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ABSTRACT

PERCEIVED CAREGIVER ROLE STRAIN IN THAI FAMILY CAREGIVERS
OF HEART FAILURE PATIENTS

By
Arunee Chaiyarit

Background: Family caregivers (FCGs) of heart failure (HF) patients in rural areas in Thailand
tend to experience role strain because they complete difficult and time consuming HF caregiving
tasks for long periods of time. Framework: This study was guided by the Role Strain Theory
(Goode, 1960). Specific Aims: The study aims were to: (1) Determine the relationship of FCG
and HF patient characteristics, difficult and time consuming HF caregiving tasks, belief in the
Buddhist Karma Rule, and social support to caregiver role conflict and role strain; (2) Examine
the impact of difficult and time consuming HF caregiving tasks on caregiver role conflict; and
(3) Test the belief in the belief in Buddhist Karma Rule and social support as possible
moderating factors on the relationship between caregiver role conflict and role strain, controlling
for difficult and time consuming HF caregiving tasks. Methods: This study had a cross-sectional
descriptive design. The relationships among HF patient and FCG characteristics, difficult and
time consuming caregiving tasks, belief in the Buddhist Karma Rule, participation in Buddhist
activities, and social support on levels of caregiver role conflict and role strain were explored by
conducting multiple regression procedures. The moderating effects of belief in the Buddhist
Karma Rule, participation in Buddhist activities, and social support on the relationship between
caregiver role conflict and role strain were tested using a general linear model. Sample: A
convenience sample of 144 rural Thai FCGs of HF patients were recruited from an outpatient
clinic in the Buddhasothorn Hospital of rural eastern Thailand. Results: Specific Aim 1:

Caregiver gender and difficult caregiving tasks were positively correlated with caregiver role



conflict (r=.267 to .664), while social support was negatively correlated with caregiver role
conflict (r = -.579). Caregiver gender, difficult caregiving tasks, and social support were
significant predictors of caregiver role conflict (p < .05). Caregiver gender, difficult caregiving
tasks, caregiver physical function, and HF functional class had positive correlations with
caregiver role strain (r = .237 to .577). Participation in Buddhist activities, and social support
were negatively correlated with caregiver role strain (r = -.631 to -.710). Caregiver gender,
difficult caregiving tasks, physical function, HF functional class, participation in Buddhist
activities, and social support were found to be significant predictors of caregiver role strain (p <
.05). Specific Aim 2: Difficult and time consuming caregiving tasks were positively correlated
with role conflict (r = .577 to .664). Difficult caregiving tasks was a significant influence on role
conflict (p < .000) but time consuming caregiving tasks was not significantly correlated with role
conflict (p = .291). Specific Aim 3: Caregiver social support, belief in the Buddhist Karma Rule
and participation in Buddhist activities were negatively correlated with caregiver role conflict
and role strain (r = -.579 to -.710). Caregiver social support, belief in the Buddhist Karma Rule
and participation in Buddhist activities were significant moderating factors on the relationship
between caregiver role conflict and role strain (p < .05). Implications: The study results can be
used to develop of evidence-based caregiver screening and support programs to evaluate, or
relieve, role conflict and role strain in FCGs in order to enhance physical and psychological
health. Explicit guidelines, standards, and protocols should be developed to deliver care for
FCGs of HF patients and other chronically ill patients in rural Thailand. Future research should
examine specific types of caregiving tasks and Buddhist activities that influence caregiver role

conflict and role strain in a larger sample.
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Chapter 1
Introduction

In Thailand, the prevalence of HF patients has increased approximately two or threefold
compared to the last two decades (Ministry of Public Health of Thailand, 2008). HF is a leading
cause of emergency department visits requiring outpatient services, and HF consumes a large
amount of the budget spent by the Thai government each year (Triamchanchoochai, Yamwong,
& Sritara, 2009). Due to the increasing prevalence of heart disease, HF has been identified as a
major chronic health problem (Krethong, Jirapaet, Jitpanya, & Sloan, 2008). HF was included in
the Thai National Health Plan for improved management (Ministry of Public Health of
Thailand).

HF is a chronic disease that affects HF patients’ physical, emotional, and social health.
Due to their deteriorated heart function, HF patients often develop many troublesome symptoms
(Moser &, Dracup, 2000; Riegel & Dickson, 2008) that require care from both formal caregivers
such as physicians and nurses and informal caregivers such as spouses, children, and other
family members (Saunders, 2008). The physically undesirable symptoms of HF include dyspnea,
cough, edema, loss of appetite, constipation as result of bed rest, increase of urine output as
result of diuretics, fatigue, and problems sleeping (Pressler, Gradus-Pizlo, Chubinski, Smith,
Wheeler, Wu, & Sloan, 2009; Riegel, Lee, Dickson, & Carlson, 2009).

Additionally, HF patients may experience decreased levels of social activity as a result of
fatigue and anxiety (Falk, Patel, Swedberg, & Ekman, 2009). HF patients frequently require the
assistance of family members in dealing with monitoring their symptoms, administering
medication, controlling fluid and sodium levels, monitoring side effects of medications, and

assisting with physical disabilities (Pressler et al., 2009). Providing emotional and social support



is also an important aspect of caregiving (Bakas, Pressler, Johnson, Nauser, & Shaneyfelt, 2006;
Falk et al., 2009).

Family members have been identified as a major source of primary care for chronically ill
patients in Thailand (Sirapho-Ngam, 2003; Sirapho-Ngam, Putwatana, & Kuaprom, 2001).
Family caregivers (FCGs) are often required to provide informal care for HF patients at home
(Hwang, Fleischmann, Howie-Esquivel, Stotts, & Dracup, 2011; Pressler et al., 2009). If HF
patients do not receive appropriate caregiving at home, they generally face worsening physical,
psychological, and social problems (Falk et al., 2009; Riegel et al. 2009). Consequently, HF
patients are frequently admitted to hospitals with severe complications and poor prognoses that
lead to morbidity and mortality (Bakas et al., 2006). Also, in Thailand, HF patients who received
poor care from FCGs at home were frequently admitted to the hospital, causing many HF
patients to experience physical and psychological distress (Dedkhard, 2011).

Victims of HF are generally older adults who require difficult formal care and treatments
in health care settings and informal care at home, particularly those with functional class Il to IV
HF (New York Heart Association (NYHA), 2010; Riegel et al., 2009). HF patients are classified
in one of four categories: functional class I, Il, 111 or IV (NYHA, 2010). HF patients with
functional class | have no limitations when performing ordinary activities such as eating,
walking, bathing, shopping, and preparing meals (NYHA, 2010). HF patients with functional
class I can manage their daily activities and HF symptoms. However, these HF patients require
some medical and emotional care from their FCGs. Most FCGs of HF patients with functional
class I can easily complete their caregiving tasks and other role obligations, resulting in low
levels of role conflict, role strain, and other emotional distress. Therefore, FCGs of HF patients

with functional class | were not included in this study.



HF patients with functional class 11 to IV experience varied physical function limitations
based on their HF functional class. With regard to HF functional class 1, patients experience
some physical limitations (NYHA, 2010) and may require more medical, physical, and
emotional care from FCGs than HF patients with functional class I. Some FCGs who provide
care for HF patients with functional class 1l may experience role conflict and role strain due to
providing care for HF patients along with completing other role obligations, particularly FCGs
who have less experience in caring for HF patients.

HF patients with functional class I11 experience marked limitation of physical activities
(NYHA, 2010) and require more care from their FCGs, including physical, medical, and
emotional care. Many FCGs of HF patients with functional class 111 may experience role conflict
and role strain from providing care for HF patients for long periods of time.

Most FCGs of HF patients with functional class IV provide complete care for HF patients
because these patients cannot perform any daily activities by themselves (NYHA, 2010).
Additionally, functional class IV HF patients develop more symptoms of HF (Albert,
Trochelman, Li, & Lin, 2010) that require more care from their FCGs. This may lead many
FCGs to experience high levels of role conflict and role strain because they may not complete
their caregiver and other role obligations.

HF patients with functional class 11 to IV frequently report high levels of distress from
poorly controlled symptoms, poor physical and emotional functioning, and social and role
dysfunction. FCGs of HF patients with functional class Il to IV were included in this study
because they may experience role conflict and role strain from caring for HF patients. FCGs of
HF patients with functional class 11 to IV may experience emotional distresses that include

caregiver role conflict and role strain due to dealing with difficult and time consuming HF



caregiving tasks (Bakas et al., 2006). Role conflict refers to the incompatibility between varied
role demands (Rizo, House, & Lirtzman, 1970; Seib & Muller, 1999). Role strain refers to a
perceived difficulty in completing multiple roles (Goode, 1960, p. 483). Role conflict and role
strain are identified as subtypes of emotional distress that FCGs experience due to caring for HF
patients (Dilworth-Anderson, Williams, & Cooper, 1999). Studies show that FCGs of HF
patients reported higher emotional distress than FCGs of patients with other chronic illnesses
because caregiving tasks for HF patients are often difficult and time consuming (Bakas et al.,
2006; Pressler et al., 2009).

HF symptoms have been shown to reduce patients’ functional capacity, and cause HF
patients to become more dependent on FCGs (Albert et al., 2010). FCGs who care for HF
patients with functional class Il to 1V tend to experience emotional distress and other negative
outcomes because they deal with the difficult and time consuming medical, physical, and
emotional care tasks of severe stage HF patients (Bakas et al., 2006). Medical care tasks for HF
patients include multidrug administration, sodium control, and symptom monitoring (Pressler et
al., 2009). Physical care tasks consist of assistance with mobility, housework, preparing meals,
and aiding HF patients with other daily activities (Friedman, Lyness, Delavan, Li, & Barker,
2008). Emotional care tasks include assisting in relieving the sadness, stress, anxiety, and
worries of HF patients (Bakas et al., 2006).

There have been many factors associated with caregiver role conflict and role strain,
including FCG and HF patient characteristics, difficult and time consuming HF caregiving tasks,
belief in the Buddhist Karma Rule, and social support (Hecht, 2001; Kramer & Kipnis, 1995;
Williams, Dilworth-Anderson, & Goodwin, 2003). Several FCG and HF patient characteristics

have been shown to influence difficult and time consuming HF caregiving tasks. These tasks



have different impacts on levels of caregiver role conflict and role strain. The proposed study
relies on primary data of rural Thai FCGs of HF patients that will be collected in Buddhasothorn
Hospital of eastern Thailand. The purpose of this study is to examine the impacts of FCG and HF
patient characteristics, difficult and time consuming HF caregiving tasks, the belief in the
Buddhist Karma Rule, and social support on caregiver role conflict and role strain in a sample of
FCGs. The impacts of difficult and time consuming HF caregiving tasks on role conflict and role
strain were examined. The belief in the Buddhist Karma Rule and social support, which have
been identified as possible moderating factors of the relationship between caregiver role conflict
and role strain, were also examined.

FCGs might experience role conflict due to caring for HF patients with functional class |1
to V. As previously mentioned, levels of role conflict are impacted by FCG and HF patient
characteristics, and difficult and time consuming HF caregiving tasks. The following section will
present and discuss caregiver role conflict.

Caregiver Role Conflict

Role conflict refers to the feeling of difficulty to fulfill role obligations due to
incompatibility of pressures within different demands of caregiver, family, worker, and social
roles (Rizo, House, & Lirtzman, 1970; Seib & Muller, 1999). FCGs who complete caregiving
roles in addition to other social roles may develop role conflict (Archbold, Stewart, Greenlick, &
Harvath, 1990; Beitman et al., 2004; Bernard & Guarnaccia, 2003). Difficult and time
consuming caregiving tasks required by HF patients may interrupt other role demands and lead
FCGs to experience role conflict. In other words, a caregiving role disturbs other family and
social role obligations that affect FCGs’ role expectations. This leads FCGs to develop negative

feelings due to role conflict.



FCGs complete difficult and time consuming HF caregiving tasks for their HF patient
relatives that may hinder their ability to perform spouse, parent, daughter/son, leisure, and work
role obligations. FCGs may develop role conflict because they cannot complete their role
obligations as they are expected. Studies show that role conflict and role strain are related
(Gordon, Pruchno, Wilson-Genderson, Murphy, & Rose, 2011). More specifically, role conflict
is identified as an antecedent of role strain (Lengacher, 1993). FCGs who deal with some
difficult care tasks required by HF patients may not complete caregiving roles, leading them to
experience role conflict. Furthermore, FCGs who experience role conflict tend to develop role
strain because they cannot balance all role obligations due to the lack of time and resources.
Caregiver Role Strain

Caregiver role strain can be defined as the subjective experience of FCGs in caregiving
situations that include stress, confinement, and difficulty (Archbold et al., 1990). As previously
mentioned, role conflict is correlated to role strain. FCGs who cannot complete their multiple
role obligations develop a sense of role conflict. Role conflict leads these FCGs to experience
role strain because they feel that all caregiving situations are stressful. HF patients with
functional class 11 to IV often develop HF symptoms, including shortness of breath, fatigue,
edema, and activity intolerance that require FCGs to provide care for these patients (NYHA,
2010).

Due to the development of many severe symptoms, FCGs have to provide extensive
levels of care for the medical, physical, and emotional needs of HF patients with functional class
I1to IV. These patients are moderately or severely disabled, either physically or cognitively
(Pressler et al., 2009). FCGs may spend time and resources to complete caregiving roles until

they cannot complete other role obligations.



Research has shown that role conflict impacts levels of role strain (Beitman et al., 2004;
Mui, 1995; Yang, Lengacher, Beckstead, & Shiau, 2008). FCGs who that experience role
conflict tend to report more role strain than FCGs without role conflict (Mui, 1995; Gordon et
al., 2011). Role conflict and role strain are influenced by factors such as individual
characteristics and types of care tasks. Many studies have shown that levels of involvement and
amount of care for chronically ill patients are strong predictors of FCGs’ physical and emotional
distress (Haley, LaMonde, Han, Burton, & Schonwetter, 2003; Pinquart & Sorensen, 2005;
Schulz, Belle, Czaja, McGinnis, Stevens, & Zhang, 2004). HF patients at advanced stages
require more care from family members to deal with their symptoms and health problems.
Difficult and time consuming HF caregiving tasks are significant factors that impact levels of
caregiver role conflict and role strain. The following section will further explore the concept of
difficult and time consuming HF caregiving tasks of FCGs of HF patients.
HF Caregiving Tasks

HF caregiving tasks involve the needs of patients in assisting with difficult and time
consuming medical, physical, emotional, and social care tasks. Because of developing HF
symptoms, HF patients require difficult treatment and care such as managing adverse symptoms
and regimenting medication and diet to enhance their health and reduce mortality and
unnecessary hospitalization (Albert et al., 2010; Coelho, Ramos, Prata, Bettencourt, Ferreira, &
Cerqueira-Gomes, 2005). The following section will discuss difficult HF caregiving tasks that
affect level of role conflict and role strain in FCGs.
Difficult HF Caregiving Tasks

Regarding the difficult HF caregiving tasks, HF patients have to change their lifestyle and

behavior in accordance with treatment and functional class, particularly HF patients with



functional class 11l and V. HF patients with functional class 1l can manage their daily activities
and HF symptoms and require some medical and emotional care from their FCGs. FCGs report
that significant care tasks for HF patients include assistance with activities of daily living (ADL)
and instrumental activities of daily living (IADL), multiple drug administration, HF symptom
monitoring, and sodium control. Many tasks require a skillful FCG to detect and manage the HF
patient (Bakas et al., 2006). In dealing with these care tasks, FCGs may lack skills needed to
handle tasks such as obtaining information about HF medication side effects and symptom
monitoring, preparing a restricted sodium diet, and providing physical care.

Specifically, difficult HF caregiving tasks refer to caregiving tasks that require specific
skills to deal with them (Bakas, Lewis, & Parsons, 2001). When FCGs perform the caregiving
role for HF patients, many deal with difficult caregiving tasks that include the medical, physical,
and emotional care of HF patients. Studies have found that medical and emotional tasks are the
most difficult reported by FCGs (Bakas et al., 2006; Pressler et al., 2009). Additionally, FCGs
who complete difficult HF caregiving tasks tend to report high levels of emotional distress.
FCGs may have less experience caring for HF patients, which lead many to face problems
completing difficult HF caregiving tasks. This is supported by studies that state that FCGs who
handle difficult HF caregiving tasks tend to experience emotional distress and other negative
health outcomes (Albert et al., 2010; Bakas & Bungerner, 2002).

FCGs of HF patients may deal with difficult and/ or time consuming HF caregiving tasks
that lead them to face role conflict and role strain. Time consuming HF caregiving tasks will be
discussed in the following section.

Time Consuming HF Caregiving Tasks

FCGs who occupy caregiving roles in addition to other social roles may develop role



conflict and role strain through performing time consuming HF caregiving tasks. Many studies
have shown that medical, ADL, and IADL tasks are time consuming (Bakas et al., 2006; Hetch,
2001). FCGs’ time can be limited so they must allocate their time to perform the caregiving role
as well as other social roles. FCGs may experience problems in dealing with other roles because
of the lack of time to complete all role obligations. HF caregiving tasks such as medical,
physical, and emotional tasks frequently require a great deal of time. This may lead FCGs to
develop the feeling of role conflict because they have no time to complete the caregiving role as
well as their other roles. FCGs who that experience role conflict may view the caregiving
situation as stressful, and develop a sense of role strain.

In summary, FCGs of HF patients may experience negative feelings while completing a
caregiving role that leads them to develop role conflict. FCGs who develop role conflict
frequently may not balance their role obligations. This may lead many FCGs to have difficulty
performing their caregiving role. FCGs of HF patients often complete difficult and time
consuming HF caregiving tasks, which causes FCGs to experience conflict of role demands
resulting in role conflict and role strain. Difficult and time consuming HF caregiving tasks in this
study include medical, physical, and emotional tasks. The following section will discuss the
types of medical, physical, and emotional care tasks.

Types of HF Caregiving Tasks

In this study, significant care tasks of HF patients will be further examined, which
includes medical, physical, and emotional care tasks. Earlier studies have shown that medical,
physical, and emotional care is reported by FCGs as difficult and time consuming tasks that lead
them to experience problems managing their role as caregiver with other obligations (Bakas et

al., 2006; Pressler et al., 2009).



Medical care tasks refer to the tasks of drug administration, sodium control, and
observation and monitoring of HF symptoms (edema, breathlessness, cough, and fatigue)
required for FCGs who have to care for HF patients. FCGs significantly help HF patients to
achieve goals by providing support regarding medical care. FCGs may experience problems in
regard to difficulty detecting worsening symptoms and dealing with severe symptoms.
Additionally, these FCGs may face problems handling drug and sodium control of HF patients
and preparing the restricted sodium diet. FCGs may also need to spend time closely observing
and providing medical care for HF patients. In other words, medical tasks are identified as
frequently difficult HF caregiving tasks as well as time consuming HF caregiving tasks. Due to
difficult and time consuming medical tasks, FCGs may experience role conflict because they
cannot complete medical tasks successfully.

Physical care tasks refer to ADL and IADL tasks (Friedman et al., 2008; Schumacher,
Beck, & Marren, 2006). HF patients at high levels of functional class, particularly functional
class 11 to IV, have limited ability to care for themselves. This requires many FCGs to spend time
providing physical care for their patients (Falk et al., 2009; Scott, Setter-Kline, Britton, 2004).
Functional classes Il to IV HF patients need more assistance (with both ADL and IADL tasks)
from FCGs than patients with functional class 1. Physical care for HF patients refers to the
FCGs’ assistance regarding ADL (eating, bathing, using toilet, helping with mobility) and IADL
(doing laundry, transporting patients, preparing meals, shopping, doing housework, managing
bills) (Friedman et al., 2008).

Many physical care tasks may not be difficult for FCGs who have experience in caring
for HF patients. However, those who changed their role from a family member to an FCG may

feel difficulty in providing physical care for an HF patient even when providing care for HF
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patients with low levels of physical function limitation. Physical tasks of HF patients that include
assistance with ADL and IADL can be identified as time consuming tasks that cause role conflict
in FCGs.

Emotional care tasks can be defined as the assistance from FCGs when HF patients have
emotional problems. Specifically, FCGs should stay with the patients whenever these patients
have an emotional problem (Bakas, Lewis, & Parsons, 2001; Oberst, Thomas, Gass, & Ward,
1989). Many studies show that emotional care is often difficult and time consuming (Bakas,
Lewis, & Parsons; Bakas et al., 2006; Pressler et al., 2009). FCGs who provide emotional care
for HF patients are often at risk for experiencing the emotional distresses of role conflict and role
strain. This occurs because these FCGs may have difficulty dealing with the emotional problems
of HF patients.

In summary, medical, physical, and emotional care for HF patients is difficult and time
consuming (Bakas et al., 2006). Study results show that caregiving tasks for chronically ill
patients have influenced multiple levels of caregiver role conflict and role strain (Schumacher,
Stewart, Archbold, Caparro, Mutale, & Agrawal, 2008). FCGs provide care for HF patients,
which may cause many FCGs to experience emotional distress, including role conflict and role
strain.

There are two terms related to role conflict and role strain, including difficult and time
consuming tasks. These terms and the relationship with role conflict and role strain will be
discussed in the following sections.

Difficult and Time Consuming HF Caregiving Tasks, Role Conflict, and Role Strain

Completing the caregiving tasks for HF patients’ medical, physical, emotional, and social

needs can be both difficult and time consuming. Difficult HF caregiving tasks such as medical

11



tasks and emotional tasks cause FCGs to experience conflicts in the caregiving role. They may
feel they cannot complete this role, which results in development of role strain (Bernard &
Guarnaccia, 2003; Gordon et al., 2011). Time consuming HF caregiving tasks such as physical
care and social care may lead FCGs to experience a lack of time and resources to complete role
obligations, contributing to role conflict and role strain. FCGs of HF patients frequently deal
with emotional care and sodium control, and monitor adverse signs and symptoms of HF
(Ellershaw & Ward, 2003; Pressler et al., 2009). FCGs have to prepare appropriate food and
control amounts of sodium in the diet of HF patients.

Additionally, HF patients require difficult medication regimens, and must often be
administered diuretics and other drugs. Also, HF symptom monitoring is a significant
responsibility of FCGs to maintain the health status of HF patients. FCGs may devote their time
to completing difficult and time consuming HF caregiving tasks until they have no personal time
for themselves to perform other role obligations such as being a spouse, parent, son/daughter,
and worker. This problem leads FCGs to develop negative feelings of role conflict
(incompatibility of multiple role demands) and role strain (difficulty, confinement and stress).
Role Conflict and Role Strain

In Thailand, FCGs frequently provide care for HF patients at home. These FCGs may
occupy other family and social roles such as worker, parent, spouse, and student. These other
social role obligations may interfere with the caregiving role because FCGs devote more time to
care for HF patients (Hwang et al., 2011). The caregiver role for HF patients requires more
obligations than other social roles to maintain HF patients’ health. However, FCGs have to
complete other social roles such as a work role to earn an income for their families. Many studies

have shown that the caregiver role disturbs work roles, which can results in resigning from work
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or rescheduling work time (Ahmad & Ngah, 2000; Akintayo, 2010; Allen, Herst, Bruck, &
Sutton, 2000; Byron, 2005). FCGs who perform a work role in addition to the caregiving role
frequently develop role conflict and role strain because they cannot complete all role obligations
(Gordon et al., 2011; Martire & Stephen, 2003).

FCGs often perform the caregiving role along with other social roles such as spouse,
parent, daughter/son, relative, neighbor, religious follower, community member, and worker
(Leaptrott & Mcdonald, 2011). Each social role has demands that FCGs have to allocate time
and manage resources for in order to complete all role obligations. FCGs who try to complete all
role demands may experience conflicts and later develop role strain (Gordon et al., 2011). These
FCGs may develop role conflict when they cannot complete their caregiver role to the level of
their expectation (Edwards, Zarit, Stephens, & Townsend, 2002). FCGs may need to deal with
conflicting expectations related to the caregiving role and other social roles from their HF patient
relatives and themselves. Specifically, FCGs may experience role conflict and role strain because
they cannot complete medical, physical, and emotional care tasks for HF patients in addition to
other roles such as work and leisure.

Work role generally requires time and resources from FCGs in order to complete. FCGs
with both roles (caregiver and work roles) experience role conflict and role strain because the
caregiving role frequently involves work role responsibilities (Allen et al., 2000). Working FCGs
often experience role conflict because they face conflicting demands on time and resources from
their family and work. Work role conflict can restrict a FCGs’ ability to perform both roles
effectively because the reduction of time and resources hinders the performance of both roles

(Leaptrott & Mcdonald, 2011). Studies of working FCGs show that FCGs frequently reschedule
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work time, miss work, or resign from work because they face problems in performing the work
role and the caregiving role simultaneously (Akintayo, 2010; Frone, Russell, & Cooper, 1992).

Furthermore, FCGs who occupy both the caregiving role and work role tend to
experience role strain because they divide their time between both roles. Some FCGs may need
to devote more time for the caregiving role, which results in insufficient time for the work role.
Adverse effects of conflicting roles impede FCGs’ health, which results in reduced time and
energy to take care of themselves. This leads many FCGs to develop role conflict and role strain.

With leisure role, FCGs generally enjoy leisure activities such as attending sport events,
taking part in hobbies, going out to a café or bar, and participating in social events with other
people. When family members become FCGs of HF patients, they would often like to complete
caregiving tasks as they are expected. These FCGs also perform other role obligations. This may
often result in FCGs sacrificing leisure activities to complete the caregiving role and other social
roles (Bainbridge, Cregan, & Kulik, 2006; Beitman et al., 2004). FCGs may allocate more time
to perform the caregiving role than other social roles, which causes many FCGs to have less time
for leisure role activities, leading them to develop feelings of role conflict because they cannot
complete leisure and other social role demands. Additionally, FCGs have little or no time for
leisure activities, which leads them to experience negative emotions such as stress, depression,
role conflict, and role strain (Bernard & Guarnaccia, 2003; Elliott & Shewchuk, 2003; Friedman
et al., 2008).

In summary, many studies have shown that FCGs who perform caregiving roles in
addition to other role obligations may experience role conflict if they cannot complete all role
obligations (Atenza, Stephens, & Townesend, 2002; Bainbridge, Cregan, & Kulik, 2006). In

other words, completing the caregiving role disturbs other social role obligations and leads FCGs
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to experience the feeling of role conflict. Additionally, difficult and time consuming role tasks of
the caregiver role may cause role conflict and role strain. One may assume that difficult role
demands, conflicting role demands, and the lack of time and resources to fulfill all role
obligations are causes of role conflict that impact levels of role strain in FCGs of HF patients.
Religious Beliefs

Several studies have shown that belief and practice in religious activities can improve
FCG health (Pearce, Singer, & Pringerson, 2006; Strawbridge et al., 2001; Treloar, 2002).
Results have shown that FCGs who frequently participate in religious activities report low levels
of emotional distresses such as stress, anxiety, depression, role conflict, and role strain.
Additionally, religious beliefs motivate FCGs to provide care for HF patients and these FCGs
report greater levels of mastery of their role, self-esteem, and self-care while caring for the
patient (Murrey-Swank, Lucksted, Medoff, Yang, Wohlheiter, & Dixon, 2006). Religious belief
may reduce emotional distress in FCGs who care for chronically ill patients for longs periods of
time. Evidence shows that religious belief and participation in religious activity can relieve levels
of emotional distress and motivate FCGs to provide care for a chronically ill patient (Murrey-
Swang et al.).

The majority of Thai people are Buddhists (Ministry of Interior of Thailand, 2009;
Punyasingh, 1981). Buddhism influences Thai people into doing good things for others and into
treating others well because of belief in the Karma Rule (Caffrey, 1992; Jullamate, Azeredo,
Rosenberg, Paul, & Subgranon, 2007; Sethabouppha & Kane, 2005). The belief in the Karma
Rule influences the behavior and life style of Thai people. Thai people give food to monks,
meditate, and help other people because they are motivated by their belief in Buddhism and the

idea that doing good things will give them good karma, and good karma will ensure that good
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things happen to them in return. The belief in the Buddhist Karma Rule is a significant reason
that Thai FCGs believe that they need to provide care for a family member who is sick
(Jullamate et al.; Sethabouppha & Kane, 2005). Additionally, the belief in the Buddhist Karma
Rule may reduce other emotional distress caused by caring for HF patients because FCGs feel
happy to be able to do something good by caring for a patient. In the next section, the belief in
the Buddhist Karma Rule as a significant factor related to role conflict and role strain will be
described.
Belief in the Buddhist Karma Rule

Belief in the Buddhist Karma Rule is the most important influence on the caregiving role
in Thai culture (Jullamate et al., 2007). Rural Thai residents, particularly adult and elderly, have
more opportunities to participate in religious activities than residents in urban areas because rural
residents have lifestyles, values, and cultural beliefs that are close to religion (Laubunjong,
Phlainoi, Graisurapong, & Kongsuriyanavin, 2008; Vithayachockitikhun, 2006). The Buddhist
Karma Rule states that every cause has an effect, or all actions have results (Yen, Teng, Huang,
Ma, Lee, & Tseng, 2010). Thai Buddhists who believe in the Karma Rule feel that if they
provide good care for others, they will receive good things in return such as good care from
family members or their children, merits, or a good life in the future world. FCGs have the
opportunity to do or provide good things by performing a caregiver role. The belief in the
Buddhist Karma Rule may moderate levels of role conflict and role strain in FCGs because these
FCGs may have more confidence to deal with a caregiving role along with other role obligations.
The belief in the Karma Rule nay motivate most Buddhist FCGs to care for HF patients because
they would like to receive happiness, merits, and assistance from others in return, leading them

to experience low levels of role conflict and role strain.
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In summary, studies have shown that the decision of FCGs in Thailand to provide care
for chronically ill patients is influenced by the belief in the Buddhist Karma Rule (Jullamate et
al., 2007; Subgranon & Lound, 2000). These studies also found that FCGs who believe in the
Buddhist Karma Rule report lower levels of emotional distresses such as role conflict, role strain,
stress, and burden. The belief in the Buddhist Karma Rule has been included in the proposed
study as a possible moderating effect of the relationship between role conflict and role strain.

Research has shown that social support has an impact on levels of role conflict and role
strain. In the next section, social support as a significant factor of the relationship between role
conflict and role strain will be described.

Social Support

Research results have shown that social support influences the relationship between
levels of caregiver role conflict and role strain (Erdwins, Buffardi, Casper, & O’Brien, 2001:
Hwang et al., 2011). FCGs who receive social support from families, friends, and neighbors tend
to experience low levels of role conflict and role strain. Evidence has shown that perceived social
support can reduce or buffer the deleterious effects of caregiver role conflict and role strain
(Kramer & Kipnis, 1995; Stephens, Townsend, Martire, & Druley, 2001; Williams, Dilworth-
Anderson, & Goodwin, 2003). Support from family members, friends, and others may help many
FCGs to have more time to care for themselves and to complete other social roles, which lead
many FCGs to relieve their negative feelings that include role conflict and role strain due to
caring for HF patients.

In summary, perceived social support may moderate levels of caregiver role conflict and
role strain. Rural Thai FCGs may receive more support from family, friends, neighbors, and

other significant people because of the rural Thai life style that involves having a close
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relationship with the community. Rural Thai FCGs may experience low levels of role conflict
and role strain because they have enough support to care for HF patients.
Rural

Thailand is divided into 87 provinces. Most provinces have one significant city called an
“Amphore Moeng,” which is the capital. Each province contains about two to 12 districts,
including the capital. A rural area, in Thailand, refers to an area located outside of the local
government division of municipality of each province (Kaothien & Webster, 1998; The Royal
Institute Thailand, 2009). The density of population in a rural area is not more than 10,000. The
majority of occupation in rural areas is related to agriculture.

In the U.S., rural areas are frequently classified based on the density of population,
agriculture/farm areas, and geographic areas (Hall, Kaufman, & Ricketts, 2006). In the same
way, rural areas in Thailand have been classified by the areas outside of local government
division of municipality, population density, and occupation of residents (Kaothien & Webster,
1998). Rural Thai FCGs frequently have less access to specialty, and service from tertiary
hospital (Dedkhard, 2011). Eastern Thailand includes seven provinces and each province
consists of about three to ten districts. There is one central district, which is the capital in each
province. The central district is called “Amphore Moeng” and is identified as an urban area in
each province. Other districts in the province are identified as rural areas.

Rural Thai FCGs generally live far away from health care settings. There are few health
care settings in rural areas and these setting provide primary and secondary care for residents.
Many FCGs in rural areas may experience negative effects from providing care for HF patients.
For example, rural Thai FCGs have to deal with HF symptoms when HF patients develop

undesirable symptoms such as shortness of breath and chest pain. These FCGs may be

18



inconvenienced by the need to take HF patients to the tertiary hospital (Jenghua &
Jedsadayanmata, 2011), particularly when late at night. This may cause rural FCGs to experience
more emotional distress than urban FCGs. Many FCGs in rural Thailand may lack resources,
information, facilities, and medical support (Dedkhard, 2011) to care for HF patients and this
may lead them to experience role conflict and role strain. Therefore, FCGs of HF patients who
live in rural areas of eastern Thailand were included in this study.

Significance of Study

Studies in the U.S. show that FCGs who perform multiple roles tend to experience health-
affecting role conflict and role strain (Bernard & Guarnaccia, 2003; Schumacher et al., 2008).
Role strain studies in the U.S. were conducted in chronically ill patients such as cancer, stroke,
and dementia patients. Studies have shown that role conflict may be caused by completing a
specific role obligation such as a caregiving role along with other family and social role
obligations such as worker, spouse, and parent (Archbold et al., 1990; Schmacher et al., 2008).
Carrying out a caregiver role may disturb the completion of other family and social role
obligations. Role strain associated with role conflict results from subjective experiences or
responses felt by the individual because of their inability to meet many expected behaviors
associated with their role obligations (Hecht, 2001; Schumacher et al., 2008).

However, there is a lack of studies conducted on role conflict and role strain in HF
patients both in the U.S. and Thailand. Like other chronically ill patients, HF patients with
functional class Il to IV require advanced treatment and care from FCGs (Pressler et al., 2009).
These care tasks lead FCGs to experience negative effects because of providing difficult and

time consuming care for HF patients (Pressler et al., 2009).
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In Thailand, research studies examining levels of FCG role conflict and role strain in
rural areas is limited. This may affect care for FCG who experience role conflict and role strain.
Thai literature focuses on levels of caregiver role strain in FCGs who care for cardiovascular or
stroke patients (Churoeck, 2005; Matayamool, 2003; Prawtaku, 2006). Study results support that
FCGs of chronically ill patients in Thailand may be at risk for role conflict and role strain from
performing multiple role obligations. These results suggest that FCGs who complete care tasks
for chronically ill patients for long periods may develop high levels of role conflict and role
strain.

The significant predictors of FCGs and HF patients in rural Thailand that influence levels
of caregiver role conflict and role strain are seldom studied. Research in western countries and
Thailand showed that religious beliefs can reduce emotional distresses in FCGs of chronically ill
patients (Caffrey, 1992; Greenfield & Mark, 2007; Jullamate et al., 2007; Wallhagen &
Yamamoto-Mitani, 2006). FCGs who have more involvement in religious activities may be
better able to deal with emotional distress from providing care for an HF patient. More
specifically, though belief in the Buddhist Karma Rule and social support may serve as possible
moderating factors that reduce the levels of role conflict and role strain: a knowledge gap still
remains concerning the relationships between FCG and HF patient characteristics, difficult and
time consuming HF caregiving tasks, Buddhist beliefs, and social support on levels of role
conflict and role strain in FCGs of HF patients in Thailand.

In summary, the findings of this proposed study will be important because the Principal
Investigator (P1) will systematically test for significant influences on caregiver role conflict and
role strain in rural-based FCGs. The findings of the proposed study will increase the current

understanding of role conflict and role strain for HF patients, FCGs, families, and nurses. This
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can help FCGs and nurses to identify strategies for moderating the levels of caregiver role
conflict and role strain. The results of this study provide implications to nurses and researchers to
conduct future research about role conflict and role strain in FCGs of other chronically ill
patients. Additionally, this study will have significant implications for developing innovative
intervention programs to relieve role conflict and role strain for FCGs. Findings on the
significant influences of role conflict and role strain can be used to develop evidence-based
caregiver screening programs for FCGs of chronically ill patients. These programs will enable
nurse clinicians to identify FCGs who are at greater risk for problematic levels of role conflict
and role strain, which will help nurses to better understand caregiver role conflict and role strain
in FCGs of chronically ill patients.
Specific Aims

The specific aims of this study were to: 1) Determine the relationship of rural Thai FCGs
and HF patient characteristics, difficult and time consuming HF caregiving tasks, belief in the
Buddhist Karma Rule, and social support with caregiver role conflict and role strain; 2) Examine
the impact of difficult and time consuming HF caregiving tasks on caregiver role conflict; and 3)
Test how belief in the Buddhist Karma Rule and social support may serve as possible moderating
influences on the relationship between caregiver role conflict and role strain, controlling for
difficult and time consuming HF caregiving tasks.
Significant FCG and HF Patient Factors of Role Conflict and Role Strain

As identified in specific aims, the antecedents of role conflict and role strain that affect
difficult and time consuming HF caregiving tasks include FCG and HF patient characteristics.

FCGs’ characteristics such as age, gender, education, relationship to patient, employment status,
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household income, number of roles, number of hours of care, and physical function; and HF
patient characteristics such as age, gender, and education.
FCG Characteristics

Regarding age, older FCGs experience higher levels of caregiver role conflict and role
strain than younger FCGs (Mui & Morrow-Howell, 1993; Pinquart & Sérensen, 2003; Schulz et
al., 1995; Vitaliano, Scanlan, & Zhang, 2003). With gender, much evidence shows that female
FCGs tend to report higher negative feelings due to caring for chronically ill patients than male
FCGs (Lyons, Stewart, Archbold, & Carter, 2010). With respect to education, less-educated
FCGs report higher levels of caregiver role conflict and role strain than better educated FCGs
(Scharlach, Li, & Dalvi, 2006; Wang, Shyu, Chen, & Yang, 2010).

In terms of number of roles, FCGs who perform a caregiving role in addition to other
social roles experience a lack of time and resources to complete all roles (Archbold et al., 1990;
Elliott, 2003; Hetch, 2001). For the relationship to patient factor, earlier studies in western
countries have shown that spousal FCGs may experience more role conflict, role strain, and other
negative emotions than other groups of FCGs (Cantor, 1983; Geoge & Gwyther, 1986;
Rohrbaugh, Cranford, Shoham, Nicklas, Sonnega, & Coyne, 2002). Regarding employment
status, unemployed FCGs are more likely to experience role conflict and role strain than those
who are employed (Aneshensel, 1992; Edwards et al., 2002).

For household income, FCGs who experience financial problems tend to experience
negative emotions such as role conflict, role strain, and depressive symptoms (Beitman et al.,
2004; Vilhjalmsson & Jansdottir, 2006). The number of hours of care is a strong predictor of
FCGs’ emotional distress and other negative outcomes (Wang et al., 2010). For physical

function, some research has suggested that FCGs with poor physical function tend to experience
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increased role conflict, role strain, and other negative emotions (England, 2000; Schumacher et
al., 2008).
HF Patient Characteristics

In this study, HF patient characteristics included age, gender, and education. For patient
age, older HF patients report higher levels of dependence (Albert et al., 2010), which may lead
FCGs to experience emotional distress including role conflict and role strain. Regarding patient
gender, female HF patients report higher physical and emotional problems than male patients
(Rohrbaugh et al., 2002). FCGs may develop higher role conflict and role strain when they
provide emotional support for female HF patients. Additionally, patients’ varying education
levels may influence levels of caregiver role conflict and role strain (Barbareschi, Sanderman,
Leegte, Veldhuisen, & Jaarsma, 2011; Wang et al., 2010). This may result from that well-
educated HF patients may have more information, support, and resources to meet their
caregiving task demands than less-educated patients.
Summary

The purpose of this chapter was to describe the problem, significance, purposes, and
specific aims of the study. FCGs often complete difficult and time consuming HF caregiving
tasks for HF patients that include medical, physical, and emotional care tasks. These tasks are
often difficult and time consuming, which can cause caregiver role conflict and role strain.
Caregiver role conflict and role strain influence FCGs’ physical and mental health. Research
provides evidence of significant factors of caregiver role conflict and role strain that impact
FCGs’ health and indirectly impact HF patient health. Therefore, this further investigation of
significant factors of caregiver role conflict and role strain is an important key step in developing

supportive interventions for relieving role conflict and role strain in FCGs.
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Chapter 2
Conceptual Framework

Literature has shown that completing difficult and time consuming caregiving tasks may
lead FCGs to experience role conflict and role strain, which affects their physical and emotional
health status (Bainbridge, Cregan, & Kulik, 2006; Bakas et al., 2006; Beitman et al., 2004;
Hanson, Archbold, & Stewart, 2004; Chen, 2008). The purpose of this chapter is to present the
conceptual model for this study. FCG and HF characteristics, difficult and time consuming HF
caregiving tasks, belief in the Buddhist Karma Rule, social support, role conflict, and role strain
will be defined. A discussion on adaptation of role strain models will be provided with a focus on
role conflict and role strain, particularly antecedent factors of role conflict and role strain. Next,
the conceptual model and the proposed relationships among its components will be presented
and discussed. This chapter concludes with a summary of how significant factors and difficult
and time consuming HF caregiving tasks influence role conflict and role strain.
Conceptual Framework

The Role Strain Theory developed by Goode (1960) was used as the fundamental theory
for this study. Literature has shown that role conflict and role strain in FCGs can be influenced
by FCG and HF patient characteristics, difficult and time consuming HF caregiving tasks, belief
in the Buddhist Karma Rule, and social support (Bakas et al., 2006; Erdwins et al., 2001; Goode,
1960; Stephens et al., 2001; Williams, Dilworth-Anderson, & Goodwin, 2003). The Role Strain
Theory focuses on sources of role conflict and role strain, negative impacts of performing
multiple roles, and strategies to reduce role conflict and role strain. Additionally, the relationship

among antecedents, role conflict, and role strain are identified (Goode, 1960).
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Role strain is conceptually defined as “a felt difficulty in meeting multiple role
obligations” (Goode, 1960, p. 483). More specifically, role strain is the perception that the
overall caregiving situation is stressful, resulting from role conflict (Archbold et al., 1990). Role
conflict is identified as incompatibility between varied role demands (Rizo, House, & Lirtzman,
1970; Seib & Muller, 1999). Role conflict occurs when there is an incompatibility of pressures
within different demands of caregiver, work, social, and family roles (Archbold et al., 1990;
Beitman et al., 2004; Bernard & Guarnaccia, 2003; Yang et al., 2008). FCGs complete multiple
roles and they cannot complete all role obligations. As a result, these FCGs cannot fulfill their
role expectations, and may eventually develop role conflict and role strain (Halpern, 2005).

Based on the Role Strain Theory, role conflict is related to role strain. FCGs who perform
a caregiver role may experience conflict due to difficult and time consuming HF caregiving tasks
that disturb other family and social role obligations. FCGs who report high levels of role conflict
tend to experience high levels of role strain because they feel their role responsibilities are
stressful and they cannot deal with their roles (England, 2000; Elliott & Shewchuk, 2003;
Gordon et al., 2011). FCGs develop a sense of difficulty in fulfilling role obligations, which is
role strain.

Role strain affects physical health and emotional health of individuals. FCGs tend to
experience negative effects of role strain that include feelings of stress, loss of appetite,
exhaustion, shortness of breath, heart palpitation, dizziness, headaches, and back pain (Houghs &
Galinsky, 1994; Beitman, et al., 2004; Ward, 1986). Goode (1960) suggested that role strain can
be reduced by eliminating troublesome roles, or receiving more resources and support to meet
perceived role obligations. Specifically, dealing with role conflict caused by difficult and high

role demands will be one solution to relieve feelings of role strain.
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Research has shown the correlation between role conflict and role strain (Allen et al.,
2000; Barnett & Hyde, 2001; Gordon et al., 2011). Studies have shown that individuals may
experience role strain, caused by role conflict (Archbold et al., 1990; Gordon et al., 2011). These
study results show that FCGs who work full-time caring for family members such as children,
elderly and disabled relatives tend to experience role conflict because they face problems in
completing a caregiving role and work role. The feeling of role conflict leads FCGs to
experience role strain.

Earlier studies have examined the relationship between role conflict and role strain
(Barnett & Hyde, 2001; Gordon et al., 2011; Greenhaus & Powel, 2006). Findings show that
individuals who perform the caregiver role in addition to other roles tend to develop role conflict,
which results in emotional distress such as stress and strain. For example, MacEvan & Barling
(1991) found that women who worked outside and cared for young children experienced high
levels of role conflict that related to role strain. Additionally, Gordon and colleagues found that
role strain is influenced by role conflict due to performing multiple roles such as caregiver, and
work roles. Based on these study results, role conflict is frequently related to role strain,
indicating that role conflict may lead FCGs to experience role strain. In other words, FCGs who
experience the feeling of role conflict may face difficulties in performing a caregiver role,
resulting in a sense of role strain (Archbold et al., 1990; Beitman et al., 2004; Gordon et al.).

In this study, role conflict was included in the modified conceptual model because the
impact of difficult and time consuming HF caregiving tasks strongly disturbs other role
obligations. FCGs experience role conflict because difficult and time consuming HF caregiving
tasks hinder the completion of other roles. FCGs who experience role conflict tend to experience

role strain because they find that their caregiving role can lead them to experience feelings of
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difficulty, confinement, and stress when completing the role (Gordon et al., 2011; MacEvan &
Barling, 1991). Literature has shown that FCGs experience negative effects due to conflict in
completing role demands and performing multiple roles. Role conflict occurs when individuals
who are engaged in multiple roles cannot meet all role obligations because of the lack of time
and resources, resulting in developing the feeling of role strain. Additionally, significant
antecedents of role conflict and role strain will be discussed in the following paragraph.

The sources of role conflict that influence role strain are described in the Role Strain
Theory (Goode, 1960). Goode (1960) classified sources of role conflict and role strain that can
be identified as antecedents of these two negative feelings. Sources of role conflict and role
strain include multiple role performance with incompatible role demands, lack of time and
resources, complex relationships of role sets, and high role demands in each role. In particular,
major sources of role strain are comprised of high role demands, difficulty of roles, number of
roles, and lack of resources to complete roles. In other words, individuals experience role
conflict and role strain because they cannot fulfill their role obligations due to the lack of
resources, high number of roles, difficult role tasks, or disagreements with norms and
expectations within roles (Goode, 1960). Sources of role conflict and role strain are often
influenced by antecedents of individual and social characteristics.

Antecedents of role conflict and role strain in the Role Strain Theory include individual
and social environment, social characteristics, and individual characteristics (Goode, 1960).
These factors can have either positive or negative impacts on role conflict and role strain.
Individual and social characteristics affect levels of role conflict as described in the Role Strain

Theory (Goode, 1960). Each society has different influences on individuals that perform
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caregiving and social roles and different levels of role conflict that lead individuals to experience
role strain.

Role conflicts lead to role strain because FCGs have conflicts between their caregiving
and other roles. They cannot deal with role demands, which leads them to experience feelings of
role conflict. FCGs with high levels of role conflict tend to experience role strain because they
face difficulties completing a caregiver role (Archbold et al., 1990; Goode, 1960). FCGs
perceive role strain in completing a caregiver role resulting in experiencing role conflict.
Specifically, role conflict is related to role strain because role conflict leads FCGs to experience
role strain (Mui, 1995). FCGs who develop role conflict tend to experience more role strain than
FCGs who do not, because FCGs with role conflict cannot perform their multiple roles.

This study examined the significant factors of role conflict and role strain in FCGs of HF
patients. FCGs perform the caregiving role along with other social roles. One may assume that
FCGs deal with a number of roles that may lead them to experience role conflict and role strain.
FCGs are generally required to provide care for HF patients. HF patients face physical,
emotional, and social health problems due to developing HF disease (Dracup et al., 2008; Reigel
& Moser, 2008). These patients require medical, physical, and emotional care from FCGs.
Studies show that medical, emotional, and physical care for HF patients can involve difficult and
time consuming HF caregiving tasks that frequently lead FCGs to experience emotional distress
and negative outcomes such as role conflict and role strain (Bakas et al., 2006; Pressler et al.,
2009). FCGs may need to devote more time to caring for HF patients, which leads them to have
insufficient time to complete other roles.

Difficult and time consuming HF caregiving tasks are considered to be significant

sources of role strain. Research has shown that performing difficult and time consuming HF
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caregiving tasks is a potential factor that affects levels of emotional distress (Bakas et al., 2006;
Pressler et al., 2009) that includes caregiver role conflict and role strain. Therefore, significant
sources of role conflict and role strain that consist of number of roles and difficult and time
consuming HF caregiving tasks that include medical, physical, and emotional care tasks were
included in the modified model in this study (Bakas et al.; Bernard & Guarnaccia, 2003; Boyd
Murray, Kendall, Worth, Benton, & Clausen, 2004; Pressler et al.; Schumacher et al., 2008).

In this study, the antecedents of role conflict and role strain were comprised of individual
characteristics (FCG/HF patient characteristics, number of roles, etc.), difficult and time
consuming HF caregiving tasks, the belief in the Buddhist Karma Rule, and social support.
These factors were incorporated in the modified conceptual model. With regard to individual
characteristics, a number of individual characteristics such as age, gender, and education have
been identified as potentially significant factors that affect levels of role conflict through specific
role demands. Individual characteristics include sociodemographic and socioeconomic factors
such as age, gender, education, and household income. Social characteristics such as social class,
values, and beliefs are defined as important antecedents of role conflict and role strain in the
Role Strain Theory. The belief in the Buddhist Karma Rule and social support was included in
the modified model because these two factors are social characteristics that have been shown to
have significant effects on role conflict and role strain (Anneshensel, 1992; Erdwins et al., 2001;

Kramer & Kipnis, 1995).
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Figure 1. Role strain model of rural Thai family caregivers of HF patients. Adapted from "A Theory of Role Strain," by
William J Goode, 1960, American Sociological Review, 25, 483-496. Copyright by American Sociological Association.
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For social characteristics, in this study the belief in the Buddhist Karma Rule and social
support were examined for their impact on the relationship between role conflict and role strain.
Other social characteristics such as social class, culture, values, and other social environments
that are described in the Role Strain Theory were excluded.

In Thailand, approximately 95% of Thai people are followers of Buddhism (Punyasingh,
1981). Buddhist followers believe in the Karma Rule. They do good things because they would
like to receive happiness and good things in their future lives. The belief in the Buddhist Karma
Rule may contribute to Buddhist FCGs completing a caregiving role and other role obligations
with low experiencing emotional distress (Jullamate, et al., 2007; Yen et al., 2010). FCGs who
believe in the Buddhist Karma Rule may feel required to complete their multiple role
obligations, leading FCGs to experience low levels of emotional distress (Murrey-Swank et al.,
2006). The belief in the Buddhist Karma Rule was included in the modified conceptual model as
a potential moderation factor that may reduce the relationship between role conflict and role
strain.

Social support from family, friends, and other significant people aid FCGs in completing
their roles. Social support is a significant factor that influences the relationship between role
conflict and role strain. Evidence shows that social support has a positive impact on the physical
and mental health of FCGs (Anneshensel, 1992; Erdwins et al., 2001; House & Rizzo, 1972;
Hwang et al., 2011). Social support refers to the perception of available support when FCGs are
in need of help (Zimet, Dahlem, Zimet, & Farley, 1988).

Studies have found that social support levels can affect levels of emotional distress such
as stress, depression, burden, and anxiety (Cox & Monk, 1996; Hwang et al., 2011; Kramer &

Kipnis, 1995). Perceived social support may reduce levels of role conflict and role strain in

31



FCGs (Jawahar, Stone, & Kisamore, 2007). FCGs who receive more support can deal with their
role obligations because they have more time and resources to complete their roles (Cox &
Monk, 1996; Hwang, et al., 2011; Mui, 1995; Williams, Dilworth-Anderson, & Goodwin, 2003).
Social support helps FCGs deal with problematic roles. In other words, Perceived social support
influences the relationship between role conflict and role strain. Specifically, interaction affects
role conflict, and social support moderates levels of role strain. Therefore, social support was
included in the modified model for this study.

For the purpose of this study, FCG characteristics included age, gender, education,
relationship to patient, employment status, household income, number of roles, number of hours
of care, and physical function. HF patient characteristics included age, gender, and education.
FCG and patient characteristics may affect levels of role conflict and role strain. These
individual FCG and HF patient characteristics were included in the modified conceptual model.

The modified conceptual model, the Role Strain Model of Rural Thai Family Caregivers
of HF Patients, based on the Role Strain Theory (see Figure 1), was used to guide this study.
Significant components in the modified model of this study included antecedents (FCG and HF
characteristics, and Social support), difficult and time consuming HF caregiving tasks, role
conflict, and role strain. These components will be defined in the following section.

FCG Role Strain

Outcomes for FCGs caring for HF patients in the modified conceptual framework were
caregiver role conflict and role strain. Role strain may be influenced by role conflict resulting
from the number of roles FCGs occupy and the level of role demands (Maclean, Glynn, &
Ansara, 2004). Role strain related to conflict exists when strain in one role affects performance

in another due to incompatibility between roles. According to previous studies, there are
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consistent findings that FCGs performing multiple roles tend to experience role conflict and role
strain (Archbold et al., 1990; Maclean, Glynn, & Ansara).

Number of roles, extent of role demand, difficulty of role demand, and lack of resources
are significant factors that contribute to FCGs experiencing role conflict and role strain. FCGs of
HF patients perform multiple roles such as spouse, parent, son/daughter, and worker. These roles
require additional obligations that FCGs must complete. Evidence shows that role conflict and
role strain are related (Gordon et al., 2011). FCGs feel conflict in performing the caregiving role,
which may lead them to develop role strain because of the stress of being an FCG. One may
assume that FCGs who perform the caregiving role along with many social roles experience role
conflict and role strain when they cannot complete all role demands.

In summary, in this study role strain refers to the subjective experience of FCGs who feel
pressure to meet stressful caregiving role obligations. This role includes stress, confinement, and
difficulty due to the lack of time and resources to complete role obligations. Literature supports
that FCGs who perform multiple roles tend to experience role conflict and role strain if they
cannot balance their roles (Kim et al., 2006). Many FCGs find it difficult to meet the demands of
multiple roles.

FCG Role Conflict

FCGs may experience role conflict, which is defined as incompatibility between varied
role demands. Role conflict is caused by performing the caregiving role in addition to other
social roles. Regarding multiple role obligations, role conflict may occur when role demand
expectations between two or more roles results in conflict between the roles. Particularly, role
conflict refers to the incompatibility of the caregiving role and other family and social demands

(Rizo, House, & Lirtzman, 1970). FCGs deal with caregiving role demands that can often disturb
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their ability to handle other social roles such as worker, parent, or spouse. Specifically, role
conflict occurs when participation in a role produces strain that hampers role performance in
other roles (Seib & Muller, 1999; Stephens et al., 2001). FCGs may not have enough time to
complete other social roles due to developing role conflict. This may lead FCGs to experience
the feeling of role strain (difficulty, stress and confinement) (Edwards et al., 2002; Martire &
Stephen, 2003).

In summary, role conflict can be conceptually defined as incompatibility between varied
role demands. Role conflict is the feeling of difficulty to fulfill role obligations due to
incompatibility of pressures within different demands of caregiver, worker, and social roles.
FCGs of HF patients experience role conflict, which leads them to develop role strain.
Difficult and Time Consuming HF Caregiving Tasks

HF patients frequently develop severe symptoms that undermine their physical,
emotional, and social health. HF patients frequently require FCGs to deal with difficult and time
consuming medical, physical, and emotional care tasks. Difficult HF caregiving tasks can be
conceptually defined as the FCGs subjective experience regarding care tasks that require
experience and skill to complete (Bakas et al., 2001; 2002; 2006). FCGs may have a difficult
time handling care because they may lack skills and experience. This leads many FCGs to
develop role conflict and other emotional distresses (Goode, 1960; Bakas et al.; Hwang et al.,
2011). Additionally, FCGs may experience role conflict due to performing the caregiving role.
This role may disturb the completion of other social role obligations (Edwards et al., 2002;
Martire & Stephen, 2003).

In this study, time consuming HF caregiving tasks refers to the subjective experience of

FCGs that perform care tasks that require more time to complete (Bakas et al., 2006). Medical,
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physical, and emotional care tasks for HF patients may interrupt the completion of other social
roles. HF caregiving tasks often require time and resources to complete (Bakas et al., 2006). If
FCGs do not have enough time and resources to complete care tasks, they may experience role
conflict and role strain. Study results show that physical care such as transportation, housework,
and financial management can be time consuming (Bakas et al., 2001; 2006). FCGs assisting HF
patients with physical care may experience role conflict because they devote more time to
completing caregiving tasks than to other roles. More specifically, performing a caregiving role
may interfere with other role obligations, leading FCGs to experience role conflict and role
strain.

HF caregiving tasks are defined as the assistance needed by patients with difficult and
time consuming medical, physical, and emotional care tasks (Dracup et al., 2004; Friedman et
al., 2008; Pressler et al., 2009; Riegel et al., 2009). In this study, medical, physical, and
emotional care tasks needed by HF patients were further evaluated.

Medical Care Tasks

Common symptoms of HF include increased body weight, ankle and feet edema, swelling
of the abdomen, fluid depletion, fatigue, faintness, dyspnea, irregular pulse, difficulty sleeping,
and loss of appetite (Coelho et al., 2005; Laramee, Levinsky, Sargent, Ross, & Callas, 2003;
Riegel, Carlson, Moser, Sebera, Hicks, & Roland , 2004). FCGs of HF patients have to deal with
these symptoms, which may lead them to experience role conflict and role strain. Medical care
tasks can be defined as the assistance provided to HF patients with clinical symptoms and
includes medication administration, sodium control, and symptom monitoring. HF patients often
need assistance from family members to help them deal with HF symptoms, administer

medications, control fluids and sodium, and monitor side effects of medications (Dracup et al.,
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2003; Reigel & Dickson, 2008). Evidence shows that medical tasks required by HF patients are
difficult and time consuming (Bakas et al., 2006; Pressler et al., 2009). Medical tasks are difficult
and may lead less-experienced FCGs to experience role conflict. These FCGs may spend more
time completing difficult HF caregiving tasks until they cannot complete their other roles as
expected, leading them to develop a sense of role strain
Physical Care Tasks

In this study, physical care tasks for HF patients was defined as the assistance from FCGs
in regard to ADL (eating, bathing, using toilet, helping with mobility) and IADL (doing laundry,
transporting patients, preparing meals, shopping, doing housework) services (Friedman et al.,
2008; Saunders, 2008; Schumacher, Beck, & Marren, 2006). Some physical care of HF patients
may be difficult and time consuming, which leads FCGs to develop role conflict caused by
incompatibility among multiple role demands. FCGs may spend their time completing difficult
physical care tasks for HF patients, which leads them to have insufficient time to complete other
roles. Role conflict leads many FCGs to experience role strain because they feel stress when
performing the caregiver role along with other roles (Edwards et al. 2002).
Emotional Care Tasks

HF patients experience emotional problems due to their severe symptoms and physical
limitations (Dracup et al., 2004; Albert et al., 2010). HF patients are often concerned by severe
symptoms and the uncertainty of their future lives, which results in depression, sadness, anxiety,
and hopelessness (Friedman et al., 2008; Scott, Setter-Kline, Britton, 2004). FCGs frequently
help HF patients to deal with emotional problems, which may lead FCGs to experience role
conflict and role strain (Bakas & Bungerner; 2002; Bakas et al., 2006). In this study, emotional

care tasks was defined as the assistance from FCGs to relieve the stress, anxiety, and worries of
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HF patients. When HF patients experience emotional distress, FCGs provide emotional support
including listening, empathizing, and talking through problems. Additionally, FCGs may
facilitate relief of HF patient emotional distress by helping them to meditate or pray. Research
has shown that emotional support is often the most difficult task of FCGs and that it can lead
FCGs to experience negative effects of caregiving (Bakas et al., 2001; Pressler et al., 2009).

FCGs manage various health problems of HF patients, which may lead FCGs to
experience emotional distress that hinders their ability to care for patients. Studies show that HF
patients reported more medical, emotional, and physical problems than patients of other chronic
diseases (Boyd et al., 2004; Dracup et al., 2004; Reigel et al., 2009). Many studies revealed that
HF patients frequently experienced uncontrolled symptoms, emotional distress, and poor quality
of life (Boyd et al., 2004; Juenger, Schellberg, Kraemer, Haunstetter, Zugck, Herzog, & Haass,
2002). These patients also had little understanding of their illness and its prognosis. Because of
problems related to HF, patients frequently require medical, emotional, and physical care from
FCGs. Studies show that dealing with HF patient care tasks can lead FCGs to develop emotional
distress in the form of depression, anxiety, stress, or role strain (Biegel & Schulz, 2003; Molloy,
Johnston, & Witham, 2005). Results show that FCGs who cannot deal with the medical and
physical care tasks report high levels of emotional distress because they face problems
completing caregiving tasks (Bakas et al, 2006.).

To sum up, FCGs who perform a caregiving role in addition to other roles are at risk of
experiencing role conflict and role strain if they cannot balance their role obligations (Gordon et
al., 2011). Carrying out the caregiver role is often a difficult and time consuming task that
disturbs the completion of other family and social roles. Multiple role obligations and difficult

and time consuming HF caregiving tasks have an impact on caregiver role conflict, which leads
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to role strain. However, some evidence shows that social support can affect levels of emotional
distress, such as role conflict and burnout (Jawahar, Stone, & Kisamore, 2007). Social support
may moderate the relationship between caregiver role conflict and role strain. The following
section will discuss the impact of the belief in the Buddhist Karma Rule on the relationship
between role conflict and role strain.

Religious Beliefs

Current scientific studies have shown that religious beliefs and attendance in religious
activities can improve both patient and FCG health (Pearce, Singer, & Pringerson, 2006;
Strawbridge et al., 2001). The results showed that FCGs who had greater levels of involvement
in religious activities reported low levels of emotional distress and increased levels of mastery of
their caregiver role, self-esteem, and self-care (Murrey-Swank et al., 2006). Additionally, FCGs
can utilize religious beliefs as caregiving resources in coping with caregiving situations
(Strawbridge et al., 2002; Wallhagen & Yamamoto-Mitani, 2006). In other words, religious
beliefs can be significant factors that can affect levels of role conflict and role strain. In this
study the main religious belief is the belief in the Buddhist Karma Rule and may influence levels
of emotional distress in FCGs who care for an HF patient.

One Thai study that was conducted among FCGs of the elderly in northeast Thailand
found that rural FCGs report greater levels of religious involvement (Caffrey, 1992). FCGs with
greater levels of religious involvement may deal with the emotional distress that comes from
caring for the elderly. Belief in Buddhism, particularly the belief in the Karma Rule, helps FCGs
to deal with their caregiving responsibilities. The following paragraph will discuss the belief in
the Buddhist Karma Rule, which may moderate the relationship between role conflict and role

strain.
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Belief in the Buddhist Karma Rule

In Thailand, the belief in the Buddhist Karma Rule is a significant factor motivating most
FCGs to provide care for sick family members (Jullamate et al., 2007; Sethabouppha & Kane,
2005; Subgranon & Lund, 2000; Caffrey, 1992). Thai Buddhists believe that if they provide
good care for others, they will receive good things in return such as good care from family
members or their children, or a good life in the next world. In this study, belief in the Buddhist
Karma Rule was conceptually defined as the intensity of FCGs’ belief in the philosophical
concept of every action having a result (cause and effect) (Caffrey, 1992; Wallhagen &
Yamamoto-Mitani, 2006; Yen, Teng, Huang, Ma, Lee, & Tseng, 2010). The concept of cause
and effect states that every cause has an effect, or that all actions have results (Hsu & Shyu,
2003). In other words, if FCGs provide good care for an HF patient, they will receive the same
care from their family members when they are older or sick, or receive good things in return. The
belief in the Buddhist Karma Rule may moderate levels of role conflict and role strain in FCGs
because they have the opportunity to do good things in their lives. The belief in the Karma Rule
may help Buddhist FCGs to deal with their role conflict and role strain from caring for HF
patients with functional class Il to 1V.
Social Support

Social support can be a significant factor that may reduce levels of emotional distresses
(Cox & Monk, 1996; Hwang et al., 2011; Kramer & Kipnis, 1995) that include caregiver role
conflict and role strain. FCGs who receive social support may have more time to care for
themselves, or to deal with other social roles. Social support was defined in this study as the
assistance from family members, friends, and other significant people to care for HF patients.

Specifically, FCGs who receive resources and support from family members, friends, and other
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significant persons to deal with their caregiving roles have enough time to complete other social
roles. Individuals provide the support to others in accordance with their values influenced by
religion, culture, and social characteristics (Goode, 1960; Caffrey, 1992).

To conclude, social support was identified in this study as a resource for the caregiving
role. FCGs may utilize support from family, friends, and other significant persons in completing
difficult and time consuming HF caregiving tasks, which may moderate the level of role conflict
and role strain. In this study, social support was included in the modified model as a moderating
factor that influences the relationship between role conflict and role strain.

FCG Characteristics

FCG and HF patient characteristics were both defined as antecedents of role conflict and
role strain (Goode, 1960). For the purpose of this study, FCG characteristics were considered to
be sociodemographic and socioeconomic variables including FCG age, gender, education,
household income, employment status, number of roles, number of hours of care, and physical
function. These significant FCG factors may be associated with difficult and time consuming HF
caregiving tasks, resulting in role conflict and role strain. Each of these FCG characteristics may
have a positive or negative effect on the level of role conflict (Maclean, Glynn, & Ansara, 2004;
Williams, Dilworth-Anderson, & Goodwin, 2003). Specifically, these individual factors may
influence difficult and time consuming HF caregiving tasks, resulting in role conflict and role
strain.

Regarding gender, female FCGs tend to experience more role conflict and role strain than
male FCGs (Elliott & Shewchuk, 2003; Lyons et al., 2010). One study found that female FCGs

report higher levels of physical and emotional distress than male FCGs (Yee & Schulz, 2000).
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FCG gender was included in this study for further investigation because of its impact on role
conflict and role strain.

For FCG age, older FCGs tend to report high levels of role conflict and role strain (Mui
& Morrow-Howell, 1993). One study revealed that the oldest group of FCGs who were
responsible for elderly relatives reported high levels of caregiver role conflict and role strain
(Mui & Marrow-Howell). The results showed that older FCGs who care for elderly relatives
tended to experience greater role overload and role conflict.

With regard to FCG education, studies have shown that FCGs who are less educated
report more negative feelings than well-educated FCGs (Scharlach, Li, & Dalvi, 2006; Wang et
al., 2010). Well-educated FCGs may have more resources and support to deal with difficult and
time consuming HF caregiving tasks than less-educated FCGs. This may lead well-educated
FCGs to experience low levels of role conflict and role strain.

In terms of the number of roles, FCGs who perform multiple roles are hypothesized to
develop role strain if they cannot fulfill all role obligations (Archbold et al., 1990; Elliott, 2003;
Hetch, 2001). FCGs who perform multiple roles may devote their time to caring for HF patients,
leading many FCGs to lack time to care for themselves or complete other social role obligations.
The roles of FCGs may include caregiver, spouse, son/daughter, brother/sister, parent, friend,
neighbor, worker, and grandfather/grandmother.

For number of hours of care, studies found that FCGs who spend long hours caring for
chronically ill patients tend to report high emotional distress and negative outcomes (Bakas &
Burgener, 2002; Wang et al., 2010). FCGs who take care of patients for longer hours may face a

lack of time to complete other social roles such as work roles, leisure roles, and family roles,
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which leads them to develop role conflict and role strain (Bakas & Burgener; Seib & Muller,
1999).

With respect to employment status, there have been inconsistent study results regarding
levels of role conflict and role strain in employed and unemployed FCGs (Edward et al., 2001,
Leaptrott & Mcdonald, 2011; Maclean, Glynn, & Ansara, 2004; Perrone et al., 2005). Study
results reported that employed FCGs experience higher levels of role conflict and role strain than
unemployed FCGs because FCGs cannot complete caregiver and work role obligations. FCG
employment status and the effect of a caregiver role on work role were included in this study to
further examine their relationship with role conflict and role strain.

FCG physical function was hypothesized to have an impact on caregiving tasks, resulting
in role conflict and role strain. Due to poor physical function, some FCGs have limited abilities
to assist HF patients with physical and medical care, leading them to develop emotional distress
such as role conflict and role strain (Chung, Pressler, Dunbar, Lennie, & Moser, 2010).

Rural

In this study, a rural area can be defined as an area located outside of the local
government of municipal division (Kaothien & Webster, 1998; The Royal Institute Thailand,
2009). Rural areas have less density of population than urban areas and the major occupation is
agriculture. In rural areas of Thailand, residents live far away from the tertiary health care setting
so they have limited access to specialty care and treatment. FCGs may have to deal with
symptoms of HF patients when these patients experience worsening symptoms. It is difficult for
FCGs to take HF patients to a tertiary hospital. This may lead FCGs of HF patients to experience

emotional distress from caring for HF patients. FCGs may have to deal with severe symptoms for
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HF patients because they may have delayed access to the tertiary care hospital due to long
distance.

Rural Thai residents have close relationships with family and community (Dedkhard,
2011). Thai FCGs who live in rural areas may have more involvement in religious activities,
which may help many to deal with emotional distress caused by performing a caregiver role and
other family and social roles. Rural Thai FCGs frequently have less access to public facilities,
information, and medical support due to living in remote areas (Dedkhard, 2011). FCGs in rural
areas may experience role conflict and role strain while caring for HF patients due to lack of
resources and medical support. In this study, all participants included FCGs who lived in rural
areas of eastern Thailand. These FCGs may experience role conflict and role strain because of
dealing with HF caregiving tasks.

HF Patient Characteristics

Significant factors of HF patients include age, gender, and education that may have an
impact on caregiving tasks. Specifically, difficult and time consuming HF caregiving tasks affect
the extent of care that FCGs have to provide to HF patients.

Older patients may develop more physical disabilities than younger HF patients (Albert et
al., 2010). In particular, older HF patients report higher levels of dependence on FCGs than
younger HF patients. Highly dependent HF patients require difficult and time consuming care
from FCGs, causing these FCGs to experience role conflict and role strain (Yang et al., 2008).

Patient gender can also have an impact on physical disability in HF patients (Krumholz et
al., 2004; Mcdonald et al., 2002; Rohrbaugh et al., 2002). Female HF patients report higher

physical disabilities and emotional distress than male patients (Reigel et al., 2006; Ryan &
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Farrelly, 2009). This may lead FCGs to report higher role conflict and role strain when they are
responsible for female HF patients.

HF patients’ varying education levels may influence levels of caregiver role conflict and
role strain (Barbareschi et al., 2011). Well-educated HF patients may have more opportunities to
search for information, support, and resources to meet their caregiving demands than less-
educated patients (Barbareschi et al.). This may cause FCGs of well-educated HF patients to
experience low levels of role conflict and role strain.

In summary, FCG and HF patient characteristics may significantly impact difficult and
time consuming HF caregiving tasks, caregiver role conflict, and caregiver role strain. It remains
unclear how these variables will positively or negatively impact caregiver role conflict and role
strain. It is necessary to further examine these relationships. The following section will describe
the relationship between significant components of the modified conceptual framework.
Relationship among Components of the Conceptual Model

The Role Strain Model of Rural Thai Family Caregivers of HF Patients model on which
this study is based was developed by the PI and modified from Goode’s Role Strain Theory
(1960) (see Figure 1). The antecedents of role conflict and role strain based on Goode’s theory
refer to FCG and HF patient factors that influence difficult and time consuming HF caregiving
tasks: medical, emotional and physical care. Difficult and time consuming HF caregiving tasks
include HF patient medical care (drug administration, sodium control, and symptom
observation), physical care (ADL and IADL tasks), and emotional care (being with the patients
when they have emotional problems). These caregiving tasks affect role conflict and role strain.
Caregiver role conflict occurs when FCGs experience incompatible role demands due to

performing multiple role obligations. FCGs who experience role conflict can develop negative
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feelings such as difficulty, confinement, and stress; which are identified as caregiver role strain
(Goode, 1960; Archbold et al., 1990).

The Role Strain Model of Rural Thai Family Caregivers of HF Patients includes six
significant dimensions: FCG characteristics, HF patient characteristics, difficult and time
consuming HF caregiving tasks, belief in the Buddhist Karma Rule, Social support, caregiver
role conflict, and caregiver role strain. This modified linear relationship model shows the
associations among these six dimensions: FCG and HF patient characteristics, difficult and time
consuming HF caregiving tasks, the belief in the Buddhist Karma Rule, Social support, caregiver
role conflict, and caregiver role strain.

According to this framework, FCG characteristics (age, gender, education, relationship to
patient, household income, employment status, number of roles, number of hours of care, and
physical function) (upper left side of the Figure 1) and HF patient characteristics (age, gender,
and education) (lower left side of the Figure 1) significantly affect levels of caregiver role
conflict and role strain (Specific aim One). In this study, it was hypothesized that difficult and
time consuming HF caregiving tasks significantly impact caregiver role conflict (middle of the
Figure 1) as described in Specific aim Two. FCGs of HF patients deal with difficult and time
consuming HF caregiving tasks (medical, emotional and physical care tasks) that are difficult
and time consuming, leading them to develop the feeling of caregiver role conflict. These FCGs
develop role strain as feelings of difficulty, confinement, and stress that result from role conflict.

For moderating factors, the belief in the Buddhist Karma Rule is hypothesized to
moderate the relationship between levels of role conflict and role strain (Specific aim Three).
The belief in the Buddhist Karma Rule motivates FCGs to provide care for HF patients. Another

possible moderating factor is social support. Higher levels of social support were therefore
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hypothesized to moderate the relationship between levels of caregiver role conflict and role
strain (Specific aim Three).
Summary

The purpose of this chapter was to discuss the model development and conceptual model
of this study. The Role Strain of Rural Thai Family Caregivers of HF Patients model was
modified for this study based on the Role Strain Theory (Goode, 1960). The model includes
significant dimensions that have been hypothesized as being related. The significant factors of
FCGs and HF patients based on the Role Strain Theory emphasize individual sociodemographic
and socioeconomic characteristics that influence caregiver role conflict and role strain. Difficult
and time consuming HF caregiving tasks were defined as the medical, physical, and emotional
care tasks that FCGs perform for HF patients. These difficult and time consuming HF caregiving
tasks are significant factors that influence levels of caregiver role conflict and role strain. The
belief in the Buddhist Karma Rule and social support was tested as a possible moderating factor

of the relationship between caregiver role conflict and role strain.
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Chapter 3
Literature Review

The purpose of this chapter is to review literature regarding role conflict, role strain,
difficult and time consuming HF caregiving tasks, FCG and HF characteristics, belief in the
Buddhist Karma Rule, and social support. In this literature review, an overview of role conflict
and role strain will be introduced first. Second, HF caregiving tasks and difficult and time
consuming HF caregiving tasks will be presented. Third, significant factors of role conflict and
role strain that include FCG and HF patient characteristics will be reviewed and discussed.
Finally, studies in regard to the belief in the Buddhist Karma Rule and social support, which
were hypothesized to influence levels of role conflict and role strain, will be presented.
Literature Review: Role Conflict and Role Strain

Role conflict and role strain have been studied since the mid-1960s in several academic
areas, such as sociology, anthropology, social work, psychology, medicine, and nursing (Byron,
2005; Casper, Martin, & Erdwins, 2002; Frone, Russel, & Cooper, 1992; Lengacher, 1996).
Research has been conducted to study the effects of possessing multiple roles. Much research has
focused on role conflict in the work-family role (Barnett & Hyde, 2001; Greenhaus & Powel,
2006). These studies have consistently shown that individuals who care for family members and
work outside the home tend to develop role conflict, resulting in emotional distress, such as
stress and strain (Allend et al., 2000; Byron, 2005; Frone, 2000; Frone et al., 1992). Additionally,
the results show that role conflict and role strain have been found to negatively influence
individuals’ health and well being.

Role strain is also identified as an interesting phenomenon in the nursing field. Numerous

nursing studies report negative psychological and physical distress in FCGs who care for
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chronically ill patients (Archbold et al., 1990; Schumacher et al., 2008). Role conflict and role
strain are subtypes of emotional distress (Dilworth-Anderson, Williams, & Cooper, 1999). Role
conflict and role strain are negative emotional distresses that may occur while FCGs are caring
for chronically ill patients or disabled persons. Additionally, significant factors such as
sociodemographics, socioeconomic, and health conditions that influence levels of role conflict
and role strain have also been studied (Maclean, Glynn, & Ansara, 2004; Vilhjalmsson &
Jansdottir, 2006; Williams, Dilworth-Anderson, & Goodwin, 2003).

Compared to non-FCGs, FCGs frequently experience high levels of emotional distress,
including depression, anxiety, stress, and role strain (Schulz, Beach, Lind, Martire, Zdaniuk,
Hirsch, Jackson, & Burton, 2001; Schulz et al., 2004). Role conflict and role strain can have
negative effects on FCGs’ physical and psychological health (Houghs & Galinsky, 1994;
Beitman, et al., 2004; Ward, 1986). FCGs who experience role conflict and role strain frequently
report poor physical and psychological health. These FCGs can develop undesirable symptoms,
such as headaches, anxiety, insomnia, depressive symptoms, and fatigue (Frone, 2000; Williams,
Dilworth-Anderson, & Goodwin, 2003; Ward, 1986).

Many role strain studies have focused on individual factors that affect levels of role
conflict and role strain in FCGs of chronically ill patients (Archbold et al., 1990; Schumacher et
al., 2008). Much research has been conducted to examine role conflict and role strain in FCGs of
disabled persons such as the elderly and children. The majority of participants in role strain
studies have been FCGs of chronically ill patients and disabled people. These studies show that
chronically ill patients and disabled persons require more intensive care from FCGs, which
causes these FCGs to experience role conflict and role strain. Due to the fact that HF is a chronic

illness that deteriorates the physical and psychological health of patients, HF patients frequently
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require medical, physical, emotional, and social care from FCGs to maintain their health
(DeGeest et al., 2003; Jaarsma et al., 2000; Pressler et al., 2009). FCGs who provide
comprehensive care for HF patients may experience role conflict and role strain from dealing
with difficult and time consuming HF caregiving tasks. Although FCGs of HF patients are at
greater risk of developing role conflict and role strain, few studies are conducted in this area.

In summary, previous role conflict and role strain literature focuses on multiple
dimensions of caregiver role strain, such as emotional, physical, financial, social, and work-
related strain (Archbold et al., 1990; Elliott & Shewchuk, 2003; Glynn et al., 2009; Martire &
Stephen, 2003). The majority of caregiver role strain studies have included FCGs who care for
elderly, dementia, cancer, or stroke patients. Although FCGs of HF patients are at risk for
experiencing emotional distress, there are few studies regarding HF caregiver role conflict and
role strain.

The following section will present the literature review in regard to HF disease, difficult
and time consuming HF caregiving tasks, and how difficult and time consuming HF caregiving
tasks can influence caregiver role conflict and role strain. The review begins with HF disease,
and then discusses difficult and time consuming HF caregiving tasks, role conflict, and role
strain.

Heart Failure

HF severity has been classified into four groups of functional classes using the criteria of
the New York Heart Association (2010). The next paragraph will discuss the functional class of
each category of HF.

HF functional classes. HF patients can be classified based on the functional classes of

the NYHA (2010) and includes class I, 11, 111, and V. For HF functional class I, HF patients

49



have no limitation in performing physical activities such as eating, bathing, walking, shopping,
and preparing meals (NYHA). HF patients with functional I can manage their daily activities and
HF symptoms. FCGs of HF patients with functional class | may provide some medical care (drug
administration and some sodium control) and emotional care. Most FCGs of HF patients with
functional class | may not experience role conflict and role strain from caring for HF patients.
FCGs who care for HF patients with functional class | were not included in this study because
they have low levels of involvement in caring for HF patients.

HF patients with functional class Il have a slight limitation of physical activity that
causes them to experience fatigue, palpitation, or dyspnea during ordinary physical activities
(NYHA, 2010). HF patients with functional class 11 can deal with some of their daily activities.
These patients may require more medical care (drug administration, sodium control, symptom
management, etc.), physical care (physical exercise, house work, etc.) and emotional care (stress
and depression relief, etc.) from their FCGs than HF patients with functional class I. FCGs who
provide care for HF patients with functional class Il for long periods of time may experience role
conflict and role strain.

HF patients who are classified with functional class 11 experience marked limitation of
physical activity. These patients are comfortable at rest but experience fatigue, palpitation, or
breathlessness when they perform less than ordinary physical activities such as walking short
distances or doing ADL with dyspnea (NYHA, 2010). FCGs of HF patients with functional class
I11 deal with medical, physical, and emotional care that may include more difficult and time
consuming tasks (DeGeest et al., 2003). This may cause many FCGs to experience role conflict

and role strain.
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For the most severe class, functional class 1V, HF patients cannot perform physical
activities such as walking, bathing, and eating without discomfort. If HF patients with functional
class IV perform physical activities, they will experience increased discomfort (NYHA, 2010).
Studies have shown that HF patients with a greater severity level of functional class tend to
demand more care from their FCGs (Bakas et al., 2006; DeGeest et al., 2003). FCGs of HF
patients with functional class IV may experience role conflict and role strain because they may
deal with more difficult and time consuming caregiving tasks. Studies showed that FCGs of HF
patients with functional class 1l to IV have reported high levels of emotional distress, such as
depression, stress, burden, and role strain as a result of performing difficult and time consuming
HF caregiving tasks (DeGeest et al.; Friedman et al., 2008). Therefore, FCGs of HF patients with
functional class Il to IV were included in this study in order to examine their levels of role
conflict and role strain from providing care for HF patients.

HF caregiving tasks. Most FCGs of HF patients have to manage many types of
caregiving tasks. Oberst et al. (1989) categorized caregiving tasks as direct care, IADL care, and
interpersonal care. The original version of the Oberst Caregiving Burden Scale (OCBS) was used
in this study to measure the burden of caregiving tasks (Carey, Oberst, McCubbin, & Hughes,
1991; Oberst, 1989). The revised OCBS is used to measure caregiving tasks’ levels of difficulty
and time consumption based on the caregiver’s perception (Bakas & Burgener, 2002; Bakas et
al., 2006). The revised version was not used to measure levels of burden in this study. Caregiving
tasks in the revised OCBS include: medical and personal care tasks, emotional and behavioral
care tasks, financial tasks, communication, and talking with health care professionals (Oberst et

al., 1989; Bakas et al., 2006; Pressler et al., 2009).
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Studies of Bakas and colleagues (2001; 2002; 2006) have been conducted using the
revised OCBS to measure the level of difficulty and time consuming care tasks based on the
perception of FCGs. These results show that medical tasks, personal tasks, and emotional tasks
were the most difficult tasks. Additionally, personal tasks and emotional tasks were the most
time consuming tasks (Bakas et al.). Pressler and colleagues (2009) also used the OCBS to
measure levels of difficulty and time consumption in FCGs of HF patients. FCGs of HF patients
reported that emotional care and dietary managing were difficult. The OCBS showed high
reliability of difficult and time consuming. Based on the study results of Bakas and colleagues
(2001; 2002; 2006) and Pressler and colleagues (2009), the OCBS was suitable for use in this
study to measure the extent of difficult and time consuming tasks in regard to FCGs’ perception.

In this study, the P1 modified categories of caregiving tasks in the OCBS. Fifteen items of
the OCBS are grouped into three categories, which include medical tasks, physical tasks, and
emotional care tasks. For medical care tasks, FCGs in this study were asked to rate the levels of
difficulty and time consumption in completing medical care tasks, such as administration,
monitoring symptoms, and talking with health professionals. FCGs rated their experience
regarding difficulty and time consumption in regard to physical care tasks for HF patients, such
as personal care, finance management, housework, transportation, and communication. In terms
of emotional care tasks, FCGs were asked to report the level of difficulty in providing emotional
support and managing emotional problems for the patient. The difficulty of each HF caregiving
task will be discussed in the following paragraph.

Difficult HF caregiving tasks. HF is a chronic disease that frequently results in physical,
emotional, and social disabilities (Jaarsma et al., 2000, Pressler et al., 2009; Riegel et al., 2009).

HF patients can develop severe symptoms and negative effects, including physical symptoms
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(dyspnea, cough, edema, loss of appetite, constipation as result of bed rest, increased urine
output as result of diuretic drugs, fatigue as a result of low ejected fractions, bed rest, and sleep
disturbance), emotional problems (sadness, anxiety, depression, and stress), and social problems
(decrease in social activity as a result of fatigue and anxiety, and fear of being rejected by
society) (Albert et al., 2010; Riegel et al., 2009).

FCGs are often required to care for HF patients at home. These FCGs frequently assist
HF patients with medical, emotional, and physical care. This may cause FCGs to experience role
conflict and role strain because they cannot deal with these difficult HF caregiving tasks. One
study found that medical tasks and emotional support are the most difficult tasks and lead FCGs
to experience negative effects of caregiving (Bakas et al., 2006). Studies have also shown that
being an FCG to HF patients can produce substantial stress and often results in poor
psychosocial outcomes for the FCG (Hwang et al., 2011; Pressler et al., 2009).

Time consuming HF caregiving tasks. Research regarding a variety of chronic illnesses
has consistently found that providing care to functionally dependent patients contributes to
physical and psychological morbidity in FCGs (Friedman et al., 2008; Vitaliano, Zhang, Scanlan,
2003). Earlier studies found that informal caregivers experience higher levels of strain and stress,
and have a higher mortality risk than non-FCGs (Molloy, Johnstonb, & Witham, 2005; Schulz &
Beach, 1999). The majority of informal caregiver studies have been with Alzheimer’s disease,
dementia, stroke, and cancer patients. There are few other studies regarding the impact of the
informal caregiver role for HF patients. Specifically, the impact of difficult and time consuming
HF caregiving tasks on FCGs’ health should be investigated (Bakas et al., 2006).

Regarding earlier studies, some found that medical, physical, and emotional care tasks

are time consuming tasks, particularly when caregiving for HF patients with high levels of
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physical disability (Bakas et at., 2006; Friedman et al., 2008; Maraldi et al., 2006). Timely
caregiving for patients with high levels of physical disability may disrupt FCGs’ personal or
other social roles and may produce negative effects of caregiving, including role conflict and role
strain.

In 2005, Molloy and colleagues reviewed articles concerning the informal HF caregiving
role and its impact on the health of the FCG. The results showed that specific demands on FCGs
include monitoring difficult medical and self-care management of HF patients. In addition, HF
patients were frequently hospitalized. Few studies have been conducted regarding difficult and
time consuming medical, emotional, and physical tasks. Another study found that patients with
moderate to severe HF are often dependent on family or friends for assistance with IADL tasks
(such as shopping, doing housework, preparing meals) and ADL tasks (bathing, eating, and
dressing) (DeGeest et al., 2003; Friedman et al., 2008). FCGs often deal with various problems
of HF patients, which includes limitation of physical movement, difficult medical care,
emotional distress, social dysfunction, and sleep disturbance, resulting in negative effects on
FCGs’ health (DeGeest et al., 2003; Bakas et al., 2006; Pressler et al., 2009).

In summary, although family members play a major role in supporting their ill or
disabled relatives, the emphasis in current research has been on the patient and the disease
process rather than on FCGs (DeGeest et al., 2003; Molloy et al., 2005). FCGs’ physical and
psychological distress is associated with the extent of the patient’s disability, and level of
difficulty and number of caregiving tasks. Research literature has indicated that the most
significant consequence of caregiving is the emotional distress placed on FCGs (DeGeest et al.;

Friedman et al., 2008). Providing care for HF patients may restrict FCGs’ personal life,
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employment, social life, and recreational activities, resulting in stressful environments for the
FCGs (Roth et al., 2005; Schulz et al., 2004).

Types of HF caregiving tasks. FCGs play an important role in caring for chronically ill
patients. These FCGs deal with various care tasks for this study. Caregiving tasks were
frequently defined by the time spent on the tasks, the number of tasks, and the amount of
assistance provided (Cameron, Cheung, & Stewart, 2002; Carey et al., 1991; Nijboer, Trimstra,
Tempelaar, Sandeman, & van den Bos, 2001; Oberst et al., 1989). Caregiving tasks are
frequently measured by the number of activities for which the patient is dependent upon the FCG
(Kramer & Kipins, 1995). Evidence shows that a greater involvement in caregiving tasks is
related to a higher level of emotional distress (Montogomery, Goneea, & Hooyman, 1985; Bakas
et al., 2006).

HF patients often develop many troublesome signs and symptoms that require FCGs to
deal with medical care tasks (Albert et al., 2010; Pressler et al., 2009; Riegel & Dickson, 2008).
HF patients need assistance from family members to help them deal with severe symptoms,
administer medications, control fluids and sodium, and monitor side effects of medications
(Bakas et al., 2006; Jaarsma et al., 2000). FCGs who help HF patients deal with medical HF
caregiving tasks may experience role conflict and role strain because less-experienced FCGs may
have problems detecting worsening signs and symptoms. FCGs have to prepare a restricted
sodium diet for HF patients daily. Sodium control in the diet of HF patients can be a challenge
for FCGs because it is difficult to calculate the total amount of sodium in ordinary food.
Furthermore, HF patients may not control sodium, which affects the FCGs ability to deal with

this problem.
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Due to the progressive disability of many HF patients, they become more dependent on
FCGs for physical care tasks, such as mobility, bathing, and eating (DeGeest et al. et al., 2003).
FCGs assist HF patients with mobility, housework, preparing meals, and other daily activities.
FCGs assist HF patients with activities of daily living (ADL) and instrumental activities of daily
living (IADL) care (DeGeest et al.; Evangelista et al., 2002). ADL tasks refer to the assistance
provided to HF patients with activities such as eating, bathing, and walking (Schumacher, Beck,
& Marren, 2006). IADL tasks involve assisting HF patients with instrumental activities of daily
living, such as meal preparation, transportation, and housework (Schumacher et al.). ADL and
IADL are time consuming tasks, particularly when caring for HF patients with high levels of
physical disability (Bakas et al., 2006; Riegel et al., 2009). Caregiving for patients with high
levels of physical disability may disrupt FCGs’ personal time or other social roles and may
produce negative effects of caregiving, including role conflict and role strain.

Emotional care is a major need of HF patients (Hwang et al., 2011; Molloy et al., 2005).
HF patients experience emotional problems such as sadness, depression, fear, anxiety, and stress
because HF causes severe symptoms and sometimes sudden death (Hwang et al.; Krumholz et
al., 2002). Emotional care refers to the assistance from FCGs to relieve the stress, anxiety, and
worries of the HF patient. HF patients are often concerned with their severe symptoms and the
uncertainty of their future lives. It is often necessary for FCGs to provide emotional support for
HF patients to relieve these negative emotions. FCGs provide emotional care for HF patients,
which includes helping them to relieve emotional distress, providing support to the patients, and
assisting patients in managing their negative emotions such as stress; depression; and anxiety

(Bakas et al., 2006; Oberst et al., 1989).

56



FCGs are required to manage various health problems of HF patients, which may cause
FCGs to experience emotional distress and hinder their ability to provide help to patients. If the
FCGs handle multiple tasks for disabled patients along with completing other role obligations,
they may be at risk for experiencing role conflict and role strain (Prawtaku, 2005; Schumacher et
al., 2008). In comparison with other chronic conditions, HF patients have reported some of the
worst physical, psychological, and social problems (Boyd et al., 2004; Hwang et al., 2011).
Many studies found that HF patients frequently experienced uncontrolled symptoms, emotional
distress, and poor quality of life and had little understanding of their illness and its prognosis
(Hwang et al., 2011; Juenger et al., 2002; Molloy, Johnstonb, & Witham, 2005). FCGs of HF
patients with functional class Il to IV may have to deal with unexpected severe symptoms such
as fatigue, breathlessness, and edema.

Additionally, many HF patients may not be able to deal with self-care and difficult
medication schedules (Jarrsma et al., 2000; Molloy, Johnstonb, & Witham). Consequently, HF
patients frequently require more medical, physical, and emotional care from FCGs, which may
cause FCGs to develop emotional distress including depression, anxiety, stress, and role strain
(Biegel & Schulz, 1999; Molloy et al., 2005). In Thailand, HF patients at the advanced stage may
experience severe symptoms and may not be able to manage them by themselves (Dedkhard,
2011). This may result in Thai HF patients with functional class Il to IV requiring more medical,
physical, and emotional care from their FCGs, causing Thai FCGs to experience role conflict,
role strain, and other emotional distresses.

In Thailand, the incidence and prevalence of HF is increasing (Ministry of Public Health
of Thailand, 2008). There are very few comprehensive studies that have systematically examined

the physical and emotional impacts of difficult and time consuming HF caregiving tasks on
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informal caregivers in Thailand. Little is known about caregiver role conflict and role strain in
FCGs of HF patients. There is a lack of literature regarding the impact of HF caregiving tasks on
FCG health, particularly on emotional distress such as role strain.

In summary, previous studies have shown that caregiving tasks can frequently affect the
emotional, physical, and social health of FCGs (Bakas et al., 2006; Hwang et al., 2011; Gaugler,
Hanna, Linder, Given, Tolbert, Kataria, & Regine, 2005; Oberst et al., 1989). HF patients
experience physical, emotional, and social disability due to the poor function of their heart.
Caregiving tasks of HF patients may affect FCGs’ psychological health and social function
because these FCGs often modify their personal lives, change their family’s overall lifestyle, and
interrupt the established balance within their family (Molloy et al., 2005; Pressler et al., 2009).
Caregiving tasks in relation to HF symptoms have been identified as significant predictors of
emotional distress, including role conflict and role strain. The relationship between the HF
patient’s needs and the difficult and time consuming HF caregiving tasks can produce role
conflict and role strain. The following section will present how difficult and time consuming HF
caregiving tasks impact the levels of role conflict and role strain.

Difficult and Time Consuming HF Caregiving Tasks, Role Conflict, and Role Strain

Research has suggested that providing care to chronically ill patients or disabled persons
can have deleterious effects on the psychological and physical health of FCGs (Schulz, O’Brien,
Bookwala, & Fleissner, 1995; Schulz, Visintainer, & Williamson, 1990; Yu, Lee, Kwong,
Tompson, & Woo, 2007). Study results show that difficult and time consuming HF caregiving
tasks negatively affect FCGs’ physical and emotional health (Bakas & Bungerner, 2002; 2006;

Pressler et al., 2009).
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Pressler and colleagues (2009) and Bakas and colleagues (2006) found that HF
caregiving tasks are frequently difficult and time consuming. These two studies reveal that FCGs
of HF patients tend to experience physical and emotional distress due to difficult and time
consuming physical, emotional, and social care for HF patients. FCGs may experience emotional
distress symptoms that include stress, depression, anxiety, role conflict, and role strain due to
dealing with difficult and time consuming HF caregiving tasks (Hwang et al., 2011; Pressler et
al., 2009). Many studies show that FCGs who complete multiple roles tend to experience role
conflict and role strain because they cannot effectively balance their roles (Brody, 1989, 1990;
Goode, 1960; Roth et al., 2005; Vitaliano et al., 2003). FCGs who perform additional family and
social role obligations often spend much of their time and energy completing their roles. This
may lead these FCGs to experience negative outcomes of care such as role conflict and role
strain.

Study results show that employed FCGs tend to experience role conflict and role strain
because family roles and work roles are frequently in conflict with each other (Barling,
MacEwen, Kelloway, & Higginbottom, 1994; Butler, Grzywacz, Bass, & Linney, 2005; Gordon
etal., 2011; McManus, Korabik, Rosin, & Kelloway, 2002). With regard to these studies, there
are consistent results that FCGs who care for HF patients tend to report high emotional distress
such as stress, depression, worry, anxiety, and uncertainty (Bakas et al., 2006; Chung et al.,
2010; Elliott, & Shewchuk, 2003; Pressler et al., 2009). Patients in the advanced stages of HF
disease become dependent upon family members and require permanent assistance from FCGs.
FCGs who provide care for HF patients with functional class Il to IV may experience a loss of

time spent on personal, professional, and social lives; recreational activities; and managing a
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household, causing FCGs to develop a sense of role conflict (Bakas et al., 2006; Perrone et al.,
2005; Piko, 2006).

Caregiving demands lead many FCGs to experience physical and emotional problems if
they cannot handle their caregiving roles (Martire & Stephen, 2003; Molloy et al., 2005). FCGs’
emotional distress may also result from worrying about worsening symptoms and the possible
sudden death of a patient. This often results in negative effects on the caregiver, such as stress,
emotional distress, strain, and depression (Haley et al., 2003; Hwang et al., 2011; Nijboer et al.,
2001; Schulz et al., 2001).

In summary, research reveals a negative impact on the emotional and physical health of
many FCGs due to caring for chronically ill patients. As previously described, there are limited
studies concerning the impact of difficult and time consuming HF caregiving tasks on caregiver
role conflict and role strain. Some studies have been conducted regarding number and difficulty
of HF tasks. Studies have shown that caregiving tasks of HF patients are difficult and time
consuming, leading FCGs to experience negative outcomes (Bakas et al., 2006; Pressler et al.,
2009). There are few studies concerning difficult care and time consuming tasks of HF patients,
which influence levels of role conflict and role strain in FCGs. FCGs who complete difficult and
time consuming HF caregiving tasks for HF patients may be at risk for emotional distresses that
include role conflict and role strain.

Role Conflict

Role conflict refers to incompatibility between varied role demands (Edward et al., 2003;
Hecht, 2001; Kahn et al., 1964; Rizo, House, & Lirtzman, 1970). Studies show that role conflict
occurs when there is an incompatibility of pressures within different demands of work, social,

and family roles (Stoeva, Chiu, & Greenhaus, 2002; Yang et al., 2008). Additionally, role
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conflict is associated with physical and emotional distress (Allen et al., 2000; Chung et al.,
2010). In particular, many studies provide consistent evidence that performing multiple roles can
result in emotional distress, including conflict between roles (Barnett & Hyde, 2001; Edward et
al., 2003; Greenhaus & Powel, 2006; Hecht, 2001). This conflict may cause emotional distress in
the form of role strain.

Literature has shown that a majority of role conflict studies have focused on family-work
conflicts, particularly on role conflict in women performing caregiver and worker roles. One
study found that over 40% of working parents experience role conflict (Allen et al., 2000).
Employed females caring for family members such as children, husbands, or elderly relatives
experience role overload and role conflict (Bacharach, Bamberger, & Conley, 1990; Frone et al.,
1992; Maclean, Glynn, & Ansara, 2004; McCallion, Toseland, & Diehl, 1994). FCGs devote
their time to provide care for ill relatives, so they have insufficient time to care for other family
members. This situation may cause FCGs to experience role conflict between family and work
roles. Role conflict may occur because FCGs do not succeed in balancing their caregiver role
with work roles.

Based on these findings, one may conclude that family-work conflict is a consistent
source of stress that affects personal well-being, family relationships, and work life (Clarkberg &
Moen, 2001; Gomez, 2006; Halpern, 2005; Jacobs & Gerson, 2001; Perrone et al., 2007). The
conflict between the work role and the family role is caused by incompatibility between dual role
demands. Literature has shown consistent findings that role conflict causes many negative
effects, including job dissatisfaction, life dissatisfaction, turnover intentions, and psychological
strain (Allen et al., 2000; Casper et al., 2002; Edwards et al., 2002; Frone, 2000; Jacobs, &

Gerson, 2001; Jawahar et al., 2007; Leaptrott & Mcdonald , 2011).
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In Thailand, women are expected to care for family members (Caffrey, 1992). The role of
rural Thai women has changed over time. Currently, like women in urban areas, rural Thai
women frequently work outside the home (such as working for a farm, company, or industry)
more than in the past (Laubunjong et al., 2008; Punyahotra & Dennerste, 1997). Some rural Thai
FCGs of HF patients who perform both caregiver role and work role may experience role
conflict, role strain, and other emotional distress because these FCGs cannot complete caregiving
role and work role obligations.

Nurse researchers have been interested in role conflict due to caring for chronically ill
patients and the significant factors that influence levels of role conflict in FCGs. Study results
showed that individual characteristics such as age, gender, education, and levels of dependence
are significant predictors of role conflict and role strain (Achbold et al., 1990; Maclean, Glynn,
& Ansara, 2004). Studies in nursing and other fields show consistent findings of role conflict
(Allen et al., 2000; Atenza, Stephens, & Townesend, 2002; Yang et al., 2008). Negative
emotions are most consistently related to role conflict (Bruck & Allen, 2003). Additionally,
work-family conflict was related to psychiatric and substance abuse in FCGs with multiple roles
(Frone, 2000). Individuals who face role conflict frequently lack the time to care for their family
members, leading these FCGs to suffer from anxiety, guilt, self-blame, role strain, and negative
somatic symptoms more frequently than the general population (Frone; Stephens et al., 2001).

Furthermore, caregiving may cause a decrease in FCGs’ social roles and recreational
activities due to maintaining the caregiver role (Pearson, 2008; Rapp & Chao, 2000). FCGs
experience many health problems, such as sleep disturbance and back injuries that can occur
while providing physical care for patients (Kossek & Ozeki, 1998). Caregiving can also hinder

work role obligations, resulting in rescheduling work or decreasing work hours. Currently, in

62



rural and urban areas, more women tend to work outside the home due to the change of social
trends and financial problems, which leads these female FCGs to face conflict between informal
caregiving and employment (Ahmad & Ngah, 2000; Allen et al., 2000; Atenza, Stephens, &
Townesend, 2002). These employed FCGs may reduce their work hours because they have to
provide care for physically and cognitively disabled patients. FCGs may need to rearrange work
schedules, change from a full-time to a part-time job, or quit jobs entirely. This may cause FCGs
to experience problems like financial hardships.

In summary, role conflict studies show that role conflict is influenced by individual
characteristics such as age, gender, and education. Additionally, role conflict is identified as a
predictor of negative effects on FCGs’ health, including stress, anxiety, dissatisfaction, and role
strain. Role conflict affects individuals’ physical and psychological health. In nursing, both
Thailand and western studies showed that the majority of role conflict studies focus on conflict
between the caregiving role, work role, and other family roles. Thai nursing researchers
frequently studied role conflict and role strain in FCGs of chronically ill patients and disabled
persons (Churoeck, 2005; Matayamoon, 2003; Prawtaku, 2006). Few studies, however, have
been conducted concerning role conflict in FCGs of HF patients, particularly in rural Thai FCGs.

Some studies have shown the relationship between role conflict and role strain. FCGs
who report high levels of role conflict tend to experience high levels of role strain (Rapp &
Chao, 2000; Rozario et al., 2004). Specifically, the levels of role strain are influenced by role
conflict. The next section will review literature in regard to role strain.

Role Strain
Role strain is often conceptualized as a negative emotional response to stress, which can

result in depression or other negative effects (Rothbard, 2001; Rohrbaugh et al., 2002). Caregiver
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role strain refers to the feeling of difficulty resulting from the inability to complete various role
demands, or from perceived role conflict (Archbold et al., 1990; Mui, 1995). A specific role
might consume energy and resources needed to complete the demands of other family and social
roles (Gordon et al., 2011; Marks, 1977).

Many studies examining the role strain in FCGs regarding caregiving and chronic illness
have identified several factors that impact levels of role strain. The following studies show
consistent results concerning causes and impacts of role strain. One study found that feelings of
role strain were created by the number and difficulty of the roles the FCG assumed (Kurz &
Cavanaugh, 2001). Additionally, role strain could result in depressive symptoms and other
negative physical and emotional effects (Rothbard, 2001). Therefore, negative emotions are
influenced by the conflict of multiple family and work roles (Stoeva et al., 2003). Based on these
results, role strain is caused by conflict between the caregiver role and multiple other roles. Role
strain can result in negative physical and emotional effects on FCGs.

Much research has shown that individuals who perform multiple roles tend to experience
role strain (Archbold et al., 1990; Lenchgacher, 1997; McManus, Korabik, Rosin, & Kelloway,
2002; Mui, 1995; Rozario et al., 2004). Previous studies show consistent results that FCGs who
combine family care with the work role report negative outcomes, such as depression, stress,
strain, and work disruption (Casper et al., 2002; Jacobs, & Gerson, 2001; Stephen et al., 2001).
Studies also found that role strain is comprised of two significant components: role overload and
role conflict. Sieber (1974) determined that role strain includes two overlapping dimensions: role
overload, which refers to “constraints imposed by time;” and role conflict, which refers to
“discrepant expectations irrespective of time pressures” (p. 567). The result of additional roles is

a strain on the caregiver. Specifically, individuals can experience feelings of difficulty because
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caregiving role demands interfere with other role obligations. The effects of both role conflict
and role overload produce role strain because FCGs feel that the situation of caregiving is
stressful (Archbold et al., 1990; Rohrbaugh et al., 2002; Schumacher et al., 2008).

Although role strain studies has been predominately used to examine the effect of
combining work and family roles, these studies have also been used to describe other roles
occupied by an individual such as caregiving (Rozario et al., 2004; Stephens et al., 2001). FCGs
who combine family care with work role obligations report high levels of emotional and physical
distress, along with work disruption (Brody et al., 1989; Roth et al., 2005; Seib & Muller, 1999;
Rapp & Chao, 2000).

Another focus of role strain studies is the impact of role strain on health and well-being.
Research on caregiver well-being shows that role strain is influenced by individual
characteristics such as age, race, gender, and education. For example, Mui (1992) found that
black daughter reported lower levels of role strain than other racial groups. Results implied that
white caregivers tend to experience high levels of role strain that may cause by that they cannot
complete their role obligations.

Studies in Thailand found that Thai FCGs experienced low levels of role strain
(Churoeck, 2005; Matayamool, 2003). This may result from Thai FCGs receiving support from
their family members to care for a patient. Thai families, particularly in rural Thailand, have
close relationships, and family members frequently help FCGs to care for HF patients. This study
determined levels of role conflict and role strain in FCGs of HF patients in rural areas of eastern
Thailand. These FCGs may experience low levels of role strain because they receive high levels

of support from family, friends, and other people. FCGs with limited support cannot deal with
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some of the difficult and time consuming HF caregiving tasks, which may cause them to
experience role conflict and role strain.

As previously mentioned, individual characteristics can influence levels of role conflict
and role strain. Women are more likely to assist with care provision tasks and report work-role
strain, and they experience higher levels of burden than men (Rohrbaughet al., 2002). Many
studies on caregiver role strain have been conducted in patients with chronic illnesses, such as
cancer, stroke, and dementia. These studies focus on individual factors that influence levels of
caregiver role strain (Elliott & Shewchuk, 2003; Maclean, Glynn, & Ansara, 2004). In addition,
resources of caregiving such as social support, time, knowledge, and skills FCGs use to deal with
physical; emotional; and social care tasks are also examined (Erdwins et al., 2001; Mui, 1992;
Hwang et al., 2011). Multiple roles, particularly caring for family members along with working
outside the home, have been most frequently studied (Frone, 2000; Frone et al., 1992; Glynn et
al., 2009; Rothbard et al., 2001; 2003).

The results of studying role conflict and role strain in western countries shows that FCGs
of chronically ill patients experience high levels of role conflict and role strain. These results
differ from studies in Thailand. Among initial research regarding caregiver role conflict and role
strain in Thailand, studies were conducted regarding FCG role strain from caring for patients
with stroke and cerebrovascular disease (Churoeck, 2005; Matayamool, 2003; Prawtaku, 2006).

Matayamool (2003) studied significant factors of role strain in Thai FCGs of stroke
patients. The results show that Thai FCGs of stroke patients reported mild role strain due to
caring for patients. These results were different from role strain studies in western counties. The
low levels of Thai FCG role conflict and role strain may result from Buddhist beliefs that enable

these FCGs to enjoy the positive effects of the caregiver role. There have been few studies on
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role strain in FCGs of HF patients in rural Thailand. Moreover, there have been no studies
investigating perceived role conflict and role strain factors of FCGs who care for HF patients. In
this study, levels of role conflict and role strain in rural Thai FCGs who care for HF patients
were investigated. Rural Thai FCGs of HF patients may experience role conflict and role strain
from completing difficult and time consuming HF caregiving tasks.

In summary, studies of role strain both in western countries and Thailand focus on FCGs
of chronically ill patients. Studies in western countries show that FCGs tend to report high levels
of role strain influenced by role conflict between the caregiving role and other social roles.
Chronic illnesses often require progressive caregiving tasks from FCGs that are difficult and
time consuming, resulting in a difficulty to fulfill other role obligations and social activities
(Schulz et al., 2004; Yu et al., 2008; Vitaliano et al., 2003). Due to difficult care tasks and
multidrug regimens, FCGs of HF patients may experience negative feelings (Boyd et al., 2004;
Britz & Dunn, 2010; Pressler et al., 2009). However, few studies were conducted in the U.S. and
Thailand that focus on role strain in FCGs who care for HF patients. This study will therefore
explore the levels of role conflict and role strain in rural Thai FCGs who care for HF patients.
Earlier studies show that levels of role conflict and role strain can be affected by individual
factors. There are many factors that affect difficult and time consuming HF caregiving tasks, role
conflict, and role strain. These factors include FCG and HF patient characteristics. These
relationships will be reviewed in the following section.

FCG and HF Patient Characteristics

Individual characteristics are significant factors that affect levels of caregiver role

conflict and role strain. Caregiving situations are impacted by individual backgrounds, social

factors, and cultural factors (Archbold et al., 1990; Krammer & Kipins, 1995; Scharlach, Li, &
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Dalvi, 2006; Wang et al., 2010). Individual characteristics such as age, gender, race, and marital
status have been identified as significant predictors of caregiving outcomes (Mui, 1995;
Scharlach & Fredriksen, 1993; 1994). These factors included FCG and HF patient
characteristics. FCG characteristics were defined as age, gender, education, relationship to
patient, household income, employment status, number of roles, number of hours of care, and
physical function. HF patient characteristics included age, gender, and education. These
significant factors will be reviewed and discussed in the following section. Literature concerning
FCG characteristics, HF patient characteristics, and social support will also be reviewed and
discussed, respectively.

FCG age. Nursing research shows that older FCGs experience higher levels of physical
and emotional distress than younger FCGs (Mui & Morrow-Howell, 1993; Pinquart & Sorensen,
2003; Schulz et al., 1995; Vitaliano, Scanlan, & Zhang, 2003). Some studies show that older
FCGs perceive more role conflict and role strain than younger FCGs. Older FCGs are more
likely to experience a sense of role strain because they may have limited finances and physical
function. However, some studies show that age does not have a significant impact on levels of
role conflict and role strain in FCGs (Rozario, Morrow-Howell, & Hinterlong, 2004).

In summary, numerous studies show that FCG age has a significant impact on emotional
distress, including role conflict and role strain. However, some studies state that levels of
caregiver role conflict and role strain are not affected by age. The impact of FCG age on the
levels of role conflict and role strain was therefore investigated in this study.

FCG gender. A large number of studies have shown that female FCGs report high levels
of emotional distress due to caring for patients and disabled persons (Cantor, 1983; Fitting,

Rabin, Lucus, & Estham, 1986; Schulz et al., 1995; Vitaliano, Scanlan, & Zhang, 2003). Study
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results found that female FCGs who care for spouses report poor personal health and high levels
of role strain more frequently than male FCGs (Elliot & Shewchuk, 2003; Mark, 1988). Female
FCGs may be more likely to take primary responsibility for household tasks and personal care
for family members in addition to completing difficult and time consuming HF caregiving tasks.
FCG gender can influence levels of caregiver role conflict and role strain (Miller, 1990; Yee &
Schulz, 2000). Female FCGs perform caregiving roles in addition to other roles, and they are
often unable to complete their other role obligations.

In the U.S., numerous studies have reported a significant impact of gender on family-
work role conflict and role strain. Female FCGs report more emotional distress because they
have more stressful experiences and greater role strain (Eckman, 2004; Gore & Mangion, 1983;
Kressler, 1979; Yee & Schulz, 2000). Miller (1990) concluded the gender variation that
influenced FCGs’ emotional distress in terms of different levels of involvement in caregiving
responsibility and the accessibility of social support. Additionally, male and female FCGs may
handle caregiving tasks based on traditional patterns of gender-role behavior: female FCGs
attend to personal care, and male FCGs attend to structured activities. Many males and females
may have a different focus of caregiving based on their gender roles.

Female FCGs were interested in interpersonal relationships with their patients and
families and in being involved in the daily activities of a patient or interaction with family
members. Female FCGs tended to experience more emotional distress if they faced a bad
relationship with a patient while performing a caregiver role. Male FCGs focused on the
environment, such as their involvement in financial management and household projects. These

male FCGs may ignore the emotional aspects of the caregiver role. In this way, female and male
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FCGs may experience different levels of caregiver role conflict and role strain because of gender
role variation.

In many studies, female FCGs reported more emotional distress than male FCGs.
Consistent findings suggest that female FCGs experience high levels of role conflict and role
strain (Archbold et al., 1990; Miller & Cafasso, 1992; Stone & Short, 1990). However, some
studies show that female FCGs receive more support from family than male FCGs, which may
moderate levels of role conflict and role strain. FCG gender was included in the study in order to
investigate its impact on the level of role conflict and role strain.

FCG education. Evidence shows that less-educated FCGs report higher levels of
caregiver role conflict and role strain than well-educated FCGs (Scharlach, Li, & Dalvi, 2006;
Wang et al., 2010). FCGs who are less educated report higher levels of role conflict than well-
educated FCGs (Stephen et al., 2001). These results are consistent with the study done by Miller
and Cafasso (1992), which showed that FCG emotional distress is related to the level of FCG
education. Researchers explain that well-educated FCGs may have access to more social
resources, networks, and information than less-educated FCGs. Well-educated FCGs may
manage their roles better than less-educated FCGs. This study was conducted in FCGs of HF
patients in rural eastern Thailand. Rural residents in Thailand generally had low education
(Wiwanitkit, 2005). Less-educated residents frequently worked on farms in rural areas and lived
far away from health care settings, particularly tertiary care hospitals (Dedkhard, 2011).
Therefore, less-educated rural Thai FCGs may experience role conflict and role strain from
caring for an HF patient because they may have less access to health information and resources.

In summary, many studies show the impact of FCG education on levels of role conflict

and role strain. FCG education may have significant effects on role conflict and role strain in
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rural Thai FCGs. Therefore, FCG education and its impact on caregiver role conflict and role
strain was examined in this study.

FCG relationship to patient. Studies in western countries show that spousal FCGs
experience more role conflict, role strain, and other negative emotions than daughter/son FCGs
(Cantor, 1983; Geoge & Gwyther, 1986; Rohrbaugh et al., 2002). Studies have shown that the
FCG’s relationship to the patient is related to caregiver role strain. Brody (1981) found that
middle-aged adult children tend to develop more role strain than spousal FCGs. Many family
members are obliged to complete caregiving roles and family roles (Hoffman, Rice, & Sung,
1996). A caregiving role may lead FCGs to experience negative outcomes if they cannot
complete their role successfully. Each type of FCG/patient relationship requires additional
obligations for FCGs to complete along with a caregiving role (Byron, 2005; Cameron et al.,
2002). However, there are some inconsistencies regarding relationship to patient on levels of role
conflict and role strain. For example, one study found that sons report that the caregiving role
affects other family responsibilities (Kramer & Kupins, 1995). Adversely, Bernard and
colleagues (2003) found that adult daughters reported more role strain than adult sons. However,
another study found no differences in perception of role conflict and role strain for son/daughter
relationships (Rapp et al., 2000).

In summary, several caregiver studies have provided evidence that the two primary
groups of Thai FCGs are adult children and spouses of HF patients (Sirapho-Ngam, 2003).
Spouses are more likely to provide care for patients and experience higher levels of role conflict
and role strain. The son/daughter tends to experience less strain associated with the caregiver
role than the spouse. However, there is a lack of studies regarding the levels of role conflict and

role strain in both adult children and spousal FCGs in Thailand.
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FCG employment status. Regarding FCGs’ employment status, studies found that
unemployed FCGs are more likely to experience the negative effects of caregiving than those
who are employed (Aneshensel, 1992; Edwards et al., 2002; Dilworth & Kingsbury, 2005). On
the other hand, a caregiver role may create a disruption in a work role, such as reduced work
hours or quitting the job to provide care for a patient as shown in many studies (Frone, 2000:
Stephen et al., 2001; Leaptrott & Mcdonald, 2011; Maclean, Glynn, & Ansara, 2004; Perrone et
al., 2005). More recent research has found that family-work conflict is also linked to adverse
outcomes such as stress, job dissatisfaction, and life dissatisfaction (Kelloway, Gottlieb, &
Barham, 1999; Frone, 2000; Netemeyer et al., 1996; Stephen et al., 2001).

However, some studies show results that employed FCGs with younger children report
high levels of psychological distress (Rosenbaum & Cohen, 1999; Pavalko & Woodbury, 2000;
Stephen et al., 2001, Halpen, 2005). Based on these studies’ results, employed FCGs with the
high demands of a parent role (caring for younger children) tend to experience more emotional
distress than employed FCGs with low demand parent roles. Employment status may affect
levels of caregiver role conflict and role strain because FCGs cannot complete caregiving and
work role obligations (Frone, 2000; Frone et al., 1992). In other words, a caregiving role affects
a work role, leading FCGs to be unable to perform these two roles successfully, causing them to
experience role conflict and role strain.

On the other hand, a few studies have found that employment status did not affect levels
of role conflict or role strain. Edwards and colleagues (2002) found that employment status had
no significant effect on levels of role conflict and role strain. However, there were few study
results that support the statement that there is no effect of employment status on levels of role

conflict and role strain. Findings of the relationship between employment status, role conflict,
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and role strain were inconsistent with respect to some earlier studies. Therefore, employment
status of FCGs was included in this study in order to examine the true relationship between
caregiver employment status and caregiver role conflict and role strain.

Household income. Household income is a significant factor affecting the lives of many
FCGs (Beitman et al., 2004; Vilhjalmsson & Jansdottir, 2006). FCGs who experience financial
problems tend to experience negative emotions such as role conflict, role strain, and depressive
symptoms (Vilhjalmsson & Jansdottir). Financial strain is a significant factor that may affect
caregiver role conflict and role strain. Studies show that FCGs with a higher income experience
fewer burdens and other psychological distresses than low-income FCGs (Pinquart & Sorensen,
2005; Ross & Huber, 1985).

In summary, low-income FCGs tend to report high levels of role conflict and role strain.
This factor was therefore included in this study in order to examine its impact on levels of role
conflict and role strain in FCGs of HF patients. This investigation of the impact of household
income on role conflict and role strain supports the idea that high income FCGs tend to
experience a lower level of role conflict and role strain.

Number of hours of care. Many studies have shown that the number of hours of care is
an important factor associated with the levels of role conflict, role strain and other emotional
distresses (Bakas & Bungerner, 2002; Wang et al., 2010). The number of hours an FCG works
should be considered when studying role conflict (Edwards et al., 2004). Martire and colleagues
(1995) found a statistically significant relationship between the number of hours of care and
caregiving-induced stress.

Difficult and time consuming HF caregiving task demands can be viewed as contributing

to negative outcomes, especially if the FCG’s responsibilities involve working long hours
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(Oberst et al., 1989; Bakas, 2006; Hwang et al., 2011). Schulz and colleagues (2004) studied the
impact of long hours of care for dementia patients on FCGs’ health and well-being. Results show
a correlation between the number of hours of care and the amount of emotional distress in FCGs.

In summary, research results show consistent findings regarding the relationship between
number of hours of care and amount of emotional distress. HF caregiving is a time consuming
task that may affect levels of role conflict and role strain. The number of hours of care was
therefore included in this study to investigate its impact on levels of caregiver role conflict and
role strain.

FCG number of family roles. Studies have indicated that number of roles is associated
with levels of caregiver role conflict and role strain (Archbold et al., 1990; Schumacher et al.,
2008). FCGs may perform multiple roles such as spouse, parent, and worker. Evidence shows
that a caregiving role interferes with other roles because of the lack of time and resources for
other roles. For example, working FCGs who had young children reported higher levels of role
conflict than those without children (Maclean, Glynn, & Ansara, 2004; Steven et al., 1992).
Multiple roles have been found to cause a variety of adverse effects on FCGs’ psychological and
physical health (Gomez, 2006; Gronlund & Oun, 2010). The majority of negative effects include
trouble sleeping, nervousness and stress, loss of appetite, exhaustion, shortness of breath, heart
palpitation, dizziness, headache, and back pain (Houghs & Galinsky, 1994). However, Rozario et
al. (2004) found no evidence of role strain in FCGs who work outside the home. The study
suggests that FCGs who can complete their roles do not experience role conflict or role strain.

In summary, performing multiple roles can result in role conflict and role strain (as
shown in many earlier studies). However, some FCGs do not experience role conflict and role

strain due to occupying multiple roles. This relationship was further examined in this study.
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FCG physical function. Some research has suggested that FCGs with poor physical
function tend to experience role conflict, role strain, and other negative emotions (Chung,
Pressler, Dunbar, Lennie, & Moser, 2010; Schumacher et al., 2008). Little research has been
conducted regarding the impact of FCG physical function on emotional distress (Chun, Knight,
& Youn, 2008). Study results show that FCGs who report high levels of physical function
limitation face difficulty in completing a caregiving role (Chung et al.). FCGs tend to develop
negative feelings such as burden, depression, strain, and stress.

In summary, physical and emotional health effects of caregiving have been examined
over time. The impact of physical function on levels of FCGs’ emotional distress is an interesting
phenomenon that should be explored. This study therefore examined the impact of physical
function limitation on FCGs' role conflict and role strain.

HF patient age. Patients’ characteristics also influence caregiver role conflict and role
strain (Archbold et al., 1990; Albert et al., 2010). Studies reveal consistent findings that a
patient’s age has been associated with negative outcomes of care, such as subjective burden,
impact on schedule, role conflict or overload, depression, and mood disturbance (Albert et al.;
Haley et al., 2003; Stenberg et al., 2008). However, there are few studies investigating the
association between HF patients’ age and FCGs’ perceived role conflict and role strain.

Many studies have also shown that older chronically ill patients developed more physical
disabilities than younger patients (Albert et al., 2010; Heo et al., 2009). In particular, older HF
patients report higher levels of dependence on FCGs than younger HF patients. Some studies
have shown that chronically disabled patients with high levels of dependence require difficult
and time consuming care from FCGs, causing them to experience role conflict and role strain

(Maclean, Glynn, & Ansara, 2004; Rohrbaugh et al., 2002; Yang et al., 2008).
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In summary, evidence shows that there is a relationship between patient age and FCG
emotional distress (Rohrbaugh et al., 2002; Schumacher et al., 2008). Numerous studies have
examined chronically ill patients and how age affects the physical and emotional health of FCGs
(DeGeest et al., 2003; Molloy et al., 2005). Studies show consistent results that older patients are
more dependent on FCGs, leading these FCGs to experience negative outcomes. However, there
have been few studies regarding the impact of HF patient age on caregiver role conflict and role
strain. Therefore, patient age was included in this study in order to investigate the impact of this
factor on caregiver role conflict and role strain.

HF patient gender. Patient gender has an impact on the physical disability of HF
patients (Krumholz et al., 2004; Mcdonald et al., 2002). Female HF patients experience lower
levels of heart function than male patients. Female HF patients frequently report higher levels of
physical disability and emotional distress than male patients (Maraldi et al., 2006; Reigel et al,
2006; Ryan & Farrelly, 2009). FCGs may report high levels of role conflict and role strain when
they care for female HF patients. However, some studies show that male HF patients report more
behavioral problems and emotional distress than female patients (Cameron et al., 2002; Crouter,
Bumpus, Head, & McHale, 2001). These findings may result from HF patients losing their jobs
and social networks due to developing HF. In this case, FCGs who care for male HF patients
may experience more role conflict and role strain than FCGs of female HF patients.

In summary, patient gender has an impact on difficult and time consuming HF caregiving
tasks, which affects FCGs’ physical and psychological health. FCGs of Thai male HF patients
may report high levels of role conflict and role strain because they may provide more emotional
care for these patients than FCGs of female HF patients. HF patient gender was therefore

included in this study to examine its relationship with caregiver role conflict and role strain.
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HF patient education. HF patients’ varying education levels may influence levels of
caregiver role conflict and role strain because well-educated HF patients may have more
information and resources to manage their HF symptoms and may require less care from their
caregivers (Barbareschi et al., 2011). In other words, well-educated HF patients may know how
to or have more opportunities to search for information, support, and resources to meet their
caregiving demands. This may cause FCGs of well-educated HF patients to experience low
levels of role conflict and role strain.

In summary, earlier studies have shown that well-educated HF patients can more
successfully manage their care tasks (such as medical and physical care), and that they may have
lower dependence on FCGs. The degree of HF patient education was included in this study for
determining its impact on the levels of caregiver role conflict and role strain.

Rural

In Thailand, a rural area refers to an area located outside of the local government
municipality (Kaothien & Webster, 1998; The Royal Institute Thailand, 2009). Rural areas have
a density of population that is not more than 10,000, and the major occupation is agriculture
(Ministry of Interior of Thailand, 2009). Residents in rural areas live far away from public
facilities and resources, and medical settings (Dedkhard, 2011). Additionally, residents may
receive limited treatment and specialty care from health care settings in rural areas. Residents in
rural areas may have to manage symptoms for HF patients when HF patients experience severe
symptoms at home because they live far away from tertiary care hospitals. This may lead FCGs
of HF patients to experience emotional distress from caring for HF patients. Therefore, rural
FCGs and HF patients may have less access to medical support, which may lead them to

experience problems caring for HF patients.
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In this study, a rural area was defined as an area located outside of an Amphore Moeng
district, which is the capital city of each province. An Amphore Moeng district is identified as an
urban area because residents in this area can access public facilities, tertiary health care services,
health care resources, and social resources. In rural areas, there are primary care settings such as
primary care units or district hospitals to provide primary and secondary care for residents.
Primary care settings have limited resources such as HF specialties, physicians, nurses, and
devices to care for HF patients. FCGs care for HF patients with limited medical support and
information, which may lead them to experience more emotional distress, role conflict, and role
strain.

In rural Thailand, incomes are generally lower and healthcare services generally less
accessible than in urban areas (Dedkhard, 2011). Additionally, residents in rural areas are
generally less-educated. Based on these facts, FCGs in rural areas may experience many
problems such as low education, less access to health care services and health information, and
financial problems; which may affect their health.

Rural residents in Thailand generally have more intense religious beliefs than urban
residents (Sethabouppha & Kane, 2005). Although some rural residents live in remote areas,
many rural residents may have more opportunities to participate in religious activities than urban
residents. Rural FCGs may frequently participate in religious activities, which may help them to
deal with their negative emotions and develop positive views of their caregiving role (Wallhagen
& Yamamoto-Mitani, 2006; Yen, Teng, Huang, Ma, Lee, & Tseng, 2010; Vithayachockitikhun,
2006). In Thailand, the belief in the Buddhist Karma Rule is a major influence that motivates
FCGs to care for HF patients. Thai Buddhists believe in the Karma Rule and that can affect the

caregiver’s decision to provide care for the patient (Jullamate et al., 2007; Sethabouppha &
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Kane, 2005). For example, in Thai culture, caring for parents is considered a duty of adult
children because they will then receive good things and a sense of reward from society. If adult
children do not care for their parents, they will be largely stigmatized by their neighbors.
Therefore, if adult Thai caregivers of HF patients cannot successfully fulfill their caregiving role
expectations, they tend to experience role conflict and role strain. Based on this fact, intensity of
religious beliefs in rural residents is a significant factor that affects the decision of rural Thai
FCGs to care for HF patients.

Religious Beliefs

Studies have shown that belief and practice in religious activities affects FCG health
(Perce, Singer & Pringerson, 2006; Strawbridge et al., 2001). The results show that FCGs who
frequently participate in religious activities report lower levels of emotional distress.
Additionally, FCGs who had strong religious beliefs experienced a sense of mastery and self-
esteem in regards to their role while caring for patients. Religion may help FCGs to have more
emotional strength to overcome their caregiving situation (Murrey-Swank et al., 2006). Religious
belief is identified as a caregiving resource that can reduce the negative effects of caregiving
outcomes (Strawbridge et al., 2002; Wallhagen & Yamamoto-Mitani, 2006).

One study found that FCGs who had greater involvement in religion (attending religious
activities, seeing belief as import, etc.) and received greater spiritual support (praying, watching
or listening to religious media, etc.) reported high levels of a sense of mastery over their roles,
self-esteem, and self-care (Murrey-Swank et al., 2006). Additionally, these FCGs report lower
levels of depressive symptoms. Based on these study results, religion can play a major role in
improving FCG health and can relieve emotional distresses, including role conflict and role

strain.
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Belief in the Buddhist Karma Rule

FCGs provide care for HF patients based on the Buddhist belief in the Karma Rule. This
rule is based on the belief in cause and effect. If individuals provide good things to other people,
they will receive happiness, merits, or good things in return. For example, FCGs care for HF
patients because they believe that they will receive happiness, merits, and assistance when they
are sick. Their main belief is to help other people so that they will receive happiness or merits in
the next world.

One study found that FCGs who believe in the Buddhist Karma Rule report that they feel
happy to care for ill relatives, and they tend to experience low levels of emotional distress such
as stress, burden, anxiety, and depression (Yen et al., 2010). However, there are few studies that
have specifically examined the belief in the Buddhist Karma Rule as a moderating factor of the
relationship between caregiver role conflict and role strain in Thailand.

Religious Belief, Role Conflict, and Role Strain

Research has shown that religious beliefs affect levels of negative emotions, such as
stress, depression, role conflict, and role strain (Perce, Singer, & Pringerson, 2006; Strawbridge
et al., 2002). Additionally, FCGs who frequently are involved in religious activities report
greater levels of a sense self-care and mastery over their roles (Murrey-Swank et al., 2006).
FCGs who have greater participation in religious beliefs have more confidence to care for
chronically ill patients. Specifically, these FCGs are able to deal with their emotional distress
through frequent participation in religious activities. In other words, these FCGs can balance
their multiple role obligations and they do not experience role conflict and role strain. In

Thailand, the main religious belief is the belief in the Buddhist Karma Rule. This belief affects
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Thai behaviors, including the decision to care for a patient. The influence of the belief in the
Buddhist Karma Rule on role conflict and role strain will be discussed in the following section.
Belief in the Buddhist Karma Rule, Role Conflict, and Role Strain

The belief in the Buddhist Karma Rule is a significant factor motivating most FCGs to
provide care for sick family members (Caffrey, 1992; Jullamate et al., 2007; Sethabouppha &
Kane, 2005; Subgranon & Lund, 2000). FCGs may provide care for patients because of beliefs
about the next life and morals. This is supported by studies in the U.S. that show positive
perspectives of caregiving within a religious context (Murrey-Swang et al., 2006; Pearce, Singer,
& Pringerson, 2006). These studies view caregiving as an important part of family life, and has
offered it as a reason for lower role strain and/or burden in FCGs.

The belief in the Buddhist Karma Rule may reduce levels of role conflict and role strain
in FCGs of HF patients because FCGs view caregiving as an opportunity to provide good to
other people. These FCGs may receive happiness when caring for the patients, which can
strengthen their confidence in their ability to complete a caregiver role along with other roles
(Yenetal., 2011). One Thai study found that FCGs of stroke patients report low levels of role
conflict and role strain (Prawtaku, 2006). Additionally, these FCGs believed that caring for the
patients was a good way to help them receive both happiness and good things in return. Based on
study results, the belief in the Buddhist Karma Rule may moderate levels of role conflict and role
strain in FCGs of HF patients in rural Thailand.

In summary, few studies in Thailand show the moderating effects of the belief in the
Buddhist Karma Rule on negative outcomes of caregiving. The belief in the Buddhist Karma
Rule was included in this study to further examine its impact on emotional distress in FCGs of

HF patients.
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The evidence showed that social support can affect the levels of negative emotions in
FCGs (Kickul & Posig, 2011). The following section will review studies concerning the impact
of social support on the relationship between role conflict and role strain.

Social Support

Many studies found that social support is related to psychological morbidity and
mortality of FCGs (Anneshensel, 1992; Kressler & Macleod, 1985; Moen et al., 1992; Ross &
Miroski, 1989; Hwang et al., 2011). Social support is noted as a significant factor for reducing
negative psychological distress (Johnson, Stewart, Hall, Fredlund, & Theorell, 1996; Kickul, &
Posig, 2001). FCGs who perceived low levels of social support may experience emotional
distress because they may feel that they cannot complete caregiving, family, and social role
obligations successfully. Social support in this study refers to the perceived levels of support
FCGs receive from family, friends, and other people (Zimet, Dahlem, Zimet, & Farley, 1988).
Evidence shows that perceived social support is associated with relieving the burden, strain,
depression, and other negative outcomes associated with caregiving (Cox & Monk, 1996; Hwang
etal., 2011; Kramer & Kipnis, 1995).

Level of perceived social support may be influenced by many factors such as religion,
beliefs, culture, and values (Goode, 1960). FCGs who perceived high levels of support from
family, friends, and other significant persons to care for HF patients may better deal with role
conflict and role strain. The moderating effect of social support on the relationship between
caregiver role conflict and role strain will be discussed in the following section.

Social Support, Role Conflict, and Role Strain
FCGs who perceived high levels of social support may succeed in dealing with role

conflict and role strain (Stephen, Christianson, Vogel, & Wei, 2007) and lead them to be happy
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with their caregiving role. Research shows that perceived social support positively affects FCG
health by reducing stressors (Chappel & Reid, 2002; Kickul, & Posig, 2001), and helping to
develop effective forms of coping (Izal, Montorio, Marquez, & Losada, 2005). Studies show that
FCGs who perceived strong social support can deal with their caregiving responsibilities in
positive ways (Hwang et al., 2011; Kickul & Posig).

Research showed that perceived social support has a positive impact on relieving FCG’s
psychological disorders and physical morbidity and mortality (Anesshensel, 1992; Kickul &
Posig, 2001; Stephen et al., 2007). Some study results suggest that FCGs who perceived high
levels of social support were less likely to experience role conflict (Kickul & Posig). Studies
show that female FCGs perceived that they received more support than male FCGs (Vaux,
1985). On the other hand, many studies found that male FCGs perceived more support from
colleagues and social networks than female FCGs (Noelker & Wallace, 1985). FCGs may
experience a sense of role conflict and role strain because they have limited social support to
cope with the caregiving situation.

In summary, social support has demonstrated a negative correlation to caregiver role
conflict and role strain, which indicated that FCGs who perceived high levels of social support
experience low levels of role conflict and role strain. FCGs sometimes perceive more support
from their family members, friends, neighbors, and other significant persons to care for HF
patients, which influences perceived role conflict and role strain.

Summary

Most caregiver research to date has examined various caregiver populations. Many

studies focus on FCG and/or patient characteristics that influence the physical and psychological

health of FCGs. However, the impacts of FCG and HF patient characteristics, caregiving
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demands, the belief in the Buddhist Karma Rule, and social support on levels of role conflict and
role strain have not been examined systematically. There is still a lack of research concerning the
significant factors of caregiver role conflict and role strain in Thailand, particularly in FCGs who
care for HF patients. This study was therefore conducted to fill the gap in knowledge regarding
the influences leading to increased levels of role conflict and role strain in FCGs of HF patients
in rural Thailand. Additionally, study results will contribute to scientific knowledge concerning
how the belief in the Buddhist Karma Rule and social support may moderate the relationship

between caregiver role conflict and role strain.
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Chapter 4
Methods
The purpose of this chapter is to present the study research design. The study utilized
primary data collected from an outpatient clinic in the Buddhasothorn Hospital in eastern
Thailand. The study’s research questions, measures, psychometric properties, design, sample,
and data collection will be discussed. Plans for data analysis and instruments used in the study
will be presented and discussed. Additionally, human subject issues will also be described.
Specific Aims
The specific aims of this study were to:
1) Determine the relationship of rural Thai FCG and HF patient characteristics, difficult and
time consuming HF caregiving tasks, the belief in the Buddhist Karma Rule, and social
support with caregiver role conflict and role strain.
2) Examine the impact of perceptions of difficult and time consuming HF caregiving tasks
on caregiver role conflict levels.
3) Test the belief in the Buddhist Karma Rule and social support as possible moderating
influences on the relationship between caregiver role conflict and role strain, controlling
for difficult and time consuming HF caregiving tasks.
Methods

This study used a cross-sectional descriptive design. The influence of FCG and HF
patient characteristics and difficult and time consuming HF caregiving tasks on levels of
caregiver role conflict and role strain were investigated. Additionally, the potential moderating
effects of the belief in the Buddhist Karma Rule and social support on the relationship between

caregiver role conflict and role strain were examined.
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Study Subjects

For inclusion criteria, the sample consisted of rural FCGs who: 1) provide the majority of
medical, emotional, and physical care for HF patients with severe functional class Il to IV as a
family member (see Appendix B: the Recruitment Procedure); 2) serve as a primary caregiver
providing care for HF patients at home for at least three months (see Appendix B: the
Recruitment Procedure); 3) are 18 years of age or older; 4) demonstrate the ability to understand
and speak the Thai language; and 5) live in a rural area in one of the five provinces of eastern
Thailand (see Appendix: B the Recruitment Procedure).

Study participants of this proposed study were rural FCGs who cared for HF patients with
functional class Il to IV. These participants were recruited from an outpatient clinic in
Buddhasothorn Hospital. These FCGs were family members of HF patients and lived in rural
Thailand.

The exclusion criteria included FCGs who did not meet the inclusion criteria. For
example, an FCG who was a nonresident of a rural area in one of the five provinces of eastern
Thailand, under 18 years old, a paid caregiver, or provided care for HF patients for less than
three months were excluded from the study. Additionally, FCGs were excluded from the study in
the event of an HF patient death.

Design for Sampling

Recruiting subjects. Based on the sample size power calculation described later in this
chapter, a convenience sample of 139 or more FCGs for HF patients with functional class 11 to
IV were enrolled from an outpatient clinic in the Buddhasothorn Hospital of eastern Thailand.
Clinic nurses screened HF patients with functional class Il to IV by reviewing medical records

and using the recruitment procedure. The recruitment procedure that was developed by the Pl is a
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document that was used to train clinic nurses about the recruitment criteria of study participants.
HF patients who were diagnosed as functional class 11 to IV based on medical records were
evaluated on the severity of their HF symptoms by the clinic nurse. Clinic nurses used the HF
functional class criteria in the recruitment procedure sheet to evaluate the functional class of HF
patients.

Functional class Il HF patients have slight limitation of physical activity, and they
experience fatigue, palpitation, and dyspnea when performing ordinary activities. Functional
class Il HF patients have marked limitation of physical activity, and they experience fatigue,
palpitation, and dyspnea when performing less than ordinary activities, such as sitting or
walking. HF patients with functional class IV are unable to carry out any physical activity
without discomfort. If HF patients met the criteria, clinic nurses would ask HF patients and their
FCGs about whether or not they lived in a rural area. FCGs who met the criteria were identified
to the P1 by clinic nurses.

HF patients with functional class Il to IV were first identified by clinic nurses from the
outpatient clinic of Buddhasothorn Hospital utilizing medical records and evaluation of patient
symptoms using the Recruitment Procedure. After that, FCGs of those HF patients were
approached by the P1 if they were willing to speak. These FCGs needed to have been caring for
their HF patients for at least three months in one of the five provinces of rural eastern Thailand
(Chonburi, Rayong, Chachoengsao, Prachinburi, and Srakeaw).

Clinic nurses at the outpatient clinic of Buddhasothorn Hospital had already been trained
in the principles of research ethics for the protection of human research subjects, and they had
completed International Review Board (IRB) training as a requirement for new nurses at this

hospital. The PI trained the clinic nurses with regard to the study objectives, recruitment criteria,
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data collection process, and subjects’ rights as FCGs. The PI began to enroll eligible FCGs after
receiving IRB approval from Michigan State University (MSU) and Buddhasothorn Hospital. A
convenient sample of 139 or more FCGs of HF patients with functional class Il to IV was
identified by the clinic nurses from the outpatient clinic of Buddhasothorn Hospital. All eligible
FCG subjects who met inclusion criteria and had indicated interest in the study were approached
by the PI to obtain more information. Rural Thai FCGs were informed of the purposes of the
study and provided the explanation and consent form (see Appendix C) by the PI. If FCGs could
not read the Thai language, the PI offered to read the documents for the study subjects. If
approved by the MSU and Buddhasothorn Hospital IRBs, a verbal consent and waiver of the
document of written consent was applied to study subjects who could not write in the Thai
language but were willing to participate in the study.

Data collection. The PI enrolled study participants after MSU and the Buddhasothorn
Hospital IRB committees had both approved the study (see Appendix D and E). The PI began to
collect data after receiving consent from eligible FCGs at the Buddhasothorn Hospital. A
convenience sample of at least 139 rural Thai FCGs of HF patients were first identified by clinic
nurses from the outpatient clinic of Buddhasothorn Hospital. The PI contacted the head nurse of
the outpatient clinic at Buddhasothorn Hospital for the assistance of the staff nurses.

Clinic nurses introduced all eligible HF patients and FCGs who met the inclusion criteria
to the P1. FCGs were approached by the PI. The Pl explained the study objectives, the data
collection process, and the subjects’ rights to those who met inclusion criteria and volunteered to
participate in the study. FCGs made the decision to sign the consent form. The eligible FCGs
were informed and assured that their data and consent forms would be kept confidential at all

times. The study participants were allowed to withdraw from the study at any time.
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After their informed consent was obtained, the Pl began to collect study data. No
potential study participant refused to participate in this study. Each study subject was provided
with a questionnaire. Study subjects completed the questionnaire alone in a private room at the
outpatient clinic. The completion of the questionnaire was estimated to take 37 minutes.
Questionnaires were returned to the PI for confidential data management. The strategy to recruit
and collect data is summarized in Figure 2.

Data management/data entry. Study questionnaires and consent forms were kept in a
locked cabinet in the PI’s home in Thailand. When the PI came back to the U.S., the data was
kept in a locked cabinet in the fourth floor of West Fee Hall Building, College of Nursing, MSU.
All collected data was entered into SPSS 18 (PASW) by the PI (IBM, 2010). All questionnaires
were coded with a participant number, and identifying information was kept separately. The
FCG roster was developed and confidentially held by the PI in the locked cabinet.

The original questionnaires were kept in a locked cabinet in the PI’s home in Thailand.
The P1 took the FCG consent forms, electronic data files, and FCG rosters to the U.S. Data was
stored in the PI’s laptop with password protection, and this laptop was kept in the PI’s backpack
when traveling to the U.S. FCG consent forms were kept in a carry-on while traveling to the U.S.
Study data, FCG consent forms, and the FCG roster were kept separate to secure confidentiality.
Additionally, data was stored in a password-protected external hard drive for back up. In the
U.S., the study data will be kept in a password-protected computer and a locked cabinet on the
fourth floor in West Fee Hall at MSU for three years (2014) after the close of the study. Only the
appointed researchers, their respected institutions, and the IRB at MSU have access to the study

data.
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Additionally, a codebook was developed by the PI with links to the study variables and
variable names in SPSS 18 (PASW). Study questionnaires had an identification number, which
was in accordance with the subject ID variables in SPSS 18 (PASW). This data codebook was
used throughout the study process. Missing data was managed by using the code for missing
data, which eliminated misinterpretation of data while analyzing and interpreting. The PI and
statistician research team member conducted random checks to test the accuracy of collected
study data.

Study setting. This study was conducted in rural Thailand. A rural area refers to an area
located outside the control of local government or municipal government (Ministry of Interior
Thailand, 2009). Population in a rural area is less than 10,000, and the major occupation is
agriculture. All study participants in this study were rural Thai FCGs of HF patients.

This study was conducted at a hospital in eastern Thailand. Eastern Thailand is comprised
of seven provinces that include Chonburi, Rayong, Chachoengsao, Prachinburi, Chantaburi, Trat,
and Srakaew. Each province has five to ten districts and each district has one public hospital.
These district hospitals provide primary and secondary care for residents in the district. These
district hospitals had limited ability to provide tertiary care for HF patients because they did not
specialize in HF, and had no echocardiogram devices or programs to care for HF patients with
functional class 11 to 1V. The district hospitals generally transfer HF patients with functional
class 1l to IV to Buddhasothorn Hospital located in the Chachoengsao province.

The study setting was at the Buddhasothorn Hospital, the 500-bed tertiary care hospital
located in eastern Thailand. This hospital cares for residents who live in five provinces of eastern
Thailand (Chonburi, Rayong, Chachoengsao, Prachinburi, and Srakaew). Two provinces are

excluded because their residents rarely use Buddhasothorn Hospital services due to the long
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distance to the hospital. Buddhasothorn Hospital has the resources to care for HF patients,
particularly at the progressive stage. After transferred HF patients are stabilized, they will be
transferred back to district hospitals or returned home. HF patients have to schedule at least one
follow-up appointment with Buddhasothorn Hospital.

The subjects recruited for this study from the outpatient clinic in Buddhasothorn Hospital
were representative of FCGs in five provinces of eastern Thailand. In this study, samples were
drawn by the P1 from an outpatient clinic of the tertiary care hospital in the Chachoengsao
province of eastern Thailand. After the MSU and Buddhasothorn Hospital IRB committee had
both approved the study, the P1 began to collect study data in Buddhasothorn Hospital. The
process for collecting data is summarized in Figure 2.

Sample size/power analysis. The sample size was calculated by applying G*Power3.1
statistical analysis software (Faul, Erdfelder, Buchner, & Lang, 2009; Faul & Franz, 2010).
Eleven FCG variables (age, gender, education, relationship to patient, household income,
employment status, number of roles, number of hours of care, physical function, social support,
and belief in the Buddhist Karma Rule ), three HF patient variables (age, gender, and education),
and difficult and time consuming HF caregiving tasks are included in the calculated program.

The sample size of 139 or more FCGs was calculated to be appropriate for testing the
relationship of 13 independent variables and two moderating factors on role conflict and role
strain. Testing two moderating factors requires only 69 study subjects. Based on this fact, the
sample size of 139 FCGs therefore provided acceptable power of analysis. As a result, a
minimum sample size of 139 or more FCGs provided an acceptable .80 level of statistical power
to detect differences between major subgroups of the FCG sample. This sample size provided an

acceptable effect size (f* = 0.15), and the results reflect the significant influences of both FCGs
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and HF patients on levels of caregiver role conflict and role strain at a 0.05 significance level

(Faul, Erdfelder, Buchner, & Lang, 2009).

Caregivers of HF patients
(Identified by clinic nurses at the
outpatient clinic)

|

Meet inclusion criteria

Yes  — The Pl explained the study purposes

n=270
No (n=125) Caregivers volunteer to
l participate in the study — 5 No(n=0)
Excluded from the study l l
Infformed —, Yes (145) Excluded from the study
consent l

Caregivers spend about 37 minutes to complete questionnaire
- Demographic questionnaire
- The Physical Function Scale
- The MSPSS
- The OCBS Scale
- Role Conflict Scale
- The Global Role Strain Scale

!

Data Management/Data Entry

Figure 2. Data Collection Flow Chat of Rural Thai Family Caregivers Role Strain Study
Study Measures

FCG and HF patient characteristics were considered likely significant influences on
caregiver role conflict and role strain. Clinic nurses at an outpatient clinic of Buddhasothorn

Hospital identified HF patients with functional class Il to IV by the use of medical records and
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the evaluation of symptoms using the Recruitment Procedure (see Appendix B). The criteria to
evaluate the functional class of HF patients was part of the recruitment procedure that was
developed by the PI. The recruitment criteria explained what clinic nurses should do while
screening FCGs into the study. The recruitment procedure included the strategy to recruit FCGs
into the study following the inclusion criteria.

For the inclusion criteria, clinic nurses reviewed the medical records and evaluated the
functional class of HF patients using the evaluation criteria in the recruitment procedure. The
criteria was in accordance with the HF functional classification of the New York Heart
Association (NYHA). Clinic nurses asked FCGs using instructions in the recruitment procedure
about whether they fit the inclusion criteria regarding FCG age, residence, length of care of the
HF patient, and ability to understand the Thai language. If FCGs met the criteria, clinic nurses
would indicate them to the PI.

Independent variables included FCG characteristics (age, gender, education, household
income, employment status, relationship to patient, number of roles, number of hours of care,
reasons to provide care for a patient, main reason to provide care, and physical function), HF
patient characteristics (age, gender, and education), the belief in the Buddhist Karma Rule,
participation in Buddhist activities, and social support. The dependent variables for the study
were caregiver role conflict and role strain. The measures that were used to examine independent
and dependent variables are summarized in Table 1. A demographic questionnaire was used by
the PI to gather information about FCG and HF patient characteristics, participation in Buddhist
activities, and belief in Buddhist Karma Rule (see Appendix A). The following sections will

discuss measurements and scoring for each variable.
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Table 1

Study Variables, Instruments, and Internal Consistency Reliability Statistics for Study

Instruments
Number Estimated Time
Measures Variable of ltems o to Complete
FCG and HF Patient Characteristics
FCG characteristics Predictor 15 5 minutes
(Age, gender, education, religion,
relationship to patient, household income,
number of role, number of hours of care,
effects of caregiver role on work role,
reasons to care for a patient, and other
persons help to care for patients)
HF patient characteristics Predictor 3 2 minutes
(Age, gender, education)
Belief in Buddhist Karma Rule and Predictor 2 2 minutes
participation in Buddhist activities
Functional class of HF symptoms Predictor 1 1 minute
Caregiver Physical Function
The Physical Functioning Subscale of Predictor 10 92 3 minutes
Short-Form Health Survey (PF)
Caregiver Tasks
The Oberst Caregiver Burden Scale Predictor 15 minutes
(OCBS)
Difficulty Subscale 15 .88
Medical care 3 67
Physical care 10 87
Emotional care 2 .80
Time Consuming Subscale 15 .89
Medical care 3 .61
Physical care 10 .86
Emotional care 2 .78
Caregiver Social Support
The Multidimensional Scales of Perceived | Moderator 12 .96 3 minutes
Social Support (MSPSS)
Caregiver Role Conflict
The Role Conflict Scale (RCS) Outcome 14 .95 3 minutes
Caregiver Role Strain
The Global Role Strain Scale (GBS) Outcome 7 81 3 minutes
Total 79 37 minutes

Note. a = Chronbach’s alpha.
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Independent variables. Age. An FCG reported their age and the HF patients’ age in
years in the questionnaire. HF patient and FCG age was analyzed as a continuous variable.

Gender. Each FCG reported their gender and the HF patients’ gender as male or female
in the questionnaire. Gender of FCGs and HF patients was scored as 1 for male and 2 for female
in the SPSS. Gender was analyzed as a categorical variable for analysis.

Education. FCG and HF patients’ education was measured as total years of education
completed. Each FCG indicated their level of education and the HF patients’ level of education
in the questionnaire. HF patient and FCG education was treated and evaluated as a continuous
variable.

Employment status. Employment status was reported by FCGs. FCGs were asked to
choose a category that fit their employment status. Categories included 1= not working, 2=
working part-time, 3= working full-time, 4= retired, and other (please specify). Employment
status was treated as a categorical variable for analysis.

Effect of a caregiving role on work role. Each FCG was asked to check a box rating the
effects of a caregiving role on their work role. The categories for effects of a caregiver role on
work role were comprised of 1=no effect on work hours, 2= reduced work hours, 3= changed
workplace, etc. Effects of a caregiving role on work role were analyzed as a categorical variable.

Relationship to the patient. FCGs were asked to report their relationship to the patient by
checking one item from a category, which included 1= spouse, 2= daughter/son, 3=
grandmother/grandfather, etc. Relationship to the patient was treated as a categorical variable for
analysis.

Household income. Household income was measured by asking FCGs to select from a

category of total household income per month. Categories of household income included 1= 0—
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2000 Baht ($0-69), 2= 2001-5000 Baht ($70-169), 3=5001-10000 Baht ($170-333), etc.
Household income was coded and treated as a categorical variable.

Number of roles. Each FCG was asked to select the number of roles they performed,
including 1= spouse, 2= son/daughter, 3= parent, 4= grandfather/grandmother, 5=
grandson/granddaughter, 6= worker, and 7= other roles. Number of roles were coded and treated
as a categorical variable.

Number of hours of care. Number of hours of care was measured by asking the FCG to
write down the total hours of care that they provided for an HF patient per day. Number of hours
of medical care, physical care, and emotional care were evaluated as a continuous variable.

Other persons who help to care for a patient. FCGs checked boxes in a category that
asked about other persons who helped them to care for an HF patient, including 1= family, 2=
friends, 3= colleagues, etc. FCGs could check more than one box. Categories of other persons
who helped FCGs to care for a patient were coded and treated as a categorical variable.

Religion. Religion was measured by asking FCGs to check a box in a category that
determined what their religion was. Categories of caregiver religion included 1= Buddhism, 2=
Islam, 3= Christianity, and 4= other (please specify). Caregiver religion was coded as a dummy
variable. Caregiver religion was treated as a categorical variable.

Reasons to provide care for a heart failure patient. FCGs were asked to select an answer
regarding their reasons to care for HF patients. Categories of reasons to provide care for an HF
patient included 1= duty of family member, 2= to receive good things in return, 3= care for loved
one, and 4= others (please specify). FCGs could check more than one reason. Reasons to provide

care for an HF patient were treated as a continuous variable.
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Main reason to provide care for a heart failure patient. FCGs were asked to provide a
main reason for providing care for an HF patient. Reasons to provide care for the patient were
categorized as 1= duty, 2= to receive good things in return, 3= care for loved one, and 4= other.
Main reason to provide care for an HF patient was treated as a categorical variable.

Belief in Buddhist Karma Rule. FCGs were asked to rate their level of belief in the
Buddhist Karma Rule by answering questions about the intensity of this belief while caring for
an HF patient. This question involved asking about to what extent FCGs hoped to receive
happiness, social recognition, recognition for a good deed in this life or the next, and assistance
in return. Response ranged from a great amount (5) to none (1). Scores ranged from four to 20.
The total intensity scores of the belief in the Buddhist Karma Rule for each item were summed to
create a total score of the belief in the Buddhist Karma Rule. The higher scores refer to the
greater levels of belief in the Buddhist Karma Rule. Intensity of the belief in the Buddhist Karma
Rule was treated as a continuous variable for analysis.

Participation in Buddhist activities. Participation in Buddhist activities was measured by
asking FCGs to select answers regarding the frequency of participation in Buddhist activities and
included praying, giving food to monks, going to temple, doing meditation, and making a
donation. Scores of each item ranged from one to five. A total score of participation in Buddhist
activities was developed by summing up scores for each item. The composite score ranged from
five to 25. The higher scores reflect more frequency in participation in Buddhist activities.
Participation in Buddhist activities was treated as a continuous variable.

Functional class of a heart failure patient based on caregiver perception. The
functional class of HF patients was measured by the severity of HF symptoms based on FCGs’

perspectives using four questions about HF patient physical activity limitation. Responses were
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categorized as 1= yes, and 2= no. Each question had specific direction for functional class 11 to
IV so that FCGs had to carefully follow the instructions. Each FCG was asked to check a box
regarding HF patient functional class based on FCG perception. Categories of response included
functional class I, I1, 111, and V. HF functional class Il was coded as 1, 11l as 2, and IV as 3. The
functional class of an HF patient was treated as a categorical variable.

Caregiver physical function. FCG physical function was measured using the Thai-
translated ten-item Physical Functioning of Short-Form Health Survey (PF) (Ware &
Sherbourne, 1992). Physical function of an FCG is operationally defined as the level of ability to
do daily activities such as climbing stairs, lifting objects, playing sports, and walking. FCGs
were asked to rate their physical functions as “limited a lot (0), limited a little (50) and not
limited at all (100).” The score of each question ranges from zero to 100 (see Appendix A). All
scores were summed and divided by ten. A total score of caregiver physical function ranged from
zero to 100. Average scores of 50 and over refer to high levels of physical function (Ware,
Osinskim, Bayliss, Mchorney, Roger, & Aczekm, 1995).

The PF is evidenced for content and constructing validity (Ware & Sherbourne, 1992).
Earlier studies reported acceptable to high PF subscale reliability (Eshaghi, Ramezani,
Shahsanaee, & Pooya, 2006; Lim, Seubsman, & Sleigh, 2008; Li, Wang, & Shen, 2003). The PF
subscale has been translated to the Thai version, and its reliability has been shown to be
acceptable (Lim, Seubsman, & Sleigh, 2008). The PF was used to measure levels of physical
function in FCGs of HF patients in rural eastern Thailand. A Cronbach’s alpha of the PF
subscale for this study was determined to be .91, indicating high internal consistency. This is
consistent with the reported reliability of the instrument. Physical function of FCGs was treated

as a continuous variable.
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HF caregiving tasks. Difficult and time consuming HF caregiving tasks were measured
using the Oberst Caregiving Burden Scale (OCBS) (Carey et al., 1991; Oberst et al., 1989).
FCGs were asked to rate levels of difficult and time consuming HF caregiving tasks, including
medical, emotional, and physical tasks (see Appendix A). The OCBS includes 15 items. The
original OCBS task categories include medical and personal care tasks, emotional and behavioral
care tasks, financial tasks, communication, and talking with health care professionals (Oberst et
al., 1989; Bakas et al., 2006; Pressler et al., 2009). The OCBS is evidenced for good reliability,
and content validity (Bakas & Bungerner, 2002; Bakas et al., 2006; Carey et al., 1991; Oberst et
al., 1989. The OCBS is translated into the Thai language by Boonluk (2005). The reliability of
the Thai version of the OCBS was acceptable (Boonluk, 2005).

In this study, the categories of caregiving tasks in the OCBS was modified and labeled by
the PI. Three categories of HF caregiving tasks include medical tasks (question one, five, and
15), physical tasks (question two, three, six, seven, eight, nine, ten, 12, 13, and 14), and
emotional care tasks (four and 11).

Therefore, HF caregiving tasks can be operationally defined as the assistance given to HF
patients with medical care (giving medications, observing symptoms, etc.), emotional care (being
there for the patient), and physical care (mobility, eating, bathing, etc.). For medical care tasks,
FCGs were asked to rate their difficulty and time consumption in completing medical
administration, monitoring symptoms, and talking with health professionals.

With regard to physical care tasks, FCGs rated their perception regarding difficulty and
time consuming tasks when caring for HF patients such as personal care, finance management,
housework, transportation, and communication. Regarding emotional care tasks, FCGs were

asked to report levels of difficult and time consuming tasks when providing emotional support
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and managing emotional problems. The Cronbach’s alpha of three subscales of the Thai version
that include medical, physical, and emotional tasks was evaluated in this study.

Difficult caregiving tasks. For difficult tasks, FCGs rated their perceived levels of
difficulty in medical, physical, and emotional caregiving tasks. Five difficulty response
categories range from not difficult (1) to extremely difficult (5). Scoring of difficult caregiving
tasks was done by summing raw scores of 15 items to create a total score for difficult caregiving
tasks (Bakas et al., 2006). A total score ranged from 15 to 75. The difficult caregiving tasks scale
had no cut off scores. Higher scores referred to high levels of difficulty in completing caregiving
tasks.

The Cronbach’s alpha of three subscales of difficult caregiving tasks for the Thai version
in this study were .68 (Medical Care Subscale), .80 (Physical Care Subscale), and .89 (Emotional
Care Subscale). Physical and medical subscales were of acceptable reliability but medical
subscale had low reliability. The Thai version of the medical subscale should be revised before
using in future research. Reliability of the total 15 items of difficult caregiving tasks was .89,
indicating moderate reliability. This is consistent with the reliability report of the instrument
(Bakas et al., 2006, Boonluk, 2005). Levels of difficult caregiving tasks were treated as a
continuous variable for analysis.

Time consuming caregiving tasks. With regard to time consuming tasks, FCGs rated
their perceived amount of time spent on medical, physical, and emotional care tasks. Response
categories of time consuming tasks range from none (1) to a great amount (5). Higher scores are
perceived as more difficult or time consuming. Total scores ranged from 15 to 75. The time
consuming caregiving tasks scale had no cut off scores. Higher scores represent more time spent

on caregiving tasks or difficulty with caregiving tasks.
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Scoring of time consuming caregiving tasks was done with totally raw scores (15 items).
Higher scores represent more time spent on caregiving tasks. The Cronbach’s alpha of three
subscales of time consuming caregiving tasks determined in this study was .61 (Medical Care
Subscale), .78 (Physical Care Subscale), and .83 (Emotional Care Subscale). Reliability of
physical and emotional subscales was acceptable but the medical subscale was low. Like the
medical subscale in the difficult caregiving tasks scale, the medical care subscale should be
revised before use in future research. Reliability of the total 15 items of time consuming
caregiving tasks in this study was .88. These alphas are consistent with the reported reliability
instrument. Levels of time consuming caregiving tasks were treated as a continuous variable for
analysis.

Social support. Caregiver social support was measured using the Thai-translated
Multidimensional Scales of Perceived Social Support (MSPSS) (see Appendix A). Social support
is operationally defined as the assistance from family, friends, and other significant persons to
help FCGs when needed. The MSPSS was developed by Zimet and colleagues in 1988. The
MSPSS contains 12 items with three subscales: support from family, support from friends, and
support from other significant people. Questions in the MSPSS provide assessment of three
major sources of support using the seven-point Likert scale (1 = very strongly disagree to 7 =
very strongly agree). The MSPSS showed acceptable levels of reliability (Canty-Mitchell &
Zimet, 2000). The MSPSS demonstrated adequate levels of content validity (Cheng & Chan,
2004). The MSPSS has already been translated into the Thai language by Wongpakaran and
colleagues (Wongpakaran, Wongpakaran, & Ruktrakul, 2011). The report Cronbach’s alpha of
the Thai-translated MSPSS was .87 for patient group and .91 for non-patient group, indicating

high reliability (Wongpakaran, Wongpakaran, & Ruktrakul).
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A total social support score was created by summing raw scores of 12 items of the
MSPSS together. Composited scores ranged from 12 to 84. The MSPSS has no cut off scores.
Higher scores represent greater social support that FCGs receive from families, friends, other and
significant persons. The Cronbach’s alpha of the Thai-translated MSPSS in this study was .93,
reflecting high internal consistency that was consistent with the report reliability of the
instrument (Wongpakaran, Wongpakaran, & Ruktrakul, 2011). Caregiver social support was
treated as a continuous variable.

Dependent variables. Caregiver role conflict. The level of FCGs’ role conflict was
measured using the Thai-translated Role Conflict Subscale (RCS) of the Role Strain Scale
developed by Archbold and colleagues (1990). Caregiver role conflict is operationally defined as
demands associated with the caregiving role interfering with the FCG’s ability to satisfy the
demands of other roles (Archbold et al., 1990; Hecht, 2001). The RCS contains 14 items using a
five-point scale (0 = not at all to 4 = a great deal) (see Appendix A). The RCS can be
administered by self-report. The RCS has been translated into a Thai version. Its reliability for
Thai and English version has been shown to be acceptable in past studies (Archbold et al., 1990;
Netchang, 2002).

FCGs’ role conflict raw scores were determined by summing all 14 items of the RCS to
create a total caregiver role conflict score. The RCS has no cut off scores. A total score ranged
from zero to 56 with higher scores reflecting higher levels of perceived role conflict. Some FCGs
answered “this role does not apply” in some items of the RCS such as student role and
grandmother/grandfather because they did not perform these roles. These items were imputed by
replacing the mean score of each item. Cronbach alpha of the RCS in this study was .97.

Caregiver role conflict was treated as a continuous variable for analysis.
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Caregiver role strain. Caregiver role strain was defined as the subjective experience of
an FCG, including all senses of confinement, difficulty, and stress experienced while performing
a caregiving role along with other role obligations (Archbold et al., 1990). The extent of
caregiver role strain for this study was measured by using the Thai-translated Global Role Strain
Scale (GRS) originally developed by Archbold and colleagues (1990). FCGs were asked to
respond to seven questions about their stress levels and feelings of strain associated with their
roles as an FCG (see Appendix A). Responses ranged from not at all or never (0) to very much or
a lot (4). The GRS has no cut off scores. A total score ranged from zero to 28, with higher scores
indicating that the FCG was experiencing a great deal of stress in performing his or her
caregiving role. The GRS is evidenced for content and constructs validity (Archbold et al.,
1990). The reported Cronbach’s alpha for this scale Thai and English version was .72 to .84
(Archbold et al., 1990; Netchang, 2002).

A total score of caregiver role strain was developed by summing raw scores of seven
items of role strain together. The raw scores of item 7 of the role strain were reversed before
summing score to create a total score of caregiver role strain. Scores can range from zero to 28,
with higher scores indicating that the FCG was experiencing a great deal of stress in performing
his/her caregiving role. The reported Cronbach’s alpha for this scale in this study was .92,
indicating high reliability. Caregiver role strain was treated as a continuous variable for analysis.
Instrument Reliability

Study instrument reliabilities are summarized in Table 1. In this study, most study
instruments, which included social support, physical function, role conflict, and role strain;
showed high internal consistency (a = .80—.96). Cronbach’s alpha of the time consuming

caregiving tasks scale was .88. The emotional care subscale of time consuming caregiving tasks
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showed acceptable reliability (o = .73). The difficult caregiving tasks scale reported Cronbach’s
alpha of .89. The medical care subscale of both time consuming and difficult caregiving tasks
showed low reliability (o = .61-.67). The medical subscale included three items that have
affected the reliability of this instrument.

The original version of time consuming and difficult caregiving tasks was used as an
unidimensional scale. For this study, 15 items of the Thai-translated OCBS (time consuming and
difficult caregiving tasks scale) were separated to three subscales and these three subscales were
determined for their internal consistency separately (see Table 2). The results showed that the
physical and emotional subscale of both time consuming and difficult caregiving tasks showed
high internal consistency.

For medical care subscale, reliability of both time consuming and difficult caregiving
tasks subscales were low. This may result from the medical subscale having only three items,
which may affect the reliability of this subscale. In addition, this study used the medical scale
that was already translated into Thai. Some questions in the Thai version of the medical subscale
may be difficult to interpret by FCGs, which may cause Thai FCGs to misunderstand the
questions. For example, question one is about the medical care that FCGs provide to an HF
patient. The question may not specify a specific medical care task done for HF patients, which
may lead FCGs to misinterpret it. The medical care subscale in the Thai version should be
revised before use in future research.

Approach to Statistical Analysis

Data was first analyzed by SPSS 18 (PASW) software for Windows (IBM SPSS

Statistics, 2010). Descriptive data of FCGs and HF patients included categorical and continuous

data. Categorical data was described using frequency, mean, range, standard deviations, and
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percentage. Continuous data was explained using mean, range, and standard deviation. The
functional classes of HF patients were grouped (functional class II, I11, and V) based on
caregiver perception about severity of the patients’ symptoms. The minimal level of statistical
significance for this study was set at p <.05.
Hypotheses

1) Rural Thai FCG characteristics (age, gender, education, relationship to patient,
household income, employment status, number of roles, number of hours of care, and physical
function) and HF patient characteristics (age, gender, and education) would significantly
influence caregiver role conflict.

2) Highly difficult and time consuming tasks would significantly contribute to high levels
of caregiver role conflict.

3) Higher levels of social support or the belief in the Buddhist Karma Rule would
significantly moderate levels of caregiver role conflict and role strain.
Analysis Plan for Specific Aim One

To determine the relationship of FCG/ HF patient characteristics, and difficult and time
consuming HF caregiving tasks to caregiver role conflict and role strain, Pearson’s product
moment correlation procedures were used to explore the bivariate relationships among these
variables (Nunnally & Bernstien, 1994). After that, a multiple regression procedure was used in a
backward technique to obtain the most parsimony and best fit model for exploring the impact of
FCG and HF patient characteristics and difficult and time consuming HF caregiving tasks on role
conflict and role strain. FCG and HF patient characteristics and difficult and time consuming HF

caregiving tasks were included in the model as independent variables, and role conflict and role
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strain were included as dependent variables. Independent variables that were not statistically
significant with role conflict and role strain were excluded from the model.

For the cases where some factors showed a significant relationship to the dependent
variable but no significant effect in the model, the bivariate correlation between this factor and
other dependent variables were examined. This factor was refit in the model again with other
factors that are affected significantly by its removal. A decision was made about which factor
remained in the model based on how much variance was explained by a dependent variable and
clinic sense.

Analysis Plan for Specific Aim Two

Regarding the impact of difficult and time consuming HF caregiving tasks on caregiver
role conflict, multiple regression procedures were applied to identify this relationship (Moore &
McCabe, 2006). The regression model was developed to examine the association and direction of
the relationship between difficult and time consuming HF caregiving tasks and role conflict.
Difficult and time consuming HF caregiving tasks and role conflict were incorporated into the
regression model to determine the associations between them.

Analysis Plan for Specific Aim Three

Belief in the Buddhist Karma Rule and social support as possible moderating factors
were examined by adjusting for difficult and time consuming HF caregiving tasks. The
moderating effects of the belief in the Buddhist Karma Rule and social support on the
relationship between caregiver role conflict and role strain were tested using general linear
model procedures (Moore & McCabe, 2006). For example, the potential moderating effect of
social support on the relationship between caregiver role conflict and role strain was determined

by developing three general linear models for testing the relationship among three potential

106



factors: social support, role conflict, and role strain. The three regression models examined the
influence of (1) the main effect of social support on caregiver role conflict, (2) the main effect of
caregiver role conflict on role strain, and (3) the interacting effects of caregiver role conflict and
social support on caregiver role strain. The same procedure was repeated to test the moderating
effect of the belief in the Buddhist Karma Rule on the relationship between role conflict and role
strain.

The general linear process tested for interacting effects of caregiver role conflict and
social support or the belief in the Buddhist Karma Rule on role strain. If the result of interacting
effects was significant, it could be concluded that social support and the belief in the Buddhist
Karma Rule were moderators of the relationship between caregiver role conflict and role strain.
Potential Difficulties & Limitations

This study had several limitations. First, the FCG subjects in this study self-reported their
perceived role strain experiences and their caregiving experiences within the two weeks prior to
completing the questionnaire, which might lead to recall bias (Raphael, 1987; Barry &
Livingstone, 2006). Second, the study enrolled a limited convenience sample in Buddhasothorn
Hospital, so these subjects might not be representative of all FCGs. Finally, the generalizability
of the results of this study to other settings or nations might be limited.

Quality Control/Data Management

To ensure the quality and consistency of the collected data for this study, the following
quality control and data management strategies were conducted throughout the study. With
regard to recruitment and enrollment procedure, FCGs who met the criteria were identified by
clinic nurses trained in human rights protection by the Buddhasothorn Hospital. The PI had

contacted the director of nurses and head nurse of an outpatient clinic of the Buddhasothorn
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Hospital for assistance from the nursing staff. These nurses identified FCGs of HF patients who
met the criteria and intended to participate in the study. Clinic nurses at the outpatient clinic of
Buddhasothorn Hospital were instructed and trained in the process of recruitment, enrollment,
and principles of subject protection. These nurses contacted the Pl when they had problems
recruiting study participants.

For data management, all study data and consent forms were stored in a locked cabinet at
the PI’s home in Thailand and the doctoral office in West Fee Hall at MSU. The software data
file of study subjects was stored electronically in a computer with password protection and only
the PI, Major Professor, and study statistician were allowed to access the data file.

The FCG roster was developed and confidentially held by the P1 in the locked cabinet
file. Each subject was identified with an anonymous study identification number using numbers
from one to 139. The names of FCGs were never stated to other people. The identities of all
enrolled FCGs remained anonymous throughout the study. The survey questionnaires and
consent forms were secured in this manner and will be until all study reports and manuscripts
have been completed.

All collected data was entered into SPSS 18 (PASW) by the PI. A codebook was
developed with links to study variables and variable names in SPSS 18 (PASW). The study
questionnaire had an identification number that corresponds to the subject ID variables in SPSS
18 (PASW). Random checks were conducted to ensure that data was entered completely and
correctly by the PI.

Only designated study team members (the P1, Major Professor, and study statistician)
were ever provided access to any study research data by the P1. No healthcare professionals at

Buddhasothorn Hospital were ever capable of knowing which subjects consented to participate in
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the study unless told by the subject. The results of this study might be published or presented at
professional meetings, but the identities of all research participants remain anonymous.

In terms of data collection, FCGs of HF patients were screened by clinic nurses using the
recruitment procedure developed by the PI. After that, the Pl contacted the FCGs and explained
the purposes of the study and subjects’ rights to them. If they wished to participate in the study,
the PI provided the study packet to eligible FCGs. After FCGs signed the consent form, the PI
provided a copy of this form to them. Only the PI provided the study packet and questionnaire to
FCGs and FCGs completed the questionnaire in a private room at an outpatient clinic. Eligible
FCGs who could not complete a questionnaire at an outpatient clinic were excluded from the
study. The study participants were allowed to contact the P1 if they had a problem answering the
questions in the questionnaire. No one contacted the Pl while completing a questionnaire. The
questionnaires were returned to the PI for data management.

Protection of Human Subjects

This study was conducted by the PI, who has been trained in human-rights protection
through MSU graduate seminars and nursing courses. The PI contacted the head nurse for
assistance from the staff of nurses at the outpatient clinic of Buddhasothorn Hospital. The staff
identified FCGs of HF patients who met the criteria and intended to participate in the study.
Additionally, IRB staff at Buddhasothorn Hospital were instructed in the principles of study-
subject protection. The research abstract (both the Thai and English version), application form,
and additional documentation (such as the consent form, information sheet, and instruments)
were also submitted to the Buddhasothorn IRB committee.

The eligible subjects were informed and assured that their data was kept confidential at

all times. The P1 began to enroll study subjects after the MSU and Buddhasothorn Hospital IRBs
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approved the study. The PI provided the consent form (see Appendix B) to the FCGs. These
FCGs were able to ask questions about the study before making a decision to sign the consent
form. There were no health care professionals in the Buddhasothorn Hospital who were aware of
the FCGs’ decision. After the FCGs’ informed consent was obtained, the enrolled FCGs
completed the questionnaire in a private location at the outpatient clinic away from their HF
patients. The completion of the questionnaire was estimated to take about 37 minutes.
Questionnaires were returned to the P1 and kept in a locked cabinet for confidential data
management. The consent forms were stored in a locked cabinet in Thailand and the U.S.
Risk to Human Subjects

The health risks associated with this study were minimal since FCGs only needed to
complete the questionnaire regarding their subjective experience concerning their caregiving
responsibilities. FCGs were allowed to skip questions they were not comfortable answering.
Additionally, FCGs could withdraw from the study at any time.
Adequacy of Protection against Risk

All eligible FCGs who met inclusion criteria were identified by clinic nurses. The Pl
explained the study objectives, the data collection process, and the subjects’ rights to clinic
nurses and FCGs who met the inclusion criteria and volunteered to participate in this study. The
decision to participate in this study was entirely the participants’ own. There were no
participants who refused to participate in the study. The decision of study participants did not
change the usual medical care HF patients receive at Buddhasothorn Hospital. None of the
healthcare professionals at the Buddhasothorn Hospital knew whether participants decided to

participate in this study.

110



The survey package was provided to enrolled participants. The package included all
necessary information regarding the study facts and rights of study participants. Additionally, the
study participants could ask the P1 questions at any time, or they could directly contact the PI,
Major Professor, or MSU IRB staff. The contact information of the PI, Major Professor, and
MSU IRB staff in both Thailand and the U.S. was given to participants.

To obtain FCG informed consent, the Pl began to enroll eligible FCGs after receiving
IRB approval. Rural Thai FCGs were informed of the purposes of the study and provided the
informed consent and information sheet. FCGs could ask questions regarding their rights and the
study until they made a decision to participate. FCGs signed the consent form based on their own
decision. There were no health care professionals in Buddhasothorn Hospital who knew about
the FCGs’ decisions. If FCGs could not read the Thai language, the PI offered to read the
documents for study subjects. After FCGs signed the consent form, the PI provided a copy to

them.
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Chapter 5
Results

The purpose of this study was to examine the relationship of FCG and HF patient
characteristics, difficult and time consuming HF caregiving tasks, the belief in the Buddhist
Karma Rule, and social support with caregiver role conflict and role strain in a sample of FCGs
of HF patients. In addition, the impact of difficult and time consuming HF caregiving tasks on
role conflict and role strain was examined. The belief in the Buddhist Karma Rule, participation
in Buddhist activities, and social support; which were identified as possible moderating factors
on the relationship between caregiver role conflict and role strain; were also examined. This
study sought to investigate the following specific aims:

Specific Aims:

1) To determine the relationship of rural Thai FCG and HF patient characteristics,
difficult and time consuming HF caregiving tasks, the belief in the Buddhist Karma Rule, and
social support with caregiver role conflict and role strain.

2) To examine the impact of difficult and time consuming HF caregiving tasks on
caregiver role conflict.

3) To test the belief in the Buddhist Karma Rule and social support as possible
moderating influences on the relationship between caregiver role conflict and role strain,
controlling for difficult and time consuming HF caregiving tasks.

The following sections will present the results of this study. FCG and HF patient
characteristics and descriptive analyses of independent and dependent variables will be
presented. Study results with respect to specific aims will also be explained. Interpretation and

discussion of the results and implications will be presented in chapter 6.

112



Table 2

Frequency and Percentage for FCG Characteristics (n =144)

Characteristic Variable N %
Caregiver gender Male 32 22.20
Female 112 77.80
Caregiver relationship to Grandson/granddaughter 18 12.50
the patient Spouse 30 20.80
Adult children 79 54.90
Others (sister/brother, parent, etc.) 17 11.80

Household income 0-2000 Baht ($0-69) 12 8.30
2001-5000 Baht ($70-142) 32 22.30
5001-10000 Baht ($143-285) 28 19.40
10001-20000 Baht ($286-571) 38 26.40
20001 Baht and over ($572 and over) 34 23.60
Employment status Not working (working part-time and 39 27.10

retired)

Working full-time 105 72.90
Work effects due to a Absence from work 34 23.60
caregiving role Changed workplace 38 26.40
No effect on work role 52 36.10
Others (quit the job, etc.) 20 13.90
Number of roles one role 16 11.10
caregiver occupied two roles 45 31.30
three roles 55 38.20
four roles or more 28 19.50

Caregiver religion Christianity 1 .70
Islamic 8 5.60
Buddhism 135 93.80

Sample
Once the MSU and Buddhasothorn Hospital IRBs approved the study (see Appendix D
and E), a total of 145 FCGs of HF patients who met the inclusion criteria were enrolled into the

study. There were no FCGs who refused to participate in the study. The PI collected data at an
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outpatient clinic in Buddhasothorn Hospital. One hundred and forty-five study questionnaires
were distributed to study participants. A total of 144 study questionnaires were returned to the
PI. One questionnaire was not returned to the PI. Descriptive data of FCG and HF patient
characteristics are summarized in Table 2, 3, 4,5, and 7.

Table 3

Mean, SD, Minimum, and Maximum of HF Patient and FCG Characteristics (n = 144)

Characteristic Mean SD Min Max
Caregiver age (years) 46.31 14.01 19 90
Caregiver education (years) 7.88 5.15 0 19

Number of roles caregiver occupied based
on relationship to the patient

Adult children 2.68 1.01 1 5
Spouse 2.97 .96 2 5
Grandson/daughter 2.67 1.03 1 5
Sister/brother 2.83 75 3 4
Number of roles caregiver occupied based
on caregiver gender
Male 2.50 .98 1 5
Female 2.40 .98 1 5
Number of roles caregiver occupied based
on caregiver age
18-40 years 2.40 .87 1 4
41-60 years 2.90 1.07 1 5
61-90 years 2.81 81 1 3

Note. SD = standard deviation.

With regards to descriptive data of HF patients, the average age of HF patients was 68.28
years (SD = 15.07). The average years of education for patients’ was 4.20 years (SD = 3.78),
indicating that HF patients had education lower than primary school. The majority of FCGs’
were female (77.80%, n = 112) (see Table 2). The average age of FCGs was 46.30 years (SD =

14.01). The average years of education for caregivers was 7.88 years (SD = 5.15, range = 0-19
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years), indicating that FCGs had education at primary school and higher (see Table 3).
Approximately 26% of household income was 10001-20000 Baht ($286-571, $1 = 30-35 Baht)
per month (n = 38), indicating that these FCGs were high-income people. Low-income people in
Thailand receive salaries of less than 2000 Baht per month (about $55).

Table 4

Frequency and Percentage of Reasons to Provide Care for HF Patients, Help From Other
Persons, and HF Functional Class (n = 144)

Characteristic Variable N %

Main reason to provide care Care for loved one 7 4.90
Receive good things in 47 32.60

return
Duty of family member 90 62.50
Number of reasons to provide care One reason 47 32.50
Two reasons 34 23.60
Three reasons 63 43.90
Other persons who help to care for Friend 20 13.90
patient Family member 114 78.20
Others (neighbor, 10 7.90

volunteer caregiver, etc.)
HF functional class based on Class Il 62 43.10
perception of FCG Class 111 52 36.10
Class IV 30 20.80

About 73% of FCGs were working full time (n = 105). Approximately 36% of FCGs (n =
52) reported that a caregiver role did not affect their work role. Almost 94% of FCGs were
Buddhists (n = 135) (see Table 2). Table 3 shows that 38% of FCGs (n = 55) completed three
family roles along with a caregiver role. Spouses performed the highest number of roles (mean =
2.97, SD =.96). The number of roles FCGs occupied based on gender and age was slightly

different (see Table 3).
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Table 5

Mean, SD, Minimum, Maximum, Number, and Total Hours of Care Provided by FCGs for an HF
Patient (n = 144)

Characteristic Mean SD Min Max
Number of medical care hours per day (hours) 1.98 1.40 A5 10
Number of physical care hours per day (hours) 5.38 4.85 .30 20
Number of emotional care hours per day (hours) 1.47 1.14 0 7
Total number of hours of care per day (hours) 8.83 6.96 75 24
Total hours of care in relation to gender
Male 9.70 6.77 75 24
Female 8.58 6.25 2.45 23
Total hours of care in relation to relationship to
patient
Grandson/granddaughter 6.81 4.34 1.60 18
Spouse 10.58 7.13 .90 22
Adult children 8.79 6.38 2.30 24
Total hours of care in relation to caregiver age
18-40 years 7.96 5.99 2.45 20
41-60 years 8.72 6.52 75 22
61-90 years 11.49 6.38 1.6 23
Total hours of care in relation to patient age
18-40 years 12.26 7.73 15 18
41-60 years 8.96 7.31 .90 22
61-90 years 8.46 5.90 2.45 24

Note. *bold items indicate the highest number of hours of care; SD = standard deviation.

The main reason to provide care for an HF patient was the duty of the family member
(62.5%, n = 90) (see Table 4). Approximately 50% of FCGs had three reasons for providing care
for a patient. Other persons who helped FCGs care for a patient were predominantly family
members (78.2%, n = 114). About 43% of HF patients’ had functional class II, based on the
perception of FCGs (n = 62). HF patients with functional class 11 experience some physical

limitations when they perform ordinary activities. These patients may require more medical care
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(drug administration, sodium control, etc.), physical care (daily activities, exercise, etc), and
emotional care (stress or depression relief) from FCGs than HF patients with functional class I.
With regard to Table 5, the average number of hours of care for HF patients was 8.83
hours per day (SD = 6.36). The highest number of hours of care for an HF patient was in
physical care (mean = 5.38, SD = 4.85). Based on FCGs’ gender, male FCGs provided longer
hours of care within a day than female FCGs (male = 9.70 hours (SD = 6.77) and female = 8.58
hours (SD = 6.25)). Spousal FCGs provided the most hours of care (10.58 hours, SD = 7.13) in
comparison to the other relationship categories. Older HF patients (61-96 years old) required
more hours of care than younger HF patients (18-40 and 41-60 years old). FCGs who were 40-
years-old and under provided more hours of care per day than FCGs who were 41-years-old and
older.
Table 6

The Average Number of Hours of Care, and Score of Physical Function, and Difficult and Time
Consuming Caregiving Tasks Reported by FCGs

Difficult Time consuming
HF Functional Number Hours  Caregiving Tasks  Caregiving Task Physical Function
Class of Care (hours) (range = 15-75) (range = 15-75) (range = 0-100)
Class Il 5.61 (4.43) 48.66 (6.68) 48.71 (8.82) 93.55 (12.82)
Class 111 9.26 (5.51) 53.04 (8.97) 54.21 (8.28) 87.12 (22.02)
Class IV 14.74 (6.81) 57.27 (6.07) 56.10 (5.86) 87.03 (19.75)
Note. Class Il = HF patients with functional class two; Class I1l = HF patients with functional

class three; Class IV = HF patients with functional class four.

In Table 6, the average score of time consuming caregiving tasks, difficult caregiving
tasks, caregiver physical function, and number of hours of care of FCGs of HF patients with
functional class 11, 111, and 1V was summarized. FCGs reported that HF patients with functional

class IV required more hours of care per day than HF patients with functional class Il and I11.
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The average number hours of care for HF patients with functional class Il was 5.6 hours per day
(SD =4.43), class 111 was 9.26 hours (SD = 5.51), and class IV was 14.74 hours (SD = 6.81).

FCGs of HF patients with functional class IV reported the highest average score of
difficult caregiving tasks, which was 57.27 (SD = 6.07). FCGs in this study reported that caring
for HF patients with functional class IV was more difficult than HF patients with functional class
I1 and I1. In the same way, FCGs of HF patients with functional class IV reported the highest
average score of time consuming caregiving tasks at 56.10 (SD = 5.86), which indicated that
providing care for HF patients with functional class IV was more time consuming than HF
patients with functional class Il and I1l. The average score of physical function of FCGs of HF
patient with functional class Il was 93.55, indicating that FCGs in this study reported their
physical function was good.

In Table 7, the average score of the belief in the Buddhist Karma Rule was 14.23 (SD =
4.10). The average score of participation in Buddhist activities was 17.78 (SD = 4.38). The
average composite score of the belief in the Buddhist Karma Rule and participation in Buddhist
activities was 32.07 (SD = 6.20). The average score of caregiver physical function was 89.86
(SD = 18.24), indicating good physical function in FCGs. The average score of caregiver social
support in Table 7 was 42.03 (SD = 18.16). The average score of time consuming caregiving
tasks was 52.24 (SD = 8.90). The average score of difficult caregiving tasks was 52.03 (SD =
8.90). FCGs reported time consuming and difficult caregiving tasks as when providing care for
HF patients with functional class IV. The average score of caregiver role conflict was 42.27 (SD
= 10.40). The average score of caregiver role strain was 18.01 (SD = 5.96). Difficult and time

consuming caregiving tasks, social support, role conflict, and role strain had no cut off scores. It
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may be difficult to classify the levels of difficult caregiving tasks, time consuming caregiving
tasks, social support, role conflict, and role strain in FCGs.

Table 7

Mean, SD, Range, Minimum, and Maximum of Scores of Buddhist Belief; Time Consuming and

Difficult Caregiving Tasks; Social Support; Physical Function; Role Conflict; and Role Strain of
FCGs (n =144)

Variable Range Mean SD Min Max
Belief in the Buddhist Karma Rule* 4-20 14.23 4.10 4 20
Participation in Buddhist activities* 5-25 17.78 4.38 7 25
Composite score of belief in the Buddhist 9-45 32.01 6.20 17 45
Karma Rule and participation in Buddhist
activities*
Caregiver physical function** 0-100 89.86 18.24 10 100
Caregiver social support** 12-84 42.03 18.46 12 75
Caregiver role conflict*** 0-56 42.27 10.40 13 56
Caregiver role strain*** 0-28 18.01 5.96 0 28
Levels of time consuming caregiving 15-75 52.24 8.90 21 67
tasks***
Levels of difficult caregiving tasks*** 15-75 52.03 8.90 25 66

Note. *Higher scores refer to higher levels of the belief in the Buddhist Karma Rule and/or more
frequency of religious participation; **Higher scores refer to good physical function of a
caregiver or high levels of caregiver social support; ***Higher scores refer to higher levels of
role conflict, role strain, time consuming caregiving tasks, or difficult caregiving tasks; SD =
standard deviation.
Results and Analysis

Correlation between study variables. Correlation analysis was conducted to determine
if FCG and HF patient characteristics, difficult and time consuming caregiving tasks, the belief

in the Buddhist Karma Rule, participation in Buddhist activities, and caregiver social support
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Table 8

Correlation Estimates of FCG and HF Patient Characteristics, Social Support, Belief in the Buddhist Karma Rule, Participation in
Buddhist Activities, and Caregiver Role Conflict and Role Strain (n =144)
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Patient age 1 178* - -051  .028 .208*  -.190* -.296* -.041
237*
Patient gender 1 -115 -075 .000 JA11 022 .195* -.025
Patient education 1 -023 -024 .179* .052 .250* 114
Caregiver age 1 -067  -494* -077 -.346* -.119
Caregiver gender 1 .007 110 267* 237*
Caregiver education 1 .053 539* .070
Relationship to patient 1 .082 -.004
Role conflict 1 -.036
Role Strain 1
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Table 8 (cont’d)
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Household income 1 -.036 -.138 -.137 -162 126 -.022 -.245* -.240%
Employment status 415* -075 .018 -.020 -.106 -115
Effect to work role 1 2178 .037 .045 .158 113
Number of roles .038 -.074 .073 A73* .232*
Total number of hours of care 1 -024 -.025 .337* .327*
Caregiver religion 1 -.032 .040 .033
Reasons to provide care 1 -.021 -.004
Role conflict 1 .706*
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Table 8 (cont’d)
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Other person who help to care for a patient 1 -.036 .066 .078 .194* -.158 -.142 -.075
HF functional class 1 -.256* 103 347* 373* .340* .360*
Participation in Buddhist activities 1 197 -.301* 335* -.363* -.631*
Belief in the Buddhist Karma Rule 1 042 .037 -.198* -.220*
Time consuming caregiving tasks 1 .648* S577* 441*
Difficult Caregiving tasks 1 .664* S577*
Role conflict 1 .706*
Role strain 1
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Table 8 (cont’d)
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Caregiver physical function 1 311* .026 -.251* -.319*
Caregiver social support 1 A497* -.579* -.710*
Composited score of Belief in the Buddhist 1 -.301* -.488*
Karma Rule and participation in Buddhist
activities
Role conflict 1 .706*
Role strain 1
Note. *p < .05.
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were either positively or negatively related to levels of role conflict and role strain (see Table 8
for correlation results).

The results of correlation between independent variables and dependent variables showed
that HF patient and FCG education, household income, participation in Buddhist activities,
scores of FCG physical function, social support, and the belief in the Buddhist Karma Rule were
negatively correlated with role conflict (r = -.219 to -.579). The largest negative correlation was
between caregiver role conflict and caregiver social support (r = -.579). Caregiver age, number
of roles caregiver occupied, number of hours of medical care, number of hours of physical care,
number of hours of emotional care, HF patient functional class based on perception of FCGs,
total number of hours of care, time consuming caregiving tasks, and difficult caregiving tasks
were positively correlated with role conflict (r = .169 to .664). The largest positive correlation
was between difficult caregiving tasks and role conflict (r = .664). FCG education, household
income, participation in Buddhist activities, caregiver physical function, caregiver social support,
and the belief in the Buddhist Karma Rule were negatively correlated with role strain (r = -.240
to -.710). The largest negative correlation was between caregiver role strain and caregiver social
support (r =-.710).

FCG age, education, number of roles, number of hours of medical care, number of hours
of physical care, number of hours of emotional care, HF patient physical function, total number
of hours of care, time consuming caregiving tasks, difficult caregiving tasks, and role conflict
were positively correlated with role strain (r = .167 to .706). The largest positive correlation was
between role conflict and role strain (r =.706), indicating that role conflict and role strain had a
close relationship to each other. Caregiver social support was negatively correlated with difficult

and time consuming caregiving tasks, role conflict, and role strain (r =-.179 to -.710). The
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highest correlation was between caregiver social support and role strain (r = -.710). These results
indicated that FCGs who perceived more social support reported low levels of difficult
caregiving tasks, time consuming caregiving tasks, role conflict, and role strain.

Results of specific aims. Aim 1: To determine the relationship of rural Thai FCGs/HF
patient characteristics and difficult and time consuming HF caregiving tasks with caregiver role
conflict and role strain.

A linear regression model using the backward elimination procedure was run to examine
possible significant predictors of caregiver role conflict and role strain. Predictors of caregiver
role conflict and role strain were selected based on two criteria. First, the correlation of all
variables was conducted to examine whether selected independent variables were correlated with
caregiver role conflict and role strain. Second, literature review shows evidence of the
relationship between selected independent variables (FCG and HF patient characteristics,
difficult and time consuming HF caregiving tasks, belief in the Buddhist Karma Rule, and social
support) and role conflict and role strain.

After that, the multiple regression procedure with backward technique was conducted.
All independent variables were included in the model as independent variables. Role conflict and
role strain were incorporated in the model as dependent variables. Each independent variable
with the highest p value (not significant) was eliminated from the model. An independent
variable that was removed from the model caused the smallest decrease in R?. The removal of
the independent variable process continued until achieving the final model. The final model
included independent variables that were significantly correlated with a dependent variable.

Additionally, the final model was parsimonious and had the largest R?.
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With regard to role conflict outcome, multiple regression procedures with backwards
technique were completed to reach the final model. The final model had an R = .742, R* = .552,
F =57.456, with a p < .001. The adjusted R square for the final model was .542, indicating that
the model explains 54% of variance on role conflict outcome (see Table 9).

Caregiver gender, difficult caregiving tasks, and caregiver social support were significant
predictors for role conflict. The results showed that female FCGs experienced higher levels of
role conflict than male FCGs (p < .05). Additionally, FCGs who received more social support
tended to experience lower levels of role strain than FCGs with lower levels of social support (p
<.001). FCGs with high scores of difficult caregiving tasks were more likely to experience role
conflict than FCGs with low scores of difficult caregiving tasks (p < .001).

Table 9

Coefficient for Final Linear Regression Model Indicating Significant Predictors of Caregiver
Role Conflict

Unstandardized Std. Standardized

Variable Beta Error Beta t p
Constant 15.856 5.107 3.105 .002
Caregiver gender 3.186 1.424 128 2.238 .027*
Difficult caregiving tasks 611 .075 523 8.145 <.001***
Caregiver social support -.187 .036 -.333 5195 <.001***

Note. t = t distribution; Std. Error = standard error.
*p <.05, **p < .01, ***p <.001.

A linear regression model was developed to determine significant predictors of caregiver
role strain. Multiple regression procedures with backward technique were completed to achieve
the final model. The final model had an R = .837, R? = .700, F = 49.892, with a p < .001. The
adjusted R square for the final model was .686, indicating that the model explained

approximately 68% of variance on role strain.

126



Caregiver gender, HF functional class based on FCG perception, difficult caregiving
tasks, participation in Buddhist activities, caregiver physical function, and caregiver social
support were statistically significant with caregiver role strain (see Table 11). Regarding study
results, female FCGs had higher levels of role strain than male FCGs (p = .002). FCGs with
higher scores of difficult caregiving tasks were more likely to experience role strain than FCGs
with lower scores of difficult caregiving tasks (p < .001).

HF functional class based on the perception of the FCG was statistically significant with
caregiver role strain (p = .015). Correlation analysis was conducted to determine the relationship
between HF functional classes I1, 111, and 1V, and levels of caregiver role strain. HF functional
class Il had a significant positive correlation with caregiver role strain (r = .331). HF functional
class Il positively correlated with caregiver role strain (r =.085). HF functional class IV had a

significant positive correlation with caregiver role strain (r = 302).

Table 10
The Mean Difference of Role Strain in FCGs of HF Patients with Functional Class Il, 11I, and IV
Mean
HF Functional Class (I) HF Functional Class (J) Difference (1-J) Std. Error Significance
Class I Class 111 -1.98 1.05 185
Class IV -5.82 1.24 <.001***
Class I11 Class Il 1.98 1.05 185
Class IV -3.84 1.28 .009**
Class IV Class Il 5.82 1.24 <.001***
Class Il 3.84 1.28 .009**
Note. Class Il = HF patients with functional class two; Class Ill = HF patients with functional

class three; Class IV = HF patients with functional class four; Std. Error = standard error.
*p <. 05, **p < .01, ***p <.001.

One-way ANOVA with Post Hoc procedure was conducted to compare the mean
difference of role strain in FCGs of HF patients with functional class 11, 111, and IV. The mean

difference of role strain between FCGs of HF patients with functional class Il and IV, and 11l and
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IV was significant (see Table 10). However, the mean difference of caregiver role strain between
FCGs of HF patients with functional class 11 and I11 was not significant because there was a
small difference (p =.185, mean difference = 1.98). The mean difference between FCGs of HF
patients with functional class 111 and 1V was statistically significant (p = .009, mean difference =
3.84). The largest mean difference of caregiver role strain was between FCGs of HF patients
with functional class Il and IV (p <.001, mean difference = 5.92).

FCGs who more frequently participated in Buddhist activities were less likely to
experience role strain (p < .001) (see Table 11). FCGs with a higher score of physical function
experienced lower levels of role strain than FCGs with poor physical function (p =.048). FCGs
who had more social support experienced lower levels of role strain than FCG with less social
support (p <.001).

Table 11

Coefficient for Final Linear Regression Model Indicating Significant Predictors for Caregiver
Role Strain

Unstandardized Std. Standardized

Variable Beta Error Beta t p
Constant 21.885 3.347 6.538  .000
Caregiver gender 2.208 .700 155 3.155  .002**
HF functional class 1.009 408 130 2470  .015**
Difficult caregiving tasks 161 .039 .236 4.087  <.001***
Participation in Buddhist -.433 079 -.315 -5.462 <.001***
activities
Caregiver physical function -.034 017 -.103 -1.994 .048*
Caregiver social support -.122 .020 -.373 -6.001 .002**

Note. t = t distribution; Std. Error = standard error.
*p <.05, **p < .01, ***p <.001.

In summary, with respect to Specific aim one, FCG characteristics had a significant
impact on caregiver role conflict and role strain. Additionally, HF functional class based on FCG

perception was statistically significant with role strain. Caregiver characteristics that included
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gender, social support, and difficult caregiving tasks were statistically significant with caregiver
role conflict. Caregiver gender, HF functional class based on FCG perception, difficult
caregiving tasks, participation in Buddhist activities, physical function, and social support had a
significant impact on caregiver role strain.

Aim 2: To examine the relationship of difficult and time consuming HF caregiving tasks
on caregiver role conflict.

A linear regression model was run to evaluate effects of difficult and time consuming
caregiving tasks on caregiver role conflict. The final model had an R = .667, R square = .446, F
= 56.645, with a p <.001. The adjusted R square for the final model was .438, indicating that the
model explained about 44% of variance on caregiver role conflict (see Table 12).

Table 12

Coefficient for Final Linear Regression Model Indicating Significant Time Consuming and
Difficult Caregiving Tasks on Role Conflict

Unstandardized Std. Standardized

Variable Beta Error Beta t p
Constant 454 4.106 111 912
Time consuming caregiving 134 127 112 1.048 296
tasks
Difficult caregiving tasks .670 125 573 5.353 <.001***

Note. t = t distribution; Std. Error = standard error.
*p <. 05, **p <. 01, ***p <.001.

Difficult caregiving tasks was statistically significant with role conflict (p < .001),
indicating that FCGs with higher levels of difficulty with caregiving tasks experienced more role
conflict than FCGs with lower levels of difficulty with caregiving tasks (see Table 12). Time
consuming caregiving tasks was not statistically significant with role conflict (p = .296). The
results showed that levels of difficult caregiving tasks affected levels of caregiver role conflict,

but levels of time consuming caregiving tasks did not influence levels of caregiver role conflict.
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In summary, regarding specific aim two, difficult caregiving tasks was statistically
significant with caregiver role conflict. However, levels of time consuming caregiving tasks were
not significant with role conflict.

Aim 3: To test the belief in the Buddhist Karma Rule, participation in Buddhist activities,
and caregiver social support as a possible moderating factor influences on the relationship
between caregiver role conflict and role strain, controlling for difficult and time consuming HF
caregiving tasks.

After adjusting for difficult and time consuming caregiving tasks, the PI sought to
determine whether caregiver social support, the belief in the Buddhist Karma Rule, and
participation in Buddhist activities moderated the relationship between caregiver role conflict
and role strain or not. A general linear model procedure was conducted to analyze main effects
and interaction effects of independent variables on a dependent variable. Caregiver role conflict,
social support, the belief in the Buddhist Karma Rule, participation in Buddhist activities, and a
composite score of the belief in the Buddhist Karma Rule and participation in Buddhist activities
were included in the model as independent variables. Caregiver role strain was added in the
model as a dependent variable. The following paragraph will describe the results of testing
caregiver social support as a moderating factor on the relationship between caregiver role
conflict and role strain.

Caregiver Social Support as a Moderating Factor of the Relationship between Role
Conflict and Role Strain

A general linear model was used to examine the main effect and interaction effect of

caregiver social support and role conflict on caregiver role strain. Caregiver social support was

included in the model as a moderating factor on the relationship between caregiver role conflict
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and role strain. For the main effects, caregiver role conflict had a significant influence on
caregiver role strain (p < .001). Caregiver social support had a significant impact on caregiver
role strain (p < .001). Interaction effects of role conflict and caregiver social support was
statistically significant on caregiver role strain. The p-value for interaction effect is p < .001,
indicating caregiver social support can moderate the relationship between role conflict and role
strain (see Table 13).

Table 13

Coefficient for Final Linear Regression Model Indicating Social Support as a Significant
Moderating Factor on the Relationship between Role Conflict and Role Strain

Variable Type Il Sum of Square ~ df Mean Square F p
Role conflict 1676.31 85 19.72 156 <.001***
Social support 747.54 36 20.77 1.65 <.001***
Role conflict*social 61.98 7 8.85 7.02 <.001***

support

Note. F = F distribution; df = degree of freedom.
*p <.05, **p < .01, ***p <.001.

The Composite Score of the Belief in the Buddhist Karma Rule and Participation in
Buddhist Activities as a Moderating Factor of the Relationship between Role Conflict and
Role Strain

There were two questions regarding the influence of the Buddhist religion on role conflict
and role strain, including the belief in the Buddhist Karma Rule and frequency of participation in
Buddhist activities. In this analysis, non-Buddhist followers, including Christians (n = 1), and
Muslims (n = 8), were excluded. To test the influence of the Buddhist religion as a moderating
factor of the relationship between caregiver role conflict and role strain, a composite score of the

belief in the Buddhist Karma Rule and participation in Buddhist activities were developed.
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Table 14

Coefficient for Final Linear Regression Model Indicating Composited Score of the Belief in the
Buddhist Karma Rule and Participation in Buddhist Activities as a Significant Moderating
Factor on the Relationship between Role Conflict and Role Strain

Variable Type 111 Sum of Square df  Mean Square F p
Role conflict 2692.95 88 30.60 3.83 390
Composite score of belief in 435.88 20 21.79 2.72 449

the Buddhist Karma Rule

and participation in

Buddhist activities

Role conflict*composite 252.96 18 14.05 1.76 540
score of belief in the

Buddhist Karma Rule and

participation in Buddhist

activities

Note. F = F distribution; df = degree of freedom.
*p <.05, **p <.01, ***p < .001.

A general linear model was conducted to test main effects and interaction effects of role
conflict and the composite score of the belief in the Buddhist Karma Rule and participation in
Buddhist activities on caregiver role strain. The composite score was added to the model as a
moderating factor between role conflict and role strain. The results of the composite score of the
belief in the Buddhist Karma Rule and participation in Buddhist activities as a moderating factor
on the relationship between caregiver role conflict and role strain are summarized in Table 14.

For the main effects, caregiver role conflict was not a significant influence on caregiver
role strain (p =.390). The composite score of the belief in the Buddhist Karma Rule and
participation in Buddhist activities was not significant to caregiver role strain (p = .449).
Interaction effects of role conflict and the composite score of the belief in the Buddhist Karma
Rule and participation in Buddhist activities were added to the model. Interaction effects of role

conflict and the composite score of the belief in the Buddhist Karma Rule and participation in
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Buddhist activities was not statistically significant (p = .540), indicating that the composite score
did not moderate the relationship between caregiver role conflict and role strain.

The composite score of the belief in the Buddhist Karma Rule and participation in
Buddhist activities was developed based on the hypothesis that FCCs who had more intense
belief in the Buddhist Karma Rule may frequently participate in Buddhist activities. However,
the interaction effect of the composite score was not significant. This may result from Thai FCGs
reporting high levels of belief in the Buddhist Karma Rule but not frequently participating in
Buddhist activities. There may be some factors that thwart the participation in Buddhist activities
of FCGs such as caregiving responsibilities or lack of availability.

With regard to correlation results, participation in Buddhist activities had a significant
correlation with caregiver role conflict (r = -.363) and role strain (r = -.631). Based on these
results, the PI decided to test the belief in the Buddhist Karma Rule and participation in Buddhist
activities as moderating factors separately. The following section will evaluate the belief in the
Buddhist Karma Rule as a moderating factor on the relationship between role conflict and role
strain.

Belief in the Buddhist Karma Rule as a Moderating Factor of the Relationship between
Role Conflict and Role Strain

A general linear model was run to determine the main effects and interaction effects of
role conflict and the belief in the Buddhist Karma Rule on caregiver role strain. FCGs who were
not followers of Buddhism, which included Muslims (n = 1) and Christians (n = 8), were
excluded from the analysis. A total score of the belief in the Buddhist Karma Rule was included
in the model as a moderating factor on the relationship between caregiver role conflict and

caregiver role strain (see Table 15).
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Table 15

Coefficient for Final Linear Regression Model Indicating the Belief in the Buddhist Karma Rule
as a Significant Moderating Factor on the Relationship between Role Conflict and Role Strain

Variable Type Il Sum of Square  df Mean Square  F p
Role conflict 3515.47 94 37.40 37.40 <.001***
Belief in the Buddhist 201.94 13 15.53 2.32 .007**
Karma Rule
Role conflict*belief in the 456.13 18 25.41 3.80 .030*

Buddhist Karma Rule

Note. F = F distribution; df = degree of freedom.
*p <.05, **p <.01, ***p < .001.

For the main effects, caregiver role conflict had significant influence on role strain (p <
.001). The belief in the Buddhist Karma Rule had a significant impact on caregiver role strain (p
=.007). Interaction effects of role conflict and the belief in the Buddhist Karma Rule were added
to the model. Interaction effects of role conflict and the belief in the Buddhist Karma Rule was
statistically significant with role strain. The p-value for interaction effect is p = .030, indicating
that the belief in the Buddhist Karma Rule moderated the relationship between role conflict and
role strain (see Table 15).
Participation in Buddhist Activities as a Moderating Factor on the Relationship between
Role Conflict and Role Strain

A general linear model was conducted to examine main effects and interaction effects of
role conflict and participation in Buddhist activities on caregiver role strain. FCGs who were not
Buddhist followers were excluded from the analysis, including Christians (n = 1), and Muslims
(n = 8). Total scores of participation in Buddhist activities were incorporated in the model as a

moderating factor on the relationship between caregiver role conflict and role strain. The
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following paragraph describes the results of main effects and interaction effects of participation
in Buddhist activities and caregiver role conflict on levels of caregiver role strain.

Table 16

Coefficient for Final Linear Regression Model Indicating Scores of Participation in Religious

Activities as a Significant Moderating Factor on the Relationship between Role Conflict and
Role Strain

Variable Type 111 Sum of Square df  Mean Square F p
Role conflict 2111.21 92  20.40 20.40 .005**
Participation in Buddhist 413.10 14 26.23 26.23  .003**
activities
Role conflict*participation 276.50 21 11.70 11.70 .014**

in Buddhist activities

Note. F = F distribution; df = degree of freedom.
*p <.05, **p < .01, ***p <.001.

For the main effects, caregiver role conflict had a significant impact on role strain (p =
.005). Participation in Buddhist activities was statistically significant with caregiver role strain (p
=.003). The interaction effect of role conflict and participation in Buddhist activities was added
to the model. The interaction effects of role conflict and participation in Buddhist activities were
statistically significant with caregiver role strain (p = .014), indicating that more frequent
participation in Buddhist activities can moderate the relationship between role conflict and role
strain (see Table 16).

In summary, with regard to specific aim 3, after adjusting for difficult and time
consuming caregiving tasks, the results showed that the main effects of caregiver role conflict,
social support, participation in Buddhist activities, and the belief in the Buddhist Karma Rule
were statistically significant with caregiver role strain. The main effect and interaction effect of
the composites score of the belief in the Buddhist Karma Rule and participation in Buddhist

activities was not significant with role strain. Interaction effects of social support and role
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conflict, participation in Buddhist activities and role conflict, and the belief in the Buddhist
Karma Rule were statistically significant on role strain as shown in Table 13, 15, and 16. These
results support that social support, participation in Buddhist activities, and belief in the Buddhist
Karma Rule were moderating factors that influenced the relationship between role conflict and
role strain.

Summary

This chapter presented the results from the overall analysis. For descriptive data of FCGs,
the majority were female, the average age was 46.31 (SD = 14.01), and the average years of
education was 7.88 (5.15). The reliability of all study instruments was acceptable. Distributions
of caregiver role conflict and role strain were normal. With respect to study results; caregiver
gender, caregiver social support, and difficult caregiving tasks had a significant relationship with
caregiver role conflict. Caregiver gender, HF patient functional class based on FCG perception,
caregiver social support, caregiver physical function, participation in Buddhist activities, and
difficulty of caregiving tasks had a significant impact on caregiver role strain.

These results supported specific aim one. For specific aim two, levels of difficult
caregiving tasks were statistically significant with caregiver role strain. However, levels of time
consuming caregiving tasks were not significant with role conflict. These results showed that
levels of difficult caregiving tasks had a significant impact on caregiver role strain. Caregiver
social support, participation in Buddhist activities, and belief in the Buddhist Karma Rule can
moderate the relationship between role conflict and role strain. These results supported specific
aim three. Discussion and interpretation regarding study results and suggestions for future study
will be presented in chapter 6. Additionally, implications for nursing practice, research, and

policy will also be identified in chapter 6.
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Chapter 6
Discussion & Implications

This study focused on the relationship between FCG and HF patient characteristics and
difficult and time consuming caregiving tasks on role conflict and role strain in FCGs who cared
for an HF patient for at least three months. Caregiver social support, the belief in the Buddhist
Karma Rule, and participation in Buddhist activities were tested as possible moderating factors
on the relationship between caregiver role conflict and role strain. This final chapter will discuss
the interpretation of study results, the relationship of these results to the conceptual framework
and other research findings, and limitations of this study. Study results in relation to advanced
nursing science will also be discussed. The study’s implications regarding nursing practice,
nursing research, and policy will also be presented in this chapter.
Discussion and Interpretation

In the discussion and interpretation section, firstly, results of the study will be discussed.
After that, the interpretation of study results in relation to FCGs and nursing will be included
with regard to each specific aim. Discussion and interpretation of study results for specific aim
One will be presented in the following paragraphs.
Discussion and Interpretation of Results for Specific Aim One

Aim 1: Determine the relationship of rural Thai FCGs and HF patient sociodemographic
characteristics, difficult and time consuming HF caregiving tasks, belief in the Buddhist Karma
Rule, and social support with caregiver role conflict and role strain.

Role conflict. Primary correlation of FCG and HF patient characteristics and role conflict
was conducted. Caregiver gender and difficult caregiving tasks had a positive correlation with

role conflict. Female FCGs tended to experience more role conflict than male FCGs. FCGs with
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high levels of difficult caregiving tasks experienced high levels of caregiver role conflict. On the
other hand, social support had a large negative correlation with role conflict, indicating that
caregiver social support had a strong relationship with role conflict. If FCGs had more social
support, they experienced low levels of caregiver role conflict.

The relationships of caregiver gender, social support, difficult caregiving tasks, and role
conflict were investigated by conducting a linear regression procedure to determine the
significant predictors of role conflict. Study results showed that caregiver gender, difficult tasks,
and social support were significant predictors of caregiver role conflict.

Caregiver gender. Caregiver gender had positive correlation with levels of role conflict.
Results from a linear regression showed that caregiver gender was found to be a predictor of
caregiver role conflict. Study results showed that female FCGs were more likely to experience
role conflict than male FCGs. Earlier western studies have noted caregiver gender to be a
predictor of caregiver role conflict (Cantor, 1983; Fitting, Rabin, Lucus, & Estham, 1986). The
results in this study were consistent with western studies, which showed that female FCGs
reported more role conflict than male FCGs. One Thai study found that Thai female FCGs
reported low to moderate levels of role conflict and role strain, which was different from the
results of this study (Matayamol, 2003).

Based on the study results, the majority of FCGs were female. Female FCGs complete
more family role obligations (household work, child care, etc.) than male FCGs. Female FCGs
took more time to complete a caregiving role than male FCGs. When female FCGs performed a
caregiving role they could not complete other family roles, causing them to experience high

levels of role conflict. In other words, a caregiver role affected other family role responsibilities
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of female FCGs. Female FCGs are at risk to experience role conflict, and they should be cared
for by health providers and related staff.

Caregiver social support. Caregiver social support had a significant negative correlation
with caregiver role conflict, indicating that FCGs with low levels of social support experienced
high levels of role conflict. Social support, based on the results of a regression model, was a
significant predictor of role conflict. Results showed that FCGs who received more support
tended to experience low levels of role conflict. On the other hand, FCGs with low levels of
support from family, friends, and other persons experienced high levels of role conflict. Results
of this study were consistent with western and Thai studies (Johnson, Stewart, Hall, Fredlund, &
Theorell, 1996; Kickul, & Posig, 2001; Lee, Li, Jiraphongsa, & Rotheram-Borus, 2010).
Perceived social support acts as a buffer to protect FCGs from various types of emotional
distress, including role conflict and role strain. The hypothesis regarding social support as a
significant predictor of role conflict and role strain was supported by the results from this study.

FCGs who perceive high levels of support from family, friends, and other persons are
able to complete a caregiver role and other social roles. This leads them to be able to
satisfactorily complete all role obligations and experience low levels of role conflict. This study
was conducted in rural areas of eastern Thailand. Some FCGs in this study lived with extended
family, and they received more support from family members to care for HF patients. Family
members in rural areas helped FCGs care for HF patients and helped FCGs complete other
family, social, and work roles. Additionally, FCGs received emotional support from family,
friends, and other significant persons; which helped them relieve role conflict and role strain.
Support from family members can help FCGs to deal with all role obligations and cause them to

experience low levels of role conflict.
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Caregiver social support in this study includes perceived support from family members,
friends, or other significant persons. In this study, the majority of FCGs reported that they
received support from their family members in caring for an HF patient. Support from family
helped FCGs to care for HF patients and gave them available time to perform other roles, such as
work and family roles. Additionally, it also gave FCGs available time to care for themselves and
join recreational activities. This caused them to experience low levels of role conflict and role
strain.

Difficult caregiving tasks. Difficult caregiving tasks was positively correlated with
caregiver role conflict, indicating that FCGs who reported high difficult caregiving task scores
also had high levels of role conflict. Linear regression results revealed that difficult caregiving
tasks was a strong predictor of caregiver role conflict, identifying that FCGs with high levels of
difficult caregiving tasks experienced high levels of role conflict. These results were consistent
with earlier western studies, which stated that FCGs who dealt with high levels of difficult
caregiving tasks reported high levels of emotional distress (Bakas et al., 2006; Pressler et al.,
2009). However, the result of this study differed from results from one Thai study (Boonluk,
2006). The Thai study results showed that FCGs reported moderate levels of difficult caregiving
tasks.

The levels of difficult caregiving tasks and caregiver role conflict in FCGs need to be
determined. If the results show that FCGs who deal with more difficult tasks experience role
conflict, they should be cared for by health care providers. A training program to help FCGs deal
with difficult caregiving tasks should be implemented for FCGs with high levels of difficult

caregiving tasks. This program could train FCGs to manage difficult HF caregiving tasks, such
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as medical, physical, and emotional tasks. A training program may help FCGs to relieve levels of
caregiver role conflict and role strain.

Role strain. The correlation and linear regression procedures were conducted to
determine the relationship between FCG and HF patient characteristics, caregiving tasks, social
support, the belief in the Buddhist Karma Rule, participation in Buddhist activities, and caregiver
role conflict and role strain. Caregiver gender, HF functional class based on FCG perception, and
difficult caregiving tasks positively correlated with role strain. Caregiver physical function,
participation in Buddhist activities, and social support had a negative correlation with role strain.

The correlation between role conflict, role strain, social support, and difficult caregiving
tasks was significant; indicating that if FCGs received more social support, they experienced
lower levels of role conflict and role strain. These results supported the idea to examine the
effects of social support and difficult and time consuming caregiving tasks on role conflict and
role strain by running a linear regression model. A linear regression model was performed to
examine significant predictors of role strain. Significant predictors of caregiver role strain
included caregiver gender, HF functional class based on FCG perception, difficult caregiving
tasks, caregiver physical function, social support, and participation in Buddhist activities. These
results supported the hypothesis regarding the significant relationship between FCG and HF
patient characteristics, difficult caregiving tasks, social support, the belief in the Buddhist Karma
Rule, and caregiver role strain of this study. The significant predictors of role conflict and role
strain will be interpreted and discussed in the following paragraphs.

Caregiver gender. Caregiver gender had positive correlation with levels of role strain,
which indicated that female FCGs of HF patients reported higher levels of role strain than male

FCGs. With respect to the results from the regression procedure, female FCGs reported higher
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levels of role conflict and role strain than male FCGs. These results were consistent with earlier
studies (Rosenbaum & Cohen, 1999; Stephens et al., 2001). Based on the study results, female
FCGs of HF patients reported high levels of caregiver role strain that resulted from the fact that
female FCGs could not complete their caregiving role and other role obligations. These results
were consistent with western studies that showed that female FCGs reported high levels of role
strain (Fitting et al., 1986; Lee et al., 2008; William et al., 2004). However, results in this study
were not consistent with a Thai study. Results from the Thai study found that female FCGs of
stroke patients reported moderate levels of role strain (Matayamool, 2003).

Like the previous discussion in the gender paragraph of the role conflict section, female
FCGs occupied more family roles than male FCGs. Female FCGs had fewer hours to perform
other role obligations when they completed a caregiving role, causing female FCGs to
experience role strain. In other words, female FCGs were more likely to experience role strain
than male FCGs. Therefore, female FCGs who care for an HF patient for at least three months
must be evaluated on their levels of role conflict and role strain. If caregiver role conflict and
role strain in female FCGs is detected early, this problem can be dealt with by health care
providers. Nurses should determine levels of role conflict and role strain in female FCGs of HF
patients. Female FCGs with high levels of role conflict and role strain should receive a training
program that includes strategies to reduce role conflict and role strain as a caregiver. FCGs who
have a high risk of experiencing role conflict and role strain due to caring for an HF patient
should be included in the training program. This program can help FCGs to relieve or prevent
role conflict and role strain.

HF functional class based on FCG perception. Based on the correlation results, HF

functional class positively and significantly correlated with caregiver role strain. The results
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from the regression model showed that HF functional class had a significant influence on levels
of caregiver role strain. Results in this study were consistent with previous western and Thai
studies that showed that HF patients with advanced functional class (class Il and V) required
more care, both physical and psychological, from their caregivers (Molloy et al., 2005; Moser &
Dracup, 2000; Krethong et al., 2006). Participants of this study were FCGs of HF patients with
functional class 11 to 1. These HF patients experienced limitations of their physical function,
leading them to require more physical care from their FCGs than HF patients with a lower
severity of functional class. These results were supported by the fact that the number of hours of
care in this study showed that HF functional class IV and 111 required long hours of care per day
(functional class IV = 14.74 hours (SD = 6.81), and functional class 11l = 9.26 hours (SD =
5.51)). In other words, FCGs of HF patients with a high severity HF functional class (class 111
and V) spent more hours per day caring for a patient, which caused FCGs to experience high
levels of role strain.

The P1 also tested the mean difference of caregiver role strain between groups of HF
functional class 11, 111, and 1V patients. The results revealed a significant mean difference of
caregiver role strain between HF functional class Il and IV, and Ill and IV. However, the mean
difference between HF functional class Il and 111 was not significant. The highest mean
difference of caregiver role strain was between HF functional class Il and IV, which indicated
that FCGs of HF functional class IV patients experienced more role strain than FCGs of
functional class Il and 111 patients. The study results supported that HF patients with a high
severity functional class needed more care from FCGs, which caused them to experience high

levels of caregiver role strain.
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Additionally, the results of this study supported the statement that FCGs of HF patients
with a higher severity functional class reported higher levels of caregiver role strain than FCGs
of HF patients with a lower severity functional class. Levels of role conflict and role strain in
FCGs who care for HF patients with functional class 111 and IV should be evaluated. Also, these
FCGs should be cared for by health care providers. A training program should be implemented to
FCGs who care for HF patients with functional class 111 and V. Strategies to care for HF patients
with functional class 111 and IV, such as advanced medical and emotional care, should be
included in the training program. These strategies will help FCGs to deal with their caregiving
tasks, which will lead them to experience low levels of role conflict and role strain.

Difficult caregiving tasks. Difficult caregiving tasks had positive correlation with
caregiver role strain. FCGs with high levels of difficult caregiving tasks experienced more
caregiver role strain than FCGs with low levels of difficult caregiving tasks. Also, based on the
result from the regression procedure, difficult caregiving tasks was a strong predictor of
caregiver role strain. These results were consistent with western studies that showed that high
levels of difficult caregiving tasks can increase levels of emotional distress in FCGs (Bakas et
al., 2006; Pressler et al., 2009). There were few studies about the perception of FCGs about
difficult caregiving tasks of HF patients in Thailand. One Thai study found that FCGs of autistic
children report moderate levels of caregiving tasks (Boonluk, 2006). This may result from FCGs
of autistic children not having to manage severe symptom like FCGs of HF patients do.

These study results indicated that increased levels of difficult caregiving tasks resulted in
increased levels of FCG role strain. FCGs who completed difficult medical, physical, and
emotional care for an HF patient felt a caregiving role was stressful, difficult, and confining;

leading them to experience role strain.
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Additionally, FCGs who completed high levels of difficult caregiving tasks had no time
to complete other social and family roles, which led them to feel stress, confinement, and
difficulty with a caregiving role. In other words, FCGs felt that difficult caregiving tasks were
interfering with other social and family roles, causing them to experience role strain. FCGs of
high severity HF functional class patients dealt with difficult medical, physical, and emotional
tasks; and they spent more time completing a caregiver role, causing them to have no time to
complete other family and social roles. This situation led FCGs to experience role conflict and
role strain. Levels of difficult caregiving tasks in FCGs need to be determined for appropriate
care for vulnerable FCGs with high levels of difficult caregiving tasks. FCGs with more difficult
caregiving tasks who experience role strain should receive a training program to help them learn
how to relieve levels of role strain. The training program should include methods to deal with
difficult caregiving tasks (medical, physical, and emotional), and strategies to prevent or relieve
role conflict and role strain. An effective method to control sodium levels in HF patients, for
example, should be included in the training program for FCGs.

Caregiver physical function. Caregiver physical function had a negative correlation with
role strain, indicating that FCGs with good physical function experience low levels of role strain.
The PI also determined the average score of physical function in FCGs of HF functional class II,
I11, and IV patients. All FCGs reported good physical function. The highest physical function
score was for FCGs of HF patients with functional class Il (93.55, SD = 12.82). The average
physical function score of FCGs of HF patients with functional class 111 (87.12, SD = 22.02) and
IV (87.03, SD = 19.75) were not much different. The results showed that FCGs of HF functional
class Il and IV patients had lower scores of physical function than FCGs of HF functional class

Il patients, which may have caused FCGs of HF patients with functional class 1l and 1V to
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experience higher levels of role conflict and role strain. These results also indicated that FCGs of
HF functional class Il patients had better physical function than FCGs of HF functional class Il
and IV patients. FCGs of HF patients with functional class Il might experience low levels of
caregiver role strain because they can complete a caregiving role and other role obligations.

Based on the regression results, caregiver physical function was also found to be a
predictor of caregiver role strain. FCGs with high scores of physical function experienced lower
levels of role strain than FCGs with low scores of physical function. Additionally, FCGs with
poor physical function tended to report high levels of role strain because they were not able to
complete a caregiver role along with other roles obligations. In the same way, earlier western and
Thai studies revealed that physical function was noted to be a predictor of both physical and
emotional distresses (Pinqurat & Sorensen, 2007; Krethong et al., 2008; Vitaliano et al., 2003).

FCGs with high scores of physical function were able to complete caregiving role
obligations to the level of their expectation and led them to experience low levels of role strain.
Evidence implied that FCGs with low scores of physical function were at risk to experience role
strain that affected their health. FCG physical function should be determined. A support
program, such as home care services and support groups, should be applied to FCGs with limited
physical function. These support programs could help FCGs to deal with a caregiver role and
other roles and lead them to experience low levels of role conflict and role strain.

Caregiver social support. Caregiver social support had a significant negative correlation
with caregiver role strain. Additionally, based on the regression result, caregiver social support
was a strong predictor of caregiver role strain. Study results showed that FCGs with more social
support experienced low levels of caregiver role strain. Results of this study were similar to

western and Thai studies that perceived that high levels of social support may affect levels of

146



emotional distress such as depression, burden, and role strain (Lee et al., 2010; Luttik et al.,
2005). If FCGs perceived more social support from their families, friends, and other persons it
helped them deal with their caregiving role, leading them to have low levels of role strain. FCGs
with more social support could manage their time, and had more time to complete other roles.
Additionally, these FCGs had more time for themselves.

In Thai culture, FCGs tend to receive more support from family than other types of social
support. FCGs in this study reported that the majority of social support was from family
members. Thai family members and FCGs of HF patients perceived that caring for a patient was
the duty of family members. FCGs who received support from family members to care for HF
patients could deal with their role conflict and role strain. Support from family members
included helping, talking, and being with an FCG when he/she needed them to. This support can
relieve emotional distress in FCGs of HF patients. Levels of support, types of care, and number
of hours of care from volunteer; community; and peer groups that can relieve role conflict and
role strain in FCGs should be determined in future studies. Also, health care providers should
develop a support program, such as a support group, or respite care for FCGs who report a lack
of social support. A support program could help FCGs to complete a caregiver role and other
role obligations.

Participation in Buddhist activities. Correlation between participation in Buddhist
activities and caregiver role strain was negative. FCGs with high scores of participation in
Buddhist activities tended to experience lower levels of caregiver role strain. Participation in
Buddhist activities was also found to be a predictor of caregiver role strain. Study results showed
that Thai FCGs who had more frequent participation in Buddhist activities, which included

praying, giving food to monks, going to temple, meditating, and making a donation; reported low
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levels of role strain. FCGs who frequently participate in Buddhist activities may develop more
emotional strength to deal with their caregiving role, leading them to experience low levels of
role strain.

Results in this study were consistent with past western and Thai studies that showed that
religious participation enhanced the psychological health of FCGs (Greenfield & Mark, 2007
Strawbridge et al., 2001; Treloar, 2002; Thampanichawat, 2008; Vithayachockitikhun, 2006).
With respect to study results, participation in Buddhist activities may provide FCGs with
opportunities to relieve or prevent levels of role conflict and role strain. Evidence implied that
participation in Buddhist activities should be included in current nursing care to enhance FCG
health status. Buddhist activities, such as meditating and praying, should be integrated into a
program for training FCGs. This training program could prevent FCGs of HF patients from
developing role conflict and role strain.

In summary, based on the study results, caregiver gender; difficult caregiving tasks; and
social support had influence on levels of caregiver role conflict and role strain. HF functional
class based on FCG perception, caregiver physical function, and participation in Buddhist
activities had significant influences on caregiver role strain. These results support the study
hypotheses and were consistent with earlier research. Some FCG and HF patient characteristics
were not statistically significant with caregiver role conflict and role strain. HF patient and FCG
age, education, number of roles, employment status, household income, relationship to the
patient, religion, and number of hours of care were not significant. For example, caregiver
religion was not significant with role conflict and role strain, which may have resulted from the
fact that the majority of FCGs were Buddhist followers. This may have affected the variation of

response. This may also result from the fact that this study was conducted in one hospital
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(Buddhasothorn Hospital) and the sample size was small, which may limit the variation of study
results. Further research needs to be conducted in a larger group of FCGs who represent rural
Thai FCGs.

Discussion and Interpretation of Results for Specific Aim Two

Aim 2: Examine the impacts of difficult and time consuming HF caregiving tasks on
caregiver role conflict.

Correlation procedures were conducted to examine the relationship between difficult and
time consuming tasks and role conflict. Difficult and time consuming tasks had a positive
correlation with role conflict, indicating that FCGs with high levels of difficult and time
consuming caregiving tasks experienced high levels of role conflict. After running a linear
regression model, difficult caregiving tasks was shown to be statistically significant with role
conflict but time consuming caregiving tasks was not.

Time consuming caregiving tasks. Time consuming caregiving tasks was not
significantly correlated with levels of caregiver role conflict. The result of this study showed that
the effect of time consuming caregiving tasks on levels of caregiver role conflict was not
consistent with earlier western and Thai studies (Bakas et al., 2006; Boonluk, 2006). Results of
earlier studies showed that FCGs of chronically ill patients reported more time consuming
caregiving tasks and that they frequently experienced high levels of emotional distress (Bakas et
al., 2004; 2006; Boonluk, 2006). This might result from the fact that all FCGs in this study
reported high levels of time consuming caregiving tasks. This idea was supported when the PI
analyzed the average score of time consuming tasks of FCGs of HF patients with functional class
I1, 111, and V. The average score of time consuming tasks in FCGs of HF patients with

functional class 11 was 48.71 (SD = 8.82), functional class 111 was 54.21 (SD = 8.28), and
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functional class IV was 56.1 (SD = 5.86) (see Table 6 in chapter 5). There was a small difference
in time consuming task scores between FCGs of HF functional class Il and IV patients.

The PI also analyzed the average score of time consuming caregiving tasks in male and
female FCGs. The results showed that the average score of time consuming tasks in female
FCGs was 53.60 (SD = 7.10), and male FCGs was 51.85 (SD = 9.15). Results showed slightly
different levels of time consuming caregiving tasks regarding gender of FCGs. Most FCGs spent
long hours each day to care for HF patients. However, FCGs with high scores of time consuming
tasks did not experience role conflict. FCGs may have felt that caregiving tasks consumed more
time but that they could complete the caregiving role. The result from this could be that FCGs
could complete their role obligations, and they did not have conflict with their roles.

Difficult caregiving tasks. Performing high levels of difficult caregiving tasks leads
FCGs to feel that a caregiving role disturbs other family and social role obligations. Difficult
caregiving tasks affect levels of FCG role conflict. HF patients, particularly those patients with
functional class Il to IV, require more difficult caregiving tasks, including medical; physical; and
emotional care tasks. The Pl determined levels of difficult caregiving tasks in FCGs who cared
for HF patients with functional class I, 111, and V. The average score of difficult caregiving
tasks for HF functional class 11 patients was 48.66 (SD = 6.68), class 11l was 53.04 (SD = 8.97),
and class IV was 57.27 (SD = 6.07). FCGs of HF patients with functional class IV reported the
highest levels of difficult caregiving tasks. These results imply that FCGs of HF patients with
functional class 111 and IV dealt with higher levels of difficult caregiving tasks, which led them
to experience role conflict.

These results were consistent with earlier western and Thai research. Earlier studies

found that difficult caregiving tasks and FCG emotional distress were related (Bakas et al., 2006;
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Pressler et al., 2009; Vithayachockitikhun, 2006). FCGs who spend more time completing high
levels of difficult caregiving tasks found that it affected their time to perform other roles, such as
parental, spousal, and work roles; which led them to experience role conflict and role strain.
However, specific caregiving tasks that were difficult should be further investigated. Caregiving
tasks in this study included medical, physical, and emotional care. However, a specific type of
caregiving task that influenced caregiver role conflict was not identified. Medical tasks, for
example; such as symptom monitoring, sodium control, and medication administration; that
influence levels of role conflict and role strain, should be determined. The results of extensive
study can be used to prepare FCGs by giving them the knowledge and skills needed to care for
HF patients who require difficult caregiving tasks.

In summary, difficult caregiving tasks influence levels of role conflict, which supported
the proposed relationship in Specific Aim Two, but time consuming caregiving tasks was not
significant with role conflict. The level of difficult caregiving tasks is a significant predictor of
role conflict. Regardless of role conflict levels, FCGs reported high levels of time consuming
caregiving tasks. Levels of time consuming caregiving tasks did not influence levels of role
conflict and role strain. On the other hand, levels of difficult caregiving tasks can predict levels
of caregiver role conflict and role strain. FCGs with higher levels of difficult caregiving tasks are
more likely to experience role strain than FCGs with lower levels of difficult caregiving tasks.
Levels of difficult caregiving tasks in FCGs of HF patients should be determined. FCGs with
high levels of difficult and time consuming caregiving tasks who experience role conflict should

be cared for by health care providers.
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Discussion and Interpretation of Results for Specific Aim Three

Aim 3: Test the belief in the Buddhist Karma Rule and FCG social support as possible
moderating influences on the relationship between caregiver role conflict and role strain,
controlling for difficult and time consuming HF caregiving tasks.

Role conflict positively correlated with role strain, indicating that FCGs with high levels
of role conflict tended to experience high levels of role strain. The strongest relationship was
between role conflict and role strain (r =.710). Based on the result from the regression
procedure, caregiver role conflict had significant influence on caregiver role strain (p <.000). In
this study FCGs who experience role conflict tend to experience higher levels of role strain than
FCGs with lower levels of role conflict. Literature shows that caregiver social support and
religious belief can influence levels of emotional distress, including role conflict and role strain.
Caregiver social support, the belief in the Buddhist Karma Rule, and participation in Buddhist
activities were selected to be possible moderating factors on the relationship between role
conflict and role strain based on literature review and correlation among these variables.
Regarding correlation results, caregiver social support, the belief in the Buddhist Karma Rule,
and participation in Buddhist activities negatively correlated with role conflict and role strain.
Interpretation and discussion regarding moderating effects of caregiver social support, the belief
in the Buddhist Karma Rule, and participation in Buddhist activities will be presented in the
following paragraphs.

Caregiver social support as a possible moderating factor. With respect to correlation
values, social support negatively correlated with role conflict (r = -.579) and role strain (r = -
.710). These correlations showed a significant relationship between caregiver social support and

role conflict and role strain. The interaction effect of role conflict and social support had a
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significant influence on role strain, indicating that social support can reduce the level of the
relationship between role conflict and role strain.

Like results from earlier western and Thai studies, perceived social support can buffer an
FCG’s emotional distress due to caring for an HF patient (Lee et al., 2011; Wallhagen et al.,
2006; Williams et al., 2003). FCGs who perceived more support from family, friends, and other
people might complete their caregiving role obligations, allowing them to have more time to deal
with their other role obligations. Additionally, FCGs who received more social support could
manage their time in order to satisfy multiple role obligations, which supports the relationship in
the proposed modified Caregiver Role Strain Model.

The major source of social support in Thailand is in the form of help from family
members. This may result from Thai culture, which emphasizes extended family and close
relationships within families. Nurses should encourage and empower family members to help
FCGs to care for HF patients. Additionally, health care providers should determine levels of
social support in FCGs of HF patients. Nurses, family members, and FCGs should work together
to search for support from friends, neighbors, volunteers, and community members. These
informal caregivers will provide direct care (medical, physical, and emotional care) to HF
patients. The support will help FCGs to deal with their caregiver, social, and family roles;
leading them to experience lower levels of role conflict and role strain.

Belief in the Buddhist Karma Rule as a possible moderating factor. The belief in the
Buddhist Karma Rule negatively correlated with role conflict and role strain. The Pl tested
moderating effects of the score of the belief in the Buddhist Karma Rule and participation in
Buddhist activities on the relationship between caregiver role conflict and role strain separately.

In this study, high levels of belief in the Buddhist Karma Rule did not reflect as high scores of
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participation in Buddhist activities. This may have resulted from Thai FCG belief in the Buddhist
Karma Rule. If FCGs provide care for a patient, they will receive happiness and good things in
return. However, many FCGs might not participate in Buddhist activities. There were some
factors that might hinder FCG participation in Buddhist activities. For example, some FCGs
could not go to temple because they had to provide care for an HF patient at home.

Western and Thai research reported that religious belief and participation in religious
activities can affect levels of FCG emotional distress (Treloar, 2002; Wallhagen & Yamamoto-
Mitani, 2006; Sethabouppha, & Kane, 2005). However, there are few studies regarding how the
belief in the Buddhist Karma Rule and participation in Buddhist activities influence levels of role
conflict and role strain in FCGs of HF patients both in Thailand and western countries. The result
of the moderating effects of the belief in the Buddhist Karma Rule and participation in Buddhist
activities on caregiver role strain provided new knowledge that can be used to relieve levels of
role conflict and role strain in FCGs.

The mediating effect of the belief in the Buddhist Karma Rule was tested. The results
revealed that the belief in the Buddhist Karma Rule can moderate levels of the relationship
between caregiver role conflict and role strain. FCGs with a high intensity of the belief in the
Buddhist Karma Rule can enhance their emotional strength, which may reduce their feelings of
stress, confinement, and difficulty while caring for an HF patient. Earlier studies found that the
belief in the Buddhist Karma Rule may enhance happiness and reduce other negative emotions in
FCGs caring for a patient (Burdard, Naiyapatana, & Lloyd, 2006; Yen et al., 2011).

Study results showed that the belief in the Buddhist Karma Rule can moderate levels of
role conflict and role strain in FCGs of HF patients. FCGs with a high intensity of the belief in

the Buddhist Karma Rule can deal with their emotional distress because they feel that caring for
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an HF patient provides them with happiness, good things in return, assistance from family
members, and social recognition. In other words, the Buddhist Karma Rule can help FCGs to
relieve their emotional distresses that result from caring for HF patients. The belief in positive
aspects of a caregiving role based on the belief in the Buddhist Karma Rule can help FCGs to
manage caregiver and other role obligations successfully.

Participation in Buddhist activities. In this sample, participation in Buddhist activities
had a negative correlation with role conflict and role strain. The study results support that more
frequent participation in Buddhist activities can moderate the relationship between role conflict
and role strain. Earlier western and Thai studies found that participation in religious activities
can reduce emotional distress in FCGs of chronically ill patients (Strawbridge et al., 2001,
Sethabouppha & Kane, 2005). When FCGs practiced Buddhism, they developed a positive view
of their caregiving role through meditating, praying, listening to Buddhist teachings, and making
a donation (including giving food to monks); which caused them to be happy with their roles,
leading them to experience low levels of role conflict and role strain. FCGs can enhance their
emotional strength while participating in Buddhist activities. These Buddhist activities may help
FCGs to relieve feelings of role conflict and role strain due to caring for HF patients. Study
results indicated that the more frequent participation in Buddhist activities the greater reduction
of role conflict and role strain in FCGs. Health care providers can use these results to encourage
FCGs to participate in Buddhist activities. In addition, nurses should work with FCGs who
experience role strain to find appropriate types of Buddhist activities that can relieve levels of
role conflict and role strain.

In summary, caregiver social support, the belief in the Buddhist Karma Rule, and

participation in Buddhist activities were found to be moderating factors on the relationship
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between caregiver role conflict and role strain. FCGs who received more support from family,
friends, and other significant persons could complete their caregiver role and other roles with
low levels of role conflict and role strain. In the same way, FCGs who had more intensity of the
belief in the Buddhist Karma Rule and participated in Buddhist activities experienced low levels
of role conflict and role strain. These results supported Specific Aim Three. Additionally, the
moderating effects of the belief in the Buddhist Karma Rule and participation in Buddhist
activities on the relationship between caregiver role conflict and role strain are innovative and
enhance nursing science knowledge. Health care providers should be aware of role conflict and
role strain problems in FCGs of HF patients. Based on the study results social support, the belief
in the Buddhist Karma Rule, and participation in Buddhist activities can moderate levels of role
conflict and role strain. These results are useful for health care providers to help develop
standard care to improve FCG health. These results also provide implications for nursing
practice, research, and policy that will be discussed later in this chapter.
Discussion Results in Relation to Conceptual Framework

This study was guided by the Role Strain Model of Rural Thai Family Caregivers of HF
Patients that was modified from the Role Strain Theory of Goode (1960). The components of a
linear causal modified model included FCG and HF patient characteristics, difficult and time
consuming caregiving tasks, social support, the belief in the Buddhist Karma Rule, role conflict,
and role strain. The results of this study supported the proposed relationships among components
of the modified model that were hypothesized in chapter two. The conceptual model of this study
was modified for future study, based on results in this study, by including the significant
predictors; moderating factors; role conflict and role strain; and the relationship among these

factors in the revised model (see Figure 3).
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Based on the study results, FCG gender had a significant influence on levels of caregiver
role conflict and role strain. HF functional class based on FCG perception had a significant
impact on caregiver role strain. Difficult caregiving tasks had a significant influence on caregiver
role conflict and role strain, while time consuming caregiving tasks did not impact levels of
caregiver role conflict and role strain. Caregiver religion did not have a significant influence on
caregiver role conflict and role strain. This may be a result of the fact that the majority of FCGs
were Buddhist followers. These relationships need extensive studies to determine their true
relationships. FCG and HF patient characteristics (HF patient and caregiver age, education,
relationship to the patient, household income, employment status, number of roles, and number
of hours of care) that were not significant were removed from the revised model.

The results of the study support the proposed relationships in the model that were in
accordance with the specific aims of this study. Social support was found to be a moderating
factor of the relationship between role conflict and role strain. Caregiver social support still
remains in the Role Strain Model of Rural Thai Family Caregivers of HF Patients as a
moderating factor of the relationship between role conflict and role strain.

However, for specific aim Three, influence of the belief in the Buddhist Karma Rule on
the relationship of role conflict and role strain was determined by intensity of the belief in the
Buddhist Karma Rule and participation in Buddhist activities. The composite score of the belief
in the Buddhist Karma Rule and participation in Buddhist activities did not influence the levels
of the relationship between caregiver role conflict and role strain. These relationships were
supported by testing moderating factors of the belief in the Buddhist Karma Rule and

participation in Buddhist activities on the relationship between caregiver role conflict and role
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Figure 3. The revised role strain model of rural Thai family caregivers of HF patients. Adapted from "A Theory of Role
Strain," by William J Goode, 1960, American Sociological Review, 25, 483-496. Copyright by American Sociological
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strain. The results showed a significant moderating effect of the belief in the Buddhist Karma
Rule and participation in Buddhist activities on the relationship between role conflict and role
strain. FCGs with high levels of belief in the Buddhist Karma Rule experienced low levels of
role conflict and role strain. Additionally, FCGs who more frequently participated in Buddhist
activities could care for HF patients while experiencing low levels of role conflict and role strain.

FCGs can develop emotional strength through increased intensity of the belief in the
Buddhist Karma Rule and participation in Buddhist activities. In other words, FCGs can deal
with their emotional distresses (role conflict and role strain) while caring for HF patients. The
belief in the Buddhist Karma Rule and participation in Buddhist activities still remains in the
revised Role Strain Model of Rural Thai Family Caregivers of HF Patients as a moderating
factor on the relationship between role conflict and role strain.

The Role Strain Model of Rural Thai Family Caregivers of HF Patients framework was
developed to look at significant HF patient and FCG factors that affected levels of role conflict
and role strain. Results of this study showed some FCG and HF patient characteristics had
significant influence on levels of caregiver role conflict and role strain. Caregiver gender, HF
functional class based on FCG perception, difficult caregiving tasks, physical function, social
support, and the belief in the Buddhist Karma Rule influenced the level of role conflict and role
strain. However, some proposed relationships were not found in this study. HF patient and FCG
age and education, relationship to the patient, employment status, household income, number of
roles, and number of hours of care were not significantly correlated with role conflict and role
strain. This may result from the small sample size of this study, which influenced the variation of

study results.
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In summary, although relationships between the components in the modified model
depicted in chapter two were supported by study results, the model needed to be changed slightly
in FCG and HF patient characteristics, caregiving tasks, and the belief in the Buddhist Karma
Rule components. Caregiver gender, HF functional class based on FCG perception, difficult
caregiving tasks, and physical function still remain in the revised model because these factors
significantly influenced caregiver role conflict and role strain. Other FCG and HF patient
characteristics (HF patient and FCG age and education, relationship to the patient, caregiver
employment status, household income, number of roles, number of hours of care) and time
consuming caregiving tasks that were not significantly correlated with caregiver role conflict and
role strain were excluded from the revised model.

Additionally, the belief in the Buddhist Karma Rule was separated into two components:
participation in Buddhist activities and the belief in the Buddhist Karma Rule. These two
components were significant moderating factors that moderated levels of the relationship
between caregiver role conflict and role strain. These two components were included in the
revised model as moderating factors on the relationship between caregiver role conflict and role
strain. Also, social support showed a significant moderating effect on the relationship between
role conflict and role strain. Therefore, social support was also included in the revised model as a
moderating factor of the relationship between role conflict and role strain. The revised model
also depicts positive or negative relationships between components. For example, difficult
caregiving tasks had a positive correlation with caregiver role conflict.

In comparison with the original model (Figure 1) depicted in chapter two, the revised
model was parsimonious and demonstrates the true relationship between FCG and HF patient

characteristics, difficult caregiving tasks, social support, the belief in the Buddhist Karma Rule,
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participation in Buddhist activities, and role conflict and role strain components. Figure 3 depicts
the revised Role Strain Model of Rural Thai Family Caregivers of HF Patients.
Study Limitations

Limitations of this study were found. First, this study’s sample size was small (n = 144)
and a convenient group of study participants were recruited from the Buddhasothorn hospital,
which limited the ability to generalize all FCGs of HF patients in Thailand. Participants in this
study were all residents who live in five provinces of eastern Thailand so the study results
reflected only the levels of role conflict and role strain of FCGs in these areas. Future research
should be conducted in a larger sample that is representative of all FCGs of HF patients in
Thailand.

Second, FCGs in this study might have provided different levels of caregiving for HF
patients, which influenced their responses regarding experiences in a caregiver role. HF patients
with the same functional class might have different levels of caregiving demands. This may
result from the fact that some HF patients might experience co-morbidity, such as hypertension
and diabetes mellitus. These patients require more care from their FCGs, causing FCGs to
experience high levels of role conflict and role strain. This situation might affect study results.
The researchers who conduct future studies should determine levels of caregiving demands in
HF patients before they begin to collect data from FCGs.

Third, FCGs were asked to complete a self-report questionnaire. Although self-report is
frequently used in nursing research, this method has some limitations. Study participants may
have recall bias because they were asked to report their experiences as a caregiver of an HF
patient within the previous two weeks before completing the questionnaire. These FCGs may not

have correctly recalled their experience, which affects the study results.
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Fourth, the study participants may not have interpreted the questions correctly, causing
them to answer differently than intended. Although study participants could read and write in the
Thai language, they may have misinterpreted questions in the questionnaire. In future research,
study participants should be evaluated on their level of literacy with the Thai language. This
method can ensure that study participants completely understand the questions.

Fifth, study participants may have conducted social desirability bias. Some FCGs may
have been influenced by other persons and may not have accurately reported the difficulties they
face because they thought other people might judge them if they were negative about their
caregiver role. FCGs may have provided answers that made them look better. However, these
responses would not be true, and could have influenced the results of the study.

Finally, data collection was conducted in a short time period. Data may not vary across
the FCGs of HF patients. The data collected from the variation sample can provide accurate
study results and correctly answer research questions.

In summary, this study had some limitations that may have affected study results. These
limitations should be dealt with in future studies in a way that explores the accurate study results
and answers study questions.

Results in Relation to Nursing Science

Earlier western and Thai research reported the influence of religious belief on levels of
psychological health in chronically ill patients and FCGs. However, little is known about the
belief in the Buddhist Karma Rule and participation in Buddhist activities as they affect levels of
caregiver role conflict and role strain. Results of this study might differ from earlier western and
Thai studies that showed that individuals who had high levels of religious belief always

frequently participated in religious activities (Jullamate et al., 2006; Thampanichawat, 2008). In
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this study, some FCGs who reported high levels of the belief in Buddhist Karma Rule reported
little participation in Buddhist activities. There were some factors that influenced the
participation in Buddhist activities of FCGs of HF patients such as caregiving responsibilities,
and little available time to participate in Buddhist activities.

Results of this study showed the belief in the Buddhist Karma Rule and participation in
Buddhist activities as moderating effects on the relationship between caregiver role conflict and
role strain. Results of this study enhanced advanced nursing science by showing that the belief in
the Buddhist Karma Rule and participation in Buddhist activities can reduce the relationship
between caregiver role conflict and role strain. If FCGs more frequently participate in Buddhist
activities or have intense belief in the Buddhist Karma Rule, they can complete their caregiving
role with low levels of emotional distress. Results in this study provided knowledge about
significant predictors and moderating factors of role conflict and role strain in FCGs who cared
for HF patients that is supported by science. These research results can be used to develop
appropriate care for FCGs who tend to experience role conflict and role strain. Nurses can apply
the knowledge from this study to improve the health status of FCGs who care for HF patients
and should integrate positive views of caregiving roles based on Buddhist beliefs and
participation in Buddhist activities in a training program to help relieve role conflict and role
strain in FCGs.

The results of this study support nursing science knowledge regarding intensity of the
belief in the Buddhist Karma Rule and frequent participation in Buddhist activities that
influenced levels of role conflict and role strain. Nurses can apply this knowledge to improve
health status of FCGs who care for an HF patients by integrating perspectives of the belief in the

Buddhist Karma Rule and participation in Buddhist activities into nursing care or training
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programs. The belief in the Buddhist Karma Rule focuses on the positive view of a caregiving
role that FCGs may receive from caring for an HF patient, such as happiness, receiving good
things in return, and social recognition. Participation in Buddhist activities, such as praying and
meditating, can prevent FCGs from emotional distresses. Nurses should integrate positive views
of a caregiving role based on Buddhist belief, and participation in Buddhist activities in a
training program for relieving role conflict and role strain in FCGs.

Nurse researchers can develop standard nursing care, guidelines, policy, and protocol to
care for FCGs of HF patients and other chronically ill patients. Clinician nurses can develop
screening or intervention programs for FCGs by integrating the belief in the Buddhist Karma
Rule and participation in Buddhist activities in the program. Based on study results, an
intervention program could include significant activities of Buddhism, such as praying,
meditating, giving food to monks, and listening to Buddhist teachings. These activities will help
FCGs to create positive feelings regarding a caregiver role. Additionally, nurses should integrate
positive views of a caregiving role based on the belief in the Buddhist Karma Rule, such as
receiving good things in return, happiness, social recognition, and assistance from family
members; into the intervention program, which may help FCGs to deal with their emotional
distress from caring for an HF patient. Nurses should apply an intervention program to FCGs of
HF patients who experience high levels of role conflict and role strain. FCGs who receive help
from a training program will be able to manage their role conflict and role strain and enhance
their emotional health.

In summary, the results of this study enhance nursing science knowledge, and these
results can be utilized to improve FCG health status. Particularly, the belief in the Buddhist

Karma Rule and participation in Buddhist activities, which can relieve levels of the relationship
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between role conflict and role strain and provide a new perspective in nursing. Nurses can
integrate this knowledge into care for FCGs of HF patients or other chronically ill patients.

Based on study results, nurses should develop strategies to prevent or relieve role conflict
and role strain in FCGs. First, levels of difficult caregiving tasks, caregiver physical function,
social support, and role conflict and role strain in FCGs of HF patients should be determined by
using a screening program. Second, intervention programs for relieving role conflict and role
strain in FCGs of HF patients need to be developed. Nurses should apply this intervention
program to FCGs in order to improve their emotional health. Third, nurses should develop a
training program for FCGs with high levels of role conflict and role strain. This program should
include strategies to deal with difficult caregiving tasks (medical, physical, and emotional care),
to relieve role conflict and role strain in FCGs by practicing Buddhism, and to create positive
views of caregiving. A training program will help FCGs of HF patients to complete a caregiver
role with a low level of role conflict and role strain. Finally, support programs should be created
for FCGs who have limited physical function and lack of social support. A support program,
such as support groups or respite care, may relieve levels of role conflict and role strain in FCGs
of HF patients.

Study results regarding the relationship between FCG and HF patient characteristics,
difficult and time consuming caregiving tasks, social support, and caregiver role conflict and role
strain provided implications to nursing practice, future research, and health care policy. The
implications of study results regarding nursing practice will be discussed in the following

paragraphs.
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Implications for Nursing Practice

Study results showed that both FCG characteristics and difficult caregiving tasks
influenced levels of caregiver role conflict and role strain. Evidence showed the negative effects
of caregiver role conflict and role strain on FCG health. Clinician nurses and other health care
providers need to be aware of role conflict and role strain problems in the FCG population by
developing standard nursing care for them, such as the assessment, prevention, and reduction of
role conflict and role strain in FCGs of HF patients.

Nursing care for FCGs who experience role conflict and role strain should be developed
to improve FCG emotional health. The screening program for evaluating the levels of role
conflict and role strain in FCGs of HF patients or other chronically ill patients needs to be
developed. Nurses should apply a screening program across various FCG populations for
detecting levels of role conflict and role strain. The real number of FCGs who experience role
conflict and role strain should be determined to develop appropriate nursing care for these FCGs.
Nurses can use these results to develop nursing care for FCGs and their families. Nursing care
for FCGs with high levels of role conflict and role strain should include strategies to prevent and
relieve role conflict and role strain in vulnerable FCG populations based on the study results.

Additionally, intervention programs for FCGs of HF patients need to be developed. All
significant factors that affected levels of role conflict and role strain should be considered and
integrated into intervention programs in order to reduce risk factors of role conflict and role
strain in FCGs. For example, FCGs who care for high severity HF patients, such as HF patients
with functional class 111 and 1V, may have less experience in caring for HF patients at the
advanced stage. An FCG’s knowledge and skill for providing care to HF patients with functional

class Il and IV should be determined. FCGs should receive help gaining the appropriate
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knowledge and skills based on the results of the evaluation. Nurses may evaluate levels of
knowledge and skills of FCGs of HF patients during hospital visits or home visits by home care
nurses. Additionally, nurses can educate or help FCGs practice to improve knowledge and skills
needed to care for HF patients while FCGs and HF patients use hospital or home care services.

Caregiving tasks include medical, physical, and emotional. The Pl compared the impact
of scores of difficulty for each type of caregiving task on caregiver role conflict. Results showed
that all three types of caregiving tasks were positively correlated with role conflict and role
strain, indicating that medical; physical; and emotional caregiving tasks were difficult based on
FCG perception. Regarding these results, difficult caregiving tasks influenced levels of both role
conflict and role strain. Levels of difficult caregiving tasks should be determined in FCGs who
care for HF patients for at least three months. Effective strategies to deal with difficult caregiving
tasks must be integrated into an intervention program. The intervention program should include
the aspects of difficult caregiving tasks that can help FCGs to deal with HF caregiving tasks. For
example, FCGs reported that medical care, particularly controlling sodium in the diet of a
patient, involved the most difficult caregiving tasks. Therefore, strategies to control sodium in
the diet of HF patients should be included in the intervention program.

Social support is a significant factor that can moderate levels of role conflict and role
strain. Clinician nurses should focus on this point, and they should help develop a network of
social support for FCGs. Support from family, friends, and other people in the community show
significant influence on levels of role conflict and role strain. Nurses should determine levels of
social support in FCGs of HF patients. If FCGs have low levels of social support, nurses should
encourage FCGs to find informal support from their family members, friends, or neighbors.

Additionally, nurses should work with FCGs and family members to develop networks of social
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support to care for HF patients, such as volunteers, peer groups, and neighbors. FCGs may
receive information, experience, and assistance in caring for HF patients through this network or
informal support. Social support can help FCGs to manage their caregiver responsibilities by
helping them deal with a caregiving role and other role obligations, leading them to experience
low levels of role conflict and role strain.

Buddhist belief and participation in Buddhist activities should be integrated in the
intervention program for FCGs of HF patients. Like the previous discussion of the results in
relation to advanced nursing science, the belief in the Buddhist Karma Rule and participation in
Buddhist activities moderated caregiver role conflict and role strain and are the innovative results
of this study. Clinician nurses should develop appropriate Buddhist activities for intervention
programs that can reduce role conflict and role strain in FCGs. In Thailand, nurses frequently
facilitate patients and their FCGs involvement in religious activities, particularly Buddhism. This
role of Thai nurses may be different from nurses in other countries. Thai nurses generally
facilitate FCGs and patients to participate in practicing Buddhism, or other religious activities.
Health care providers and nurses may prepare a person who can lead patients and FCGs to pray
or do meditation. Additionally, nurses may prepare locations for religious practice; and books,
pamphlets, or videos of religious teachings for patients and FCGs in outpatient and inpatient
departments. For example, nurses may prepare religious pamphlets or books for patients and
FCGs to read while waiting to use hospital services. Additionally, nurses and other health care
providers can also prepare a location for practicing religious activities, such as a private room
with Buddhist icons for praying or meditating. These services could help FCGs and HF patients

to have an opportunity to practice Buddhism and to deal with their emotional distresses.
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In summary, the study results provide implications for nursing practice that include the
need to develop nursing care, screening programs, and intervention programs for FCGs who care
for HF patients and other chronically ill patients. FCGs who tend to experience role conflict and
role strain should be cared for by health care providers. Nurses should care for FCGs of HF
patients by applying strategies to prevent and relieve caregiver role conflict and role strain in
vulnerable FCG populations. In addition, nurses can develop and use a screening program to
examine levels of role conflict and role strain in FCGs. For example, nurses should determine
levels of role conflict and role strain in vulnerable FCGs who are female, have low physical
function, and have high levels of difficult caregiving tasks. FCGs of an HF patient with
functional class 111 and IV should be included in the intervention program. The intervention
program for FCGs who experience role conflict and role strain should include a training program
for high levels caregiving tasks and developing social support. The intervention program should
also help FCGs and HF patients gain access to resources that allow them practice their religion.
These strategies will enhance the health status of FCGs of HF patients.

Implications for Research

This study shows interesting results regarding significant factors as well as moderating
factors that influenced levels of caregiver role conflict and role strain. Predictors of caregiver
role conflict and role strain were found and included caregiver gender, HF patient functional
class based on FCG perception, difficult caregiving tasks, social support, physical function, and
participation in Buddhist activities. These results provide evidence for future research.
Particularly, difficult caregiving tasks should be investigated in future research in order to
examine specific difficult care tasks that influence levels of role conflict and role strain. Specific

care tasks that affect levels of caregiver role conflict and role strain should be investigated in
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different groups of FCGs. Future research regarding how specific caregiving tasks influence role
conflict and role strain should be conducted under the research question “How do the most
difficult caregiving tasks influence higher levels of role conflict and role strain?”” Study results
will reveal the most difficult caregiving tasks that influence the highest levels of caregiver role
conflict and role strain. These results will provide implications to nursing practice on how to deal
with the perceived most difficult caregiving tasks of FCGs.

Additionally, caregiver social support, the belief in the Buddhist Karma Rule, and
participation in Buddhist activities are found to be moderating factors of the relationship between
role conflict and role strain. These are innovative results that have implications for further study.
Future research should focus on the moderating effect of caregiver social support on the
relationship between role conflict and role strain. Informal social support, particularly support
from family, friends, and other persons, should be investigated in other groups of FCGs such as
urban FCGs. Specific strategy to develop strong support from family, friends, and the
community to assist FCGs caring for HF patients should be examined. The research question
should be “How does strong social support improve levels of caregiver role strain in FCGs of HF
patients?”

The belief in the Buddhist Karma Rule and participation in Buddhist activities were
found to moderate levels of the relationship between caregiver role conflict and role strain, as
shown in study results. Each specific type of Buddhist activity that affects levels of role conflict
and role strain in FCGs should be further examined. Further study regarding the belief in the
Buddhist Karma Rule should be investigated in a large sample size of FCGs. Participants in this
study were dominantly Buddhist followers. The different influences of the belief in the Buddhist

Karma Rule compared to other religious beliefs that can reduce levels of caregiver role conflict
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and role strain should be investigated. Additionally, different levels of the belief in the Buddhist
Karma Rule and participation in Buddhist activities in male and female caregivers that affect
levels of caregiver role conflict and role strain need to be investigated in future studies. The
research question of future studies should be “How does intensity of the belief in the Buddhist
Karma Rule influence levels of role conflict and role strain in male and female FCGs of HF
patients?”, or “How does frequency of participation in Buddhist activities affect levels of role
conflict and role strain in male and female FCGs of HF patients?”

Participation in Buddhist activities as a moderating factor needs to be extensively
examined in future research. Participation in Buddhist activities should be examined in a large
sample size of various groups of FCGs of chronically ill patients. Participation in religious
activities of other faiths, such as Islam and Christianity, should be determined for their effects on
levels of caregiver role conflict and role strain. Future research should be conducted under the
research question “How does religious participation (Buddhism, Islam, Christianity, and other
religions) influence levels of role conflict and role strain in FCGs?” Additionally, specific
Buddhist activities that influence the level of role conflict and role strain should be determined.
The research question of future studies regarding specific Buddhist activities should be “How do
Buddhist activities that include praying, meditating, making a donation, and giving food to
monks influence levels of role conflict and role strain in FCGs?”

An intervention trial study should be conducted to determine levels of role conflict and
role strain in FCGs before and after they attend intervention programs that include strategies to
deal with difficult caregiving tasks or methods to relieve role conflict and role strain.
Intervention programs for FCGs who experience role conflict and role strain were discussed in

the implication for nursing practice section. The intervention trial study will show the effective
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results of intervention program testing. A comparison regarding the effect of the intervention
program in an experimental group and a control group of FCGs should be determined. These
results will help create an effective program that can be implemented in other groups of FCGs
who experience role conflict and role strain.

In summary, results of this study can be further studied for determining in-depth analyses
of gender on levels of difficult caregiving tasks, specific types of difficult caregiving tasks
affecting role conflict and role strain, and variation of levels of the belief in the Buddhist Karma
Rule and types of participation in Buddhist activities in different groups of FCGs. Intervention
programs for FCGs of HF patients may help them by including strategies to deal with difficult
caregiving tasks, to create positive views of a caregiving role based on the belief in the Buddhist
Karma Rule, and to prevent role conflict and role strain by practicing Buddhist activities such as
meditation and prayer. Additionally, intervention trial studies of caregiver role conflict and role
strain are also suggested. Results from an intervention trial will be useful for the implementation
of an intervention program to relieve levels of role conflict and role strain in vulnerable FCGs.
Implications for Policy

Results of this study reveal the trend of caregiver role conflict and role strain in FCGs of
HF patients in rural areas of eastern Thailand. FCGs in rural areas of Thailand experience limited
care from health care providers. Levels of caregiver role conflict and role strain in FCGs of HF
patients did not receive appropriate care. The study results can be used by health care
policymakers to develop a health care plan to care for FCGs of HF patients. The number of
FCGs who experience role conflict and role strain needs to be determined, along with the trend
of role conflict and role strain problems in vulnerable FCG populations. Health care systems in

Thailand have mainly focused on patient care and have less focus on FCGs. This may lead to
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eventual health problems for FCGs and may have indirect effects to HF patients. Health care
policy and protocol need to be developed to allow for better-coordinated care for FCGs who
experience role conflict and role strain.

Care for FCGs who experience caregiver role conflict and role strain is not provided in
health care settings, particularly in rural health care settings. Health care policy and protocol to
care for FCGs of HF patients in primary care units and rural health care settings need to be
developed. As we know, FCGs are hidden patients who need effective care since they are a
vulnerable group. Explicit policy and protocol for FCGs should be demonstrated at all levels of
health care systems. The cooperation of all levels of health care settings is needed to provide
better care for FCGs.

Universal health care has been utilized in Thailand since 2000. Each year, the Thai
government spends a large amount of health care expenditure to provide care for HF patients. To
improve the quality of care for HF patients at a low cost, health care policymakers need to
develop standard guidelines and protocol to care for FCGs of chronically ill patients. FCGs are a
primary source of care for HF patients, and these FCGs can help to improve HF patient health
status. If these FCGs experience health problems, they cannot provide care to HF patients, and
these patients may experience health problems and complications.

In summary, the study results provide implications to policymakers. Guidelines and
protocol to provide care for FCGs who experience role conflict and role strain are needed.
Procedure for standards of care among health care settings needs to be clearly indicated by health

care policy.
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Summary

The purpose of the study was to explore the relationship between FCG and HF patient
characteristics, difficult and time consuming caregiving tasks, and role conflict and role strain.
Significant predictors and moderating factors of role conflict and role strain were indicated.
Results of this study provide implications for nursing practice, research, and policy. Nursing
clinicians can utilize study results to provide effective care or create intervention programs for
FCGs of HF patients. Screening programs to determine levels of role conflict and role strain in
FCGs of HF patients or other chronically ill patients need to be developed to examine trends of
this problem in vulnerable groups. Health care policymakers can develop policy or procedure to
get health care providers and health care settings to provide standard care to FCGs of HF
patients. Additionally, results regarding the belief in the Buddhist Karma Rule and participation
in Buddhist activities that can moderate levels of role conflict and role strain support nursing
science knowledge. Also, specific activities of Buddhism that enhance the emotional status of

FCGs need to be examined.
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Title: Perceived Role Strain in Thai Family Caregiver of Heart Failure Patients

Researcher: Ms. Arunee Chaiyarit, RN, MSN, Doctoral Student, College of Nursing
Michigan State University, Principal Investigator.

Dr. Barbara Given, RN, PhD, FAAN, University Distinguished Professor,
College of Nursing Michigan State University, Major Professor

This questionnaire has been designed to collected data from study participants who are
family caregivers of heart failure patients in rural eastern Thailand. Family caregivers will be
asked to complete their personal information and subjective experience about a care giving role.
To collect data from family caregivers in rural eastern Thailand is a part of dissertation paper of
College of Nursing, Michigan State University, which aims to gather data by capturing caregiver
perspective regarding role conflict and role strain due to providing care for heart failure patients.
In the following sections, the word “you’ are used to represent “a family caregiver.”

This questionnaire includes six instruments. First, you are asked to complete your
personal information and heart failure patient information, Buddhist Karma Rule belief and
severity of heart failure patient based on your perception in the socio-demographic questionnaire.
Some questions in the socio-demographic questionnaire can be checked one or more based on
the specific instruction of each question.

Second, you will be asked to complete your physical ability to do daily activities by
answering questions of the physical function. You will be asked to rate your activities that you
might do during a typical day that include “limited a lot, limited a little and not limited at all.
You can check one for each question.

Third, you will rate your perception about level of social support that you received from
family, friend and significant people using the Social Support Scale. This is on a 7-point scale:
very strongly disagree to very strongly agree. You can check one for each question.

Fourth, you will be asked to rate your perception about difficulty and time consuming
heart failure caregiving tasks in the Oberst Caregiving Task Scale. This instrument includes 15
questions with 5-point scale: not difficult to extremely difficult, or none to a great amount of time
consuming. You can check one for each question.

Fifth, you will be asked to rate your perception about how your caregiving role interfere
with other role such as spouse, parent and work role in the Role Conflict Scale. This instrument
uses a 5-point scale: not at all to a great deal. You can check one for each question.

Sixth, finally you will be asked to rate your levels of role strain by using the Global Role
Strain Scale. Responses can range from not at all or never to very much or a lot. You can check
one for each question.

Your input is greatly appreciated and should take about 30 minutes.
Thank you very much for participating in this study.
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Caregiver Socio-demographic Questionnaire
Please complete the following questions about your personal information and heart
failure patient. Please write your answer in the blank, or check the box where there are check
boxes. Some questions can be checked more than one box, please carefully read the instruction
of each question.
(1) What is your age? years (write in the number of years of age)

(2) What is your gender? (check one box)
0 Male o Female

(3) What is your education? years (write in the total number of years completed)

(4) What is your relationship to the patient as his /her caregiver? (check one box)

O Spouse o Daughter/son
0 Grandson/granddaughter o Sister/brother
0 Daughter-in-law/son-in-law O Other relatives (please specify)

(5) What is your household income a month (Baht/Dollar)? (check one box)

o Below 2000/$0-69 0 2001 -5000/$70-169

0 5001-10000/$170-333 o 10001 -20000/$333 and over
(6) What is your current employment status? (check one box)

o Not working o Working part-time

o Working full-time o Retired to provide care

(7) How does your decision to be a caregiver of heart failure patient affect your work role?
(check for all that apply)

o Not affected work hours o Reduced work hours
o Increased turnover rate o Increased absence from work
O Quit the job to provide care O Other (please specity)

(8) How many family roles that you perform? (check for all that apply)
O Spouse O Son o Daughter o Father o0 Mother
0 Grandfather/grandmother o Niece/nephew 0 Friend

0 Other role (please specify)

(9) How many hours do you provide medical care such as medication administration, symptom
monitoring and sodium control for a heart failure patient a week? (Please
specify) hours

(20) How many hours do you provide physical care such as walking, bathing, shopping and
preparing meal for a heart failure patient a week? (Please
specify) hours
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(11) How many hours do you provide emotional care such as emotional support for a heart
failure patient a week? (Please specify) hours

(12) What is your religion? (check one box)
0 Buddhism 0 Islam (go to 15)
o Christianity (go to 15) o Other (please specify) (goto 15)

(13) Please check to what extent you would like the following things in return when you decide
to provide care for a heart failure patient? (check one box)

a. Happiness (check one box)

O A great amount

O A large amount

0 A moderate amount
0 A small amount

0 None

b. Social recognition (check one box)

O A great amount

O A large amount

0 A moderate amount
0 A small amount

0 None

c. Received recognition in a good deed in this life for the next life

O A great amount

O A large amount

0 A moderate amount
0 A small amount

0 None

d. Assistance from family members when you need. (check one box)

O A great amount

O A large amount

0 A moderate amount
0 A small amount

0 None

(14) Please check to what extent you participate in religious activities (at least one activity)
such as praying, going to temple, giving food to monks, doing meditation and donation?

a. Praying (Check o Once a o Once a o Oncea o Lessthan o Not at all
one) day week month once a month
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b. Giving food to o Once a o Once a o Oncea o Lessthan o Not at all

monks (Check one) day week month once a month

c. Going to temple o Once a o Once a o Oncea o Lessthan o Not at all
(Check one) day week month once a month

d. Doing meditation o Once a o Once a o Oncea o Lessthan o Not at all
(check one) day week month once a month

e. Donation (Check o Once a o Once a o Oncea o Lessthan o Not at all
one) day week month once a month

f. Other (please o Once a o Once a o Oncea o Lessthan o Not at all
specify) day week month once a month

(Check one)

(15) Why do you provide care for a heart failure patient? (check for all that apply)
0 Duty of family members
0 Received good things such as happiness, merit and assistance in return
o Care for love one

0 Other reasons (please specify)

(16) What is the main reason that you provide care for a heart failure patient? (check one box)
o0 Duty of family members
0 Received good things such as happiness, merit and assistance in return
o Care for love one

o Other reasons (please specify)

(17) What are the sources of your emotional, financial, social or physical support to care for a
heart failure patient? (check one box or more)

o Family members o Friends o Colleagues
0 Unpaid volunteers o Neighbors o Peer group
O Other (please specify)

(18) What is patient's age? years (write in the number of year of
age)

(19) What is patient's education? years (write in the total number of years
completed)

(20) What is patient's gender (check one box)

o Male o Female
180



(21)Now we would like to ask you to rate your perception about the severity of the heart failure
patient.

-Based on your perception, please rate the level of limitation of a heart failure patient
when he/she perform ordinary physical activities such as climbing stairs, eating, walking and
lifting objects.

a. No limitation (check one box)
0 Yes (done) o No(gotob.)
b. Slight limitation (check one box)

0 Yes (done) o No(gotoc.)
c. Marked limitation (check one box)

0 Yes (done) o No(gotod.)
d. Unable to carry out any physical activities (check one box)

O Yes o No
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The Physical Functioning of Short-Form Health Survey (PF)

The following items are about activities you might do during a typical day. Does your health
now limit you in these activities? If so, how much?

1) Vigorous activities, such as running, lifting heavy objects, participating in
strenuous sports?

[ 1. Yes, limited a lot [] 2. Yes, limited a little [ 3. No, not limited at all

@) Moderate activities, such as moving a table, pushing a vacuum cleaner,
bowling, or playing golf?

(1 1. Yes, limited a lot [J 2. Yes, limited a little [ 3. No, not limited at all

3) Lifting or carrying groceries?

1 1. Yes, limited a lot (] 2. Yes, limited a little [ 3. No, not limited at all
4) Climbing several flights of stairs?

1 1. Yes, limited a lot [] 2. Yes, limited a little [ 3. No, not limited at all
(5) Climbing one flight of stairs?

1 1. Yes, limited a lot [1 2. Yes, limited a little [1 3. No, not limited at all
(6) Bending, kneeing or stooping?

1 1. Yes, limited a lot [1 2. Yes, limited a little [1 3. No, not limited at all
(7) Walking more than a mile?

1 1. Yes, limited a lot [1 2. Yes, limited a little (1 3. No, not limited at all
(8) Walking several blocks?

1 1. Yes, limited a lot [1 2. Yes, limited a little (1 3. No, not limited at all
9) Walking one block?

1 1. Yes, limited a lot [1 2. Yes, limited a little (1 3. No, not limited at all
(10) Bathing or dressing yourself?

1 1. Yes, limited a lot [1 2. Yes, limited a little 1 3. No, not limited at all
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Multidimensional Scale of Perceived Social Support

Instructions: We are interested in how you feel about the following statements. Read each
statement carefully. Indicate how you feel about each statement.

Circle the “1” if you Very Strongly Disagree
Circle the “2” if you Strongly Disagree
Circle the “3” if you Mildly Disagree

Circle the “4” if you are Neutral

Circle the “5” if you Mildly Agree

Circle the “6” if you Strongly Agree

Circle the “7” if you Very Strongly Agree

1. There is special person who is around when 1234567
| am in need
2. There is a special person with whom | can 1234567

Share my joys and sorrows

My family really tries to help me. 1234567
| get the emotional help and support Ineedfrom 1 2 3 4 5 6 7
My family

5. I have a special person who is a real source of 1234567

comfort to me.

6. My friends really try to help me. 1234567

7. 1 can count my friend when things 1234567

8. I can talk about my problems with my family. 1234567

9. I have friend with whom I can share my joys 1234567
and sorrows.

10. There is a special person in my life who cares 1234567

about my feelings.
11. My family is willing to help me make decisions. 1 2 3 4 5 6 7
12. | can talk about my problems with my friends. 1234567
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Oberst Caregiving Burden Scale

This group of questions is about the tasks and activities that you do to help the heart
failure patients. For each of the following activities, please mark how much time you spend and
how difficult activity is for you to do.

Time Difficulty
5= A great amount 5= Extremely difficult
4= A large amount 4= Very difficult
3= A moderate amount 3= Moderately difficult
2= A small amount 2= Strongly difficult
1= None 1= Not difficult

1) Medical and nursing treatment (giving medications, skin care, dressing etc.):
O A great amount 0 Extremely difficult
O A large amount o Very difficult
0 A moderate amount 0 Moderately difficult
O A small amount oStrongly difficult
0 None 0 Not difficult

2) Personal care (bathing, toileting, getting dressed, eating, etc.):

O A great amount 0 Extremely difficult
O A large amount o0 Very difficult

0 A moderate amount 0 Moderately difficult
O A small amount oStrongly difficult

0 None o Not difficult

3) Assistance with walking, getting in and out of bed, exercise, etc.:

O A great amount 0 Extremely difficult
O A large amount o Very difficult
0 A moderate amount 0 Moderately difficult
O A small amount oStrongly difficult
0 None 0 Not difficult

4) Emotional support, “being there” for the patient:
O A great amount o Extremely difficult
O A large amount o Very difficult
0 A moderate amount 0 Moderately difficult
O A small amount oStrongly difficult
0 None 0 Not difficult
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5) Watching for and reporting the patient symptoms, watching how the patient doing,

monitoring the patient progress:
O A great amount
O A large amount
0 A moderate amount
0 A small amount
0 None

o Extremely difficult
0 Very difficult

0 Moderately difficult
oStrongly difficult

0 Not difficult

6) Providing transportation or “company” (driving, riding along with patient, going to
appointments, driving patients around for errant’s, etc.):

O A great amount

O A large amount

0 A moderate amount
0 A small amount

0 None

o Extremely difficult
o Very difficult

0 Moderately difficult
oStrongly difficult

o Not difficult

7) Managing finances, bills, and forms related to the patients illness:

O A great amount

O A large amount

0 A moderate amount
O A small amount

0 None

0 Extremely difficult
o Very difficult

0 Moderately difficult
oStrongly difficult

0 Not difficult

8) Additional household tasks for the patient (laundry, cooking, cleaning, yard work, home

repairs, etc):

O A great amount

O A large amount

0 A moderate amount
0 A small amount

0 None

o Extremely difficult
o Very difficult

0 Moderately difficult
oStrongly difficult

o Not difficult

9) Additional tasks outside the home for the patient (shopping for food and clothes, going to

bank, running errands, etc.)

O A great amount

O A large amount

O A moderate amount
O A small amount

0 None
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10) Structuring/planning activities for the patients (recreations, rest, meals, thing for the patient
to do)

O A great amount o Extremely difficult
O A large amount o Very difficult

0 A moderate amount 0 Moderately difficult
0 A small amount oStrongly difficult

o0 None o Not difficult

11) Managing behavior problems (moodiness, irritability, confusion, memory loss, etc.):

O A great amount o Extremely difficult
O A large amount o Very difficult

0 A moderate amount 0 Moderately difficult
0 A small amount oStrongly difficult

0 None o Not difficult

12) Finding and arranging someone to care for the patient while you are away:

O A great amount 0 Extremely difficult
O A large amount o0 Very difficult

0 A moderate amount 0 Moderately difficult
o A small amount oStrongly difficult

0 None 0 Not difficult

13) Communication (helping the patient with at least one of the following activities: phone,
writing or reading, explaining things, trying to understand what the patient is trying to say, etc.)

O A great amount o Extremely difficult
O A large amount o Very difficult

0 A moderate amount 0 Moderately difficult
O A small amount oStrongly difficult

0 None 0 Not difficult

14) Coordinating, arranging, and managing services and resources for the patient (scheduling
appointment, arranging transportation, locating equipment and services, and finding outside
help):

O A great amount o Extremely difficult
O A large amount o Very difficult

0 A moderate amount 0 Moderately difficult
O A small amount oStrongly difficult

0 None 0 Not difficult
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15) Seeking information and taking with doctors, nurses and other professional health care
workers about the patient’s condition and treatment plans:

O A great amount

O A large amount

0 A moderate amount
0 A small amount

o0 None
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Role Conflict Scale

These questions focus on the different roles you may have and the extent to which your
caregiving interferes with these other roles. If the role listed does not apply to you, check the box
v (1 at the right.

To what extent does caring for your family member interfere with your ability to be . . .
Circle the “0” if you are Not at all
Circle the “1” if you are a Little
Circle the “2” if you are Some
Circle the “3” if you are quite a bit
Circle the “4” if you are a great deal
1. the kind of spouse or partner you think you should be?
0 1 2 3 4 0 Not apply
2. the kind of parent you think you should be?
0 1 2 3 4 0 Not apply
3. the kind of daughter/son you think you should be?
0 1 2 3 4 0 Not apply
4. the kind of sister/brother you think you should be?
0 1 2 3 4 0 Not apply
5. the kind of grandparent you think you should be?
0 1 2 3 4 0 Not apply
6. the kind of relative you think you should be to people other than those listed in Q1-Q5?
0 1 2 3 4 o Not apply
7. the kind of friend you think you should be to other people?
0 1 2 3 4 o Not apply
8. the kind of worker you think you should be outside the house?
0 1 2 3 4 o Not apply
9. the kind of worker you think you should be around or in the house?
0 1 2 3 4 o Not apply
10. the kind of student you think you should be?
0 1 2 3 4 o Not apply
11. active in your religious group in the way you think you should be?
0 1 2 3 4 o Not apply
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12. active in the community in the way you think you should be?
0 1 2 3 4 0 Not apply

13. good to yourself?
0 1 2 3 4 0 Not apply

14. To what extent do your other responsibilities interfere with your ability to care for your
family member in the way you would like to?

0 1 2 3 4 o Not apply
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Global Role Strain Scale

Instructions: We are interested in how you feel about the following statements. Read each
statement carefully. Indicate how you feel about each statement.

1. From our discussions with many caregivers, we know that for some people, caregiving is
very confining, while for others, it is not. How confined do you feel because of all the
caregiving things you do for your family member?

Not at all confined ...........ccoooveviniiiennns 0
Confined a little ........ccocovvveiiieiice 1
Somewhat confined............ccccevvvereennenn, 2

Confined alot .......cccovvvvviieniienc 3
Extremely confined...........ccccovvinvnnnnnns 4

2. How often would you say that taking care of your family member is very difficult?

NEVET ..ot 0

RArely ..oooeeeieceee e 1
SOMELIMES ..o 2

Much of the time.........ccoocoveviieniiiiee, 3
AIWAYS ..o, 4

3. How much stress do you feel because of all your obligations, including taking care of
your family member?

NO SEIESS ... 0
Very little Stress .......ccooevvvenenencieene 1
SOME SEIESS .. 2
A 10t OF SEreSS ..ovveevcieeieeceee e 3
Overwhelming Stress.........ccccevvevveeveennenn, 4

4. How much of the time do you feel you are patient in caring for your family member?

NEVET ...t 0
Rarely ..., 1
SOMELIMES ..o 2
Most of the time........cccevevviieicieiecien 3
AIWAYS ..o 4
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5. Overall, would you say that the positive aspects of caring for your family member
outweigh the negative, that the negative aspects outweigh the positive, or that the positive
and negative aspects are about equal?

Positive outweighs the negative alot ..o 4
Positive outweighs the negative somewhat......... ... 3

Positive and negative are about equal .......ccccenee. 2
Negative outweighs the positive somewhat.............. 1
Negative outweighs the positive alot......cooeveee. 0

6. The needs of people who are receiving care change with time as do yours. Would you say
that, as time goes on, giving care to your family member has:

Become much easier for you ................. 4
Become somewhat easier for you .......... 3
Stayed about the same for you ................ 2

Become somewhat more difficult for you...1
Become much more difficult for you ....... .. 0

7. What if your family member’s care needs increase? How confident are you that you
would be able to provide more care than you are doing now?

Not at all confident ..........ccccevvvviinnnnn, 0
Not too confident ..........ccceverervninnnnnnn, 1
Somewhat confident...........cccovviiennnnnn 2

Pretty confident .........cccoooeviiiiiiinien, 3
Very confident ..........ccooveveiieiieiece, 4
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THE RECRUITMENT PROCEDURE

Study Title: Perceived Role Strain in Thai Family Caregivers of Heart Failure Patients
Researchers and Title: Ms. Arunee Chaiyarit, PhD (c), RN, MSN, Principal Investigator
Dr. Barbara Given, PhD, RN, FAAN, Major Professor

This study sheet will show the procedure for clinic nurses to recruit study subjects. The
contents of the procedure are comprised of the criteria to recruit study subjects. The researcher
will explain the criteria of recruitment to clinic nurses. Clinic nurses should feel free to ask the
researcher any questions they may have. Clinic nurses should follow the recruitment steps in
accordance with the inclusion criteria as follows:

Inclusion Criteria

1) Providing medical, emotional and physical care for HF patients with a severe
functional class 11 to 1V as a family member.

2) Serving as a primary caregiver providing care for HF patients at home for at least 3
months.

3) Being 18 years old or older.
4) Demonstrating the ability to understand and speak the Thai language.
5) Being family caregivers of heart failure patients in rural areas of eastern Thailand.

Family caregivers of HF patients will be approached by clinic nurses to ask about their
intension to participate in the study based on each criterion.

1) Providing medical, emotional and physical care for HF patients with a severe
functional class Il to IV as a family member.

WHAT CLINIC NURSES WILL DO:

Clinic nurses will ask HF patients to identify their family caregivers who provide
medical, emotional or physical care for the patient at least one hour each day. Family caregivers
who provide at least one type of care for the patients more than one hour a day meet the criteria
of this study. Caregiving tasks of heart failure patients include medical, emotional and physical
care.

-Medical care includes the assistance of heart failure patients with drug administration,
sodium control and symptom monitoring. Symptoms include breathlessness, fatigue, feet or
ankle edema, gained weight, and decreased or increased urine output.

-Emotional care refers to the assistance when heart failure patients have emotional
problems such as sadness, stress, anxiety and worry. Assistances include listening, speaking,
empathizing and helping patients in dealing with these negative emotions.

-Physical care involves the assistance with activity daily living (eating, bathing,
dressing, using the toilet, and helping with mobility) or Instrumental activity daily living
(transportation, laundry, housework, preparing meal, shopping and housework).
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Family caregivers of HF patients with functional class 11 to IV will be recruited into the
study. Clinic nurses can evaluate HF patients’ functional class by using the following criteria.
Heart failure functional class Il to IV can be identified with respect to medical records or
symptoms that are:

Class Symptoms

Class | No limitation of physical activity. Ordinary physical
activity does not cause undue fatigue, palpitation, or
dyspnea (shortness of breath).

Class Il Slight limitation of physical activity. Comfortable at
rest, but ordinary physical activity results in fatigue,
palpitation, or dyspnea.

Class 111 Marked limitation of physical activity. Comfortable at
rest, but less than ordinary activity causes fatigue,
palpitation, or dyspnea.

Class IV Unable to carry out any physical activity without
discomfort. Symptoms of cardiac insufficiency at rest.
If any physical activity is undertaken, discomfort is
increased.

Sources: New York Heart Association (2011). Retrieved from
http://www.abouthf.org/questions_stages.htm

2) Serving as a primary caregiver providing care for HF patients at home for at least 3
months.

WHAT CLINIC NURSES WILL DO:

Clinic nurses will ask family caregivers about the relationship to the patient. If a family
caregiver is a family member of a heart failure patient, this caregiver meets the criteria for the
study. Additionally, clinic nurses will ask family caregivers how long they have cared for HF
patients. If these caregivers have cared for the patients for more than three months, these
caregivers meet the criteria of this study.

3) Being 18 years old or older
WHAT CLINIC NURSES WILL DO:

Family caregivers will be asked about their age by clinic nurses. If caregivers are 18
years old or older, these caregivers meet the criteria of the study.

4) Demonstrating the ability to understand and speak the Thai language.
WHAT CLINIC NURSES WILL DO:

Clinic nurses will ask family caregivers if they can understand Thai. If these caregivers
can understand Thai, they meet the criteria of this study.

5) Being family caregivers of heart failure patients in a rural area of eastern Thailand.
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WHAT CLINIC NURSES WILL DO:

Clinic nurses will check the address of HF patients in their medical records. Heart failure
patients and family caregivers must live in one of five provinces of eastern Thailand including
Chonburi, Rayong, Chachoengsao, Prachinburi and Srakeaw. Each province has a central
district, which is called “Amphore Moeng.” The Amphore Moeng district is identified as an
urban area in each province. If these patients and caregivers live in any district except for the
Amphor Moeng district, these HF patients and their caregivers meet the inclusion criteria.

FCGs who do not meet all inclusion criteria of this study will be excluded from the
study.

208



\NUNNISARLAANENANRNATIENSINNUINY
TR TaNIUIRE: “NITANEITEALANNLATEA L ULNLINAINNITTUS
wasgnuagilalsaialanglullsanalng

o a o

{Ade: weana agal laagns, wenunadan@w, waw., dnAnelSygan

a a a

o P a ' s a caa
'ﬂ’]'ﬂ’]ﬁ‘ﬁlwlﬁ‘ﬂﬂ’]: 9. U1U191 ﬂquu ANAMNTIANTENAFIATY N%LLﬂu ALAR %ulﬂ’ﬂﬁ‘%m

Q
o

o d’l Al IS ° o ¥ o v ‘ﬂl o ¥ o o b 1 a o A
L’ﬂﬂ’éﬁ’ﬁ‘@l‘].l‘].llﬂ’]]Lﬂu@jﬂ’ﬂ@’]ﬂiﬂ?‘lﬂ’]u’]@ﬁﬂﬂﬁquﬂmﬂﬁ"l’]\‘iHQLL@Hﬂ’miﬁ‘ﬂﬁﬂi@%qﬂLﬂﬁi’]%\i’]u@’ﬂﬂ UAUNUBN

'
a o K ¥

wnansrfuutilseneudion inowinisdnnsesddinsoneudse aviaalfesunauaninuiuazisnisdniaen

o EIQVPLD a

ananasipaiingenuday fanenunadAnnsasgidindanauddaiaanaiinsnouannsediae A aoadinlay
BEN9R WeNLNAEARNTRISie TR NuANININsARNsadindanuAdtatinwATIATn
UuaANINMNNITARRaNELIENSINUIAE
1. Feufufflfinsquaiuinenia neinmn uazatsund uifilhelsailansszasii aes auuazd Tugue
ANTNATALATY
2. Winaquatjthalsainlanafaseriuednation 3 weviuly
3. @1y 18 1 vigannnan
4. dinlauaznanimingls
5. ardweglueruunluniaazdueanaestlszmalne
wmmmﬂi:é’nmﬁﬁmﬁmmmiﬁwéfmmuﬁﬁﬂmum‘fﬂLﬂmﬁmiﬁmmmEgL%hi'fmmuﬁé]”ﬂlumﬂmmﬁuﬁ
1) Feufufflfinsquaiuinenia neinmn uazatsund uwifilhslsailansszasii aes auuazd Tugue
QN1TNATRLATY

v

ATWENUREARNTRNELTNSINNNSTIREARIU 1R
Y o v v 1 a o o Vo dldan o o dl =2 dl Y o
neuagAnnIasgidindanddenmaae ulssdRgiaeniatiadeialanaszasn 489098 WATNEILNALAR
7 A ay A Y v ¥ oA Y o 7 A k4 ¥
nsasaznuiilaadnlonffguarisald fnfieauiadnd nenunafdansesazasuningiaedfgualiinsguadiu
1 o Ly -7 1 ¥ o dJ QI/ A (1 a ' o 1 ¥ A A (% 1
$19n1e nadnenuar ensunlunitheatsiiaaduazuiiedaluoiell dunafaseiuetetien 3 Hewisall fld
azdinnanininisdinganeuidel
FILAZLBLANITAUR
% o v k4 ] A 7 o Vo
NIRUARIUNNTINEINEILNA Usznaufan nsgualiinistasivasiaelunisdnen gualiiduilszniuen
= o = a = : = & e A A
AILANLTINAUNAR e MIs NsdanReINIRALNG 1T Wwitlaeviey eaunag Uan inidniii vsedlasiazeanyn
ity usiu
naguasiuensnal tsznaudien nasliinnsguatlaaulan waae wazlinnaslagiaananndidymesan
S da
aanriaasaneinsiiues
% 1 b v 1 A v o a e;aa o o o 1
nIguaRUIaNTY Usenaudag nastinisguatdaemasfiaalsainlanalunisdiRnadnsdseandu i

S a u e o > @ ¥
AIUUT NUUI VLﬂEﬁ@"ﬂ@\'i Vl”]d’]u‘]_lﬁul,ﬂumu

209



'
al

filaeTanvinlannsazbiaglfifunistssifivannnenunagannsasdniluiihainlaong luaiunaes aww vise @

TaerlEuuulsziin 189 New York Heart Association AN:inaein3tszilinlumnsnamuand

sTAU CRLYD
| Tiffedninvesfianssufinuimnie nsUfumnadnstszandulaidiuaniveg

' a P - v
UANNITRRUINARL LVUBE UTB M@'LI‘T]'NEIJ‘JJ'J?;I

[

¥ o o a ' @ v v =R a A o 1l
IARNNAGIUNANIININNNLANURE SANUNAALNLILNAND WANAINNT

al

=2
i(!’
22D

a a o

L L P gpe
aunae ladu wiles WerljiRnadnslszandu

o

aa

11l Hdaainunlunisifanssufinugnenie JAnaunaiiewn usazaaunae

a

o = wma o o o A a > | a o
wazwilesnnnilelirnadnstszanduisenanssutioandifadng
4 1V TdanunsndgiRnanssusueniaiaeldiianismilesls luilfadng
dszdrdulaniinudalaiianniszesannligaauia Jeainisesinlagu

= A 1 v o
anaan liweaudanzwn

Sources: New York Heart Association (2011). Retrieved from
http://www.abouthf.org/questions_stages.htm

2. Winsquatilelsainlanefnseiuatinatios 3 e

NN LA ARNTRIGLNSINNNSISE AR IR
¥ o v o dl o dl ¥ o Yo Y v o | a o Y
nenuagAnnsasarNgguateinediuanunedesiug e trgauaciteiluantnaseuaiagilon

faddinuaninauiaeensiay wenaniineunagAnnsasaznnszaznan lunsguaithefnsanuesnlias 3 hau

(2

[y 4 =

F9azduaNININITdindaNNTIE

3. @18 18 U viseaN1nngn

]

a a v o ¥ ¥ av v a ea
NQ‘VIWEl"IU"I'REF"Iﬂﬂiﬂﬂal‘ﬂq‘EQNﬂ'\iQ“lﬂﬁ’ﬂﬂﬂQU£°'l

v
a o

Y o A o ¥ dd’l & o IS =
wenunafAanses auengresiguaiithetirany 18 Tauwll azdinwaninosinngddeil
4. dinlauaznaniningls

FNweLIARARNSTRIGINSINNNSTISE AR IR
Y o v v 1 v = Y v v v
nenunafAnnsasazningauatiaadndinlan i nevisalyl g uaarsnsayauazifinlanmn neazidin

(2

PANNUNNNTISEIT

5. mﬁﬂ'aqslum pruLnluNIARziuaanIaslszme ne

L%

FNneUIANARNSRIGIINSINNNSIRE AR IR

e ¥

neunaiAnnsasazmmasaufiatiioslulssdfiilen uarasunntiuduainiguadiendeat uanauun

2992LTUNI 728199 BA1L[T UAW[T uar aszufic waniravdueanaeslszmelng wiazdawdnveslszmalned

1%

° Ly dld U ° A ” ‘dJ A 1 | A J o o b2 b7 1 o dl
AUNDAULNAN NLTEUNTT “DUNBLNEN FINDINTIUIUALNDITDIUFAEAINGA ﬂﬁ@j@LL@@ﬂQﬂ@ﬁﬁﬂ@%TuLﬂﬁ@’]Lﬂ@@u"]

v
a

Uan Lﬂﬁﬂ@qﬂ@oﬁ LNA Lfl@\'i aziiraninoireulAe

210


http://www.abouthf.org/questions_stages.htm

APPENDIX C

Study Consent Form

211



Explanation of the Study and Consent Form

You are being invited to participate in a research project that will look at the significant
influences of role strain in caregivers of heart failure patients. Researchers are required to
provide a consent form to inform you about the study, to convey that participation is voluntary,
to explain risks and benefits of participation, and to empower you to make an informed decision.
You should feel free to ask the researchers any questions you may have.

Study Title: “Perceived Role Strain in Thai Family Caregivers of Heart Failure Patients”
Researchers and Title:
Dr. Barbara Given, PhD, RN, FAAN (Principal Investigator)

Arunee Chaiyarit, RN, MSN, Doctoral Student College of Nursing, Michigan State
University (Secondary Investigator)

Department and Institution: Michigan State University College of Nursing
Sponsor: N/A
1. PURPOSE OF RESEARCH:

You are being asked to participate in a research study to investigate how a sample of
approximately 139 family caregivers of heart failure patients perceived levels of role strain. You
have been identified as a caregiver who might be eligible to voluntarily join this study by the
Bhuddasothorn hospital outpatient clinic nurses.

There is evidence that family caregivers of heart failure patients often experience perceived role
strain due to managing heart failure patients’ needs, but healthcare professionals require more
evidence regarding significant influences of perceived caregiver role strain.

The study procedures have been approved by the Michigan State University Committee on
Research Involving Human Subjects also Bhuddasothorn hospital. Potential study participants
were identified by Bhuddasothorn outpatient clinic nurses in accordance with privacy
regulations.

2. ALTERNATIVE OPTIONS:

Your decision on whether or not to join this study is entirely your own decision. Whether or not
you participate will not change the medical or health care that your heart failure relatives receive
from health care providers at Bhuddasothorn hospital. None of the healthcare professionals at the
Bhuddasothorn hospital will be capable of knowing whether you decided to participate in this
study or not.

3. WHAT YOU WILL DO:

You will be asked to complete a questionnaire that include 79 items concerning your own and
your heart failure relatives socio-demographic and your feeling related to your caregiving role
obligations. The total time required to participate in this study will be approximately 25-30
minutes.
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4. POTENTIAL BENEFITS:

If you decide to participate, you will not directly benefit from your participation in this study.
However, your participation in this study may help healthcare professionals understand the
significant influence of perceived caregiver role strain that can help heart failure family
caregivers to deal with the problem.

5. POTENTIAL RISKS:

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 survey questions, you will never be
obligated to answer any questions that may make you feel uncomfortable.

6. PRIVACY AND CONFIDENTIALITY:

The information collected about you during the study will be kept confidential. Information from
all participants in this research will be grouped together without names, and you will not be
personally identified in any way in reports of the research. Information about you will be seen
only by the research staff. Your confidentiality will be protected to the maximum extent. No
healthcare professionals at Bhuddasothorn hospital will ever be capable of knowing what you
did, or did not consent to participate in the study. The study data will be confidentially kept in a
password protected computer and a locked cabinet at the fourth floor in West Fee Hall in
Michigan State University (MSU) for three years after close of the study. Only the appointed
researchers, their respected institutions and the institutional Review Board at MSU can access
the study data. The results of this study may be published or presented at professional meetings,
but the identities of all research participants will remain anonymous.

7. YOUR RIGHTS TO PARTICIPATE, SAY NO, OR WITHDRAW:

Participation in this research project is completely voluntary. You have the right to say no. You
may change your mind at any time and withdraw. You may choose not to answer specific
questions or to stop participating at any time. Choosing not to participate or withdrawing from
this study will not make any difference in the quality of any medical care or treatment you may
receive from Bhuddasothorn hospital.

8. COSTS AND COMPENSATION FOR BEING IN THE STUDY::
There are no costs to participants in this study.
9. CONTACT INFORMATION FOR QUESTIONS AND CONCERNS:

If you have concerns or questions about this study such as scientific issues, how to do any part of
it, or report an inquiry, please contact the researchers.

Investigator Contact Information
Name: Dr. Barbara Given, PhD, RN, FAAN (Principal Investigator)
Address: College of Nursing, Michigan State University
B510 W. Fee Hall, East Lansing, USA
Research Office Telephone: 1-517- 355-6526
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Fax: 1-517-353-8612
Email: barb.given@hc.msu.edu; cindy.espinosa@hc.msu.edu.

Name: Ms. Arunee Chaiyarit, RN, MSN, Doctoral Student of College of Nursing, Michigan
University (secondary investigator)

Address in Thailand:

45/2 Moo. 5 T. Kaokanoon
Phanomsarakham District
Chachoengsao Province, 24120
Cell-phone 081-340-3817
Address in the U.S.:

1615 Apt. C Spartan Village
East Lansing, USA, M1 48823
Telephone: 1-517-355-9782
Email: chaiyari@msu.edu

If you have any questions or concerns about your role and rights as a research participant, you
may contact at 1-517-355-2180, Fax 1-517-432-4503, or e-mail irb@msu.edu or regular mail at:

207 Olds Hall, MSU
East Lansing, USA, MI 48824
10. DOCUMENTATION OF INFORMED CONSENT:

By signing the Statement of Consent below, you are indicating that you have read and received a
copy of the Explanation of the Study and Consent Form. Your questions about participation
in this study should have been answered in sufficient detail so that you understand. Your
signature below means that you voluntarily agree to participate in this research study.

Signature Date

Person Obtaining Consent Date
You will be given a copy of this consent form to keep
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Renewal
Application
Approval

April 5, 2012

To: Barbara A. Given
B510 W. Fee Hall
MSU

Re: IRB# 11-435 Category: EXPEDITED 2-7
Renewal Approval Date: April 5, 2012
Project Expiration Date: April 4, 2013

Title: Perceived Role Strain in Thai Family Caregivers of Heart Failure Patients

The Institutional Review Board has completed their review of your project. | 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 and 21 CFR Part 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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Ashir Kumar, M.D.
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c: Arunee Chaiyarit
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Buddhasothorn Hospital

174 Marupong Rd. Muang

Chachoengsao 24000

Tel.66-38-814375-8

8 December 2011

Dear Ms. Chaiyarit:

Title: Perceived Role Strain in Thai Family Caregiver of Heart Failure Patients
Buddhasothorn Hospital Research Committee has completed review of your research project. |
am pleased to inform you that your project has been approved. You can collect data at an
outpatient clinic in Buddhasothorn Hospital.

The committees has found that your research project meet the criteria of human subject
protection of Buddhasothorn Hospital.

Good luck for your research. Please contact Buddhasothorn Hospital if you would like
assistances or you have any problem. Thank you very much.

Your Sincerely,

Dr.Chairoek Cimpawattanasiri
Director of Buddhasothorn Hospital
Thailand
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