่นมำกทีส่ดุ 

และโปรดตอบขอ้ค ำถำมทกุขอ้ 
 
Table A7 

 

Ferrans and Powers Quality of Life Index, Part 1 (Thai) 
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1. สขุภำพของทำ่น 1 2 3 4 5 6 

2. กำรดแูลทำงดำ้นสขุภำพทีท่ำ่นไดรั้บอยู ่ 1 2 3 4 5 6 

3. ควำมรนุแรงของอำกำรเจ็บปวดทีท่ำ่นมอียู ่ 1 2 3 4 5 6 

4. พละก ำลังในกำรประกอบกจิวตัรประจ ำวนั 1 2 3 4 5 6 

5. ควำมสำมำรถในกำรท ำสิง่ตำ่ง ๆ ไดด้ว้ยตนเอง 1 2 3 4 5 6 

6. ควำมสำมำรถควบคมุและชีน้ ำชวีติของ ตนเอง 1 2 3 4 5 6 

7. โอกำสทีจ่ะมชีวีติยนืยำว 1 2 3 4 5 6 

8. สขุภำพของสมำชกิในครอบครัวของทำ่น 1 2 3 4 5 6 

9. ลกูหลำนของทำ่น 1 2 3 4 5 6 

10. ควำมสขุในครอบครัวของทำ่น 1 2 3 4 5 6 

11. กำรมเีพศสมัพันธ ์ 1 2 3 4 5 6 

12. ควำมสมัพันธก์ับคูค่รอง / บคุคลทีม่ ีควำมหมำยตอ่

ทำ่น 

1 2 3 4 5 6 

13. เพือ่น ๆ ของทำ่น 1 2 3 4 5 6 

14. ควำมชว่ยเหลอื ควำมเห็นอกเห็นใจ หรอื ก ำลังใจที่

ทำ่นไดรั้บจำกครอบครัว 

1 2 3 4 5 6 
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Table A7 (cont’d) 

 

 

 

 

ทา่นมคีวามพงึพอใจในสิง่ตอ่ไปนีเ้พยีงใด 
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15. ควำมชว่ยเหลอื ควำมเห็นอกเห็นใจ หรอื ก ำลังใจที่

ทำ่นไดรั้บจำกผูอ้ืน่ 

1 2 3 4 5 6 

16. ควำมสำมำรถทีจ่ะท ำหนำ้ทีต่อ่ครอบครัว 1 2 3 4 5 6 

17. ควำมมปีระโยชน ์หรอืมคีณุคำ่ตอ่ผูอ้ ืน่ 1 2 3 4 5 6 

18. ระดับควำมเครยีด หรอืควำมกังวล ในชวีติของทำ่น 1 2 3 4 5 6 

19. เพือ่นบำ้นของทำ่น 1 2 3 4 5 6 

20. บำ้นของทำ่นหรอืทีอ่ยูอ่ำศัย 1 2 3 4 5 6 

21. งำนของทำ่น (หำกท ำงำน)  1 2 3 4 5 6 

22. กำรไมม่งีำนท ำ (หำกไมไ่ดท้ ำงำน ออกจำกงำน 

หรอืทพุลภำพ) 

1 2 3 4 5 6 

23. กำรศกึษำของทำ่น 1 2 3 4 5 6 

24. ควำมสำมำรถพึง่ตนเองดำ้นกำรเงนิ 1 2 3 4 5 6 

25. งำนอดเิรก หรอืกจิกรรมยำมวำ่งของทำ่น 1 2 3 4 5 6 

26. โอกำสทีจ่ะมคีวำมสขุในวยัชรำ เกษียณ อำย ุ 1 2 3 4 5 6 

27. ควำมสงบทำงใจของทำ่น 1 2 3 4 5 6 

28. ควำมเชือ่ของทำ่นเกีย่วกับพระเจำ้ และ ศำสนำ 1 2 3 4 5 6 

29. ควำมส ำเร็จตำมเป้ำหมำยในชวีติ 1 2 3 4 5 6 

30. ควำมสขุโดยท่ัวไปของทำ่น 1 2 3 4 5 6 

31. ชวีติโดยท่ัวไปของทำ่น 1 2 3 4 5 6 

32. รปูรำ่งหนำ้ตำ สภำพรำ่งกำยของทำ่น ตำมทีป่รำกฎ 1 2 3 4 5 6 

33. ตัวของทำ่นเองโดยท่ัวไป 1 2 3 4 5 6 

 

 

 

 

ดชันคีณุภาพชวีติ (Quality of Life Index) 
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ชุดทีส่อง แบบประเมนิระดบัความส าคญั 
 

จำกหัวขอ้แตล่ะหัวขอ้ตอ่ไปนี ้โปรดพจิำรณำเลอืกค ำตอบทีบ่ง่ชีถ้งึระดับควำมส ำคัญ ทีท่ำ่นใหก้ับ
ชวีติในดำ้นตำ่ง ๆ ค ำตอบแตล่ะขอ้ไมม่คีวำมหมำยวำ่ถกูหรอืผดิอยำ่งแทจ้รงิ หำกค ำตอบทีม่ไีมต่รง
กับควำมรูส้กึของทำ่นทเีดยีว กรณุำเลอืกค ำตอบทีใ่กลเ้คยีงกับ ระดับควำมพงึพอใจของทำ่นมำก
ทีส่ดุ และโปรดตอบขอ้ค ำถำมทกุขอ้ 
 

Table A8 

 

Ferrans and Powers Quality of Life Index, Part 2 (Thai) 

 

 

 

 

 

ทา่นใหค้วามส าคญัตอ่ส ิง่ตอ่ไปนีเ้พยีงใด 
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1. สขุภำพของทำ่น 1 2 3 4 5 6 

2. กำรดแูลทำงดำ้นสขุภำพทีท่ำ่นไดรั้บอยู ่ 1 2 3 4 5 6 

3. ควำมรนุแรงของอำกำรเจ็บปวดทีท่ำ่นมอียู ่ 1 2 3 4 5 6 

4. พละก ำลังในกำรประกอบกจิวตัรประจ ำวนั 1 2 3 4 5 6 

5. ควำมสำมำรถในกำรท ำสิง่ตำ่ง ๆ ไดด้ว้ย ตนเอง 1 2 3 4 5 6 

6. ควำมสำมำรถควบคมุและชีน้ ำชวีติของ ตนเอง 1 2 3 4 5 6 

7. โอกำสทีจ่ะมชีวีติยนืยำว 1 2 3 4 5 6 

8. สขุภำพของสมำชกิในครอบครัวของทำ่น 1 2 3 4 5 6 

9. ลกูหลำนของทำ่น 1 2 3 4 5 6 

10. ควำมสขุในครอบครัวของทำ่น 1 2 3 4 5 6 

11. กำรมเีพศสมัพันธ ์ 1 2 3 4 5 6 

12. ควำมสมัพันธก์ับคูค่รอง / บคุคลทีม่คีวำมหมำย 

ตอ่ทำ่น 

1 2 3 4 5 6 

13. เพือ่น ๆ ของทำ่น 1 2 3 4 5 6 

14. ควำมชว่ยเหลอื ควำมเห็นอกเห็นใจ หรอื ก ำลังใจ

ทีท่ำ่นไดรั้บจำกครอบครัว 

1 2 3 4 5 6 
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Table A8 (cont’d) 

 

 

 

 

ทา่นใหค้วามส าคญัตอ่ส ิง่ตอ่ไปนีเ้พยีงใด 
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15. ควำมชว่ยเหลอื ควำมเห็นอกเห็นใจ หรอื ก ำลังใจ

ทีท่ำ่นไดรั้บจำกผูอ้ืน่ 

1 2 3 4 5 6 

16. ควำมสำมำรถทีจ่ะท ำหนำ้ทีต่อ่ครอบครัว 1 2 3 4 5 6 

17. ควำมมปีระโยชน ์หรอืมคีณุคำ่ตอ่ผูอ้ ืน่ 1 2 3 4 5 6 

18. ระดับควำมเครยีด หรอืควำมกังวล ในชวีติของ

ทำ่น 

1 2 3 4 5 6 

19. เพือ่นบำ้นของทำ่น 1 2 3 4 5 6 

20. บำ้นของทำ่นหรอืทีอ่ยูอ่ำศัย 1 2 3 4 5 6 

21. งำนของทำ่น (หำกท ำงำน)  1 2 3 4 5 6 

22. กำรไมม่งีำนท ำ (หำกไมไ่ดท้ ำงำน ออก จำกงำน 

หรอืทพุลภำพ) 

1 2 3 4 5 6 

23. กำรศกึษำของทำ่น 1 2 3 4 5 6 

24. ควำมสำมำรถพึง่ตนเองดำ้นกำรเงนิ 1 2 3 4 5 6 

25. งำนอดเิรก หรอืกจิกรรมยำมวำ่งของทำ่น 1 2 3 4 5 6 

26. โอกำสทีจ่ะมคีวำมสขุในวยัชรำ เกษียณ อำย ุ 1 2 3 4 5 6 

27. ควำมสงบทำงใจของทำ่น 1 2 3 4 5 6 

28. ควำมเชือ่ของทำ่นเกีย่วกับพระเจำ้ และ ศำสนำ 1 2 3 4 5 6 

29. ควำมส ำเร็จตำมเป้ำหมำยในชวีติ 1 2 3 4 5 6 

30. ควำมสขุโดยท่ัวไปของทำ่น 1 2 3 4 5 6 

31. ชวีติโดยท่ัวไปของทำ่น 1 2 3 4 5 6 

32. รปูรำ่งหนำ้ตำ สภำพรำ่งกำยของทำ่น ตำมที่

ปรำกฎ 

1 2 3 4 5 6 

33. ตัวของทำ่นเองโดยท่ัวไป 1 2 3 4 5 6 
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APPENDIX B 

 

Study Instrument (English Version) 
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Caregiver Socio-Demographic Questionnaire 

 

Please complete the following personal information by writing in the blank and making a check 

mark in front of the most appropriated items.  

 

1. Caregiver age_______years (write the number of age in years) 

2. Caregiver sex (check one)  ___Male  ___Female 

3.Religion (check one) 

___Buddhist 

___Christian 

___Islam 

___Others (specify)___________ 

We have listed religious activities below. Read each one carefully. If you have been participated 

those activities, let us know how OFTEN you participate in those activities by checking one to 

rate for each activity.  

 

Table B1 

 

Caregiver Religious Activities Questions  

 

 

Religious activities 

Once 

a day 

Once a 

week 

Once a 

month 

Less than 

once a 

month 

Not at 

all 

Praying (check one)      

Meditating (check one)      

Going to the temple (check one)      

Offering food and things for 

monks (check one) 

     

Donation (check one)      

Others (specify) 

 

     

 

  4. Relationship to the ECR (check one) 

 ___Spouse   ___Daughter/ Son  ___Granddaughter/ grandson

 ___Sister/ Brother   

___Daughter-in-law  ___Other relatives (specify) 

5. Household income/ monthly (Baht) (check one) 

 ___Lower 2000 ___2001-5000  ___5001-10000 ___10000 and over 

6. Co-morbid conditions (check all that apply) 

 ___No   

 ___High blood pressure 

 ___Diabetes Mellitus 

 ___Heart disease 

 ___Chronic bronchitis 

 ___Low back pain 

 ___Arthritis 
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 ___Others (specify)_______________________ 

7. Length of caregiving______months (write the number of length in months) 

8. ECR age_______years (write the number of age in years)  

9. Diagnosis______________________ (write the diagnosed disease) 

10. Sex (check one)  ___Male  ___Female 

 

SF-12® Questionnaire  

This survey asks for your views about your health. This information will help keep track of 

how you feel and how well you are able to do your usual activities. For each of the following 

questions, please mark on the line in front of the appropriate answer.  

1. In general, would you say your health is: 

_____ Excellent (1) 

_____ Very Good (2) 

_____ Good (3) 

_____ Fair (4) 

_____ Poor (5) 

The following two questions are about activities you might do during a typical day. Does YOUR 

HEALTH NOW LIMIT YOU in these activities? If so, how much? 

2. MODERATE ACTIVITIES, such as moving a table, pushing a vacuum cleaner, bowling, or 

playing golf: 

_____ Yes, Limited A Lot (1) 

_____ Yes, Limited A Little (2) 

_____ No, Not Limited At All (3) 

3. Climbing SEVERAL flights of stairs: 

_____ Yes, Limited A Lot (1) 

_____ Yes, Limited A Little (2) 

_____ No, Not Limited At All (3) 

During the PAST 4 WEEKS have you had any of the following problems with your work or 

other regular activities AS A RESULT OF YOUR PHYSICAL HEALTH? 

4. ACCOMPLISHED LESS than you would like: 

_____ All of the Time (1) 

_____ Most of the Time (2) 

_____ Some of the Time (3) 

_____ A Little of the Time (4) 

_____ None of the Time (5) 

5. Were limited in the KIND of work or other activities: 

_____ All of the Time (1) 

_____ Most of the Time (2) 

_____ Some of the Time (3) 

_____ A Little of the Time (4) 

_____ None of the Time (5) 

During the PAST 4 WEEKS, were you limited in the kind of work you do or other regular 

activities AS A RESULT OF ANY EMOTIONAL PROBLEMS (such as feeling depressed or 

anxious)? 

 

 



 

164 

 

6. ACCOMPLISHED LESS than you would like: 

_____ All of the Time (1) 

_____ Most of the Time (2) 

_____ Some of the Time (3) 

_____ A Little of the Time (4) 

_____ None of the Time (5) 

7. Didn’t do work or other activities as CAREFULLY as usual: 

_____ All of the Time (1) 

_____ Most of the Time (2) 

_____ Some of the Time (3) 

_____ A Little of the Time (4) 

_____ None of the Time (5) 

8. During the PAST 4 WEEKS, how much did PAIN interfere with your normal work (including 

both work outside the home and housework)? 

_____ Not At All (1) 

_____ A Little Bit (2) 

_____ Moderately (3) 

_____ Quite a Bit (4) 

_____ Extremely (5) 

The next three questions are about how you feel and how things have been DURING THE PAST 

4 WEEKS. For each question, please give the one answer that comes closest to the way you have 

been feeling. How much of the time during the PAST 4 WEEKS – 

9. Have you felt calm and peaceful? 

_____ All of the Time (1) 

_____ Most of the Time (2) 

_____ Some of the Time (3) 

_____ A Little of the Time (4) 

_____ None of the Time (5) 

10. Did you have a lot of energy? 

_____ All of the Time (1) 

_____ Most of the Time (2) 

_____ Some of the Time (3) 

_____ A Little of the Time (4) 

_____ None of the Time (5) 

11. Have you felt downhearted and blue? 

_____ All of the Time (1) 

_____ Most of the Time (2) 

_____ Some of the Time (3) 

_____ A Little of the Time (4) 

_____ None of the Time (5) 

12. During the PAST 4 WEEKS, how much of the time has your PHYSICAL HEALTH OR 

EMOTIONAL PROBLEMS interfered with your social activities (like visiting with friends, 

relatives, etc.)? 

_____ All of the Time (1) 

_____ Most of the Time (2) 

_____ Some of the Time (3) 
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_____ A Little of the Time (4) 

_____ None of the Time (5) 

______________________________________________________________________ 

SF-12® Health Survey © 1994, 2002 by Medical Outcomes Trust and Quality Metric 

Incorporated. All Rights Reserved 

SF-12® is a registered trademark of Medical Outcomes Trust 



 

166 

 

Personal Resource Questionnaire Part II (PRQ85-II)  

Below are some statements with which some people agree and others disagree. Please READ 

EACH STATEMENT AND CIRCLE the response most appreciate for you. There is no right or 

wrong answer. 

 

Table B2 

 

Personal Resource Questionnaire Part II (PRQ85-II) 
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a.There is someone I feel close to who makes me feel 

secure 

1 2 3 4 5 6 7 

b.I belong to a group in which I feel important 1 2 3 4 5 6 7 

c.People let me know that I do well at my work (job, 

homemaking) 

1 2 3 4 5 6 7 

d.I can’t count on my relatives and friends to help me 

with my problem 

1 2 3 4 5 6 7 

e.I have enough contact with the person who makes me 

feel special 

1 2 3 4 5 6 7 

f.I spend time with others who have the same interest 

that I do 

1 2 3 4 5 6 7 

g.There is little opportunity in my life to be giving and 

caring to another person 

1 2 3 4 5 6 7 

h.Others let me know that they enjoy working with me 

(job, committees, projects) 

1 2 3 4 5 6 7 

i.There are people who are available if I needed help 

over an extended period of time 

1 2 3 4 5 6 7 

j.There is no one to talk to about how I am feeling 1 2 3 4 5 6 7 

k.Among my group of friends we do favors for each 

other 

1 2 3 4 5 6 7 

l.I have the opportunity to encourage others to develop 

their interests and skills 

1 2 3 4 5 6 7 
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Table B2 (cont’d) 
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m.My family lets me know that I am important for 

keeping the family running 

1 2 3 4 5 6 7 

n.I have relatives or friends that will help me out even 

if I can’t pay them back 

 

1 

 

2 

 

3 

 

4 

 

5 

 

6 

 

7 

o.When I am upset there is someone I can be with who 

lets me be myself 

1 2 3 4 5 6 7 

p.I feel no one has the same problems as I 1 2 3 4 5 6 7 

q.I enjoy doing little “extra” things that make another 

person’s life more pleasant 

1 2 3 4 5 6 7 

r.I know that others appreciate me as a person 1 2 3 4 5 6 7 

s.There is someone who loves and cares about me 1 2 3 4 5 6 7 

t.I have people to share social events and fun activities 

with 

1 2 3 4 5 6 7 

u.I am responsible for helping provide for another 

person’s needs 

1 2 3 4 5 6 7 

v.If I need advice there is someone who would assist 

me to work out a plan for dealing with the situation 

1 2 3 4 5 6 7 

w.I have a sense of being needed by another person 1 2 3 4 5 6 7 

x.People think that I’m not as good a friend as I should 

be 

1 2 3 4 5 6 7 

y.If I got sick, there is someone to give me advice about 

caring for myself 

1 2 3 4 5 6 7 
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Rewards of Caregiving 

We know that some people find aspects of their caregiving situation rewarding and others do not. 

These questions are about things that you may or may not find rewarding because of caring for 

your family member. Please READ EACH STATEMENT AND CIRCLE the response most 

appreciate for you. There are no right or wrong answers. 

 

Table B3 

 

Rewards of Caregiving 

 

 

To what extent… 

Not  

at all 

A  

little 

Some Quite 

a bit 

A 

great 

deal 

1. does caring for him or her help you understand 

your own aging? 

0 1 2 3 4 

2. does caring for him or her help you feel like 

you are doing something important? 

0 1 2 3 4 

3. does caring for him or her help you understand 

the situation of older people in general? 

0 1 2 3 4 

4. is caring for your family member rewarding for 

you because it keeps him or her out of a nursing 

home? 

0 1 2 3 4 

5. does caring for him or her help you feel good 

about yourself? 

0 1 2 3 4 

6. is it rewarding because you feel you make life a 

little easier for him or her?  

0 1 2 3 4 

7. does caring for him or her add meaning to your 

life? 

0 1 2 3 4 

8. have you learned a lot about health and illness 

because of caregiving? 

0 1 2 3 4 

9. does caring for him or her give you a sense of 

accomplishment? 

0 1 2 3 4 

10. is just “being there” for him or her rewarding 

to you? 

0 1 2 3 4 

11. have you personally grown as a result of being 

a caregiver? 

0 1 2 3 4 

12. do you feel glad that you are the one who is 

providing care to him or her? 

0 1 2 3 4 

13. do you understand more about the aging 

process because of caregiving? 

0 1 2 3 4 

14. is caring for your family member rewarding 

because it makes him or her happy? 

0 1 2 3 4 

15. is it rewarding to know that you are helpful to 

him or her? 

0 1 2 3 4 
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THE BARTHEL INDEX 

This list of indexes is about the record of what an elder does. For each of the following index, 

please write in the number (0, 5, 10, or 15) to score the dependency of the elder you cared for.   

Activity          Score 

FEEDING 

0 = unable 

5 = needs help cutting, spreading butter, etc., or requires modified diet 

10 = independent                             ______ 

BATHING 

0 = dependent 

5 = independent (or in shower)                             ______ 

GROOMING 

0 = needs to help with personal care 

5 = independent face/hair/teeth/shaving (implements provided)            ______ 

DRESSING 

0 = dependent 

5 = needs help but can do about half unaided 

10 = independent (including buttons, zips, laces, etc.)             ______ 

BOWELS 

0 = incontinent (or needs to be given enemas) 

5 = occasional accident 

10 = continent                  ______ 

BLADDER 

0 = incontinent, or catheterized and unable to manage alone 

5 = occasional accident 

10 = continent                  ______ 

TOILET USE 

0 = dependent 

5 = needs some help, but can do something alone 

10 = independent (on and off, dressing, wiping)              ______ 

TRANSFERS (BED TO CHAIR AND BACK) 

0 = unable, no sitting balance 

5 = major help (one or two people, physical), can sit 

10 = minor help (verbal or physical) 

15 = independent                             ______ 

MOBILITY (ON LEVEL SURFACES)   

0 = immobile or < 50 yards 

5 = wheelchair independent, including corners, > 50 yards 

10 = walks with help of one person (verbal or physical) > 50 yards 

15 = independent (but may use any aid; for example, stick) > 50 yards      ______ 

STAIRS 

0 = unable 

5 = needs help (verbal, physical, carrying aid) 

10 = independent                              ______ 

                                                            TOTAL (0–100):  (for researcher)            ______ 

Provided by the Internet Stroke Center — www.strokecenter.org 
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Memorial Symptoms Assessment Scale 

 

Section 1. We have listed 24 symptoms below. Read each one carefully. If the elder you cared 

for has had the symptom during this past month, let us know how OFTEN the elder had it, how 

SEVERE it was usually and how much it DISTRESSED or BOTHERED the elder by circling 

the appropriate number. If the elder DID NOT HAS the symptom, make an “X” in the box 

marked “DID NOT HAVE.” 

 

Table B4 

 

Memorial Symptoms Assessment Scale – Section 1 

 

 

 

 

During the past month 

 

Did the elder have any 

of the following 

symptoms?  

D
ID
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E
 

If YES 

How OFTEN 

did you have 

it? 

IF YES 

How SEVERE 

was it usually? 

IF YES 

How much did it 

DISTRESSED or 

BOTHER you? 
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Difficulty concentrating  1 2 3 4 1 2 3 4 0 1 2 3 4 

Pain  1 2 3 4 1 2 3 4 0 1 2 3 4 

Lack of energy  1 2 3 4 1 2 3 4 0 1 2 3 4 

Cough  1 2 3 4 1 2 3 4 0 1 2 3 4 

Feeling nervous  1 2 3 4 1 2 3 4 0 1 2 3 4 

Dry mouth  1 2 3 4 1 2 3 4 0 1 2 3 4 

Nausea  1 2 3 4 1 2 3 4 0 1 2 3 4 

Feeling drowsy  1 2 3 4 1 2 3 4 0 1 2 3 4 

Numbness/ tingling in 

hands/feet 

 1 2 3 4 1 2 3 4 0 1 2 3 4 

Difficulty sleeping  1 2 3 4 1 2 3 4 0 1 2 3 4 

Feeling bloated  1 2 3 4 1 2 3 4 0 1 2 3 4 

Problems with urination  1 2 3 4 1 2 3 4 0 1 2 3 4 

Vomiting  1 2 3 4 1 2 3 4 0 1 2 3 4 

Shortness of breath  1 2 3 4 1 2 3 4 0 1 2 3 4 

Diarrhea  1 2 3 4 1 2 3 4 0 1 2 3 4 
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Table B4 (cont’d) 

 

 

 

During the past month 

 

Did the elder have any 

of the following 

symptoms?  
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ID

 N
O

T
 H

A
V

E
 

If YES 

How OFTEN 

did you have 

it? 

IF YES 

How SEVERE 

was it usually? 

IF YES 

How much did it 

DISTRESSED or 

BOTHER you? 
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Feeling sad  1 2 3 4 1 2 3 4 0 1 2 3 4 

Sweats  1 2 3 4 1 2 3 4 0 1 2 3 4 

Worrying  1 2 3 4 1 2 3 4 0 1 2 3 4 

Problems with sexual 

interest or activities 

 1 2 3 4 1 2 3 4 0 1 2 3 4 

Itching  1 2 3 4 1 2 3 4 0 1 2 3 4 

Lack of appetite  1 2 3 4 1 2 3 4 0 1 2 3 4 

Dizziness  1 2 3 4 1 2 3 4 0 1 2 3 4 

Difficulty swallowing  1 2 3 4 1 2 3 4 0 1 2 3 4 

Feeling irritable  1 2 3 4 1 2 3 4 0 1 2 3 4 
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Section 2. We have listed 8 symptoms below. Read each one carefully. If the elder has had the 

symptom during this past month, let us know how SEVERE it was usually and how much it 

DISTRESSED or BOTHERED the elder by circling the appropriate number. If the elder DID 

NOT HAS the symptom, make an “X” in the marked “DID NOT HAVE.” 

Table B5 

 

Memorial Symptoms Assessment Scale – Section 2 

 

 

 

 

During the past month 

 

Did you have any of the following 

symptoms?  
D

ID
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IF YES 

How SEVERE 

was it usually? 

IF YES 

How much did it 

DISTRESSED or 

BOTHER you? 
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Mouth sore  1 2 3 4 0 1 2 3 4 

Change in the way food tastes  1 2 3 4 0 1 2 3 4 

Weight loss  1 2 3 4 0 1 2 3 4 

Hair loss  1 2 3 4 0 1 2 3 4 

Constipation  1 2 3 4 0 1 2 3 4 

Swelling of arms or legs  1 2 3 4 0 1 2 3 4 

“I don’t like myself”  1 2 3 4 0 1 2 3 4 

Changes in skin  1 2 3 4 0 1 2 3 4 

If the elder had any other symptoms during the past month, please list below and 

indicate how much the symptom has distressed or bothered the elder. 

Other: 0 1 2 3 4 

Other: 0 1 2 3 4 
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Oberst Caregiving Burden Scale 

This group of questions is about the tasks and activities that you do to help the elder. For each of 

the following activities, please mark HOW MUCH TIME you spend and HOW DIFFICULT 

each activity is for you to do 

Time 5 = A great amount  Difficulty 5 = Extremely difficult 

 4 = A large amount    4 = Very difficult 

3 = A moderate amount   3 = Moderately difficult 

2 = A small amount    2 = Slightly difficult 

1 = None     1 = Not difficult 

 

Table B6 

 

Oberst Caregiving Burden Scale 

 

 

 

 

Tasks and activities that you do to help the 

elder: 

Time Difficulty 
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1. Medical or nursing treatment (giving 

medications, skin care, dressing, etc.): 

1 2 3 4 5 1 2 3 4 5 

2. Personal care (bathing, toileting, getting 

dressed, feeding, etc.): 

1 2 3 4 5 1 2 3 4 5 

3. Assistance with walking, getting in and out of 

bed, exercises, etc.: 

1 2 3 4 5 1 2 3 4 5 

4. Emotional support, “being there” for the elder: 1 2 3 4 5 1 2 3 4 5 

5. Watching for and reporting the elders’ 

symptoms, watching how the elder is doing, 

monitoring the elder’s progress:  

1 2 3 4 5 1 2 3 4 5 

6. Providing transportation or “company” 

(driving, riding along with elder, going to 

appointments, driving elder around for errands, 

etc.):  

1 2 3 4 5 1 2 3 4 5 

7. Managing finances, bills, and forms related to 

the elder’s illness: 

1 2 3 4 5 1 2 3 4 5 

8. Additional household tasks for elder (laundry, 

cooking, cleaning, yard work, home repair, etc.): 

1 2 3 4 5 1 2 3 4 5 

9. Additional tasks outside the home for the elder 

(shopping for food and clothes, going to the 

bank, running errands, etc.): 

1 2 3 4 5 1 2 3 4 5 
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Table B6 (cont’d) 

 

 

 

Tasks and activities that you do to help the 

elder: 

Time Difficulty 
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10. Structuring/planning activities for the elder 

(recreation, rest, meals, things for the elder to do, 

etc.): 

1 2 3 4 5 1 2 3 4 5 

11. Managing behavior problems (moodiness, 

irritability, confusion, memory loss, etc.): 

1 2 3 4 5 1 2 3 4 5 

12. Finding and arranging someone to care for 

the elder while you are away: 

1 2 3 4 5 1 2 3 4 5 

13. Communication (helping the elder with the 

phone, writing or reading, explaining things, 

trying to understand what the elder is trying to 

say, etc.): 

1 2 3 4 5 1 2 3 4 5 

14. Coordinating, arranging, and managing 

services and resources for the elder (scheduling 

appointments, arranging transportation, locating 

equipment and services, and finding outside 

help): 

1 2 3 4 5 1 2 3 4 5 

15. Seeking information and talking with 

doctors, nurses and other professional health care 

workers about the elder’s condition and 

treatment plans: 

1 2 3 4 5 1 2 3 4 5 
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Ferrans and Powers 

Quality of Life Index©Generic Version – III 

 

PART 1. For each of the following, please choose the answer that best describes HOW 

SATISFIED you are with that area of your life. Please mark your answer by circling the number. 

There are no right or wrong answers. 

 

Table B7 

 

Ferrans and Powers Quality of Life Index, Part 1 

 

 

 

 

 

 

 

HOW SATISFIED ARE YOU WITH: 
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1. Your health? 1 2 3 4 5 6 

2. Your health care? 1 2 3 4 5 6 

3. The amount of pain that you have? 1 2 3 4 5 6 

4. The amount of energy you have for everyday 

activities? 

1 2 3 4 5 6 

5. Your ability to take care of yourself without help? 1 2 3 4 5 6 

6. The amount of control you have over your life? 1 2 3 4 5 6 

7. Your chances of living as long as you would like? 1 2 3 4 5 6 

8. Your family’s health? 1 2 3 4 5 6 

9. Your children? 1 2 3 4 5 6 

10. Your family’s happiness? 1 2 3 4 5 6 

11. Your sex life? 1 2 3 4 5 6 

12. Your spouse, lover, or partner? 1 2 3 4 5 6 

13. Your friends? 1 2 3 4 5 6 

14. The emotional support you get from your family? 1 2 3 4 5 6 

15. The emotional support you get from people other than 

your   family? 

1 2 3 4 5 6 

16. Your ability to take care of family responsibilities? 1 2 3 4 5 6 
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Table B7 (cont’d) 

 

 

 

 

 

 

HOW SATISFIED ARE YOU WITH: 
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17. How useful you are to others? 1 2 3 4 5 6 

18. The amount of worries in your life? 1 2 3 4 5 6 

19. Your neighborhood? 1 2 3 4 5 6 

20. Your home, apartment, or place where you live? 1 2 3 4 5 6 

21. Your job (if employed)? 1 2 3 4 5 6 

22. Not having a job (if unemployed, retired, or 

disabled)? 

1 2 3 4 5 6 

23. Your education? 1 2 3 4 5 6 

24. How well you can take care of your financial needs? 1 2 3 4 5 6 

25. The things you do for fun? 1 2 3 4 5 6 

26. Your chances for a happy future? 1 2 3 4 5 6 

27. Your peace of mind? 1 2 3 4 5 6 

28. Your faith in God? 1 2 3 4 5 6 

29. Your achievement of personal goals? 1 2 3 4 5 6 

30. Your happiness in general? 1 2 3 4 5 6 

31. Your life in general? 1 2 3 4 5 6 

32. Your personal appearance? 1 2 3 4 5 6 

33. Yourself in general? 1 2 3 4 5 6 

 

 

 

 

 

© Copyright 1984& 1998 Carol Estwing Ferrans and Marjorie J. Powers 
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PART 2. For each of the following, please choose the answer that best describes HOW 

IMPORTANT that area of your life is to you. Please mark your answer by circling the number. 

There are no right or wrong answers. 

 

Table B8 

 

Ferrans and Powers Quality of Life Index, Part 2 

 

 

 

 

 

 

 

HOW IMPORTANT TO YOU IS: 
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1. Your health? 1 2 3 4 5 6 

2. Your health care? 1 2 3 4 5 6 

3. The amount of pain that you have? 1 2 3 4 5 6 

4. The amount of energy you have for everyday 

activities? 

1 2 3 4 5 6 

5. Your ability to take care of yourself without help? 1 2 3 4 5 6 

6. The amount of control you have over your life? 1 2 3 4 5 6 

7. Your chances of living as long as you would like? 1 2 3 4 5 6 

8. Your family’s health? 1 2 3 4 5 6 

9. Your children? 1 2 3 4 5 6 

10. Your family’s happiness? 1 2 3 4 5 6 

11. Your sex life? 1 2 3 4 5 6 

12. Your spouse, lover, or partner? 1 2 3 4 5 6 

13. Your friends? 1 2 3 4 5 6 

14. The emotional support you get from your family? 1 2 3 4 5 6 

15. The emotional support you get from people other than 

your   family? 

1 2 3 4 5 6 

16. Your ability to take care of family responsibilities? 1 2 3 4 5 6 

17. How useful you are to others? 1 2 3 4 5 6 
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Table B8 (cont’d) 

 

 

 

 

 

 

HOW IMPORTANT TO YOU IS: 
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18. The amount of worries in your life? 1 2 3 4 5 6 

19. Your neighborhood? 1 2 3 4 5 6 

20. Your home, apartment, or place where you live? 1 2 3 4 5 6 

21. Your job (if employed)? 1 2 3 4 5 6 

22. Not having a job (if unemployed, retired, or 

disabled)? 

1 2 3 4 5 6 

23. Your education? 1 2 3 4 5 6 

24. How well you can take care of your financial needs? 1 2 3 4 5 6 

25. The things you do for fun? 1 2 3 4 5 6 

26. Your chances for a happy future? 1 2 3 4 5 6 

27. Your peace of mind? 1 2 3 4 5 6 

28. Your faith in God? 1 2 3 4 5 6 

29. Your achievement of personal goals? 1 2 3 4 5 6 

30. Your happiness in general? 1 2 3 4 5 6 

31. Your life in general? 1 2 3 4 5 6 

32. Your personal appearance? 1 2 3 4 5 6 

33. Yourself in general? 1 2 3 4 5 6 

 

 

 

NOW YOU ARE FINISHED! 

 

THANK YOU VERY MUCH FOR YOUR PARTICIPATION. 

© Copyright 1984& 1998 Carol Estwing Ferrans and Marjorie J. Powers 
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APPENDIX C 

 

Study Consent Form (Thai-Translated and English Versions) 
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                                                                (PhD in Nursing)               
               (Michigan State University)                                                         

  .                  (Distinguished Professor Barbara Given, PhD, RN, FAAN)                        
                                                                                                                     
           45-60                                                                                           
                                                                                                                   
                                                                                            

                                                                                                     
                                                                                                                     
พฒันา                                                                                               

                                                                                                      
                                                                                                                 
                                                                                                              
                                                                                                                        
                                                                                                      
                                                                                                               

                                                18                                                                   
                                                     

                                                                                                              
                                                                                  
                                                                                     

                     

____________________________ ____________________  

                                                                                            

____________________________ ____________________  

             ได้รับ                                                                        

“                                   ” 



 

181 

 

                                                                       ,                                    ,      
                                                                                                                       
                    

                  :  

    : Distinguished Professor Barbara Given, PhD, RN, FAAN  

(                               )  

                            :  
B510 West Fee Hall  

College of Nursing, Michigan State University  

East Lansing, MI 48824-1315  

Phone (517) 355-6526  

Fax (517) 353-8612  

Email: barb.given@hc.msu.edu; cindy.espinosa@hc.msu.edu  

    :                    (Ms. Saowaluk Netchang)  

(           )  

                   :  

35      5  .          .        .           53000         : 081-532-5427  

                            :  
1625 Spartan Village, Apt J  

Michigan State University  

East Lansing, Michigan 48823-5933, U.S.A  

        : +1(517) 355-9901  

             : netchang@msu.edu  
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(Michigan State University Human Research Protection Program)                                    

Michigan State University Human Research Protection Program 

207 Olds Hall, MSU East Lansing, MI 48824-1034, U.S.A  

                                                          

Informed Consent This consent form was approved by the Biomedical and Health Institutional 

Review Board (BIRB) at Michigan State University. Approved 05/06/11 – valid through 

05/05/12. This version supersedes all previous versions. IRB# 11-462. 
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Study Title: Health-Related Quality of Life of  

Rural Thai Family Caregivers  

To: Family Caregiver  

This research is a study conducted by Ms. Saowaluk Netchang, a doctoral student in the PhD 

Nursing program at Michigan State University, United States, under supervision of 

Distinguished Professor Barbara Given, PhD, RN, FAAN. This study aims to examine the key 

factors influencing the overall Health-related Quality of Life (HRQOL) of rural Thai family 

caregivers of elderly care recipients (ECR) with one or more chronic conditions who possess at 

least two activity of daily living (ADL) deficits. The questionnaire should take about 45-60 

minutes to complete. There are no foreseeable risks associated with your participation in this 

study. Although it may be possible that you would feel mildly uncomfortable answering some of 

the questions, you will never be obligated to answer any questions that may make you feel 

uncomfortable.  

This research is voluntary and you can withdraw or refuse to answer any particular question 

without penalty. Your responses will be released only as summaries in which no individual’s 

answer can be identified. In addition, only those directly involved in this study will be allowed to 

access the research data. Your decision on whether or not to join this study is entirely your own 

decision. Your usual medical care provided at the Primary Care Unit (PCU) will not change if 

you do, or do not decide to enroll in this study. None of the healthcare professionals at the PCU 

will be capable of knowing whether you decided to participate in this study or not. Your 

confidentiality will be protected to the maximum extent allowable by law.  

You will not specifically benefit from your participation in this study. Your participation in this 

study may contribute to the understanding of predictors of caregivers’ HRQOL leading to initiate 

appropriate interventions to enhance positive aspect of providing care for elders in rural setting.  

To participate, you must be at least 18 years old, caring for chronically-ill ECR who has two or 

more ADLs deficits at home without payment, and be fluent and functionally literate in the Thai 

language.  

The research data will be kept on the campus of Michigan State University in a locked file 

cabinet or password protected computer for three years after the close of the research and only 

the appointed researchers and the Institutional Review Board (IRB) will have access to the data.  

Thank you very much  

Your signature below means that you voluntarily agree to participate in this research study.  

____________________________ ____________________  

Signature                                                                  Date  
______________________________ ____________________  

Person Obtaining Consent                                  Date  
 

“PROVIDE COPY TO CAREGIVER” 
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If you have any concerns or questions about this study, such as scientific issues, how to do any 

part of it, or to report an injury, please contact the researchers.  

Investigator contact information:  

Name: Distinguished Professor Barbara Given, PhD, RN, FAAN  

(Principal Investigator and Major Advisor)  

Address in U.S.A:  

B510 West Fee Hall  

College of Nursing, Michigan State University  

East Lansing, MI 48824-1315  

Phone (517) 355-6526  

Fax (517) 353-8612  

Email: barb.given@hc.msu.edu; cindy.espinosa@hc.msu.edu  

Name: Saowaluk Netchang, PhD(c), RN  

(Secondary Investigator)  

Address in Thailand:  

35 M. 5 Pasao, Muang  

Uttaradit 53000  

Phone: (081)-532-5427  

Address in U.S.A:  

1625 Spartan Village, Apt J  

Michigan State University  

East Lansing, Michigan 48823-5933, U.S.A  

Phone: +1(517) 355-9901  

Email: netchang@msu.edu 
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If you have any questions or concerns about your role and rights as a research participant, would 

like to obtain information or offer input, or would like to register a complaint about this research 

study, you may contact, anonymously if you wish, Michigan State University Human Research 

Protection Program at 517-355-2180, FAX 517-432-4503, or email irb@msu.edu, or regular mail 

at:  

207 Olds Hall, MSU East Lansing, MI 48824-1034, U.S.A  

Please keep this sheet for your reference  

Informed consent This consent form was approved by the Biomedical and Health Institutional 

Review Board (BIRB) at Michigan State University. Approved 05/06/11 – valid through 

05/05/12. This version supersedes all previous versions. IRB# 11-462 
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IRB Approval Letter 
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Renewal 

Application 

Approval 

 

April 9, 2012 

 

To: Barbara A. Given 

B5l0 W. Fee Hall 

MSU 

 

Re:  INB# 71-462 Category: EXPEDITED 2-7 

Renewal Approval Date: April 6, 2012 

Project Expiration Date: April 5,2A13 

 

Title: Health-Related Quality oflife ofRural Thai Family Caregivers 

 

The Institutional Review Board has completed their review of your project. I am pleased to 

advise you that the renewal has been approved. 

 

This letter notes approval for data analysis only (contact with subjects and data collection is 

complete). Any further recruitment, data collection or contact with subjects will require IRB 

review and approval via a revision before implementation.  

 

The review by the committee has found that your renewal is consistent with the continued 

protection of the rights and welfare of human subjects, and meets the requirements of MSU's 

Federal Wide Assurance and the Federal Guidelines (45 CFR 46 wrd2l CFR Pa* 50). The 

protection of human subjects in research is a partnership between the IRB and the investigators. 

We look forward to working with you as we both fulfill our responsibilities. 

 

Renewals: IRB approval is valid until the expiration date listed above. If you are continuing your 

project, you must submit an Application for Renewal application at least one month before 

expiration. If the project is completed, please submit an Application for Permanent Closure.  

 

Revisions: The IRB must review any changes in the project, prior to initiation of the change. 

Please submit an Application for Revision to have your changes reviewed. If changes are made 

at the time of renewal, please include an Application for Revision with the renewal application. 

 

Problems: If issues should arise during the conduct of the research, such as unanticipated 

problems, adverse events, or any problem that may increase the risk to the human subjects, notify 

the IRB office promptly. Forms are available to report these issues. 

 

Please use the IRB number listed above on any forms submitted which relate to this project, or 

on any correspondence with the IRB office.  

 

Good luck in your research. If we can be of further assistance, please contact us at 517-355-2180 

or via email at irb@msu.edu. Thank you for your cooperation. 
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Sincerely' 

 

Ashir Kumar' M'D' 

BIRBChair 

 

c:SaowalukNetchang 
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APPENDIX E 

 

 

 

Permission for Models 
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Date: Fri, 6 Apr 2012 11:59 

From: Carol Ferrans <cferrans@uic.edu> 

To: netchang@msu.edu <netchang@msu.edu> 

Subject: RE: Introducing Thai Scholar and requesting for instrument use 

 

Hello Saowaluk, 

Thank you for my email. I am happy t grant you permission to use the figure referenced in your 

email below, as well as any other figures I have published, for your dissertation. Of course, you 

will need to credit the figures appropriately with citations in your dissertation, but I'm sure you 

were already planning on that. 

 

Because this is a dissertation, this permission should be sufficient. When you move forward to 

publish reports from your dissertation, you would need permission from the journal also, in 

addition to my permission. 

 

Thanks and good luck with your work. 

 

Sincerely, 

 

Carol Estwing Ferrans, PhD, RN, FAAN 

Professor and Associate Dean for Research 

Co-Director, UIC Center of Excellence in Eliminating Health Disparities 

Co-Director, Community Engagement and Research Core, UIC Center for Clinical and 

Translational Science 

University of Illinois at Chicago 

College of Nursing 

845 S. Damen Avenue (M/C 802) 

Chicago, IL 60612 

phone 312-996-8445; fax 312-996-497 9 

email cferrans@uic.edu 

QLI website www. uic.ed u/orgs/q li 

 

 

From: netchang@msu.edu fmailto:netchang@msu.edu] 

Sent: Tuesday, April 03, 2OL2 7 :44 PM 

To: Carol Ferrans 

Subject RE: Introducing Thai Scholar and requesting for instrument use 

 

Dear Dr.Ferrans, 

I'm now done collecting and analyzing data. The QLI has a good reliability coefficient 

(alpha=.98). 

I have another question to ask about the permission to use your revised Wilson & Cleary {1995) 

model in your article "Conceptual model of health-related quality of life," (Journal of Nursing 

Scholarship, 2005;37(4):336-42). I have both original model and your revised model in my 

dissertation. What should I do to ask for the permission to use that model? Do I have to contact 

the journal or ask form the owner? Please give me some suggestions. 
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Thank you very much. 

 

Regards, 

 

Saowaluk Netchang 

 

 

Quoting Carol Ferrans <cferrans@uic.edu>: 

Dear Ms. Netchang, 

 

Thank you for your email. I am happy to grant you permission to use the Quality of Life Index 

for your study, and there is no charge for this use. You may download copies of the instrument 

from our website for your IRB application, ard all other uses for your study, including copies 

within your proposal and final dissertation. 

 

I wish you all success with your work. 

 

Sincerely, 

Carol Estwing Ferrans, PhD, RN, FAAN 

Professor and Associate Dean for Research 

Co-Director, UIC Center for Excellence in Eliminating Health Disparities 

Co-Director, Community Engagement and Research Core, Center for 

Clinical and Translational Science 

University of Illinois at Chicago 

College of Nursing (M/C 802), Room 606 

845 S. Damen Avenue 

Chicago, IL60612 

phone 312-996-8445 

fax 312-996-4979 

email cferrars@uic 

Q Ll website www. uic. ed u/orgs/qli< lrttp: //www. uic. ed u/orgs/qli> 

 

 

From: netchang@msu.edu [netcharg@msu. edu] 

Sent: Thursday, February 10, 3:45 PM 

To: Carol Ferrans 

Subject: Introducing Thai Scholar and requesting for instrument use 

 

Dear Dr .Carol Ferrans, 

I am Saowaluk Netchang, Thai scholar, studying PhD in Nursing at Michigan State University, 

College of Nursing. According my research interest, health-related quality of life of rural Thai 

caregivers taking care of chronically-ill elders, I am looking for the effects of caregivers and 

elders key factors on caregivers' health-related quality of life. I am going to use the Thai-

translated version of Quality of Life Index in my study, collecting data in rural Thai caregivers. I 

am, now, working on my IRB process and would like to have the copy of the instrument to attach 
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with the IRB application. I would like to ask for the permission of using the QLI; please let me 

know what should I process next or if you have any other questions about my future study. I am 

looking forward to hear from you very soon. 

 

 

Regards, 

Saowaluk Netchang 
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