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ABSTRACT 

This study explores the nature of caring for elderly demented relatives living at home 

in Thailand. Structured and semi-structured interviews were carried out with 44 pairs 

of known cases of demented patients (subjects), who received treatment at out-patient 

departments (OPD) in three selected hospitals, and their principal carers. The Thai 

Mental State Examination (TMSE) and Behaviour Rating Scale (BRS) were applied to 

subjects, the Caregiver Strain Index (CSI) was applied to carers, and the Network 

Assessment tool was applied to both subjects and carers. 

Significant correlations were found between levels of strain in carers and the cognitive 

impairment and physical dependence of subjects. Spouse carers experienced 

significantly less strain, but reported more stress and physical strain and a poorer 

current relationship than younger relative carers. The vast majority of subjects (94%) 

and more than half (57%) of carers had a small support network. Three-quarters of 

carers needed information about dementia illness and how to provide care at home and 

two-thirds felt the elderly relative should receive financial support. Despite difficulties 

in caring, three-quarters of carers were still willing to continue to provide care. The 

primary motivation to care was derived from a strong filial obligation based on 

Buddhist belief of 'reciprocity.' The effects of the caring relationship and the quality 

of care need further investigation. Policy recommendations include providing health 

education, financial support, and carers support groups. 
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INTRODUCTION 

Caring for elderly people varies among countries, depending upon the health and social 

services provided, religion, culture, normative belief, and, the socio-economic status of 

carers and cared-for persons. There has been a dramatic increase in the proportion of 

elderly people all over the world. In 1980, the percentage of elderly people over the 

age 65 in the total population of the world was 5.8 percent (Kinsella, 1988). 

Demographic projections between the years 1980 and 2000 show that three-quarters 

of the increase in the world's elderly population would take place in the developing 

world (Kalache, 1991), where half of the elderly population lives in Asia. By the year 

2050, the proportion of the elderly population in Asia is likely to be trebled (Tabah, 

1982; Centre for Policy on Ageing, 1989). The continued growth of population has 

become a major concern. 

Although the present population in the developed countries has not changed much, 

because of the stabilisation of population growth as a result of low fertility rates and 

mortality rates over a long period, in contrast, population growth in developing 

countries is still increasing, even though fertility rates have reduced. There has been a 

decrease in mortality rates due to medical advances, better nutrition, clean water, and 

general improvement in the quality of life, causing people to live longe~. We can 

predict that in the next decade, the world will face an ageing population, particularly in 

the Third World, where there are high birth rates. The question therefore arises, how 

can those countries cope with an ageing population, with limited resources? 



Thailand is a developing country in South East Asia, where there was a high fertility 

rate in past decades. The success of family planning resulted in a decline in the total 

fertility rate. In 1960-65 it was 6.42 percent, while in 1985-90 it had dropped to 2.57 

percent (Knodel, 1995). This has resulted in reduction in family size, and in the 

number of children who will be future carers. At the same time, the high fertility rates 

of the years before family planning had been introduced, combined with the benefits of 

economic growth and improved medical care, mean that, in the near future, Thailand 

will be faced by a proportionally large elderly population. This disproportion between 

numbers of elderly people and of carers is likely to be an increasing problem. Services 

and resources, particularly for elderly people who suffer ill health or chronic illness in 

later life, therefore need to be considered. 

Dementia is a common condition of old age; 2%-4% of those between ages of 65 and 

70, and 20% of those over 80 years of age, develop dementia (Forsythe, 1990; 

American Psychiatric Association, 1995). It is a condition involving the decline of 

memory and other cognitive functions in comparison with the patient's previous level 

of functioning. Despite this high incidence, dementia has not been intensively studied 

or investigated in Thailand. Whatever its cause, dementia is described in Thailand as 

senile dementia unless there are clear signs and symptoms of a particular disease such 

as Parkinson's disease (PD) or Alzheimer's disease (AD), or a clear history of illness. 

The reasons for not carrying out an investigation of the cause of dementia may be due 

to the cost of tests,- insufficient medical technology and treatment resources, or the 

attitude towards dementia -from the me4ical professionals themselves. At the same 

time, dementia is also accepted as a common result of ageing, because in Buddhist 
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society, people believe that all human bodily functions will deteriorate with increasing 

age; thus, dementia is simply seen as part of the ageing process. 

Although research into care of elderly people has been established and promoted in 

Thailand since 1960, it has still not received widespread study or attention. Currently, 

there are only five geriatricians, who qualified in the UK or USA, for approximately 

four million elderly Thai people (aged over 60). It is, therefore, not surprising that 

most elderly people receive treatment from general practitioners or neurologists where 

there is no geriatric medicine; frequently, if they show aggressive behaviour, demented 

people are treated in psychiatric hospitals. It may be argued that older people do not 

necessarily require medical care from geriatric medicine, but, as mentioned earlier, 

general care for older people has become stereotypical, while geriatric medicine in 

Thailand tries to promote quality of life and maintain independence in ways similar to 

these ideas advanced in the western world. 

Since economic development has caused an increase in industrial and business growth 

in Thailand, this has led to a migration of the labour force from rural to urban areas 

and many elderly relatives have been left behind. Social structures have changed with 

the advent of modernisation. In contrast to the traditional extended family, there has 

been an increase in the nuclear family, with its values of individuality a~d privacy. 

Parsons (1949) concludes that the isolation of the nuclear family is an adaptive 

response to a techriologically advanced industrial economy and is typical of modem 

societies. These changes are likely to lead to a lack of carers in the future, and result in 

smaller families, many of whom will be living in the cities, which will be a matter of 
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serious concern. It is clear that the Thai government will have to prepare service 

strategies, including health social services, for elderly people who can not be cared for 

by their families. 

In Thailand, health care is provided by both government and private sectors. In 

general, people are responsible for all medical costs, the exceptions being the families 

of government officials, and those who are on the poverty line, who are allowed free 

medical care from the government. There is not the same level of community support 

services that is available in industrial countries. Thus, there is a great burden on the 

family who bear the full responsibility for a relative with dementia. 

Buddhism is the predominant religion of Thailand. Out of the estimated 55 million 

people in Thailand, about 95 percent are Buddhists, while about 4 per cent are 

Muslims, 0.5 per cent are Christians, and the remainder Brahmins, Hindus, Sikhs, 

Confucians and others (The Office of the Prime Minister, 1991). The Thai people have 

traditionally had a strong Buddhist based ideological system, which emphasises care 

and respect for the elderly. It is based on the cultural ideology of "parent repayment" 

in which children are expected to repay their parents for having given birth to them and 

raised them (Mulder, 1985; Klausner, 1987; Caffrey, 1992b). Thus, adult children 

become a care providing resource for elderly people in Thailand. 

Little is known about the nature of family care in Thailand. In particular, the issue of 

care for elderly people who' suffer from chronic illness, such as dementia, has been little 

considered. Regarding this concern, the present thesis aims to make a contribution to 
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filling this gap. The aims of this study are first to identify the characteristics of those 

who are acting as carers by determining the relationship between the role of carer and 

age, gender, and level of education. Second, to study families in the caring situation, 

in order to explore how families are able to manage in caring; what factors influence 

carers to provide care for their demented relatives with the limited provisions available 

in Thailand; and what kind of responsibilities they bear and how severe are the 

problems they face. Included in the investigation are the problems of providing care 

for their demented relatives, such as financial problems from the cost of caring; the 

carers' own well- being; the degree of dementia of their demented relatives; and the 

relationship between carers and people with dementia, examining whether this 

relationship deteriorates according to the length of time in which care has been given, 

or the degree of dementia. A third aim is to assess the carers' emotional and 

psychological health by examining the levels of caregivers' emotional strain, using the 

Caregiver Strain Index (CSI). As Adams (1987) asserts, a common feature in studies 

of families with a chronically confused member is the experience of stress. When one 

member of a family is chronically confused, the family suffers from the effects. In 

addition, the ill health and functional disabilities of older persons and the resultant need 

for care may also strain informal care providers to the point that they can no longer 

offer continued support (Klein et aI., 1967; Crossman et aI., 1981). Using this index of 

strain provides an opportunity to ascertain the extent to which this we~tern based 

instrument is applicable in the context of Thai culture. A fourth aim is to examine the 

effect of modernisation and demographic changes on traditional Thai family care, and 

more importantly, the effect of the Buddttist religion and Thai culture on this care. A 

fifth aim is to identify the needs of carers and identify primary assistance needed in 
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providing care for people with dementia. The final aim is to contribute to policy and 

practice; particularly, to inform the policy makers of the problems of family care for 

elderly relatives who suffer from chronic illness, such as dementia, which may lead to 

development of an appropriate intervention plan to ease the carers' problems. 

It is hoped that this study will contribute to a better understanding of how families care 

for a demented elderly relative in a developing country such as Thailand and help to 

establish the effects of culture and religious factors on the carers providing care to 

their demented relatives. It is also hoped that this study will assist in finding a way of 

helping carers to cope with a demented parent on limited resources. Thus, this study's 

findings will, it is hoped, support the Thai Government, through the Department of 

Health and Social Security, in its efforts to create for the future a suitable care package 

for dementia sufferers and their carers in Thailand. 

This thesis contains eight chapters. Given the lack of literature about dementia and 

people who provide care for those with dementia, the first two chapters, dementia and 

carers, very much concentrate on the literature from the Western countries which is 

more extensive, in order to give an idea of what dementia is, and who are the principal 

carers, and what are their characteristics. Chapter 3 will focus on the available 

literature in Thailand about the ageing population, caring for elderly i? the Thai 

culture, health and social welfare, and the impact of caring for elderly people. The 

research design and methodology will be described in chapter 4, the selection of 

assessment tools, how participants were. found, and unforeseen circumstances. The 

research findings will be presented in three parts. The first two parts provide an 
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analysis of quantitative data; chapter 5, describes the demographic characteristics of 

subjects, including their cognitive status and level of dependence, while the second 

part, chapter 6, is concerned with the demographic characteristics of carers, their 

support networks and their level of strain in caring. Chapter 7, the third part of the 

research findings, concentrates on the qualitative data from the open-ended questions. 

In this chapter, much use is made of direct quotation, and of simultaneous cross­

reference to the quantitative data. Discussion of the present research is made in 

chapter 8, in which the findings, implications and recommendations for further research 

are considered along with the limitations of the research. Finally, a summary of the 

whole thesis is presented in the conclusion. 
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CHAPTER 1 

Dementia 

Introduction 

The increased interest in the issue of ageing has focused on well being and quality of 

life in old age which needs to be emphasised within the clinical practice of medicine, 

geriatric care and provision of social support for both the elderly and their families. 

The dementia syndrome is a common disorder in later life, the commonest cause being 

Alzheimer's disease, followed by vascular disease, and then by multiple aetiologies. 

The prevalence of dementia is 2%-4% of the population over age 65 years and it is 

increased with age, particularly after age 75 years, with a prevalence of 20% or more 

over age 85 years (American Psychiatric Association, 1995). 

The changing age structure in developing countries suggests they will have reached a 

situation comparable to that of Europe in 1950, by the year 2025 which means that an 

"epidemic" of dementia will occur in developing countries (Jones and Miesen, 1992) 

soon after the turn of the new century. If the proportion of elderly people who suffer 

from dementia is similar to that found in western countries, then the problems faced at 

this time will be immense. Unlike developed countries where national health services 

are available, in the developing world family members are the primary source of help 

and as a consequence may face more stress and burden in caring, as well as financial 

difficulties, in the long term care of their demented relatives. Dementia, therefore, has 

become a major public issue and there is a need for increased awareness on the part of 
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health professionals and the public in view of its implications for the cost of long term 

care and lost earnings both of the demented person and of those who may stop work to 

provide care. 

The aim of this chapter is to draw attention to the importance of developing greater 

understanding about dementia, to be aware of the increasing number of demented 

persons in the society, to provide a brief description of the different types of dementia 

and how to manage them and to provide the context for the present study. 

1.1. Definition 

The word dementia is derived from the Latin 'demens,' which originally meant 'being 

out of mind,' and was a general term for insanity or madness (U'Ren, 1987). It also 

referred to any behaviour or state of mind considered irrational, unusual, abnormal or 

incomprehensible (Mahendra, 1984). The criteria for dementia syndrome were made 

more precise when the third edition of the Diagnostic and Statistical Manual of Mental 

Disorder (DSM-III) was published in 1980. Its classification represents an advance in 

conceptualisation, as the global term 'chronic organic brain syndrome,' which lumped 

together more specific brain syndromes and which connoted irreversibility, has been 

eliminated (Berrios, 1987). In DSM-III-R (American Psychiatric Associat~on, 1987), 

this term was replaced by a section titled 'Organic Mental Syndrome and Disorders,' 

which referred to a constellation of psychological or behavioural signs and symptoms 

without reference to aetiology. Howev~r, the term organic mental disorder is no 

longer used in the recent DSM-IV (American Psychiatric Association, 1995) because it 
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incorrectly implies that "non-organic" mental disorders do not have a biological basis. 

Thus, in DSM-IV, these types of disorders have been grouped into three sections: 

Delirium, Dementia, and Amnestic and other Cognitive Disorders; Mental Disorders 

Due to a General Medical Condition; and Substance-Related Disorders. Nowadays, 

perhaps the most widely accepted definition is that provided by the American 

Psychiatric Association (1995) in DSM-IV as follows: 

The essential feature of a dementia is the development of multiple 
cognitive deficits that include memory impairment and at least one of 
the following cognitive disturbances: aphasia, apraxia, agnosia, or a 
disturbance in executive functioning. The cognitive deficits must be 
sufficiently severe to cause impairment in occupational or social 
functioning and must represent a decline from a previously higher level 
of functioning. 

(American Psychiatric Association, 1995; p. 138) 

The DSM-IV has mentioned that the diagnosis of a dementia cannot be made during 

the course of delirium. 

The World Health Organization (WHO) provides the International Statistical 

Classification of Diseases and Related Health Problems (lCD). The tenth and latest 

revision of lCD, published in 1992, consisted of an official coding system and other 

related clinical and research documents and instruments. Although those preparing the 

ICD-I0 and DSM-IV have worked together closely, resulting in much mutual 

influence (for example, the codes and terms provided in DSM-IV are fully compatible 

with both ICD-9 and ICD-I0), however, the American Psychiatric Association (1995) 

have further· pointed out that the I CD-l 0 Diagnostic Criteria for Research provides a 

narrower definition of dementia in several "ways. For example: 
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the minimum duration of the disturbance is 6 months the additional 
~eficits are restricted to a deterioration in judgement a~d thinking and 
In the general processing of information and there must also be a 
"decline in emotional control or motiv;tion or a change in social 
behaviour." 

(American Psychiatric Association, 1995; p. 143) 

The difference in some of the criteria for diagnosis of dementia between these two 

systems may confuse those health professionals who apply these tools. Thus, there is a 

need to develop a single unique criterion for dementia diagnosis, to facilitate a 

consistent approach and compilation of more precise, accurate statistical data on the 

number of dementia sufferers all over the world. 

According to Mayeux et al. (1993), more than 55 illnesses, some non-progressive, can 

cause dementia. At the present, there is a general agreement in defining dementia as a 

syndrome or a group of symptoms which can be manifested in variable combinations 

(Jones and Miesen, 1992). Each of these illnesses will have a clear underlying 

pathology, whether organic or psychological (Jacques, 1992). In all types of dementia, 

Holden and Woods (1995) point out, memory difficulties are usually prominent among 

the first indications that something is wrong. Typically, new learning ability will be 

particularly impaired. 

1.2. Epidemiology 

Epidemiological studies ~f dementia seem to show an apparent variation, "depending 

on the age of the subjects'- sample; met~ods of determining the prevalence, severity, 

and type of cognition impairment; and the regions or countries studied" (American 
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Psychiatric Association, 1995; p. 141). For example, surveys carried out in Northern 

and Western European countries, in the United States, the Soviet Union, China, Japan, 

Australia, and New Zealand report a wide range in the average prevalence of dementia 

from about 1.5% to 14.0% of the general population and an ever wider range in the 

average of those who have a less severe form of dementia from 4% to 53%. However, 

these surveys failed to clarify the major geographic or ethnic differences in patterns of 

dementia (Jones and Miesen, 1992). In the United Kingdom, of a total 55 million 

population in the early 1990s, the number of definite dementia sufferers of all ages was 

estimated at 500,000-600,000 (5.5%-6.6%). Ineichen (1993) has reviewed studies of 

the epidemiology of dementia in East and Southeast Asia and compared prevalence 

rates with those found in European countries (Table 1.1). These findings, except 

Thailand, all point to the increasing prevalence of dementia with increasing age 

expectancy. 

Table 1. 1. The prevalence of dementia in Asia and Europe (0/0) 

-
Age Singapore Korea China Japan Thailand Europe* 

groups (1985) (1896) (1986) (1987/88) (1989) (since 1971) 

-- n=612 n=549 n=1,090 n=3,754 n=500 n=9648 
60-64 0.3 1.0 0.5 

65-69 0.9 5.2 1.0 0.9 0.0 1.1 

70-74 1.5 9.9 0.0 2.2 1.1 3.9 

75-79 0.9 17.3 1.8 4.3 4.4 6.7 

80-84 4.8 45.7 8.8 8.7 16.7 13.5 

85 and over· 12.0 45.7 16.7 15.2 7.6 30.3 

---Note * 12 locations in Europe 
Source: Adapted from Ineichen (1993) p. 320. 
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1.3. Differential Diagnosis 

The diagnosis of dementia depends on distinguishing whether the person has a normal 

cognitive deterioration with increasing age, delirium, or a mental disorder due to an 

other general medical condition and this issue is discussed in the following sections. 

1.3.1. Dementia or Ageing Process? 

Dementia is still not recognised in many parts of the world, and the debate about 

dementia being part of the natural ageing process continues. There is a natural 

decrease in cell numbers in certain regions of the brain in later life. Brody (1970) 

pointed out, there is a significant decrease (approximately 40%) in cell numbers in the 

frontal lobe (affect awareness and personality); the superior portion of the temporal 

lobe (hearing, memory)~ the occipital lobe (vision) and the precentral gyrus (motor) 

(Brody, 1975). If dementia is part of the ageing process, all elderly people should 

show signs and symptoms of dementia. In fact, dementia is a minority condition. 

Jacques (1992) referred to a large number of community surveys on the prevalence of 

dementia, which indicated that approximately 0.7% of the 60-65 age group have 

definite dementia, but it increases in prevalence at later ages. Thus, age alone does not 

cause dementia. However, age has been reported as a strong risk factor fo~ dementia 

(Katzman, 1986). Since both normal and demented persons have difficulty with recent 

memory, Copeland (i 987) suggested the two groups can be distinguished by the more 

extreme amount of dysfunction on simple tests of new learning and recall of unfamiliar 

material, shown by the demented person. Dementia, therefore, should no longer be 

13 



seen as an ageing process, but considered as a chronic illness. Demented persons need 

help to maintain their quality of life, as well as support for their families or those who 

provide care for them. 

1.3.2. Dementia and Delirium 

The former 'organic mental syndrome' in DSM-III-R has been grouped into three 

sections in the recent DSM-IV. One of these sections is Delirium, Dementia, and 

Amnestic and Other Cognitive Disorders (American Psychiatric Association, 1995). 

Since the delirium and dementia syndromes share the common characteristic of 

cognitive impairment, it is important that the signs and symptoms of delirium are 

recognised in order to make a differential diagnosis. 

Although memory impairment is common to both dementia and delirium, the main 

difference is that the person with dementia alone is alert and does not have the 

disturbance in consciousness that is characteristic of delirium. Also, the typical clinical 

symptoms in delirium fluctuate while systems in dementia are relatively stable 

(American Psychiatric Association, 1995). However, the diagnosis cannot be made if 

there is no definite history of pre-existing dementia. The DSM-IV suggests that when 

there is uncertainty whether the symptoms in a given person are those of delirium or 

dementia, it is best to make a provisional diagnosis of delirium and observe ~he person 

carefully while continuing efforts to identify the nature of disturbance. 
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1.3.3. Depression and Dementia 

Depression is the most common functional mental disorder affecting older people 

(Brayne and Ames, 1988), probably twice as common as dementia (Patterson and 

Crome, 1986). The DSM-IV suggests that major depressive disorder may be 

associated with complaints of memory impairment, difficulty thinking and 

concentrating, and an overall reduction in intellectual abilities. Thus, it is often difficult 

to determine whether cognitive symptoms can be accounted for dementia or a major 

depressive episode (American Psychiatric Association, 1995). Depression is generally 

reversible and treatable. Thus, it is important to differentiate depression from 

dementia. However, people with depression are likely to complain of their memory 

loss, while demented persons may try to conceal their memory problem. The onset of 

illness is also crucial. The duration of depression is often shorter, measured in weeks 

or a few months (Ge1dmacher and Whitehouse, 1996), while the demented person 

experiences gradual cognitive deterioration over a longer period of time. Although 

there may be symptoms and signs of dementia, in pseudodementia, there will usually be 

no evidence of damage to the brain. In a true dementia, there will be gradual brain 

damage (Jacques, 1992), although there is a considerable overlap between the two. 

1.4. Classification of Dementia 

As mentioned earlier, dementia is a syndrome which results from more than 55 

illnesses. Although, in general, these illnesses share common signs and symptoms, the 

causes of illness, neuropathological or strategy of treatment are different. Dementia 

can be classified by using specific criteria, such as the age of onset of illness, its 
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neuropathological characteristics, causes of illness, or the prospect of treatment as 

follows: 

1.4.1. Pre-senile and Senile Dementia 

The very first dementia classification was senile and pre-senile dementia, using the age 

of 65 as the dividing line between these subgroups. Jacques (1992) states that the 

benefit of this division is that it distinguishes the different effects on the family and 

social life of a person of working age and of an elderly, retired person. However, this 

may have caused those with pre-senile dementia to be referred to neurologists for 

expert diagnosis and possible treatment, while senile dementia was still seen as an 

ordinary problem of old age. Therefore, this type of classification is not popular 

nowadays. 

1.4.2. Cortical and Subcortical Dementia 

In most cases of dementia, there will be disturbance of memory and cortical functions 

(language deficits, apraxia, and agnosia). However, there are a number of dementia 

sufferers whose cortical functions and motor behaviour are unimpaired. This has led 

to speculation and attempts to differentiate dementia by pathological lesion and clinical 

symptoms. In recent years, these different types of symptoms has been proposed as a 

syndrome of "subcortical dementia" (SCD) (Jacques, 1992; Tolosa and. Alvarez, 

1992). The term subcortical refers to damage of the white matter, substantial nigra or 

other subcortical nuclei (Jacques, 1992, p. 38). SCD syndromes include Parkinson's 

disease, Huntington's disease, and Binswanger's disease. The classification of 
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dementia syndrome b 10 

0 h 1 f 0 0 0 0 y c Intcopat 0 ogy 0 cortIcal and subcortIcal pattern IS shown In 

Table 1.2. 

Table 1.2. Clinicopathological classification 

Cortical pattern 

Alzheimer's disease 
Pick's disease 
Creutzfeldt-lakob disease 
Dementia associated with large vessel 

stroke 

Subcortical pattern 

Wilson's disease 
Parkinson's disease 
Huntington's disease 
Progressive supranuclear palsy 

Source: Developedfrom Jones and Miesen (1992), Table 2.6, p. 16. 

According to Tolosa and Alvarez (1992), the degree of cognitive loss is mild in SCD 

when compared with the cognitive abnormalities present in AD. Regarding the 

personality changes, people with cortical dementia are less concerned and show less 

insight into their problems. Another major feature distinguishing SCD from cortical 

dementia is psychomotor slowness, including the presence in cortical dementia of 

language deficits, apraxia, and agnosia, which are usually absent in people with SeD. 

Moreover, clinical differentiation is based on the neurological abnormalities in people 

with SCD, such as extrapyramidal syndrome, involving with movement disorders 

which include tremor, dystonia and abnormal gait, and a speech problem, characterised 

by slurring and hypophonia. 
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1.4.3. Aetiologic classification 

Attempts have also been made to classify dementia syndromes by using aetiology or 

the cause of disease criteria. For example, the unknown cause of AD, dementia due to 

a central nervous system condition, dementia due to a systemic condition, the 

persisting effects of a substance, dementia due to multiple aetiologies and dementia not 

otherwise specified in which there is insufficient evidence to establish a specific 

aetiology (American Psychiatric Association, 1995) (see Table 1.3) 

Table 1.3. Aetiological Classification 

Aetiology 

Unknown 

Central nervous system condition 

Systemic condition 

Multiple aetiologies 

Substance-Induced Persisting Dementia 

Dementia Not Otherwise Specified 

Illness 

Alzheimer's disease 

Cerebrovascular disease 
Parkinson's disease 
Huntington's disease 

Hypothyroidism 
Vitamin B 12 deficiency 
HIV infection 

Alzheimer's disease and Head Trauma 
The combined effects of a general 

medical condition (e.g., Parkinson's 
disease) 

Alcohol-Induced Persisting Dementia 
Inhalant Persisting Dementia 
Unknown Substance-Induced J;1ersisting 
Dementia 

Amnestic Disorders 

Source: Adapted/rom DSM IV (Anlerican Psychiatric Association, 1995), pp. 144-
160. 
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To identify the cause of dementia, it is necessary to obtain an adequate history and 

undertake careful examination, before a differential diagnosis can be made. However, 

a correct diagnosis cannot be guaranteed unless there is neuropathological 

confirmation. Nevertheless, even if the neuropathological confirmation is carried out, 

diagnostic error may still exist due to the differences in the histopathological diagnosis 

among several pathologists, for example, the lack of consensus concerning tissue 

dissection at autopsy; the use of different tissue-staining techniques; and distribution of 

the histopathological changes (Alafuzoff, 1992). 

1.4.4. Treatable and Untreatable Classification 

Dementia may be due to progressive damage of the brain. Thus, it is essential to 

identify patients whose dementia has a treatable cause and aim to remove that cause, in 

order to halt the progress of the dementia. It may be possible to provide effective 

treatment which may help the patient to recover well, if the damage is not too severe 

(Jacques, 1992). It is also important for the carers or relatives to know the prognosis 

of the disease, in order to help them understand the nature of dementia or the fact of 

progressive cognitive impairment and to be able to plan for the caring task. Therefore, 

classification of dementia according to whether it is reversible or irreversible seems 

reasonable and useful (see Table 1.4). 
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Table 1.4. Differential diagnosis of dementia 

Treatable causes 

1. Depressive illness 
2. Cardiovascular disease 
3. Infective and inflammatory illness 

Encephalitis 
Syphilis 

4. Drug intoxication 
5 . Normal pressure hydrocephalus 
6. Metabolic/endocrine condition 

Vitamin B 12 deficiency 
Hypothyroidism 
Parathyroid disorder 

7. Subdural haematoma 
8 . Neoplasia 

Brain tumour 

Untreatable causes 

1. Alzheimer's disease 
2. Ageing 
3. Vascular dementia 
4. 
5. 

Parkinson's disease 
Uncommon pathologies 

Creutzfeldt Jakob disease 
Huntington's chorea 

Source: developedfrom Whalley and Spratt (1992), figure 1, p. 301. 

1.5. Types of Dementia 

A number of illnesses can cause dementia, sharing a common symptom presentation. 

However, dementias are classified according to presumed aetiology: Dementia of the 

Alzheimer's Type, Vascular Dementia, Dementia Due to Other General Medical 

Conditions, Substance-Induced Persisting Dementia, Dementia Due to Multiple 

Aetiologies or Dementia Not Otherwise Specified. Only the most commonly found 

types of dementia will be presented in this section. 

1.5.1. Alzheimer's Disease 

Alzheimer's disease can be defined as a medical disease, characterised by loss of 

intellectual activity with impairment of short-term memory (Jones and Miesen, 1992). 

These degenerative neurological conditions were first described by Alois Alzheimer, a 
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German neurologist, in 1907 (Zec, 1993). Alzheimer's Disease (AD) is the most 

common type of dementia, affecting 2% to 4% of the population over age 65 years 

(American Psychiatric Association, 1995). The prevalence of AD has been found to 

increase with age, as many as 20% of population over the age of 75 (Davison, 1992) 

and 47.2 % for those over 85 years (Park et aI., 1993) suffering from the disease. In 

most developed countries, in general, either AD alone or in combination with other 

illnesses accounts for 70% of all dementia (Copeland, 1991). 

The pathological changes associated with Alzheimer's disease are brain shrinkage and 

weight loss. There is also enlargement of the ventricles (Jacques, 1992). 

Histologically, there are widespread plaques and filamentous tangles. The cause 

remains elusive. Five possible causes of AD include genetic factors, aluminium, 

environmental factors, a slow virus, and ageing. However, this list of possible causal 

factors is still inconclusive. Computerised Tomography (CT) scan appears to be 

helpful in distinguishing AD from dementia syndromes associated with intracranial 

tumour, subdural hematomas, brain abscesses, obstructive hydrocephalus, and stroke. 

Magnetic Resonance Imaging (MRI) which produces an image of the brain is 

particularly sensitive in determining pathological changes affecting the cerebral 

hemispheric white matter (Erkinjuntti et aI., 1987). Positron Emission Tomography 

(PET) changes also appear early in the disease course, and as the illness p~ogresses, 

there is diminished frontal lobe metabolism. To diagnose AD it is necessary to 

establish the presence- of dementia by excluding other conditions that might produce a 

similar picture. AD can be identified by using the fourth edition of the Diagnostic and 

statistic Manual of Mental Disease (DSM IV) or other diagnostic criteria which was 
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developed by the National Institute of Neurological and Communicative Disorders and 

Stroke and the Alzheimer's Disease and Related Disorders Association (NINCDS­

ADRDA) (McKhann et aI., 1984). 

1.5.2. Vascular Dementia (/ornlerly Multi-Infarct Dementia or MID) 

The second most common dementing disorder after Alzheimer's disease is vascular 

dementia (Metter and Wilson, 1993). It has been estimated that vascular causes 

account for about 10-30% of all cases of dementia (Jacques, 1992; Geldmacher and 

Whitehouse, 1996). Vascular dementia appears to be more common among men than 

women (American Psychiatric Association, 1995) and the prevalence increases with 

age (Metter and Wilson, 1993). It is also more common in Japan and China than in the 

West (Tatemichi, 1991). Vascular dementia was formerly called 'multi-infarct 

dementia' in the DSM-III-R (American Psychiatric Association, 1987). Since a 

substantial increase in research on diagnosis, it has been renamed 'vascular dementia' 

in the recent DSM-IV (American Psychiatric Association, 1995). 

In general, vascular dementia results from pathological changes that occur in the 

circulatory system that supplies the brain and spinal cord leading to consequences 

within the nervous system (Metter and Wilson, 1993). At the present, multiple 

cerebral infarctions and haemorrhages are believed to be responsible for. vascular 

dementia (Hachinski et aI., 1974; Metter and Wilson, 1993). Almost every stroke will 

produce infarction to- the brain. Cummings (1995) mentions that vessel occlusion is 

the most common cause of vascular dementia. Thus, the cognitive deficits depend on 

the site of the ischaemic damage or infarction of the brain. The infarction, or area of 
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dead brain tissue (Jacques, 1992), is typically a result of occlusion of the blood vessel 

by either thrombosis or embolism which may be associated with the presence of 

arteriosclerosis with the narrowing of the artery. Cerebral infarction may also occur 

after cerebral haemorrhage as a result of either blood vessel disease or hypertension 

(Metter and Wilson, 1993). It has been found that the probability of developing 

dementia following stroke appears to increase with increasing age, prior stroke, and 

cerebral atrophy (Tatemichi, 1990). 

1.5.3. Other causes of dementia 

According to the DSM-IV (American Psychiatric Association, 1995), the causes of 

dementia, other than AD and vascular dementia were Dementia Due to Other General , 

Medical Conditions, Substance-Induced Persisting Dementia, Dementia Due to 

Multiple Aetiologies, and Dementia Not Otherwise Specified. In the category of 

Dementia Due to Other General Medical Condition, it is indicated that there must be 

evidence from history, physical examination, or laboratory findings that a general 

medical condition is etiologically related to the dementia; for example, infection with 

human immunodeficiency virus (HIV), traumatic brain injury, Parkinson's disease, 

Creutzfeldt-Jakob disease, Huntington's disease, Pick's disease, normal pressure 

hydrocephalus, hypothyroidism, brain tumour, or vitamin B 12 deficiency. However, 

the dementia diagnosis cannot be made during delirium. 

In the Substance-Induced 'Persisting Dementia category, there must be evidence from 

history, physical examination, or laborato!), findings that the deficits are aetiologically 

related to the persisting effects of substance use, such as drug abuse, a medication, or 
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toxin exposure. The Dementia Due to Multiple Aetiologies category includes more 

than one general medical condition which may be aetiologically related to the 

dementia, or dementia may be due to the combined effects of a general medical 

condition, and the long-term use of a substance, for example dementia of the 

Alzheimer's type and dementia due to Head Trauma, Parkinson's disease (PD), and 

Alcohol-Induced Persisting Dementia respectively. Finally, dementia which does not 

meet the criteria for any of the specific types, or where there is insufficient evidence to 

establish a specific aetiology, will be categorised as Dementia Not Otherwise 

Specified. Some types of dementia in these groups which frequently occur in old age 

will be presented below: 

i) Dementia Due to Parkinson's disease 

Parkinson's Disease (PD) was first described by James Parkinson, an English 

phYsician, in 1817 . It is a disorder of a nucleus of nerve cells, deep in the centre of the 

brain, called the substantial nigra. Thus, there is a reduction in the neurotransmitter 

dopamine (Jacques, 1992), producing symptoms which affect movement and speech. 

It . has been suggested that approximately 20%-60% of individuals with PD will 

develop dementia (American Psychiatric Association, 1995) and up to 70% have some 

degree of cognitive impairment (Mayeux et aI., 1992). Dementia with PD is 

characterised by cognitive and motor slowing, executive dysfunction, and impairment 

lU memory retrieval where depression is frequently exacerbated by declining cognitive 

performance (AmericaIi' Psychiatric Association, 1995). 
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ii) Dementia and Toxic Damage 

There is evidence that dementia may be produced by any systematic illness that 

compromises cerebral blood flow, brain oxygenation, or neuronal metabolism 

(Cummings, 1995). Chronic excessive use of alcohol is one example of toxic damage 

which produces dementia, particularly recent memory loss. There will be progressive 

brain damage if the person continues to drink, but the damage becomes static when he 

or she stops drinking (Jacques, 1992). However, prolonged alcoholism and nutritional 

deficiency may produce severe neurological disorders which are likely to be related to 

trreversible cognitive impairment, including severe amnesia (Salmon, et aI., 1993). 

Excessive use of prescribed medicine can also cause intellectual impairment 

(Cummings, 1995). 

1.6. Dementia Management 

Management of dementia focuses largely on psychological care and continuing care 

provision by the family rather than treatment per se, although there have been several 

adVances recently in therapies which delay or slow the progress of dementia. 

CUmming (1992) offered a useful management plan for dementia sufferers which 

COvers five aspects: treating the underlying disorder that is causing the cognitive 

decline; treating the cognitive deficit in selected patients with AD; improving 

aSSociated behaviour disturbances; reducing the consequences of disability; and also 

add . 
resstng the needs of the care giver (Table 1.5). 
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Table 1.5. Management in Dementia 

Treatment domain 

Underlying disorder 
Vascular dementia 
Parkinson's disease (PD) 

Depression 

Brain tumour 
Hydrocephalus 
Infection (e.g., Syphilis, AIDS) 
Wilson's disease 
Alcohol abuse 
Aluminium and other metals 
Vitamin deficiencies 
Hypothyroid disorder 

Cognitive inlpairnlent 
Alzheimer's disease (AD) 

Behavioural symptoms 
Depression 

Psychosis 
Agitation 

Anxiety 
Insomnia 

Consequences of tIisability 
Seizures 
Pneumonia 
Urinary tract infection 
Pressure ulcers 

Fanlily 
Psychological distress 

Intervention 

Aspirin, ticlopidine, Lower BP? 
Selegiline, levadopa, bromocriptine, 
pergolide (Anti parkinsonian drugs do not 
help the dementia) 

Antidepressants, electroconvulsive 
therapy 
Surgery, radiation therapy, chemotherapy 
Ventriculoperitoneal shunt 
Antibiotic 
Penicillamine 
Abstinence 
Remove the poison 
Vitamin 
Thyroxin 

Tacrine 

Antidepressants, electroconvulsive 
therapy 

Antipsychotic agents 
Antipsychotic agents, trazodone, 
carbamazepine, anxiolytics, propranolol 

Antixiolytics 
Sedative hypnotics 

Anticonvulsants 
Antibiotics 
Antibiotics 
Preventive measures 

Counselling, support groups, psychiatric 
care 

Exhaustion Assisted home care, day care, respite 
care, residential care 

Financial planning, power of attorney Legal consultation 
Sources: DevelopetIfron, Cumnling (1995), table 2, p. 1482 antIfrom Jacques 

(1992), Table 1.5, pp. 11-12. 

" 
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Conclusion 

Dementia is a common disorder in old age. It is characterised by multiple cognitive 

deficits that include memory impairment, cognitive disturbance and disturbance in 

executive functioning. Although dementia is not part of the ageing process, age itself 

has been reported as a strong risk factor for dementia. The incidence of dementia is 

2%-4% amongst those aged over 65 years and increases to 20% amongst those aged 

over 80 years. The present situation of an increase in the proportion of elderly people, 

particularly in the developing countries, has raised awareness of the problem of 

dementia and it is become a major interest for the health professions concerned with 

the health and well-being of demented people. 

The main difference between dementia and delirium is that the person with dementia is 

alert. People with depression are likely to complain of their memory loss while a 

demented person may try to conceal their memory problem. More than 55 illnesses 

can cause dementia. The most common causes of dementia syndrome are Alzheimer's 

disease (AD) and Vascular disease, accounting for 70% and 10-30% of all dementias 

respectively. Dementia has tended to be classified as reversible or irreversible, in order 

to be able to identify whether it is treatable or untreatable. Treatment of dementia is 

based on the elimination of the cause of the dementing process. However,. in most 

dementing illness where the cause is not known, alleviating the symptoms is considered 

important. 
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The problem of diagnosing dementia is compounded in a country such as Thailand 

where access to experienced personnel and scanning equipment is limited. Confusion 

over diagnosis and lack of information about the cause of the individuals' illness may 

result from lack of adequate means for making a clear diagnosis. Dementia syndrome 

is a chronic illness and the vast majority of individuals with dementia are cared for by 

family members in the community (Tuokko, 1993). Caring for the confused elderly in 

the home environment may produce physical, psychological and financial strain to the 

carers. Therefore, caring by a carer at home and managing the caring task is a major 

issue, which will be discussed separately in Chapter 2. 
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Introduction 

CHAPTER 2 

CARERS 

A review of the literature 

Increasing life-expectancy is a universal phenomenon and has led to the increase in the 

very old age group (over the age of 75 or 85) (Thompson, 1987; Wilson, 1997) in the 

developed countries and the new phenomenon of a large proportion of elderly people in 

developing countries. Concern about the increasing incidence of chronic illness in old 

age, particularly dementia, has led to an increased awareness of the caring resources 

required in countries such as Thailand which have limited health resources. 

Although Thailand and the UK have different health and social welfare systems, as 

Baggott (1994) has pointed out, it seems that different health care systems around the 

world are facing the same kinds of problems, such as a growing proportion of elderly 

people, the burden of chronic illness, and the need to control the cost of care which 

requires considering essential reform (Ham et aI., 1990). In the UK, official 

'community care provision,' in which caring for old and frail people has been shifted 

from institutions to the community has been developed over nearly 50 years' (Walker, 

1994), there have b~en extended studies of such systems of care (Finch, 1993; 

Henwood, 1995). In contr~st, although care in the community or family care has 

always existed in Thailand, little is known ~bout this care. It is possible that carers in 

the West and in the East may share some common problems and that Western studies 
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may even help to identify or predict the future problems that Thai carers may face. Due 

to a lack of literature about carers in Thailand and in order to understand better the 

concept of carer, most of the definitions of carers in this chapter are based on literature 

from Western countries, particularly the UK, whilst a review of the literature on caring 

for elderly relatives in Thailand will be presented later, in Chapter 3. 

2.1. Carers in general 

The term 'carers' is in common usage nowadays, though it is not certain exactly when 

it first became current. Twigg et al. (1990) stated that the use of the term 'carer' has 

grown in the last decade. The word was itself developed within social care agencies 

and it bears the mark of that origin. In fact, there are many words which are frequently 

used and have the same meaning as carer, such as informal care or caregiver. The 

words carer and informal care are commonly used in the United Kingdom, while 

caregiver is more commonly used in the United States of America. 

Arber and Ginn (1990, p. 430) defined carers as "a social group sharing a common 

problem and a common interest," and carers can experience similar problems, 

regardless of whether the dependant is a physically disabled child, a mentally 

handicapped adult or a frail elderly person (Twigg et aI., 1990). Ungerso~ (1990) 

explained that, in Britain, the term 'caring' and the noun 'carer' have come to refer to a 

very specific kind of relationship between, usually, two people, one of whom is highly 

dependent and usually adult, and the other .of whom looks after the dependent person 

and does it 'at home' and for no pay. The word 'caring' is used only to refer to caring 
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for people who are dependent, not because they are infants, but because they have 

some distinguishable disability. 

2.2. Differences between informal care and formal care 

Bell and Gibbons (1989) suggested that the distinguishing characteristics of informal 

and formal care are that informal care or carer refer to people who, for a variety of 

different reasons, find themselves caring for an elderly dependent person - unpaid, 

untrained and for up to a full 24 hours each day. Formal carers, on the other hand, are 

people from the statutory and voluntary sector, both professional and others, who are 

paid and often highly trained to do a job of work which brings them in touch with 

elderly people and/or their carers. Ungerson (1990) asserted that 'informal' care is 

assumed to be restricted to one-to-one relationships on an apparently unchanging basis 

laid down by feelings of love and/or duty. In contrast 'formal' care, which takes place 

in the public domain, is provided by large numbers of substitutable social service 

personnel to even larger numbers of clients, on a basis of affordable cost, and 

competition between clients. Carers are usually kin relations, although they may extend 

to the bounds of friendship or neighbourliness where these have taken on the character 

of a primary relationship (Bell and Gibbons, 1989; Qureshi and Walker, 1989). In 

contrast, formal care is organised to be delivered to all members of the pop~lation in 

need and obligation to provide equal services for similar cases (Qureshi and Walker, 

1989). 
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2.3. Categories of carers 

In general, carers can be categorised, according to Twigg et al. (1990), in three main 

ways: first, in terms of features of themselves or demographic categories, such as male 

and female carers or elderly and child carers· second in terms of features of their , , 

dependant, such as carers of elderly people or carers of head injury patients; finally, in 

terms of their relationship, for example, spouse carers or non-kin carers. However, 

Twigg (1990) further stated that there is a strong case to be made for regarding carers 

as a category in themselves, rather than subordinating them to the type of disability 

experienced by their dependant. 

2.4. Gender and caring 

The issue of gender has always been at the centre of debates on informal care (Finch 

and Groves, 1983; Ungerson, 1983,1987; Land and Rose 1985). In the UK, the 1985 

General House Surveys (GHS) generated a large scale data set on carers for the first 

time (Green, 1988) and found that the largest contribution is made by women. This 

brought to public attention the major role of women in giving care to dependent people. 

In fact, the issue of informal care was first brought on to the policy agenda by feminists 

wishing to analyse the unequal burden being imposed on women and to re.claim the 

ways in which informal care was seen as oppressive to women (Twigg, 1992). 
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2.4.1. Female carers 

In general, the concept of 'caring' was originally a gender concept, due to the idea of 

'caring' being about the activities of women within their own families (Finch, 1993). 

Ungerson (1990) has asserted that 'carers' are generally regarded by feminists, just as 

much as by policy-makers, as very similar to mothers and housewives, working in their 

own homes and providing services for close kin. As the state withdraws more and 

more from the direct provision of care, particularly for elderly people, it now has an 

interest in ensuring that this apparently spontaneous caring by women is organised on 

a predictable and large scale. Moreover, there is a widespread belief that 'dependent' 

people are best cared for in their own homes, particularly by members of their own 

family (Dalley, 1993). Because of these circumstances, the focus was on carers as 

women, and caring for elderly people and other dependants was seen as another 

instance of women's unpaid domestic labour (Arber and Ginn, 1990). Feminists 

exposed the way in which social policy contained an implicit family policy in which the 

position of women was assumed and unchallenged. Particular concern was expressed 

at the growing emphasis in public policy on community care (Wilson, 1982). 

As informal care is expected to be provided mainly by middle-aged women, parallel 

demographic and labour market changes, as more women enter the labour force, have 

called into question the future supply of carers, promoting a sense of crisis .about the 

care of elderly people (Henwood et aI., 1987). 
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2.4.2. The role of male carers 

Although women carers are more likely to provide personal care than male carers, the 

gender difference is least among those caring for their spouse (Arber, 1995). For 

example, Green's (1988) study found that 40% of carers were male. Qureshi and 

Walker (1989), reporting on a small scale study of elderly people receiving help in 

Sheffield, found that 11 % of elderly people receiving help had a son helping. In spouse 

carers, Arber and Gilbert (1989a and 1989b) found equal proportions of elderly men 

and women caring for a disabled spouse, while Bond (1992) found up to two-thirds of 

male carers who were identified as provided assistance for their spouse. The gender 

difference is least among elderly carers. Men and women over 75 years of age, provide 

equal amounts of co-resident care, reflecting gender equality in the care of elderly 

spouses (Arber and Ginn, 1990). 

Parker and Lawton (1991) tried to distinguish between the caring roles of men and 

women by asking questions about the pattern of caring responsibility, the nature of 

caring responsibility, and the impact of caring on men compared to women. Their 

analysis has shown that men as a group are much less at 'risk' of becoming carers. 

However, younger single men and older men who have been married are as much at 

'risk' as are their female peers. Co-residence is an important factor in men's caring 

responsibilities, suggesting that they sometimes become carers 'by default' bec~use they 

have never left the parental home (Qureshi and Walker, 1989; Arber and Ginn, 1991; 

Glendinning, 1992). Male carers do have a different caring profile from women. For 

example, they look after their 'dependant'. for fewer hours, but over longer periods. 

Women, however, generally carry out the most difficult and onerous caring tasks 
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(Nolan et aI., 1994). Thus, the malO difference which remains between men and 

women is the type of care that they provide. 

2.5. Hierarchy among informal carers 

Qureshi and Walker carried out a study of caring relationships in Sheffield, in 1982-83, 

and found a hierarchy of preference among informal sources of help from available 

informal network in older people in their study. In descending order, these were 

spouse, relative living in household, daughter, daughter-in-law, son, and other relative 

(Qureshi and Walker, 1989, p. 123). The rule of hierarchy, according to the 

traditional Western normative preference structure, is that the 'close relatives are 

preferred to more distant ones, any relative is preferred to a non-relative, and female 

relatives are preferred to male relatives' (Qureshi and Walker, 1989, p. 123). 

However, Qureshi and Walker (1989) mentioned that the hierarchy of preference 

findings may not be definitive for the whole of the UK due to their small sample size, 

so a large scale survey would be needed. Nevertheless, their findings provide a general 

indication of those who are the most common sources of help and are most likely to 

provide care for older people, given that the literature indicates that carers can be 

relatives, friends or neighbours. Finch and Mason (1990) carried out later a study on 

the hierarchy of obligations (i.e. what most people do) among network me~bers in 

relation to decision-making about the provision of practical help to older people. Their 

findings indicated fairly strong support for the idea of filial obligations; nearly two­

thirds (57%) of the sample agreed that children have a duty to look after their parents 

when they are old. This confirms Qureshi and Walker's findings that carers who were 
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children felt that they were the right people to be helping (Qureshi and Walker, 1989). 

However, caution is needed as this study merged quantitative findings with the 

literature in establishing its generalised hierarchy. 

2.6. Caring is a Public Concern 

During the 1980s, in many countries, there was growing concern to contain spending 

on health and social services, which led to intensified policy debates about home care 

(Jamieson, 1993). In the UK, Arber and Ginn (1990) reviewed the literature and 

suggested that since the 1970s, the community and social consequences of 

demographic shifts in age structure have been areas of increasing policy interest. This 

concern has appeared in debates about the cost of pensions, the modification of the 

State Earning-Related Pension Scheme, and possible intergeneration contlict between 

pensioners and workers (Johnson et aI., 1989). Another debate has been concern about 

the costs of health and welfare services for elderly people (Arber and Ginn, 1990). 

Carers have entered the public domain of official statistics, demonstrating official 

concern and interest in this group after the first national survey of such carers 

conducted in the UK in 1985 by the Office of Population, Censuses and Surveys 

(OPCS) in UK as part of the GHS (Green, 1988; Arber and Ginn, 1990; Henwoods, 

1995). It was found that there were an estimated six million informal carers (Arber and 

Ginn, 1990; Parker, 1992, Twigg, 1992) or one in seven adults. The survey identified 

14 % of all, adults over the age of 16 as being 'carers' and while the highest frequency 

age was 45-64 (20%), 13% of those age 65+ were also identified as carers (Green, 
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1988). However, Parker (1992) pointed out that those aged 56 and older were 

somewhat more likely than younger carers to be involved in helping with personal and 

physical tasks (35% and 27% respectively). That is to say, over a third of informal care 

to people over 65 is provided by other elderly people. The survey was repeated in 

1990, and it was estimated that there were 6.8 million carers nationally (OpeS 

Monitor, 1992). There are also some other small scale studies about carers, data from 

which showed increasing numbers of spouses as carers. For example, in the case of 

dementia, Levin et al. (1989) found that 61 % of carers were spouses and 10% siblings, 

i. e. 71 % were same generation carers and therefore likely to be themselves elderly 

(Wenger, 1990). 

2.7. Policy and Caring 

In terms of welfare and policy for elderly people, a broad range of provision is found in 

Europe. Although the broad types of service offered are similar, such as pensions and 

financial and practical assistance in relation to transport and housing, these provisions 

vary in different countries; the levels of public provision are much higher in north and 

west Europe compared to the south and east (Hugman, 1994). 

In the UK, the history of state welfare has been developed since the late 1950s and the 

idea of 'community care' increasingly became the centre of interest (Finch, 1993). 

During the post-war period, the principal services focused on people who were 

mentally handicapped or physically disabled and on children, whilst home services for 

older people were not regarded as a prIority and were left largely to the voluntary 
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sector (Means and Smith, 1994). Following growing concern about the demographic 

changes, with an increasing proportion of elderly people, increased interest in the cost 

of care of older people, changes in marital patterns and family formation, and an 

increase in the number of women participating in the labour force, the care of older 

people has drawn much research and policy attention and the idea of caring in the 

community been highlighted. The principal objective of community care is to guide the 

development of appropriate services to meet the needs of elderly people and their 

carers (Parker, 1993). 

However, in relation to these concerns, Bebblington (1988) and Wells (1989) have 

argued that in each age group, the proportion of people with a given level of disability 

has decreased over time, with a corresponding increase in expectation of life without 

disability. The increased number of elderly people does not imply an equivalent 

increase in disability and need for carers (Arber and Ginn, 1990). Evidence suggests 

that the burden has been greatly exaggerated. Older people make the most use of 

health care and hence cost most in the last two years of their lives. As populations age, 

the last two years move up the age range, so that although the numbers of very old 

people increase, the number of high service users escalates much more slowly (Wilson, 

1997). 

2.8. Stress and Caring 

The psychological well-being of carers has been a focus of interest since, although 

untrained, they provide c~ntinuing care for their elderly relatives who suffer from 
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chronic illness, such as dementia. Literature shows that caring for someone at home 

can be stressful. Thus, many studies attempt to assess the well-being of the individual 

carer and stress related to care providing. Because there has been some confusion in 

the conceptualisation of stress and related terms, thus, in this section, the terminology 

of stress and other related concepts, the stress process, stress measurement, and 

individual and family stress will be discussed. The discussion of the concept of stress is 

limited to the stress that arises from providing care, particularly in the community, 

rather than in an institution. 

2.S.1. The concept of stress 

In studying stress in canng, it is important to know the terminology, for better 

understanding of the background theory. One may ask, what does stress really mean 

and how can it be measured? Although the term stress seems to be commonly used in 

everyday life, however, very few people are able to define when the precise concept is 

needed (Cox, 1978). The term stress also means different things to different people 

(Selye, 1976). Cox (1978) has further stated that because stress is poorly defined, the 

concept is somewhat elusive. To define stress has proved to be difficult, due to the 

confusion surrounding this term, as well as other terms used in connection with it 

(Pearlin and Schooler, 1978; Humphrey, 1984). Thus, Cox (1995) expressed concern 

that a lack of consensus on the definition 'would seriously hamper research into stress 

and the subsequent development of effective stress management strategies' (Cox, 1995, 

p.21-22). 
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In general, there are three different, but overlapping, approaches, to the definition and 

study of stress: as a stimulus (the engineering approach); as a response (the 

medico physiological approach); and as an interaction (the psychological approach) 

(Cox, 1978 and 1995, and Charlton, 1992). Each of these approaches or basic 

concepts of stress, and the key researchers associated with each approach, are 

highlighted below. 

i) Stress as Stimulus- Engineering approach 

The concept of stress in this approach is derived from the field of engineering, 

according to which stress is said to produce a strain reaction (Cox, 1978 and 1995; 

Appley and Trumbull, 1986; Ringley and Cooper, 1986). Stress in this concept is 

described as 'the load or level of demand placed on the individual, or some aversive or 

noxious element of that environment' (Cox, 1995 p. 22). Thus, stress in this approach, 

will be treated as an independent variable and as a stressor or environmental stimulus. 

lhis is the most common definition of stress adopt by psychologists (Lazarus and 

Folkman, 1984). 

lIowever, certain limitations of the definition of stress applied in this approach have 

been pointed out. For example, Charlton (1992) argues that if the same stress is 

repeatedly applied, the effects wear off, as the organism adapts; thus, the stress is no 

longer a stress. In addition, although the same stress is applied, people may respond 

differently; therefore, stress cannot defined be solely in term of stimulus. Cox (1978) 

also points ,out the limitation of applying the engineering model to human beings, 

because 'men and their organisations are not machines' ... and 'we have to accept some 
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intervening psychological process which mediates the outcome of that relationship' (pp. 

14-15). This approach does not allow for individual differences in the evaluation of 

events, as it assumes that certain situations are normatively stressful (Lazarus and 

Folkman, 1984). On the other hand, Kaplan (1996) admits the usefulness of the 

engineering model, in that it offers a clarification of relationship between the concepts 

of stress and strain. 

ii) Stress as a Response- Medicophysiological approach 

In this approach, stress has been defined in terms of response, i.e. the person's response 

to disturbing stimuli (Hingley and Cooper, 1986) and stress in this approach will be 

treated as a dependent variable. Response definitions have been widely used in biology 

and medicine. Thus, Cox (1995) called this approach the medicophysiological 

approach. The most influential theory of the stress process, although it has since been 

challenged, came from Hans Selye. Selye (1956,1976, p. 63) defined stress as 'the 

non-specific response of the body to any demand.' The non-specific response was 

composed of the 'general adaptation syndrome' (GAS) or biotic stress syndrome which 

is developed in three stages: the first, is the alarm reaction, the stage of the individual's 

defence mechanism towards any noxious agent. If individuals can survive, they will 

enter the second stage, the stage of resistance which provides maximum adaptation. 

After stilI more exposure to the noxious agent, the signs of alarm reaction reappear. 

People then enter the third stage, the stage of exhaustion, where the stress response is 

irreversible and the individual dies (Selye, 1976). However, later study found that not 

all noxious physical stimuli produce the GAS (Mason, 1971). 
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The model concentrates on the outcome or response, and is limited to the physiological 

level of analysis. It treats stress as the disturbance of homeostasis produced by 

environmental change (Lazarus and Folkman, 1984). It fails to acknowledge the role of 

psychological processes, though there are many psychological parallels. Although it is 

true that stress is found all in the most extreme and overwhelming situations, as in 

Selye's model (Appley and Trumbull, 1986), there are great variations in human 

response. For example, if the same stressor is applied, people may respond differently, 

depending upon individual perception and appraisal. Moreover, while any stimulus 

which produces a stress response is treated as a stressor, however, in the reality, not all 

such stimuli produce an unpleasant response; competitive sport is an example (Slater, 

1996). 

iii) Psychological approach 

It has been suggested that stress cannot be described entirely according to stimulus-and 

response-based definitions, but need to be examined in a broader sense, which takes 

into account the person and the environment surrounded him by fusion of the stimulus­

response approaches, to provide a reasonably comprehensive account of the stress 

system (Cox, 1978). Since the earlier two approaches provided inadequate explanation 

in stress process, thus, the psychological approach has been developed, in order to 

explore the stress process and be able to identify individual differences. According to 

Cox (1995, p. 24), stress refers to 'a dynamic interaction between the person and their 

environment. ' Two distinct types of theory have been identified within this approach: 

the interactional and the transactional, as follows: 
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Interactional theories 

The interactional theories focus on the structural characteristics of a person's 

interaction with their environment. There are two major interactional theories: person-

environment fit and job demands/decision latitude. In the concept of person-

environment fit, stress is seen as the result from the mis-fit between the individual and 

his environment (Hingley and Cooper, 1986). In job demand/decision latitude theory, 

stress is said to arise in the situation where workers perceive themselves to have low 

control over their tasks accompanied by high job demands. Such workers are said to be 

likely to report poor health and low satisfaction. However, these theories are mainly 

concerned to provide a structural model of work stress, particularly in organisations; 

thus, their details will not be included in this section. 

Transactional theories 

Transactional models are primarily concerned with the psychological process, cognitive 

appraisal and coping, the person's interaction with their environment (Cox, 1995). 

Thus, the psychological impact on the person, which is said to directly determine the 

psychological response rather than the actual presence of the stressors' agent, is 

become a centre of attention (Cox, 1978). Significant contribution to develop the 

transitional model came from the work of Lazarus (1966), with the recognition of 

cognitive appraisal. Thus, psychological stress was defined by Lazarus and Folkman 

(1984) as: 

'a particular relationship between the person and the environment that 
is appraised by the person as taxing or exceeding his or her resources 
and endangering his or her well-bei.ng.' (p. 19) 
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Lazarus and Folkman (1984) also identified the causes of psychological stress in 

different persons by examining two processes that mediate the person-environment 

relationship: cognitive appraisal and coping. Cognitive appraisal is a process of 

evaluation and determination of why and to what extent a particular interaction 

between the person and the environment is stressful. It is comprised of primary 

appraisal, a function in which the person evaluates any potential risk or benefit to his or 

her well-being, and secondary appraisal, in which the person evaluates what can be 

done to overcome or prevent harm or improve the prospect of benefit. The coping 

process is 'the process through which the individual manages the demands of the 

person-environment relationship that are appraised as stressful and the emotions they 

generate' (Lazarus and Folkman, 1984, p. 19). In this theory, general appraisal 

influences coping and coping in turn influences encounter outcome. However, the 

direction of the relationship among appraisal, coping, and encounter outcome seems 

unclear. Folkman et al. (1986) found that the relationships among the variables were 

likely to be bi-directional. While appraisal influences coping, coping may influence the 

person's reappraisal; moreover, it is possible that certain forms of coping, such as 

positive reappraisal, may be influenced by the outcome. Although the concept of 

coping has become a centre of attention to find successful ways to solve or prevent 

problems, there is a need for further research, particularly longitudinal studies, to clarify 

the causal ordering in this model (Nolan et aI., 1996), in order to complete the view of 

the stress process. 

Although the psychological approach claims to offer more explanation of the stress 

process by including recognition of psychological processes, however, it has been 
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criticised for not providing much more by the way of definition than the other two 

approaches. The definition is rather circular (Hobfoll, 1989; Charlton, 1992). 

2.8.2. Stress process 

Since the psychological approach to stress has been developed, the transactional 

theories have clearly moved forward in relation to the appraisal and coping processes, 

providing scope to explain why some people find a certain situation stressful, while 

others do not. This approach helps to assess individual differences in perceived stress 

and appears to provide a clearer picture of the stress process in human beings, despite 

some limitations. Thus, the majority of recent stress studies have focused on the 

transactional model of stress, which emphasises not only physiological and 

psychological, but also other variables, such as the individual's social and economic 

circumstances. These variations are brought into consideration and included in the 

stress-coping models, in order to achieve full understanding of individual differences in 

perceived stress. 

Pearlin and colleagues (Pearlin et aI., 1990) offer an extensive account of components 

of carer stress model which focuses on the relationships among the many conditions 

leading to personal stress and the ways these relationships develop and change over 

time (Pearlin et aI., 1990). Thus, the stress process in this concept is comprised of 

four principal components: the background and context of stress; the stressors; the 

mediators of stress; and the outcomes or manifestations of stress. First, the 

background and context of stress, concern the carer's demographic and socio­

economic characteristics, caregiving history, family and network and the available 
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resources. Second, the stressors, refer to 'the conditions, experiences, and activities 

that are problematic for people; that is, that threaten them, thwart their efforts, fatigue 

them, and defeat their dreams' (Pearlin et aI., 1990, p. 586). Stressors are divided into 

primary and secondary stressors. The primary stressor is conceived as the demands of 

caregiving which lead to other problems and hardships, which are referred to as the 

secondary stressors. The third element of the stress process is mediators, which 

consist of two principle dimensions: coping and social support. Coping is conceived 

as a response to life events, while social support helps to prevent or inhibit the 

development of secondary stressors. Finally, the outcomes involve the well-being of 

people, physical and mental health, and their ability to sustain themselves in their social 

roles. 

According to Schulz (1990) and Giegel et aI. (1991), based on their reviews of the 

theoretical framework of stress, the majority of conceptual stress-coping models are 

concerned with the relationship between stressors, mediators and outcome, to assess 

the well-being of individuals who provide care for their relatives (see Figure 2.1). 

Independent Variables - Contextual VariablelMediators -I Outcome 

Objective stressors 
-patients illness and 

disability 

Demographic variable, e.g. age, sex 
Socio-economic status 
Type and quality of relationship 
Social support 
Personal characteristics 

Primary outcome 
-perceived stress/ 

burden 
Secondary outcome 

-decision to 
insti tuti onali sed 

- psychiatric and 
physical morbidity 

Figure 2.1. Composition oftlte general stress-coping model 
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i) Tlte independent variables 

The independent variables are antecedent events concerned with the objective 

stressors, the illness and disability, of cared-for person. The objective stressors include 

level of self-care, cognitive impairment, and behaviour problems. However, in this 

stage, in Pearlin et al. 's (1990) conceptual model of stress, the independent variables 

may include subjective variable which refer to subjective hardships experienced by 

carers. Pearlin and colleagues describe them as overload or burnout felt by carers. 

ii) Contextual variables/ mediators 

In this stage, cognitive appraisal and coping as critical mediators (Lazarus and 

Folkman, 1984) are taking place. Stressors will be appraised and a coping response 

will occur after the situation has been evaluated, facilitated by the resources. The 

resources include carer socio-economic status; type and quality of relationship; social 

support, and personal characteristics. However, it is still not clear whether appraisal 

occurs before coping or whether coping can occur before appraisal. There is a need 

for longitudinal studies to clarify this process. In addition, there is no clear 

relationship or interaction between individual carers and these resources variables, 

since a number of studies have produced inconsistent findings, as will be indicated in 

Sections 2.8.4 and 2.8.5. 

iii) Outcome 

The outcome of the stre~s process may depend on the individual's coping skill and 

resources an~ the coping strategy that produces a positive outcome in one person, may 
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not in another (Lazarus, 1993). In persons who fail in the coping and adapting stage, 

the outcome will be assessed by the expression of their feeling of stress or burden. 

Thus, perceived stress and burden in this thesis will be used as synonyms. In caring 

related to burden, the term carer burden refers 'to the physical, psychological or 

emotional, social, and financial problems that can be experienced by family members 

caring for impaired older adults' (George and Gwyther, 1986, p. 253). Burden is 

often treated as the primary outcome or as a predictor of other outcomes such as 

depression or institutionalisation (Schulz, 1990; Giegel et aI., 1991). For example, 

subjective burden (the relative feeling of carrying a burden) (Zarit et aI., 1986) and 

failure to reduce carer's distress, have been found to be predictors of the breakdown 

of care and resulting institutionalisation (Gilleard, 1987). 

2.8.3. Stress Measurement 

The measurement of stress should be based on self-report, which is perhaps the most 

common proxy source of information. Since perceived stress is a subjective statement, 

thus, data need to be validated by Triangulation with other sources of information 

(Cox, 1995). A number of standardised instruments for measurement of perceived 

stress or burden also have been developed and refined, in order to assess stress in the 

individual as accurately as possible. Thus, Schulz (1990) and Biegel et al. (1991) point 

out that measures of burden have become more complex and more subjective and the 

burden scales available can vary from a narrow perspective to a broader view of the 

dimensions of conceptualisation of burden. 
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The earlier burden scales, such as the Burden Interview developed by Zarit et aI. (1980) 

focus on the issues most frequently mentioned by carers, posing problems, such as 

feelings of health, psychological well-being, finances, social life, and relationship 

between carer and caring for. The Caregiver Strain Index (CSI) developed by 

Robinson (1983) also assesses the most common stressors in caring, in terms of the 

caring task, physical, emotional, work, and financial factors. Although these scales 

indicate the global burden which contributes to depression and other outcomes, 

however, they do not identifying which stressors contribute most to the outcome 

(Pearlin et aI., 1990), so people cannot relate caregiving to its impact (George and 

Gwyther, 1986). The CSI scale was also criticised for making a number of simplistic 

and unwarranted assumptions, for example, that all the events provoke stress in the 

carer all the time and that the amount of stress provoked by differing events is equal, 

i.e. inconvenient and being overwhelmed (Nolan et aI., 1994; Nolan et aI., 1996). 

The later caregiving burden scales take a broader view, assessing carer status in terms 

of general well-being or multiple dimensions. The multidimensional examinations 

include physical health, mental health, social participation, and financial resources 

(George and Gwyther, 1986; Novak and Guest, 1989). George and Gwyther (1986) 

suggested that carer well-being is an alternative measurement which is developed to 

overcome the limitation of the earlier carer burden scales. In particular, the specific 

dimensions of well-being can be measured separately. Carer burden has been classified 

into subjective and obje~tive burden (Poulshock and Deimling, 1984; Zarit, 1986; 

Fadden, et al:, 1987; Cafferata and Stone, 1989). Objective burden refers to the carer's 

behaviours while subjective burden refers to the carer's awareness and effective 
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orientation (Cafferata and Stone, 1989). The advantage of this perspective is that it is 

able to highlight the specific importance of the carer's subjective burden (Poulshock 

and Deimling, 1984), which is later identified as an indicator of secondary outcome of 

placement decisions (Zarit, et aI. ,1986). Burden can also be measured by focusing on 

the level of emotional distress experienced by carers (Gilleard et aI., 1984; Gilleard, 

1987). 

According to Cox (1995, p. 27), measurement of stress is a measure of the process, 

'antecedents through perceptions and experiences (and moderating factors) to 

immediate outcomes to health status' (also see Figure 2.1). However, these are 

complex to measure and single one-off measures of stress are inadequate. Poulshock 

and Deimling (1984) also suggested that perceived stress or burden, those subjectively 

interpreted by carer, should be treated as an intervening measure between impairment 

and other more objective indicators of caregiving effects. Therefore, 'global measure 

of psychological well-being, physical health, or depression should be viewed as being 

affected by burden, as well as many other factors, but should not be viewed as 

measures of burden' (Schulz, 1990, p. 38). There is no doubt that no satisfactory 

single completed stress measuring scale has yet been made available. Thus, there is still 

a need for further study. 

2.8.4. Carer stress 

In the literature on caring,. individuals who provide support to ill relatives have received 

increasing attention since studies showed that carers frequently feel physically, 

psychologically, financially, and/or socially burdened as a result of the demands 
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imposed by caregiving (George and Gwyther, 1986; Pearlin et aI. 1990; Chappell and 

Penning, 1996) and the burden of caregiving often contributes to feelings of guilt, 

resentment, worry and grief (Biegel et aI. 1994). Deimling and Bass (1986) identified 

four types of symptom of dementia: functional dependencies, cognitive impairment, 

impaired social interactions, and disruptive behaviour, of which Biegel et aI. (1991) 

suggested that those with more severe symptoms cause greater stress. Levin (1985) 

also identified a number of factors which appear to be associated with strain when 

untrained care is being provided for an older relative, for example number of major 

problems; number of trying behaviours; severity of incontinence; absence of normal 

conversation; disturbance of carer during the night; and presence of dangerous 

behaviour. However, inconsistent research findings have also been reported. Zarit et 

aI. (1980) reported that carers' feelings of burden are associated with the social support 

available, but not associated with the behaviour problems caused by the demented 

person's illness, and Biegel et aI. (1994) also found little relationship between severity 

of illness and burden. 

Level of stress has also been reported to vary among carers who provide care for 

different types of care receiver. It has been reported that caring for those suffering 

from dementia is more stressful, psychologically, than is caring for the physically frail 

(Eagles et aI., 1987; Graftstrom et aI., 1992), though the studies by Liptzen et aI. 

(1988) and Conforti et aI. (1991) found no significant difference. However, the greater 

stress on carers for people with dementia may result from the cognitive impairment 

which inf1ue~ces the psychological impact on the carer. Gilleard et aI. (1984) indicated 

that the performance of physical tasks causes less stress than the 'loss of mutuality' and 

51 



the destruction of the relationship between the carer and the dependant. Ungerson 

(1990) has included the association between loving and caring as another factor that 

brings emotional stress to carers. However, care has acquired such an overwhelming 

connotation of the feelings of affection and continuity that it turns out to be very 

difficult to provide care. Parker (1980) suggested that the word 'tending' might be 

more suitable, in order to convey the work involved as separate from the loving 

feelings. 

Yeatman et al. (1993) found that physical proximity, such as cohabitation with the 

dementia sufferer or depressed old person, was an important determinant of 

psychological stress in primary care. Thus, this finding also supports a range of 

research findings in relation to the carers of elderly mentally infirm people. Twigg et al. 

(1990) stated that it is not simply the extent and repetitiveness of the caregiving task 

that can cause distress, but the limitations it places on life as a whole. Studies by 

Lovelock (1985) and Stephens and Christianson (1986) also suggest that restriction of 

life is one of the major sources of carer distress. 

2.8.5. Family stress 

F or a better understanding of stress perspective in caring, not only is stress in individual 

carers explored, but family stress also has to be investigated. It is important to identify 

the problems which produce family stress, in order to help health professionals and 

social workers to develop. and implement an intervention strategy (Adams and Barker, 

1989). Adams (1987) asserted that a common feature in studies of families with a 

chronically confused member is the experience of stress. In general system theory, the 
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family has been seen as a unit containing interacting components that function in a co­

ordinated way to deal with the environment and family members are viewed as 

interacting elements (Biegel et aI., 1991). Family stress is defined by Boss (1988, p. 

12) as 'a pressure or tension in the family system. It is disturbance in the steady state 

of the family,' and it arises from the interaction of a number of factors. 

Boss (1988) and Adams and Barker (1989) suggested that there are two main kinds of 

factors that give rise to family stress: internal and external factors. There are three 

factors comprising the internal conditions which families can change and control: 

psychological - the way in which families appraise and assess events they encounter; 

structural - the form and function of family boundaries, role assignments and rules 

about who can be included in the family; and philosophical- which includes the values 

and beliefs a family possesses which cause it to attribute particular meanings to events 

that happen to the family. The external factors are comprised of the components over 

which the family has no control: heredity - a history of physical disorder; history -

factors that vary according to time; development - relating to the stage the family is at, 

including such factors as the length of time couples have been together, the number of 

children in the family and the splintering of families through divorce; economy such as 

unemployment and the system of state benefits; and finally, culture- the position and 

role of elderly people in society. 

A stressor in the family stress context, is referred to 'an event that marks a possible 

starting poin~ of process of change and subsequent stress in the family' and it is highly 

influenced by family'S external context (Boss, 1988, p. 38). In general, for family stress 
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as for individual stress, we cannot assume a particular event is stressful, without asking 

the family how they define it. Thus, Boss (1988) has further stated that the degree of 

stress caused by the event depends not only on the actual magnitude of the event but, 

also, on the family'S perception of that event. 

Lewis and Meredith (1988) point out that frequently, additional stress is caused when 

the caring relationship affects carers' other social and family bonds, such as carers' 

marital relationships; their relationships with their children and the nuclear family as a 

whole, which suffer from conflicting demands and the family's lack of privacy and 

peace. Burden scores were found to be higher among co-resident carers and wives to 

have a higher level of burden than husbands (Harper and Lund, 1990). A longitudinal 

study of ageing by Clare Wenger (1992) found that most of those living with younger 

generation carers were in long-established households which had been set up originally 

for the benefit of the younger generation. Therefore, caring relationships were typically 

better and less stressful in this type of household. 

In sum, stress has been described as 'a unifying concept which cannot be differentiated, 

in other words, there is no specific stress with this expression' (Charlton, 1992, p. 165). 

Thus, difficulty is created for researchers as to how to define stress and related terms, 

how to identify stressors and what type of theory and model should be used. The lack 

of consensus in conceptualisations of stress and little agreement on specific measure 

among studies (Biegel et aI., 1994), results in inconsistent research findings and makes 

cross-study ~omparisons even more complex (Poulshock and Deimling, 1984; Nolan 

and Grant, 1992). They also lead to an increasingly confusing diversity among people 
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and professionals who work or are interested in this field (Pearlin et aI., 1990; Schulz, 

1990; Biegel et aI., 1991). In this situation, it would be useful to compare the research 

findings which derive from the same stress concept or theory-base and method. 

However, this solution appears difficult, because the majority of studies fail to apply a 

consistent theoretical approach (Nolan and Grant, 1992). 

2.9. Why do carers continue providing care? 

Research and instrument development in caring have focused on the effect of caring 

and there has been general agreement that informal carers face a great amount of 

burden in providing care for their frail elderly people, particularly from chronic illness. 

Despite the extensive studies, this approach has suffered from the lack of consensus on 

the conceptualisation of stress and related terms, resulting in inconsistent research 

findings and increasing confusion as to theoretical concepts. Meanwhile, a positive 

approach to caring has been developed, which aims to assess the other side of the same 

coin, to find a better explanation for the concept of caring. The question has been 

raised, why do a number of carers still continue to provide care (Grant and Nolan, 

1993), despite the circumstances. What normative beliefs influence those who provide 

care (Qureshi and Walker, 1989), and how long will it last? 

Although literature on satisfaction in caring is still limited, compared to that on stress in 

caring, however, there have been increasing reports of potential satisfaction or rewards 

in caring (Nolan et aI., 1996). Grant and Nolan (1993) reported that 60% of carers 

identified rewards and satisfactions in their care providing role. A recent national 
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retrospective survey of surviving carers who had cared for dying stroke patients 

showed that one-third of carers had found caring a rewarding experience (Addington­

Hall, 1998). 

The recent studies of family care, clearly, have moved forward to investigation of 

caring from a positive approach, in order to enhance understanding of family care. The 

aim in carrying out studies from the positive approach is to try to identify the sources 

and types of satisfaction, which may constitute a valuable coping resource (Summers et 

aI., 1989) and may contribute to develop coping strategies for carers. 

2.9.1. Sources of rewards and satisfactions 

The earlier studies by Hirschfeld (1981, 1983) on carers of people with dementia found 

that mutuality was the main factor influencing a family to continue living with and 

caring for elderly demented people. Mutuality refers to 'the caregiver's ability to find 

gratification in the relationship with the impaired person and meaning from the 

caregiving situation' (Hirschfeld, 1981, p. 160). Findings indicated that the lower the 

mutuality, the more likely was the carer to consider institutionalising their elderly 

relative. These findings, certainly, have made a major contribution in assessment of the 

caring situation and ability to predict the secondary outcome as institutionalisation. 

Higher levels of mutuality have been reported to be associated with lower levels of 

carers' role strain, except for strain from economic burden or lack of resources 

(Archbold et. aI., 1990). Thus, early detection and appropriate intervention may help 

carers to regain their mutuality and so, perhaps, be able to continue caring in their own 
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home. Carers may find the reactions of other people rewarding when they 

acknowledge what the carer has achieved (Beresford, 1994). Another important 

component of mutuality, Hirschfeld (1981, p. 160) indicated, was the 'the carer's ability 

to perceive the impaired person as reciprocating within the relationship by virtue of 

his/her existence.' Reciprocation for past services or for the things the cared-for 

person had done for carers in the past have been reported by Quresri and Walker 

(1989) and Grant and Nolan (1993). 

Grant and Nolan (1993) and Nolan et al. (1996) also reported three dimensions of 

overlapping sources of rewards and satisfactions in caring. First, satisfaction is derived 

from the interpersonal dynamic between carers and cared-for person. Thus, caring was 

perceived as a pleasure, giving a sense of reciprocity, appreciation, improving the 

relationship between carer and cared-for, or a way of honouring vows. Second, there 

are satisfactions deriving from the intrapersonal or intrapsychic orientation of the 

carers. Caring in this category gave rise to a more direct gain for carer, in terms of, for 

example, a personal challenge, altruism or religious beliefs. Finally, satisfaction can be 

derived from the desire to promote positive or reduce negative consequences, as when 

carers believed that they were the only person able to provide the best care, with their 

intimate knowledge. This can be seen in the case of carers who refuse to 

institutionalise their relatives unless they are happy with the institution (Nolan and 

Grant, 1992). 

Other sources of satisfaction have also been reported. For example, satisfaction in 

caring can be identified when carers described their own emotional health in the 
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positive terms (Grant and Nolan, 1993). Low levels of satisfaction with the care­

related decision-making process has contributed to carer depression (Smerglia and 

Deimling, 1997). Although men were found having higher morale than women 

(Gilhooly, 1984), however, Grant and Nolan (1993) found that satisfaction was not 

significantly associated with the gender of the carer. Instead, satisfaction was found to 

be significantly related to the gender of the cared-for person, in favour of women. 

Spouses were found less likely to find caring rewarding (Addington-Hall, 1998), and 

were much less likely to consider long-term care than other relatives (Gilleard, 1984). 

However, among spouse carers, gender was found to be significant in relation to 

differences in the terms used to describe the motivation to care. Women tend to use 

the term 'duty' which reflects their feeling of obligation towards the person they cared­

for,' while men tend to use the term 'love' which shows how they felt about the person 

they were caring for. These expressions may indicate that 'men would be unlikely to 

care for someone whom they could not legitimately claim to love on an intimate basis, 

while women would only be unlikely to care for someone who they felt could not make 

legitimate claims on their time based on kinship' (Ungerson, 1987, p. 99). 

2.9.2. Benefit from caring 

The positive aspect of caring has been paid less attention because the bulk of the 

literature emphasises the adverse affects on the carer's well-being. However, there 

have been some unpredictable results. Some carers have been found to have higher 

morale and mental health" despite the long period of care provision (Gilhooly, 1984). 

Caring can i~volve a close relationship. This situation may bring carers and cared-for 

person close together, spending more time together than before. Thus, a feeling of 
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closeness, which is often based on the satisfaction of being needed, may be found 

among carers of people with dementia and other mental impairment (Heron, 1998). 

Not only does closeness lead to an improved relationship between carer and cared-for 

(Grant and Nolan 1993), but carers who maintain their closeness also seem to be 

prepared to continue providing care (GiIIeard, 1984). However, those carers who were 

not children were less likely to report feeling emotional close to the elderly person 

(Qureshi, 1986). 

2.9.3. What does satisfaction tell about the caring situation? 

Grant and Nolan (1993) indicated that satisfaction was associated with qualitative 

factors within or surrounding the carer and cared for person's relationship, rather than 

with personal dependency factors. The poor quality of the past relationship, in 

particular, was found strongly to be associated with the carer's distress (GiIIeard, 

1984). In other words, a good past relationship between carer and cared-for person 

may increase satisfaction in their current caring. Although, no intervention can improve 

their past relationship, the absence of satisfactions may serve as a risk indicator; thus, it 

may help to predict their current relationships and caring situation, increasing 

awareness not only of the risk of the poor emotional health of carer, but also of the 

'risk of fragile and potentially abusive' carers (Nolan et al. 1996, p. 105). Then, 

appropriate intervention can be offered to ease their problems. 

Where satisfactions in caring of individual carers can be identified, these could provide 

a powerful c<?gnitive coping strategy. Improving the caring situation by strengthening 

satisfaction, as a coping strategy, may reduce stress as 'the stimulus is perceived as 
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challenge, rather than as a threat or harm' (Nolan et aI., 1996, p. 103). A study by 

Pound et aI. (1993), which measured carer satisfaction after stroke, indicated that 

carers need a combination of practical and emotional support. Carers expressed 

dissatisfaction with the provision of information on allowances and other available 

services, but were satisfied with the receiving recognition of their difficulties and 

problems of caring from health professionals. Thus, satisfaction may also serve as a 

quality control related to the services that carers and cared-for receive (Nolan et aI. 

1996). 

Satisfaction is an individual subjective perception. Perhaps, the first satisfaction 

measurement scale made available was the Carers' Assessment of Satisfactions Index 

(CASI) (Nolan and Grant, 1992). The CASI is comprised of 30 potential satisfactions 

of caring obtained deductively from study data. This scale allows individual carers to 

appraise whether each situation applied to them. If it does, then carers have to indicate 

their level of satisfaction: no real satisfaction; quite a lot of satisfaction; and a great deal 

of satisfaction. This scale would be useful for health professionals to detect the 

presence or absence of satisfaction in caring. However, this scale is limited in that it 

include only 30 potential satisfaction situations. In fact, there may be other variables 

that contribute to the individual perception. Thus, carers should be asked to indicate 

other sources of satisfaction which are not contained in the scale, in order to obtain a 

better concept of satisfaction. Most research on carers has been carried out by 

convenience sampling and with relatively small samples. Thus, further study may be 

needed with. more representative samples and greater sample size, using the same 

method and measurement scale, in order to obtain more precise information and be able 
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to make comparisons, to achieve a better conceptual and theoretical framework of 

satisfaction in caring. 

2.10. Therapeutic Intervention 

Many demented persons are cared for by family members in their own home. Some 

people who care for their elderly mentally ill relatives in this way suffer from physical 

and emotional strain (Hettiaratchy and Manthorpe, 1992) caused by multiple factors 

which occur during care provision, as discussed in the previous section. Thus, there is 

a need for interventions to help carers continue to care for their elderly demented 

spouse or relative to reduce stress and strain, as well as to improve the quality of life of 

both the demented person and the carer. 

Intervention techniques which attempt to enhance carers' skill in coping include 

cognitive and behavioural approaches, training in problem solving and educational 

therapy, meditative relaxation, training in social skills, supportive counselling of 

individuals and groups or families, or both, and management of stress (Brodaty and 

Gresham, 1989). In this section, major caring problems will be discussed, including 

particular interventions and some successful carer support models which help carers to 

cope better in the caring situation. 

2.10.1. Behavioural approach 

In general, typical behaviours in dementia are often described as wandering, agitated, 

accusatory, or incontinent. However, the term 'problem behaviours,' was defined by 

61 



Mace (1990, p. 75) as 'those behaviours that endanger the person with dementia or 

others; that stress, frighten, or exhaust the carer; or that are perceived as socially 

unacceptable,' including lack of co-operation. As mentioned earlier, Deimling and Bass 

(1986) found disruptive behaviour in demented people to be one of the severe illness 

symptoms which directly affects carer stress. 

The finding of Chappell and Penning (1996), in part of the Canadian Study on Health 

and Ageing (CSHA), a national study conducted in 1991-1992, revealed that the major 

behavioural factors related to carer distress (measured by using carer reports of carer 

depression and burden) were: a lack of interest or apathy; aimlessness; aggressiveness; 

forgetfulness; and restlessness or agitation. However, the lack of co-operation was 

related only to carers' depression, but not to a feeling of burden. 

Mace (1990) suggested that the training of carers could reduce the difficulty that such 

behaviours create. The most frequently used approaches to behaviour management are 

summarised by Mace (1990) as follows. There are two types of behavioural 

intervention: those that attempt to change the patient and those that attempt to change 

behaviour by changing things external to the patient. Interventions that attempt to 

change patients, including medication, restraint, psychological intervention, or 

reduction of excess disability, may be appropriate to be carried out in the institution by 

those with professional skills. However, interventions that change the physical or 

psychological environment, for example concrete advice, general guidelines, problem 

solving, support of the carer, creation of a prosthetic environment (supports remaining 

function while avoiding or substituting for area of impaired function), and milieu or 
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environmental therapy, would be appropriate to employ with carers and be carried out 

by carers in their own home. This type of intervention is described below. 

i) Practical Advice: aims to provide concrete suggestions for changing the behaviour 

of the impaired person. For example, the practical advice for wandering behaviour 

includes fitting child-proof locks, using electronic devices to alert the carer, or hiding 

the person's coat. However, some possible causes of wandering may need to be 

investigated, such as whether restlessness was due to medication side effects, a search 

for something familiar, or the need to use the toilet. 

ii) General Guidelines: offer guidelines for the carer that have been found to be 

successful in caring for people with dementia. For example, simple guidelines include 

understanding the person, knowing the person's limitations, keeping the person as 

healthy as possible, using a familiar routine, and making what one does as person­

orientated as possible. Second, the management of catastrophic or negative reactions; 

it is suggested that carers need to recognise the early warning signs, remove the person 

or thing that upsets the patient, avoid arguing or restraining, or look for a way to avoid 

pushing the person to an extreme negative reaction. 

Finally, there are guidelines for communication. Because people with dementia lose the 

ability to use and understand language, communication difficulties occur which result in 

frustration for people with dementia and their carer. General communication guidelines 

include, for e~ample, making sure that the person has heard you; lowering the pitch of 

your voice as a raised pitch communicates stress; or using short words and simple 
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sentences; remaining pleasant, calm and supportive. Holden and Woods (1995) also 

suggested that a slow approach from the front of the patient is less likely to be 

misinterpreted as aggressive than suddenly appearing at the patient's side from behind. 

As well as face-to-face contact, a warm smile expressing friendliness, and eye contact 

are useful in gaining and maintaining attention. 

iii) Problem Solving: is an individualised intervention which requires more skill and 

support than other interventions. Psychiatrists or health professionals may help the 

carer to solve a specific problem by determining the probable cause of an individual 

behaviour at a specific place and time and with specific people, which offers a much 

greater chance of successful intervention. For example, carers may be asked what 

events led to the behaviour and whether it can be prevented in the future. However, 

behaviour management alone probably will not completely relieve the burden on carers, 

because behaviour is difficult to predict and interventions may only prevent the 

behaviour in some situations and when the intervention is withdrawn, the behaviour 

may resume (Mace, 1990). 

2.10.2. Carer Support 

Carer support is very important in terms of care by informal carers who are not paid or 

trained in caring. It not only helps carers to reduce their burden, but also helps their 

demented relative's condition and the caring situation. A study by Winogrond et al. 

(1987) showed that a therapeutic programme for patients and carers may slow 

behaviour de~erioration in patients. In contrast, an exhausted caregiver or one who 
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does not feel supported elicits more negative responses from the impaired person 

(Mace, 1990). Carer support interventions may include, for example; 

i) Relative support group: According to the findings of Moniz et al. (1988), relatives 

know very little about the nature of dementia, nor are they aware of the help that is 

available through the statutory and voluntary agencies. The lack of knowledge itself, 

Russell et al. (1989) pointed out, can be a stressor as it causes anxiety, fear and 

uncertainty because the carer is not in control of the situation. An interesting study by 

Leng (1987) found that an adult education course for carers enabled them to feel more 

confident about caring for an elderly confused person, thereby reducing levels of stress. 

Such groups are operated by professionals, such as community nurses or social 

workers. The services which are offered include information about elderly illness, 

benefits and allowances, counselling, legal advice, financial planning, and other 

available practical help. 

ii) Carers' Group/Mutual Support Self-Help Groups: This type of intervention, 

Hettiaratchy and Manthorpe (1992) suggested, differs from the previous technique in 

that the carers are encouraged to meet together to draw strength from each other by 

sharing their problems and feelings within a group; the knowledge gained is 

personalised, nontechnical, and generally unavailable in libraries (Mace, 1990); the 

group facilitator or organiser did not set any agenda or direct discussion, and did not 

invite outside 'experts' to talk to the group. Thus, the role of the group leader was to 

act as a facilitator. The e~otional or therapeutic function of the group allowed 

relatives to express their feelings. Thus, the benefits from this intervention were gained 
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as individual members reported improvement in term of feeling under less stress, feeling 

less guilty or feeling less isolated. 

iii) Training programnle: The earlier studies by Hirschfeld (1981) and Gilleard (1987) 

suggested that there is a significant relationship between carers' distress levels and 

subsequent long-term institutionalisation of their dependant. This finding was 

confirmed by Brodaty and Gresham (1989), who conducted a dementia carers' group 

programme. The results from this study at 12 months' follow up showed that the 

carers' programme group had significantly lower psychological stress than carers in the 

memory retraining group, while the waiting list group's distress scores remained stable. 

The findings included the much lower rate of placement of patients with dementia in 

institutions when carers had been through the training programme. However, there has 

been an increasing awareness of the effect of intervention techniques delaying 

institutionalisation of the dementia patient by maintaining that person in the community 

but the question has been raised of the long-term effects on carers (Russell et aI., 

1989). Brodaty and Gresham's (1989) findings suggest that the dementia carers' 

programme had not delayed institutionalisation of the patients; instead, it reduced 

psychological stress on carers. 

Conclusion 

This review of the literature drawn from Western experience has shown that there are a 

number of issues which need, to be considered in any study of carers. These include: 
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who undertakes care; why, what effect caring has on the carer and whether there are 

ways such problems could be alleviated. 

The term 'carer' has been brought to public attention since caring for frail elderly 

people shifted from an institutional setting to the community. An informal carer is a 

caregiver who provides care for another person unpaid, untrained and up to 24 hours a 

day. Carers are usually relatives, friends, or neighbours. Women are always seen as 

having a major role in caring; a centre of debate is the issue of gender in care. 

However, gender difference in care is least among those caring for their spouse. The 

hierarchy of preference of carers from elderly people point of view in were descending 

order: spouse, relative living at home, daughter, daughter-in-law, son, and other 

relative. The 1990 OPCS survey in the UK found that up to 6.8 million were carers. 

On average, co-resident carers spent 52 hours per week providing care, almost six 

times greater than the average time spent by non co-resident carers, while children or 

spouses appeared to spend the greatest time in caring. 

Understanding of stress related to caring is very confused, due to the lack of consensus 

In conceptualisation and inconsistent research findings. Definitions of stress are based 

on three different approaches: the engineering approach; the medicophysiological 

approach; and the psychological approach. The transactional model of stress in the 

Psychological approach has received increasing attention, due to its ability to explain 

the interaction between person and environment and explore individual difference in 

appraisal and coping. Literature shows that there is little relationship between severity 

of illness and burden, but stress is related to.the nature of the relationship between carer 
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and cared-for person. However, there is an increasingly positive approach to carers 

which tries to identify source of rewards and satisfactions that carers may experience. 

It is believed that satisfaction may be a valuable coping resource, a quality control 

measure, and a risk indicator in informal care. 

Therapeutic interventions aim to enhance the carer's skill in coping with the caring 

situation, as well to reduce stress in carers. Intervention techniques include behaviour 

approaches and carers' support groups. It has been suggested that training carers can 

reduce stress. Interventions that change the physical and psychological environment 

include practical advice, general guidelines and problem solving. In carer support, 

educating carers about dementia and caring skills, as well as encouraging carers to 

draw strength from each other by sharing problems and feelings within a group can 

significantly lower psychological stress among carers and help to maintain their 

dependants in the community. 
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CHAPTER 3 

Thailand and its Background 

3.1. Background 

Thailand is situated on the mainland of Southeast Asia surrounded by Burma, Laos, 

Cambodia, and Malaysia (see Figure 3.1). The country is divided into four major 

regions: Northern, North-eastern, Central and Southern regions. Each of these four 

regions are quite different in term of physical conditions, cultural and socio-economic 

structures (Limanoda, 1995). The Thai population reached 60 million in 1996 within 

the area of 198, 114 Sq. Miles, which is equivalent to France (The Office of 

Information, 1996). General information about Thailand is shown in Table 3.1. 

Thailand is the only country in Southeast Asia that has never been formally colonised 

by a Western country, although like the rest of the countries in this area, it has been 

gradually influenced by Western culture, particularly in the latter half of the 20th 

century. Despite this influence, much of the indigenous culture and customs of 

Thailand remain intact. For example, extended family homes containing three 

generations are very common and Buddhism remains the predominant religion in 

Thailand. 
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Table 3.1. Demographic Profile of Thailand 

Population 

Estimated total 1989 
No. of over 65s 
% over 65 

Projected population 2025 
Estimated total 
No. of over 65s 
% over 65 

Life expectation 
At birth 1985 

2025 
At 60; 1974-75 

Over 65s as % of total population 1985 
M 65-74 
M75+ 
F 65-74 
F 75+ 

Urban/rural population 

Total population 1985 
1980 

Total over 65s 1980 
M65+ 
F 65+ 

Socio-economic data 
Gross domestic product 
National income per person 
Proportion of labour force 

in agriculture 

54,835,000 
1,880,000 

3.7 

85,929,000 
7,799,000 

9.1 

M 60.7; F 64.8 
M 70.5 ; F 75.9 
M 15.8 ; F 18.8 

1.1 
0.4 
1.3 
0.5 

Urban (%) 
19.8 
17.0 
16.1 
15.5 
16.7 

Rural (%) 
80.2 
83.0 
83.9 
84.5 
83.3 

$ 38,570 m 
$ 661 

66% 

Source: Developed/rom Centre/or Policy on Ageing (1989) p. 147 
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3.2. Ageing Population 

There has been a dramatic increase in number of elderly people all over the world. In 

1980, the percentage of elderly people over the age 65 in the total population of the 

world was 5.8 percent (Kinsella, 1988). By the year 2050 that proportion in Asia is 

likely to be trebled (Centre for Policy on Ageing, 1989). Two thirds of the world 

population lives in developing countries especially in Asia. 

3.2.1. The Increasing Ageing Population in the Developing Countries 

The population structure of developed countries has not changed much in comparison 

with the countries in the Third World over the past 25-50 years. Most developed 

countries have had declining fertility rates since the beginning of this century, so there 

has been stabilisation of population growth. Although the fertility rates have reduced, 

the ageing population growth is still increasing as a result of decreasing mortality rates 

due to medical advances, better nutrition, clean water, and general improvement in the 

quality of life, leading people to live longer. Thus, we can predict that in the next 

decade, the world will face an increasingly ageing population, particularly in the Third 

World where there has been a history of high birth rates in the past decade (Kalache, , 

1992). 
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3.2.2. The Increasing Ageing Population in Thailand 

Thailand has celebrated achievements in fertility rate and mortality reduction which 

have resulted from the success in family planning and health promotion. However, this 

has brought a new problem, namely a change in age structure. U sing the legal 

retirement age for government officials in Thailand of 60 years as the delimitation of 

elderly people. The National Population Survey in 1978 reported that elderly people 

aged 60 and over made up 4.99 percent of the entire Thai population. This ratio had 

increased to 6.6 percent by 1995 and it is expected to increase to 11 percent in 2015 

(see Table 3.2). The age distribution of the Thai population is being transformed from 

a bottom-heavy one, dominated by children and young adults, to a mature distribution 

with greater representation from those who are middle-aged and elderly people 

(Mason et aI., 1993). The number who are of working age (15-59) is increasing quite 

rapidly, from 60% in 1990 to 65% in 2000 (Campell et aI., 1993). 

Table 3.2. Projection of the Thai Ageing Population (60 and over) (1985-2015). 

Year Total 60 and over (%) 
population 

1985 51,682,600 2,885,100 5.6 
1990 56,340,300 3,420,700 6.1 
1995 60,505,600 4,007,600 6.6 
2000 70,864,600 6,578,700 9.3 
2015 73,207,300 8,038,100 11.0 

Source: Developed fro", Institute of Geriatric Medicine (1995). 
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In 1977, the WHO called for health for all by the year 2000 which Dr. Eric Goon, 

Director General of WHO explained was an attempt to ensure that by the millennium, 

everybody would have equitable access to health care services (Little, 1992). The 

concept of primary health care has been developed all over the world, including 

Thailand, in order to achieve the goal of Health for All by the Year 2000. With the 

aim of improving individual health, quality of life, and well being, primary health care 

has been implemented in Thailand since 1977, and it was shown in the 4th Thai 

National Economic and Social Development Plan (1977-1981). Medical advances, as 

Well as improved public health developed through health promotion to the community 

under the Primary Health Care Programme, are likely to lead to a reduction in the 

1l10rtality rate and increase in life expectancy. 

Table 3.3 shows the expectancy of life at birth during the last half century has 

dramatically increased. The projection of life expectancy at birth by the year 2000 to 

2005 for males will be 66.8 years and for females will be 70.8 years. Comparatively, 

fell1ales' life expectancy at birth is higher than that of males, as is found elsewhere in 

the world. 
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Table 3.3 Thai Life Expectancy at Birth 

1947 
1959-1961 
1964-1965 
1969-1971 
1974-1975 

Year 

Life Expectancy Projected 1980-2015 
1980-1985 
1985-1990 
1990-1995 
1995-2000 
2000-2005 

Life Expectancy at Birth (Sex) 
Male Female 
48.50 5l.38 
53.64 58.75 
55.2 6l.82 

57.70 6l.35 
57.63 63.56 

60.25 
6l.75 
63.50 
65.25 
66.75 

66.25 
67.50 
68.75 
69.75 
70.75 

Source: Adapted/rom Healtlt Statistics Division (1990), p. 255. 

3.3. The context of caring for elderly people in Thailand 

The word "caring" is a very common term for Thai people. Everybody has experience 

of being cared for by someone, in different situations, from when they were young 

though to their old age. In Thailand, the primary responsibility for elderly people has 

traditionally been with the family (Knodel et aI., 1995). The question "why do I have 

to care for my parent?" is not usually asked. In addition, after marriage, many children 

prefer to stay with their parents in order to care for them until their parents die. At the 

same time, elderly people themselves generally prefer to live with their adult children, 

as well as grandchildren. Siripanich et ai. (1988) reported that 73.2 percent of elderly 

people lived with children and that 84.2 percent of them never had any problems in 

living with their children, :with only 8 percent preferring to stay in a residential home. 
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However, the rapid growth of the Thai economy towards becoming an industrialised 

country (Burnham et aI., 1993) has led to a modern urban lifestyle, increasing 

migration of children away from the homes of their parents in search of work. 

Together with the demographic changes reported earlier, this has had a great impact 

on caring in Thailand. 

In this section, the nature of elderly people and characteristics of caring for elderly 

people in Thailand will be explored. I will also describe the influences and impact on 

caring in this context, how religion and culture form the characteristics of caring, and 

how demographic change and economic transition need to inform policy making in the 

provision of services for this age group. 

3.3.1. The Family and Family Structure in Thailand 

The family, according to Melikian and Al-Easa (1993), is the primary institution for 

economic and social control as well as for the protection of the rights of its members. 

In term of provision of care, the family is also a major source of care for older people 

in the community, not only in the underdeveloped or developing countries, but also in 

the industrialised countries, such as the UK, since the emphasis in long-term care has 

shifted from institutional to community-based services (Robinson, 1983) (see Chapter 

2). Thus, it is interesting to learn how family structure in different societies interact 

with the provision of care and what kinds of family structure enhance the provision of 

care in the community. 
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According to Ball (1974), the household refers to a group of persons (or a person) 

bound to a place, whereas families are groups of persons bound together by ties of 

blood and marriage. Although families may form households, they do not necessarily 

do so. Therefore, the family is more central to this study in terms of family 

relationship, social and moral obligation, or economic interdependence. The term, 

'nuclear family' is used to refer to a unit consisting of spouses and their dependent 

children (Elliot, 1986, p. 6); 'the conjugal family' is then used to refer to a family 

system in which the nuclear family unit is more or less independent of kin and in which 

the main emphasis is on the marital relationship (Goode, 1963); and 'extended family' 

is used to denote any grouping, related by descent, marriage or adoption, that is 

broader than the nuclear family (Bell and Vogel, 1968). The extended family is 

considered to exist in two distinct terms; the classical and modified extended family. 

Litwak (1960a and 1960b) describes the classical extended family as a family system 

based on the geographical propinquity of related nuclear families, economic 

interdependence, the authority of extended family groupings over the nuclear family 

and stress on extra-nuclear kin relationships while the modified extended family is a 

loose set of kin relationships in which nuclear families, though geographically 

dispersed and autonomous, value and maintain extra-nuclear kin relationships. 

There are three major approaches in study of the evolution and direction of change in 

types of family: industrial revolution, sentiments, and household economics. First, the 
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'industrial revolution' approach. Sociologists view this event as a turning point, 

claiming that traditional families, peasant families and extended families have been 

changed to modern families, urban-industrial families and nuclear families after the 

industrial revolution (Morgan, 1985). However, earlier data accumulated from 

different parts of Europe reveal that the preindustrial household often included no 

more than two generations, like the present day household (Elliot, 1988). Thus, this 

finding suggested that nuclear families are not entirely the product of industrialsation. 

Nevertheless, Tepperman and Wilson (1993) asserted that there is still some 

connection between a number of changes in personal life and modernisation. For 

example, young people have greater opportunity to get paid employment; women tend 

to have higher education, and delay marriage and delay childbearing. These 

influencing factors, particularly, are found in Eastern Europe, Asia and Africa, where 

the nuclear family has not had the same historic prominence it has in Western Europe 

(pp. 24-26). 

Second, the 'sentiments' approach which concerns the delineation of the processes of 

change which led to the growing separateness and distinctiveness of the conjugal­

based family. However, Anderson (1980) criticised these studies as being loosely 

described. These studies do not demonstrate a shift from an extended family system to 

a nuclear family system, but rather, a shift in emphasis in patterns of control and in the 

relationships within the family and between the family and the wider society. 
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The third interesting approach is the 'household economics' approach, which seeks to 

explain change in family pattern in terms of the key notions of the resources that are 

available to households and individual household members, the strategies that 

household members individually, or in collaboration, adopt to deal with economic 

issues using these resources and the power relationships that arise out of and shape 

these strategies and use of resources (Anderson, 1980). This approach may have 

identified a key factor that leads to change in family patterns in many societies. 

Knodel et aI. (1992) also stated that socio-economic changes were intertwined with 

fertility decline and were believed to reinforce the impact of the reduction of the 

availability of children who would be care providers for the elderly people in the 

future. 

Mount (1982) asserts that the present family in the West is possibly unique and 

certainly of fairly recent origin. Categories which are popularly regarded as fixed and 

unchanging - love, childhood, parenthood and the nuclear family - are held to be 

'socially constructed', the product of particular sets of historical experiences. In 

contrast, within an largely agrarian society, the extended family was very common in 

Thailand. It generally consisted of at least three generations: elderly persons, their 

adult children and spouses, and grandchildren, while the large extended family also 

included relatives such as aunts or uncles. Thailand has been until 1997 one of the 

fastest growing economies in Southeast Asia, and there is no doubt that modernisation 

and the ageing of populations will have a major impact on the traditional extended 
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family, as many gerontologists have pointed out (Tout, 1995). A number of family 

studies undertaken by both sociologists and anthropologists have found that the 

predominant type of household in Thailand is now the nuclear family (Limanonda, 

1995). For example, the 1989 Labour Force Survey found that 60.8% of households 

were nuclear, 23.3% were vertically extended, 9.0% were extended, 6.9% were one­

person and primary individual households (Phananiramai, 1991). However, it is not 

clear what definitions of each family type were used in such studies. 

Knodel et al. (1992b) and Siriboon and Knodel (1994) criticised the official definition 

of a household and co-residence in most surveys in Thailand and elsewhere as typically 

rather narrow. They cited as an example, a national survey called "Socio-economic 

Consequences of the Ageing Population in Thailand (SECAPT)" carried out in 1986. 

They claimed that this survey usually treated dwelling units with separate addresses as 

separate households. This might include elderly parents and children living in separate 

dwellings but within the same compound. Technically, these were regarded as 

separate households but the definition did not take the situation into account that such 

households were, in fact, interdependent to a substantial degree. Viewed in terms of 

Elliot's (1988) definition, such families would be categorised as of the extended family 

type. Thus, this study probably failed to recognise the characteristics of one type of 

existing extended family which may also have led to an over estimate in the number of 

nuclear families, as well as an underestimate of extended families as a whole. In 
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particular, it is likely to understate the extent to which the living arrangements of the 

elderly people and their families are intertwined (Knodel, et. aI, 1992b). 

3.3.2. Living arrangement for the Thai Elderly 

The term 'family' in Thailand is ill defined and as a result family related information 

from independent institutions, and even from the national level, such as the 1986 

SECAPT survey, must be treated with some caution. Despite the limitations of the 

SECAPT data, many researchers have tried to make the most of the available data to 

create a clearer picture of the nature of the family and caring for older people in 

Thailand. In the present study, SECAPT data were a crucial official source of 

information. Other research referred to included research findings from independent 

institutions, particularly from the Institute of Population Studies, Chulalongkorn 

University, Bangkok, and small studies concerning elderly people, carried out by 

postgraduate university students from Thailand and other countries. 

i) Characteristics of the living arrangenlents of Thai elderly 

The SECAPT survey included a total of 3,252 elderly people respondents aged 60 or 

more. Over three-quarters (77%) lived with at least one child, including step and 

adopted children (Knodel et aI., 1992b; Siriboon and Knodel, 1994; Chayovan, 1995). 

No difference was found in this pattern between rural and urban or between male and 

female respondents (Siriboon and Knodel, 1994). This figure is very similar to 

findings from a comparati~e study on living arrangements for the elderly people in four 
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Asian countries, including Thailand, carried out between 1990-1991 (Asis et al., 

1995). Just over half of non-co-resident elderly in the SECAPT survey, that is, elderly 

people who did not live with their own child and those who had no living child, lived 

only with their spouse. A substantial majority of both those who were co-resident 

with a child and those who were not (70% and 69 % respectively) had at least one 

non-coresident child living in the same locality and approximately a quarter of both 

groups had three or more children in their locality, though this was less common 

among urban elderly than rural elderly (Siriboon and Knodel, 1994). 

The information from SECAPT reveals that just over half (54%) of the elderly people 

with non-coresident children saw at least one child daily and nearly three-quarters of 

those with a non-coresident child in the same locality had daily contact; this was 

almost twice as common among rural elderly as among urban elderly. Such daily 

contact, Siriboon and Knodel (1994) suggested, reflects a close proximity of 

residences and affords nearby adult children the opportunity to provide a variety of 

services to the elderly parent. 

Since the SECAPT survey, the 1990 census, and a 1990 quasi-national survey have 

also shown that living with children is the most common form (77%) of living 

arrangement for the elderly people (Knodel and Debavalya, 1992). Taking into 

account those elderly people and adult children lived in separate dwellings, but within 

the same compound, or near enough to be in daily contact, this could mean that 
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something approaching 90% (Knodel et aI., 1992a) of the elderly people live in either 

classical or modified extended families. 

ii) Family systenls and living arrangements 

In general, there are two family systems in Asian countries, the bilateral and patrilineal, 

which have influenced people's beliefs and the traditional preference for co-residence 

with an adult children. In the bilateral family system, kinship is traced on both the 

mother's and father's side and women when married, do not 'marry out' of their natal 

family, and kin networks but are part of the broader support system. This type of 

family system predominates in Southeast Asia, for example, in the Philippines, 

Thailand and amongst Singaporean Malays. In the patrilineal family, women are 

generally disadvantaged, in that they are only temporary members of their natal family 

while the vast majority of male members generally have control and ownership of 

property, as well as authority. Patrilineal societies are found in East and South Asia, 

for example, the Chinese in Taiwan and Singapore, and Singaporean Indians (Mason, 

1992). 

Data were obtained from a comparative study of four Asian countries, Taiwan, 

Philippines, Thailand, and Singapore, undertaken during the 1980s, based on focus 

group discussions with elderly people and adults with elderly parents, concerning their 

views towards the issue of living arrangements of the elderly. The findings of this 

study showed that among ".Taiwanese and Singaporean Chinese and Indians, who were 
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under the patrilineal family system, gender was of more concern (Asis et aI., 1995), 

with sons generally more valued than daughters. The majority of participants in these 

countries preferred to stay with a married son, while daughters were expected to care 

for their parents in-law instead. In contrast, in the bilateral family system, such as in 

the Philippines, there was little difference between coresidence with a married son 

compared to a married daughter. Although Thailand was characterised as having a 

bilateral family system, the data from the same study showed that a substantially higher 

proportion of all elderly aged 60 and over lived with a married daughter than with a 

married son (30% and 20% respectively) (Asis et aI., 1995). 

Birth order is also one of the crucial factors determining coresident child preference. 

The preference for the youngest child was suggested by most of the focus group 

discussions in both family systems, but there was a difference with regard to gender. 

For example, among the Singaporean Chinese, characterised by a patrilineal family 

system, there was some suggestion that the youngest son is replacing the eldest as the 

most common choice, whereas amongst Thais who were under a bilateral family 

system, the traditional choice of coresident child was the youngest daughter (Asis et 

aI., 1995; Knodel et aI., 1995). A similar finding was reported in an earlier study by 

Caffrey (1992a) of rural North-eastern Thai families, where youngest daughters were 

expected to remain in the household after their marriage, to bring their husbands into 

their family system and to continue to cultivate their parents' land, as well as to care 

for their parents until they die, while sons moved into the wife's family system. In the 
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situation where there were no daughters in a family, the youngest son was expected to 

bring his wife into the household as the caregiver. Thus, the post marital residence 

pattern, as well as the custom of giving the house to the youngest daughter (or son) 

through inheritance, functioned to encourage her (or his) continued residence in the 

home and provision care for the elderly parent (de Young, 1955; Mizuno, 1968 and 

1978; Foster, 1975; Cowgill, 1986). 

It would be of interest to know why the youngest child was preferred as the coresident 

child. This preference may be associated with the marital pattern in which the older 

siblings progressively move out and set up their own family, while the youngest child 

remains in the parental home and may be the last one to marry. Thus, in this situation, 

he or she becomes coresident in the family household, as much 'by default as by 

design' (Asis et aI., 1995) 

iii) Living arrangenlen ts for the unnlarried or childless elderly person 

The question now arises as to the unmarried or childless persons' living arrangements. 

Who provides care for them when they grow old and to whom can they go for help, 

particularly in a society where social support and care of elderly people typically rests 

with the adult children (Siriboon and Knodel, 1994)? Data from SECAPT in 1986 

reveal that 4% of the elderly respondents aged 60 and over had no living child 

(Knodel et aI., 1992b; Wongsith, 1992 and Siriboon and Knodel, 1994). The childless 

elderly were described by Siriboon and Knodel (1994) as less likely to live in an 
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established household and much less likely to live with a spouse, which may reflect the 

fact that a substantial proportion of them had never married or were divorced. They 

were likely to live with economically active relatives in the younger generation, such 

as: a grandchild, nephew or niece. Thus, Siriboon and Knodel (1994) stated that it is a 

norm for the family to be responsible, even for the childless elderly. 

However, not all childless elderly live with younger relatives. Some of them may, of 

their own choice, turn to a Buddhist monastery or enter one of the government 

residential homes which are situated throughout Thailand. The results of the 1980 

census indicated that only 1.7% of the Thai population aged 60 and over lived in 

temples, presumably as Buddhist monks or nuns (Chayovan et ai., 1990). In Caffrey's 

(1992a) study of family care of the elderly in Northeast Thailand, it was found that a 

number of male elderly people became monks and lived in temples. They are 

supported by people in the community who respect them and offer them food. 

Elderly people may also be able to live in the residential homes which are provided by 

the Department of Social Service, Ministry of Interior, if they meet the requirements. 

To meet the requirements for entering a government residential home: the person must 

be 60 or over; be homeless, and have no relative to live with, though special cases are 

made for elderly persons who are not happy to live with their own families. However, 

in general, people view living in these institutions negatively, as reflecting the failure of 
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the family to fulfil their obligation to provide care for their elderly parents, which 

brings shame on the family members. 

3.3.3. Family support for elderly people 

In Thailand, where little social welfare is available, even from the government which 

has an almost exclusive role in providing health and social services (Campbell et aI., 

1993), a number of studies show that children are major sources of support to their 

parents, particularly when parents are too old to work or care for themselves 

(Kamnuansilpa, 1980; Xuto, 1982; Chayovan et aI., 1990). Thus, family is the primary 

resource of help for elderly people in this society. 

The support for elderly relatives comes not only from the coresident child, but also 

from non-coresident children. In general, children's responsibilities for elderly parents 

include the provision of food and clothes, social visits, help around the house, help 

with cooking, providing care during illness, and finance for medical services 

(Wongsith, 1992). Siriboon and Knodel (1994) raised the question whether non­

coresident children provided more extensive support to their elderly parent than a 

coresident child, in order to compensate for their absence or inability to stay and 

Provide care for their elderly parent at home. In terms of material support, the 

t1ndings from the SECAPT show that coresident children and children who lived 

IGcally, typically provided food and/or clothes, while children who lived further away 

Provided money for their elderly parent. The same survey also indicated that elderly 

87 



parents who had no coresident children were more likely to receive material support 

from their children who lived elsewhere, than those elderly people who lived with 

children. 

However, elderly people not only receive support from their adult children, they also 

pay an important role in the family. In the extended family, elderly people always 

carry out meaningful activities, such as taking care of grandchildren, cooking, or doing 

some housework, while their adult children or other economically active family 

members go out to work (Wongsith, 1992 and Knodel et al. 1995). Elderly people 

also provide advice, transmit their past experiences, and teach old traditions, culture 

and religious beliefs to the younger generation. Moreover, a reciprocal relationship is 

reflected in the custom, mentioned earlier, for elderly parents in the rural Northern 

area to allow coresident children to inherit their properties, for example, their house or 

farm, in order to encourage their children to continue residing at home and providing 

care for them. 

3.4. Buddhism and Thai Culture related to the Care for Elderly People 

The care of elderly people in Thailand may be characterised as family care in the 

community. This care also usually involves co- residence with the elderly relative and 

providing care for them. Thus, living with children is the most common form of living 

arrangement for elderly. people. In a focus group survey of adult children, 960/0 
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indicated that in general they believed elderly people should live with their children, 

while 87% said that they expected to live with a child when they grew old themselves 

(Knodel et aI., 1995). This concept of caring seems to be agreed by both the person 

being cared for and the carers; adult children are expected to provide for their elderly 

relatives and, at the same time, they perceive themselves in the position of care 

providers, and this belief seems constant. What are the key factors that influence or 

promote this caring belief and how is this distinct caring characteristic formed in Thai 

society, though it may not be found in western countries? This question is essentially 

"why people do certain things." Mulder (1994) suggested that to understand this, it is 

necessary: 

to gaIn access to the basic criteria which people use to perceive, 
classify, and interpret their world and their experience, the concepts 
that give structure and regularity to their knowledge. Often the basic 
concepts are most pointedly expressed in mythology, theology, 
philosophy, and other forms of open-ended creative thinking that serve 
to elucidate the relationships between man, life, world, and cosmos. 
This 'philosophy of life' is expressed in symbolic representations that 
reveal the 'real' nature of things. It is no wonder that religious thinking 
and ritual may offer important clues In identifying basic 
conceptualisation (p. xv). 

Buddhism is the national religion of Thailand, and the majority of the Thai population 

(96%) are professed Buddhists (Mulder, 1994). According to the history of the 

Buddhist religion, the Buddhist philosophy of life was first conceived 543 years before 

Christ (Jamsai, 1971). However, Theravada Buddhism first appeared in Southeast 

Asia in the 11 th century and it was adopted by the Siamese (Thai) Kings as the 
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national religion (Darlington, 1990). Since then, Buddhism has flourished in the 

Kingdom of Thailand. As Tambiah (1978) stated, Buddhism is more intact in Thailand 

today than any other Southeast Asian Buddhist country. It is also deeply rooted in the 

heart of Thai social and cultural life, profoundly influencing people's thinking and 

behaviour. Indeed, to most Thais, to be a Thai is equated with being a Buddhist 

(Mulder, 1994). It is quite common for people to use Buddhist teachings or 

'dhamma'to explain Thai social behaviour that they have observed (Komin, 1990). 

Thus, in this section, Buddhism is the focus of attention in the search for the basic 

concepts of family care for elderly people in Thai society. 

3.4.1. Buddhist Philosophy in Caring for Elderly Parents 

One of the fundamental principles of Buddhist philosophy IS 'reciprocal 

identification, , or more literally 'mutual' and 'regarding,' and could be defined as a 

mutual viewing from each other's perspective (Takakusu, 1975) or mutual 

interdependence. Phra Buddhadasa Bhikhu (1993), a leading Thai monk, stated that 

no one in this world can survive or succeed without receiving help from other people. 

Everyone who is raised, educated and successful, has received several sources of help 

from many people. For example, from birth they received help from their parents, then 

they were educated by teachers and then they succeeded with help from their 

employers and colleagues. Phra Buddhadasa Bhikhu further pointed out that if 

nobody recognised their reciprocal debt to each other, the world would be full of 

competition and desperation. Therefore, knowing and acknowledging one's debt to 
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beneficiaries is very important to keep the peace in the world. Another respected 

Buddhist monk, Phra Dhammavisuthajahn (1995) also asserts that: 

Greatest of all is the recognition due to parents for having given birth 
to and raised their children. One way children can repay their 
enormous debt to their parents is to look after them in return, 
according to the teachings of Buddha: "since they have raised us, so we 
have to raise them in return" 

p. 18 

Thus, this initial Buddhist principle has become a traditional Thai cultural ideology of 

'parent repayment' in which children are expected to repay their parents for having 

born and raised them (Klausner, 1987). The concept of repayment to parents by 

children, Asis et aI. (1995) explain, is a symbol of appreciation, as well as payment of a 

debt of gratitude between two individuals. Parent repayment, in other words, in the 

Thai context, is 'kathanyu katawethi.' Katanyu refers to a constant sense of 

awareness on the part of someone of the benefits which another person has bestowed 

on him and Katawethi refers to doing something in return for them. This also refers to 

the obligation to repay parents and is a value firmly ingrained in the Thai culture 

(Knodel et aI., 1995). 

3.4.2. How Buddhist belief translates into practice 

The mutual obligation of parent repayment is widely accepted among Thai Buddhist 

believers. Although one of Buddha's teachings emphasises reciprocity and strongly 

suggests to people to practise parent repayment, however, the question arises: what 

makes people translate this belief into practice? In Buddhism, people are taught to 
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believe in 'actions'- or 'karm.' Karmic Buddhism is largely concerned with existence 

in this world, that is, with worldly happiness and suffering, good and evil. This aspect 

deals with ethics and morality needed for a desirable existence here and now. Karma 

is also closely associated with the concept of merit (bun) and demerit (bab) (Chai, 

1985). When one makes up one's mind to do something, one is responsible for it and 

is liable to retribution (Takakusu, 1975). In other words, one who does a good deed 

will receive merit, but doing an evil deed will also bring demerit. 

In terms of care for elderly people in Thailand, if children do not take care of their 

parents, this would bring demerit. It would be considered immoral and not acceptable 

to people in the society. A person's karma may manifest itself immediately, or it may 

take a long time, not appearing until some future life (Darlington, 1990). Thus, in this 

respect, it may affect people's beliefs as to the uncertainly of their future when they 

grew old. The logical thinking is that if they do not provide care for their parents, 

their children will not provide care for them in the future either. On the other hand, if 

they provide care for their own parents, their children will see a good example and the 

value of Buddhist teaching, then they will follow that example and provide care for 

them, in turn, in their old age. Thus, Buddhist doctrine of karma seems to reinforce 

people's behaviour to preserve the traditional culture of providing care for their own 

parents. 
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Another Buddhist teaching which is associated with care for elderly people and which 

may encourage people to provide care for their parents is merit making. Merit making 

is important to people because it improves one's karma, which, it is believed, will 

ensure a prosperous rebirth and to enhance the possibility of a better life in the future 

(Tambiah, 1970; Chai, 1985). Merit can be made by doing good of any kind, for 

example religious activities: giving alms to the monks; supporting the Buddhist temple 

(Wat); praying; following Buddhist precepts and practising meditation (Chai, 1985). 

Other types of meritorious activities, Darington (1990) indicated, include being 

generous to others, taking care of the poor and caring for one's parents. In this 

respect, it is clear that caring for one's parents is viewed not only as fulfilling filial 

obligation and cultural expectations, but also to accumulate good deeds for the carers, 

in order that they may themselves earn a better future life. As Caffrey (1992b) 

explained; 

The ideology of merit making in Buddhism is based on the concept of 
generalised reciprocity and, therefore, consistent with the cultural norm 
regarding appropriate filial behaviour. One not only collects merit for 
one's own future, but is also obligated to pay others who have 
accumulated merit and to whom one owes a debt for having been cared 
for. The accumulation of merit thus acts as a resource available to the 
elderly in exchange for care from others (p. 126). 

Thus, it is clear that the continuing provision of care for elderly parents has a close 

relationship with the Buddhist doctrine of 'parent repayment' and the belief in 

'karma' and 'merit making, , giving rise to a tradition of family care for elderly people 

in Thailand. This raises the interesting question, what will happen in the event of a 
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decline in Buddhist belief, associated with the transition to modernisation resulting 

from economic growth, bringing a greater inclination towards a secular culture, beliefs 

and lifestyle? 

3.5. Health Care in Thailand 

One of the most prominent characteristics of health care services in Thailand is the 

availability of both traditional and modern medicine for the patient. It is considered 

important that people have a choice. Practitioners from both type of institution have 

to obtain a legal license to practice from the Ministry of Health, Thailand. The 

characteristic and the roles in providing service and treatment of traditional and 

western medicine is described below. 

3.5.1. Traditional Medicines and Traditional Healers 

Traditional medicine is practised in most developing countries, particularly in 

Southeast Asian countries where, for the greater part of the population, it is the only 

resource available for those suffering ill health (Jaspan, 1969). In these countries, 

many people view iIlness as one of a number of misfortunes (Laderman and Esterik, 

1988). Although today, western medicine is becoming more widely available, 

traditional medicine is still practised side by side with western medicine. However, it 

is important to ask why there has been so little improvement in attitudes towards 

western biomedicine. . Why do people still believe in and practice folk medical 
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systems? This is a feature not only in developing countries, but also of western 

countries where there is an increasing interest in so-called 'alternative' or 

'complementary' medicine, even among some practitioners of modern biomedicine. 

For example, a survey in the Lancet reported that nearly half of Australians turned to 

alternative medicine in 1995, even though there is no proof the remedies work 

(Bangkok Post, 1996). 

Traditional medicine was brought to health professionals attention when the World 

Health Organisation (WHO) launched the maternal, child health and health education 

programme (Jaspan, 1969). It has predominated in developing and underdeveloped 

countries for a long time, and is part of people's culture, which has influenced their 

beliefs and health behaviours. Therefore, the study of health in these countries will not 

succeed if traditional medicines are ignored. Thus, the WHO recommended the 

utilisation of indigenous practice to the underdeveloped and developing countries, with 

the co-operation of international health agencies, such as UNICEF (Jaspan, 1969). 

The recent health policies in several Southeast Asian countries, therefore, have 

stressed the need for culturally specific programmes, in addition to Western clinical 

practices based on biomedical models and standards (Laderman and Esterik, 1988). 

i) Traditional Medical Theory 

Little is known about traditional medical theory and pathology in Southeast Asia. 

Only a few studies and· papers in this field are available, mainly from anthropological 
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studies. One of the earliest studies was carried out by J aspan between 1961 and 1963. 

Thus, the majority of information in this section will be based on Jaspan's findings. 

Jaspan (1969) explained that traditional medical theory in Southeast Asia is derived 

from deep religious, philosophical and sociological roots. Southeast Asian philosophy, 

religion and medicine were inspired by a later Indian import, that of Buddhism. As 

Misra (I 968) pointed out: 

The most distinctive feature of Buddhist ethics is its freedom from 
theism, which leaves room for rationalism and rules out submission to 
some superhuman power controlling the world-process. (p. 54) 

Although the Southeast Asian pathological theories are not the same, among many 

countries in the north, such as Burma, Laos, Khmer and Thailand, traditional medicine 

is reported to be powerfully influenced by an extra-sensory world of omnipresent, 

potentially nefarious spirits (Jaspan, 1969). 

ii) Traditional Thai Medicine 

Traditional medicine was described as an ancient art of healing indigenous to Thailand 

and received influences with various degrees of impact from surrounding medical 

traditions. Thus, it does not appear as one unified tradition (Brun and Schumacher, 

1994) throughout the country. It is also influenced by other historical traditions and 

most significantly associated with Buddhism (Esterik, 1988). Thai traditional 

medicines usually come in liquid form, pill form, or as a salve or powder to pat on the 

body (Esterik, 1988). 
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Although the definition of traditional Thai medicine is 'medicines derived from the 

natural products of herbs or plants, animal, and minerals' (National Statistical Office, 

1986, p. 3), more often it refers to herbal medicines which may reflect a greater 

popularity among users. Herbal medicine is well described as part of the total medical 

system in Southeast Asia, in terms of a health maintenance system, not simply 

treatment for a specific disease. In Thailand, herbal cures were more likely to be 

found in the rural areas where the western medicine was less available and more 

expensive (National Statistical Office, 1986; Esterik, 1988). However, since 1957, the 

value of traditional medicine has been recognised with the establishment of the School 

of Traditional Medicine in Bangkok and an increasing number of people in urban areas 

have become interested in and are seeking for traditional medicine. 

Brun and Schumacher (1994) explain that there were two groups of traditional Thai 

practitioner; so called royal doctors or royal court (mau luang) and ordinary doctors. 

According to the contemporary point of view, it is also possible to classify traditional 

medicine into: the urban variant and rural or village variant. Basically, royal and urban 

are equivalent, and so are the terms common, rural and village. First, the urban 

variant, which is the direct heir of the royal tradition and taught at the various 

traditional medical schools. This type has earned its status, with its own printed 

textbooks and is officially recognised by the Thai Ministry of Public Health as the 

practice of healing based on traditional texts rather than science. The first Traditional 
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Medical School, which is located in Wat Pho, a Buddhist monastery in Bangkok, was 

founded in 1957 (Esterik, 1988) and later formed regional branches. A person who 

passes certain examinations based on the textbooks can obtain a licence to perform as 

a traditional doctor. The second type of traditional medicine was the rural or village 

variant. This was the traditional medicine which was practised in the countryside and 

consists of several regional subvariants. However, there was no clear-cut distinction 

between the urban and the rural traditions; they had many things in common and have 

influenced each other. This type of traditional medicine has no existing school and is 

not officially recognised by the Ministry of Health. This knowledge is normally 

transmitted individually from teacher to student, or from father to son, so it is rare to 

see female practice in the Thai traditional medicine. 

iii) Classification of Traditional Healers 

Few studies on traditional healers have been carried out in Thailand. Thus, the 

classification of traditional healers will be based on the available literature and the 

existing research findings. The term, 'traditional healers' refers not only to people 

who practise herbal therapy, but also includes a wide variety of therapeutic specialities 

which include magic and incantation, as follows: 

Herbalists: Herbalists are one of several types of traditional healers in Thailand. Brun 

and Schumacher (1994) found that typically, herbalism was a male profession and the 

knowledge of the tradition was not passed on freely to people outside the tradition. 
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Since the School of Traditional Medicine was found in 1957, a person who has been 

trained and passed a government examination in traditional medicine will be granted a 

licence from the Ministry of Public Health to become a traditional Thai practitioner 

and can practice or open a drug store which sells only traditional Thai medicine 

(Esterik, 1988). However, Brun and Schumacher (1994) stated that this kind of 

herbalist from the traditional Thai medicine does not represent traditional practitioners 

as a whole, as many local herbalists did not train with the School of Traditional 

Medicine yet, but still practised in the countryside. They also mentioned that rural 

herbalists had non institutional dialectic instruction. Its medical knowledge was 

transmitted partly by word and partly by hand-written manuscripts and students 

acquired knowledge from many different teachers. Such treatment covered almost 

every kind of disease, using herbs and other natural substances, including incantation 

as an integral part of the tradition. 

Supernaturalist Healers anti Sorcery: Golomb (1988) pointed out that during a 

health crisis, traditional Thai and Malay villagers in north-eastern, central and southern 

Thailand have turned for assistance to the very Supernaturalist practitioners (mau phii) 

who are best equipped to undertake acts of sorcery. The task of supernaturalist 

healers is to expose, identify, and counter supernatural aggression which is inflicting 

physical or mental suffering on their patient. Many exorcists can perform sorcery, and 

most sorcerers can conduct exorcisms. 
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Basically, disease may be caused by 'amoral' spirits which are the many nameless and 

hungry spirits living anywhere in the immediate village, neighbourhood or in the forest. 

Similarly, disease may be caused by 'moral' spirits which means spirits which are 

normally good or protective, such as that of an ancestor, the village or the temple. 

Such spirits are thought to cause mild disease, like sudden attacks of fever, in 

retaliation for some disrespectful behaviour. 

Golumb (1988) stated that in the rapidly modernised region of Thailand, particularly 

central region, supernaturalist practitioners have become somewhat marginal figures. 

Thus, the supernaturalists' status has only declined near the capital areas, but it still 

predominates in the isolated and technologically backward areas like north-eastern, 

southern, or even northern Thailand. Also, incurable or chronic illness which has 

initially been treated by the modern medical system may later be taken to a 

supernaturalist healer. In particular, psychological disorders and social problems are 

commonly referred to the attention of supernaturalist practitioners (Golumb, 1988). 

Alternatively, in the northern region, people may turn for advice to the mediums, part 

of a female tradition who find the cause of disease and may attempt to cure certain 

disease with "rubbing" ceremonies. They may also turn to the "sender," who performs 

a series of ceremonies by calling the spirit-essence of a person or by sending away bad 

luck (Brun and Schumacher, 1994). 
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Other traditional healers: The remammg traditional healers in the Brun and 

Schumacher's (1994) study were formed in the northern part of Thailand, and may be 

found in other parts of the country also. As they described it, the "blower" specialises 

in wounds and broken bones. The blower "blows" incantations and applies alcohol to 

the fracture without surgery, then supports the fracture area with sticks tied together. 

Traditional massage is practised in institutions such as the Traditional Thai Massage 

School and the Traditional Medical School in Bangkok, but in the northern region, 

aching muscles are often treated with massage which according to Brun and 

Schumacher (1994), most people seem to learn by personal experience. Finally, the 

traditional midwives who are predominately female and specialist in child delivery also 

use traditional healing methods in their practice. However, nowadays, most women 

prefer to give birth with Western-trained midwives or in hospital, thus, the traditional 

midwives are rapidly disappearing. 

iv) The Inlpact on Traditional Thai Medicine 

Although some people try to preserve traditional medicine as an aspect of the national 

heritage, others may want to use the traditional doctors to ensure better health services 

for the majority of people, or some may see traditional medicine as a source of new 

drugs from natural products, which are believed to be harmless and much cheaper than 

synthetic agents such as the imported western drugs. However, Brun and Schumacher 

(1994) claimed that few people are really interested in the tradition as a whole; most 

are concerned only with the pharmaceutical side. 
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Nevertheless, traditional medicine still exists as because of the long history of 

traditional medicine in Thailand, it has become a part of the people's culture, beliefs 

and health care behaviour. A survey of Health, Welfare and Use of Traditional 

Medicine 1986 by the National Statistical Office, Thailand, reported that of a 

population of 52 million population in 1896, 12.8 million (24.6%) had engaged in 

traditional or herbal medicine. The majority of them (84.8%) lived in the rural areas. 

The northern region had the highest (34.0%) and Bangkok the lowest (17.4%) 

proportion of people involved in traditional medicine. This finding suggests that 

traditional medicine is still practised side by side with western medicine. Should it be 

called an alternative medicine? Does it indicate the insufficient health education and 

health care provision in the rural areas? Or does it demonstrate a rich cultural 

knowledge of practices which have a beneficial affect on aspects of psychological as 

well as physical health? 

3.5.2. Western Medicine 

In Thailand, traditional medicine predominated until the late 19th and early 20th 

centuries. Western biomedicine was first brought to Thailand by Christian 

missionaries in the 1820s, and had little impact at the beginning. Then, Dr. Bradley, a 

Christian missionary physician, came to Thailand in 1835 during the reign of King 

Rama IV and became the King's personal physician and received a lot of support from 

the King. Bradley also introduced smallpox vaccination, started the programme of 
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prevention against cholera, and performed new surgical and obstetric techniques 

(Esterik, 1988; Brun and Schumacher, 1994). Since then, western medicine has 

flourished, a number of western medical schools and nursing schools have been 

founded, and a lot of patients have been taken away from traditional medicine. 

i) Healtlt Care Systenl and Insurance Schemes 

Santerre and Neun (1996) explained that a health care system consists of the 

organisational arrangements and processes through which a society makes choices 

concerning the production, consumption and distribution of health care services. 

Thailand is a developing country and has a long history as an agricultural nation with 

low economic growth. There is no doubt that funding of health care is not the first 

priority from the Thai Government; the bulk of national funding goes on other 

developing projects. For example, the Thailand budget expenditures in fiscal year 

1995 (from 1 October 1994 to 30 September 1995): 19.2% on education, 14% on 

national security, 9.8% on agriculture, 9.0% on transport and communication, 7.4% 

on public health, and 40.6% on other items (Alpha Research and Manager Information 

Services, 1995). Because the Public Health Department receives insufficient funding 

and support for developing better health care provision and the planning of an 

equitable system of health care distribution from the government, people, in general, 

have to be responsible for their own medical treatment. 
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In Thailand national health care services are still not yet available. Previously, only , 

two groups of people received medical care benefits from the government: first, 

government officers, state pensioners, and their immediate families, and second, those 

who worked with a semi-government firm or' state enterprise, such as a tobacco 

factory or the state railway, and their immediate families. For the remainder of the 

population, out-of-pocket payments were common, unless people had private health 

insurance. Private insurance companies, however, function as third-party payers, the 

consumer has to pay a premium in exchange for some amount of medical insurance 

coverage. In addition, the consumer may be responsible for paying a deductible 

portion as well as a co-payment amount in which the consumer pays a fixed 

percentage of the cost each time he/she receives a medical service (Santerre and Neun, 

1996). 

Recently, there has been an increase in the range of sources of financing towards 

medical care in Thailand. These include employee health insurance, public health care 

insurance for low-income families and for vulnerable groups, and private agencies. 

Employee health insurance was started when the government introduced the Social 

Security Act in 1991 (Bennett and Tnagcharoensathien, 1994). The scheme is 

compulsory for companies with more than 20 employees; there is also the Workmen's 

Compensation Fund for work-related injuries and illness. The scheme mainly provides 

insurance coverage for employees of private corporations. 
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For the unemployed or self-employed, a 'health card' has been introduced by the 

Public Health Care Department. This type of insurance is financed by the people in the 

community. Basically, the households prepay health care cost as in the same way as 

an insurance premium, though the cost is lower than private health care insurance, in 

exchange for some amount of medical insurance coverage which functions as the third­

party payer. However, there are some limitations to this type of insurance, coverage is 

for no more than eight illnesses per annum and 2,000 Bath (£50) per episode, and 

service must be sought only from the government sector (Nittayaramphong and 

Tangcharoensathien, 1994). 

The Public Welfare Department also offers a 'welfare card' for free medical care to 

low-income families and vulnerable groups, such as elderly people who are on the 

poverty line, children and disabled persons. However, all of these insurance schemes 

still cover only two-thirds of the total population (Department of Medicine, 1996). 

Thus, there is a need to promote more health insurance to cover all the population, in 

order to ensure equality of opportunity to receive health service in all socio-economic 

classes (see Table 3.4 and 3.5). 
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Table 3.4. Financing in Health Care 
Source of funds Payment mechanism 

Out-of-pocket Fee-for-service 

Private insurance 

Health card 

Social security 

Workmen's Compensation 
Fund 

Civil Servant Medical 
Benefit Scheme 

Fee-for-service 

Global budget-70% of 
premiums goes to 
compensate providers, with 
set formula for distribution 
between different levels of 
health care system 

700 Bath capita payment 

Fee-for-service, 
reimbursement with ceiling 
of 3 0,000 Bath 

Mixture of fee-for -service 
reimbursement with limits 
by item in the private sector 
and full direct payment in 
public sector 

Payment modality 
Pay at the point of service 
according to the fee 
schedule in public and 
private hospitals 

Minimal co-payment if 
beyond the ceiling. 

Free access to health 
providers 

Maximum eight illness 
episodes per annum and 
2000 Bath per episode. 
Care must be sought from 
government facilities 
following strict referral 
system. 

System of main contractors 
with sub and supra 
contractors. 
Certain expensive 
procedures and 
emergencies covered by 
fee-for-service 

Free choice of health care 
provider. 

All out-patient service must 
be sought in public sector. 
In-patient service can be 
sought in public or private 
but only the expenses of 
public care will be fully 
met. 

Source: Developed/rom Nittayarantpltong and Tangcharoensathien (1994), p 39. 
Note £1 = 40 Bath (prior 1997) 
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Table 3.5. Medical welfare and health insurance schemes 

No. of 
Schemes Type of Objectives Target population persons 

Insurance covered* 
{million} 

Social Security Compulsory Protection of Workers in firms 3.0 
Scheme health insurance workers for with more than 20 

illness not related employees 
to work 

Workmen's Compulsory for Protection of Workers in firms 3.0 
Compensation work related workers for with more than 20 
Fund injuries and work related employees 

illness illness 

Civil Servants' Public Fringe benefits in Government officials 6.0-7.0 
medical benefit assistance compensation for and dependants 

low salaries 

Health card Community Community Households 2.7 
financing: development in 
prepayment, PHC, promotion 
voluntary of rational use of 
health services via a 
insurance referral chain 

Welfare card Public Promote equality Elderly, children, 
assistance in health care and disabled person 

service for 
vulnerable person 

Private Voluntary Private personal The better off, 
insurance insurance Insurance private sector 0.2 

employees 

Sources: Adapted/ronl Bennett and Tnagcharoensathien (1994), p. 11, and 
Nittayaramphong and Tangcharoensathien (1994), p 33. 

Note * total population 56.1 million 
.... no data available 
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ii) Provision of Health Care in Thailand 

Although the Thai Government is unable to provide free medical care for all people, 

such as is provided in developed countries (for example, the National Health Service 

(NBS) in Britain), the Ministry of Public Health (MOPH) is, in general, the main 

provider of health services. The exception is in the Bangkok metropolis and big cities 

where the private sector also plays a significant role (Ogawa et at, 1993). However, 

poverty is the most common problem which deters the use of health services in the 

private sector. 

iii) Classification of Health Care Providers 

Health care provision in Thailand can be classified by ownership, jurisdiction, region, 

type of administration, and type of patient treated (Alpha Research and Manager 

Information Services, 1995). In this section health care will be classified by type of 

ownership, particularly in hospitals and community health services. Three major 

ownership types can be identified: Government Ownership~ Semi Government 

Ownership or State Enterprise; and Independent Sector. Thus, people in the 

community can make their own choice of where to get health services from the 

available health care providers (see Figure 3.2). 

Governnlent Ownership: Government Ownership is the dominant form of health care 

provision and the majority of health care services come from the MOPH which 

provides services throughout the country, such as community health care centres , 
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district hospital, and provincial hospitals provides primary and secondary health care 

services. In addition the MOPH funds regional or central hospitals and specialised 

services hospitals, such as the Monks' hospital~ Women' s hospitals~ Children's 

hospitals~ Neurological hospitals~ and Psychiatric hospitals, for providing tertiary care. 

The second type of health care services in this group is Teaching Hospitals, which are 

administered by the Ministry of University Affairs. These Teaching Hospitals are 

situated in Bangkok and in every region. They aim to provide health care services to 

patients who need a second opinion in case of complicated disease and treatment. 

They also serve patients who are transferred from the Public Health Hospitals. The 

last form of Government Ownership comprises mainly hospitals administered by the 

Ministry of Defence, such as Army hospitals~ Navy hospitals~ Air Force hospitals~ and 

Veterans' hospital. Police hospitals, however, are administered by the Ministry of 

Interior. 

Semi Government Ownership or State Enterprise: This type of hospital is operated 

by industrial corporations for their employees and by union members (Wilson and 

Neuhauser, 1974). There are only 5 State Enterprise hospitals providing 358 beds 

(Alpha Research and Manager Information Services, 1995) for health care services 

from the Tobacco Industry and the National Railroad. Although the primary objective 

of these hospitals is to serve corporations' own employees and members, their services 

are also open to other people. 

109 



Government Sector 

Ministry of 
University Affairs 

Specialised hospital State University Army hospitals 
(Teaching hospital) 

Navy hospitals 
Air Force hospitals 

Regional hospital Bureau 
(GPs, Specialist) 

Province hospitals University hospitals 
(GPs, Specialist) (GPs, Specialist and 

I Health professionals) 
Distric~ hospital (GPs) 
Health Promotion Central 
for Elderly 

commJnity Health Centre 
(community nurse, village healt 

Vil1age~rs) 

Tobacco industry hospital 
Railroad hospital 

People in the community 

Non Profit Organisation 

I 
Religion Groups Own Hospitals 
(Roman Catholic, Baptist, and 
Presbyterian 
Red Cross Hospital 

Police hospitals 
Public Welfare 
Department 

I 
Residential home 
Social service Centre 
Day centre 

Private Agencies 

I 
Private clinic 
Private hospital 
Private nursing home 

Private health insurance 

Fig 3.2. Structure and Adnlinistration in Health Care Services in Thai/antL 
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Independent Sector: This group of hospitals consists of non-profit and profit health 

care providers. The non-profit hospitals are mostly operated by voluntary or 

charitable organisations. They include church affiliated and religious groups' own 

hospitals (Roman Catholic, Baptist, and Presbyterian), as well as the Red Cross 

Hospital in Bangkok. The second type of independent sector hospitals are operated by 

private agencies, such as private hospitals, private nursing homes, and private clinics 

which have private funding and provide care for their own profit. The number of 

private hospitals in Thailand has grown rapidly, particularly during the sixth national 

social economic development plan (1986-1991), when average GDP growth was 

almost 10% (Nittayaramphong and Tangcharoensathien, 1994). 

iv) Administration in Public Healtlt Care 

The Minister of Public Health is responsible to Parliament for managing the provision 

of health care throughout the country. When health projects have been decided the 

Minister discharges them to the Director of Regional Public Health, Director of 

Provincial Public Health and Director of District Public Health respectively. All staff 

are appointed by the Minister and supervised within a hierarchy. Health care provision 

overall includes basic health care. The Federal Hospitals have the primary aim to care 

for army personnel and veterans, and secondarily, to provide care for army personnel 

dependants such as parents, wives/husbands and children, and finally, to provide care 

to other people who are not army personnel but need medical treatment. Social 

services are under the Public Welfare Department which is a division of the Ministry of 
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Interior. Teaching hospitals and central hospitals are major resources of tertiary care 

from specialists. They contain more modern medical equipment to provide treatment 

for complicated disease, as well as carrying out advance studies and research in health 

care. Tables 3.6 and 3.7 show the number of hospitals and hospital beds in the 

government and private sectors in Thailand. 

Table 3.6. General services hospitals: by jurisdiction, 1991 

Jurisdiction No. of No. of 
hospitals hospital beds 

1. Office of the Permanent Secretary, 
Ministry of Public Health 681 45,587 

2. Department of Medical Services, 
Ministry of Public Health 5 2,790 

3. Ministry of Defence 56 7,979 
4. Ministry of Interior 5 1,195 
5. Other government agencies 1 30 
6. Ministry of University Affairs 7 5,918 
7. State Enterprise 5 358 
8. Municipality 8 2,125 
9. Independent organisation 6 1,820 

Total Government Hospitals 774 67,802 
10. Private Hospitals 209 11,354 

Total 983 79,156 

Source: Developedfrom Alplta Research and Manager Information services (1995), 
p. 81. 
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Table 3.7. Number of hospitals and Number of hospital beds: by region, 1991 

Region 
No. of 

hospitals 
No. of hospital beds 

Government Private Total 
hospital hospital 

Bangkok 86 13,813 4,991 18,804 
Vicinity of Bangkok 40 2,367 787 3,154 
Central 60 4,467 449 4,916 
Eastern 77 5,711 541 6,252 
Western 80 4,862 608 5,470 
North-eastern 280 14,529 1,139 15,668 
Northern 200 12,968 1,819 14,787 
Southern 160 9,085 1,020 10,105 
Whole Kingdom 983 67,802 11,354 79,156 
Source: Adaptedfronl Alpha Research and Manager Information Services (1995), 

pp. 81, 85 and 86. 

3.6. Policy Context 

In comparison to the western countries, there are significantly fewer services available 

for elderly people in Thailand. The responsibility for caring for elderly people in 

Thailand remains largely with the family, in accordance with the Thai tradition, and is 

influenced by the Buddhist philosophy, of caring for one's own elderly relatives (see 

Section 3.3). The Thai government also supports continuation of the traditional family 

role in providing support (Wongsith, 1992). It might be suggested that the Thai 

government has benefited from this traditional approach to care, which saves public 

expenditure on health care for elderly people. It may be asked is the Thai government 

interested in examining the needs of elderly people and their families and their 

problems in caring in the community? The following section describes government 

activity to identify and respond to the needs of older people. 
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In the course of Thailand's economic growth and transition to an industrialised 

country, the proportion of Thais engaged in agriculture is rapidly declining. In 

Thailand, as in other developing countries, a number of population studies have 

described a substantial migration of the labour force from rural to urban areas, women 

no longer confined to work at home, an increase in the number of nuclear families, and 

an increase in the number of homeless elderly who live on the street or in residential 

homes. These findings from a number of studies by both the government sector and 

private organisations have put pressure on the government to pay more attention to 

the existing problems and indicate that further problems can be expected in the future 

if insufficient services are provided. There has also been pressure from the United 

Nations, for example, at the Vienna International Plan of Action on Ageing World 

Assembly on Ageing, 1982, concerning humanity, development and education for 

elderly people (United Nation, 1983), and the WHO's campaign on Health Promotion 

in Ageing, which adopted the slogan, "Add life to years" (The Committee of the 

Benefit for Ageing and Social Development, 1991). 

3.6.1. Policy Intervention 

As a part of the Fourth Five Year National Development Plan (1977-1981), the 

Ministry of Public Health introduced an Advisory Committee for Planning Health Care 

Programmes for Ageing in 1979. Its main objectives were to train and educate health 

professionals in caring for elderly people and delivering health education to the public. 
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However there has been little evidence of improvement in health and social benefit for , 

elderly people. In 1982, when the Thai government faced pressure at the international 

level, for example from the United Nations and WHO, as well as from pressure groups 

in Thailand, legislation was passed to establish the "National Committee on Ageing of 

Thailand." The committee, chaired by the Minister of Interior, was composed of Thai 

intellectuals from government and private organisations. This committee emphasised 

the need to study the impact of demographic change. 

3.6.2. Policy and Planning 

Since the National Committee on Ageing was established in 1982, a number of sub-

committees have been set up to address specific problems. The Long-Term Plan for 

Elderly People (1982-2002) was first introduced by the Ministry of Public Health, with 

the intention of bringing about improvements in five key areas: health care; education; 

secure income; social and culture's attitude; and social benefits with the co-operation 

of the Department of Medicine, Department of Continuing Studies, and Department of 

Social Welfare. In addition, seven national sub-committees on ageing were set up to 

cover all aspects related to social welfare, health and well being for elderly people. 

The remit for each sub-committee was to study their own specific area of concern, 

then plan programmes, set policy, and implement the agreed measure throughout the 

country (The Committee of the Benefit for Ageing and Social Development, 1991). In 

1992, the first National Long-Term Plan for Elderly people (1982-2002) was revised 
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to form a new National Long -Term Plan to be implemented from 1992 to 2011. The 

new plan's aims to meet the needs of elderly people are summarised in Table 3.8. 

Table 3.S. The National Long-Term Plan for Elderly People 

The National Long-Term Plan for Elderly People, 1992-2011 

1. Health and diet: emphases health promotion and promote health care services both 
physical and psychological among elderly people, i.e. self health care, health 
prevention, exercises, and retirement preparation for well-being in later life. 

2. Social Security: to increase the provision of social benefit and public welfare to 
meet the needs of elderly people, particularly, low-income groups and those who 
have no relative to depend on. 

3. Employment and Income: encourage elderly people to continue working as well as 
to participate more in voluntary services. Including providing income support for 
elderly who are on poverty line. 

4. Social and Culture: promote living in an extended family and encourage close 
relationships within the family as the traditional Thai family~ emphasis believing in 
reciprocity and respect for the elderly; increase religious role by teaching Buddhist 
Dramma as well as providing psychological support to elderly people in the 
society; encourage people in the community and private organisations to provide 
more social services for the elderly; and enhance protection to ensure human 
dignity for the elderly group. 

5. Research and Development: promote study and research on ageing as well as 
produce and train health professionals and social worker for providing service for 
elderly people. 

Source: Adaptedfrom Department of Medicine (1993), pp. 121-134. 

Policy and planning for elderly people have also been included in the Five Year 

National Development Plans. For example, the Fifth National Development Plan 

(1982-1986) included social welfare services, particularly for the elderly and people 
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with disability, such as: non-institutional care; encouraged the private sector to 

participate in provision of such services; and emphasised the role of the family in 

taking care of elderly people (Wongsith 1992). The Sixth National Development Plan 

(1987-1991) focused on elderly people's needs and delivery of specific services for 

this age group. The Seventh National Economic and Social Development Plan (1992-

1996) emphasised ensuring the opportunity of access to health care services and health 

promotion by introducing the 'welfare card' for the elderly who are on the poverty 

line, and other vulnerable groups, such as children and disabled persons (Department 

of Medicine, 1993). 

The most recent five year plan is the Eighth National Economic and Social 

Development Plan (1997-2001). In this plan, the government has paid more attention 

to improving provision of health and social welfare for elderly people. Firstly, it plans 

to develop universal provisions for elderly people to be covered by social welfare 

benefits, including an increased living allowance, free health services, and discounted 

fares for all transportation services in both urban and rural areas. Secondly, it will 

encourage and assist families to understand and care for their aged members. Thirdly, 

private hospitals, non-government organisations (NGOs), religious institutions and 

communities will be encouraged to participate in caring for elderly people. Finally, it 

is planned to establish an effective focal point for the management of care for elderly 

people, including collection of data and co-ordination of activities for a comprehensive 

approach (National Economic and Social Development Board, 1997). 
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The policy and planning on health and social services for elderly people in Thailand, 

generally, are released with the co-operation of the Department of Public Welfare and 

Social Services, Ministry of Interior, Department of Medical Services, Ministry of 

Public Health, and Department of Informal Education, Ministry of Education 

(Wongsith, 1992). They are intended to be implemented not only by the government, 

but also the private sector. In addition, the Thai government has tried to raise public 

awareness of ageing and caring issues by designating 13th April as "National Senior 

Citizen Day" (Research and Development Group, 1993). On this day, the younger 

generation are encouraged to pay respect and recognise the contribution to the family 

and society of their elderly relatives and other elderly people, probably, in the hope 

that this will increase their sense of a need to repay debt by providing care for them. 

3.7. Health and Social Welfare for Elderly People 

Although health and social security provisions, particularly for elderly people in 

Thailand, have been introduced in the Fifth National Economic and Social 

Development Plan (1982-1986) and Long-Term Plan for Elderly people (1982-2002) 

since 1982 as discussed in Section 3.6, however, this provision is still developing. 

Health and social services available from the government are generally seen as basic 

help for daily living. The available services are described below. 
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3.7.l. Health Care Services for Elderly People 

Formerly, health care services for elderly people in Thailand were not recognised as a 

special category; the elderly were simply categorised as adult patients. As health 

professionals became aware of the increase in the ageing population and their different 

health care needs, as compared with the middle-aged group, the first clinic for elderly 

people was opened in 1963 at the neurological hospital in Bangkok. Following this, 

most general hospitals in both government and private sectors, throughout the 

country, were encouraged to open geriatric clinics. The 1991 national hospital survey 

on health care services for elderly people reported that there were 225 geriatric clinics 

which provided services at least 1-2 times a week (The Committee of the Social 

Benefits for Elderly people and Social Development, 1991). However, it was found 

that the majority of geriatric clinics operated in the government sector, and only 4% 

were in private hospitals. Also, most of these clinics did not provide rehabilitation, 

health visitors or social services. 

The Ministry of Public Health, the major health care provider in Thailand, currently 

delivers health care services for the elderly through two systems, the 'Primary Health 

Care System' and the 'Hospitalised Care System.' People in the community are 

encouraged to participate in giving primary health care to the elderly. Participants in 

this Community Voluntary Health Care, as it is called, are trained in first aid and 

screening for common diseases in elderly people, for example taking blood pressure 

(BP) to screen for. hypertension (HT) and checking blood sugar in urine to screen 
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diabetes mellitus (DM). At the same time, it is the policy of the Ministry of Public 

Health is to provide proactive health care services to elderly people in the community 

by sending health promotion teams to visit patients at home, to assess their needs for 

health care and provide help to meet their needs. 

The second channel for delivery of health care services is the provision of free medical 

treatment to elderly patients who have a senior citizen card, at all hospitals and health 

care centres operated by the Ministry of Public Health (MOPH). However, the most 

recent information on funding in Public Health Care suggests that this project is under­

funded. For example, in 1994, the MOPH received 44,335 million baths (1,108 

million pounds) and it was increased to 52,596 million baths (1,315 million pounds) in 

1995. Only 7.4% of the total budget expenditure in fiscal year 1995 was allocated to 

Public Health (Alpha Research and Manager Information, 1995). The lack of funding 

from the government raises doubts as to survival of the project, and hence the future 

well being of elderly people. W ongsith (1992) stated that the lack of funding from the 

government is due to the fact that its priorities lie elsewhere, e.g. socio-economic and 

educational improvement and that government policy tends to emphasise the 

traditional system of care within the family. These factors have led to limited 

provision of health and social welfare for the aged. 
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3.7.2. Social Welfare for Elderly People 

Social services for elderly people provided by the Department of Social Welfare can be 

divided into two categories: institutional and non-institutional services (Department of 

Public Welfare, 1994b) as follows: 

i) Residential Home 

Bangkae Home for the Aged was established in Bangkok in 1953, and is administered 

by the Department of Public Welfare and Social Services, Ministry of Interior (The 

Committee of the Social Benefits for Elderly and Social Development, 1991). This 

was the first social service home available for elderly people. The recent information 

available from the Social Welfare Department (1994) shows that the number of 

residential homes has increased to 13 serving 2,200 residents throughout Thailand. An 

applicant for a place in one of these institutions must be aged 60 or over; have no 

communicable disease, have no physical disability or psychological problem; and meet 

one of the following criteria: be homeless and have no relatives; live alone and receive 

no help from their families or outside, or be unable to live happily with their own 

families. The majority of residents receive accommodation, food, clothing, and 

personal necessities, free of charge. Only 40 rooms, available in Bangkok, are 

operated like a hostel where residents have to pay a monthly rent which includes food; 

they bring their own clothes and personal belongings. Residents of both types of 

institution receive health and social services, for example, medical services, 
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physiotherapy, recreational activities, religious rituals, and traditional festival activities 

(Wongsith, 1992). 

ii) Residential compounds 

Residential compounds provide for residents aged 60 and over, who have to build their 

own house in the given area, and can then live there throughout their lives 

(Department of Public Welfare, 1994a). However, on death, the resident's home is 

handed over to the institution, if the resident has no relative to be qualified to live 

there. This scheme is designed to meet the needs of elderly people in the medium to 

high income bracket. Health, and social services and social recreation are available in 

the compounds, as in residential homes, and a warden is available on-site. There are 4 

residential compounds, of which two are situated outside Bangkok and the 

Metropolitan area. This type of service is likely to be expanded more in the near 

future, in order to provide services for elderly people in other parts of Thailand. 

iii) Social Services Centre for the Elderly 

The first social services centre was opened in 1979 in Bangkae residential home, to 

extend and expand the community's services to non-residents aged 60 and over, living 

nearby (Wongsith, 1992). Services available in the centre are: rehabilitation , 

recreation, family assistance and counselling service, including health promotion. The 

primary aim of providing this kind of service is to enable elderly people to live happily 

with their family in the community. At the moment, there are 10 social service centres 
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in the major provincial areas (two centres are under construction) providing services 

to over 500 elderly people per month. Most centres are situated outside residential 

homes. Some centres also provide day care, respite care, and temporary 

accommodation, so called 'Emergency Homes,' where elderly people in urgent need 

can stay for not more than 15 days. 

iv) Mobile Services 

Mobile services for the elderly are provided by co-operation between the Department 

of Social Welfare and the Department of Public Health. These teams, which include 

social workers, and health professionals, generally visit rural communities where there 

is no other provision, either institutional or non-institutional. However, this type of 

service is likely to be able to address only immediate health and social problems; there 

is no continuity of care. 

v) Other service projects 

The Department of Public Welfare operates other projects to improve social security 

and quality of life for elderly people. One is the 'Spectacle Project,' first introduced in 

1993, which aims to raise funds to provide spectacles for elderly people who are 

visually impaired, in order to improve their quality of life. The second project is the 

'Funding Project' for elderly living in the community, which was introduced in 1993. 

To be qualified to receive this help, the aged need to prove that they are under the 

poverty line, have no relative to help out, or are not able to work and earn money by 
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themselves, then they will receive income support of approximately 5 pounds a month 

until they die. The last project, introduced in 1994 was, 'Elderly Accommodation in 

Buddhist Monasteries.' It was initiated by the provincial public welfare departments, 

who carried out a survey to find out which Buddhist monasteries have elderly people 

resident, then provide funding support to those institutions, as well as providing 

income support for the elderly residents (Department of Public Welfare, 1994b). 

3.7.3. Pension Schemes 

In Thailand, the compulsory age of retirement is 60 years, however, not everyone is 

eligible to receive a pension when they retire from work, depending on the type of 

their occupation during their working life. Kiranandana (1989) classified the pension 

schemes into three groups: government, state enterprise, and private agencies 

employee. First, the government pension scheme, is applied only to those who were 

government officers. Although the compulsory age of retirement is 60 years, early 

retirement can be taken after age 50 or 25 years in service. Those who work for the 

government for 25 years or longer can obtain the benefits in the form of lifetime 

pension or a lump-sum payment as requested, whilst those who work continuously for 

10 years or longer are only eligible to receive a lump sum of money. The amount of 

lump sum is calculated by multiplying the final monthly salary by the number of years 

in services, and the life time monthly benefit is equal to 2% of the final monthly salary 

times the number of years in service. Second, the state enterprise pension scheme, 

applies to all state enterprise employees. In this pension scheme, in general, the 
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retirement age requirement or early retirement are the same as the government pension 

scheme. The state enterprises employers have to contribute a fixed percentage of the 

individual monthly salary to the pension fund. However, the benefits are available only 

in the form of lump sum. 

The final group is the private employees pension scheme. Under the Royal decree on 

provident funds which has been effected since 1984, both employers and employees 

have to contribute the provident funds, each employee has to contribute not less than 

3% of his/her salary, while each employer has to contribute not in excess of 15% of 

the paid salary. Benefits are paid to employees according to the terms specified in 

each employer's provident fund. However, only large private agencies provide 

retirement benefits to their employees while those who retired from small firms or 

were self-employed would not have had a pension or income support when they 

retired from work. 

3.7.4. Organisations for Elderly People in Thailand 

In Thailand, there are very few organisations working for elderly people. The majority 

of these organisations are run by non-government services or the private sector, either 

inside or outside Thailand. For example: 
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i) Senior Citizen Society 

The senior citizen society, founded in 1963, aims to raise the awareness of the needs 

of health and social services for ageing population. Branches of the society have been 

formed in every part of Thailand and become a pressure group who call for the rights 

of elderly people and put pressure on the government to pass the legislation to 

improve their health and social security. 

ii) Senior Citizens Association of Thailand 

This association was founded in 1987 by a group of elderly people who were well 

educated and aimed to use their knowledge to help the society, such as by giving 

lectures to the public, providing counselling, and working with government bodies and 

international organisations to improve the quality of life for elderly people. 

iii) H elpAge International 

The international organisation for elderly people, Help the Aged International, was 

founded in the United Kingdom with the objective of improving the quality of life of 

the disadvantaged older people in the developing countries. Help the Aged 

International came to Thailand in 1988, since when it has provided funding for a 

number of projects related to elderly people, such as health promotion for elderly 

people, eye rehabilitation for elderly people with cataract, and provision of training 

centres to improve knowledge and skill at all levels, of those individuals and groups 
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working in elderly care throughout the Asia Pacific Region (Help the Aged 

International, 1996). 

3.8. Possible Factors Impacting on Caring for Elderly People in Thailand 

In the past, the care of elderly people traditionally rested with their family members as 

the majority lived with an extended family and worked on the family farm. However, 

Thailand has gradually shifted from an agricultural to an industrialised economy. 

Moreover, the improvement in living standards and advances in medical treatment 

enable people to live longer, while at the same time, the success of family planning has 

lead to a decreasing fertility rate, resulting in older people forming a higher proportion 

of population (Kalache, 1992). These factors have raised awareness of the impact of 

changes which relate to the care of elderly people. This section, will focus on the 

causes of change and the consequences of these changes which lead to create problems 

and limitation on the caring for elderly people in Thailand at the present and in the near 

future. 

3.8.1. Impact of Demographic Change 

Sudden or rapid changes in birth and/or death rates have a fundamental impact on the 

age composition of the population. Changes in family size and the structure of 

households affect health costs, education, economic development, labour force 

participation, consumer demand, wages, and even a country's comparative advantage 
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(Burnham et aI., 1993). Questions arise as to how these impacts have occurred, and 

how these changes have affected the quality of life, particularly for the ageing 

population, who are economically inactive and live in a country where health and 

social welfare provision are still insufficient. 

i) Inlpact of demographic changes in Thailand 

Thailand has recently experienced changes in the age structure of its population as has 

been experienced by other developing country (see Section 3.2.2). According to the 

growing size of the ageing population is always seen as a growing burden to family 

and society. For example: 'the growing number of oldest old has increased the need 

for social services and medical care in many countries during the last decade' 

(Thorslund and Parker, 1995: p. 199). Thus, the increasing proportion of elderly 

people in the population will no doubt have a powerful impact on public policy 

decisions influencing how resources will be distributed to care for this vulnerable 

population (Caffery, 1992a). 

ii) Reduction in Household Size 

According to the traditional family structure, care for older people in Thailand is a 

responsibility of the family, thus there is increasing concern the decline in extended 

family structure, which is able to accommodate elderly people. Although the findings 

from Mason et aI. (1993) study on household size in Thailand suggested that family 

households predominated in both 1970 and 1980 and it was projected that four out of 
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five of these would remain intact. Fewer than 5% of all households were one-person 

or primary-individual households and those consisting of unrelated individuals. 

However household size has reduced dramatically since family planning was , 

introduced as part of the 3rd National Economic and Social Development Plan during 

1972-1976, to 5.2 in 1980 and 4.4 in 1990 (Limanonda, 1995), while the transition 

from an agricultural to an industrialised country, where there is no longer any 

advantage in having more children, has reduced household size still further. The latest 

findings obtained from the 1995 Statistical Yearbook of Thailand (NSO, 1995) 

indicate that the average household size has decreased from 3.9 in 1992 to 3.8 in 

1994. 

The household projection produced by Mason et aI. (1993) suggested that households 

will average only 3.5 members by 2010 and the number of children living in 

households will decline by one-half between 1985 and 2005. Whereas, on average, 

intact households had two members under age 15 in 1985, this will decline to only one 

child by the year 2005. In contrast, the average number of adult members will decline 

only marginally during the same period, and the prevalence of elderly parents of the 

head of the household should increase markedly during the twenty-first century 

(Mason et aI., 1995). In a country where health and social welfare services are not yet 

well developed, the family is a major source of help, particularly for the frail elderly 

who have no or low income. The impact of the demographic change and the 

continuing decline, in family size raise concern as to the availability of future carers 
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who will be able to provide care for frail elderly persons. It also calls for the 

government and policy makers to provide appropriate care for elderly people in terms 

of living arrangements, health care, and social and financial security (Chayavan et aI., 

1988). 

3.8.2. Impact of Socio-Economic Change 

Sustained economic growth in the Thai economy has been associated with the 

transition from an agricultural economy to one which is industry-based (W ongsith, 

1992). There is no doubt that economic expansion and the widespread adoption of 

science and technology has moved Thailand into a period of modernisation which is 

characterised by an accelerated rate of change. What will be the impact of change that 

elderly people will have faced and how will these changes affect on the traditional 

family care system for elderly people in Thai society? 

i) Modernisation 

Korson (1978) points out that "modernisation" usually carries with it the implication 

of change for a culture and the movement of the society away from the traditional 

practices that it previously accepted. Traditionally, care providing is primary a role of 

women, especially in Thailand, where daughters, more than sons, are expected to 

provide care for their elderly parents when they grew old. Modernisation, Caffrey 

(1992b) explains, has resulted in a number of social changes which affect women , 

associated with the move from a kin-based to a cash-based economy. These changes 
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include a breakdown in the traditional extended family system as children move to 

urban settings in search of work and women also move into the labour market. Thus, 

these factors would be expected to have a major impact on the availability of women 

to provide care for their elderly parents. 

ii) Changes in Marriage Pattern 

Today, divorce is becoming more common in Thailand. Social and economic changes 

have resulted in a greater frequency of conflict within the family which can lead to 

divorce (Wongsith, 1992). A report from the Administrative and Civil Registration 

Division (1994) shows that the divorce rate has increased from 8.3% in 1987 to 9.8% 

in 1993. Smith (1981) developed a life-table analysis of marriage using the 1975 

Survey of Fertility in Thailand (SOFT) data. The results revealed that almost two­

thirds of Thai women of reproductive age remarried within five years. These changes 

in marriage pattern might lead to complications in caring for parents-in-law. 

Moreover, children from previous marriages, may, due to loss of contact, be unwilling 

to provide care for their parents when they grow old. 

iii) Changing in Elderly Status and Power 

Age has traditionally been a basic determinant of status in Thailand (Cowgill, 1972). 

One of the Thai traditional values is respect for seniority, as mentioned earlier, elderly 

people are highly regarded and accorded a position of honour, both in public and at 

home (Wongsith, ,1992). This respect includes the recognition of their experience of 
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life and work and also their roles in traditional and religious teaching (Asis et aI., , 

1995). However, today, due to economic growth and technological advancement 

related to educational patterns, elderly people who have relatively low education, may 

find their knowledge and long experience no longer suitable for various new 

technologies. The power of age alone is no longer enough to keep them In a 

privileged position in society, which may affect their social-psychology, for example 

loss of dignity and experience of depression, in later life. 

3.8.3. Insufficient health and social services for elderly people who suffer from 

chronic illness 

From the literature presented above, of the limited health and social facilities available 

for elderly people, the majority of them, such as, residential homes, residential 

compounds, and other social clubs or societies focus on elderly who are in good 

health. Little attention has been paid to the elderly who are in poor health and are 

cared for at home. The available health services particularly for elderly people, such as 

geriatric clinics, have a limited role, providing services only in the hospital. As regards 

services in the community, mobile services are sometimes available in the rural areas , 

but, certainly, insufficient services are provided. No public nursing homes or respite 

care services are available. Most ill elderly people are treated and convalesce in 

hospital, and as there are no geriatric wards, elderly people are treated in the medical 

or surgical wards. There is an increasing awareness of 'bed-blocking' caused by long 

stay elderly patients. A study by Thamprechavai et al. (1992) found that of 119 
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medical patients surveyed at a teaching hospital in Bangkok, one-third were aged 60 

and over. More elderly patients than younger patients were still in hospital for non­

medical reasons (35% and 21%) and the duration of stay was also longer (median 11 

and 8 days). In the situation of the increasing proportion of elderly people and lack of 

acute and long-term care services available, it is likely that hospitals will be faced with 

increasing problem of bed-blocking from elderly patients and long-term care for 

elderly people who have chronic illnesses will be shouldered by their families. 

However, with the gradual decline of the extended family, and the lower fertility rate 

leading to a reduction of family size and of the number of future carers, caring at home 

for chronically ill elderly people will be a serious problem in the near future. 

Little is known about the nature of caring for elderly people who suffer from chronic 

illness at home. Therefore, it would be interesting to explore problems and the 

abilities of the families to cope with this caring situation. It would also interesting to 

explore how family structure and the relationship between carers and elderly relatives 

are affected by caring, who takes responsibility for caring, what health and social 

services are available, and what help carers need. The present research on family care 

for demented elderly relatives in Thailand was carried out in order to fill this gap. 
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Conclusion 

Thailand is a Buddhist nation which is situated in Southeast Asia. Most developing 

countries, including Thailand, have recently experienced a change in ageing structure 

resulting from the success of family planning, added to improving living standards and 

medical technology. Thus, the ageing population has increased from 5.6% in 1985 and 

it is projected to be double that figure (11%) by the year 2015. This has given rise to 

concern about the quality of caring for elderly people. 

In Thailand, in general, there is a tradition of family care for their own elderly relatives. 

The majority of elderly people (77%) live with at least one child. Over two-thirds of 

elderly people who are not co-resident with their children have daily contact with at 

least one child who lives locally, people who have no living child, live with their 

spouse, in a public residential home, or in some case become monks or nuns and live in 

the temple. The youngest daughter is the traditional choice of co-resident child, due to 

the bilateral family system in which a married son has to move into the wife's family 

while the youngest daughter who, normally, would be the last person in the family who 

get married, will remain at home to care for their elderly parents. However, support 

for elderly people also comes from children who are not co-resident. The Buddhist 

religion appears to be a major factor that influences people to provide care for elderly 

parents, under the concept of' parent repayment' . 
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Health care services have to be paid for by users, unless the patient is covered by some 

kind of health insurance scheme. There are available both traditional and modem 

medicine. In traditional medicine, only practitioners who qualify from the Traditional 

Medical School or from Traditional Thai Massage School are recognised and granted 

a licence from the Ministry of Public Health. In western medicine, the government is 

the main health care provider at lower cost than the private sectors. However, health 

care is unequally distributed, with a greater number of doctors and medical facilities 

available in urban than in rural areas. 

The Thai government has included a health and welfare plan for elderly people in the 

Long-Term Plan for Elderly People (1982-2002) and in each five year National 

Economic and Social Development Plan. Health and social welfare provision for the 

elderly includes geriatric clinics, free medical care schemes for elderly people who are 

on the poverty line, residential homes, social service centres for the elderly and mobile 

health and social services. Private agencies such as the Senior Citizens Society or 

Help the Aged International also provide services for elderly people. More 

information on organisations which help elderly people in Thailand is shown in 

Appendix III. However, demographic and socio-economic change, and the 

insufficiency of health and social services for elderly people who suffer from chronic 

illness, are possibly causing impact on caring for elderly people in Thailand. 
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CHAPTER 4 

Research Design and Method 

Introduction 

The purpose of this chapter is to discuss the methodology of the present study on the 

nature of family care for elderly demented relatives in Thailand. This chapter is 

concerned with six main issues: aims of the study, research design, sample, 

instruments, methods, and data analysis. Each of these issues will be discussed in turn. 

4.1. The Aim of the Study 

As it was mentioned earlier, in the introduction, the aims of the present study are: to 

identify the characteristics of carers; to study families in the caring situation; to assess 

carers' psychological well-being; to examine the influence of the Buddhist religion and 

Thai culture on this care; to identify the needs of carers and to identify primary 

assistance needed. Moreover, this thesis is intended to contribute to policy and 

practice. These aims and the existing knowledge found in the literature have helped to 

shape the research design, to focus on the particular aspects of interest to the present 

study. 
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4.2. Research Design and Data Collection 

One of the issues to be considered by researchers is the study's probable contribution 

to knowledge. Miller (1991) suggests, the question needs to be considered: what 

design would best ascertain any association among the variables under study? How 

that question is answered may well determine the future outcome of the study and it 

will most certainly determine the time and money required for the study. Thus, these 

questions help to shape and constrain the design of the study. 

4.2.1. Types of research studies 

Basically, research studies have been classified by Nieswiadomy (1993) into three 

types: exploratory, descriptive, and explanatory studies. Exploratory studies are 

carried out when little is known about the phenomenon of interest. Descriptive studies 

are carried out when there is more available information, to examine the relationships 

between variables, whilst explanatory studies are used to search for causal explanations 

and are usually experimental in nature. Because little is known about family care for 

chronically ill family members in Thailand, this study falls into the exploratory 

category. However, this category only indicates the type of study that has been 

conducted. There is also a need to specify a design for any research project, in order 

to clarify how a study has been carried out and why that particular research design was 

selected. 
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4.2.2. Design 

Research design can be categorised into formal methods and informal methods 

(Nichols, 1991) or quantitative and qualitative studies or paradigms (Nieswiadomy, 

1993; Creswell, 1994). In a formal or quantitative study, phenomena are ascribed 

numerical values, whilst an informal or qualitative study collects non-numerical data 

through methods such as unstructured interviews and participant observation. The aim 

of the qualitative approach is to provide in-depth descriptions of people or events, 

while the quantitative researcher aims for hard, replicable and reliable data (Porter, 

1989). To distinguish qualitative from quantitative research, Hakim (1992) points out 

that qualitative research is concerned with individuals' own accounts of attitudes, 

motivation and behaviour. Qualitative research is often used for exploratory research 

in areas where relatively little is known. Merriam (1988) identified six characteristics 

of qualitative research: 1) the researcher is concerned primarily with process rather 

than outcome; 2) the researcher is interested in meaning; 3) the researcher is the 

primary instrument for data collection and analysis; 4) the research involves fieldwork; 

5) is descriptive; and 6) is an inductive process. Table 4.1 shows the differences in 

assumptions about the research process, between qualitative and quantitative studies. 

Nieswiadomy (1993) also described clearly the characteristics of quantitative and 

qualitative designs. F or example, quantitative designs have been divided into 

experimental and non-experimental designs. Experimental studies involve 

manipulation of the experimental variables, whilst there is no manipulation in non­

experimental studies, which include, for example survey studies, correlation studies, 

comparative studies, and methodological studies. A study can only show cause and 
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effect if an underlying theory demands that an association should operate in a particular 

direction, or if the purported causal factor can be generally manipulated. In general, 

corresponding movements of observed variables can be described only as association. 

The qualitative design consists of five major approaches: phenomenological studies, 

ethnographic studies, grounded theory studies, historical studies and case studies. The 

most common method used is the depth interview (Hakim, 1992). 

Table 4.1. Qualitative and Quantitative Studies Assumptions 

Assumption Process of Research 
Qualitative 

Methodological Inductive process 
Assumption 

Mutual simultaneous shaping of 
factors 

Emerging design - categories 
identified during research 
process 

Context-bound 

Patterns, theories developed for 
understanding 

Accurate and reliable through 
verification 

Quantitative 
Deductive process 

Cause and effect 

Static design - categories 
isolated before study 

Context-free 

Generalisation leading to 
prediction, explanation, and 
understanding 

Accurate and reliable through 
validity and reliability 

Source: Developed/rom Creswell (1994), Table 1.1, p. 5. 

Both qualitative and quantitative designs have their strengths and weaknesses that 

researchers have to bear "in mind and justify before adopting any type of research 

design for their own, work. In qualitative designs, the main strength is the validity of 

the data obtained. Since individuals are interviewed in sufficient detail, the result will 
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be taken as true, correct, complete and believable reports of respondents' views and 

experiences. Qualitative research also offers substantially different and complementary 

information on the way attitudes and experiences cohere into meaningful patterns and 

perspectives (Hakim, 1992, p. 27-28). Matthew et al. (1994, p. 10) added that the 

confidence in qualitative data is stronger, because the data are collected in close 

proximity to a specific situation. In addition, qualitative research is claimed to be the 

best strategy for developing hypotheses, validate, explain, illuminate, or reinterpret 

quantitative data gathered from the same setting. The main weakness is that small 

numbers of respondents cannot be taken as representative (Hakim, 1992). In addition, 

the researcher who carries out research by observation may be seen as intrusive, while 

the researcher's presence during the interviews may cause bias response. Moreover, 

the information provided is indirectly filtered through the views of interviewers 

(Creswell, 1994). Thus, methods such as tape recording, verifying transcripts with 

respondents, etc., used to try to overcome this problem. In quantitative studies, the 

major strength is that the sample can be generalised to a population, in terms of some 

characteristic, attitude, or behaviour (Babbie, 1990). It is also claimed to have strong 

potential for testing hypotheses. Nevertheless, in all research attention needs to be 

paid to ethical issues (Marshall and Rossman, 1995). 

4.2.3. A Combined Research Design 

According to the aims of the present study, there were two explicit questions. First, 

what is it like for. carers to look after their demented relative at home? This question 

was intended to explore carers' attitudes towards caring, their motivation to become a 

care provider, problems in caring' and other possible influential factors, and carers' 
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needs. Thus, it is clear that this is a qualitative question. In addition, much of the 

literature reviewed, suggests that stress is produced in related to care providing (Levin, 

1985; Lewis and Meredith, 1988; Adams and Barker, 1989; Ungerson, 1990; Twigg, 

1992) (see Chapter 2, Section 2.8), so in the present study carers were assumed to 

experience stress. Thus, the second question here is, what levels of stress do carers 

experience and what other influencing factors are associated with the level of stress? 

This question is a quantitative question, because exact numerical data need to be 

obtained and correlations among relevant variables need to be made. 

Clearly, no single research design would be sufficient to answer both qualitative and 

quantitative questions. Therefore, a combination of methods or a mixed-

methodological design was chosen in the present study. Thus, both qualitative and 

quantitative data were collected (Creswell, 1994). The purposes of combined methods 

generally are: uncovering findings, elaborating on results, using one method to inform 

another, discovering contradiction, and extending the scope of the enquiry (Greene et 

aI., 1989). Thus, the advantages of combined designs are that they enable the 

researcher to understand better a concept being explored (Creswell, 1994) and they 

increase the researcher's ability to rule out rival explanations for phenomena (Hinds, 

1989). 

4.2.4. Interviews 

Several types of data collection methods, such as self-report questionnaires, interviews, 

attitude scales, or observational methods (Nieswiadomy, 1993) are available. 

Interviews have a strong claim to being the most widely used method of research 
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(Fielding, 1993). The purpose of interviewing is generally to find out what is in and on 

someone else's mind (Patton, 1990). One of the major advantages of the interview is 

the presence of the interviewer, who can clarify questions that are not clear, and use 

additional prompting questions if the participants provide little information or seem 

hesitant (Williamson, 1981). Thus, interviews were chosen as the data collection 

method. 

Interviews may be divided into three categories: unstructured, structured, and semi­

structured. Unstructured interviews are particularly appropriate for exploratory or 

qualitative research where the researcher does not possess enough knowledge about 

the topic to structure questions in advance of data collection,whilst structured 

interviews are used when the researcher desires straightforward factual information 

and involve asking the same questions, in the same order, and in the same manner, of 

all respondents in a research study. In fact, the majority of interviews fall somewhere 

in between the unstructured and structured. In these so called "semi-structured 

interviews," interviewers are generally required to ask a certain number of specific 

questions, but additional probes are allowed or even encouraged (Nieswiadomy, 

1993). Whilst most research about dementia and carers has been done in Western 

countries, studies of ageing Thai people have only recently been carried out. There is, 

thus, a lack of information about many aspects of the ageing process, dementia and 

caring. The need to construct an idea of the nature of caring, absent from the Thai 

literature, therefore dictated that semi-structured interviews were appropriate to use in 

this study. 
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4.3. Sample 

The population of interest was defined as Thai elderly people with a hospital diagnosis 

of dementia (subjects) and their principal carer (carers) who were usually members of 

the subject's family (Taraborrelli, 1993). The further research criteria for selecting 

elderly demented persons were that the subject should have had at least primary school 

education and be resident in the community in the selected geographical area in 

Thailand. Carers were any family members who provided principal care for their 

elderly demented relatives. In addition, both carers and cared for persons were 

followers of the Buddhist religion. The details of how the participants were found 

sample size, and the place offield work will be discussed later in Sections 4.4, 4.5, and 

4.6. 

4.4. Preliminary Survey 

The research fieldwork took place in Thailand, where I undertook preliminary location 

surveys during December 1994 in order to obtain up-to-date information and explore 

the possibility of conducting research in particular areas. My aim was to draw 

participants from all social classes and to compare the strain and cost of care in those 

who have free medical care and those who do not. In addition, availability of 

resources and co-operation from physicians had to be taken into account. 
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4.4.1. Seeking the key informants and their networks 

The Neurological Hospital in Bangkok was the first hospital in Thailand which brought 

the need for elderly care to the attention of health professionals and the public. A 

geriatric clinic and Thai senior citizen society were initially introduced at this hospital 

(Theanprapart and Tunsiri, 1993) before such models of health care were adopted 

throughout the country. The Neurological Hospital, Bangkok, therefore, was 

approached to seek information about where I should recruit participants, and whether 

I could gain access to dementia patients and their carers from this hospital. 

Unfortunately, whilst there were general health services for elderly people, these were 

not specifically for dementia patients. However, I was informed about the 'Train the 

Brain Forum Group' which consisted of experts from neurology, psychiatry, geriatric 

medicine, psychiatric nursing and psychology, who were working and researching 

dementia in Thailand. I was then advised to contact Asso. Prof Prasert Assantachai a , 

geriatric physician, who was one of the members of the Train the Brain Forum Group 

and currently researching into dementia. He was practising at Siriraj Hospital which is 

a general and teaching hospital in Bangkok. 

4.4.2. Hospital survey and making personal contact with geriatrician 

I was able to contact Asso. Prof Assantachai who was interested in my research 

project and kindly agreed to let me recruit participants from the geriatric clinic where 

he worked, although he was unable to tell me the exact number of his dementia 

patients, since some of them had lost contact, some of them might have died, and there 

was neither a medical diagnosis classification on computer nor a specific dementia 

patients file available. He estimated, however, that there were around ten such 
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patients. At this stage I had not yet decided which cognitive test instrument to use in 

my study, and he introduced me to the Thai Mental State Examination (TMSE), a brief 

test of cognitive mental state, which was developed from the Mini-Mental State 

Examination (MMSE) (Folstein et aI., 1975) by the Train the Brain Forum. This test is 

written in Thai and has been used extensively throughout Thailand. 

I had been told that there were only five geriatricians in Bangkok, and probably in the 

whole of Thailand, at that time. Asso. Prof Assantachai suggested I should contact 

his geriatrician colleagues who practised in geriatric clinics at Pramongkutklao and 

Chulalongkorn hospitals, which were also teaching hospitals. Although 

Pramongkutklao hospital is a military hospital and aims primarily to serve military 

officials or their relatives who are entitled to receive free medical care, the 1994 

statistics from the out-patient departments (OPD) showed that 63.9% of the patients 

were civilians (Division of Hospital Census and Statistic, 1995). There were two 

geriatricians and around ten demented patients in this hospital. This enabled me to 

examine the difference in caring situation between a group of patients who were able 

to get free medical care and those who were not. By contrast, Chulalongkom is a 

general hospital managed by the Thai Red Cross Society, where the majority of 

patients were civilians. The geriatrician in this hospital told me he had only five 

demented patients in his geriatric clinic, but he knew there were some demented 

patients receiving health care in the out-patient psychiatric department, so he kindly 

introduced me to a leading psychiatrist who was interested in this field and was 

supervising a masters degree student involved in dementia research. 
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4.4.3. Seeking participants from a region 

The second centre chosen for this research was Chiang Mai (see Figure 4.1), the 

biggest city in the northern region of Thailand. Chiang Mai was chosen because it is a 

historic town, which still preserves the traditional culture and way of life, in contrast to 

Bangkok which has been subjected to greater Westernisation. Chiang Mai is also the 

centre for medical care for the whole northern region, with many referrals from rural 

areas. It was also chosen because the 'Muang' dialect, the dominant language in the 

region, is my mother tongue; this avoided the problem of linguistic difference 

influencing the interpretation of interview responses (Proctor, 1993). Chiang Mai's 

medical facilities include a University hospital, Neurological hospital, Psychiatric 

hospital, Mother and Child hospital and so on. These hospitals provide advanced 

treatment for patients referred from all over the region. At the university hospital, the 

senior neurologist suggested that it might be preferable to confine the research to 

dementia from a particular disease, such as AD or PD, in order to have greater 

confidence in the research results. However, this was the first hospital in which I 

found dementia classified according to causes and there would have been only a small 

sample available if this suggestion had been followed. I, therefore, decided to draw a 

sample from the Neurological hospital, where there were more than twenty demented 

patients available who lived in close proximity to Chaing Mai. Co-operation was 

received not only from the medical director, but also from the neurologist himself 

This was the only neurological hospital in the northern region, a region containing 17 

provinces, covering 169,644.3 Sq.Kms with a total population of 11.8 million (Alpha 

Research and Manager Information Services, 1995). Therefore, the sample for this 

research drawn from the Neurological hospital in Chiang Mai was limited to those 
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living in the neighbouring provinces of Chiang Mai, for example Chiang Rai, Phayao, 

and Lumpun (see Figure 4.1, also see Figure 3.1) . 

• Chiang Mai 

• Lamphun 

Central Region 

4.5. Preparation for research fieldwork 

Northeastern Region 

Figure 4.1 
Northern Thailand 

At this stage, all information from the preliminary survey were taken back to the UK, 

in order to consider future fieldwork in Thailand; the appropriate sample size; and 

ways to overcome anticipated difficulties in fieldwork. Preparation of the research 

instrument and contact in order to gain permission from organisations where research 

fieldwork would take place are discussed below. 
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4.5.1. Sample Size 

The sample size was very difficult to determine and depended upon the number of 

dementia out-patients from each hospitals. After the preliminary survey, I decided to 

obtain the participants from the geriatric clinics in three general hospitals in Bangkok 

and the Chiang Mai Neurological hospital in the northern region where there were 

potential subjects available and good co-operation had been gained from the individual 

physicians. However, as there was no classification of patient diagnosis available, it 

was necessary to search for patients diagnosed with dementia from the entire OPD 

cards, either manually or by computer, when available. Waiting for subjects to see a 

doctor at the geriatric clinic was another option, but was later abandoned since this 

method proved to be too time consuming. Fortunately, most of the geriatricians whom 

I contacted offered to take a record of dementia patients' names and their hospital 

number for me, when such patients next visited the hospital. 

The preliminary survey suggested that approximately fifty subjects and their carers 

would be available to participate in this study (Table 4.2). The question therefore 

arose whether this sample was large enough to be representative and how large a 

sample was required (Fox, 1982; Nieswiadomy, 1993). To obtain the right sample size 

is very important because the power of a statistical test is dependent on the sample size 

and the level of significance that is chosen. However, there is no clear-cut answer for 

the correct sample size depends on the purpose of the study and the nature of the 

population (Cohen and Manion, 1989). Generally, the larger the sample that is chosen, 

the more powerful the statistical test will be (Nieswiadomy, 1993). 
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However, the precision which is used in sample surveys in Western countries in many 

cases cannot be achieved in developing countries because of the limitation in resources 

(Zarkovich, 1993); for example, sampling frames are not readily available. The exact 

size of the population cannot be determined, nor can random sampling be undertaken. 

Therefore, it is even more difficult to determine the desired sample size for such 

studies. As Nieswiadomy (1993) has noted: 

Some factors to be considered are the homogeneity of the population, 
the degree of precision desired by the researcher, and the type of 
sampling procedure that will be used. If the population is very 
homogeneous or alike on all variables other than the one being 
measured, a small sample size may be sufficient. 

(p. 183) 

One may ask: how small a sample size would be sufficient? It has been suggested that 

a sample size of 30 ensures the benefits of the central limit theorem (Roscoe, 1975), 

the phenomenon in which sample values tend to be normally distributed around the 

population (Nieswiadomy, 1993, p. 278). Thus, for most behavioural research, sample 

sizes as small as 30 are generally adequate to ensure that the sampling distribution of 

the mean will closely approximate the normal curve (Roscoe, 1975; Spatz and 

Johnston, 1984; Cohen and Manion, 1989; Shott, 1990). 

However the issue of sample size is really more relevant to quantitative research where 

statistical tests are to be used or where it is hoped to make generalisations from the 

sample to the population as a whole; this issue is not as important in qualitative or 

exploratory types of research. The present research which was an exploratory study 

which combined quantitative and .qualitative designs, with no attempt to generalise 

from the sample to the population as a whole. Given the purpose of the study and that 
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the available sample group was very specific, as discussed above, fifty subjects and fifty 

of their carers available from four selected hospitals this sample was considered to be 

sufficient to participate in this study. 

Table 4.2. Number of possible participants by hospital from preliminary survey 

Bangkok 
Siriraj Hospital 
Pramongkutklao Hospital 
Chulalongkorn Hospital 

Northern Region 
Chiang Mai Neurological Hospital 

Total 

4.5.2. Sampling Methods 

Number of 
Subjects 

10 
10 
10 

20 

50 

Number of Carers 

10 
10 
10 

20 

50 

In undertaking social research, there are two mam sampling methods available: 

probability and non-probability. In probability sampling, elements in a population are 

chosen at random (each population element has a known probability of being selected 

for the sample) (Arber, 1993). When probability samples are chosen, inferential 

statistics can be used with greater confidence (Nieswiadomy, 1993). In non-

probability methods, the sample element are chosen from population by non-random 

methods. This restricts the ability to generalise the findings of the study. 

Despite this limitations, non-probability sampling methods are still more common than 

probability sampling. in developing research in academic disciplines such as sociology, 

anthropology and political science, due to indefinite populations, unavailable sampling 
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frames, small budgets, lack of time, inexperienced personal and pressure for results 

(Hursh-Ceasar and Roy, 1976). Arber (1993) suggested that; 

Where the researcher's aim IS to generate theory and a wider 
understanding of social processes or social action, the 
representativeness of the sample may be of less importance and the best 
sampling strategy may be a focused or judgement sample. 

(p.71) 

Arber (1993) has also stated that using a probability sample is often unrealistic for 

small scale or qualitative research. As a result of the preliminary survey, it was found 

that there were no available sampling frames since in Thailand, for example, not 

everyone is registered with a GP, as in the UK. Patients can choose among several 

places of treatment, such as government hospitals, private hospitals, or private clinics. 

This leads to "shopping for treatment." In addition, as it was mentioned earlier, there 

are no available patient records which classify diagnosis. Thus, there was no 

possibility of undertaking random sampling for this study. Accordingly, non-

probability, convenience sampling was chosen for this study, where the sample were 

drawn from available diagnosed demented people and their carers from OPD in the 

selected hospitals. 

Just selecting people who have sought hospital treatment makes it difficult to make 

generalisations about the population as a whole from the study findings, as perhaps, 

only a minority of people with dementia have hospital care in Thailand. For example, 

Sommanawan (1994) carried out a cognitive screen test of 850 elderly people in fifteen 

communities in Bangkok and found that none of her demented elderly sample (n=29) 

were taken to see doctors. Given the time constraints and purpose of the study, a 
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similar community survey to that undertaken by Sommanawan (1994) was not possible 

or necessary. It is of interest to ask why some proportion of people who have 

dementia get to a hospital in Thailand. In other words, what was it that made relatives 

decide to take their elderly demented relative to the hospital? Thus, it may be 

considered legitimate to focus on subjects and their carers who contacted the hospital, 

rather than focus on subjects who lived in the community and did not receive any 

treatment. One might speculate that subjects who were brought to the hospital 

presented more serious problems; they and/or their carers were sufficiently wealthy to 

pay for medical treatment; or that carer educational level influenced their decision. 

These findings may be generalised to the wider population of people with dementia 

who go to hospital. Therefore, in this study, it was decided to focus on subjects who 

had been examined and diagnosed as having dementia by a hospital based physician 

only. The study also aimed to explore the thinking and attitudes of carers toward their 

elderly relative, and how culture, religion (especially Buddhist values) and 

modernisation affected such carers in Thailand at the end of 20th century. The sample 

of carers were thus the carers of these people with dementia. 

4.5.3. Interview Schedule 

The most common interview instruments used in interviews are interview schedules , 

responses to which may be recorded by pen, audio or video tape recorders. An 

interview schedule is a set of questions to be asked by the interviewer usually in 

written form, with spaces to record the respondents' answers. Basically, there are two 

categories of questi~ns: open-ended and closed questions. Open-ended questions are 

commonly used in unstructured interviews, to obtain information on participants' 
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perceptions, beliefs, opinions, attitudes and feelings, and closed questions are generally 

used in structured interviews, to seek factual data from participants. Semi-structured 

interviews generally use both types of questions (Nieswiadomy, 1993). 

In this present study, opened-ended questions and closed questions were designed for 

semi-structured interviews based on the literature and the aims of research. The 

interview schedule was divided into two sections (see Appendix II). The first section 

(Section A) contained questions about the carers. The demographic questions, such as 

age, sex, occupation, education, living arrangements, religion and financial status, were 

straightforward and were, therefore, presented as closed questions, whilst questions 

about the needs of carers, personal health, traditional medicine and the carers' attitude 

to their older relative were presented as open-ended questions. Two existing scales 

were adopted: the Caregiver Strain Scale (CSI), developed by Betsy C. Robinson 

(1983); and a assessment scale on carers' networks, the Network Assessment 

Instrument, developed by Clare Wenger (1994), to measure strain on the carers and 

support networks of the carer and the demented relative respectively. 

The second section (Section B) concerned the elderly demented person. Similar 

demographic questions to those asked about carers were included and presented in 

closed questions. Individuals' cognitive function was assessed using the Thai Mental 

State Exam (TMSE). Carers were also asked to rate the ability of subjects regarding 

their independence in abilities of daily living by using the Behaviour Rating Scale 

(BRS). The overall ~ethods of data collection exploring key themes in both subjects 
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and their carers is shown in Figure 4.2 and the details about the standardised 

instruments will be discussed in Section 4.5.4. 

4.5.4. Instruments 

In general, most of the available instruments were developed in Western countries. 

Thus, to select an instrument to apply in Thailand where the culture, standard of living, 

and level of education are different from those in the West, instruments were needed 

which were highly sensitive, have been widely used and successfully used cross­

culturally, were brief, convenient to apply, clear and simple (for translation), and not 

unduly costly to apply. The four main instruments which met these criteria and which 

were chosen to apply in the present study will be discussed below. 

i) The Thai Mental State Exant (TMSE) 

There are several instruments for detecting dementia, for example: Geriatric Mental 

State by the computer system (AGECAT; Copeland et aI. 1986); Cognitive 

Assessment Scale (CAS) of the Clifton Assessment Procedure for the Elderly (CAPE) 

(Pattie and Gilleard, 1979); Information Memory Concentration (IMC; Blessed et aI., 

1986); Mini-Mental State Examination (MMSE; Folstein et aI. 1975); Abbreviated 

Mental Test (AMT; Hodkinson, 1972); and Mental Status Questionnaire (MSQ; 

Pfeiffer, 1975). Although the AGECAT is claimed to provide differential diagnosis 

which can distinguish different types of dementia, particularly from depression and can 

be used by non-medical personnel (Copeland, 1990), it application would be costly, 

because it is deliver~d by a computer programme. Moreover, it has been criticised on 

the ground that 'it generates idIosyncratic diagnoses that do not correspond to 
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standard criteria' (Henderson, 1992; p. 105). The CAP has been criticised for the low 

sensitivity (Black et aI., 1990), but it is reported to work quite well in an institutional 

setting (Copeland, 1990). 

Attention was therefore turned to scales which had already been tried out and validated 

in Thailand: IMC and MMSE. The IMC has been found to be influenced by level of 

education, with less educated subjects likely to have low IMC scores, and the IMC and 

MMSE scores have been found to be highly correlated (p<.OOI) (Kangsanarak, et aI., 

1992), whilst the Thai Mental State Examination (TMSE), which is derived from the 

MMSE has been found very successful in application (Poungvarin et aI., 1995, 1996). 

Therefore, the TMSEIMMSE was chosen for assessing the mental state of the subjects 

in the present study. The TMSE, which was developed and translated into Thai from 

the MMSE in 1991 by the Train the Brain Forum Committee, has become the first 

standardised neuro-psychological test to be used in Thailand (Train the Brain Forum, 

1993). It was hoped that this would provide an appropriate screening test for elderly 

people who had different socio-economic status, level of education and cultural 

backgrounds from Western society. 

The original MMSE is believed to be a reliable, valid measure, easy to administer, 

useful for measuring cognitive decline into the later stages of dementia (Parks et aI., 

1993), and is probably the most popular brief scale (Bowling, 1995). Bowling (1995) 

has further stated that the MMSE has been used extensively in the USA and , 

increasingly, in the UK and Europe and been translated to many languages. The 

disadvantage of the MMSE is that it does not provide a definitive diagnosis of the 
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cause of dementia (Copeland, 1990). However, a decline in cognitive function is an 

essential component of the diagnosis of dementia (DSM-III-R, 1987; Brayne and 

Calloway, 1990). Cohen et aI. (1984) recommended that mental status tests be only 

one part of a comprehensive neuropsychological evaluation for dementia. Another 

limitation of the MMSE is the excessively high number of false-negative errors for 

patients with early dementia (Pfeffer et aI., 1981; Wilson and Kaszniak, 1986) and false 

positives in persons who had less than 9 years of education also have been reported 

(Anthony et aI., 1982). 

Nevertheless, the MMSE has been found to produce significantly fewer false positives 

than the Abbreviated Mental Test (AMT) and MSQ when used to screen the over 75s 

(Mackenzie et aI., 1996). It is also said to be a brief and sensitive instrument to 

measure the present cognitive impairment and TMSE has proved successful as a quick 

(less than 1 0 minutes), easy to administer, neuro-psychological test for Thai elderly, 

which has been applied throughout Thailand. The application of TMSE in this 

research was not intended to provide a definitive diagnosis, but it was used as a part of 

cognitive assessment with participants who had already been diagnosed by a physician 

as having dementia. Because the majority of elderly Thai people have little or no 

education (Kangsanarak, 1992; see also Chapter 5, Section 5.1.2), to minimise false 

positives related to level of education, subjects who had no formal education were 

excluded from this study. 

Both MMSE and TMSE scales contains six sub-tests: orientation, registration, 

attention, calculation, language and recall. A score of zero is given when an individual 
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refuses or is unable to attempt an item and the maximum total score is 30. The lower 

the score, the greater the degree of cognitive impairment. In the MMSE, those who 

score 23 or less out of 30 are considered to be intellectually impaired (Folstien and 

Folstien, 1990). Bowling (1995) stated that the cut-off score is 23-24, and most non­

dementing elderly people rarely score below 24. However, in the TMSE, the agreed 

cut-off score was 23, so this was the cut-off selected for application in this research. 

The TMSE in English and Thai which is in the second part of the interview schedule is 

included in Appendix II (Part B). 

ii) Tlte Beltaviour Rating Scale (BRS) 

Significant impairment in a person's occupational and social functioning or 

relationships with others is another important factor which needs to be assessed 

alongside cognitive deficit, to establish a diagnosis of dementia (American Psychiatric 

Association, 1995). Two instruments related to this measurement have been applied in 

Thailand: the Dementia Scale (DS; Blessed et aI., 1986) and the Barthel Activities of 

Daily Living (ADL) Index (Wade and Collin, 1988). However, neither of these scales 

appeared suitable for use with the elderly Thai sample; the former has been found to 

have low validity (Kangsanarak, et aI., 1992) and the latter to produce false positives, 

because of the misinterpretation of behaviour and intellectual functioning due to 

cultural factors, which led to 90% of subjects being scored as disabled (Jitapunkul et 

al. 1994). Therefor~, attention was turned to other available scales which have not 

been used in Thailand. The Behaviour Rating Scale (BRS) became the centre of 

attention because it provides measures of four principal areas of behavioural 

disabilities: physical disability, apathy, communication difficulties and social 
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disturbance, the major areas that the DSM- IV recommends to be measured, as 

mentioned earlier (also see Chapter 1, Section 1.1). 
s~ oJ- t:l.."t~ 
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behavioural competence in elderly people and was developed and tested for validity by (:.,.=<'D'[!~ '-7 

Pattie and Gilleard (1979). Although the CAPE has been criticised as being developed 

for use with elderly people living in institutions (Black et aI., 1990~ Copeland, 1990), 

the measure can provide useful information about the elderly in other settings (Pattie 

and Gilleard, 1979). The BRS is recommended as a tool for individual therapeutic 

assessment as well as for surveys of dependency by using it to determine the severity of 

disability and level of dependency (Wilkin and Catherine, 1989). It can also be used as 

a survey measure to describe and compare the characteristics of different populations 

and is able to discriminate between elderly people with different outcomes (Pattie and 

Gilleard~ 1979). This scale is brief, simple, straight forward, and provides more detail 

about how frequently of each type of behavioural problem occurs (e.g. never, 

sometimes, and almost always) in the cared-for elderly person. 

The BRS contains 18 items (see Appendix II, Part B) and provides an overall 

measurement of the individual's behavioural disability level, including mobility, 

continence, activities of daily living, and confused behaviour. Further items covering 

'eyesight' and 'heari,ng' appear on the form but do not contribute to the scale scores. 

Each item has a range of score from 0, for no or few problems, to 2 for frequent or 

constant problems. Total scores range from 0 to 36 and are grouped into five 

dependency grades (see Table 4.3), which are also able to indicate the degree of 
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support needed (Bowling, 1991). In general, the lower the score on the BRS, the 

more independent a person is in activities of daily living. For this reason I decided to 

use the BRS to measure the demented participants' dependency. 

Table 4.3. CAPE Behaviour Rating Scale (BRS) Dependency Grade 

Grade A 
(BRS scores 0-3) 

Grade B 
(BRS scores 4-7) 

Grade C 
(BRS scores 8-12) 

GradeD 
(BRS scores 13-17) 

Grade E 
(BRS scores 18-36) 

Independent: no impairment - comparable to those living 
without support in the community. 

Low dependence: mild impairment - likely to include those 
needing some support in the community, warden-supervised 
accommodation and better residents In residential 
accommodation. 

Medium dependency: moderate impairment - people 
functioning at this level are likely to need residential care or 
considerable support and help if at home. 

High dependency: marked impairment - it is within this category 
that there is the greatest overlap between those in social services 
accommodation and those in hospital care. 

Maximum dependency: severe impairment - this level is seen 
most often in psycho geriatric wards and the ones who remain in 
community homelEMI hostels often present considerable 
problems to staff in terms of their demands on staff time. 

Source: Pattie and Gilleard (1979), Table 2, p. 16 

iii) Tlte Network Assessnlent Instrunlent 

The network perspective is concerned with the way in which individual people are 

linked into groups and society (Wenger, 1994). In studies of stress, networks are 

treated as resources which are important contextual elements of the stress process in 

carers. Networks (including family) refers to the number of people to whom people 

'have attachments, the composition of the networks, and the frequency of contacts 
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with their members' (Pearlin et aI., 1990, p. 586). Pearlin et aI. have further stated 

that networks are different from social support, in that 'network represents the totality 

of one's relationships, whereas support was treated as a mediator.' Therefore, one 

cannot have social support without having a network, but one may conceivably have a 

network without support. However, there is a close link between networks and social 

support where, in general, the majority of people who are in trouble may turn first to 

their own families for support, but under certain circumstances people may tum to 

wider kin, friends or neighbours (Bulmer, 1987). Thus, the support network refers to 

'all those people involved with an elderly person in a significant way: as a member of 

the household, in providing companionship, emotional support, instrumental help, 

advice or personal care or receiving any of these from the old person' (Wenger, 1994; 

p.2). 

In studying the care of demented relatives in the community, therefore, the concept of 

the social network is particularly useful for the analysis and understanding of local level 

informal ties (Bulmer, 1987), which may help health professionals and social workers 

understand better the problems of caring in the community, such as stress or burden, 

and so provide services to meet their needs. Wenger (1997) pointed out that there are 

four main ways to measure social and support networks: measurement of total 

networks, proxy measures, measuring partial or purposive networks, and measurement 

of network structure.s. The measurement of network structures was developed based 

on the other types of measures to overcome their limitations and is able to describe the 

size, extent, composition or function of the network. 
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The leading network assessment tool for measuring network structure was developed 

by Clare Wenger from her longitudinal study of ageing conducted in North Wales since 

1979. This work has led to the development of a typology of networks: Local family 

dependent support network; Locally integrated; Local self-contained; Wider 

community focused~ and Private restricted (Table 4.4). This network typology has 

been claimed to have wide predictive reliability and has been used successfully and 

related to comparable factors in both urban and rural samples (Wenger and St.Leger, 

1992), in Belfast, Cumbria, Liverpool, London and Netherlands, as well as being used 

to study support network distribution in Bangladesh and Beijing. Thus, it would be 

interesting to examine the distribution of the network types related to family care in 

Thailand where culture, religion and family structure are different, which may 

contribute to knowledge at the cross-cultural level. 
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Table 4.4. The Support Network Typology 

(1) Local family dependent support network: This is mainly focused on close family 

ties, with nearly all support met by the family. These networks tend to be small and 

the elderly people are likely to be widowed, older and in less than good health than 

those with other types of networks. 

(2) Locally integrated: This category includes close relationships with local family, 

friends and neighbours. This network is based on long-term residence and active 

involvement, and therefore, this network tends to be larger, on average, than others. 

(3) Local self-contained: This type typically has arms-length relationships or 

infrequent contact with at least one relative living in the same or an adjacent 

community. Childlessness is common. Networks tend to be smaller than average. 

(4) Wider community focused: There are, typically, active relationships with distant 

relatives, usually children, and high salience of friends and neighbours. Absence of 

local kin is typical. Networks are larger than average. 

(5) Private restricted: This type is typically associated with absence of local kin. 

Contact with neighbours is minimal. Networks are smaller than average. 

Source: Adapt fron, Wenger (1994), pp. 3-4. 

While it was beyond the scope of the present study to examine network typologies 

throughout Thailand, the network instrument developed by Wenger (1991) was 

incorporated into my research project which aimed to look at the nature of caring for 

the demented person at home, in order to define the problems involved, explore what 

help is likely to be needed and, hopefully, to determine what type of intervention is 

likely to be most efficient in the light of limited health and social service resources. 

Because the main carers constitute the primary support network for the dependent 

person, the help which carers receive in order to fulfil their responsibilities is also 

163 



important. Therefore, it is interesting to know the carers' support network, which 

would be a secondary support network for the dependent person. The extensive study 

of dependent persons and their carers would help to give a clearer picture and better 

understanding of the real caring situation and provide a basis for planning suitable 

interventions to help with the continued provision of care in the elderly person's own 

home. Therefore, the support network instrument was applied to both subjects and 

their carers in this study. 

The typology network assessment instrument consists of eight questions (see Appendix 

II, Part A) on the basis of which the support network type can be identified (Wenger 

1991). In data collection, in general, questions should be asked directly and answered 

by the elderly people themselves, and their responses recorded. However, in the 

present study, the sample was of elderly demented persons, the majority of whom were 

not competent to answer because of their cognitive impairment and chronic confusion. 

In the case of severe incapacity, Wenger suggests that a close relative or friend may be 

used as a proxy, though it should be noted that responses will not be so reliable. 

Carers, therefore, were asked to answer the eight support network questions twice; 

once for themselves and the second time for their demented spouses or relatives. 

iv) Tlte Caregiver Strain Scale (CSJ) 

Although there has been extensive study on stress in carers in Western countries, 

however, little is known in Thailand. This is probably because no one questions care, 

which reflects a strong Buddhist ideology of reciprocity or parent repayment and the 

culture of family care in Thailand (see Chapter 3, Section 3.3). In general, when 
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people accept their caring roles, for them to express satisfaction at fulfilling their 

obligation is not surprising, because it is fulfilling the culturally expected behaviour 

(Caffrey, 19992b). In contrast, people may be reluctant to express or discuss stress or 

burden in caring, even if they receive little or no support from outside, in order to 

avoid social condemnation. This has led to little being known about stress in caring. 

This study was designed to explore the stress experienced by carers who provide care 

for their elderly demented relatives in Thailand. 

It is quite clear that, in this society, questions about stress in care providing for their 

own relatives are likely to be a sensitive issue. Thus, cultural factors need to be taken 

into account in seeking an appropriate stress measurement scale. Nevertheless, the 

only report that was found on stress in carers in Thailand was a small scale study 

(n=29) with a self-report on stress in carers who provided care for demented elderly 

relatives at home. It was found that 86% of carers agreed that they felt a burden in 

caring (Sommanawan, 1994). However, this self-report gives rise to a question of 

validity (Cox, 1995) and cultural domain, as people may answer in a way which is 

socially acceptable. In addition, little is known about what kind of difficulties carers 

faced and what level of stress they experience from caring. As discussed earlier in the 

Chapter 2 (Section 2.8), measuring stress by using a standardised scale was also found 

difficult, due to the confusion from the lack of consensus in conceptualisations of stress 

and related terms ,,:nd to the development of measures of stress reflecting varies 

perspectives, resulting in inconsistent findings and making cross-study comparison 

difficult. 
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However, this is an exploratory study, which only aimed to begin to investigate the 

prevalence of stress in carers in Thailand and hopefully to be able to demonstrate ways 

of identifying who was at risk of high stress related to their well-being. The stress 

measure scale should be simple, brief, easy to apply for assessing stress, and the 

questions should not be too aggressive in finding out about stress without recognising 

the cultural context of the respondents. A review of stress measure scales is given in 

Chapter 2 (Section 2.8.3). The most simple and commonly used stress measure scales 

are the CSI, developed by Robinson (1983), and the Burden Interview, developed by 

Zarit et al. (1980). However, the Burden Interview was quite long (29 questions), and 

seems to be designed for assessing burden in spouse carers rather than carers in general 

(e.g. 'I wish that my spouse and I had a better relationship'). Some items also required 

carers to express their real feelings (e.g. 'I feel my spouse is dependent' or 'I feel that 

my spouse tries to manipulate me'), which may be difficult given the socially 

acceptability of caring in Thailand. In contrast, the CSI is brief ( 13 questions), 

straightforward, and seems to contain less intrusive questions than the Burden 

Interview. In addition, the CSI instrument had been validated and published in 

reputable journals and used in reputable studies, such as, Robinson (1983); Baldwin et 

al. (1989); Schumacher, et al. (1993); and O'Brien (1993), and was consistently 

included in the current studies, such as Marchi-Jones et al. (1996); Miaskowski et al. 

(1997); and Wilkinson et al. (1997). Given its wide use, it would be useful to be able 

to compare research, findings derived from the same stress concept or theory-base and 

method with findings in the present study. Therefore, the CSI was included as part of 

the interviews I undertook with carers in the present study. 
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The CSI, a brief screening instrument for detecting strain, was produced by Robinson 

(1983). It consists of thirteen questions, the first ten of which were derived from the 

results of their earlier study (Robinson and Thurnher, 1979), in which ten stressors 

were identified: inconvenience, confinement, family adjustments, changes in personal 

plans, competing demands on time, emotional adjustments, upsetting behaviour, the 

parent seeming to be a different person, work adjustments, and a feeling of being 

completely overwhelmed. Another three questions came from the relevant literature 

which suggested that further potential stressors were: disturbed sleep, physical strain, 

and financial strain (see Appendix II). 'No' responses were assigned the score 0 and 

'Yes' responses were scored 1, giving a scoring range for the CSI as a whole from 0-

13. Cronbach's alpha was calculated to assess the internal consistency among items. 

The reliability coefficient alpha for the 13 items was 0.86. Validation of the CSI was 

carried out by Robinson (1983), who found that: CSI scores were related significantly 

to carers' perceptions that they were involved in helping; correlated negatively with 

carers' satisfaction with the understanding of their own problems; and also correlated 

positively with the anxiety, depression and hostility factors on the Profile of Mood 

States (POMS) (Robinson, 1983). 

According to Robinson (1983), positive responses to seven or more items on the index 

would indicate a greater level of stress. This statement has given rise to a question 

about using the CSI as an outcome ( stress) measure, as strain in this sense was defined 

as 'those enduring problems that have the potential for arousing threat, a meaning that 

establishes strain and stressor as interchangeable concepts' (Pearlin and Schooler, 

1978; p. 3). Stressors or strain are antecedent events and precede appraisal and 
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outcome. Thus, in this study, the CSI was treated as primarily measuring stressors or 

measuring strain. The relationship between the subject's cognitive abilities and their 

dependence level and carer strain was examined. Information about mediators and 

indicators of intervention from carers and their cared for needs was obtained from 

network assessment and other open-ended questions from qualitative data. Measuring 

the overall outcome was beyond the scope of the present study. The framework of 

measuring carers' stress is shown in Figure 4.3. 

Independent Variables -+ Contextual VariableslMediators 
(Stressors) 

Objective stressors 
(subject) 

-TMSE 
-BRS 
Subjective stressors 
A. subject 
-Duration of illness 
-Hours of care provided 
-Demographic Variables 
B. carers 
-CSI 

Carers: 
-Demographic variables 
-Financial status 
-Quality of relationship 
-Network Assessment 
-Living arrangement 
-Religion and Culture 

Figure 4.3. Stress process in Carers 

4.5.5. Audiotape Recording 

Needs 

-Information 
-Financial support 
-Respite care 
-Aids and services 

It is believed that the written recording of responses disrupts the flow of conversation, 

threatens the interview atmosphere and reduces the amount of eye contact that can be 

established between interviewer and the interviewee. In contrast, tape-recording can 

capture the total interview process, and the interviewer is free to observe the 

respondent (Nieswiadomy, 1993). In other words, this method of recording helps to 
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ensure both the accuracy of the record of the verbal response and the affect with which 

it was given (Williamson, 1981). Nieswiadomy (1993) has further stated that if 

mechanical recording is permitted, subjects may respond differently than if answers are 

being written down by the interviewer and that the recorder may become familiar to 

the subject who then responds as if it was not present. 

In this study, the audiotape recorder and a number of cassette tapes were prepared in 

order to record the open-ended questions with the consent of the individual 

respondents (see Appendix I). However, the length of time needed to analyse tape 

recorded data needs to be considered, since the entire tape has to be replayed and 

transcribed. 

4.5.6. Interview Method 

Semi-structured interviews were administered in this study, which involved using a 

check list of questions and issues, and encouraging the participant to respond (Pratt 

and Loizos, 1992). The interview process started in the selected hospital where the 

carers accompanying demented relatives to receive treatment from Geriatric clinics 

were approached to participate. A personal approached was made to each carer by the 

researcher. The carers were given verbal information about the study and were asked 

to read the introductory letter (see Appendix I) while the researcher was present. This 

provided an opportut:lity to clarify any questions they had. Loizos (1992) suggests that 

the researcher should give respondents certain basic information about a study before 

asking for their participation. The most important thing to do was to try to make it 
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clear that the research might not lead to any action and thus avoid raising local 

expectations (Pratt and Loizos, 1992). 

The introductory letter identified myself as the researcher and detailed my 

qualifications to conduct the research study. It also stated the purpose of the study, 

and described the potential benefits. Included were a number of questions aimed at 

selection of participants; those included seeking participants who were Buddhist and 

caring for an elderly relative with dementia at home. Finally it asked if the elderly 

relative was aged 60 or older and was educated to at least primary school level. If 

these inclusion criteria were met and the carers agreed to participate in this study, the 

letter explained that they would be interviewed at their own home and the interview 

tape-recorded. If relatives agreed, then, they were asked to sign a consent form (see 

Appendix I). All the interviews were carried out in the participants' own homes, both 

to see the real caring situation and to give respondents more time and freedom to talk 

in privacy, which they would not have had in the hospital. 

4.5.7. Formal contact with the directors of selected hospital 

After the preliminary survey which resulted in good co-operation from physicians who 

worked with dementia patients, formal contact was made by letter with the directors of 

the selected hospitals, in order to obtain their permission for research to be undertaken 

in that hospital. Also, a formal reminder letter was sent to individual physicians with 

whom I had formerly made personal contact. Only one hospital, Chulalongkom 

Hospital, replied with permission to carry out research in that hospital before I 

returned to Thailand. At the other three hospitals, I had to find out if permission was 
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granted after my return to Thailand. In the event, permission was granted by 3 out of 

the 4 hospitals. This issue will be discussed in more details later in this chapter. 

4.5.8. Ethical Issues 

Ethical issues are a prime concern in all forms of research involving human beings and 

animals. Protecting human rights requires the researcher to be sensitive and actively 

responsive to the rights of others (Williamson, 1981). The principal means for 

ensuring the rights of participants is through informed consent where their decision to 

participate is made with adequate knowledge of potential and real risks or benefits. 

The present research proposal was sent to the University of Hull Ethics Committee for 

ethical approval. Whenever possible, informed consent to participate in the study was 

obtained from subjects, although in many cases this was not possible because of the 

degree of their dementia. Therefore, approval and permission were sought not only 

from the individual carers but also from the individual demented person's physicians to 

protect the right of the person with dementia. A form consenting to participation was 

obtained from the participants (carers) before this research was carried out (see 

Section 4.3.5). Furthermore, the data were confidential and anonymity was guaranteed 

to participants, which is of the most importance to participants. The researcher was 

the only person who had access to lists which identified respondents. 
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4.6. Research Fieldwork 

Research fieldwork challenges the ability of researchers to work in real-life situations 

where many variables can not be controlled. This is especially the case in social 

science research. Although a preliminary survey had been undertaken in order to 

develop a plan for the fieldwork, several unexpected problems and difficulties arose. 

To overcome these difficulties, some major changes had been made in the target 

group, sample size, and interview questions; and some other minor changes. These are 

discussed below. 

4.6.1. Institutional permission 

The research fieldwork was undertaken over a six month period between October 

1995 until March 1996. It was necessary to follow up the request for permission I had 

originally made to the hospital directors who had not replied. My first contact was 

with physicians from whom I had received good co-operation, in order to gain access 

to patients through their geriatric clinics. Three hospitals were able to confirm that 

permission had been granted through these physicians. There was only one hospital 

where the physician did not know about the permission and, unfortunately, this 

permission was ultimately not forthcoming. 

4.6.2. Recruitment of participants 

Participants for the study were recruited through two processes. Firstly, I was 

introduced to carers by a physician while they accompanied their elderly relative to the 
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hospital; secondly, I contacted carers usmg the limited information provided by 

physicians. 

My preference was the first option, since Thai people have confidence in hospitals as 

organisations which people can trust and therefore trust people working within them. 

If I had undertaken the research on the street, stopping people and asking them to 

complete a quick questionnaire, there is no doubt that I would have met with a higher 

refusal rate than in a hospital where the physicians who introduced me commanded 

great respect as 'Someone who saves people's lives.' Since I was aware of the 

influence of the medical profession with patients and carers invited to participate in my 

research, I explained to all of my participants about their right not to participate in my 

study if they did not wish to do so. It was also important to meet participants before 

interviewing them at home, because such a home visit would be unusual for Thai 

people and I felt it was important to develop a relationship before seeing them at 

home. In this way I would not be a stranger by the time I made a home visit. In 

Bangkok, like many capital cities in the world, people often feel insecure about their 

personal safety and property, which leads to the common brief that 'one should never 

open the door for a stranger.' I therefore visited the Out Patient Departments (OPD) 

whenever physicians were seeing patients in a clinic. This posed something of a 

problem since there were four hospitals in two different regions. At this stage, time 

management therefore needed to be considered carefully and this is discussed in full 

detail later in this chapter. 
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Direct contact with participants at home, the second option, had the disadvantage that 

there was no opportunity to develop a relationship before making a home visit. The 

first contact was often made by telephone to arrange a date and visiting time, if those 

approached agreed to participate. Some of the physicians who co-operated in my 

research had started keeping a note of their dementia patients' names and hospital 

numbers since my first visit for the preliminary survey. Moreover, most physicians in 

Bangkok were able to present the names of only four or five demented patients. 

However, I later found this information very useful as achieving an adequate sample 

become more of a problem. 

4.6.3. Pilot Study 

Interview schedules were developed in both English and Thai. An elderly British 

couple and an English speaking Dutch lady were asked to look through the English 

version of the interview schedule, while a Thai student, who had a first degree in 

English language and was studying for a masters degree at the same university, was 

asked to validate the translation from English to Thai. Interview questions 

occasionally needed to be changed several times and the purpose of a pilot study is to 

pave the way for the administration of an interview schedule that will obtain the 

desired data (Nieswiadomy, 1993). A pilot study, of course, should be conducted with 

a group of people and conditions should be similar to those that will be used in the 

actual research study, 

The first pilot study was undertaken iri England by interviewing a carer who was caring 

for her father who had suffered from dementia and chronic kidney failure for ten years. 
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Whilst her situation was not similar to that of my target group, she gave me an 

opportunity to experience an actual interview situation, develop interviewing skill, and 

practise and manage the tape recorder during the interview process. After I arrived to 

undertake fieldwork in Thailand, a pilot study was undertaken, in both Bangkok and 

Chiang Mai. The pilot study provided crucial information about the frequency and 

order of questions. I found that the carers seemed to prefer to begin with questions 

about the health of the person they cared for, rather than demographic questions. I 

also found they were uncomfortable if I started by asking about their own situation. 

However, when I started by asking questions about their caring problems, they tended 

to talk about these more readily and then the interview became smooth and flowed 

well. At the same time, I obtained responses about their elderly relative using the 

'Behaviour Rating Scale,' and the 'Caregiver Strain Questions.' After that the 

remaining interview questions in part A, which were questions for carers, were 

rearranged in the sequence, beginning with 'Caring for questions', from the 3rd 

section, until the end of part A and then, finally, I came back to ask the demographic 

questions (see Appendix II). 

4.6.4. Time management 

Because participants were drawn from four hospitals from two geographical areas (the 

hospital in northern region was over 500 miles away from the three hospitals in 

Bangkok), I needed to plan my time very carefully. According to my plan, I would 

spend a few months getting to know participants at OPD, then I would spend the rest 

of the month interviewing participants in their own home. October (the start of the 

fieldwork) is the last month of the monsoon season before the onset of winter in 
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Thailand. There was flooding in some parts of Bangkok, including around one 

selected hospital situated by the river. It was therefore very difficult to travel around 

and few chronic patients came to see medical staff. I therefore decided to spend my 

first half month in the north, where I could go to the hospital, five days a week, to seek 

participants. I soon realised that few dementia patients came to see a doctor in any 

one day, since dementia is a chronic syndrome for which there is no need for frequent 

visits. Most patients were given a monthly appointment for their next visit. I was 

therefore concerned about how long I might have to wait to recruit a sufficient number 

of participants at each hospital. 

After my first month in the hospital in the northern region of Thailand, I then spent 

alternate months at each of the two field sites, contacting participants. It was even 

harder to find participants in the Bangkok hospitals than in the northern region: some 

patients had lost contact or had moved to see a doctor in another hospital, since there 

were a number of hospitals, such as government, private hospitals and private clinics, 

available for treatment. In addition, some patients had died before I was able to 

interview them at home; and some were only temporary residents in Bangkok for a 

short duration of treatment and it was therefore very difficult to follow them to their 

own home. I also had a problem covering all three hospitals in the same week because 

some medical staff were working at the same time on the same day. Even when 

medical staff were working different times in the same day, I still found it very difficult 

to travel from one hospital to another, because of the traffic problems in Bangkok. 

Moreover, I found from my first session of fieldwork recruiting participants that I was 

totally reliant on these physicians' assistance for introduction. At the clinics, I spent 
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most of the time waiting for their dementia patients. As they examined patients at 

OPD only in the morning, once or twice a week, I had nothing to do for the rest of the 

day. 

4.6.5. Reduced number of selected hospitals in Bangkok 

In one Bangkok hospital I found that my research application had not gained full 

approval. Although I had sent a formal application letter, together with a research 

proposal document to this institution nearly two months before I started my research 

fieldwork, I had been told that it would take at least three months to get a result from 

their Hospital Medical Ethics Committee. I tried to contact the person in charge of the 

approval process several times, but was unable to do so. This meant I lost 10 

participants whom I expected to be able to recruit for my research. I therefore 

increased the number of participants from the remaining selected hospitals from 10 to 

15 and recruited more participants, not only from geriatric OPDs, but also from 

psychiatric and neurological OPDs (Table 4.5). Table 4.6 shows that over half of 

subjects (56.8%, n=25) were recruited from neurological clinics. 
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Table 4.5. Number of expected and actual participants in selected hospitals 

Bangkok 
Pramongkutklao Hospital 

Geriatric clinic 
Psychiatric clinic 
Neurological clinic 

Total 
Chulalongkorn Hospital 

Geriatric clinic 
Psychiatric clinic 
Neurological clinic 

Total 

Northern Region 
Chiang Mai Neurological Hospital 

Neurological clinic 
Total 

Total of participants 

Number of subjects 
expected 

5 
5 
5 
15 

5 
5 
5 
15 

20 
20 

50 

Number of subjects 
recruited 

8 

2 
5 
15 

2 
7 
o 
9 

20 
20 

44 

Table 4.6. Distribution of subjects in three different hospitals. 

Northern Region 
Chiang Mai Neurological 
Hospital 

Bangkok 
Pramongkutklao Hospital 
Chulalongkom Hospital 

Total (%) 

Out patient Department 
Neurological Psychiatric Geriatric Total 

Clinic Clinic Clinic (0/0) 

20 

5 
o 

25 (56.8) 

178 

o 

2 
7 

9 (20.5) 

o 

8 

2 

10 (22.7) 

20 (45.5) 

15 (34.1) 
9 (20.5) 

44 (100) 



4.6.6. Interview schedule adaptation 

Although in practice the sequence of the questions on the interview schedule shown in 

Appendix II did not work well during the pilot study, in theory, they were in a logical 

order for completion for the purpose of data collection. The sequence of the interview 

schedule, therefore, remained the same on the paper, although, in practice, I did not 

follow this order. 

Additionally, the content of questions had to be changed as the sampling took place. 

The most influential factor which led to a major change in the interview questions was 

the change of population of interest. Initially, my population of interest was a group of 

adult children who cared for their elderly demented relative at home, in order to 

examine the practice of the ideology of 'parent repayment' in Buddhist followers. 

After spending some time in the OPD, I found that nearly half of carers were spouses. 

Their adult children were no longer able to provide care for them, as might have 

occurred in the past, because they had to work outside the house or because they had 

moved out to stay near the place of work. Moreover, I found that some carers were 

other relatives, or in-laws. 

My sample size would have been very small, and little information gained, if I had only 

focused on adult child carers, so I decided to recruit participants from' any group of 

carers. Therefore, the interview questions which were designed for this specific group 

needed to be changed for application to all groups of carers. For example, in the 

section 'Caring for' (see Appendix II): the question: 

"How did you and your brother/sister decide who should take care of 
your elderly relative?" 
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was changed to: 

"How did you and your .... (family members) ...... decide who should 
take care ofyour ............. (could be any subject, such as husband, wife, 
father, mother, uncle, aunt and so on) ........ 

4.6.7. Reduction in sample size 

According to the initial selection criteria, participants in this study were to be 

individual cases who had had dementia diagnosed at the selected hospitals; aged 60 

and over; co-resident with their carers; educated to at least elementary education; to 

believe in Buddhism; and to agree to participate in this study. However, the available 

number of individual demented persons lived over very broad area. F or example, in 

Chiang Mai, the only neurological hospital in the northern region serves patients from 

17 provinces, covering 169,644.3 Sq.Kms. In the case of the selected hospitals in 

Bangkok, some demented persons were resident only temporarily with their relatives in 

Bangkok and travelled back home to other regions, such as the eastern or southern 

region, after treatment. With concern for the limitations of time, safety, and the cost of 

travel, therefore, another criterion for selecting participants had to be added, namely, 

to choose only subjects resident in selected geographical areas. In the northern region, 

the participants were limited to the provinces adjacent to Chiang Mai province where 

the neurological hospital was situated, such as Chiang Rai, Lumphun and Phayao. In 

Bangkok, the participants were limited to residents of Bangkok and the metropolis. 

Even so, the progress of the research was impeded by the heavy traffic and the 

inadequate public transport, as well as safety concerns in travelling to isolated 

households in Bangkok. 
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After several months trying to recruit participants from OPD, very few subjects eligible 

to participate in the study had been found. I therefore decided to adopt an alternative 

approach, which was to consider the patient lists from the selected hospitals' 

physicians and obtain the necessary information for access, such as their current 

address and telephone number, from their OPD card. In Bangkok, it was impossible to 

visit patients without making an appointment by telephone, due to their safety 

concerns, living in the capital city. It was found that a number of prospective subjects 

had no current telephone number and a few of them had already passed away. Thus, 

the possibility to obtain more participants by this means was relatively low. In the 

northern region, where most of the target group had no telephone at home, I had no 

choice but to knock on their doors and ask for their co-operation. I had difficulties in 

travelling to the remote areas and finding their houses. I frequently got lost or could 

not find the participants' homes, due to lack of clear road signs. Policemen, postmen 

and village headmen proved helpful in providing directions. After I managed to find 

people's homes, I found everybody was very hospitable, co-operative and keen to 

participate in my study. Relatives were, in fact, very surprised by my visiting; none had 

any experience of being visited by somebody undertaking research or by a health 

professional before. They were very happy to see somebody with whom they could 

discuss their caring problems. At this stage, I had to make it clear that I was visiting in 

a researcher's capacity. However, as a health professional who is concerned to help 

people to gain knowledge about health and well-being and to playa give and take role 

with the participants, I included health education and provided information related to 

their caring problems at the end of the interview. This is consistent with the 
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expenence of Oakley (1979), who reported that the interview was not simply a 

conversation, researchers were part of human interaction, and those who were 

interviewed also appealed directly for advice. By the end of the research fieldwork, 

Oakley (1979, p. 312) found that people who were interviewed significantly mentioned 

'interviewers' own contributions to the interview both as interviewers, and as people 

engaged in conversation with other people. ' 

There was no difficulty in obtaining 20 participants in the northern region. However, 

in Bangkok, where it was expected to obtain 30 participants from two hospitals, the 

situation was more difficult. I included all dementia patients and their carers from the 

geriatric clinic and recruited more participants from the psychiatric and neurological 

clinics, including some subjects who developed dementia before the age of 60. Even 

so, one hospital still did not provide as many participants as I expected (15 participants 

per hospital). There were only 9 participants from Chulalongkorn Hospital able to 

participate, 2 participants from the geriatric clinic, and the remainder from the 

psychiatric clinic. In view of all those circumstances, therefore, the sample size had to 

be reduced from 50 to 44 (see Table 4.2 and Chapter 5 for more details). 

4.7. Data analysis 

Data analyses in this study were carried out separately for quantitative and qualitative 

data. Then, the methodological triangulation was carried out by using data which were 

collected from both quantitative and qualitative methods, in the attempt to provide a 

complete picture of family care in Thailand. 
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4.7.1. Quantitative data analysis 

In general, statistical analysis of quantitative data is carried out in two forms: 

descriptive and inferential statistics. As Foster (1993) and Donnan (1991a, 1991b) 

explain, descriptive statistics are used to describe and summarise sets of data, such as 

the distribution of the data or central tendency (mean, median, and mode). Data can 

be described in the form of tables, pie charts, bar charts/histograms, scatter diagrams 

and line graphics. Thus, in the present study, the demographic data (e.g. age, sex, 

marital status, living arrangement) of both carers and cared for person are presented by 

using descriptive statistics. 

Inferential statistics are used in generalising the result from a sample to the larger 

population of interest. Inferential statistics are concerned with two main types of 

statistical tests: parametric and non-parametric tests (Greene and D'Oliveira, 1982; 

Donnan, 1991 b) and it is necessary to choose an appropriate statistical test for each 

measurement scale. Parametric tests are often based on the assumption of normal 

distribution of data for the population of interest and the data subjected to such tests 

should use an interval scale (where the number represents the magnitude of the 

differences) or a ratio scale (where there is an absolute Zero and successive equal 

intervals), while non-parametric methods are based on an ordinal scale (the ranking of 

data) rather than the actual data. 

In the present study, the sample was sOmall and was not randomly selected, but all the 

available sample who conformed to the research criteria participated in the study. A 
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convenience sample was used. Data from the Thai Mental State Exam (TMSE), the 

Behaviour Rating Scale (BRS) for subjects, and the Network Assessment and 

Caregiver Strain Index (CSI) for carers, formed an ordinal scale. Therefore, 

appropriate statistical data analysis techniques, such as cross-tabulation, were carried 

out. Non-parametric tests were also applied, for example, Chi-square, Mann-Whitney, 

Kruskal Wallis, and Spearman Rank Correlation. These non-parametric tests were 

carried out by using the SPSS for Windows version 6.0 computer program. 

4.7.2. Qualitative data analysis 

In qualitative data analysis, several simultaneous activities are carried out, differently 

from the quantitative data analysis: collecting information from the field, sorting the 

information into categories, formatting the information into a story, and actually 

writing the qualitative text (Creswell, 1994). 

Initially, all tape-recorded interviews were transcribed in full, in Thai. Because the 

majority of questions were open-ended, it was left to the researcher to identify the 

answers which were relevant to each question. At this stage, a preliminary content 

analysis was carried out to identify relevant answers and exclude the information which 

was not helpful in establishing a new key theme and was not linked to other important 

Issues. However, the remaining information was still keep intact for later use as 

needed. After that, all identified relevant answers were translated into English. Colour 

coding was found useful for secondary content analysis, in which those participants 

who answered in the same direction were categorised into groups by using the same 
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colour pen. Then, the key themes of the answers to each question were identified, for 

example: 

Question: What information do you need in caring for your .. (elderly 
relative/spouse) ... ? 

Answers: I'd like to know about his illness, whether it's a curable disease (son). 
(need information about dementia) 

I'd like to know how to stop him having obsessive toileting and he always 
says that he hasn't eaten when he has already had (son). 

(need information about how to provide care) 

. I really need to have knowledge about his disease and how to treat it (wife). 
(need information about dementia and treatment) 

After the key themes were identified: the need for information about dementia, 

treatment, and how to provide care at home, the answers under the same key theme 

were counted and the theme mentioned most frequently was taken to reflect the 

information most needed by carers. Simple counting of qualitative data is suggested by 

Miles and Huberman (1996). 

In translation, the participants' own words, which were minimally edited, were 

carefully translated from Thai to English. To minimise the error from translation, 

cross-checking was sought from two Thai lecturers in the Southeast Asian Studies 

Department, Hull University. A complete English transcription was randomly selected 

and a Thai-speaking lecturer who had been living in England for fifteen years was 

asked to translate it back into Thai. This aimed to validate the translation and identify 

whether it carried the -same meanin.g as the original. In case of any doubt in 

transcribing, a consultation was held with an English-speaking lecturer who is fluent in 

the Thai language. The findings are also presented by using quotations and description 
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in Chapter 7. These quotations are used to "validate research findings and to vitalise 

the research report, thereby contributing to both the scientific and artistic value of 

presentation" (Sandelowski, 1994, p. 482). 

Although a number of software packages designed to aid the analysis of qualitative 

datasets are available, such as, askSam, InfoSelect, The Ethnograph, NUDIST, Ethno, 

Word for Windows (Stanley and Temple, 1993), TAP, TEXTBASE ALPHA, 

QUALPRO, and HyperQual (Tesch, 1990), they are quite expensive. In addition, to 

run a software package, the researcher needs to learn how to use it. This also involves 

detailed and time consuming work in creating and applying the indexing categories 

(Mason, 1996). Given the size of the sample and time restrictions, the qualitative data 

were analysed manually instead. 

4.7.3. Triangulation 

In the present study, two explicit questions needed to be answered: what is it like for 

carers to look after their demented relative at home? (a qualitative question); and what 

level of strain do carers experience and what influencing factors are associated with 

level of strain? (quantitative questions). It has been suggested that methodological 

triangulation or simultaneous triangulation occurs when the researcher answers 

qualitative and quantitative research questions at the same time, in the same study 

(Morse, 1991). Triangulation was defined by Cohen and Manion (1989, p. 269) as 

'the use of two or more methods of data collection in the study of same aspect of 

human behaviour.' The advantage of using triangulation is to eliminate the personal 

bias that stems from single methodologies (Denzin, 1989). Moreover, it helps to 
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explain more fully, the richness and complexity of human behaviour, and greater 

confidence will be achieved when the different methods of data collection yield 

substantially the same results (Cohen and Manion, 1989). Thus, in the present study, 

triangulation was carried out with the aim of gaining a complete understanding the 

whole picture of family care in Thailand. For example, after carers were identified as 

having a greater level of strain, the reasons why some carers experienced greater strain 

than others were examined by means of correlation with other quantitative data, such 

as the level of cognitive impairment and level of dependence in the cared-for person. 

In addition, an attempt was made to find links with the key themes of the qualitative 

findings, such as, the carer's religious belief and culture, the carer's attitude towards 

caring, the quality of relationship between the carer and cared for person, the financial 

situation, or the availability of social support. 

Conclusion 

A combined quantitative and qualitative design was chosen for the present research in 

order to understand better the concept being explored, to increase the ability to rule 

out rival explanations for phenomena, and to be able to use one method to inform 

another by cross-checking the findings from both research paradigms. 

The research method was carried out in three phases: a preliminary survey; preparation 

for fieldwork; and research fieldwork. Although the first two phases were carried out 

in order to reduce problems in the fieldwork, there were still many unexpected 

pr~blems and uncontrollable variables. Limitations encountered included the hierarchy 
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in health care; difficulties in obtaining access to some institutions; safety concerns in 

the fieldwork, transportation problems; floods, and confusion as to the researcher's 

role, in that most participants saw me as a health visitor. 

Semi-structured interview schedules were designed, containing a mixture of open­

ended and closed questions. The interview schedule contained questions about 

demographic details; the needs of carers; personal health; traditional medicine; and the 

carers' attitude to their older relative. The Thai Mental State Exam (TMSE) and 

Behaviour Rating Scale (BRS) were completed by subjects to assess their present 

mental state; while the Network Assessment and Caregiver Strain Index were 

completed by carers. Interviews were carried out at participants' homes. The 

audiotape recorder was used to record the open-ended questions with the consent of 

the individual respondents. For the quantitative data, non-parametric tests were 

carried out, using the SPSS for Windows computer program, while for qualitative 

data, content analysis was carried out manually, using a colour-coding system. The 

research results will be presented in Chapters 5, 6 and 7. 
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CHAPTERS 

Research Findings (Part I) 

Information on the Sample of Demented Persons 

Introduction 

Since both quantitative and qualitative data were collected, the research findings are 

presented both in terms of descriptive statistics and other descriptive information. The 

quantitative data, presented in Chapters 5 and 6, include demographic information 

about subjects' and their carers' age, sex, marital status, educational level, occupation, 

income and living status. In addition, a statistical analysis is presented of the research 

results from using specific assessment instruments, including the Thai Mental State 

Examination (TMSE) and the Behaviour Rating Scale (BRS) from the Clifton 

Assessment Procedures for the Elderly (CAPE) for subjects; and Network Assessment 

and Caregiver Strain Index for carers. The qualitative data presented concern the 

problems of caring experienced by carers as well as their financial situation and their 

relationship to subjects. These data, including the attitude of carers towards the 

subject; the effect of religion and culture on caring; personal health; carers' needs, 

including the need for information, financial support, respite, aids and services; and 

traditional medicine, are presented in Chapter 7. Further analysis of the relationship 

between persons with "dementia and their carers and discussion of the main findings are 

presented in Chapter 8.. 
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In this section the demographic characteristics of the subjects (people with dementia) 

are described in terms of gender, age, education, marital status, and current residential 

arrangements. Information is provided on the degree of dementia which was assessed 

using two standardised rating scales: the Thai Mental State Exam (TMSE; Train The 

Brain Forum Committee, 1993), which was developed from the Mini-Mental State 

Examination (MMSE) ofFolstein et al. (1975) and the Behaviour Rating Scale (BRS; 

Pattie and Gilleard, 1979), one of the independent measures of the Clifton Assessment 

Procedures for the Elderly (CAPE). 

5.1. Characteristics of Subjects 

Subjects in this study were 44 people who had received a hospital diagnosis of 

dementia and were receiving treatment at Geriatric, Psychiatric and Neurological 

clinics from three hospitals: a Neurological hospital in the Northern Region and two 

General Hospitals in Bangkok between October 1995 and March 1996. 

5.1.1. Age and Gender 

There were 27 (6l.4%) male and 17 (38.6%) female subjects with an age range of 51 

to 93 years, mean 74, (SD=9.8) and median 75 years (Table 5.1). Amongst the more 

elderly group (above 70), the proportion of subjects who were male was higher. 

Relatively few subjects were aged 90 or more and there were 9 patients (20.5%) with 

pre-senile dementia (aged under 65). 
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Table 5.1. Age group by Sex 

Age groups Sex Total (%) 
Male (%) Female (%) 

below 60 1 2 3 (6.8) 
60-69 6 4 10 (22.7) 
70-79 13 5 18 (40.9) 
80-89 6 5 11 (25.0) 
90 and greater 1 1 2 (4.5) 

Total (%) 27 (61.4) 17 (38.6) 44 (100) 

5.1.2. Education 

The Thai education system has changed considerably over the last 30 years and it was 

difficult to be exact about the number of years formal education that subjects had 

received. However, just over half (53%; n=23) of the subjects had 4 years or less of 

formal education (primary school level) only (see Figure 5.1). The remainder had had 

some kind of secondary education: 11% (n=5) in secondary school (around 9 years); 

7% (n=3) in high school (around 12 years) and 31% (n=13) had had some form of 

higher education (college or university). The sample was not therefore representative 

of the Thai population as a whole, since subjects without formal education were 

excluded from this study. This exclusion was necessary since all participants 

undertook a test of cognitive mental state, the TMSE. For this test, participants 

needed to have a minimal level of literacy and numeracy. Without this level of 

education the test, in particular the calculation part, could have produced a false 

positive result. The test has been shown to yield false positive ratio of 39% for 

dementia and delirium where all of the false positives had less than 9 years of education 

(Anthony et aI., 1982). 
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Figure 5.1. Educational level of Subjects. 

Primary S. 
53% 

Perhaps not surprisingly, there was a noticeable relationship between level of education 

and where participants lived; those living in the rural area had generally received fewer 

years offormal education than in urban areas (Figure 5.2). 
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Figure 5.2. The Educational Level of Subjects by Location. 
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Formal education in Thailand has been developed over recent decades. The available 

educational statistics from the National Statistical Office, Office of the Prime Minister, 

1988, 1992 and 1994, show a dramatic improvement in the level of education among 

people of working age (see Table 5.2). There is a declining number of persons with no 

education, or only elementary education, and an increase in pre-university, and other 

forms of higher education, for example, teacher training or vocational education. 

Table 5.2. Percentages in current labour force by level of education 

Level of Education Year 
1985* 1986* 1989** 1990** 1991*** 

None 7.4 8.4 5.1 5.4 4.8 
PrimarylElementary S. 80.0 75.8 79.1 78.2 78.0 
Secondary-High S. 8.2 11.8 10.5 10.9 11.4 
University 2.0 2.0 3.3 3.6 3.7 
Others 2.1 1.8 1.9 1.9 2.0 
Unknown 0.3 0.2 0.05 0.01 0.03 

Sources * National Statistical Office, Office of the Prime Minister (1988) 
** National Statistical Office, Office of the Prime Minister (1992) 
*** National Statistical Office, Office of the Prime Minister (1994) 

1992*** 
4.7 

77.3 
11.9 
4.1 
2.0 

0.01 

The subjects in this study, having been born over six decades ago, were therefore less 

educated than people in the labour force today. As indicated earlier, even among those 

born in the same period, there were differences in education between different 

geographical areas. Although 11 % of subjects had university education, this can not 

be compared to the national figures because of the small sample. 
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5.1.3. Occupation during working life 

The National Occupation Statistics (available from 1960 to 1993) show that 

agriculture, fishery, mining and other related work remain the main occupations for 

Thai people, although they now account for a smaller percentage of the work force 

than formerly, having declined from 82% in 1960 to 57% in 1993 (Table 5.3). 

Associated with increasing educational levels, more Thai people now work in 

manufacturing or skilled professional or technical occupations. 

Table 5.3. Percentage of employed persons by occupation 

Occupation 1970*1980**1990***1992#1994##1996### 

Professional, technical and 
related workers 1.4 3.0 4.2 3.8 4.6 4.7 

Administrative, executive 
and managerial workers 1.5 1.9 1.8 2.0 2.1 3.5 

Clerical workers 1.1 1.7 2.5 3.0 3.7 3.8 
Sales workers 5.0 6.9 7.7 9.1 10.0 11.7 
Farmers, fisherman, hunters, 

loggers and related workers, 
miners, quarrymen and related 
workers 80.0 72.3 67.4 60.8 56.1 50.2 

Workers in transport and 
communication occupation 1.3 1.6 1.9 3.1 3.4 3.9 

Craftsmen, production-process 
workers and labourers, etc. 10.8 9.6 11.2 14.3 16.1 18.9 

Service, sports and recreation 
workers 2.7 2.9 2.9 3.8 4.1 4.4 

Workers not classifiable by 
occupation 0.1 0.1 0.3 0.1 0.02 0.03 

Sources: adapted from 
* 1970 Population and Housing Census, National Statistical Office 

** 1980 Population and Housing Census, National Statistical Office 
*** 1990 Popula.tion and Housing Census, National Statistical Office 
# Report of the Labour Force Survey, Whole Kingdom (Round 2) 

May 1992, National Statistical Office. 
# # Report of the Labour Force Survey, Whole Kingdom (Round 3) 

August 1994, National Statistical Office. 
### Report of the Labour Force Survey, Whole Kingdom (Round 3) 

August 1996, National Statistical Office. 
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In this study, the subjects' occupation during working life will be classified into four 

groups, based on the level of skill requirement: primary, secondary, tertiary, and 

quaternary. Primary occupations refer to farmers, fisherman, miners and related 

workers. Secondary occupations refer to craftsmen, production-process workers and 

labourers. Tertiary occupations include: sales workers; transport and communication; 

and service, sport and recreation. Finally, quaternary occupations are professional, 

technical and related occupations and administrative, executive and managerial. 

The findings from the present study show that nearly half of the subject (43%; n=19) 

had been engaged in the primary occupations, as the majority of them were farmers 

and housewives. Over one-third of the subjects (36%; n=16) had worked in the 

quaternary occupations, such as medicine, engineering, the armed forces, law and 

education. The remainder had worked in the tertiary and secondary occupations (14%; 

n=6 and 7%; n= 3 respectively). There was a great difference in occupation related to 

location as the results from the present study revealed that the majority of those living 

in Bangkok and the metropolitan area (87.5%) had been engaged in tertiary and 

quaternary occupations, whereas the majority of those living in the rural Northern 

Region (79%) had been farmers during their working lives (see Figure 5.3) 
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Figure 5.3. Occupation of subject by Location. 

There is a clear relationship between level of education and job opportunities, in that 

less educated persons worked in unskilled occupations, whilst people with higher levels 

of education had better and more skilled occupations (see Table 5.4). 

Table 5.4. Occupation during working life by level of education. 

Level of Education Total 
Occupations Primary S. Secondary College and (%) 

and High S. University 

Primary 17 1 1 19 (43 .2) 

Secondary 2 0 1 3 (6.8) 

Tertiary 4 1 1 6 (13 .6) 

Quaternary 0 6 10 15 (34.1) 

Total (%) 23 (52.3) 8 (18.2) 13 (29.6) 44 (100.0) 
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Figure 5.4. The working status of the Subjects 

With regard to working status, almost half the subjects (n=21) had been self-

employed, most of them engaged in primary occupations. The second largest category 

were government employees (n=17), while a small number were housewives (n=5) and 

one was a private employee (see Figure 5.4). Thus, slightly over a third of the sample, 

those in government service, had job security in terms of a guaranteed income, free 

medical care, pension and other benefits. 

5.1.4. Marital Status and Place of Residence 

All but one of the subjects had been married (Table 5.5). Half of them (50%, n=22) 

were living in an extended family with their spouse, children and/or grandchildren, 

13.6% (n=6) subjects lived with the.ir spouse only, while the divorced and all the 

widowed (25%) lived with their children and/or grandchildren (Table 5.6). There was 
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only one single person, an old lady who lived with her close relatives. No subjects 

lived alone or in an institution. 

Table 5.5. Marital status and place of residence by gender. 

Sex Total (0/0) 
Male Female 

Marital status 
Single 0 1 1 (2.3) 
Married 23 9 32 (72.7) 
Divorced 1 0 1 (2.3) 
Widowed 3 7 10 (22.7) 

Total 27 (61.4) 17 (38.6) 44 (100) 

Type of residence 
With spouse 4 2 6 (13.6) 
With children and/or 

grandchildren 5 10 15 (34.1) 
With spouse, children, and 

grandchild 18 4 22 (50.0) 
With other relative 0 1 1 (2.3) 

Total 27 (61.4) 17 (38.6) 44 (100) 

Table 5.6. Marital status by current living conditions 

Marital Status Total 
Single Married Divorced Widowed {%} 

Type of residence 
With spouse 0 6 0 0 6 (13.6) 
With children and/or 

grandchildren 0 4 1 10 15 (34.1) 
With spouse, children, and 

grandchild 0 22 0 0 22 (50.0) 
With other relative 1 0 0 0 1 (2.3) 

Total_ 1 (2.3) 32 (72.7) 1 (2.3) 10 (22.7) 44 (100) 
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5.2. Medical Diagnosis 

The primary criterion when seeking participants for this study was that dementia had 

been diagnosed by a hospital-based physician. Dementia, is of course, a clinical 

syndrome and the differential diagnosis must be based upon the clinical syndrome only 

(see Chapter 1). As Folstein et al. (1975) comment, an accurate diagnosis depends on 

the evidence developed from the psychiatric history, the full mental status examination, 

the physical status and pertinent laboratory data. Without exception, hospital based 

physicians framed the diagnosis of dementia by using the Diagnostic and Statistical 

Manual of Mental Disorders (DSM-III-R, American Psychiatric Association, 1987) 

together with, in some cases, a computerised tomography (CT) brain scan to support 

the diagnosis of dementia. There were neither brain biopsy nor unethical invasive 

techniques for routine diagnosis available in Thailand, which would involve an 

unnecessary risk to the patient in view of there being no available treatment for the 

disorder (Newens, 1994). 

Confirmation of diagnosis of dementia is only by histopathological post-mortem 

examination (also see Chapter 1, Section 1.4.3.), which, as in the UK, is not routinely 

undertaken in Thailand. It is not within the remit of this thesis to discuss the problem 

associated with specific diagnosis or the accuracy of diagnosis. However, the likely 

causes of dementia among the subjects, and the duration of their illness, are discussed 

below. 
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5.2.1. Medical diagnosis classification 

The medical diagnosis of dementia was based upon information extracted from 

subjects medical records (Figure 5.5). Alzheimer's Disease (AD) accounted only for 

14% (n=6), with Vascular Disease, the largest number of classified cases (27%, n=12), 

and Parkinson's Disease (PD) accounting for 11% (n=5). Two patients (4.5%) were 

thought to have Mixed type of dementia, such as AD and PD or AD and Vascular 

Dementia. Remaining causes (13.5%) were thought to be due to: head injury (n=l); 

cancer metastasis (n=2); alcoholic dementia (n=l); and chemical substance toxication 

(n=2). However, almost a third of the sample (30%, n=13) of the subjects were left 

without a classification of the cause of their dementia. 

Dementia Classification 

Unspecified 
29% 

Other causes 
14% Mixed 

5% 
PD 
11% 

AD 
14% 

Vascular 
dementia 

27% 

Figure 5.5. Dementia diagnosis classification by associated disease. 
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5.2.2. Duration of lliness 

In many cases, the onset of the dementia syndrome is gradual and insidious. It is 

therefore difficult to determine with any accuracy the time and actual onset. Relatives 

were asked to recall the time that they first noticed the earliest signs associated with 

the dementia syndrome, such as memory loss, behavioural change or inability to 

perform activities of daily living. 

The length of time that patients had been ill, therefore, was counted from when their 

carers first noticed their cognitive deterioration or change in behaviour, rather than 

from the day that they had been diagnosed by a medical professional. As discussed 

above, the dementia symptoms might be present for some period before the patient 

was actually taken to see a doctor. This may be particularly the case in Thailand, 

where family doctor services are rare and the decision to seek medical advice in a 

private clinic or hospital is left to the individual rather than a general practitioner. The 

duration of illness, as reported by carers, ranged from a month to ten years. The most 

frequent duration was less than one year (29.5%) and between two to five years 

(29.5%). A male subject had the longest duration of illness: for more than ten years 

(Table 5.7). 

Table 5.7. Duration of Illness by Sex. 

Duration Sex Total (%) 
Male Female 

< 1 year 7 6 13 (29.5) 
1 - < 2 years 8 2 10 (22.7) 
2 - < 5 years 9 4 13 (29.5) 
5 - < 10 years 2 5 7 (15.9) 
> 10 years 1 0 1 (2.3) 

Total 27 (61.4) 17 (38.6) 44 (100) 
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5.3. Thai Mental State Examination (TMSE) 

The Thai Mental State Examination (TMSE), a standardised neuro-psychological test, 

developed from the Mini-Mental State Examination (Folstein et al., 1975) by the Train 

the Brain Forum Committee, Thailand, was used in order to provide an appropriate 

screening test for elderly people who had different socio-economic status, level of 

education and cultural backgrounds from Western society. The scale contains six sub­

tests: orientation, registration, attention, calculation, language and recall (see Appendix 

II, Part B). These sub-tests are scored between 3 and 9, and the maximum total score 

is 30. The lower the score, the greater the degree of cognitive impairment. A score of 

zero is given when an individual refuses or is unable to attempt an item. The cut-off 

score for the TMSE is 23 (Train the Brain Forum, 1993). 

5.3.1. TMSE and Medical diagnosis 

Scores on the TMSE ranged from 0 to 28, with a mean of 14.8 (SD= 8.14). 38 of the 

44 subjects (86.4%) had a score of 23 or less, the accepted cut off for cognitive 

impairment. Only 5 subjects (11.4%), who were suffering from other causes of 

dementia (n=l) and unspecified dementia (n=4), had sum scores 24 and over, and were 

classified as not suffering from dementia according to the TMSE criteria. There was 

one subject in the present study who could not be tested because of aphasia from a 

severe stroke, although she was able to communicate by using body language (Table 

5.8). 
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Table 5.8. TMSE by Medical Diagnosis 

Medical TMSE Total 
Diagnoses having not having cannot test (%) 

dementia dementia 
Dementia in AD 6 0 0 6 (13.6) 
Vascular dementia 11 0 1 12 (27.3) 
Dementia in PD 5 0 0 5 (11.4) 
Mixed type of dementia 3 0 0 3 (6.8) 
Dementia in other causes 4 1 0 5 (11.4) 
Unspecified dementia 9 4 0 13 (29.5) 

Total (%) 38 (86.4) 5 (11.4) 1 (2.3) 44 (100) 

Because the l\1MSE itself may yield with an excessively high number of false-negative 

errors for patients with early dementia (Pfeffer et aI., 1981; Wilson and Kaszniak, 

1986), it is recommended that mental status tests be only one part of a comprehensive 

neuropsychological evaluation for dementia (Cohen et aI., 1984). As mentioned earlier 

that the confirmation of a clinical diagnosis of dementia is only achieved by 

histopathological post-mortem. Even in the case of histopathological diagnosis, 

differences may be found among several neuropathologists and among laboratories, 

due to a lack of attention to tissue dissection at autopsy; the use of different tissue-

straining techniques; and the significance given to the number, type and distribution of 

the histopathological changes (Alafuzoff, 1992, p. 8). In addition, a recent study by 

Brakhus et aI. (1995) looked at whether a low, "normal" sum score (24 or higher) on 

the l\1MSE near the cut off point usually employed for identifying' persons with 

cognitive impairment predicts later development of dementia. It was found that 

persons with a sumscor~ of 24 or 25 are at high risk of developing dementia within 3 

years. Therefore, all subjects were included in the present study, although the TMSE 
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test indicated that 5 subjects, including one participant who could not be tested, might 

not have dementia. 

5.3.2. TMSE distribution by Age Group, Sex, Educational level, and Work 

status. 

In earlier studies by Brayne and Calloway (1990) with a group of women (n=410) aged 

70-79 years from a rural area of Cambridgeshire, using the MMSE, it was found that 

lower scores on the MMSE were associated with increasing age, lower socio­

economic status and less education. 

The average TMSE score in each age group from the present study are shown in the 

form of boxplots (Figure 5.6). A boxplot is a type of graph that can be use to 

summarise the scores on a variable (Foster, 1993) and convey information about the 

distribution of a set of data points, including displaying the median (as the horizontal 

line in the box). The median, the indicator of the central value, divides the distribution 

of scores in half: 50% of the scores fall below the median and 50% fall above it. If the 

median is in the middle of the box, it means the data are symmetrically distributed. In 

contrast, if the median is not in the middle of the box, the distribution of scores is 

skewed. The figure skewness indicates how non-symmetric the distribution is. The 

lines which are drawn from the edge of the box indicate the largest and smallest values 

and all points outside this range are represented by circles (Pagano and Gauvreau, 

1993). Figure 5.6, therefore, shows that the average TMSE score in each age group 

dramatically declined with increasing age, except that participants in the under 60 age 

group had lower average scores than those in the 60-69 age group. However, this 
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could be a reflection of the small number of participants in this age group (n=3), and 

also of the severity of their dementia. 

30------------------------------------------------------~ 

20 

10 

0 
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N = 3 10 17 11 2 

<60 60 - 69 70 -79 80 - 89 >90 

Age group 

Figure 5.6. The mean score of TMSE by Age group. 

There is, as yet, no clear socio-economic class classification (SEC) in Thailand, 

although a recent study on "Indications of socio-economic class in Thai society" by the 

Institute of Social Research, Thailand (Larkthananoon, 1995) identified seven factors: 

education, occupation, position in occupation, income, family background, intelligence 

level, and high profile, as contributing to indicate SEC among Thai people, especially 

in urban areas, which would be different from rural areas. Further study would be 

needed to confirm the reliability of these indicators for application throughout the 

country. Therefore, the .subjects were classified in the present study according to work 

status, as an indicator of job security and income. People who work for the 

government have the most secure jobs in terms of security of long-term contact, 
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guaranteed income and high social security (see Section 5.1.3). Although there is no 

significant difference in the TMSE scores among the subjects grouped according to 

working status, the participants who had worked as government employees had higher 

average TMSE scores than other groups, while the housewife group had the lowest 

average TMSE score (Table 5.9). 

Table 5.9. The mean score of TMSE by Work Status 

Work status Frequency Mean SD 

Government employee 17 17.6 7.7 
Private employee 1 14.0 
Own account work or self-
employed 20 13.8 7.6 
House wife 5 10.0 10.2 

Total 43 14.9 8.1 

There were no significant difference in the TMSE scores between the groups when 

classified according to their education level. However, the present study may contain 

insufficient subjects to attempt any comparison between the TMSE score and any 

other variables. 

5.3.3. TMSE and Sub-test's Scores 

The TMSE test contains six basic subtests: orientation, registration, attention, 

calculation, language and recall. In a study by the Train the Brain Forum (1993) in 

Thailand, the TMSE was applied to 180 normal healthy Thai elderly, aged between 60-

70 years throughout the country. The mean total score in that study was 27.38 

(SD=2.02). The major sub-tests which the normal Thai elderly failed were recall 
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(67%) and calculation (41 %). Similarly, in the present study, it was also found that the 

highest proportion of demented subjects (79%) failed in the recall and over half (58%) 

failed in calculation. To compare the findings from these two studies, the main 

deterioration symptoms which can distinguish people with dementia from normal Thai 

elderly people are the greater decline in attention and registration, whilst orientation 

and language are likely to remain the same (Table 5.10 and Figure 5.7). 

Table 5.10. Comparison of the TMSE scores between normal Thai elderly and 
people with dementia. 

Mean 
SD 

TMSE 

Fail to score 
Recall 
Calculation 
Language 
Orientation 
Attention 
Registration 

Normal elderly people 
Train the Brain Forum (1993) 

n=180 (%) 
27.38 
2.02 

118 (67%) 
72 (41%) 
44 (25%) 
42 (24%) 

8 (5%) 
5 (3%) 
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People with Dementia 
Present study 

n=43 (%) 
14.8 
8.14 

34 (79%) 
25 (58%) 
5 (12%) 
7 (16%) 
17 (40%) 
7 (16%) 
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Figure 5. 7. Percent of the sample who fail to score in the TMSE Sub-test 

5.4. Behaviour Rating Scale 

The Behaviour Rating Scale (BRS) is an instrument being used to measure behavioural 

competence in elderly people. It contains 18 items (see Appendix II), which relate to 

mobility, continence, activities of daily living and confused behaviour. Further items 

covering 'eyesight' and 'hearing' appear on the form but do not contribute to the scale 

scores. Each item has a range of score from 0, for no or few problems, to 2 for 

frequent or constant problems. Total scores range from ° to 36 and are grouped into 

five dependency grades: grade A (independent); grade B (low dependence); grade C 

(medium dependency); grade D (high dependency); and grade E (maximum 

dependency) (also see Table 4.3). In general, the lower the score in BRS, the more 

independent a person is in activities of daily living. 
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5.4.1 BRS distribution by Sex, Age Group, Educational level, and Work Status. 

Scores ranged from 3 to 32, with mean 15 (SD=7.4). More than one-third (36%, 

n= 16) had scores over 18, and so would be classified into grade E, maximum 

dependency. Nearly a quarter were found in each of grades B, C, and D (18%, 20% 

and 23% respectively). Only one dementia participant was found to be independent in 

this study (see Figure 5.8). All patients, from independent to maximum dependency 

level, were cared for at home, although in the Western country, it might be expected 

that many in the category of maximum dependency would be cared for in a long term 

care institution. 

30 

20 

~ 
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Low Dependency High Dependency 

Behaviour Rating Scale 

Figure 5.8. Distribution of dependency level among demented participants. 

209 



Table 5.11 shows the relationships between dependency and demographic 

characteristics. Although there were more male participants than female, more female 

subjects fell into grade E, maximum dependency, than male. In the present study, most 

subjects who were grade E were likely aged between 70 to 79 years, educated to 

primary school level only, and self-employed, while more male participants who had 

been in government service had medium dependency, grade C. 

Table 5.11. Dependency level by Sex, Age group, Educational level, and 
Work status. 

Grade Total 
Variables A B C D E n=44 

n=l n=8 n=9 n=10 n=16 {100%} 
Sex 

Male 1 5 6 8 7 27 (61.4) 
Female 0 3 3 2 9 17 (38.6) 

Age group 
below 60 0 0 1 0 2 3 (6.8) 
60 - 69 0 4 2 3 1 10 (22.7) 
70 -79 1 3 5 2 7 18 (40.9) 
80 - 90 0 1 1 5 4 11 (25.0) 
90 and greater 0 0 0 0 2 2 (4.5) 

Level of Education 
Primary School 0 6 2 6 9 23 (52.3) 
Secondary School 1 0 1 1 2 5 (11.4) 
High School 0 1 2 0 0 3 (6.8) 
College 0 0 2 3 3 8 (18.2) 
University 0 1 2 0 2 5 (11.4) 

Work Status 
Government employee 1 2 6 3 5 17 (38.6) 
Private employee 0 0 1 0 (j 1 (2.3) 
Self-employed 0 5 1 6 9 21 (47.7) 
Housewife 0 1 1 1 2 5 (11.4) 
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Pattie and Gilleard (1977) found that there was a significant trend towards increasing 

disability with increasing age, whether reflected through behavioural ratings or 

cognitive test performance. In fact, these authors found that age accounted for only 

about 10 percent of the variance in level of disability. They later concluded that in an 

elderly disabled population age did not, by itself, account for much of the variance in 

behavioural competence (Gilleard and Pattie, 1977). When the effects of age are taken 

into account, no significant influence of sex on scores was observed. Similarly, in the 

present study, there were no statistically significant correlations between BRS scores 

and sex, age, educational level and work status. 

Pattie and Gilleard (1979) suggested that the BRS also provided measures of four 

principal areas of behavioural disability: physical disability (Pd), apathy (Ap), 

communication difficulties (Cd) and social disturbance (Sd). However, Wilkin and 

Thomson (1989) argue that the evidence from the results of the BRS do not appear to 

provide support for grouping of the items into these four sub scales. The statistical 

analysis aspect of these four sub-scales was also carried out in the present study. 

There were neither significant differences nor correlations between BRS sub scales and 

sex, age, educational level and work status. 

5.4.2. The relationship between BRS, TMSE, and Medical Diagnosis 

Since the TMSE and BRS were developed to measure cognitive preference and 

behaviour competence in elderly, both scale should have a high corr~lation. 

Scatterplot is a type of graph that can be used to summarise a set of continuous 

observations (Pagano and Gauvreau, 1993). The scatterplot in Figure 5.9 shows the 
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negative direction of the relationship between the BRS and the TMSE scores; the 

lower the BRS scores (indicating the more independence), the higher the TMSE scores 

(indicating the lesser cognitive impairment). In other words, the greater cognitive 

impairment in the subjects related to their lower levels of independence. Spearman 

correlation coefficients was used to examine the relationship between the subjects 

scores on the BRS and the TMSE. The correlation coefficient expresses the 

relationship between two variables as a number and can vary between -1 and + 1 

(Foster, 1993). A significantly negative correlation was found between the BRS and 

the TMSE scores (r= -.78;p:::; .01). 
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Figure 5.9. Distribution tlte BRS scores by tlte TMSE scores 

Figure 5.10 shows the highest proportion (n=15, 40%) of those who had the TMSE 

sumscores 23 and lower (the cut· off point to identify persons with cognitive 

impairment which might predict later development of dementia) had maximum 
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dependence. Of those who had the TMSE sum scores 24 and over, a normal level of 

cognitive competence, one had independence and the remainder had low and medium 

dependency respectively (n=3, n=l). There were, however, some subjects who had a 

normal level of cognitive competence but had some level of dependency; this may be 

because they suffered from other concurrent chronic illness. In terms of relationship 

between BRS and medical diagnoses, the highest number of those who were maximally 

dependent (n=8) were subjects who had been diagnosed as having Vascular Dementia, 

followed by those with Dementia in AD (n=5). 
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Figure 5.10. Thai Mental State Examination by Behaviour Rating Scale 
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Conclusion 

Of the 44 subjects with a diagnosis of dementia, 27 (61 %) were male and 17 (39%) 

were female. Their ages ranged from 51 to 93 years, mean 74 (SD=9.8). Over half 

(53%) of them were educated to primary school level only. Most of those who lived in 

the city areas were educated to a higher level, and had been engaged in tertiary and 

quaternary work (professional, technical, administrative, executive and related work), 

while most of those who lived in rural areas had been educated only to primary school 

level and had been engaged in primary occupations such as agriculture and related 

work. All participants lived with their family and relatives. Only 5 of them were rated 

as having no cognitive impairment as measured by the TMSE scale. More than one 

third of subjects were in the maximum dependence category on the BRS scale, while 

only one was classed as independent. There was a very significant negative correlation 

between the TMSE and the BRS scores, suggesting that the less cognitive impairment, 

the higher levels of independence. In other words, the more cognitive impairment, the 

lower levels of independence. In addition, those who had lower scores in the TMSE, 

indicating cognitive impairment which might, later, develop into dementia, had higher 

scores in BRS, which is related to a higher level of dependency. 
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CHAPTER 6 

Research Findings (Part II) 

Information on Carers 

Introduction 

This section describes the characteristics of carers in terms of their demographic 

variables, such as age, gender, education, and occupation. This is followed by a 

description of the distribution of types of support network available to subjects and 

their carers, and examination of the relationship between strain on the carer and other 

related factors. 

6.1. Characteristics of Carers 

6.1.1. Who is a Carer? 

A wide range of people, including immediate family members, relatives, neighbours, 

and friends, were involved in providing care to the individual demented person. In 

more affluent families there were also paid helpers, in the form of care assistants, who 

were hired from private care institutions to assist in the caring task at home. Care was 

thus usually provided by a group of people, making it difficult to identify the main 

carer. According to Western literature, the terms carer or informal carer refer to those 

people who care for an elderly dependent person up to 24 hours each day, unpaid and 

untrained (Bell and Gibbon, 1989), and it is also assumed that such care is restricted to 

a one-to-one relationship (Ungerson, 1990) (see Chapter 2 for more details). In the 

present study, where the situation of co-caring occurred, the main carer was defined as 
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the person who spent the longest hours in providing care for the demented person 

(referred to as the subject) each day. Although some family members had more 

responsibility in providing financial support, if they did not actually provide care 

themselves, they were not counted as the main carers. By identifying the main carer as 

the person who gave the most time to caring, it was possible to assess their strain from 

care providing by using the Caregiver Strain Index instrument. Moreover, only 

untrained, unpaid carers were included in the sample of main carers. 

6.1.2. Types of Carer 

Screening questions were undertaken with people who accompanied subjects to see the 

doctor at the selected Out Patient Departments (OPD), in order to identify the main 

carer (see Appendix I). Carers were classified into four groups: spouse, adult children, 

other relative, and in-laws. Out of 44 carers in this study, 20 from Northern Region 

and 24 from Central Bangkok, over half were spouses (55%, n=24), which is very 

close to the percentage of spouse carers in a study in Western countries where Sinclair 

and Gorbach (1989) found that 61 % of carers were spouses. One-third were adult 

children (32%, n=14), 11% (n=5) were daughters-in-law, and only one person another 

relative (see Table 6.1). 

Relationship to the subject, marital commitment and family membership were found to 

be crucial factors in being a carer, especially in a country where caring support in the 

community from health and social services has not been much developed (see Chapter 

3). Being married to the demented person, being their child or being married to one of 

their adult children, gave a high possibility of becoming a carer. Table 6.1 also shows 
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that the largest category of participant carers were wives (44%, n=19), nearly a quarter 

of carers (n=10) were daughters, while husbands or daughter-in-Iaws each accounted 

for 11 % (n=5). Only 9% (n=4) were sons, and the remainder was a niece. 

Table 6.1. Classification of carers and relationship of carers to the demented person 

Carers Frequency (%) 

Spouse 
Wife 19 44 
Husband 5 11 

Adult Children 
Daughter 10 23 
Son 4 9 

Relative 
Niece 1 2 

In-law 
Daughter -in-law 5 11 

6.1.3. Age and Gender 

The 44 carers had an age range of25 to 85 years, mean 56.2 (SD=16.5), median 55.5, 

and mode 50 years. The highest proportion of carers were found to be aged between 

60-79 (n=16, 36%). The lowest frequency was found in age 80 and over (see Figure 

6.1). Carers were then regrouped to spouse and non-spouse carers and these groups 

had an average age of68.6 (SD=8.9) and 41.2 (SD=9.5) respectively. T~e non-spouse 

carers group, younger relative carers, included sons, daughters, daughters-in-Iaws and 

'-' 

a niece .. The 60-79 age group was the highest in the spouse carer group, whilst the 

majority of non-spouse carers were aged 40-59 (Table 6.2). 
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Age group 

below4O 40- 59 60-79 80- over 

Figure 6.1. The distribution of carers by age groups. 

There was a prominent gender difference among carers, with 80% (n=35) female and 

only 20% (n=9) male carers. Table 6.1 shows that four times as many wives as 

husbands were carers, and twice as many daughters as sons. Also there were niece and 

daughter-in-law carers, whilst no nephew or son-in-law carers were found in this 

study. Male carers were more likely to be the spouse than a non-spouse or younger 

relative (Table 6.2). 

Table 6.2. The main Carer groups by Age and Sex. 

Spouse Carers Younger Relative Total 
(n=24, 54.5%) Carers n=44 (100%) 

(n=20, 45.5%) 

Age group 
below 40 0 9 9 (20.5) 
40 - 59 4 10 14(31.8) 
60 -79 15 1 16 (26.4) 
80 and over 5 0 5 (11.4) 

Sex 
Male 5 4 9 (20.5) 

. Female 19 16 35 (79.5) 
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6.1.4. Educational Level 

Primary school education was prominent among carers (48%), followed by University 

(20%), and secondary school (11 %) educated people, respectively. 7% (n=3) of carers 

had only non-formal education. Although the spouse and younger relative groups 

showed little difference in the number of primary school graduates and an equal 

number of college graduates, more younger relatives than spouses were educated to 

university level (Figure 6.2). 
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Figure 6.2. Educational level by Carer groups 
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There was a higher proportion of primary school educated carers in Northern region 

than in Bangkok. The three carers who had no formal education, two female and one 

male, also came from the Northern region. In contrast, carers with higher education, 

219 



such as secondary school, college and university graduates were more frequent in 

Bangkok than in the Northern region (see Figure 6.3). 
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Figure 6.3. Level of Education among Carers by Geographical area. 

6.1.5. Occupation 

Of the 44 carers, two-thirds (n=29, 66%) stayed at home, whilst one-third (n=15, 

34%) worked outside the home. In regard to the 29 who stayed at home, 20 said they 

did not work, the majority of these were housewives (n=14), and the remainder were 

retired from work. 5 worked full-time from home and 4 worked part-time. Of those 

working outside the home (n=15), 9 of them worked part-time, and only 6 worked 

full-time. Looking at working condition in relation to carer groups, it was found that 

almost all non-workers were spouses (19, compared with only one in the younger 
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relative group), while younger relatives constituted a higher proportion of both full-

time and part-time groups than spouses (4.5:1; 3.3 :1) (Figures 6.4 and 6.5). 
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Figure 6.4. Working situation of Carers 
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Figure 6.5. Characteristics of Carer's Occupation 
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6.1.6. Marital Status and Place of Residence 

Of the 44 carers, most were married (n=35), 7 single, and only one separated and one 

divorced (Figure 6.6). Of course, all carers, who were classified as spouse carer 

(n=24) were married, whereas only 11 out of 20 carers who were younger relatives 

were married (Figure 6.7). Single status in a younger relative (n=7, 16%) was likely a 

potential factor predicting the likelihood of becoming a carer. A cross-tabulation of 

marital status with age shows that all the single carers were aged between 40-59. 

Being married to the adult child of an elderly demented person was also a potentially 

predictive indicator of the likelihood becoming a carer, as nearly half of younger 

relative carers who were married (n=5) were daughters-in-law. These issue will be 

discussed in more detail later in Chapter 7. 
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Figure 6.6. Carer's marital status 
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Figure 6.7. Marital status by Carers group 

The traditional extended family, consisting of grandparent, adult children and their 

family, all living under the same roof, is still prevalent in Thailand (see Chapter 3 for 

more details). Sittitrai and Thomas (1988) suggested that information on the elderly in 

relation to their status and family structure was only available from small scale studies 

for some specialised group. Small scale studies carried out by, for example, 

Prasertsintu (1980) on older people hospitalised in four hospitals in Bangkok, 

Kandecharak (1981) on an elderly people's club, and Pongpaew et al. (1994) on older 

people who attended a special clinic for the elderly, found that the majority of elderly 

patients lived with their spouses, adult children and/or relatives. Tout (1995) also 

points out that the 1990 Thai National Census showed that the large majority of elderly 

parents were co-resid~nt with at least one child, a situation that has remained 

unchanged since the 1980s. The results of the present study are consistent with the 

findings of the Thailand 1990 national census. 
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Investigation of the living arrangements of the carers in the present study showed that 

in the younger relatives carers group, 85% (n=17) were co-resident with their elderly 

demented relatives. Whilst only 15% (n=3) from the northern region, two married 

daughters and one daughter-in-law, lived with their own families in separated 

dwellings, they belonged to the same compound, a common arrangement in rural 

Thailand (Chayovan, 1995). Thus, the extended co-resident family was common, 

especially among the married group, where the resident family consisted of up to three 

generations: elderly demented person, adult child carer, and/or grandchild. All carers 

who were single, divorced, or separated were co-resident with the elderly demented 

relative and nearly half the carers who were single (n=3) tended to be co-resident not 

only with the elderly demented relative, but also with other relatives, such as an aunt or 

uncle. Amongst spouse carers, 80% (n=19) lived with their demented spouses, adult 

children, and/or grandchild, while only 20% (5) persons lived with their demented 

spouse alone (Table 6.3). 
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Table 6.3. Living arrangement by groups of carers 

Living arrangement 
Groups of Carers 

with (demented) spouse, children, 
and lor grandchild 

with spouse and elderly demented person 

with spouse, children, and elderly 
demented person 

with elderly demented spouse or relative 

with elderly demented person and 
other relative 

6.1. 7. Care providing hours per day 

Groups of Carers 
Spouse Younger relative Total (%) 

19 3 22 (50.0) 

0 3 3 (6.8) 

0 5 5 (11.4) 

5 5 10 (22.7) 

0 4 4 (9.1) 

The period of time over which the carer provided care for the subject ranged from 2 to 

24 hours per day, mean 8.4 (SD=5.7), median 8, and mode 4 hours. Nearly half of 

them (41 %, n= 18) provided care for less than 5 hours a day (less than 35 hours/ 

week). Less than one-fifth (18.2%, n= 8) provided care for 5-9 hours a day (between 

35-63 hours/week). Over a quarter provided care for 10-14 hours a day (27.3%, 

n=12) (between 70-98 hours/week). The same distribution number of carers (7%, 

n=3) provided care between 15-19 and more than 20 hours a day, in other words 14% 

(n=6) cared for their relatives for over 100 hours a week. Figure 6.8 shows the hours 

of care provided by carers per week. Twigg (1992) stated that some 75% of those 

caring did so for betwe~n 50 and 99 hours and 85% of those caring for over 100 hours 

a week were helping with personal and/or physical care. In contrast, in the present 

study, only 41% (n=18) of carers were caring for between 50 and 99 hours a week. 
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Thus, carers in Thailand seem to spend less time on caring than carers in Western 

countries. As I mentioned earlier, in the present study, there were co-carers, helpers, 

and paid care assistants who participated and relieved the main carers of some caring 

responsibility. In such a situation, it is rather difficult to identify the precise hours of 

care in Thailand without collecting information about the care activities of all carers. 

>140 hrs 

105-139 hrs 

70-104 hrs 

35-69 hrs 

<35 hrs 

Hours of care provided/week 

o 5 10 15 20 25 30 35 40 45 

Percent 

Figure 6.8 Hours of care provided per week by main carer 

Ira Series11 

Spearman correlations were carried out and a significant positive correlation was 

found between the hours of care provided by carers . and BRS scores of the subjects 

(r=.SI ; p~ .01). This finding suggests that the higher the BRS scores, which indicates 

increasing levels of dependence, the longer the hours of care provided (s~e Figure 6.9). 

Moreover, a significant correlation was also found between hours of care provided and 

the level of strain on carers. This issue will be discussed later in this chapter. 

However, there were no statistical differences nor significant correlations between 
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hours of care provided and other variables, such as sex, age, group of carers, and 

TMSE. 
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Figure 6.9 Hours of care provided per day by the BRS scores 

6.2. Network Assessment 

The network perspective is concerned with the way in which individual people are 

linked into groups and society and a core of people who are turned to for help, support 

and advice when these are needed (Wenger, 1994). Social networks, therefore, 

become a central issue of study for better understanding of the social ageing process 

(Wenger and Scott, 1995), to know their problems, and provide services to meet their 

needs. The Network Assessment Instrument was applied to both subjects and their 

carers in this study. It consists of eight questions (see Appendix II, Part A or see 
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Table 6.4) on the basis of which the support network type can be identified (Wenger 

1991). 

6.2.1. Proximity to and contact with relatives 

The vast majority of subjects and carers had a nearest child or relatives living close by. 

As Table 6.4. shows, they were more likely to have a relative, including children, living 

in the same house or within a mile. However, carers were less likely than subjects to 

have a child close by. This may be because nearly one-fifth (16%) of the carers were 

either single or married with no children (see Figure 6.6). Nearly one-third of subjects 

had no siblings. This is likely to be related to the greater age of subjects compared to 

the carers, particularly younger relative carers. The subjects were more isolated, and 

were much less likely to socialise with their friends and neighbours, and participate in 

religious and community activities, than carers, which may be a reflection of the 

severity of their illness. 
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Table 6.4. Characteristics of Support Network (%) 

Subjects Carers 
(0=44) (0=44) 

Nearest child or other relative (p<.0005) 
<1 mile 96 86 
1-5 miles 0 0 
6-15 miles 4 7 
More than 15 miles 0 5 
No relatives 0 2 

Nearest child (p<.0004) 
<1 mile 89 68 
1-5 miles 2 2 
6-15 miles 0 0 
More than 15 miles 7 7 
No children 2 23 

Nearest sibling 
<1 mile 14 41 
1-5 miles 7 7 
6-15 miles 7 16 
More than 15 miles 40 23 
No sibling 32 13 

Frequency see child/relative 
Daily 86 73 
2-3 times/week 5 2 
At least weekly 0 11 
Less than weekly 9 14 
Never 0 0 

Frequency see/chat friend 
Daily 7 34 
2-3 times/week 7 9 
At least weekly 5 11 
Less than weekly 20 32 
Never 61 14 

Frequency see/chat neighbour 
Daily 9 37 
2-3 times/week 7 9 
At least weekly 9 18 
Less than weekly 20 27 
Never 55 9 

Attends religion meetings (p<.04) 
. Regularly 

-
5 20 

Occasionally 20 39 
Never 75 41 

Attends community groups 
Regularly 2 13 
Occasionally 11 39 
Never 87 48 
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6.2.2. Distribution of support network typology by subjects and their carers 

Of a total of 44 subjects, 32% (n=14) did not clearly belong to one type or another 

(see Chapter 4, Table 4.4), and 13 of them, having equal highest scores in two 

columns, were so-called 'borderline cases.' Also 18% (n=8) borderline cases were 

found among the 44 carers. In addition, 2.3% (n=l) of subjects and the same number 

of carers had the same highest figure occurring in more than three columns. In these 

cases, Wenger (1994) suggests that: 

Where a network is found to be borderline, it is necessary to weigh 
information in the context of both network types and to make decisions 
taking all factors into account. If the same highest figure occurs in more 
than two columns, then the network type is inconclusive. 

(p.34) 

After the borderline networks were weighed and the decisions on network types had 

been made, over half of the subjects and carers, 62% (n=27) and 57% (n=25) 

respectively, fell into the family dependent type of support network (Table 6.5). This 

suggests that both groups had turned to close local family ties for help and nearly all 

support was provided by the family. It also indicates that there was an extension of 

support from carers to their own network, who were also family members, which 

could be through integration between generations in an extended family. 

Table 6.5. Distribution of support network type 

Network Type 

Family Dependent .. 
Locally Integrated 
Locally' Self-contained 
Wider Community Focused 
Private Restricted 
Unclassified 

Subjects 
n (%) 

27 (62) 
1 (2) 
o 
o 

15 (34.0) 
1 (2) 
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. Carers 
n (0/0) 

25 (57) 
13 (30) 
4 (9) 

o 
1 (2) 
1 (2) 



Most borderline cases in the subjects group (n=12), were in the family dependent and 

private restricted types of network, while in the carers group, just half (n=4) of 

borderline cases had locally integrated and family dependent support networks. A few 

borderlines occurred between family dependent and private restricted; wider 

community focused and private restricted; and family dependent and local self­

contained support networks. From these findings, it is possible to predict the direction 

of movement of support networks from wider to smaller networks, where most 

borderline subject cases had shifted from a family dependent to a private restricted 

support network and the majority of borderline carer cases had shifted from locally 

integrated to family dependent networks. This reflects the increasing family focus or 

household focus to which caring for a dementing person probably inevitably leads. 

This also may be an unpleasant indication of the continued decline in the support 

networks of carers in the near future. 

Wenger and Scott (1995) state that private restricted and local self-contained networks 

appear to be more vulnerable in respect to ill-health or crisis. In this study, it was 

found that one-third of subjects (34%, n=15) had a private restricted network which 

showed a low level of community contact or involvement, because of their illness, 

rather than because of absence of local kin. Due to their illness, their· networks were 

smaller than average. The local family dependent support network is the type that 

makes it easiest for impaired or frail elderly people to remain in the community 

(Wenger, 1995). Although a small number of subjects had the locally integrated type 

of network, nearly one-third of their carers (30%, n=13) manifested this healthy 
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network that would help the subject to remain in their own home. The findings from 

the Bangor Longitudinal Study of Ageing, since 1979, suggest that differences 

between communities in the distribution of network types may result in different 

distributions of problems and different patterns of help-seeking behaviour. Also, 

different types of network have been shown to have different capacities to cope with 

the frailties of old age (Wenger, 1994). 

6.2.3. Distribution of support network typology by geographical area. 

It has been suggested that the distribution of network type is significantly related to a 

specific· community or neighbourhood (Wenger and Shahtahmasebi, 1990; Wenger and 

St.Leger, 1992; and Thissen et aI., 1992). Therefore, in this study, the distribution of 

network type was compared between samples from Bangkok, the capital city, and the 

Northern region, where 85% of the sample lived in a rural area. 

Figures 6.10 and 6.11 show that the family dependent type of network dominated in 

both geographical areas, though it was slightly more common among subjects in the 

rural area than in the urban. Also there was little difference in the distribution of 

private restricted networks in both area. It is likely that these findings reflect the fact 

that the subjects were isolated and withdrawn from social involvement because of their 

illness. In contrast, it appeared that more carers in Bangkok had family dependent 

networks and fewer,had social integration networks than carers in the rural areas. This 

reflects the individualism brought by urbanisation, where individuals have less local 

involvement and are increasingly cut" off from social contact because of caring for their 

demented spouses or relatives. It also reveals the smaller support networks for carers 
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who lived in Bangkok, which may have made it more difficult for them to continue 

providing care for the subject. Therefore, there may be a need for intervention from 

health and social authorities to address their problems before a family caring crisis 

occurs. 
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Figure 6.10. Distribution of subjects' support network type by geographical area 
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Figure 6.11 Distribution of carers' support network type by geographical area. 

6.2.4. Characteristics of subjects and carers in relation to network types. 

Two prominent network types: local family dependent and private restricted, were 

found in the subject groups (also see Table 6.4). In the local family dependent 

networks, which accounted for 62% (n=27), and the private restricted networks, which 

accounted for 34% (n=15), little difference in gender was found, but the number of 

family dependent networks appeared to increase with age, then dramatically dropped 

as fewer demented people survived to a very great age. The majority in both network 

types were aged between 60 and 89, with over one-third aged between 70 and 79. 

Most subjects (86%) lived with their spouse in an extended family consisting of their 

adult children and/or grandchildren, and other relatives; only 14% lived with their 

spouse alone. Although Wenger (1995) described the private restricted network as 

typically associated with absence of local kin, only 4 out of 15 subjects in this study 

lived with their spouse alone. Also, the majority of subjects in both network types had 
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no living brothers or sisters, low levels of education, and were retired from the primary 

occupation, such as agricultural work with few savings. Therefore, their close family 

and household members constituted their major support network. 

In the carers group (also see Table 6.5), two network types, family dependent (n= 25, 

57%) and locally integrated (n=13, 30%), predominated. Males were more likely to 

have family dependent networks than females (3 :2), while females had three times 

higher levels of local integration than males. In both network types, the majority of 

carers, particularly spouse carers, were aged between 60 and 79. Spouse carers were 

more likely than younger relative carers to be living in an extended family with their 

demented spouse, children and/or grandchild. It was common for spouse carers to 

have 3 to 4 adult children and it was common for younger relative carers to have 3 to 4 

siblings, who provided support. The majority of carers did not work outside the 

house, 34% were housewives, while some worked either part-time or full-time at home 

(see Figures 6.5 and 6.7). 

No subjects or carers fell into the wider community focused category, and only a few 

carers were categorised as local self-contained, which might be a reflection of the small 

sample size. On the other hand, those network types which were found in this study 

could be typically characteristic networks of demented persons and. their carers in 

Thailand. Comparison of the distribution of network type between the subjects and 

their carers, indicates the direction of shift from a more independent network to a more 

dependent network type (also see Table 6.5). The most common shifts that have been 

identified are from locally integrated to family dependent support networks (Wenger, 
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1995) and from a family dependent network to a private restricted network. In 

addition, the decline of network size for both subject and carer is associated with the 

severity of the subject's illness and the level of demand for care from their carer. 

However, longitudinal studies need to be carried to confirm the change over time. 

6.3. The Assessment of Strain on Carer 

The Caregiver Strain Index (CSI) was used as a brief screening instrument for 

detecting strain in carers. It consists of thirteen questions about potential stressors: 

inconvenience; confinement; family adjustments; changes in personal plans; completing 

demands on time; emotional adjustments; upsetting behaviour; the parent seeming to 

be a different person; work adjustments; a feeling of being completely overwhelmed; 

disturbed sleep; physical strain; and financial strain (see Appendix II). 'No' responses 

were assigned the score 0 and ' Yes' responses were scored 1, giving a scoring range 

for the CSI as a whole from 0-13. Cronbach's alpha was calculated to assess internal 

consistency among items. Positive responses to seven or more items on the index 

probably indicate a greater level of strain (see Chapter 4, Section 4.5.4). 

6.3.1. Distribution of carers' response to CSI 

Although the present study was not specifically aimed at identifying high or low strain 

among carers, it was found that of 44 carers, nearly half (43%, n=19) responded 

positively to seven or more items on the index, and so were probably experiencing 
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greater levels of strain, whilst 57% (n=25) responded to six or fewer items. The CSI 

scores obtained in the present study ranged from 2 to 12, median 6, and mode 6. 

George and Gwyther (1986) and Novak and Guest (1989) have criticised the CSI 

instrument for being multidimensional. Thus, Marchi-Jones et al. (1996) suggested 

clustering the CSI items into 4 factors: physical and emotional strain; social strain, 

financial strain; and occupational strain of caregiving (Table 6.6). In the physical and 

emotional rather strains factor, the majority of carers appeared to experience 

considerable emotional than physical strain. For example 84% found changes in the 

cared-for person were upsetting, 66% had to make emotional adjustment, and 50% 

found the behaviour of the cared-for person upsetting. Nearly two-thirds (61%) of 

carers found family adjustment was related to the social strain of caregiving, including 

changes in personal plans and other demands on time. However, carers appeared to 

find less strain in caregiving, related to financial and work adjustments. 
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Table 6.6. Positive responses to CSI by factors 

Items 

Physical and emotional strains of caregiving 
Sleep disturbance 
Inconvenient 
Physical strain 
Confining 
Emotional adjustment 
Behaviour of cared-for person upsetting 
Change in cared-for person upsetting 
Feeling overwhelmed 

Social strains of caregiving 
Family adjustments 
Changes in personal plan 
Other demand on time 

Financial strains of caregiving 
Financial strain 

Occupational strains of caregiving 
Work adjustments 

Frequency 
(n=44) 

22 
11 
12 
14 
29 
22 
37 
33 

27 
24 
24 

15 

14 

6.3.2. Distribution of CSI scores by carers' characteristics 

"Yes" 
0/0 

50 
25 
27 
32 
66 
50 
84 
75 

61 
55 
55 

34 

32 

N on- parametric tests are used to compare sets of scores when one can make certain 

assumptions about the data (Foster, 1993). The Mann-Whitney U test was used in this 

study to compare the median scores on a specified variable of two independent groups, 

such as, the CSI scores of carers by gender, carer group, care assistance, and 

geographical areas. Robinson (1983) suggests that women are not only usually the 

primary caregivers but also provide more extensive care than men and would perhaps 

experience more strain. The findings of the present study do not support that view, in 

that th~re was no significant difference (p >.05) between male and female respondents, 

the mean CSI scores being 6.2 and 7.1 for females and males respectively. However, 

there was a significant difference between the CSI scores of spouses and younger 
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relative carers (p<.05), where spouses experienced lower levels of strain then younger 

relative carers. The younger relatives in this study included adult children, a niece, and 

daughters-in-law. The Mann-Whitney was also carried out to compare the two sets of 

CSI scores between geographical areas and groups of carers who did and who did not 

have care assistance at home. No significant differences were found between these 

two independent groups. 

It might be assumed that the greater the number of living children or relatives, the 

more support will be available to the carer and the less strain they will experience. 

Spouse carers were asked the number of living children, whilst younger relative carers 

were asked the number of living siblings. The Kruskal-Wallis test can be used to 

compare the scores on a variable between more than two independent groups. It was 

found that there was no significant difference in the average CSI scores in carers who 

had different numbers of living children or relatives. There were also no significant 

differences between the CSI scores related to the carer's age, education, marital status, 

occupation, support network, and carers and cared-for relationship. 

6.3.3. Distribution of CSI scores according to carer's well-being 

Robinson (1983) found that carer health problems could exacerbate carer strain or, 

conversely, strain could adversely affect health. Carers, therefore,were asked to 

assess their health status as they themselves perceived it, by rating it from 1 (Excellent) 

to 5 (Poor) and comparing their present health to their health status one year 

previously, by rating it from 1 (Much better) to 5 (Much worse). 
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Carers who reported good and fair health represented equal proportions of the sample 

(45 .5%, n=20), and no one reported poor health status (Figure 6.12). Half the carers 

said their health was somewhat worse than previously and nearly half (45 .5%, n=20) 

reported that it was about the same, whilst only 4.5% (n=2) reported it was somewhat 

better (Figure 6.13). Cross-tabulation revealed that half the carers who reported good 

health said their health was about the same as it had been (50%, n=10) and nearly as 

many said it was somewhat worse (45%, n=9), whilst of carers who reported fair 

health status, the majority (60%, n=12) said their health was somewhat worse and 

about 35% (n=7) said it was the same. 

Excellent Very good Good Fair 

Carers' general health 

Figure 6.12. Carers' general health stage 
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60---------------------------------------------------------, 

Somewhat better About the same Somewhat worse 

Comparing to one year previously 

Figure 6.13 Carers' personal health status compared to one year 
previously 

Figure 6.14 shows the distribution of the CSI scores by carers' general health. In 

general, it would be expected that carers who had excellent health might have a lower 

level of strain than those who had poorer health status. The Kruskal-Wallis test was 

carried out to compare the CSI scores in different health status of carers. No 

significant difference in CSI scores between the health groups was found. 

Nevertheless, the degree of self-perceived health of carers is a subjective issue and 

depended on the individual perception. It may also be associated with age of carer. 

F or example, younger relative carers who perceived themselves as healthy but 

experienced a greater level of strain, probably did so, due to the disturbance to their 

regular work pattern, whilst spouse .carers who saw themselves as having fair health 

status may have sought help from outside, such as a home help or care assistant, to 
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help them at home. However, a clearer picture of this issue may be obtained by 

exploring the qualitative, open-ended questions, responses to which will be presented 

in Chapter 7. 

14r---------------------------------------------------------------------------------------------------------~ 

12 

10 

~ 8 
~ 
co 
() 6 
c o 
c 
~ 4 
(J) 

'+-
o 2 
~ 
Q) 

~ O~-----------_~------------~_~------------_=_----------~ 
N = 4 20 20 

Very good-Excellent Good Fair 

Carers' general health 

Figure 6.14. Distribution of the carers CSI scores by their general health 

6.3.4. The Correlation between CSI score in the Carer and the Subject's health 

status. 

The subjects' cognitive function was measured by usmg the Thai Mental State 

Examination (TMSE). In this scale, lower scores indicate more cognitive impairment. 

Behavioural competence was measured, to assess the level of the subjects' 

independence, by using the Behaviour Rating Scale (BRS), with higher scores 

indicative of more independence. These scales, together with the duration of illness 

and the length of time care was provided by the carers, were analysed in relation to 

CSI scores, using rank correlation, in order to examine whether these factors were 

related to the level of strain in the carers. 
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Table 6.7. Spearman correlation between CSI scores and variables 

Variables 

TMSE (Thai Mental State Examination) 
BRS (Behaviour Rating Scale) 
Hours of care provided 
Duration of illness 

*p ~ .05 
**p ~ .01 

r 

-.31 * 
.42** 
.52** 
.33* 

Spearman correlation coefficients between the CSI scores and the previously 

mentioned scales are shown in Table 6.7. Several studies have reported little or no 

relationship between dimensions of illness-severity and carer distress or well-being 

(Chappell and Penning, 1996). However, in the present study, there was a significant 

negative correlation between CSI scores and the TMSE (p ~ .05), which means there 

was a relationship between level of cognitive impairment and strain in carers. The 

scatterplot in Figure 6.15 shows a negative relationship between the CSI and the 

TMSE scores; the higher the CSI scores, the lower the TMSE scores. This suggests 

that higher levels of strain are associated with the higher levels of cognitive 

impairment. 
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There was a significant positive correlation between the CSI and the BRS scores (p~ 

.01). One interpretation may be that lower levels of independence in the subjects 

influences the higher levels of strain in carers. The scatterplot in Figure 6.16 shows a 

positive relationship between the CSI and the BRS scores; the higher the CSI scores, 

the higher the BRS scores. This suggests that higher levels of strain are associated 

with higher levels of dependence. 

The CSI scores were also related significantly to the duration of subjects' illness (p~ 

.05) and the hours of care provided by the carer (p~ .01). These findings suggest that 

the level of strain in carers is increased with the increasing hours of care provided and 

the duration of their elderly relative's illness. Figure 6.17 shows the distribution of the 

CSI scores, which gradually increased with the increasing hours of care provided. This 

correlation indicates that the longer the duration of the subject's illness (which might, 

perhaps, be associated with greater physical and cognitive deterioration) and the more 

care was provided, the greater the strain on the carers. This finding is similar to those 

of Deimling and Bass (1986) and Baumgarten (1989). These researchers found that 

the severity of dementia, such as functional dependencies and cognitive impairment 

symptoms, was related to carer strain, the more severe symptoms causing greater 

stress (Biegel, et aI., 1991). 
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Figure 6.18. Distribution of the CSI scores by the duration of illness 
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In terms of the relationship between the level of strain on carers and the duration of 

their demented relative's illness, Figure 6.18 suggests that carers tend to express 

greater levels of strain during the first year of providing care. After that, the level of 

strain tends to decline. Perhaps carers improved their ability to cope and got used to 

the caring situation. However, the level of strain increased relatively in those carers 

who had experienced care providing for more than two years. This may, perhaps, 

come from the deterioration of health and the increasing level of dependence in the 

subjects. The level of strain also tended to increase after a five year period of care 

providing, with one point distributed outside the range represented by circles. This 

was a son who displayed a lower level of strain, even though he had been providing 

care for his alcoholic demented father for ten and a half years. This may indicate the 

individual ability to cope with the caring situation. However, a bigger sample would 

be needed to get a clearer picture of such issues. 

There will be more discussion of the relationship between strain in carers and their 

financial status later in Chapter 7, including qualitative analysis of the nature of caring 

at home and related problems. 

Conclusion 

Demographic information on a sample of carers of elderly dementing relatives was 

presented in this chapter. The main carer was identified as the person who spent the 

longest hours in providing care. The 44 carers ranged in age from 25 to 85 years, 

mean 56 years, SD=16.5, and the most frequently found were aged between 60-70 
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(n=16, 36%). There was a prominent gender difference among carers, with 80% 

(n=35) female and only 20% (n=9) male. More than half the carers were spouses 

(55%, n=24), one-third were adult children (32%, n=14), and the remainder were 

daughters-in-law and other relatives. 

The majority of carers in the rural northern areas were primary school educated, while 

carers in Bangkok and the metropolitan area had a relatively higher level of education. 

Two-thirds of carers did not work. The majority of these were spouse carers. Single 

status in younger relative carers was often found in this study. Only five spouses and 

five younger relative carers lived with the dementing person alone. There was a 

significant positive correlation between the hours of care provided by carers and level 

of dependence of the subjects (p~ .01). 41% (n=18) of carers provided care for less 

than 5 hours a day or less than 35 hours a week, while 14% (n=6) carers provided care 

for over 100 hours a week. More than half(57%, n=25) the carers had a small support 

network, categorised as a local family dependent support network, in which nearly all 

support was met by the family. Carers in Bangkok and the metropolis had fewer social 

integration networks than carers in the rural areas. 

Spouse carers were found to experience significantly less strain than younger relative 

carers (p~. 05). The findings from the present study suggested that higher level of 

cognitive impairment and higher level of dependence in the dementing relatives related 

significantly to the gre~ter levels of strain on carers. Moreover, the greater level of 

strain on carers was also found to be related significantly to the increase in hours of 

care provision, including the duration of the dementing illness. 
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CHAPTER 7 

Research Findings (Part llI) 

The Nature of Caring for a Demented Relative in Thailand 

Introduction 

This chapter contains the final part of the research findings, namely qualitative data 

about carers. These data were based on in-depth interviews with individual carers, 

using open-ended questions. The answers were tape recorded and transcribed shortly 

afterwards. They were also translated from Thai into English; some responses will be 

quoted, in translation, later in this chapter. Qualitative data discussed includes the 

problems of caring; the financial situation; the relationship between carers and subjects, 

such as attitude toward subject; religion and culture; personal health; carers' needs, 

including needs for information, financial support, respite, aids and services; and 

finally, traditional medicine. Each aspect is discussed in turn below. 

7.1. Caring situation 

44 carers, comprising 24 spouse and 20 younger generation carers, were interviewed in 

their own homes. Most carers were living in the same house with the demented 

person, the subject, for whom they were caring. The interviews with carers explored 

how they came to provide care, how they coped with the problems they faced and the 

impact of caring. 
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7.1.1. How people became carers 

The reasons people gave as to why they become carers varied, depending on their 

relationship to the demented person. In the case of spouse carers, marital commitment 

was the obvious reason; the most common answers were "I am his wife" or "I am her 

husband." The sense of duty and responsibility to care for one's spouse was expressed 

by some respondents, for example: 

C 12: "Of course husband and wife have to take care of each other 
whatever disease we suffer from, because we have been married 
more than 50 years." 

C 22: "If we don't take care of each other, who will care for us?" 

Although some respondents mentioned 'living in the same house,' the meaning behind 

this reason also related to married commitment. The majority of them said, "we've 

lived together since we got married," reflecting on their loving caring and appreciation 

of a long and happy married life. In another sense it could mean they would care for 

anybody who became sick who lived in the same house. 

Physical disability is also a potential force which led them to become a carer. An 

elderly lady, who had been blind for 22 years and could not go out to work, stayed at 

home all the time. When her husband developed cognitive impairment she became a 

carer because one of her adult children, who lived with her, had to work outside the 

home. She said, "we live in the same house and I can't go out because of blindness" 

The reasons for becoming a carer in the younger relative group, including in-laws, 

varied, though again, family responsibility was a major factor. The majority of younger 
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relative carers referred to their blood tie commitment to the subject, in such words as 

"I am his daughter" or " I am her son," reflecting their sense of filial duty to care for 

the subject. Traditionally, families cared for their elderly relatives, and this is still 

practised in Thailand. A study by Wongsith (1990), which surveyed rural adults in two 

different regions, found a general agreement that it was the children's responsibility to 

take care of their parents when the parents grow old. Also the further data analysis 

based on data from the national survey on the 'Socio-economic Consequences of the 

Ageing on the Thai Population' in 1986, with 2,113 younger generation sample aged 

between 15 to 44 years old, and found that most of this sample had frequently 

provided care and support to an elderly relative for more than 5 years and the majority 

of them intended to continue providing support until their elderly parents or they 

themselves passed away (Siriboon, 1993). Thus, most of the younger relative carers 

looked at me with wonder, in a way that made me feel uncomfortable, when I asked 

the question: how they became a carer. Knodel et al. (1995) found that 96% of the 

adult children respondent focus groups from both Bangkok and four rural villages from 

each of the major regions, held the view that the elderly should live with their children. 

Marital status was also found to be a significant factor in becoming a carer. In 

Thailand, adult children tend to move out when they get married, while adult children 

who are not married will remain in the parental home. Both unmarried sons and 

daughters were found in this study, though five times more unmarried daughters than 

unmarried sons cared for their elderly demented parents at home. Since in Thailand 

marriages normally follow in sequenc'e from the eldest child to the youngest child, the 

responsibility for care is most likely to fall on the youngest child, who would be the last 
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to marry. However, this study included one eldest son and one eldest daughter who 

were single and remained at home and then became carers after their parents developed 

dementia. 

Gender is another important factor in becoming a carer. As mentioned earlier, more 

unmarried daughters than unmarried sons became carers. In families where all the 

children are married, particularly in rural areas, daughters are expected to bring their 

husbands into their family system and continue to cultivate their parents' land, while 

sons move into the wife's family system. Thus, there is an expectation that the 

youngest daughter will remain in the household even after her marriage, to care for her 

parents until they die (Caffrey, 1992a). However, in the present study, care was not 

confined to the youngest daughter. The same number of only daughters as youngest 

daughters was found, and there was no difference, in this respect, between 

geographical areas. 

According to cultural differences in Asia, there were two types of family systems 

which govern intergenerational relationships and living arrangements: the bilateral and 

patrilineal family systems (Asis, et aI., 1995) (see Chapter 3, Section 3.3.2). In 

bilateral family system, mostly found in Southeast Asian populations, such as Filipinos, 

Thais, and Singaporean Malays, gender is less significant in the choice. of co-resident 

child, whilst in the patrilineal family system, mostly found in East and South Asia 

populations, such as the Chinese in Taiwan and Singapore and Singaporean Indians, 

parents should live with a married sori (Asis, et aI., 1995). 

252 



In the present study, of the 10 subjects (22.7%) who were members of the Thai­

Chinese ethnic minority, 8 subjects lived with their sons, although the person who 

provided care was their daughter-in-law or another co-resident daughter. In the case 

of carers who were daughters-in-law, most of them had moved into their husbands' 

families after they had married. In only one case had the son's mother moved into her 

son's house only after she developed dementia. Among the Thai-Chinese ethnic 

minority after marriage, the son, especially the eldest son, is expected to bring his wife 

into his family, in order to take care of his parents and his younger brothers and sisters. 

Four out of five daughter-in-law carers in this study were married to Thai-Chinese 

husbands who were born in Thailand, whilst only one was married to a Thai husband 

who was a youngest child and remained in the family. In contrast, the subjects who 

were Thai lived with their spouse and/or adult children, mostly a daughter rather than 

son. These findings also indicated that women, no matter whether they were daughters 

or daughters-in-law, were expected to provide care for their elderly relatives or in­

laws. 

7.1.2. How it was decided who should be a carer 

Although marital commitment led spouses to become carers and blood ties led children 

to become carers, in the case of younger generation carers, how was it decided which 

sibling should take this role? When they were asked whether there had ever been any 

discussion about who should take care of the subject, the majority of carers said 'no' 

or 'never'. It is, therefore, interesting to know how the decision making took place, 

since the issue was, in most cases, never discussed. 

253 



The decision making as to who should take care of elderly relatives and living 

arrangements took place both before and after the elderly relative developed dementia. 

In Thailand, customarily, children do not wish to leave their parents alone (Caffrey, 

1992b) and the traditional practice of one or more children remaining with the parent 

as they grew older is still common, especially in rural areas (Sittitrai and Thomas, 

1988). Also, adult children who remain at home are expected to provide care when 

their parents become ill. We can call this situation, a 'primary caring arrangement,' 

where carers were selected to remain at home before their elderly relative became ill. 

The question then is 'who should remain at home' as well as 'who should be a carer.' 

Being the only child; being single; the expectation that a daughter will be a carer; being 

the last to get married, after siblings have married and moved out; and bringing a 

widowed parent into one's home or moving back to stay with parents after divorce, 

were all reasons which led to the pre-selection of a carer. The care situation after the 

onset of dementia was thus usually an extension of an existing arrangement. 

Secondary caring arrangements were those that took place after the elderly relative 

became ill. It was found that individual responsibilities or difficulties determined who 

should take care of the elderly relative. Those adult children who realised that they 

had the least responsibilities, for example those who were single, or divorced with no 

dependent children, or worked at home; who had no financial difficulties; and were 

able to fit their care-providing with their other activities without difficulty (Caffrey, 

1992b ),' tended to volunteer themselves to take care of their elderly relatives. 

Comments made by carers in this study included: 

C 14: "I have to take this responsibility , becau,se my elder brother 
stays at his Army base." (son) 
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C 17: "My husband decided to take care of his father, because we are 
better off than his brother and sister." (daughter-in-law) 

C 44: "No we haven't discussed it. I am the youngest daughter, 
divorced and have no children, so I decided to take care of my 
mother." (daughter) 

In the present study, adult daughters often fell in with their parents' expectation that 

they would be the care provider, and some felt a female could provide better care than 

a male. Two younger relative carers, who were the only daughters in their respective 

families, volunteered to care for their demented mothers at home. In Thailand, 

daughters are trained from an early age to take on household responsibilities, and 

transition into the final phase of her parent's family life cycle as carer does not 

necessarily involve an assumption of an unexpected role (Caffrey, 1992b). 

Co-residence with the subject and other members of the family was also associated 

with the care providing role in spouse carers. More than half (54%, n=24) the carers 

were spouse carers and the majority of them (79%, n=19) were co-resident with their 

adult children. Although five spouse carers (21 %), four lived in Bangkok, lived alone 

with their demented spouse, over half of them had adult children living in the same 

area. Since the primary and secondary caring arrangements referred to earlier were not 

achieved, it was quite common for the spouse to become a carer automatically if their 

were no adult children or close relatives living nearby: 

C 8: "No we've never discussed it; my only son has moved out 
when he' got married" 

C 22: "No, ... all my children have moved out since they got married, 
as well as my single daughter" 
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In cases where the elderly couple were still co-resident with their adult children and the 

remaining adult children at home might be expected to provide care, the elderly spouse 

often provided care for their demented spouse themselves. This raised the question, 

why did spouses still become carers when they had adult children around? Again the 

process of deciding who should take the caring responsibility was not explicit. 

However, it was found that the working situations and the availability of time were 

central issues in determining who should become a carer. Where adult children were 

out at work there was a tacit agreement that the parent should take care of their 

demented spouse at home. Half the spouse carers who were co-resident with their 

adult children made comments such as: 

"No, we haven't discussed it. I have to do it myself, because my 
children have to work." 

There were also two male spouse carers who had retired from work and so agreed to 

become carers because they had more free time than their adult children, who were still 

working: 

C 19: "I am retired from work while my married son and his wife are 
working outside the home, so I have to take care of my wife." 

C 36: " I am a pensioner husband." 

Nevertheless, nearly half the spouse carers who were co-resident with their adult 

children mentioned receiving help in caring from their adult children, for example, "my 

daughter and my grandchild help me out" (C 2). 
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The decision as to who should take care of the elderly relative was also influenced by 

the elderly themselves, particularly in the case of a widow or widower. In the case of 

one elderly demented widow, her daughter said "it depends which children she wants 

to live with; everybody always welcomes her" (C 19). This shows the continued 

power of the elderly, in that whatever decision they made, their adult children 

appeared to accept it. 

7.1.3. How happy are carers with the arrangement? 

The present research focuses largely on the direct relationship between a number of 

variables and burden and strain on carers, to determine the level of help carers need. 

However, to understand informal care better in global terms, a positive approach 

question about their gratification in caring, i. e. how happy were they in providing care 

for their demented spouse or demented elderly relative and with the living 

arrangements, was included (see further discussion in Chapter 8, Section 8.3.2). 

Nearly two-thirds (61 %, n=27) expressed themselves as being happy and very happy, 

while only 16% (n=7) expressed themselves as being less happy and 7% (n=3) said 

they were doing fine. Including, 16% (n=7) considered caring for the elderly as their 

duty. Of24 spouse carers, nearly half (n=ll) said they were happy to provide care for 

their demented spouse with help from their adult children and/or from a paid care 

assistant: 

C 15: "Yes, ... at least I have a son to help me out at home." 

C 23 : "Yes, I am happy, because I still have my children around and I 
also have two helpers." 
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A quarter (n=6) claimed to be happy to be a carer because it was their duty as a wife 

or a husband of the subject. A few said they were very glad to be carers, because of 

their love for their spouse, while one simply said it was "all right." In the case of this 

last person, all her children worked abroad but they came to visit her regularly and 

hired a home help and a care assistant and provided financial support. In only two 

cases did the spouse carer claim to be unhappy with the arrangement. One was a 

housewife who had had a poor relationship with her husband before he became ill. 

Another housewife said that social pressure made her remain to provide care for her 

husband, in the face of the difficulties caused by his hallucinations, neglect of her 

instructions, and increasing aggression. She said she was fed-up of the difficulties of 

providing care for him, but she could not leave him because she was afraid his relatives 

and friends would blame her for not doing her wifely duty. 

In an extensive study of family care in a rural area in Thailand, Caffrey (1992b) 

identified the primary motivations to care as, firstly, fulfilling the expected cultural 

norm of filial obligation; secondly, love or affection for the elder; and finally, a desire 

to reciprocate for past services and to build up future merit for themselves. The 

findings from this present study confirm Caffrey's (1992b) findings regarding the 

continuation of the family care culture in Thailand. Of 20 younger relative carers, 

nearly three quarters (n=14) expressed their gratefulness to have the opportunity to 

provide care, and their happiness with the caring arrangement was referred to as 

reciprocation for earlier parent care, so called parent repayment', and filial duty, for 

example: 
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C31: "Yes, it' s a good opportunity to repay him for raising me". 

C 1: "Very glad, it's my duty". 

A few of them said they were the only people available to provide care for the subject, 

but were also motivated by love and sympathy for the elderly person. Some indicated 

they felt an obligation to provide care since there were no other available carers. They 

made comments such as "He has nobody except me to care for him" (C 14) and one 

daughter said "It's a pity, she has nobody else who could provide care for her" (C 41). 

However, there was one case, where a daughter carer, although glad to be the carer, 

was not very happy with her brother's attitude towards the caring arrangement. She 

described how her brother had moved out after getting married and left his share of the 

responsibility for their mother to her. When she complained about the caring task, he 

said "It is your duty" (she was the only daughter) "and you have to accept this 

situation" (C 21). This reflects, again, the fact that the attitude to caring was 

associated with gender. Women, rather than men, are assumed to be the people with 

the caring responsibility. Strong traditional cultural values emphasise the role of 

women in providing care for their elderly parents (Caffrey, 1992b). This raises the 

question: what will happen in the near future as women are increasingly entering the 

labour market to overcome their economic difficulties? 

7.2. Religion and Caring 

The majority religion (95%) of Thailand is Buddhism (The Office of the Prime 

~inister, 1991). To most Thais, to be a Thai is equated with being a Buddhist 
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(Mulder, 1994) and Buddhism is deeply rooted in the hearts of Thai people 

(Suriyabongs, 1958). The Buddhist philosophy and its influences on the Thai culture 

and people's behaviour in everyday life were discussed in Chapter 3, Sections 3.4 and 

3.5. The most important point for this study is the clear relationship throughout 

Thailand found between the Buddhist doctrine and caring for elderly relatives. 

In the present study, the majority of adult children expressed their appreciation and 

satisfaction with caring arrangements and related this to the Buddhist doctrine of 

reciprocity. The sense of reciprocity or concept of parent repayment refers directly to 

the obligation to repay parents and is a value firmly ingrained in the culture which is 

equivalent to 'kathanyu katawethi' in the Thai context (Asis et aI., 1995). However, 

caring for demented people is very hard work. Carers have to devote most of their 

time to providing care, and this brings physical and psychological strain, especially 

when the elderly person is in the last stages of a dementing illness. In order better to 

understand the relationship between the Buddhist religion and the care of older people, 

particularly among carers who care for elderly demented relatives, the present study 

explored how individual belief in Buddhism was transformed into practice, whether 

there was any difference in care provision by religious, moderately religious, and non 

religious carers, and other influential factors which may have induced the carer to 

accept the care providing role. 

7.2.1. Practising Buddhists 

All the carer participants were Buddhist followers, and expressed their satisfaction in 

fulfilling the obligation imposed by Buddhist doctrine. As a result, the majority of 

260 



carers were satisfied to adopt such a role and happy with the elderly relatives' living 

arrangement (see Section 7.1.3). It is still not clear from this how an individual carer's 

religion affected the motivation to become a carer and the quality of care provided. 

Do carers who are very religious follow the Buddhist doctrine more seriously and 

perform their duties with more satisfaction than carers who are not religious? 

In order to explore individual religious belief, therefore, during the interviews, all 

carers were asked to rate how religious they considered themselves to be, from not at 

all, to strongly. Nearly two-thirds of carers said they were moderately religious, and 

only a few indicated they were not religious. Among spouse carers, most said they 

were moderately to strongly religious and none admitted to being non-religious. 

Among the younger relative group there were more who said they were non-religious 

(all of them were from Bangkok) or slightly religious. However, moderate religious 

belief was the most common in both carer groups. Age was also associated with 

differences in individual religious belief; no carer aged below 40 admitted to being 

strongly religious; the number strongly religious tended to increase with age (see Table 

7.1). 
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Table 7.1. Correlation between religious belief and groups of carers, regions and 
age groups of carer, region, and age groups. 

Demographic Individual Religious Belief 
variables not at all slightly moderately strongly Total (0/0) 

n=3 ~6.S%2 n=7 ~16%2 n=26 ~59%2 n=S ~IS.2%2 n=44 ~I00%2 
Carers' groups 
Spouse 0 2 (S.3) 16 (66.7) 6 (25.0) 24 (54.5) 
Younger relative 3 (15) 5 (25.0) 10 (50.0) 2 (10.0) 20 (45.5) 

Regions 
Northern region 0 3 (15.0) 14 (70.0) 3 (15.0) 20 (45.5) 
Bangkok 3 (12.5) 4 (16.7) 12 (50.0) 5 (20.S) 24 (54.5) 
(Central) 

Age groups 
below 40 2 (22.2) 1(11.1) 6 (66.7) 0 9 (20.5) 
40-59 1 (7.1) 4 (2S.6) 7 (50.0) 2 (14.3) 14 (31.S) 
60-79 0 2 (12.5) 10 (62.5) 4 (25.0) 16 (36.4) 
SO and over 0 0 3 (60.0) 2 (40.0) 5 (11.4) 

However individual rating of the strength of religious belief alone is not sufficient 

evidence of adherence to a religion. One way to address this issue was by cross-

checking these ratings by asking respondents about their involvement in practising 

Buddhist doctrines. In general, a person who more often adheres to Buddhist ways 

may be assumed to be more religious. Again, measurement of practise of religion and 

moral belief is a complex issue. Mulder (1973) indicated that Thai religious behaviour 

is a syncretism of Hindu-Brahmanic, animist and Buddhist belief and ritual, with 

Brahmanic rituals often taking place in conjunction with Buddhist ceremonies in which 

the monks officiate. Buddhist ceremonies normally take place at the temple, although 

they are sometimes performed at home. To examine Buddhist activities among carers, 

therefore, they were asked how oft~n they visited the temple per month. N early half 

the carers said they visited only infrequently and nearly one-third indicated never. 
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However, some of spouse carers explained that their own health, or their care duties, 

affected the frequency of their visits to the temple, as follows; 

C 4: "It depends on my children. If they have time, they can take me 
there, if they haven't, I can't go." 

C 35: "I visited the temple quite often previously, but now I rarely go 
there because I have to provide care." 

Some younger relative carers commented that another family member represented 

them in carrying out Buddhist activities, as well as they were constrained by the time 

spent in care provision, for example: 

C 7: "Whenever, my father or mother go to the temple, it does 
represent to us, because we live in the same house." 

C 21: "I rarely go to the temple. I used to be able to go there, but 
now, I have a caring duty." 

The Buddhist doctrine of Karma teaches that good deeds earn merit and evil deeds 

earn demerit or baab (Suriyabongs, 1958 and Wongsith, 1992), doing good things 

implies reciprocation, or kindness, or favours. This might be interpreted as reinforcing 

or contributing to a social manner involving selflessness, compassion, and altruistic 

qualities (Yablo, 1990). Buddhists seek to acquire merit, or in Thai the concept, Tham 

bun, through numerous religious rituals such as becoming a monk, building a temple or 

offering food to monks. The merit so gained is reflected in one's station in this life, 

resulting in feelings of security, consolation and well being, and in successive rebirths 

(Benedict, 1943, Mulder, 1973, and Basham, 1989). Carers were asked about a range 

of Buddhist activities, including temple attendance, practising meditation, and other 

activities. It may be suggested that those Buddhist carers who were very religious, 
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might be found to have a positive attitude towards being a carer and provide a better 

quality of care and, whilst those who were not very religious, might be more likely to 

see their elderly demented relative as a burden and have negative attitudes towards 

canng. 

Overall, the majority of carers in this study said they did not attend a temple, nor did 

they practise meditation, or perform other religious activities. Nevertheless, merit­

making activities such as offering food to monks, and donating money or possessions 

to the temple or the poor were commonly found among carers. Out of eight carers 

who rated themselves as strongly religious, two admitted that they did not visit the 

temple, and seven admitted not attending ceremonies. Inability to participate in 

religious ceremonies may in some cases have been due to caring duties and health, as 

mentioned above, but this does not mean that respondents did not practise. They 

could offer food to monks who come to their door step every morning or follow the 

Buddhist teaching very strictly in their own home. Finally the possibility of error in the 

individuals' self rating needed be considered: strength of religious belief and practice 

could be under or over estimated by an individual. 

7.2.2. Carers' views of 'reciprocity' 

The Buddhist doctrine in relation to children's duty towards their parents is, since they 

raised you, you have to raise them back (Wantayun, 1973; Mulder, 1985; Klausner, 

1987; Caffrey, 1992b), in other words 'parent repayment' which is viewed as a 

continual obligation that starts when children are old enough to provide meaningful 

help and typically begins long before parents reach old age (Knodel, et aI., 1995). This 
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raises the question of what are younger relative carers' attitudes toward reciprocity to 

their elderly relatives. 

In this study, the majority of younger relative carers (80%) mentioned a strong sense 

of obligation to repay their parents, and indicated how important it was. For example: 

C 6: "I think because they raised us, we have to repay them." 

C 7: "I will do everything I can to repay her for having borne and 
raised me." 

C 17: "It's very important. It's our duty to repay them." 

Most younger relative carers appeared to appreciate their parents and described their 

desire to reciprocate. Only one participant mentioned explicitly that reciprocity is a 

tradition of this type of care. 

There was also no difference in attitude toward reciprocity among spouse carers. The 

majority of spouses also had positive attitudes toward this term, saying things like "it is 

a good thing we have to do," and "it is very important to repay parents." There was 

also a sense of the need to be a good role model to their children and the expression of 

uncertainty as to whether parent repayment really exists in modern life, since all of 

them had to care for their demented spouses by themselves. 

C 4: "I think if I hadn't taken care of my parent, my child might not 
have cared for me too." 

C 20: "Really, children should take care of their parents, but 
nowadays they have to stay near their work place and set-up 
their own family." 
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Reciprocity or parent repayment in some instances means that children not only repay 

their parents by caring for them, but also stay in the same house with them. One 

spouse explained it by saying, "if a child who remained at home to care for their 

parent, that would be called parent repayment." These findings suggest that both 

spouse and younger relative carers had a positive attitude towards reciprocity which is 

associated with parent repayment. It was certainly clear that elderly parents who also 

acted as spouse carers preferred this kind of care, but their desire will not be met 

unless their adult children remain at home and care for them too. 

In a comparative study of elderly living arrangements in four Asian countries, Thailand, 

Taiwan, Singapore and Philippines it was shown that Thailand had the second highest 

level of co-residence (77%), with at least one adult child. This comparative study 

concluded that co-residence appears to be stable in Thailand (Asis, et aI., 1995). The 

findings from the present study also showed no decline in coresidence with adult 

children among elderly people with dementia, in that only 13.6% of demented person 

lived with their spouse alone. However, an adult child who is co-resident with an 

elderly parent is no longer assumed to be able to provide care, since three quarters of 

spouse carers were also co-resident with their adult children but they had to take the 

carer's role. 

7.2.3. Expectation. 

The expectation of providing care for an elderly parent is very common not only in 

Thailand, but in Asian countries generally. In mainland China, there is an expectation 

that is similar to the idea of parent repayment and children are considered to owe elder 
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care in return for child care and the gift of life that their parent provided (Sangkar, 

1989). This expectation may also include co-residence with adult children which is 

associated with concerns regarding the need for health care was commonly found in 

Thailand, Singapore, Philippines and Taiwan (Asis et aI., 1995). 

Most younger relative carers seemed to know whether or not they were expected to 

provide care for their elderly relative. Nearly half said, "yes", or "I suppose so" and 

others said "no" or "I don't think so." Only a few of them said they did not know, for 

example, nearly half the younger relative carers who were either single or married with 

no children said, when asked, that they did not know whether they expected anybody 

to care for them. In contrast, the majority of spouse carers did not know whether they 

were expected to be a carer by their parent, however, most of them answered "yes", 

they expected one of their children to care for them. 

It is quite clear that the majority of adult children or younger relative carers knew that 

they were expected to provide care for their parent, while spouse carers who were also 

parents, also expected their children to care for them. This evidence, thus, indicates a 

good prospect for the continuation of family care in Thailand, since both parties have 

the same expectation. Nevertheless, when this expectation is not met, disappointment 

is felt. Two old ladies who cared for their demented spouses expressed their 

disappointment with their children whom they had expected to care for them when 

they grew old. Comments were made such as, "I've never expected it. I'm afraid if I 

expect it, but it doesn't happen, I will feel unhappy." Further discussion revealed they 

were concealing their expectation, which had not been met. 
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When the question was raised, under what circumstance they would not expect their 

child to look after them when they grew old, over half the spouse carers and one-third 

of younger relative carers mentioned their own health, saying that if they remained in 

good health, they would not need their children to look after them. For example: 

C 8: "If I am still healthy and have no difficulties, I won't need any 
help from my child." 

C 38: "If I stay healthy, I won't bother her (daughter), because she is 
already busy with her work." 

However, over one-third of spouse carers could not envIsage any particular 

circumstance in which they would not be cared for by their children. Some of them 

added, "I think I need them all the time" or said they did not believe that any such 

circumstances would occur, because they did expect their children to care for them. 

This finding confirms the evidence that there is a strong expectation on adult children 

in Thailand that they will care for their parents. One younger relative carer expressed 

uncertainly as to whether she would be cared for by her son because she believed that 

males are more adventurous and less likely to stay at home than females, who tend to 

stay living with their parents. 

7.2.4. Reciprocity and Mutuality in Caring 

The perception of reciprocity in carers as synonymous with care providing and duty, 

was an important issue emerging from the present study. As mentioned earlier, the 

feeling of obligation or perception of reciprocity in this society is closely linked with 

the Buddhist doctrine, which is different from the West, where reciprocity is derived 
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from normal family life (Frinch and Mason, 1993). Thus, the value of the term 

'reciprocity' in the Thai context cannot be the same as that in the West. In the Thai 

context, although adult children are expected to provide care for their parent, however, 

satisfaction can be achieved when the care is delivered, arising out of a sense of 

fulfilling the expected cultural norm of filial obligation, fulfilling a desire to reciprocate 

for past services, and building up future merit for the carer (Caffrey, 1992b). If the 

'mutuality' (the ability to find gratification and meaning in care providing) theory of 

Hirschfeld (1981) (see Chapter 2, Section 2.9.1) is applied to the present study, it will 

be likely to appear that most carers have high potential to develop mutuality, due to 

the potential the caring role gives them for reciprocity, rather than serving their elderly 

relative as a burden. With regard to these circumstances, the question arises whether 

carers in Thailand experience more rewards or satisfaction and experience less stress 

than carers in the Western countries. This issue will be discussed in Chapter 8 (Section 

8.3). 

7.3. Caring Problems 

In the present study, carers were asked to explain the problems they faced in providing 

care at home and were also asked to mention the particular difficulties at the time of 

the interview. The caring problems are discussed below: 
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7.3.1. Particular Difficulties 

The particular problems at the time of interview, which the majority of carers 

mentioned, were difficulty in dealing with the subject's psychological problems, carers' 

stress and physical strain, memory loss, and other problems, as follows: 

i) Psychological problems: The subjects' psychological problems were a major 

difficulty that was mentioned by carers. Firstly, obsessive compulsive behaviour. For 

example: a few carers were concerned about their elderly relatives' obsessive eating; 

one son complained about his father who went to the toilet without passing any urine 

at all hours of the night; and a daughter said that her father washed his hands all day 

and came to check her very often at night when she was in bed. The second type of 

problem that carers mentioned was severe behavioural disturbance, such as risky 

behaviour, paranoia, and violence. In Chiang Mai an old man accused his wife of 

having an affair. In Bangkok a retired postman carried a gun, because he said he had 

seen a burglar trying to climb his fence. A retired teacher became more aggressive and 

had recently fought with his wife and hit her, breaking her arm. The third 

psychological problem which was found in the subjects was mood swings. One spouse 

carer said her husband easily lost his temper, and a daughter-in law talked about her 

mother-in-law saying "she always has a bad temper and shouts at people" (C 41). 

Finally, carers were found to be upset at being unable to communicate with their 

elderly· demented relative which led them to give poor co-operation, due to their 

confusion. In the case of early dementia, carers felt particularly frustrated about the 

subjects' lack of co-operation, for example: 
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C 4: "He never does anything that 1 ask him to do." ( spouse carer) 

C 6: "He always does what he wants to do. He never listens to us." 
(younger relative carer) 

Such unco-operative behaviour got worse when the subjects went through a very 

confused state which rendered them unable to communicate. An old lady said, "He's 

shouting and crying out all day all night." By the time the subjects get to the late state 

of dementia they become more quiet, and have no perception of anything, so one 

daughter said about her mother, "I can't communicate with her, so 1 don't know what 

she wants" (C 44) 

ii) Stress and Physical Strain on carer: The majority of stress and physical strain 

complaints were found among spouse carers rather than younger relative carers. These 

complaints always related to the demands of caring for the subject with little or no help 

from either family members or outsiders. For example: 

C 20: "I have to help her walking upstairs and downstairs everyday." 

C 29: "I feel very stressed, because 1 have to look after her myself all 
the time." 

C39: "I feel so tired with taking care of her, especially as she always 
struggles when 1 try to change her clothes." 

A husband complained about stress, saying he had not been able to take time off for a 

holiday for two years. He said he should have more free time to relax himself after 

retiring from work, but he had to care for his demented wife who had rapidly 

deteriorated intellectually and could not perform everyday activities at all. In the 

present study, carers also were asked to explain about their own health problems 

during the interviewing, the findings are presented in chapter 6 (Section 6.3.2) 
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iii) Memory loss: Although only a few carers in this study found the memory loss in 

their elderly relative to be their particular difficulty at the time of interview, 

deterioration in memory was associated with the frequent report of psychological 

problems and behavioural disturbance. Memory problems described by carers 

included: "He is always forgetting where he keep his belongings and he's searching for 

them all the time. He's upset other family members by accusing them of stealing or 

moving his belongings" (C 43). A husband said his wife's memory had deteriorated 

until she could not do many things that she used to do, for example she could not 

remember how to cook or how to wash clothes, and had become increasingly 

dependent on him. Thus memory loss was related to increasing dependence and 

demand for care. 

iv) Other caring problenls 

The problem of finding help with care was mentioned quite frequently. Main carers 

who were no longer able to provide care by themselves because of the increasing 

demand for care due to the advanced illness of the subject said it was hard to find a 

good care assistant who was skilled in caring and loved looking after the elderly. They 

found it expensive to hire a personal health assistant from the private health service 

institution (there were no home helps nor care assistants available in the government 

sector). However, only one carer admitted that she had financial difficulty in providing 

care for her father since both of her parents were without a pension and totally relied 

on her family, and, in addition, she had two dependent children. 
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The final difficulty, which only a few carers mentioned, was difficulty in dealing with 

decisions on treatment. A son carer said his brothers and sisters had different ideas 

about seeking treatment for their mother. Some wanted to take their mother for 

Western medicine and others preferred to take her to see a traditional healer and have 

her treated with herbs or traditional medicine. 

7.3.2. General problems 

In general, the everyday problems that carers faced while providing care for their 

elderly demented relative were almost the same as the particular difficulties mentioned 

earlier, for example, the subject's psychological problems; memory loss; and co­

operation problems. The exceptions were stress and physical strain in the carer and 

other problems such as difficulty in finding a good care assistant, which appeared only 

as an emerging problem. The caring problems in general included the subject's 

physical problems, lack of information about caring and the illness, and policy matters, 

as follows; 

i) Psychological problems: Psychological problems were not only the particular 

difficulties that carers faced at the time of interview, but also the major everyday caring 

problems. Half the carers reported that their caring problems were associated with the 

subjects' behavioural problems. There was a broad range of psychological symptoms, 

the most common. being confusion and depression, including hallucinations, mood 

swings, obsessive compulsive behaviour, paranoid delusions and anxiety. For example, 

an old lady who ran a small shop and cared for her husband who was in an early stage 
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of dementia, complained that her husband was moody with customers and walked off 

without good reason; she worried it would affect their business. 

ii) Physical problems: Most carers found it was difficult to handle the physical 

symptoms related to the subjects' deterioration, such as sleep disturbance, balance 

problems, incontinence, constipation, and dysphasia. There was also the increasing 

demand of close observation by the carer, in subjects who had additional physical 

functional problems, for example diabetes or paralysis. 

iii) Lack of information: When the carers were asked what was wrong with their 

elderly relatives, over one-third replied they did not know. These included carers who 

knew the initial illness of their elderly demented relative, such as cardiovascular 

disease, brain tumour, or alcoholism, but did not know the subjects had developed 

dementia. One carer even said the doctor had refused to tell her. Although two-thirds 

of carers knew that the subjects had developed dementia, most of them had little idea 

of the pathology of this syndrome and how to provide appropriate care, except one 

spouse carer who was a former registered nurse and a daughter carer who had 

completed a short course in caring at home for the elderly. This lack of information 

also gave carers false hope, leading them to seek better treatment to cure the dementia 

symptoms in their elderly relative, while some carers turned to traditional medicine 

when they saw no sign of improvement. 

iv) Policy matters: In Thailand people retire from work at the age of 60. Therefore, 

~elp schemes for the elderly, whether provided by the government or the private 
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sector, normally only cater for people from the age of 60. One spouse carer appeared 

to worry about the cost of treatment for his wife who had developed early dementia 

from the age of 58; thus, she did not qualify to apply for the elderly welfare card, 

which would enable her to get free medical care from the government. 

7.4. Managing caring at home 

Most of the carers in this present study were either spouses or other family members 

living in the same house as the subjects. They were untrained and unpaid for this care. 

The nature of caring at home was explored to learn how the carers managed to provide 

care in their own home within the limited resources for help. 

7.4.1. Sharing the burden 

In the case of subjects who had many adult children living in the same house and 

nearby, this care would be shared among their children. The decision as to who would 

provide care, and when, depended on individual free time and it was possible to 

arrange to fill gaps, in order to provide care and supervision up to 24 hours a day. 

Thus, in the present study, the term "caring shift" is used to designate the period of 

care time provided by a carer. 

There was no difference in the caring shift between rural and urban areas. In Chiang 

Mai, a widow who lived with her unmarried eldest son suffered from a severe recurrent 

stroke which left her with paralysis of both legs, aphasia, and intellectual deterioration. 

Since she needed 24 hour care, the burden of caring shifts was arranged among her 
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children. Her daughter who lived in the same village came to see her and provided 

care during the day time, while her co-resident son and her nephew provided care at 

night. In Bangkok, an old man suffered from cerebrovascular dementia and had 

weakness on his right hand side. He had suffered rapid cognitive deterioration. He 

hardly remembered anybody and he could not perform everyday activities, such as 

dressing. He also had behaviour disturbance, with poor co-operation, agitation, 

obsessive eating and obsessive toileting at night. His wife and his daughter-in-law, 

who worked at home, took turns to care for him during the day, and his married 

daughter who lived elsewhere came to visit him very often and took responsibility to 

take him to see the doctor when necessary. His co-resident son who worked full time 

outside the home took responsibility to provide care at night. Sometimes, his son had 

to take alternate caring shifts with his nephew if the old man went to the toilet more 

often at night. 

This caring shift approach was also adopted by families who had a helper or care 

assistant at home, where care was mainly provided by the personal health assistant who 

was hired from the institution, but the spouse or younger relative carers would relieve 

the personal health assistant as necessary and also provide a close supervision and 

helping role 24 hours a day. However, spouse carers who lived alone except for their 

demented spouse found it more difficult to manage their care provision. She said "I 

have no time to talk to him or stimulate his memory, because I have to do housework 

as well." Nevertheless, she was delighted when her niece came to visit her, because 

her niece was able to help her to do" some housework and cooking, so she could take 

time off or go out by herself 
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7.4.2. Managing disturbed behaviour 

Strategies for coping with and managing behavioural disturbance in the subject varied 

among carers. In subjects who had mood swings and were very confused and 

uncooperative, most carers reported trying to control their temper and avoid 

confrontation by walking away and leaving the subject alone. A married daughter had 

to warn her guests about her father's strange behaviour. He easily got annoyed and 

moody when he saw somebody come to visit his daughter or when people tried to talk 

to him. He also walked away when I tried to interview him, but his daughter had 

already told me about it to prevent me feeling upset. The need to keep the subject 

company and give mental support was reported by the carers who cared for elderly 

people who had hallucinations. One carer said, "I will be with him and support him 

when he says he hears a strange voice or says somebody is trying to kill him" (C 7). 

When the subject appeared restless and agitated, some carers allowed them to go for a 

walk with supervision. Some carers would take them to bed and give a massage until 

they went to sleep, or some carers would give an extra sleeping pill to the subject if 

he/she was not able to sleep at night. 

There were also other factors that impeded carers in their attempts to provide care. 

An old blind lady who cared for her confused husband in a rural area, lived on the 

poverty line with her husband and her divorced daughter who had to work outside the 

home. ,When interviewed she appeared tired and had a bruise and an old lesion on her 

forehead. She said her husband pushed her away when she tried to give him medicine 

and he always struggled against anybody who tried to do anything for him. Her 
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husband remembered nobody and cried out all day and night. He tried to get out of his 

house and also pulled down everything that he could reach, so, her children agreed to 

restrain him. 

7.4.3. Seeking a care assistant 

Caring activities at home depended on the subject's condition. In the early stages of 

dementia, carers reported less demand in providing care for the subject; the caring 

activity was mainly supervision, because the subjects could still help themselves or 

perform their own everyday activities. When the subjects entered a very confused state 

the supervision increased to twenty-four hours a day to prevent risky behaviour. One 

spouse carer said, "He always leaves the gas on or leaves the refrigerator door open" 

(C 13). In this state, the supervision was extended to include neighbours and the close 

community, for example: 

C 13: "When I want to go out, I will ask my neighbour or his niece who 
lives just a few yards from here to keep an eye on him. He always 
walks up and down the village and everybody knows him and 
helps keep an eye on him too, since he used to get lost if he 
walked further than the next village and couldn't find the way 
home." (Chaing Mai) 

C31: "I have to distribute my father's photograph to the motorcycle 
service who serve the passengers at the beginning of our 
Avenue and ask them to keep an eye on him and I offer a 
reward for anyone who recognises my father and brings him 
back home." (Bangkok) 

In the next stage, when the subject becomes more confused and both intellectual and 

physical deterioration are severe, the demand of caring will be extreme and an assistant 

may be sought. Although only a quarter of carers were seeking help in caring, all of 

them were found among Bangkokian carers rather than in the northern region. Among 
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carers who needed a home help or maid and personal health assistant in Bangkok, it 

was found that twice as many full-time rather than part-time home helps were hired by 

spouse carers than younger relative carers. 

The decision as to whether to hire a home help or personal health assistant depended 

on the subject's condition, the availability of the carer's time, and the ability to afford 

this service. A home help may be needed when the subjects lose their ability to 

perform daily activities, such as bathing, cooking or dressing, or show risky behaviour 

which leads to increased dependence on their carer. Most of the home helps in the 

present study worked full-time and lived with their employers. They not only helped 

carers to do their housework, but also shared in providing care for the elderly 

demented patient, such as feeding, lifting, dressing or standing in for the carer when 

they needed to go out. Because of the extra work in providing care apart from 

housework, together with the behavioural disturbance of the demented person, many 

carers had experienced home helps walking out. They said it was increasingly difficult 

to find a long term home help or a new one. For example: 

C 21: "It's very difficult to find a good home help right now. If I 
found a good home help, I would try to keep her as long as 
possible. Even if she might request quite a high salary, I 
would have to pay, because I have a demented mother at 
home, so I need somebody whom I can trust and have quality 
of work as well". 

When the elderly demented relative entered the late stage, such as being bed-ridden, or 

shortly after being discharged from hospital, needing more medical attention and close 

observation, most of the younger relative carers who worked outside the home would 

seek for a personal health assistant from the private health care service institution. 
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This type of care assistant has usually been trained in caring by the private care 

institution for at least three months. They have to move into their employer's house 

and provide care only to the demented person, 24 hours a day five to six days a week. 

The personal health assistant's duty is only to provide personal care for the demented 

person, and not to do housework. At this stage, therefore, the majority of carers 

complained about the additional burden of having a personal health assistant in the 

house because the carer had to prepare meals, provide accommodation, provide help in 

caring as needed and pay quite highly for this service. Moreover, carers complained 

about personal health assistants' lack of skill in caring and absence of a positive 

attitude toward the elderly. 

7.5. Attitude towards Caring 

The literature suggests that caring for a relative with dementia has the potential to 

affect mental health, for example contributing to; emotional distress and depression, 

chronic strain, and adversely affecting the health of family caregivers (Russell et aI., 

1989; Collins et aI., 1994; Fink, 1995). In the present study these effects on health 

were consistently found. Nearly half of carers (n=19) experienced greater levels of 

strain and half the carers (n=22) said their health was somewhat worse than one year 

previously (see Chapter 6, Section 6.3.2). In general, it is assumed. that a positive 

attitude toward the. demented person is one of the most important factors that leads 

carers to be willing to continue providing care. In contrast, a negative attitude toward 

the subject could lead to family care breakdown. Levin et aI.'s (1983) study of the 

correlation of 'willingness to care' and 'willingness to institutionalise' among the 

280 



carers of the elderly mentally infirm, suggests that attitudes towards care-giving are 

instrumental in determining the breakdown of community care. This present study, 

therefore, examined the carers' attitude towards their demented relative at the time of 

interviewing by trying to compare their relationship before and after their relatives 

developed dementia. The carers were also asked about the prospects for future care 

providing: would they like to continue to provide care or prefer institutional care for 

their demented relatives? 

7.5.1. Attitude towards the SUbject 

When carers were asked whether there had been any change in their feelings towards 

their demented relatives, half the carers expressed sympathy, a quarter said nothing had 

changed in their feeling, nearly a quarter said they felt bored and irritated with their 

demented relatives' behavioural disturbances, and a few of them found their demented 

relatives' childish behaviour funny. It was also found that nearly twice as many 

younger relative carers expressed sympathy toward the subject than spouse carers. 

While twice as many spouse carers as younger relative carers felt bored and irritated 

toward the subjects. It was generally the subjects' behavioural disturbance, such as 

ignoring the carer's instruction and not co-operating, constantly asking the same 

question or paranoia, which caused carers to feel bored and irritated. Those who 

found the subject uncontrollable and unmanageable, expressed their unhappiness and 

wished not to continue providing care to the subject: 

Cll: "I hope it-isn't too rude to ask you that when is he going to die? 
He's always shouting; crying out, and very unco-operative. 1 
want him to go peacefully." (spouse carer) 

C33: "To be honest, 1 feel so fed-up with him, he never listens to me. 
All he wants to do is eat and sleep and he often says that he 
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hasn't eaten where in fact that he already has. He also wakes 
up many times at night and I have to wake up with him too, so 
I don't get enough sleep and feel so tired because I have to 
work full-time outside the home." (younger relative carer) 

7.5.2. Willingness to continue providing care 

Despite the problems of providing care at home with limited resources, three-quarters 

of carers were still willing to continue providing care for their demented relatives at 

home. The majority of carers, when asked about the length of time that they would be 

able to provide care, showed a strong sense of commitment to continue to care until 

their elderly demented relative's death, or at least, as long as possible. Although, there 

were slight differences between spouse and younger relative carers in willingness to 

care at home; in the northern region, slightly more younger relative carers than spouse 

carers were found to be willing to continue care. By contrast, in Bangkok, spouse 

carers expressed more willingness to care than younger relative carers. Less than 10 % 

(n=4) of carers, found only in the northern region, said they did not really want to 

provide care, but did so because there was no other family member available to provide 

care, or because of the marital commitment. The remainder said they were uncertain. 

When asked if there were any circumstances in which they would like to send their 

demented relatives to be cared for elsewhere, nearly three quarters of the carers 

insisted they would not send the subject to an institution. Only 14% (n=6) of carers 

from both regions said they would consider sending the subject to hospital if their 

condition deteriorated and they needed medical care. For example: 

CIS: "No, .... but ifhe went mad I will send him to the psychiatric 
hospital." (wife) 
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C31. "No, I won't. ... , not to a residential home. I will keep him to stay 
at home with me, unless his condition gets beyond my ability." 
(daughter) 

In Gilleard's (1986) study in the UK, spouses were found to be much less likely than 

other relatives to consider giving up caring. Similarly to the present study, spouses 

were found to be less willing to consider an institution than younger relative carers and 

all of them lived in Bangkok. In the present study, only 7% of carers (one spouse and 

two younger relative carers) were prepared to consider a nursing home for their 

demented relative if their condition deteriorated. Nobody reported a desire to send the 

subject to residential home. Only one subject had experienced staying in the private 

nursing home in Bangkok. She lived with her elder sister and her niece who worked 

outside the home. She had a brain tumour and needed regular chemotherapy. 

Unfortunately, the tumour spread, she deteriorated physically and needed to be 

hospitalised several times. Moreover, she had severe depression and behavioural 

disturbance, crying out all the time, and her niece could not cope with her condition, so 

she was sent to stay in a private nursing home for one year. Because of the high cost 

of the nursing home service, after one year, she was brought back home and her niece 

hired a private care assistant for her. 

Looking at the relationship between attitude towards people with dementia and 

willingness to care, in the present study, the majority of carers who felt sympathy with 

their demented relatives said that they would not send the subject to an institution and 

desired to continue providing care at home. However, the assumption of the 

correlation between a positive attitude towards the demented person and more 

willingness to continue providing care might not always be true. In the present study, 
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nearly 90% of carers who felt bored or irritated with the subject were still willing to 

continue providing care at home. There may be other factors that influence carers' 

beliefs and caring behaviour. 

7.5.3. Relationship between carers and subjects 

Phillips and Rempusheski (1986) suggested that all of us have an implicit to explicit set 

of "rules" (belief and value system) which help to determine how we live our lives and 

what we see as acceptable. In the caring situation, these belief systems are the basis 

for comparison between the past and present behaviour of the person being cared for. 

Phillips and Rempusheski (1986) also believed that in the caring situation where a 

good past image of the person being cared for is maintained in the present, and where 

beliefs and behaviour are congruent, the caring situation will be a positive one. 

Conversely, where a good past image has been spoilt, and beliefs and behaviour are not 

congruent, then the caring situation is much more likely to be poor. This view is 

supported by other studies (Nolan et aI., 1994). Therefore, in order to explore carers' 

beliefs and behaviour in caring associated with the quality of care, questions about the 

quality of the relationship between the carers and their demented relative were 

included. The findings are discussed below. 

i) Past relationship between carers and cared for 

Carers were asked to describe their previous relationship with their elderly relatives 

before they developed dementia, so called pre-relationship.' Two-thirds of carers 

reported having a very good relationship and up to three-quarters had a positive 

relationship, from good to very good, towards their elderly relative (see Figure 7.1). 
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There was little difference in the number of carers who reported fair and poor 

relationships, amounting to one quarter. However, no younger relative carers reported 

having a poor relationship with their elderly relatives. 

ii) Current relationship between carers and cared for 

Carers were also asked to describe their relationship with their elderly relatives after 

they developed dementia, so called post-relationship.' Nearly two-thirds reported 

that their relationship was worse. A greater number reported a poor relationship than 

a fair relationship with the person being cared for. While the number of poorer 

subject-carer relationships increased after the elderly relative developed dementia, at 

the same time, the number of very good relationships was reduced (also see Figure 

7.1). Only one-third of carers thought that they had a good to very good relationship 

with the subject. 
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Figure 7.1. Pre and post relationships between carers and their demented 
relatives. 
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Spouses' carers, particularly those who lived in Bangkok and the metropolitan area, 

were found to have worse relationships than younger relative carers. Nearly 90% of 

spouse carers had moved from a positive to a negative relationship, whilst only half of 

younger relative carers reported a similar experience. Moreover, spouse carers who 

lived with their demented spouse alone were more likely to have a poor relationship 

than those one who were co-resident with their adult children. 

The worst relationships were reported in the case of subjects with psychological 

problems, such as violent behaviour, unstable moods, lack of co-operation, and 

obsessive compulsive behaviour which made carers felt emotionally upset. Figure 7.1 

shows the sharp decrease in very good relationships and increase in fair and poor 

relationships between carers and the people they care for. If Phillips and 

Rempusheski's (1986) theory is applied to this study, this would suggest that only a 

quarter of carers had a positive caring situation. Moreover, the literature clearly 

suggested that a previously good relationship, which has deteriorated, is more difficult 

and stressful than a relationship which has always been poor (Nolan et aI., 1994). 

Although the majority of carers insisted on continuing to provide care at home, the 

question may be raised, as to the effect of a poor caring situation on the quality of 

care. 

However, four carers reported an improved relationship with the subjects after they 

became ill. This better relationship was attributed to the demented person's former 

personality and beliefs. One subject, a retired army officer, was described by his wife 

and daughter as a strict disciplinarian. He was not only unhappy for his family 
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members to question him, but also laid down strict rules for everybody in the house. 

His daughter also said he was only pleased with his younger son, who followed in his 

foot steps to become an army officer, not with her. Recurrent stroke had left him with 

difficulties in speaking, paralysis on his left hand side and cognitive impairment. Since 

then, he had become very quiet and co-operative and improved his relationship with his 

daughter who always came to visit and care for him. She said, "I like him better than 

before. He also say he loves me more than my brother. He has forgotten that he used 

to love my brother more than me." 

7 .6. Financial situation 

The financial situation of families is a very sensitive issue for anyone to discuss. 

Moreover, in a developing country such as Thailand, it is perhaps an even more 

sensitive issue than in Western countries, because of the influence of culture on 

people's behaviour and interpretation. Although Thailand has achieved remarkable 

economic growth and is in the process of transition into a modern industrialised 

country, nonetheless, over half (57%) of the Thai population still work in agriculture 

(National Statistical Office, 1993) and have an unstable income. Moreover, Thai 

society has been characterised as hierarchical in term of social status, age, kinship, 

experience, and economic status (Hanks, 1975~ Polter, 1976). The higher positions in 

the social hierarchy empower people with both formal and informal influence 

(Darlington, 1994) .. 

Because of the hierarchy of power and prestige, there is a concern amongst people to 

present a favourable image of themselves in which self-presentation has a strong 
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psychological value in regard to the individual's feelings of identity and acceptance 

(Mulder, 1994). Thus, most people probably will not admit that they are poor, though 

they may do so when they expect a positive outcome. In the present study, of 44 

~ carers, only one carer mentioned financial problems when asked about her particular 

difficulties in care provision, and another two carers, in talking about general caring 

problems, mentioned concern about what their financial position would be in the 

future. However, a quarter of carers admitted that they had financial difficulties, when 

they were asked directly whether they had any financial difficulty in providing care. 

Taking into account the primary concern of the perception of hierarchy, the interview 

schedule included a question about the individual carers' income and their household 

income in an attempt to determine the possible extent of financial hardship. Additional 

questions about the expense of caring for the elderly demented person, in order to 

determine what extra expenses were incurred which affected their financial situation, 

were also included. 

7.6.1. Income 

Rapid economic growth and structural shifts in production and employment have had a 

significant impact on income distribution in Thailand, with the share of farm income 

falling as the agricultural sector has declined, while the trend in the share of income 

from professions and other unincorporated enterprises is increasing (Jansen, 1990). 

Although the incidence of poverty fell sharply from 57% in 1962-1963 to 24% in 1981 

(Jansen, 1990), and reduced from 10.6% in 1995 to 10% in 1996, this still means that 

6 million people out of total population of 60 million, were estimated to have an 

income below the poverty line. Moreover, the difference in income between the rich 
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and the poor is getting wider. This difference of only 11.8 times in 1988 had increased 

to 16 times in 1996 (Matichun Weekly, 1997). The distribution of income also varies 

according to geographical area, as agriculture remains dominant in the rural areas. 

Therefore, the financial status of carers and their households in the rural and urban 

areas in the present study will be separately analysed. 

Recent data on income are not available because it normally takes two years for the 

National Statistical Office (NSO) to process the Socio-Economical Survey (SES) data 

and publish the results (Kakwani and Krongkaew, 1996). In order to achieve a more 

accurate assessment of financial status and understanding of the existent financial 

situation in family care, the most recent statistics published by the government 

statistical office are used. Reference is made to data from the national statistical office 

and from independent research institutions. For example, Table 7.2 shows the average 

monthly income and the expenses in different geographical areas in Thailand, indicating 

the average monthly income differences between the Bangkok and the metropolitan 

area and the Northern Region. 
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Table 7.2. Average monthly income and expenditure by region: 1994 

Average Average 
Region Average monthly income monthly expenditure 

household (Bath) (Bath) 
sIze Per Per Per Per 

household person household person 
Whole Kingdom 3.8 8,262 2,191 7,567 2,114 
Bangkok and 
Metropolitan 3.3 16,418 5,013 13,667 4,241 

Central Region 3.7 8,724 2,372 7,857 2,309 
Northern Region 3.5 6,260 1,791 5,956 1,781 
North-eastern 
Region 4.1 5,599 1,387 5,632 1,496 
Southern Region 4.1 8,014 1,967 7,513 1,955 

Source: Report olthe 1994 Household Socio-Econon,ic Survey, National 
Statistical Office, Thailand, cited by National Statistical Office (1996), 
p.395. 

Note Exchange Rate: approxin,ate/y 40 Bath = 1 Pound (prior to 1997 devaluation) 

i) Incon,e and Poverty line 

The present study sought to identify those carers who were on the poverty line. It is 

logical to assume that people who are poor and have to care for their relatives at home 

with few services and resources available would have more financial difficulty than 

other groups. Lapthananon (1995) studied socio-economic stratification in Thailand 

with a sample of 3,040 from 10 provinces, both urban and rural areas, covering every 

part of Thailand. This study suggested that the majority of the population who had 

low socio-economic status (SES), and were also classified as poor in the rural areas, 

had a monthly income of less than 63 pounds per person (2,500 bath) and less than 125 

pounds per househol~ (5,000 bath), whilst in the urban area, those classified as poor 

had a monthly income less than 86 pounds per person (3,500 bath) and less than 250 

. pounds per household (10,000 bath). 
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However, in the present study, using the individual carers' income to classify low SES 

or below the poverty line, the resulting figure would probably overestimate those in 

poverty, because the majority of the spouse carer group, who accounted for more than 

half, were housewives and had no income or pension of their own, but their husbands 

did, particularly in Bangkok. They may also have received support from their adult 

children. Similarly, younger relative carers, might receive financial support from their 

own family and from other siblings, an aspect of what is meant by family care. 

Therefore, household income would be more appropriate to show their actual financial 

status. Table 7.3 illustrates the carers' household income which includes other sources 

of financial income, either from their husband, adult children or siblings. It can be seen 

that over three-quarters of the subjects and their carers in the northern region, the 

majority of whom lived in the rural area, had low SES, while the majority of 

participants who lived in Bangkok and the metropolitan area had medium to high 

socio-economic status. 
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Table 7.3. Household income and Socio-Economic Status by geographical area. 
Socio Number of Households 

-Economic (Row%) Row Total 
Status (SES) ~Column %2 (%) 

Northern Bangkok and 
Region Metropolitan 

Low SES 15 2 17 (38.6) 
(88.2) (11.8) 
(75.0) (8.3) 

Medium-High SES 5 22 27 (61.4) 
(18.5) (81.5) 
(25.0) (91.7) 

Column Total (%) 20 (45.5) 24 (54.5) 44 (100) 

Of 24 spouse carers, nearly two-thirds (n=15, 62.5%) said that they received financial 

support from their adult children, either from co-resident children or from the others 

who lived elsewhere. Only nine spouse carers (37.5%), mostly from Bangkok, who 

had their own savings or whose demented husbands had retired from the government 

sector and had state pensions, were less likely to receive financial help or preferred not 

to receive it from their adult children, for example: 

C 34: "They give me money sometimes, but actually, we have our own 
savings, so we don't need financial support from them." 
(Bangkok) 

C 43: "Not much .. , because my husband has his own pension." 
(Bangkok)) 

Among younger relative carers (n=20), less than half (n=9, 45%) received financial 

support from their family or from their siblings who lived elsewhere. Among married 

carers it was found that their main. income came from their own family. It was often 

found that carers who looked after a demented parent or parent-in-law at home, 
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received their main financial support from their husbands, who worked outside the 

home. As one carer said, "my husband is my main financial resource." However, 

nearly half of them (n=9) also received help from their siblings who lived elsewhere: 

C 6: "My sister who lives in Bangkok regularly sends money to my 
father at home." (northern region) 

C 33: "All the medical expenses for my father are divided among my 
brother and sisters." (Bangkok) 

Some unmarried carers who had not received financial help had to spend their own 

savings or income to provide care, while some of them did not need help because their 

elderly demented relatives had savings or a pension. However, unmarried carers 

received slightly more financial help from their siblings than married carers. 

ii) The loss of inconle 

As an elderly demented person's condition deteriorates physically and psychologically, 

so the demand for care increases. The need to spend more time in caring may not only 

affect the carers' well being, but may also cause loss of earnings, which would make 

caring more difficult. The present research found that nearly one-third of carers 

reported loss of income or difficulties in working as a result of being carers. This trend 

was more noticeable in younger relative carers rather than in spouse carers, because 

the majority of spouse carers were housewives while, in the case. of male spouse 

carers, most had retired from work. 

Half the younger relative carers (n=10) reported losing income and disruption of their 

working pattern, such as having to stop working or to reduce hours spent working 
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outside the home, in order to be able to provide care at home. Some carers had had to 

change their jobs from work outside the home to work at home with lower incomes. 

In other cases, their ability to work had been adversely affected by lack of sleep due to 

providing care at night. The loss of income was clearly a prominent problem among 

younger relatives who were still of working age and had to earn for their living too. 

How long would they be able to provide this kind of care? The problem may be 

alleviated if they receive financial support from other family members, but what about 

carers who have no relatives to help them? This concern was expressed by a carer 

who had two dependent children and had to provide care for her elderly mother and 

demented father with support only from her husband. 

7.6.2. Caring Expenses 

In Thailand, the government plays an almost exclusive role in providing health services 

(see Chapter 3, Section 3.3.3). The main paid health services are provided by the 

Ministry of Health (MOH) though the private sector also plays a significant role in 

Bangkok and metropolis (Campbell et aI., 1993). Studies of Thai household 

expenditure including expenditure on medical care have regularly been carried out by 

the National Statistical Office. For example, the expenses data of 1992 and 1994 

shown in Table 7.4, indicates that expenditure on medical care was ranked in fifth 

place among cons~mption expenses for the kingdom as a whole. However, little is 

known about the average health costs for people who suffer from a chronic illness such 

as dementia. Therefore, the present study sought to explore the additional expenses 
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involved in long term care provision at home, such as the cost of medical treatment 

and other facilities related to care for the subject. 

Table 7.4 Average monthly expenditure per household by type of expenditure 
and region. 

Whole Bangkok and Northern Region 
Expenditure group Kingdom Metropolitan 

1992 1994 1992 1994 1992 1994 
Average household size 3.9 3.8 3.4 3.3 3.7 3.5 

Total monthly expendit,ure 6,529 7,567 13,479 13,667 5,028 5,956 

Consumption expenditure 5,892 6,784 11,950 12,105 4,583 5,381 
Food and beverages 2,272 2,548 3,995 4,068 1,799 2,025 
Alcoholic beverages 174 123 362 266 120 92 
Tobacco products 112 93 176 169 84 58 
Apparel 391 404 712 630 318 349 
Housing 1,430 1,654 3,303 3,252 1,091 1,308 
Medical care 226 262 434 441 194 257 
Personal care 161 191 303 333 120 147 
Transport and 
communication 802 1,122 1,873 2,118 651 886 

Recreation and reading 153 169 399 382 106 119 
Education 101 136 313 392 66 84 
Miscellaneous 70 82 80 54 34 56 

Non-consumption 637 783 1,529 1,562 445 575 
expenditure 

Source: Report of the 1992 and 1994 Household Socio-Economic Survey, National 
Statistical Office, Thailand, cited by National Statistical Office (1996), pp. 
389-399. 

In this study, the health care consumers were simply divided into two groups, those 

who were eligible to claim health care benefit and those who were not. First, those 

eligible to claim health care benefit consisted of three sub-groups. The first sub-group 

were consumers who' were able to ~Iaim health care services entirely free from charge, 

from the government sector. The majority of people in this sub-group were working 
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for or retired from the government sector, together with their families. This sub-group 

also included people who are classified as poor. Since the Free Medical Care Project 

was introduced in the Fourth Five Year Plan, 1977-81, as part of the Government's 

proposals for helping those of low SES, those who are identified as poor, are also 

eligible to receive free health care services at the government facilities (Mills, 1991). 

The second sub-group was state enterprise employees or retirees and their families. 

This sub-group is able to claim over half of the cost of medical care for each visit; 

however, the exact benefits available vary from one organisation to another. The third 

sub-group was private sector employees. Since the labour law about basic health care 

insurance was introduced for everyone who works for a private company, they too can 

claim free basic medical treatment, though health care policies vary between 

compames. 

The second health care consumer group was the private paying group, made up of the 

self-employed or agricultural workers, who are not eligible for any health care benefit. 

In general, paying for an elderly persons' health care is a constantly increasing financial 

strain (Polich et aI., 1993). This problem will be increased in the case of chronic 

illness. However, the cost of health care would be less of a financial strain if the 

subject was eligible for some kind of health care benefit, as described above. 

i) Medical treatment expenses 

The costs of medical treatment, particularly out-patient expenses, include medicine, 

special tests, laboratory and doctors' fees. Although, 44 subjects participated in this 

study, only 24 subjects' carers were able to give an estimate of medical treatment 
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expenses. The remaining subjects, were mostly eligible for free or subsidised medical 

care, so their carers seemed not to recognise or pay attention to the cost of care. The 

cost of medical treatment ranged from 3.0 to 1,316.0 pounds per month (120 - 52,640 

Bath), the average being 169 pounds per month (SD=365.5) or 6,760 Bath per month. 

To set this in context, the national average spent on medical care in 1994 was only 6.6 

pounds per month (262 Bath) (see Table 7.4), and the average cost of medical services 

in an elderly out-patient department, at Rajavithi Hospital, one of the major general 

government hospitals in Bangkok, was 12.7 pounds for each visit (Thanuvatana, 

1994). However, data were not collected in this study to provide further details about 

how much carers had actually paid for medical services per month. 

There was a statistically significant difference (t-values = -2.52, df = 11.7, p<.05) in 

the cost of caring facilities in different geographical areas. Although there was no 

statistically significant difference in the cost of medical treatment in different 

geographical areas, the average monthly expenditure for people with dementia in 

Bangkok and the metropolitan area was over ten times higher than in the northern 

region, where the majority of subjects lived in the rural area. There was also no 

statistically significant difference in medical care expenditure between subjects who 

were and were not eligible for health care benefit (Table 7.5). 
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Table 7.5. Monthly Medical Care Expenses (pounds) by Type of Health Care 
Consumer and Geographical Areas. 

Medical Care Expenses 

Total monthly medical care expenditure 
Northern Region 
Bangkok and metropolitan 

Total monthly medical treatment 
expenditure (n=24) 

Type of health carer consumer 
Eligible to get help 
Private paying 

Geographical area 
Northern Region 
Bangkok and metropolitan 

Total monthly facilities expenditure (n=20) 
Type of health care consumer 

Eligible to get help 
Private paying 

Geographical area * 
Northern Region 
Bangkok and metropolitan 

*: t-test (p < .05) 

ii) Expenses of other Caring Facilities 

Average 

258.3 
60.0 

429.1 

169.3 

89.3 
302.7 

25.0 
291.4 

89.0 

83.8 
99.7 

35.0 
137.7 

SD Minimum-
Maximum 

472.8 6.0 - 1,679.0 
59.1 6.0 - 172.0 

597.9 10.0 - 1,679.0 

365.0 3.0 - 1,316.0 

199.0 3.0 - 789.0 
531.6 3.0 - 1,316.0 

23.1 3.0 - 80.0 
469.0 5.0 - 1,316.0 

107.8 3.0 - 363 

121.0 3.0 - 363 
82.7 8.0-211 

36.0 3.0 - 92.0 
128.9 5.0 - 363.0 

The cost of care does not include only medical treatment. Caring for a chronically ill 

person at home also brings extra expenditure on other facilities related to care. More 

than half the carers said that they had not paid for anything special or had spent little 

money on facilities for the subject. Only 20 carers were able to indicate the average 

cost of facilities.. These were cases where the subjects had suffered physical 

deterioration. The most common extra expenses incurred in caring at home, that 

carers mentioned, were special food or food supplements, incontinence aids, the cost 

. of hiring a home help or care assistant, and transportation. The average monthly 
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expenditure on such items was 89 pounds (3,560.0 Bath), SD=107.8, and there was 

not much difference in expenditure between subjects who were eligible to get help for 

medical care and those who were not. However, there was a statistical significance (t­

values = -2.52, df = 11.7, p<0.05) in the cost of facilities in different geographical 

areas, with subjects living in Bangkok and the metropolitan area spending almost four 

times as much as subjects who lived in the northern region (Table 7.5). 

The cost of medical care, including medical treatment and other expenses, varied 

depending on the subject's health condition and what the family could afford. 

Although this study's findings suggest that the average total cost of medical care for an 

elderly demented person at home is 258 pounds per month (10,320 Bath), it was found 

that the subjects in Bangkok and the metropolitan had spent seven times as much on 

medical care as the subjects in the northern region. The minimum monthly cost of care 

is at least 6 pounds (240 Bath), while a wealthy family may spend up to 1,679 pounds 

per month (67,160 Bath). Subjects who were eligible for free or subsidised medical 

care spent less on medical treatment and less than half on other facilities, compared 

with those who met their own costs and on average spent more. Less medical care 

was paid for in the northern region than in Bangkok (also see Table 7.5), reflecting the 

fact that the majority of the subjects and their carers in the northern region were on the 

poverty line (see Table 7.3); in other words, the more money families had, the more 

they spent on caring. Siripanit et al. (1988) studied the way of life and behaviour 

among 1,574 healthy Thais aged between 70-74. It was found that the majority of 

sample (90.3 %) had moderate to' high income. This finding may be taken as an 
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indication of a relationship between economic status and the well-being of the elderly, 

in a country where no national health service is as yet available. 

7.6.3. Carers' attitude toward caring expenditure 

The sensitive issue of carers' attitude towards caring expenditure was explored in 

order to gain a deeper understanding of the financial difficulties involved in caring and 

their likely impact on the continuation of care. Firstly, carers were asked whether they 

had ever thought that the cost of care was expensive. Just half of carers answered 

"No" and nearly half said it was quite high to very high, while the remainder said 

"Moderate." However, the SES of the subjects and their carers seemed not to be 

related to carers' attitude towards the cost of medical care. The cross-tabulations 

carried out indicated that among 17 participants (38.6%) who had low SES or were on 

the poverty line, mostly living in the rural area (n=15), more than half (n=9) said the 

cost of care was not expensive and only six of them said it was. Among 27 

participants (61.4%) who had moderate to high SES, mostly living in Bangkok and 

metropolitan area (n=22), almost two out of three said the cost of care was expensive. 

Nor did the length of time the subject had been ill or the different causes of dementia 

appear to be significantly related to carers' attitude towards the cost of care. 

Nevertheless, it was found that a slightly higher number of carers who were caring for 

relatives with vascular dementia and unspecified dementia said the cost of care was 

expensive, than was the case for other causes of dementia. 

A further question was asked about whether carers and their family members had ever 

thought that they would not be able to continue to provide care because of the cost of 
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canng. The findings revealed that the majority of carers did not think so. Although 

some carers admitted that they had financial or caring difficulties, they were still willing 

to continue to provide care, particularly in the case of younger relative carers. For 

example: 

C 7 : "No, I have to care for him whatever the circumstances." 

C 25 : "No, I will try to provide care for her myself, because I cannot 
afford a care assistant any more." 

C 27: "We have a lot of financial difficulties at the moment, but we will 
try to continue providing care for her." 

Among spouse carers, however, most said they had never thought about this issue, as 

their spouses had a pension, were eligible to get free medical treatment, had enough 

savings, or regularly received financial support from their adult children. However, 

spouse carers who heavily relied on their adult children for financial support seemed 

more concerned about the possibility of discontinuing care because of its high cost. 

The last question about caring and financial difficulty asked who would be the next 

person to become a carer if the present carer could not continue to provide care 

because of financial difficulty or other circumstances. More spouse carers mentioned 

their daughter rather than son, as the next person to take on the responsibility, while 

younger relative carers, the majority of whom were female, nominated a brother rather 

than sister. 
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7.7. Traditional Medicine 

Jaspan (1969) has suggested that traditional medical theory in South-East Asia is 

derived from deep religious, philosophical, and sociological roots, in which Buddhism 

has had a particular influence. Thailand is one of the countries in South-East Asia 

which continues to practice traditional medicine alongside western medicine (see 

Chapter 3, Section 3.5.1). In order to understand caring behaviour, respect individual 

beliefs, and find an efficient method to deliver health education to the patients and their 

families, it is important for health professionals to be aware of how ancient traditional 

beliefs influence Thai people's caring behaviour. What factors lead them to decide 

whether to go for traditional or Western medicine and how do they view these two 

systems? 

7.7.1. Traditional healer 

Of 44 subjects in the present study, nearly half (n=21, 47.7%) had sought help from 

traditional medicine where the majority of them lived in the rural area. In the following 

discussion, types of traditional healer will be defined mainly according to the work of 

Brun and Schumacher (1994, pp. 35-36) who spent some time studying traditional 

medicine in Northern Thailand. The types of traditional healer which were found in the 

present study were as follows: 

i) Herbalists 

The herbalist is one of several typeS of traditional healer in Thailand who use an arsenal 

of herbs and other natural substances as the basis for therapy. This may include the 
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performance of incantations. The term herbalist also refers to rural traditional doctors 

who learnt from a popular traditional system which is part of an exclusively male 

tradition. Most carers reported that they had heard about herbalists or particular kinds 

of herbs, which could help the condition of their demented relative, from their 

neighbours and friends. At the time of prescribing, carers were told how to prepare 

the herbs before serving, for example, by steaming or boiling them, and given 

directions as to frequency, dosage and the duration of treatment. In Bangkok, this 

type of traditional healer was also influenced by Chinese medicine. One subject in 

Bangkok had received herbal treatment including a particular kind of Chinese 

mushroom which is believed to improve memory. 

ii) Mediums 

The mediums are part of a predominantly female tradition. They find the cause of 

disease, and may even attempt to cure certain diseases, with "rubbing" ceremonies. 

Brun and Schumacher (1994) suggest that people with psychological and social 

problems often turn to the mediums for help and advice. Darlington (1990), who 

studied Buddhism, morality and change in northern Thailand, found that people, mostly 

woman, went to ask for advice on personal problems and to solicit help in times of 

personal crisis, not only illness, but also when they had had a bad crop or lost an item. 

The findings from the present study confirmed that seeking advice about the cause of 

their elderly relative's illness from a medium was still a popular course of action among 

carers~ There was a significant difference (chi-square = 1l.7, df = 1, p<.OI) in this 

respect, between carers who lived "in different geographical areas. Of 11 carers who 
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had sought advice from a medium, over 90% (n=10) lived in the rural northern region, 

rather than in the capital, Bangkok. .-~~ 

iii) Ritual 

Many people in the rural area still believe in spirits, such as moral spirits which are 

basically protective, and amoral spirits which most frequently cause trouble to human 

beings. The type of diseases mainly considered to be caused by spirits are epidemic in 

nature (fever, swellings and aching joints or muscles); diseases with sudden onset; or 

those which are resistant to treatment, which can not be cured by normal herbal 

methods. If a disease is regarded as being caused by something being inserted into the 

body by spirits, magic becomes an essential part of the curing process. (Brun and 

Schumacher, 1994). The curing ceremonies for diseases caused by spirits in this study 

will be called 'ritual.' The ritual was normally carried out after the carer had been told 

by a medium about the cause of disease and what kind of ritual would help. The rituals 

which carers mentioned were candle worship, offering food to spirits and taking the 

subject to see a monk or spirit doctor to receive holy water, in order to drive away bad 

luck or a bad spirit. 

iv) Traditional massage 

In the present study, traditional massage appeared more popular among Bangkokian 

participants than those from the northern region, and four Bangkokian participants said 

they had never sought treatment using any other kind of traditional medicine, except 

traditional massage. This massage" was either performed by family members, using a 

simple technique, or they hired a professional traditional massager who provided 
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services at Wat Pho. It was reported to be helpful for the elderly demented who had 

problems with unstable mood, restlessness or insomnia. As one carer in Bangkok said, 

"When she starts having a bad mood, I will take her to bed and give her a good 

massage until she feels better and goes to sleep" (C 25). 

7.7.2. The Carers' views toward Traditional and Western Medicine 

Although nearly half the carers in this study stated that they had sought help from a 

traditional healer for their elderly demented relative, the majority of them lived in the 

rural northern region. Most Bangkokian participants had no interest in traditional 

medicine and only one-third preferred traditional massage and some kind of herbs 

alongside Western treatment. In view of the physical and mental incapacity of the 

subjects, the question was raised: who decided to take the subject for traditional 

medicine? It was found that usually carers had made the decision on this issue; only a 

few subjects had made the decision themselves. Therefore, the question was asked: 

why carers felt they needed help from traditional medicine? Juspan (1969) described 

the perception of how a person becomes ill in Southeast Asian countries as follows: 

Patient and his or her kinsmen want to know whether illness is a 
consequence of supernatural punishment for immoral or antisocial 
actions, or is a result of infection or contamination which could not be 
foreseen or prevented. Or is it result of someone's deliberate intent, by 
resort to witchcraft, sorcery or poisoning? Or was it brought about by 
the fickle, labile and malicious activities of spirits. (p. 12-13) 

This was born out in the present study, the majority of carers in the northern region 

who preferred traditional medicine" said that they needed to know the cause of the 

illness in their elderly demented relatives. They thought that the symptoms such as 
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fever, sudden onset of personality change or failure to recognise family members must 

be associated with punishment from an angry spirit, or black magic. So, the mediums 

were seen as the only people who could tell what was wrong with the subject and how 

to deal with it. 

Equal numbers of subjects had turned from traditional to Western medicine, and from 

Western to traditional medicine. They turned from one to another to seek better 

treatment, because their carers were not satisfied with the results of treatment or had 

seen no sign of improvement after the patient had undergone treatment for some time. 

Carers, thus, viewed both traditional and Western medicine as complementary or 

alternative treatments. Therefore, it is important to note that traditional medicine 

alone can not be called "alternative medicine," as it is in the West, where orthodox 

medicine is normally the first choice. The mediums also influenced carers' decision as 

to which system of medicine to choose. Two carers reported that they went to consult 

the mediums to find out the cause of their elderly relative's illness, and were advised to 

take the subject to see a Western-trained doctor, because the medium found no signs 

of a spirit agent, and no need for treatment by a traditional healer. Carers who 

believed in both systems preferred their elderly relative to undergo both traditional and 

Western treatment, in order to maximise the possibility of finding and treating the 

causes of illness. 

The majority of participants who lived in Bangkok and the metropolitan area had an 

average higher SES (see Table 7.3), more education and more exposure to Western 

culture than participants who lived in the northern region (see Chapter 5 and Chapter 
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6). These factors may have given them a more positive attitude and preference for 

Western medicine, compared with traditional medicine. Most of the carers who 

preferred Western medicine said that they believed Western medicine was more 

established and offered a higher quality of care, than traditional medicine. Some carers 

preferred Western medicine as convenient, simple and safe. Another carer who turned 

to Western medicine said, "I used to boil the Chinese herbs and prepare for him, but I 

feel too lazy to continue" (C 30). 

In the case of over 80% of subjects who received western treatment, carers reported 

that it had helped in decreasing subjects' psychological problems, resulting in fewer 

mood swings, decreased paranoia and improvement or stabilisation of the subjects' 

condition. In comparison, only one-third of carers whose elderly demented relatives 

had been given some kind of traditional treatment said they had seen signs of 

improvement in the subjects' condition. 

7.8. Carers' Needs 

In Thailand, the cultural view is that adult children and younger relatives have to take 

responsibility in caring for their elderly relative themselves, and therefore, the 

government seems to take it for granted that relatives will provide care and offers them 

little or no support., In the past, when the majority of people lived in extended families, 

the problem of caring may have been less since the caring role was shared among a 

large number of family members. However, today, there is a reduction in family size, 

economic hardship has forced women to work outside the home, and more adult 
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children migrate from the rural areas to find jobs in the city, leaving the elderly behind. 

In order to prevent family care breakdown, the very first step and the most important is 

that carers' needs should be recognised, then caring intervention and caring support 

need to be offered. This research tried to explore the needs of carers looking after 

their elderly demented relatives at home. To assess carers' needs, it is important to ask 

questions about the extent to which carers face strain with regard to information, 

finances, respite, support, aids and services, and carers were also given the opportunity 

to indicate anything else that they wanted to mention. 

7.8.1. Information Needs 

An assessment of the information needs of the 44 carers was carried out during the 

interviews. It was found that there were four principal information needs among 

carers, though a number of carers wanted more than one type of information. These 

information needs, in order of the frequency with which they were mentioned by 

carers, were as follows. 

The first need, expressed by nearly three-quarters of carers (72%, n=32), and by more 

younger relatives than spouse carers, was information about how to provide care for 

the subject, especially about caring techniques at home. For example: 

C 1: "It's very important, we really want to know how to 
communicate to my mother who has aphasia." 

C 1 0: "How to divert his attention not to keep thinking about himself." 

C 33: "How to stop his obsessive toileting and what I should do when 
he keeps saying he hasn't had a meal, where in fact he already 
has." 
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This category of needs included what kind of food would be good for the subject, and 

how to administer medicine. Second, the need to know about the elderly person's 

illness was mentioned by 40% (n=18). Some carers had no idea what was wrong with 

their elderly relatives, and even though most knew that the subjects had developed 

dementia, they had little idea of the pathology of this syndrome (see Section 7.3.2). 

The third common information need that carers mentioned was regarding the treatment 

of dementia. Most carers in this group wanted to know how to cure their relative's 

illness, thus this information need appeared to be associated with the lack of 

knowledge of the dementia syndrome. Examples of carers' comments were: 

C 17: "The doctor isn't a good source of information. I know nothing 
about his illness, the pathology of the disease or how to care 
for him." (Northern Region) 

C31: "I don't know how his illness is going to be. I have just heard 
what people say, but I don't really know about it." (Bangkok) 

Finally, there was a need for information about institutions, short and long term private 

nursing homes in particular, since state-run nursing homes have yet to be introduced in 

Thailand. Although only a few carers (n=3), especially those who lived in Bangkok, 

mentioned nursing homes, while the majority did not want to appear unable or 

unwilling to provide care themselves, the fact that this issue was raised at all, is 

evidence of a move towards consideration of alternative care options. However, 

government residential homes were low in carers' choice, because most carers had a 

negative attitude towards such institutions. These homes are seen as a last resort for 

the homeless or elderly people who have no relatives. A study of the living 

. arrangements of the elderly in Thailand by Knodel et al. (1995) also found that cases in 
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which the elderly are forced to rely on institutional care are seen as a reflection of the 

failure of the family to fulfil their obligation and thus cast shame on those who 

normally would take responsibility. 

After the carers had indicated the information they needed, they were asked to say 

more about whether they had access to such information. More than half (n=24) the 

carers said they had not received any information and 18% (n=8) had received only 

some of the information they needed. Nearly one-quarter (n=10) said they had 

received some information either from the subject's doctor or from relatives who were 

health professionals. Thus, the majority of carers stilI had a great need for information 

about their elderly demented relative's illness. Carers who are not fully informed about 

the nature of the precipitating illness are likely to have a number of concerns and 

worries (Nolan et aI., 1994). 

7.8.2. The Need for Financial Support 

In Thailand where there is no social welfare, not every elderly person is entitled to 

receive a state pension on retiring from work. Receipt of a pension depends on what 

kind of job the person has done during his or her working life. People who retire from 

the government sector can choose whether to take a lump sum or a monthly pension 

for the remainder of their lives, while those who retire from state enterprises can get 

only a lump sum; people who work outside the government scheme, if they retire from 

the private sector, may be able to receive a lump sum, depending on each company's 

policy, but people who were self-employed, will not be entitled to received any income 

support. 
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In the present study, of the 44 subjects, only 20% (n=9) were entitled to a state 

pension and all of them were cared for by their spouses. Just half the subjects were 

eligible for some form of financial help, and only three subjects had their own savings. 

Of the subjects who were being cared for by their spouses (n=24), two-thirds (n=16) 

received financial help. Nine of these, mostly male, had state pensions and also had 

additional financial help from their adult children, particularly daughters, and the 

remainder received financial help only from their adult children. Of those who did not 

receive financial help (n=8), only two said that they had their own savings and 

preferred not to get help from their children. Of the subjects who were being cared for 

by their adult children, most were not eligible for any pension or income support and 

relied heavily on their adult children; there was only one subject whose adult children 

used her mother savings to pay for her care. Nearly two-thirds of adult carers in this 

group reported that they had no financial help from other family members, while the 

remainder received some help from their brothers and sisters. 

When the carers were asked whether they needed financial support while they were 

providing care, less than half (43%, n=19) replied that they did. However, looking at 

the responses by region (Table 7.6), spouse carers who lived in the northern region 

with their spouses, the majority of whom had no pension and relied on their adult 

children and income from farm produce, needed more financial support than those who 

lived in Bangkok and the metropolitan area. For example: 

e12: "Yes, I do. It would be nice if we could get it (financial support), 
because we have no income at all, our fruit plants gave us very 
poor produce this year." 
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C16: "Yes, ..... because I'm too old to work, so I have to rely on my 
children all the time." 

By contrast, the majority of spouse carers in Bangkok and the metropolitan area made 

such comments as: 

C22: "He has enough pension for me to be able to care for him, so I 
don't need it." 

C37: "I don't need it, he's entitled to get free medical care from the 
government. " 

In contrast to the position with spouse carers, slightly more adult children who lived in 

Bangkok and the metropolitan area needed financial help than those who lived in the 

rural area. 

Table 7.6 The need for financial support amongst spouse carers by region 

Financial needs SEouse Carers Total 
questions Northern BKKand (n=24) 

regIon metropolis 
~n=122 ~n=122 

Would you like to 
have income support? 

Yes 9 (75.0%) 1 (8.3%) 10 (41.6%) 
No 2 (16.7%) 11 (91.7%) 13 (51.2%) 
Don't know 1 (8.3%) 0.00 1 (4.2%) 

Do you think elderly people should 
receive financial support? 

Yes 9 (75.0%) 2 (16.7%) 11 (45.8%) 
No 2 (16.7%) 9 (75.0%) 11 (45.8%) 
Don't know 1 (8.3%) 1 (8.3%) 2 (8.4%) 

312 



Carers were further asked whether they thought elderly people should receive financial 

support from the government. The findings revealed that of 12 spouse carers who 

lived in Bangkok and the metropolitan area, three-quarters (n=9) did not agree. This 

may be because the same proportion of their spouses had a pension and were entitled 

to free medical care, while the same proportion of spouse carers in the northern region 

(n=9, 75%), where fewer people had these benefits, said elderly people should have 

help (also see Table 7.6). The majority of younger relative carers in both regions 

agreed that the elderly should receive financial help. Some of them said the 

government should pay more attention to helping the elderly who are on the poverty 

line, have no income or who are not entitled to get free medical care. Another younger 

relative carer commented, "It would be very helpful, because 1 have to support my 

family as well" (C 3). 

7.8.3. Respite Needs 

Nearly half the carers (n=21) said that they could not go out and leave their elderly 

demented relative alone at home at all, unless there was somebody around. They often 

mentioned that the subjects needed supervision, due to their severe physical and 

psychological problems, such as being bed-ridden, wandering or having hallucinations. 

Although more than half the carers said they could go out, in fact only 20% (n=9) were 

able to leave the subject at home without supervision while 32% (n=14) admitted that 

they could leave only for a short period. A pensioner husband whose daughter worked 

outside the home said, 

C36 "I can go but 1 have to rush back. 1 have to lock her up in the 
room while 1 do some quick shopping ...... 1 have to take a risk 
like this." 
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Nevertheless, carers said that other family members acknowledged the difficulties they 

faced caring for their elderly demented relatives, and they would be relieved sometimes 

when other family members came to visit them or returned home from work (in the 

case of co-residence). However, three daughter carers mentioned that they did not 

think their brothers understood their position, because they received no support from 

them, and one daughter-in-law complained about receiving little support from her 

brother-in-law and sister-in-law. 

The next question was about the need for respite care. Carers were asked whether 

they would like to go out and stay somewhere else for a few days or weeks. It was 

found that 91% (n=40) carers would like to, but they could not, again because their 

elderly demented relatives needed so much care and supervision and there were no 

other family relatives available to take on their place while they were away. There 

were more spouse than younger relative carers (4 : 1) who did not want to take 

holiday, but preferred to care for their spouse instead. One of them even said, "No I 

don't want it, we always go out or take holidays together" (C 29). This may be an 

indication of their loving and good relationship before her husband became ill which 

led her to wish not to leave him for a holiday or may reflect other concerns generated 

by the experience of being a carer. 

7.8.4. Aids and Services 

In the last part of the interview, carers were asked whether they needed any help and 

services in caring for their elderly relatives at home. Before help and services are 

. delivered, it is important to know what sources of support carers already have, in order 
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to know what level of help they have and what help and service they need to maintain 

their well being and provide a better quality of care. It was found that 84% of carers 

(n=37) mentioned their family members as their main source of help. Spouse carers 

mostly mentioned their adult children and grandchildren, while younger relative carers 

mentioned their siblings or their husband. Only a few carers mentioned that they had 

help from cousins, particularly those who worked as health professionals. The 

remainder sought help from other people from outside the family: friends or a doctor 

from the hospital or private clinic. 

They were also asked whether it would be helpful if someone, particularly a health 

professional, came to visit them at home. It was found that all carers and their elderly 

demented relatives had no experience of being visited by health professionals. Most 

carers said they would be delighted and welcome a visitor with whom they could 

discuss their caring problems and who could give them information and suggestions 

about health care. For example: 

C 17: "That would be very good, so I could discuss his illness and how 
to care for him." 

C31: "Very good, because sometimes I have a problem, but I don't 
know where to go for help." 

The final question on carers' needs was the open-ended question which asked them to 

freely indicate what type of help they needed. This revealed that the need for 

information about health care was the main need among carers. They needed advice 

about caring from health professionals or a help-line service. One carer mentioned the 

need for an information centre. Secondly, carers wanted a better health care service, 
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such as a respite care or day care centre, a health visitor, such as a community nurse, 

for those who had difficulty travelling to hospital, and shorter waiting at the OPD. 

Two daughter carers who had not been impressed by their experience of the health 

professionals who cared for their elderly demented parent in hospital said health 

professionals should have a positive attitude towards the demented person. One 

daughter carer said, "Doctor shouted at my father and treated him like he is stupid" (C 

31), and another said, "I used to take my mother to the ER at night, 1 was asked 

whether 1 brought elderly patient, if 1 do please go to another hospital" (C 25). 

Carers' third need was for financial support from the government while they were 

taking care of their elderly demented relative at home. Finally, carers needed their 

elderly demented relative to obtain free medical care. This was particularly the case 

for carers who lived in the rural northern region rather than carers who lived in 

Bangkok and the metropolitan area. 

Conclusion 

The third part of the research findings mainly provided information about the caring 

situation, factors that affect caring, and the carers' needs. The majority of subjects 

were co-resident with carers. Most spouse carers were still co-resident with at least 

one of their adult children who had remained at home by reason of being unmarried or 

being the last person in the family to get married. This person would automatically 

become the carer when their adult relative became ill. 
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Although, the Buddhist religion and Thai culture emphasises that children should 

provide care for their elderly relatives, most adult children worked outside the home. 

Therefore, because of the of availability of time, spouses, the majority of whom were 

housewives, had to accept the caring role. The view of 'reciprocity,' however, was 

still very strong among younger relative carers. Although they had problems in caring, 

caused by subjects' psychological and physical problems and faced stress and physical 

strain on their own account, they were still willing to continue providing care at home. 

Regarding help for carers, most help came from their family members. The burden of 

caring, including care providing and the cost of medical treatment, tended to be shared 

among family members, unless the subject was entitled to receive free medical care. 

Seeking for a care assistant to provide care at home has become popular among the 

Bangkokians who had to work outside the home or who were better off. Overall 66% 

of all carers felt the elderly relative should receive financial support, although there 

were regional differences as well as differences between spouse and younger relative 

carers. More carers who lived in the rural northern region than those who lived in 

Bangkok needed financial help, while the majority of carers who did not need 

additional financial support received financial support from their spouses' pension or 

from their own savings. In addition, a number of carers mentioned of a great for 

information about their elderly demented illness and how to provide a better care. 
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CHAPTER 8 

Discussion 

Introduction 

This chapter commences with a discussion of the problems of the theory and literature 

on methodological developments which have led to some limitations in the present 

study as well as other limitations which affected the conduct of the research in 

practice. The chapter goes on to show how, nevertheless, given little is known about 

carers in Thailand, the findings from the present study contribute to knowledge by 

adding to the limited existing theory in cross-culture caring. The discussion will also 

consider the implications of the research for policy and practice. 

8.1. Methodological Development 

The present study was an attempt to explore the myth of family care in Thailand, 

where carers do not question their role or even admit they are carers, because caring 

for their own elderly relatives is part of their duty and has become traditional and 

socially accepted. This research would not have been considered interesting to carry 

out, if the researcher had studied only in Thailand, because the situation it explores is 

so much a part oteveryday life. Since the researcher has spent some time in the UK, 

however, where the culture, normative belief, religion, and way of life are very 

different to those in Thailand, the researcher has detached herself and tried to view 

Thailand as an outsider, in order to be able to distinguish the differences and the 
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similarities among developed and developing countries and raise a number of 

questions. She, therefore, become keen to find out what key factors influence these 

differences in caring for elderly people. Although research in Western countries has 

been extensively developed, which provide many constructive ideas, however, this 

advanced knowledge could not be totally applied or carried out at the same level, 

because the basics of research have yet to be developed in Thailand. 

Nevertheless, the researcher tried to take advantage of Western theory by integrating, 

as far as possible, advanced concepts from the West to examine the caring situation 

within the limitations of information and resources. The available information about 

elderly people mostly comes from the sociological and anthropological points of view 

which, normally, concentrate only on elderly people in general and very little 

information has been found from health professionals, which is concerned more 

explicitly with caring for the elderly in institutions, such as hospitals and residential 

homes. As the majority of elderly people live in the community and are cared-for by 

their family, thus, to extend knowledge of caring in the community, there is a need for 

a multidimensional approach which combines medical knowledge with sociology, in 

order to achieve a full understanding of this type of care. Thus, the present study 

attempted to cover a wide scope of different dimensions of care, including physical, 

psychological, socio-economic, and the social network of both cared-for person and 

carers. Both quantitative and qualitative approaches were required to be able to 

address all of these aspects. Given the researcher's limited knowledge about 

sociology, she has not attempted to describe the participants in sociological terms nor 
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assign specific social classifications to them, but has rather attempted to interpret the 

research findings in terms of what the participants actually said. 

8.2. Limitations of the Research 

The limitations of the present study fall into three categories: the limitations of the 

research design and its impact in the fieldwork, and the limitations of the application 

of the existing measuring tools in a different culture, the limitations of data analysis. 

8.2.1. Limitations of the research in practice 

Dementia syndrome is still not well recognised, and there has been little research 

about dementia carried out in Thailand. Searching for demented elderly in the 

community would need a medical practitioner to confirm the dementia diagnosis, and 

would be time consuming. Obtaining participants who had already been diagnosed 

from the hospital setting was the other choice. However, obtaining permission from 

hospitals was difficult. One of the selected hospitals had to be dropped due to 

problems with the management and their delay in giving approval. Although 

permission to carry out the research was granted by the remainder of the selected 

hospitals, the research process was impeded by the lack of clear records of dementia 

patients. Medical practitioners themselves, for example geriatricians, neurologists, 

and psychiatrists i,n these institutions, could not tell the precise number of dementia 

sufferers who had undergone treatment in their clinics. Even though illness 

classification records were available on the computer in one psychiatric department, 

however, lack of up-to-date information such as the patient's current address or 
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contact telephone number made it difficult to contact patients. At this stage, it was 

impossible to establish a sampling frame from which to sample the participants. This 

circumstance led the researcher to spend over half of the field work period at the 

OPD, waiting for the dementia patients who visited for treatment. Because the 

number of dementia patients who visited the OPD each day was very small, and 

service hours very limited, all those who visited the OPD during this time were asked 

to participate in this research. 

Then, the distance between participants' place of residence and the hospital had to be 

considered, due to the limitations of time and the cost of transportation. For example, 

the Chiang Mai Neurological Hospital in Chiang Mai province serves patients in 17 

provinces in Thailand's northern region, covering 169,644.3 Sq.Kms. Thus, 

participants were limited to residents of the neighbouring provinces, such as Chiang 

Rai, Lumphun and Phayao. In Bangkok, some demented persons were resident only 

temporarily with their relatives in Bangkok and travelled back home to other regions, 

such as the eastern or southern region, after treatment. Thus, the participants were 

limited to residents of Bangkok and the metropolis, because of the difficulty of 

interviewing the others at home. In visiting people at home, it was easy to get lost, or 

be unable to find the participants' homes, due to lack of clear directions and the road 

signs, particularly in the rural area. Policemen, postmen, and village headmen were 

helpful in providing directions. Safety also had to be considered in travelling to 

remote areas as well as to isolated households in Bangkok. The progress of the 

research was also impeded by the heavy traffic and the inadequate public transport in 

Bangkok. 
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Such problems could easily deter a researcher and not surprisingly, some have given 

up. However, on the other hand, it is a challenge to the ability of the researcher to 

overcome these problems. Thus, the identification of these limitations in the present 

research may be useful for other researchers who would like to carry out research not 

only in Thailand, but also in other developing countries; by being aware of these 

problems, they may be able to find ways to overcome them in their own research. 

8.2.2. Limitations of the research tools 

Four main research instruments were used in the present study: TMSE, CSI, BRS, 

and Network Assessment. In the case of the TMSE, CSI and Network Assessment 

instruments, some limitations were found in their application in the present study, 

which will be discussed in this section. Since these instruments were developed in 

Western countries with different socio-economic development, level of education, and 

cultural backgrounds, thus, these instruments need to be applied with caution. 

i) The Thai Mental State Exanlination (TMSE) 

The TMSE, the mental status test, is a tool developed from the Mini-Mental State 

Examination (MMSE) by a group of specialists in neurology, psychiatry, geriatrics, 

psychiatric nursing, and psychology in Thailand, who modified so~e questions to 

make the instrument compatible to the Thai culture and real life situation of Thai 

people. Because of this adaptation, the sensitivity of the original instruments may 

have been changed. These data from the TMSE test cannot be compared with MMSE 

results from another country. In addition, as it was mentioned earlier in Chapter 4 
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(Section 4.5.4), the MMSE test has an excessively high number of false-negative 

errors for patients with early dementia and false positives have been reported in 

persons who had less than 9 years of education (Anthony et aI., 1982). These 

weaknesses seem to follow to the TMSE test. Also, a recent studied by Jitapunkul 

and Lilert (1997) suggested that using the MMSE for screening cognitive impairment 

in Thailand may be inappropriate because it is influenced by level of education and 

place of residence. 

The present study found that among subjects who had already been diagnosed as 

having dementia, including early dementia, 12% (n=5) had normal levels of cognitive 

impairment. Even though the researcher is well aware of the false positive of the 

mental status test in people of low education, however, it was difficult to find a 

sufficient number of people who had 9 years of education, as the majority of Thai 

elderly people have little formal education. In order to minimise this type of error, the 

elderly demented persons who had no formal education or were not able to read and 

write were excluded from the present study. Nevertheless, over half of elderly 

demented participants in the present study were educated to only primary or 

elementary level (less than 9 years of education). The lower level of education would 

probably affect the abilities of recall and calculation in Thai elderly people. Results 

from the TMSE test with normal Thai elderly (Train The Brain Forum Committee, 

1993) and with the demented elderly people in the present study, both revealed failure 

in recall and calculation (see Chapter 5, Section 5.3.3). Thus, there is still a need to 

modify the TMSE or search for a more appropriate cognitive test for Thai elderly 

people which provides fewer false positives in people who have little education. 
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ii) Caregiver Strain Index (CSI) 

In the assessment of psychiatric illness using screening tests, Biegel et aI. (1991, p. 58) 

suggested that "psychiatric screening instruments are limited in sensitivity and 

specificity," meaning that these instruments can only provide an estimation of 

emotional disturbance, but rarely provide information regarding frequency and 

duration of symptoms required for clinical diagnoses. Therefore, the results need to 

be interpreted cautiously. The CSI scale was initially chosen for using as a screen test 

for stress in carers, because it is brief, straight forward, easy to translate, and its 

questions appear less aggressive than other test, an important issue in a context where 

attitude towards caring for elderly relatives is likely to be a sensitive issue. Positive 

responses to seven or more items on the CSI index are said to indicate a greater level 

of stress (Robinson, 1983). The CSI has been criticised, however, for making a 

number of simplistic and unwarranted assumptions (Nolan et aI., 1994; Nolan et aI., 

1996), lack of distinctions between the dimensions of burden (George and Gwyther, 

1986), and lack of identifying the specific burdens which are most likely to result in 

the outcome of strain (Pearlin, 1990). In addition, the CSI defines strain 

synonymously with stressors, which are antecedent events and precede appraisal and 

outcome. Thus, the CSI would not be able to assess stress levels in carers, which is 

an outcome, but to assesses strain, as it primarily measures stressors and potential risk 

of stress, instead .. ' Therefore, in this study, the CSI was treated as a test for measuring 

strain (see Chapter 3, Section 3.3 and Chapter 4, Section 4.5.4). 
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Since measuring stress as an outcome could not be achieved because of the limitation 

of the CSI scale, thus, this experience needs to be learned from in future research on 

stress. In addition, all researchers need to be aware of the literature about stress, 

which appears very confusing, due to the lack of consensus in conceptualisation and 

measurement, which have led to inconsistent research findings. Therefore, in the 

future research, caution must be exercised in selection of an appropriate scale as well 

as the interpretation of the findings. However, even if a more precise perceived stress 

or burden measurement scale is applied, 'burden should be treated as an intervening 

measure between impairment and other more objective indicators of caregiving 

affects' (Poulshock and Deimling, 1984, p. 238). Therefore, 'global measure of 

psychological well-being, physical health, or depression should be viewed as being 

affected by burden, as well as many other factors, but should not be viewed as 

measures of burden' (Schulz, 1990, p. 38). There is still a need for a single, complete 

stress measuring scale to be developed. 

iii) Network aSSeSS",ent 

The Network Assessment Scale was found to work quite well in Thailand. The 

network assessment scale provided a clear picture of relationships within the family 

and outside, including social activities of people who were assessed. It was also 

found easy to administer, as it does not need to be carried out by a person who has a 

background in sociology. The network assessment instrument was found to have only 

little limitation when compared to the TMSE and CSI. There was a need to modify 

just one question to make it more distinct and reflect the pattern of Thai living 

arrangements. This was the question, 'How far away, in distance, does your nearest 
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child or other relative live?' and one of the available choices of response, 'same 

house/within 1 mile.' In Thailand, living arrangement among elderly people and their 

adult children, in general, can be simply categorised into three types: living in the same 

house, in the same compound, or at a substantial distance. Thus, this response needed 

to be redefined, in order to provide a clear picture of the family pattern in Thailand. 

8.2.3. Data analysis 

Quantitative data analysis has been limited to simple description, as the data collected 

were on nominal and ordinal scales. Because of the limitation of the CSI scale, the 

whole stress process could not be measured. Non-parametric correlation was carried 

out only on the CSI scale and other stressors, such as carers' demographic variables, 

socio-economical status, objective stressors (i.e. TMSE, BRS) and subjective 

stressors (i. e. duration of illness, hours of care provided) of carers. This relationship 

was not treated as a measure or predictor of stress, which is frequently treated as a 

primary outcome measure (Schulz, 1990; Biegel et al. 1991). 

Although all the available sample agreed to participate in this study, nevertheless, the 

sample size was small (n=44). Not attempt is made, therefore, to generalise these 

findings to carers and their demented relatives in Thailand as a whole, but they are 

limited only to the group who participated in this study and, perhaps, provide some 

general ideas abo~t the group of carers who decided to take their demented relative to 

receive treatment from the hospital. Therefore, interpretation of these research 

findings must be undertaken cautiously. 
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8.3. Contribution to theory 

There has been an increasing awareness that caring for elderly people is not limited 

only to the ill health of the elderly, but that holistic care has to be extended to 

encompass socio-economic circumstances, the family, and help resources, which 

influence caring, particularly caring in the community. For a better understanding 

about caring for elderly demented people in Thailand, this study has moved forwards 

to examine how the religion, culture and normative beliefs influence people's 

perception and behaviour in taking a care-providing role in relation to its impact in the 

Thai society. 

8.3.1. Religion, culture and normative belief in caring 

The available literature suggests that the Buddhist religion sanctions and supports a 

vision of filial piety which imposes a heavy obligation upon children, as children owe a 

debt of obligation to their parents who gave them birth and provided care for them 

(Mulder, 1985; Klausner, 1987; Caffrey, 1992b), concerning their behaviour and 

responsibility toward their parents (Cowgill, 1986). Therefore, there is a clear 

normative belief (i.e. what people think is the right thing to do) that children should 

provide care for their elderly relatives (Wongsith, 1990). At the same time, elderly 

persons themselves appear to prefer to receive care from daughters and youngest 

children (Knodel, et aI., 1995). From this normative belief, we might assume that 

daughters and youngest children predominate in taking up the care-providing role. 

However, the normative belief "may remain, but in practice, things might have 

changed, corresponding to the present real life situation. This study shows that more 
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than half of carers were spouse carers (54.5%), followed by younger relative carers 

(daughter, daughter-in-law, son, and a relative living in the household). This finding is 

similar to the findings in the Western studies where the majority of carers were spouse 

(Evandrou et aI., 1986; Heron, 1998) and a hierarchy of people has been found to be 

involved in caring which were in descending order: spouse, relative living in 

household, daughter, daughter-in-law, son, and other relative (Qureshi and Walker, 

1986). The findings from the present study may indicate some flexibility in selecting a 

carer whenever circumstance warrant it. Thus, in the situation that the expected 

person (i.e. daughter) cannot carry out the caring role, due to her working situation, 

another family member may need to be considered. It may also indicate that in 

situations where material conditions would appear to favour behaviour contrary to 

norms, the normative belief does not necessarily translate into the norms of behaviour 

(i.e. what most people do). 

8.3.2. Impact on attitude towards traditional family care on ~arent repayment. ' 

In Thailand and other Asian countries, the family has been the traditional social 

institution for care of the elderly (Knodel, 1992b). However, little is known about 

what family members really think about being expected to become future carers, and 

their attitudes towards traditional care in these societies. Do carers desire to provide 

care themselves, or have they just performed their caring role from the sense of duty 

and obligation, o,r have they behaved the way their society expects, while concealing 

frustration and pressure inside? 
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i) The influence of Buddhist doctrine 

Filial obligation is central to the Buddhist and in Thai this is termed "parent 

repayment." This is one of the most respected and accepted Buddhist doctrines, 

which emphasises that children should provide care for their elderly parents. This may 

lead to the hypothesis that people who are more religious will show more signs of 

filial obligation and responsibility to their elderly parents. Religious belief might be 

measured by comparing how people rate their level of religious belief and their 

practice of religion. Those who claim to be strongly religious, would be expected to 

be much involved in several kinds of religious activity, which in the case of Buddhism 

includes temple attendance, merit-making and meditation. However, in the present 

study, this hypothesis could not be fully tested because a number of carers who rated 

themselves as very religious or moderately so, said that they had been unable to carry 

out their regular Buddhist activities since becoming carers, as they devoted most of 

their time to providing care for their demented relatives at home. 

Since Buddhist activities could not be used as a measure of religious commitment, the 

positive perception of reciprocity towards elderly relatives within the meaning of the 

common term of parent repayment was used as a proxy measure. The majority of 

carers expressed positive attitudes towards reciprocity, including the sense of duty, 

obligation, and gratitude or appreciation that they were able to fulfil their 

responsibility, w~ile only a few referred to a tradition of caring. Thus, it may be 

assumed that religion is one of the major factors which influences people's behaviour 

and creates a social norm of providing care for elderly relatives. However, it must be 
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recognised that the sociaVreligious obligation that they felt they should express may 

have prevented their expressing their true belief to the present researcher. 

ii) Willingness to Care or Social Pressure 

It is quite clear that Buddhism has influenced attitudes to family care for elderly 

parents or relatives in Thailand, and this eventually became a social and cultural 

tradition. Thus, there is evidence of public agreement on the mutual obligations 

between the elderly and their adult kin. However it is still not clear whether this belief 

has a role in pressuring adult children to become care providers by imposing the value 

of 'reciprocity' or parent repayment on them. It is also still not clear from the present 

study whether carers perceive their roles of caring for their elderly relatives as a duty, 

as something desirable, or as something done under social pressure. For example, 

some may see repaying their parents by providing care for them as their duty or 

obligation, without being happy to do so, while others may feel that it is something 

important that everyone should carry out and be happy to do so. Moreover, those 

who refer to reciprocity as a tradition of caring may reflect the influence of culture 

and social acceptance of caring. If they failed to follow the rules, carers might face 

heavy public condemnation. Therefore, carers in the present study were very cautious 

about indicating whether they might, in any circumstances, institutionalise their elderly 

demented relative. Thus, only a few carers, especially those who lived in Bangkok, 

mentioned nursing homes, while the majority seemed as if they did not want to appear 

unable or unwilling to provide care themselves. Because the concept of living in an 

institution is not very familiar and is generally viewed negatively, as a reflection of the 

failure of the family to fulfil their obligation (Knodel et aI., 1995), it may be perceived 
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as a sign of abandonment. The institution is seen as a place for elderly people who 

have no relatives to care for them. 

8.3.3. Gender in carers 

In general, the task of caring, perhaps in all cultures, is predominantly a female 

responsibility. The literature indicates that 'carers' are generally regarded by feminists 

as having a very similar role to mothers and housewives who work in their own home 

and care for their close kin (Ungerson, 1990). In Thailand, an earlier small scale study 

of the family burden of caring for elderly ~emented persons at home found that of a 

total of29 carers, none of them were male (Sommanawan, 1994). 

However, there has been growing evidence of the increasing number of male carers, 

such as in Qureshi and Walker's study (1989), where it was reported that over one­

third of carers were male and of the 16% who were spouse carers, at least two-thirds 

were men. This trend is likely to be found in Thailand nowadays; in the present study, 

although it was found that female carers predominated (80%), however, 20% were 

male (see Chapter 6, Section 6.1.2). This indicates that males are involved in caring in 

Thailand. Nevertheless, when compared to the findings in the West, Thai males still 

appear on the evidence of this study to participate less in care provision. 

The reasons why. Thai women participate more in caring and factors which cause Thai 

men to participate less in caring can be obtained from the earlier sociology studies. 

Caring in Thailand is strongly associated with co-residence; the co-resident child is 

also expected to provide care for their elderly relative (see Chapter 6, Section 6.1). 
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Assis et al. (1995) pointed out that co-residence in Thailand appeared to be stable and 

that the preference is for co-residence with a daughter, which is reflected in the 

number of female carers reported in studies of living arrangements of elderly people in 

Thailand. F or example, the youngest daughter was expected to remain in the 

household after her marriage, in order to care for her parents until their deaths 

(Caffrey, 1992a) and the large majority of this focus group study of the Thai elderly 

and their adult children indicated that they prefer to live with a daughter rather than a 

son (Knodel et aI., 1995). Why is this? Assis et al. (1995) indicated that such 

preference with regard to co-resident children was found to be strongly influenced by 

relationship and tradition. In the bilateral family system, daughters have close ties 

with their elderly parents, as described in Chapter 7, and concern about possible 

conflict with a daughter-in-law which may arise from the day-to-day affairs of running 

the household, may have led elderly parents to prefer to live with a daughter rather 

than a son. Cultural influence is also crucial. The tradition that the co-resident child 

is the youngest daughter may be related to the fact that she is usually the last child to 

remain in the parental home and the last to marry. Moreover, Knodel et al. (1995) 

indicated that in Thai society, the role of daughters is better suited for providing 

personal care to parents than the role of sons, as daughters are conceived to be 

emotionally closer to parents, more dependable, and better care givers. In addition, 

after marriage, daughters are expected to bring husbands into t~eir family system 

(Caffrey, 1992a). Thus, in this tradition, parents probably do not expect sons to 

remain at home and provide care for them, because they know that sons will move 

into the wife's family system after they get married. However, sons are still expected 
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to support parents by c~ntributing through economic activities, rather than helping in 

the household and attending to the personal needs of the elderly (Knodel et aI., 1995) 

In order to understand better the role of gender in caring in Thailand, particularly in 

the long-term care for elderly demented relative, questions on the gender of the carer 

and types of relationship between carer and demented elderly were asked. The results 

indicated that female carers predominated, as did spouse carers, who also had parental 

status. They expressed their preference for a daughter to be the next person to 

provide care if they were no longer able to do so. Thus, preferences for the gender of 

the carer remain unchanged. 

However, in the vast majority of cases where the demented person and their spouse 

were co-resident with their children, closer examination of the relation between carer 

and demented person with regard to sex revealed that there were more spouse carers 

than younger relative carers among both sexes: male spouse carers outnulnbered male 

younger relative carers by 5:4 and female spouse carers outnumbered female younger 

relative carers by 4:3. All the male spouse carers were retired from work, while most 

female spouses were housewives. This may indicate that the potential to be a carer 

depends on the time available to spend among the family members, rather than gender 

or birth order alone. This may also reflect the economic situation. in modern times, 

resulting in an increasing number of women or other younger family members having 

to go out to work in order to earn enough money to support their family and elderly 

parents. 
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A particularly interesting finding was the increasing trend towards male carers, 

particularly spouse carers, compared with the study by Sommanawan (1994), 

mentioned earlier. In the past when their elderly parents were reasonably well and 

healthy, women may have accepted their caring role in the family. However, in a 

situation of long-term caring for someone with a chronic dementing illness, there was 

a call for males to participate more in providing care. One-third (n=7) of younger 

relative carers in the present study expressed their preference for their brother, rather 

than sister, to help in caring and to be the next person to become a carer. Why a 

brother? Three daughter carers in the present study mentioned that they received no 

support from their brothers, so they did not think their brothers knew about the caring 

situation. Thus, they seemed to show resentment at receiving insufficient help from 

their brothers. Since the majority of younger relative carers were female, perhaps this 

finding may indicate that female carers are beginning to ask for equality of 

responsibility in providing care. 

8.3.4. Carers' experience of strain 

Although carers in the present study felt happy to care for their elderly demented 

relatives, however under the condition of chronic and progressive impairment, their 

'relationships become increasingly imbalanced, the reciprocities and give and take that 

had existed fade into the past'(Pearlin et al. 1990, p. 583-584), whi~h can give rise to 

stress. Accordi.ng to findings from the present study, nearly half (43%, n=19) 

responded positively to seven or more items on the index, and so were probably 

experiencing greater levels of strain. 
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The first three most important areas related to strain were being upset that the cared­

for person had changed so much, feeling overwhelmed, and emotional adjustment (see 

Chapter 6, Table 6.5). These areas are more related to emotional or psychological 

aspects of strain. This may result from the different pattern of living arrangement of 

demented person and their carers. The earlier studied by Yeatman et al. (1993) found 

that physical proximity, such as co-residence with the dementia sufferer, was the main 

determinant of psychological stress in the primary carer. The results of their study in 

Melbourne showed that carers of people with dementia who lived with the demented 

relative had General Health Questionnaire (GHQ-30) scores almost four times higher 

than those carers who lived apart from them. Since the majority of carers in this study 

(95.5%) were co-resident with elderly demented relatives, this would be a possible 

factor in rising strain in carers. In addition, the particular culture of caring, where 

carers in Thailand generally have carried a lot of expectation from their parents as well 

as the public as to their role as a future care provider, whatever the circumstances, as 

discussed above, would be another possible factor in raising strain in carers 

When compared to the studies from the West, it was found that carers from the 

present study were more likely to express emotional upset at finding their parent has 

become a different person from the one they used to be, which was reported by 84% 

of the sample in the present study, compared to 65% in O'Brien' ,study (1993) and 

58% in Wilkinso~ et al.' s study (1997). This may result from difference in the culture 

and attitude towards the elderly. In Thailand, age is a basic determinant of status and 

the elderly are treated to positions of honour both in public and at home (Cowgill, 

1972), awarded the highest status within the family (Limanonda, 1995), and Thai 
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children are trained to show respect for elders (Wongsith, 1992). Thus, seeing their 

most respected loved one having severe mental infirmity may have an effect more 

devastating in Thailand than in the West. A number of carers expressed their feelings 

towards their elderly demented relatives, for example: "It's a pity, she behaves likes a 

child to me" (C 17) or "I feel so sorry for him, he shouldn't be like this" (C 31). 

Although this study is not able to predict or make a correlations between stressor, 

coping resources and the outcome, however, at the primary stressors level, the 

findings revealed that a higher level of cognitive impairment and lower level of 

independence in dementing relatives correlated significantly to a higher level of strain 

in carers. In addition, the level of strain was increased as the number of hours of care 

provided increased; the longer the duration of the dementing illness and the more care 

was provided, the greater the strain on carers. In the present study, strain has been 

treated as a stressor which may potentially serve as a risk factor leading to stress on 

carers. This assumption is supported by the qualitative data which showed that over 

two-thirds (68%) of carers reported particular difficulties in caring, related to the 

cared-for person's psychological and behavioural problems. Spouse carers, in 

particular, reported stress and physical strain from the caring tasks, which always 

related to the demands of caring for the subject with little or no help from either 

family members or outsiders (see Chapter 7, section 7.3). 

A number of prior studies have also found relationships among these variables. For 

example, among co-resident carers, Twigg (1992) pointed out that there is very high 

level of stress among those heavily involved in helping; in addition, substantially more 
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time is spent caring for the dependent as the carer's age increases, in response to an 

elderly person's increasing frailty or disability (ATber and Ginn, 1990; Finch and 

Mason, 1990). It has also been reported that the care receiver's illness is one of the 

major sources of stress for carers (Poulshock and Deimling, 1984; Bass et aI., 1994) 

and several studies report a positive relationship between behavioural problems of the 

care receiver and the health and well-being of the carers (Chappell and Penning, 

1996). 

Financial strain could be one of the major causes of stress and strain on carers. 

Although from the interview, the vast majority of carers said they had no financial 

difficulties in caring, the finding from the CSI scale also shows that one-third admitted 

they had financial strain. Most of these came from the low socio-economic class 

(SES). There is no national health service in Thailand, only basic social services are 

available, and there are no home helps or health visitors for elderly people. It may be 

said that "you will get what you pay for" and those who have no money cannot get 

help from outside. Thus, the continuing expenditure on health services and treatment 

for the cared-for person suffering from chronic illness such as dementia syndrome may 

be producing greater stress on carers. 

8.3.5. Do male carers experience less strain in caring than female carers? 

Although the fin,dings from the present study support Robinson's study (1993) in 

which there were no significant differences between CSI scores for men and women, 

however, it was shown that male carers have slightly higher CSI scores than female 

carers, the mean CSI scores being 6.2 and 7.1 for females and males respectively. 
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Since the positive responses to seven or more items on the CSI would indicate a 

greater level of strain, therefore, in this study, male carers likely experienced a greater 

level of strain than female carers. However, this finding is not in line with the existing 

Western literature, which suggests that women experience more strain than men 

because women are not only portrayed as primary caregivers but also as providing 

more extensive care than men (Robinson, 1983). 

One may ask, why Thai men seem to experience higher levels of strain than women? 

Do Thai women have more of a sense of caring duty and do they more accept their 

caring role than men? In Thai culture, there is a clear gender division of responsibility 

and labour in the performance of domestic tasks. F or example, daughters are more 

likely to be trained to do household and caring work for family members than sons. 

As was mentioned earlier, in Chapter 3, daughters are typically perceived to be 

emotionally closer to parents, more dependable, and better care givers. Sons are 

expected to help to support parents by contributing through economic activities rather 

than helping in the household and attending to the personal needs of the elderly 

(Knodel et aI., 1995). Komin (1991) also described characteristic Thai women as 

having as their chief concern family happiness, security, a peaceful life without 

conflict, and with a low value for equality and freedom, while Thai men are 

characterised as being more socially oriented and concerned for broader issues, such 

as national issue~, career development, security, power and politics. Thus, it seems 

clear that the lack of caring role experience may have caused men to have greater 

levels of stress than women. However, this was a small sample and male carers only 
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constituted 21% (n=9) of the sample. Therefore this finding should be treated with 

caution and warrants further study. 

8.3.6. Why do carers continue to provide care? 

In the present study, the quantitative data have clearly identified that strain on carers 

was significantly correlated to the levels of cognitive impairment, the dependency 

levels, hours of care provided and duration of illness of the demented elderly relatives. 

The qualitative data from open-ended interview questions also indicated that carers 

expressed stress and physical strain and a deterioration in their relationship with their 

elderly demented relatives. Moreover, half the carers said their health was somewhat 

worse than in previous years. Despite these circumstances, the majority of carers still 

insisted that they would continue to provide care at home. Thus, it is still not clear 

what was the motivation to care. 

Given the limitations of the information the standardised scales, much information was 

derived from the interviews. Figure 8.1 provides a simple diagram explaining the 

possible function of different factors in carer motivation to continue providing care in 

the present study. The motivation to care for an individual results from the strength 

of the influence of these four elements: caring problems; reciprocity/parent 

repayments; satisfaction; willingness to care or social pressure. Because care for 

elderly relatives i!l Thailand is limited to family members, spouses have to provide care 

for their own ill spouses and younger relatives have to provide care for their own 

elderly relatives as part of Thai culture, derived from the Buddhist religion; if they do 

so, then, certain rewards will be achieved. Moreover the majority of carers in the 

339 



present study expressed a positive attitude towards the ideology of parent repayment 

(see Chapter 7, Section 7.2.2) and reported a sense of satisfaction in caring (see 

Chapter 7, Section 7.1.3). Carers in the present study, therefore, could have high 

levels of mutuality, since they expressed satisfaction at fulfilling a duty and fulfilling 

the role expected of them by society. Nearly three-quarters (70%) of younger relative 

carers expressed gratefulness and happiness in their living arrangement related to 

reciprocity and a sense of doing their duty, while nearly half the spouse carers were 

happy to undertake caring with help from their children or helper and only a quarter 

expressed happiness at fulfilling their duty. The presence of mutuality provides a 

potential satisfaction in care and the 'presence of satisfaction may serve as an 

important coping mechanism' and reduce the potential of an abusive relationship 

(Nolan et al. 1996, p. 3). 

Satisfaction 

(Mufuauy 
Reciprocity/ 

Parent re a ment 

Willingness to Care I 
T 

/ Social pressure 

/' (abusive relationship) 

I Caring problems 

Figure 8 .. 1. Motivation to care 

Thus, it may be assumed that those carers who expressed positive feelings about care 

providing (i.e. happy, very happy or feeling a sense of duty) should experience no 

strain. A cross-tabulation revealed that of 19 carers (43%) with greater levels of 
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strain, 13 (68%) expressed themselves as feeling satisfaction in caring. There were 

more younger relative than spouse carers experiencing greater levels of strain. These 

findings suggest that those who said they were happy to very happy or that it was 

their duty to provide care, were not free from strain. The finding from a study by 

Grant and Nolan (1993) also suggested that in caring, rewards and satisfactions can 

co-exist with strains in many informal carers. 

Despite the difficulties in caring, most carers still insisted they would continue to 

provide care (see Chapter 7, Section 7.5.2). This motivation may come directly from 

the a desire to reciprocate for the past service, which is very much influenced by 

Buddhist belief It may also be influenced by mutuality and satisfaction at being able 

to fulfil the social expectation of taking responsibility for caring for their elderly 

relatives. Hirschfeld (1981, p. 163) suggested that 'the higher the mutuality, the more 

unlikely was the caregiver to (even) consider institutionalisation as a possible 

alternative to home care.' On the other hand, some carers who insist on continuing to 

provide care even when under strain and facing caring difficulties may do so out of a 

desire to avoid a negative reaction from people in the society, or because they are 

unable to support the cost of care an the institution rather than reasons of mutuality 

However, family care can break down in a situation where there are .severe difficulties 

in caring. As was mentioned earlier, when the relationships become increasingly 

imbalanced, reciprocities and give and take may be disappear (Pearlin et al. 1990) and 

satisfaction cannot be achieved. When the caring situation becomes stressful, and if 

people still insist on continuing to provide care, there is a danger of abuse in caring. 
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In the present study, attention was paid to this possibility, particularly among spouse 

carers. Although nearly half of them were happy to care with help from adult children 

or a care assistant, and a quarter expressed happiness to fulfil their duty, however, 

qualitative data showed that there were more spouse than younger relative carers who 

reported stress and physical strain and a poor current relationship. Nevertheless, the 

real motivation for continuing care could not be fully explored in the present study, 

due to the small sample size. Thus, there is a need for further study with a larger and 

more representative sample and using a more structured instrument with multi­

dimentional measurement of the motivation to care. 

8.4. Problems in the provision of Health and Social Services for Demented 

Elderly People 

The present research findings and the relevant existing literature suggest that some of 

the major problems in caring for people with dementia concern the availability, the 

distribution and the effectiveness of the system of health and social resources for 

elderly people, particularly elderly who are frail or suffer from chronic illness, and 

their carers. The evidence of the present study indicates that the problems of caring 

for the elderly demented at home are as follows (see Figure 8.2): 
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Unequal Opportunity in Health Care 

Low financial status 

Unregulated cost of care 

Insufficient health care resources 

in rural areas 

Lack of Information 

Boundary between health professionals and patients 

Lack of health education 

Increase in the incidence of non-

communicable disease 

Higher incidence in using traditional medicine and 

Traditional Healers in rural areas 

Lack of caring support in the community 

Low community participation 

Lack of health and social service in the 

community 

1 1 
Problem in caring for elderly demented people 

Figure 8.2. Factors creating a problent in relation to health and social 
'- services for denlented elderly people in the community 
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8.4.1. Unequal Opportunity in Health Care 

In Thailand, as described earlier, in Chapter 3, there is no national health service as in 

the UK. However, the government is a major provider of cheaper health care 

throughout the country. In this system, almost everyone is responsible for meeting the 

costs of their own care. As Nittayarampong and Tangcharoensathein (1994) point 

out, household out-of-pocket payment is a major source of health care financing in 

Thailand, accounting for about two-thirds of total health expenditure. The medical 

welfare and health insurance schemes cover only those people who work or are retired 

from the government sector and entitled to receive free medical services from the 

government, employees or retired employees of private corporation which provide 

medical benefit, and people who buy private health care insurance. However, only 

approximately half of the population is covered by some form of insurance 

(Hongvivatana, 1990: Tangcharoensathin, 1990; Pannarunothai, 1992). 

The findings from the present study suggest that unequal opportunities in health care 

for elderly Thai people are clearly initially associated with insufficiencies in the health 

care insurance system. With regard to long term care for chronic conditions such as 

severe dementia for those who have no health care insurance, the cost of medical 

treatment is a heavy burden on their carers, and the carers' financial status and cost of 

care would be key factors affecting carers' ability to pay for health care services. In 

addition, the insufficient distribution of health care services in various regions 

probably also exacerbates inequality of opportunities to access health care. 
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i) Financial status related to tlte cost of care 

Over half of elderly people with dementia (53%, n=23) in the present study had only 

primary education and the majority had retired from agricultural occupations or self­

employment. Therefore, they would not normally be eligible for any medical benefit, 

from either the government or through private insurance. In particular, elderly people 

who have no savings will rely on their children to meet costs of their health care, 

which may reflect the strong social value of parent repayment. Wongsith (1992) 

explains that parents expect and feel entitled to support from their adult children in 

both economic and non-economic respects. For example, during illness, elderly 

parents need physical care and psychological comfort as well as financial help in 

purchasing medicine or paying for medical service. The finding from the present study 

shows that there was a financial contribution among adult children to meet the cost of 

care for their elderly demented relative. Nearly two-thirds of spouse carers (n=15, 

62.5%) said that they received financial support frOIn their adult children, either from 

co-resident children or from others who lived elsewhere. Among younger relative 

carers (n=20), less than half (n=9, 45%) received financial support from their family or 

from their siblings who lived elsewhere. 

With the mixture of public and private health care service in Thailand, the private 

sector is considered to provide consumer choice and competition with the public 

sector by offerir.tg a short waiting list, variety of specialists, highly sophisticated 

equipment such as MRI or CT scan, and better service. Although the cost of care in 

the private sector is greater than in the public sector, Bennett and Tangcharoensathien 

(1994) assert that rapid growth in income has produced an increasing demand for 
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health care, including the public health service. The Health and Social Survey in 1986 

showed that those in better paid occupations, such as professional and administrative 

staff and clerical and sales staff, tend to use private hospitals and clinical services more 

than those in poorer paid groups such as farmers and the unemployed (National 

Statistics Office, 1986). 

Thus, it is quite clear that the quality of care for the elderly largely depends upon the 

financial situation of their adult children, whether coresident or not. If their adult 

children are affluent, they can afford to buy better health care for their elderly 

relatives. Thus, elderly people in this group have a better chance of early detection of 

their illness and more chance of appropriate treatment, as well as receiving better care 

from a well established hospital and being seen by the consultant. In contrast, in 

lower income families, the failure of public health service to meet their needs because 

of over crowding in the public hospitals, together with the rising cost of health care in 

the private sector, may lead them to turn to the non-formal health care sector, 

including drug counters, monks dispensing herbal remedies, and other types of folk 

healers. The Household Survey suggests that these non-formal health care providers 

are used mainly by poorer people (Nittayarampong and Tangcharoensathien, 1994). 

The data from the present study confirm that the majority of the elderly demented 

people who have low SES in the rural northern region had received traditional 

spiritual treatme~ts. 

The cost of care is relatively expensive, because it is not limited only to medical care. 

As the present study showed, it also extends to other caring facilities which were 
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essential in providing care at home, such as supplementary food, incontinence aids, 

transportation, or home adaptation. In addition, a quarter of carers (n=ll), all living 

in Bangkok, mentioned that they incurred extra expenses to pay for a care assistant at 

home. The average cost of care at home, excluding medical and hospital bills, was 

approximately £ 13 8 a month. Almost two-thirds of this cost was for the hire of a care 

assistant. It was found that most carers in Bangkok tended to hire a full-time home 

help to do housework as well as help them to look after their demented relatives, 

whilst carers who had relatively high SES tended to hire a personal care assistant, 

qualified to practice basic health care, through private care agencies. Although the 

cost of care is high, since having a personal care assistant is more expensive than 

hiring a home help, the advantage of having a care assistant is that the carer is relieved 

of some of the burden of caring, so carers will have more time for themselves. They 

may even be able to return to work outside the home. This caring situation may 

reflect the caring task in the capital city, where people with busy lives hardly know 

even their neighbours. Often care assistants to the main carer come from amongst 

their family members, or if not, it is necessary to seek help from outside. Wealthier 

carers clearly have more care options available to them, while for poorer families, 

particularly in the rural northern region, care has to be shared among family members, 

due to economic difficulties. Moreover, care assistants are still not recognised and 

available in the rural areas. Thus, these circumstance are likely ~o affect working 

patterns, and cre~te physical and financial strain. As the evidence in this study shows, 

80% of carers who work full-time in the northern region showed high levels of stress, 

compared to only one-third of those in Bangkok. 
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ii) The unregulated cost of care 

Alternative health care services in Thailand can be obtained from the private sector. 

The majority are concentrated in Bangkok and some in the major provincial areas. 

This type of service tends to serve only the medium to high SES groups, due to its 

relatively high cost, but requires a shorter waiting time and offers better individual 

health care than the public hospitals. However, the private health care customers are 

also facing the escalating costs of care for modern medical technologies as a result of 

lack of competition in the cost of care between private hospitals (Bennett and 

Tangcharoensathien, 1994; Chitanondh, 1994; Nittayarampong and 

Tangcharoensathien, 1994). This circumstance may affect patient choice among the 

poorer people (The Lancet, 1992) and may lead people to shift from formal health 

care professionals to the non-formal health care sector (Nittayarampong and 

Tangcharoensathien, 1994), as mentioned earlier. 

iii) Insufficient health care service in the rural area 

In Thailand, most medical professionals view people with dementia syndrome as 

having an impairment of the nervous system. Thus, in the referral system, those 

suspected of dementia will be referred to the neurological department. The majority 

of hospitals in Bangkok are teaching hospitals which normally include all specialism, 

whereas most hospitals in the regions or rural areas are general hospitals and provide 

only general seryices. Complicated cases will be referred to the central or teaching 

hospital in the main region. Medical services specifically for demented persons are 

even rarer. For example, at the time of the research, there were only two neurological 

hospitals, one situated in Bangkok and another situated in Chiang Mai, in the northern 
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regIon, comprising 240 beds (Alpha Research and Manager Information Services, 

1995). The Bangkok hospital served only 1.5% of Thailand's 513.115 Sq.Kms while 

the N orthem region, which contains 17 provinces, covers 33.1 % of the country's total 

area. Thus, a number of demented participants in this study who lived in the northern 

part of Thailand had to travel over 100 miles just to receive out-patient assessment 

treatment from the neurological hospital in Chiang Mai, and had to stay overnight in 

order to be at the hospital early to queue to see the doctor the next morning. 

8.4.2. Lack of Information 

Carers were asked whether they had been told what was wrong with their demented 

relatives. One-third of carers gave negative answers. For example, some had been 

told nothing; some had been told about another symptom, but not the dementia illness; 

and one carer even said the physician had refused to tell her. Thus, many carers had 

no idea what was wrong with their elderly relatives, which caused confusion and 

distress to carers, some of whom lacked knowledge of how best to care for their 

elderly relatives. There is a need to consider why this happened. Part of the reason 

may be due to lack of access to hospitals and health personnel, including, as 

mentioned in the previous section, unequal distribution of health care throughout the 

country. However, other factors may also need to be considered, as follows: 

i) Boundary between Itealtlt professionals and patients 

When the researcher made home visits, many questions were asked of her as to what 

exactly had happened to their elderly relatives, what was the prognosis, whether the 

disease was curable, what sources of treatment were available, how they should react, 
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and how to provide care at home. The question arises as to why carers did not ask 

the doctor these questions during their consultation. What factors deterred them 

asking those questions and caused them to leave the medical professionals without the 

information they needed? 

This section will discuss the relationship between medical professionals and patients. 

In dementing illness, of course, the patients have cognitive deterioration and confusion 

usually occurs; thus, their carers could be a useful intermediary to deal with doctors 

during consultations. There is a direct relationship between carers and the medical 

professions and the quality of this relationship seems to depend on the carers' 

perception, perspective and knowledge, as well as communication skills. 

The term profession, can be applied to many occupations, such as the professions of 

medicine, law or architecture, which have a well established base of expert 

knowledge. Freidson (1986) suggests that central to a profession is the power to 

regulate its own affairs. Thus, an element of the professional-client relationship is the 

way in which professions create dependence on their skills and reduce the area of 

knowledge and experience they have in common with their clients (Williams, 1989). 

This is likely to promote 'social distance' between themselves and their clients and so 

the professionals gain increasing autonomy (Johnson, 1989). Th~s relationship, as 

Freire (1972) de.scribes, is a one-way transmission of knowledge from expert to lay 

persons who are considered to know nothing. It is also a 'superior-subordinate 

relationship', which can be manifested in the doctor-patient relationship in the 
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attitude of 'Don't question me, I am a doctor.' Therefore, it may be suggested that in 

some cases, the questions mentioned earlier were never asked by the carers. 

Although some carers had tried to gaIn a better understanding of their elderly 

relative's illness, they still had not received the answers they wanted. Stimson and 

Webb (1975) suggest the use of strategies and negotiation during face-to-face 

consultation. Such strategies may be planned through the patients having anticipated 

problematic aspects of communication. They note that: 

the aim of the strategies used by both patient and doctor is to attempt to 
control and direct the consultation along their own desired lines, to persuade 
the other to recognise or accept a particular perspective on, and orientation to, 
the problem that has been brought. 

p. 37 

Stimson and Webb (1975) have further explained that during the consultation, both 

patient and doctor use strategies to influence each other through a process of 

negotiation. However, there are several limits on the possibilities of action. In the 

UK, for example, limitations are imposed by the organisation of medical care; there is 

limited freedom to change doctor, so it is difficult for the patient to push disagreement 

with the doctor to the level of conflict; the patient is somewhat limited in his 

possibilities for action in that he perceives his knowledge, and the information 

available to him, to be of a different order from that of the professional; there are 

limitations imposed by the perception of what is possible, for example, patients may 

perceive that they are constrained by the amount of time available for the consultation; 

and finally limitations on strategic interaction arise from areas of implicit agreement in 

interaction. 
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The impediments to negotiation between doctor and patients In Thailand are 

somewhat different from those in the West. Although there is no clear explanation of 

this relationship, according to the Thai culture, Limanonda (1995) explains that there 

is an acceptance in Buddhist teaching of the principle of 'hierarchical order', so 

society is characterised by the prevalence of formalised superiordinate-subordinate 

relationships. This kind of relationship is called a 'respect pattern', because of age, 

wealth, power, knowledge, religious or government role, and the individual, 

regardless of his position in the hierarchy, deserves respect (Smith, 1979). Thus, 

there tends to be a barrier between doctor and patient during their interaction and the 

various forms of behaviour and conversation need to take into account the superior­

inferior status or respect patterns (Smith, 1979). Therefore, in the present study, 

carers may have perceived themselves as inferior to the doctor and followed the 

respect patterns which deterred them from asking what they needed to know. 

However, those questions will be diverted towards friends and the family network, as 

Stimson and Webb (1975) found in the West. A number of carers mentioned they 

knew about the dementia syndrome from relatives or friends who worked as doctors, 

nurses and other health professionals, while carers who had no relative or friend in the 

health professional field, probably received no information at all. 

ii) Lack of ltealf.1t education 

There are three levels of health education: pnmary, secondary and tertiary health 

education. Ewles and Simnett (1995) describe primary health education as directed at 

healthy people and aims to prevent ill health arising in the first place. Secondary 
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health education is involved when a person is already ill. At this stage it may be 

possible to prevent ill health moving to a chronic or irreversible stage by educating 

patients about their condition and what to do about it. Finally, tertiary health 

education is directed at patients whose ill health has not been, or could not be 

prevented or cannot be completely cured. Therefore, it is concerned with educating 

the patient and his/her relative about how to make the most of the remaining potential 

for healthy living and how to avoid unnecessary hardship, restrictions and 

complications. 

Thus, the goals of health education are not only to improve knowledge about health, 

but also to raise health consciousness, increase self-awareness, induce attitude change, 

and encourage decision-making, behaviour change, and social change. People who 

suffer from dementia syndrome and their carers need to be provided with health 

education at the secondary and tertiary levels. This study shows that while carers 

lacked knowledge they would have liked a great deal more information about 

dementia. It is important to educate the dementia patients' relatives about dementia 

syndrome in general, the type of dementia the patient suffers from, whether it is 

reversible or irreversible, what signs and symptoms should be observed, and care 

management. Health education is clearly a useful health promotion strategy for 

helping carers to understand better the nature of dementia syndrome and to reduce 

distress in provi~ing care at home. 

As was mentioned earlier, dementing in old age was more likely to be viewed as a sign 

of the ageing process by spouse rather than by younger relative carers. More spouse 
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carers tended to accept the deteriorated condition of their demented spouse as a 

normal condition of old age, without questioning, and said their relationship with the 

demented spouse remained the same. However, younger relative carers tended to 

express their disbelief or question why this had happened to an elderly relative. This 

was particularly the case among those whose elderly relatives developed dementia 

before the age of 60 or soon after they reached the age of 60 . Younger relative carers 

in the rural area were likely to view these symptoms as a misfortune for their elderly 

demented relative, while those who lived in Bangkok tended to show more curiosity 

as to why it happened. 

These findings may suggest that younger relative carers in the rural area, who had 

relatively lower education than those in the city, had received even less health 

education on dementia. Although those younger relative carers in the urban area 

appeared interested to ask questions, the boundary between carers and health 

professionals, discussed earlier, tended to block their communication and impeded 

them from gaining better understanding. However, overall, carers, including spouses 

and younger relative carers, from both rural and urban areas, expressed that their 

greatest need was to know how to provide care at home, followed by wanting 

knowledge about dementia syndrome, and its treatment respectively (see Chapter 7, 

Section 7.8). This may reflect the lack of health education, ~s there were no 

information centres or health professional bodies in the institutional setting or in the 

community, available to provide information about dementia syndrome. Whether 

carers had information depended on whether they were lucky enough to have a 

relative or friend who worked as a health professional or the doctor of their elderly 
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demented relative had time and recognised their interest and the importance of giving 

information to them. 

Although the national long-term plan for elderly people (1992-2011) includes health 

education, it is concerned only with primary health education to the healthy elderly 

population, such as self help care, health prevention, exercise, and retirement 

preparation for well-being in later-life (see Chapter 3, Table 3.8), There is no specific 

plan to intervene in the ill health experienced by elderly people. Clearly, not only is 

there a need to improve health education for the healthy elderly population, but also, 

policy makers should consider the health education needs of carers who provide 

continuing care for chronically ill elderly people at home. 

iii) Increase in the incidence of non-comnlunicable disease 

A small scale study in a slum in Bangkok by lithpunkul (1993) found that the major 

health problems of the elderly participants were non-communicable disease, disability 

and handicap. The most common problems of elderly out-patients were diseases of 

bone, joint and muscle (13%). Also, the Department of Health (1995) reports that 

during 1981-1991, there was an increase in the number of patients who suffered from 

non-communicable disease, for example diabetes mellitus (DM), bronchitis and 

bronchiectasis, asthma, nephritis, cardio-vascular disease and ana~mia. In 1995 a 

Survey of the W. elfare of the Elderly in Thailand was carried out with a sample of 

7,708 persons throughout the country. 59% of respondents were aged 50-59 and 

41 % were aged 60 and over. This study found that the most common illnesses in the 

sample were back pain, arthritis, high blood pressure and others. However, types of 
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illness differed by rural-urban areas. Hypertension, heart disease, diabetes and 

paralysis were more prevalent among urban elderly with relatively high income, whilst 

rural elderly were more likely to experience back pain, which may reflect their 

agricultural occupation (Chayovan and Knodel, 1997). 

A research report by the independent organisation, Alpha Research and Manager 

Information Service (1995) shows that, in the general population, cardio-vascular 

disease ranked among the top five causes of death (Table 8.1). The death rate had 

increased from 49.5 per 100,000 population in 1989 to 78.9 per 100,000 population in 

1995 (Epidemiology Division, 1995) and the report warned that all health 

professionals should be more aware of this preventable illness. The 1995, Survey of 

the Welfare of the Elderly showed that cardio-vascular disease remained among the 

top five illnesses in people of 50 and over year olds (Chayovan and Knodel, 1997). 

Table 8.1. Top five causes of deaths, 1992 
Rate per 

Cause group No. of 100,000 
deaths/day population 

1. Disease of pulmonary circulation and 
other forms of heart disease 84 53.6 

2. Malignant neoplasm of other and 
unspecified sites 37 23.7 

3. Disease of other parts of the digestive 
system 28 17.8 

4. Other diseases of the respiratory 
system 23 14.4 

5. Cerebrovascular disease 19 11.8 
Others 516 358.5 

Total 752 479.8 

Source: Developed from Pocket Thailand Public Health 1995 (Alpha Research 
and Manager Information Service, 1995), p. 17. 
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The increasing number of non-communicable diseases among Thai people may be due 

to the insufficient and ineffective health education in Thailand. Clearly, there is a high 

incidence of cardio-vascular disease both in terms of illness and as a cause of death in 

the Thai population. There was a relatively high proportion of subjects in the present 

study who suffered from vascular dementia, which has risk factors which are treatable 

and some strokes are preventable (Hachinski, 1992). The present study shows that 

vascular dementia appeared to be the major cause of dementia (27%, n=12) followed 

by AD, accounting only for 14% (n=6) (see Chapter 5, Section 5.2). This finding 

seems to contrast to the world-wide picture of the prevalence of dementia in elderly 

people, in which Alzheimer's disease (AD) is the most common cause of dementia, 

followed by vascular dementia (see Chapter 1). Does this situation indicate the failure 

of health prevention? Insufficient health promotion, particularly in health education 

and health prevention, may be partly responsible for the increase in the number of 

preventable diseases and disabilities in later life, health problems which lead to a heavy 

burden on sufferers' families. No concrete study on the prevalence of dementia in 

Thailand is available. The present study was also carried out with a convenience 

sample of demented elderly people who received treatment at OPD from selected 

hospitals. Therefore, this finding may not represent the characteristics of people with 

dementia as a whole, or indicate the actual prevalence of dementia in elderly people in 

Thailand. Nevertheless, this finding may suggest that there is a gro~p of people with 

dementia which ~s caused by vascular disease, and this group of patients may need 

particular help. 
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iv) Geographical difference in using traditional medicine 

As indicated in the literature review on traditional medicine in Chapter 3 (Section 

3.5.1) in Thailand, as in other developing countries, traditional medicine used to be 

the only health care resource available for those suffering ill health (Jaspan, 1969). It 

predominated in Thailand until the late 19th century. Since Western medicine was 

first introduced in the 1820s it has become more popular and is gaining trust from the 

Thai people. Nevertheless, Western medicine itself may be called the alternative 

medicine for Thai people. Thus, seeking help from traditional medicine, including 

herbal medicine, traditional Thai massage, spiritual mediums and ritual, was 

commonly found in the present study. Nearly half the subjects (47.7%, n=21), the 

majority of them living in the rural northern region (60%, n=12), had sought help from 

these remedies (see Chapter 7, Section 7.7). 

When compared to the national figure, it was found that the figure in the present 

research was almost twice as high. The National Statistical Office, Thailand, reported 

the finding from a survey of Health, Welfare and Use of Traditional Medicine 1986, 

showed that 24.6% had engaged in traditional or herbal medicine, where the vast 

majority of them (84.8%) lived in the rural areas (the northern region had the highest 

and Bangkok the lowest usage). However, this finding might have been an under 

estimate, due to the limited definition of traditional Thai medicine i~ the study, which 

included only m~dicines derived from the natural products of herbs or plants, animals, 

and minerals (National Statistical Office, 1986), i.e. mainly herbal medicines. In 

contrast, in the present study the definition used included herbalists and other forms of 

traditional healers, for example, traditional Thai massage, spiritual mediums and ritual. 
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In addition, the higher percentage of elderly demented people who engaged in 

traditional medicine in the present study may reflect a greater than average preference 

for traditional medicine among this particular group of carers because of their belief in 

its effectiveness, or because Western medicine does not appear to help subjects' 

condition, or because of their concern to find some symptomatic relief 

Since Western medicine began to dominate the health care service, there has been 

concern about the rising cost of care, side-effects, and an increasing dependence on 

Western medicine and technology, as well as the high cost of imported products. 

Therefore, there is a trend to go back to studying traditional remedies, such as 

traditional herbal medicine. There is a variety of herbal remedies available throughout 

the country, many of them functioning similarly to Western medicine drugs. Thus, 

there is interest in using these herbal remedies to replace Western medicine, in order 

to reduce the cost of care and help to free people from the synthetic agents by using 

natural resources such as herbs instead. There has been increased use of herbal 

medicine in the modern health service setting recently. For example, treatment by a 

qualified practitioner of traditional Thai herbal medicine is available in 42 community 

hospitals in 30 provinces, while 65 primary community health centres throughout the 

country offer an over-the-counter herbal medicine service (Department of Medicine, 

1996). Moreover, the latest public health plan in the 8th Natio.nal Economic and 

Social Developl!lent plan (1997-2001) includes traditional Thai medicine, with the aim 

of offering people a choice in health care. Nevertheless, the decision on treatment 

choice should be based on knowledge of relevant information. In providing such 

information, health educators could help people to help themselves and work towards 
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creating healthier conditions for everybody to make healthy choices more easily 

(Ewles and Simnett, 1995). 

While herbal medicine is attracting increasing public attention, as is traditional Thai 

massage, the majority of practitioners are found in the urban area. Both types of 

traditional practitioners are accepted by the Ministry of Public Health. However, 

other types of traditional medicine or traditional healers, such as local herbalists, 

spiritual mediums and rituals, are still not officially accepted, but they are available in 

the rural areas. The finding from the present study was that the majority of demented 

people who went to some kind of traditional healer lived in the countryside. Many 

carers still believed in spirits and severe confusion and aggressive behaviour were 

perceived as being caused by spirits, as a punishment, and resulted in a request for a 

spirit ritual ceremony (see Chapter 7, Section 7.7). This evidence may indicate the 

inadequate provision of health education in this area as its shows that people lack 

knowledge of dementia syndrome and its management. However, the very act of 

participating in such a ceremony may have beneficial effects, at least for the carers. 

Another sign of lack of health education were the group of carers, from both rural and 

urban areas, who decided to take their demented relative for both Western and 

traditional medicine. Of a total of 16 demented persons, 6 (37.5%) were taken for 

traditional medicine after the dementia symptoms did not disappear with Western 

treatment, the same figure left traditional treatment for Western medicine when they 

were not cured, and four people (25%) received treatment from both institutions at 

the same time, with the idea of covering all aspects of the cause of illnesses. This 
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finding shows that most carers in this group thought that dementing illness is treatable 

and given the availability of both Western and traditional medicines, they were likely 

to go from one to another, if the first choice did not work. Clearly, this group of 

carers needed health education to understand better the nature of dementia syndrome 

and its management. This might help to prevent them wasting a lot of money on 

unnecessary treatment by shopping around for a cure for dementia and it might also 

help them to accept this illness and plan for future care. 

8.4.3. Lack of caring support in the community 

As the tradition is for care in the family in Thailand, as discussed earlier in section 8.1, 

family members are expected to provide care for their own family members. 

Government policies seem to take advantage of this tradition by encouraging people 

to provide care for their own relatives, but no clear information on how to manage 

caring at home or what caring support would be available was given to the carers, as 

indicated below. 

i) Low conlnlunity participation 

The WHO policy on 'Health For All by the year 2000' (HF A 2000), first introduced in 

1978, emphasises the need to encourage community participation in health, in order to 

reduce social inequalities in health and work for greater inter-agency co-operation for 

health at the 10,cal level (WHO, 1978). Thailand has included the WHO policy in a 

National Primary Health Care (PHC) programme since 1980 (Kachondham and 

Chunharas, 1993). At the same'time, the basic minimum needs (BMN) approach was 

introduced (Meesapya, 1994). The BMN approach, as part of the nation's "Quality of 
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Life Programme", encourages a village to establish an information system whereby 

villagers can collect relevant data by using the essential components checklists to 

identify problems in attaining their basic minimum needs (Kachondham and 

Chunharas, 1993, p. 212). However, no relevant needs assessment for elderly people 

and people who provide care for their frail elderly relative at home was included in the 

provided checklists. Moreover, the Thai government policy on caring for elderly 

people still focuses more on individual family care rather than encouraging community 

participation. For example, the national long-term plan for elderly people (1992-

2011) indicated in the plan for social care, education, culture and psychology the 

need: 

To encourage people to restore and be aware of the importance of the 
extended family; to promote good relationships within the family and mutual 
help among family members; and to preserve and promote the norms of parent 
repayment and respect for the elderly among the family and other people in the 
society. 

(Department of Medicine, 1993, pp. 121-134). 

The latest (8th) national economic and social development plan (1997-2001) also 

mentioned helping the disadvantaged populations, including the isolated poor elderly, 

by encouraging and assisting their families to understand, and provide care for their 

elderly relatives and suggested that incentives may even be given to encourage 

effective carers (National Economic and Social Development Board, 1997). 

To assess the level of participation of demented persons and their carers with people 

in the community, support network assessment was carried out. This aimed to 

identify the community relationships experienced by people, particularly those who 

were involved with an elderly person in a significant way, for example as a household 
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member, in providing companionship, emotional support, instrumental help, advice or 

personal care or receiving any of these from the old person (Wenger, 1994). The 

research revealed that, of 44 individual demented elderly and their carers, the vast 

majority of demented persons (95%, n=42) and over two-thirds of carers (68.2%, 

n=30) had only a small support network. The majority of both types of participants 

were classified as local family dependent, i.e. nearly all support needs were met by the 

family and community involvement was generally low. Among the remainder, also, 

networks tended to be smaller than average. In addition, the demented persons 

themselves had even smaller support networks than carers. Over one-third of all 

demented participants (34%, n=15) were classified as having a private restricted 

support network, which is typically associated with absence of local kin, and contact 

with neighbours is minimal. Less than one-third of carers (29.5%, n=13) were 

classified as locally integrated, a type of network in which carers had close 

relationships with local family, friends and neighbours (see Chapter 6, Table 6.5). 

The result of the culture or tradition in caring and the government policies on family 

care, is clearly pressure on carers, who are given a sense of responsibility by emphasis 

on the ideology of parent repayment, but not provided with support. This policy is 

also likely to encourage people to believe that caring for their own elderly relative is a 

personal or family matter and they have to cope with it by themselves. At the same 

time, it may a~ect people from outside, such as friends or neighbours, who may see 

caring as the family responsibility and decide not to get involved. This attitude may 

also affect the social relationships between elderly people and people outside the 

family. Tunsiri et al. (1996) studied the family relationships and social relationships 
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among 132 elderly, nearly half of them (46.8%) suffering from some kind of chronic 

illness, who were members of the elderly health promotion centre at the Mahidol 

university hospital in Bangkok. This study found that the majority of elderly had good 

relationships with their family members, such as other elderly in their family and their 

children, 40% and 52.4% respectively. In contrast, the majority of elderly needed to 

improve their social relationships. For 62.7% and 50% respectively, there was a need 

to improve their relationships with the elderly and younger generation outside their 

family. Therefore, it is clear that there is a need to improve the policy on community 

participation in caring, which may also help to improve the caring situation at home, 

as well as help elderly people to improve their social relationships and improve their 

quality of life. 

ii) Lack of health and social services in the conlmunity 

According to the general referral system in health care, including the Health Card 

Scheme in Thailand, patients need to make the first contact at the village level or the 

nearest health centre, where they will be referred upwards (Kachondham and 

Chunharas, 1993), with a description of the illness on the referral form, to the district 

or community hospital. Then, if they have complicated disease, they will be 

transferred to the higher health facilities, for example, provincial hospitals, regional 

hospitals, specialised hospitals, or university hospitals (Sastravaha, 1985) (see Chapter 

3, Figure 3.2). Patients are also transferred back to the community health centre by 

the same route after they have made progress. 
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However, not every patient will be under this referral system. The results of the 

present study showed that at PRC treatment level, private clinics were more 

convenient and popular among Bangkokians and those carers who lived in the city. 

Moreover, in the rural area, most carers complained of dissatisfaction with treatment, 

inadequate facilities and expertise, the complexity of the referral system itself, and the 

negative attitude towards dementia as an ageing process, among health professionals 

in health care centres and the community hospitals. These factors led carers to take 

their elderly demented relatives straight to the tertiary care level by themselves, 

without going through the referral system. In addition, those tertiary health care 

services are open to all patients, not only those who are under the referral system. 

This may be another reason why a number of patients do not follow the route and 

travel longer distances to get treatment. A problem arises, however, that where 

patients receive treatment outside the referral system, there would be no treatment 

record available at the community health centre. Thus, it would be difficult for the 

community nurse to make a home visit, even if one were available, after patients have 

been discharged and are being cared for at home. 

In health care servIces at the local level, the PRC have introduced manpower 

recruitment and community organisation development since 1977, involving the 

training of village health volunteers (VHV), village health commu~cators (VHC), and 

villagers themselves in first aid. Screening for common diseases is also carried out in 

the villages. These measures aim to improve community and individual well-being 

(Kachondham and Chunharas, 1993). No guidelines had been issued to provide 

support for carers who look after relatives with chronic illness at home. This 
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programme was later proved differentially effective depending on the community 

context, such as the ability of the leader, level of support and supervision at village 

and district. There were time constraints and participation on a voluntary basis was 

limited (Kachondham and Chunharas, 1993). In addition, the policies of the Ministry 

of Public Health in the 7th National Economic and Social Development Plan (1992-

1996) included provision for proactive health care services for elderly people in the 

community by sending a health promotion team to visit patients at home to assess 

their needs for health care and provide help to meet their needs. However, in fact, 

none of those demented participants in the present study who were under the referral 

system had been visited or received support from the VHV, VHC, or community 

nurse. Also, since 1993, there has been an income support project for elderly people 

and their families who are on the poverty line (Research and Development Group, 

Beneficial and Welfare Division, 1993), but none of the demented elderly participants 

who were on the poverty line had received benefit from this project. 

8.5. Policy and Practice Implications 

Caring for elderly people in Thailand is traditionally family care by, particularly, adult 

children. Because of this long history of family care, it is essential to change people's 

attitude and awareness of their own problems, as well as to infort? the policy makers 

of the difficulti,es in caring at home. Thus, the plan for implementation, perhaps, can 

be divided into two levels: short-term and long-term, as follows; 
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8.5.1. Short-term plan 

This plan must be based on realistic and achievable aims at the individual level in the 

short term. In this primary stage, the researcher should be able to contribute the 

knowledge obtained from the research findings and seek to implement the results of 

the study through the informal channels, such as: 

i) Publication of thesis 

It has been said that research is not complete, unless it is published. Given that little is 

known about family care for chronic illness as such dementia in Thailand, publication 

of the thesis at the national level will, certainly, contribute knowledge and promote 

better understanding of the nature of family care, particularly on the issue of caring 

problems and carers' needs. The aim in doing this would be to reach multidisciplinary 

professionals who work with elderly people in a wide variety of settings, ranging from 

the elderly person's own home, to various types of institution, such as hospital, 

residential home, and nursing home. It is hoped that the insights gained from this 

research could be published in leading journals, for example: NurSing Association 

Bulletin, Journal of Clinical Psychiatry, Journal of Medical Association, and in the 

Senior Citizen Association Newsletter, in Thailand. At the international level, it is 

hoped that the findings might be published in a reputable international journal, which 

aims to contribute knowledge of cross-cultural family care for. elderly people, for 

example, Age ~nd Ageing, Gerontologist, and Cross-Culture Gerontology. 
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ii) Promote health education via the available media 

The most common media which are able to reach people in the society are radio and 

newspaper. Knowledge about dementia and its treatment can be promoted through 

the available radio and leaflets should be made available in the hospitals or clinics 

where carers usually bring their elderly demented relatives for treatment. Articles 

about dementia could be sent to the radio presenter and to local and national 

newspapers, with the aim of raising awareness of this chronic illness and its impact on 

the family. 

iii) Introduce support group 

Not every demented person will be taken to see doctor and those principal carers who 

seek treatment for their elderly dementia relatives appear to have a higher level of 

strain compared to those reported in the West based on the same scale test. In 

particular, carers from the present study were more likely to admit to emotional or 

psychological strain (see Section 8.3.4). Carers also expressed the need for 

information about their elderly relative's illness. As it was mentioned earlier In , 

Chapter 2, a lack of knowledge itself can be a stressor (Russell et al. (1989). A 

support group would serve as a source of help for carers, in which they could draw 

strength from each other by sharing their problems and feelings within the group. 

Other services, such as information about dementia, counselling or other practical 

help, can be delivered to the group by health professionals and social workers. Thus . , 

setting-up a support group would be an appropriate intervention to reduce the strain 

on carers over time. 
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8.5.2. Long-term plan 

The long-term plan is more complicated and more difficult to achieve because it needs 

co-operation at national level to set out concrete goals and implementation 

throughout the country. This level very much depends on policy makers recognising 

and addressing carers' problems in their plans. 

i) Provide Financial Support 

The quality of care very much depends on the financial situation of the care provider, 

which leads to inequality in elderly health status. As Ewles and Simnett (1995) stated, 

people in the upper socio-economic classes have a greater chance of avoiding illness 

and staying healthy than those in the lower classes. The WHO goal of Health For All 

by the year 2000 will not be achieved if the Thai government continues to press 

people to care for their own relatives, with little support provided. Thus, there is a 

need for income support for families who care for chronic and deteriorating elderly at 

home, particularly elderly who have no pension and whose families are on the poverty 

line. Moreover, the existing income support project may need to be extended to 

include this group of people, in order to help them to improve the quality of care. 

ii) Improved Healtlt Education 

The second great need is health education. The carers of the elderly or their family 

members need health education about the common illnesses in old age and how to 

provide care. Moreover, health promotion should be delivered to the well elderly, in 

order to keep them healthy and independent and improve their quality of life in later 

life. In this regard, there may be a need to train more health professionals to work 
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with elderly people and home visits and respite care should be introduced for elderly 

who suffer from chronic illness. Health professionals should carry out the multi­

dimensional assessment approach to frail elderly and their families, aware of the 

available services and refer them to an appropriate agency. Thus, there is also a need 

to increase funding of public health care and allocate more budget to health promotion 

programmes, rather than emphasise tertiary health care. 

iii) Promote Comnlunity Health Care Insurance 

There is a need to expand the existing 'Health Card' scheme, a form of community­

financed health insurance, to cover older people who have low income or low SES 

and introduce a free medical care card for elderly people who are on the poverty line, 

in order to improve the equality of care in the society. Such a scheme would 

obviously promote equal opportunity for all socio-economic classes of elderly people 

in using health care services. 

iv) Promote Community Participation 

The role of primary caregiver is stressful, with the caring task largely unshared and 

little help received from neighbours, friends or relatives (Hettiaratchy and Manthorpe, 

1992). Therefore, there is a need to raise the community's awareness of the problem 

of caring at home and the importance of support networks. Th,is intervention may 

help to reduce strain and stress in carers and may lead to a successful caring in the 

community. 
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v) Make the full use of the available resource 

The expansion of health service to elderly people in the community will no doubt be 

an additional cost to the Ministry of Public Welfare, for which a limited budget was 

allocated by the government. To minimise the cost of health care, the existing 

community health services and community nurses should be viewed as a resource for 

providing additional health services to the elderly group, because they are the only 

health professionals who provide primary health services for people in the community. 

Of course, they may need to gain knowledge and skill about caring for elderly people, 

so instruction and training should be carried out, for health professionals who have 

never been taught about elderly care from their nursing school. 

vi) Others 

It is not appropriate to encourage people to take care of their own elderly relatives by 

emphasising the ideology of parent repayment or reciprocity, without providing 

support, or to promote the extended family for responsibility for care of their elderly 

without acknowledging that today adult children have to go out to work or live where 

they can find a job, as mentioned in the current National Long-Term Plan for Elderly 

People, 1992-2011, in Thailand (see Chapter 3, Table 3.8). This plan may be seen as 

unrealistic and 'the sense of responsibility was open to abuse or exploitation by 

service providers' (Beresford, 1994, p. 70). To improve the quality of care and 

promote caring in the community, support must be made available, in order to reduce 

the burden on adult children. 
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8.6. The need for further research 

Little is known about the life and family function in caring for frail elderly in the 

community in Thailand. Further research is recommended to focus on specific carer 

problems, such as stress in carer, the carer and cared-for relationship, the cost of care, 

or benefit and rewards from caring. There are a number of illnesses in old age and 

different types of illness have been found to present different caring problems. Thus, 

the findings from the present research alone can not represent all the problems in 

caring for elderly people with chronic conditions which may concern the policy maker. 

There is a need for further research on informal care for other chronic conditions 

affecting the frail elderly. There is also a need for a multi-disciplinary research 

approach, combining health and social research, to identify problems and to provide 

help and support to meet the needs of individual, in order to develop concrete 

evidence and better understanding of the caring situation given the limited resources in 

Thailand. 

The unfortunate economic crisis has affected many countries In Southeast Asia , 

including Thailand, since the middle of 1997. There is no doubt that a number of 

health and development projects have been slowed down and funding for health and 

social services from the government have been cut. In the past, o~ly those who were 

self-employed ~ere not eligible for health benefit. However, in the near future, family 

members or parents of persons who work as government officials will no longer be 

eligible for health benefits. Thus, there will be an increasing number of carers facing 

not only physical and psychological burden, but also financial difficulty in caring for 
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chronically ill people. Therefore, it would be interesting to carry out further family 

care research on how financial hardship affects the quality of care provision and how 

people are coping with this situation, the nation faces economic challenges. 

Conclusion 

This discussion chapter has contained SIX major components: methodological 

development; limitations of the research; contribution to theory; problems in the 

provision of health and social services for demented elderly people~ policy and 

practice implications; and recommendations for further research. Methodological 

development of the present research was found difficult due to the lack of literature 

about family care for elderly who have ill health in Thailand. The advanced Western 

theories were also found confusing and not suitable to apply because of the 

differences in culture, religion, and normative belief These circumstances led to 

several limitations in the present research, such as limitations of the research in 

practice, research tools, and data analysis. The most severe limitation was found with 

the CSI scale, in that, whereas the initial aim of using this scale was to screen stress on 

carers, the instrument turned out to be screening strain as a stressor, instead. 

Moreover, given the small sample of participants, data should be treated with caution. 

Caring for eld~rly people in Thailand is very much influenced by Buddhist religion 

with the ideology of parent repayment. Although, traditionally, adult children are 

expected and they may also feel obliged to provide care for their own elderly relatives, 

however, more than half of carers were spouses. Negative attitudes toward care were 
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less likely to be expressed because it is not socially acceptable. However, nearly half 

of carers were found to carry a greater level of strain, even though they expressed 

satisfaction in caring. Gender differences in this respect were found among younger 

relative carers, which may reflect the elderly preference for a daughter, rather than a 

son, to remain at home and care for them when they grow old. 

Carers in Thailand admitted particular strain in the area of being upset that the cared-

for person had changed so much, which may result from the culture and attitude of 

honour towards the elderly. Strain in carers was significantly related to the elderly 

person's cognitive status, level of dependence, hours of care provided and duration of 

illness. Three major problems in relation to health and social services for demented 

elderly people were: unequal opportunity in health care, lack of information and lack 

of caring support in the community. 

As regards policy and practice implications, short-term and more achievable plans, 

such as publishing the research findings, promoting health education via the available 

media, and introducing a support group for carers, can be carried out in part by the 

researcher. A long-term plan should be carried out at the national level, and should 

include provision of financial support to those who fail the means test, improved 

health education, promote community health care insurance, prom?tion of community 

participation, and making the full use of the available resources. 

Further research is recommended to be carried out by focusing on the specific carer 

problems, such as stress in carer, carer and cared-for relationship, the cost of care or , 
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benefit and rewards from caring. The further research also should also be extended to 

the areas of caring for older people with other chronic illnesses, in order to develop 

concrete evidence and a better understanding of the caring situation with the limited 

resources in Thailand. 
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Conclusion 

Dementia is one of the most common disorders in old age, characterised by multiple 

cognitive deficits that include memory impairment, cognitive disturbance and 

disturbance in executive functioning. The prevalence of dementia is 2-4% among 

those aged over 65 years and increases to 20% or more in those aged over 80 years. 

More than 55 illnesses can cause dementia. The most common causes of dementia 

syndrome are Alzheimer's disease (AD) and Vascular disease, accounting for 70% and 

10-30% of all dementia, respectively. The present situation of the rapid increase in the 

ageing population, particularly in developing countries such as Thailand, has raised 

awareness of an increasing number of dementia cases and the available health and 

social service resources for them. Care for elderly people in Thailand rests mainly with 

their families, due to Buddhist religious and cultural influences. Regarding the concept 

of holistic care, health professionals and agencies who work with people with 

dementia should be aware of the health and well-being not only of demented people, 

but also of their carers who provide care at home, because the well-being of carers is a 

device in achieving the well-being of cared-for persons (Twigg and Atkin, 1994). 

With regard to these concerns, thus, the aims of the present study were: to identify the 

characteristics of carers; to study families in the caring situation; to assess carers' 

psychological well-being; to examine the influence of the Buddhist religion and Thai 

culture on this care; to identify the needs of carers and to identify primary assistance 

needed. Moreover, this thesis is intended to contribute to policy and practice. 

However, methodological development of the present research was found difficult due 
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to the lack of literature, and the advanced Western theories were also found confusing 

and not entirely suitable to apply, because of differences in culture, religion, and 

normative belief These circumstances had led to several limitations in the present 

research, such as limitations of the research in practice, research tools, and data 

analysis. 

The present research was conducted in Thailand between October 1995 - March 1996, 

among a sample of elderly demented people (subjects) who were receiving treatment 

from neurological, psychiatric and geriatric OPD in three selected hospitals in both 

urban and rural areas in Thailand. Subjects complied with other selection criteria: 

aged 60 and over, educated at least to primary school level, co-resident with carers, 

and either themselves or their carers were Buddhists. The available number of 44 

subjects and 44 principal carers agreed to participate in the present study. Data were 

collected from structured and semi-structured interviews with subjects and carers in 

their own homes. Quantitative data giving demographic information, such as age, sex, 

educational level, or occupation, were collected in respect of both subjects and carers. 

In addition, the Thai Mental State Exam (TMSE) and Behaviour Rating Scale (BRS) 

were completed by subjects and their carers respectively, to assess subjects' present 

mental state and dependency level; while the Network Assessment and Caregiver 

Strain Index (CSI) were completed by carers. Correlations between scores on these 

assessment instruments were tested. Data were analysed by using non-parametric and 

appropriate statistics by using SP S S for Windows computer program for quantitative 

data in consultation with a statistician, while manual management was used for 

qualitative data analysis. However, the CSI scale was later found to have severe 
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limitations as a measure of stress. Given the small sample of participants, the data 

should be treated with caution. 

Of the 44 subjects, 27 (61%) were male and 17 (39%) were female; they ranged in age 

from 51 to 93 years, mean 74 (SD=9.8). The majority of subjects lived with their 

family, only 6 (13.6%) lived with their spouse alone, and over half (51%) were 

educated to primary school level only. Of the 44 carers, 35 (80%) were female and 

only 9 (20%) were male. Carers ranged in age from 25 to 85 years, mean 56 years 

(SD=16.5). More than half the carers were spouses (55%, n=24), one-third were 

adult children (32%, n=14), and the remainder were other relatives. 14% (n=6) of 

carers provided care for over 100 hours a week. A quarter of carers, more spouse 

than younger relative carers and all of these living in Bangkok, were seeking help in 

canng. 

Spouse carers were found to experience significantly less strain than younger relative 

carers (p~.05). The significant findings confirmed that higher level of cognitive 

impairment and higher level of dependence in demented relatives related significantly 

to a higher levels of strain in carers (p~.05 and p~.OI respectively), including the 

increase in hours of care provision (p~. 01) and the longer the duration of the 

dementing illness (p~.05). More than half (57%, n=25) of carers had a small support 

network. However, there was no significant correlation between support network or 

quality of relationship and strain on carer. Carers in Bangkok and the metropolis had 

fewer social integration networks than carers in the rural areas. 
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Younger relative carers were adult children who had remained at home by reason of 

being unmarried or being the last person in the family to get married. This person 

would automatically become the carer when their adult relative got ill. The view of 

'reciprocity,' however, was still very strong among younger relative carers. For 

example, although they had problems in caring, such as subjects' psychological and 

physical problems, and the present relationship with the subjects had been 

deteriorating, and faced increasing stress and physical strain on their own account. 

Nevertheless, they were still willing to continue providing care at home. How long 

can they cope with this situation? Clearly, a longitudinal study needs to be carried out. 

The Buddhist religion and Thai culture emphasise that children should provide care for 

their elderly relatives. However, nowadays, most adult children work outside the 

home. This was the case for many of the sample. Therefore, as they had more time 

available, spouses, the majority of whom were housewives, had to accept the caring 

role. The burden of caring, including care providing and the cost of medical treatment, 

tended to be shared among family members, unless the subject was entitled to receive 

free medical care. 

This study has been able to identify three major problems in caring for an elderly 

demented person at home: unequal opportunities in health care, lack of information, 

and lack of caring support in the community. Firstly, the findings from the present 

study suggest t?at unequal opportunities in health care for demented elderly people are 

clearly initially associated with the financial status of carers and cared-for persons, 

insufficiencies in the health care insurance system and insufficient distribution of health 

care service in the rural areas. Secondly, nearly three-quarters of carers (72%, n=32) 
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need information about how to provide care for their elderly demented relatives, 

especially on caring techniques at home, followed by a need to know about the 

dementia syndrome (40%, n=18). Finally, lack of caring support in the community 

was commonly reported; none of subjects were visited by health professionals and no 

financial support had been received by those who were on the poverty line. It was felt 

by 66% of all carers that the elderly relative should receive financial support. 

The findings have implications for policy and practice on two levels. A realistic short­

term plan at the individual and local level would be to publish the research findings to 

raise the awareness of problems in family care, encourage health professionals using 

multi-dimensional approaches with patients, promote health education via the available 

media, and establish a support group for carers. There is also a need for a long-term 

action plan at the national level. Although the WHO goal of Health For All by the 

year 2000 will not be achieved, as it is only two years away, there is a need to promote 

health education, including training more health professionals to work with elderly 

people and setting up carers' support groups. Home visits and respite care should be 

introduced for elderly people who suffer from chronic illness. Income support should 

be provided for families who are caring for chronic and deteriorating elderly at home, 

particularly the elderly who have no pension and whose families are on the poverty 

line. There is a need to increase funding of public health care and allocate more 

budget to health promotion programmes, rather than emphasise tertiary health care. 

One approach could be to expand the existing 'Health Card' scheme, a form of 

community-financed health insurance, in order to promote equal opportunity for all 

socio-economic classes of elderly people in using health care services. There is also a 
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need to raise the community's awareness of the importance of care in the community 

and encourage them to participate in this care in order to improve the equality of care 

in the society. The effects of the caring relationship and the quality of care need 

further investigation. It is recommended that research be carried out using carefully 

selected instruments and extended to the areas of caring for other chronic illness in 

older people, in order to develop concrete evidence and a better understanding of the 

caring situation with the limited resources in Thailand. 

381 



REFERENCES 

Adams, T. and Barker, P. (1989) Dementia and Family Stress. Nursing Times, 
September 20, Vol. 85, No. 38, pp. 27-29. 

Addington-Hall, l, Lay, M., Altmann, D., and McCarthy, M. (1998) Community care 
for stroke patients in the last year of life: results of a national retrospective survey of 
surviving family, friends and officials. Health and Social Care in the Community, Vol. 
6, No.2, pp. 112-119. 

Administrative and Civil Registration Division, Department of Local Administration, 
Ministry of Interior (1994) Report of Number of Marital and Divorced Licenses, 
Bangkok: Administrative and Civil Registration Division. 

Alafuzoff, I. (1992) The pathology of dementia: an overview. Acta Neurologica 
Scandinavica, Supp1139, pp. 8-15. 

Alpha Research Co., Ltd. and Manager Information services Co., Ltd. (1995) Pocket 
Thailand Public Health, Bangkok: Sukhum and Sons Co., Ltd. 

American Psychiatric Association (1987) Diagnostic and Statistical Manual of Mental 
Disorders (3rd edition revised) Washington, DC : American Psychiatric Association. 

American Psychiatric Association (1995) Diagnostic and Statistic Manual of Mental 
Disorders Fourth Edition (DSM-IV), International Version, Washington, DC : 
American Psychiatric Association. 

Anderson, M. (ed.) (1980) Sociology of the Family (2nd edition), Harmondsworth : 
Penguin. 

Anthony, lC., LeResche, L., Niaz, U., et al. (1982) Limits of the 'Mini-Mental State' 
as a screening instrument for dementia. Psychological Medicine, Vol. 12, pp. 397-408. 

Appley, M.H. and Trumbull, R. (1986) Development of the Stress Concept (pp. 3-18). 
In Appley, M.H. and Trumbull, R. (eds) Dynamic of Stress: Physiological, 
Psychological and Social Perspectives, New York: Plenum Press. 

Arber, S. (19~3) Designing Samples (pp. 68-92). In Gilbert, N. (ed.) Researching 
Social Life, London: Sage. 

Arber, S. (1995)·Gender difference in informal caring. Health and Social Care in the 
Community, Vol. 3, pp. 19-31.· 

Arber, S. and Gilbert, G.N. (1989a) Transition in caring: gender, life course and care 
of the elderly (pp. 72-92). In Bytheway, B., Keil, T., Allatt, P. and Bryman, A. (eds) 
Becoming and Being Old: Sociological Approaches to Later Life, London: Sage. 

382 



Arber, S. and Gilbert, G.N. (1989b) Men: the forgotten carers. Sociology, Vol. 23, 
No.1, pp. 111-118. 

Arber, S. and Ginn, l (1990) The Meaning of Informal Care: Gender and the 
Contribution of Elderly People. Ageing and Society, Vol. 10, pp. 429-454. 

Archbold, P.G., Stewart, B.l, Greenlick, M.R., and Harvath, T. (1990) Mutuality and 
Preparedness as Predictors of Caregiver Role Strain. Research in Nursing and Health, 
Vol. 13, pp. 375-384. 

Asis, M.M.B., Domingo, L., Knodel, l and Mehta, K (1995) Living Arrangements in 
Four Asian Countries: A Comparative Perspective. Journal of Cross-Cultural 
Gerontology, Vol. 10, pp. 145-162. 

Austria United Nation (1983) Vienna International Plan of Action on Ageing: World 
Assembly on Ageing (26 July-6 August 1982), Vienna: United Nations. 

Babbie E. (1990) Survey research methods (2nd edition), Belmont, California 
Wadsworth. 

Baggott, R. (1994) Health and Health Care in Britain, London: Macmillan. 

Baldwin, B.A., Kleeman, K.M., Stevens, G.L. and Rasin, l (1989) Family Caregiver 
Stress: Clinical Assessment and Management. International Psycho geriatrics, Vol. 1, 
No.2, pp. 185-194. 

Bangkok Post (1995) Thai fertility rate in Steepest drop, Bangkok Post Weekly 
Review, 30 June, Vol. 7, No. 26. 

Bangkok Post (1996) Austrians turn to 'alternative' medicine, Out look, Bangkok 
Post, Thursday, 7 March, p. 36. 

Basham, R. (1989) 'False Consciousness' and the Problem of Merit and Power in 
Thailand. Mankind, Vol. 19, No.2, pp. 126-137. 

Bass, D.M., McClendon, M.l, Deimling, G. T. and Mukherjee, S. (1994) The influence 
of a diagnosed mental impairment on family caregiver strain. Journal of Gerontology: 
Social Science, Vol. 49, SI46-S155. 

Baumgarten, M. (1989) The health of persons giving care to the demented elderly: a 
critical review ·of the literature. Journal of Clinical Epidemiology, Vol. 42, pp. 1137-
1148. 

Bebbington, A.C. (1988) The expectation of life without disability in England and 
Wales. Social Science and Medicine, Vol. 27, No.4, pp. 321-326. 

Bell, R. and Gibbons, S. (1989) Working with Carers: Information and training for 
work with informal carers of elderly people, London: Health Education Authority. 

383 



Benedict, R. (1943) Thai Culture and Behaviour, An unpublished wartime study dated 
September 1943, New York: Institute for Intercultural Studies, Inc. Reprinted as Data 
Paper, No.4, 1952, Ithaca, New York: Cornell University Southeast Asia Program. 

Bennett, Sand Tangcharoensathien, V. (1994) A shrinking state? politics, economics 
and private health care in Thailand. Public Administration and Development, Vol. 14, 
pp. 1-17. 

Beresford, B. (1994) Positively Patents: Caring for a severely disabled child, Social 
Policy Research Unit, London: HMSO. 

Berrios, G.E. (1987) The nosology of the dementias: an overview (pp. 19-51). In Pitt, 
B. (ed.) (1987) Dementia, Edinburgh: Churchill Livingstone. 

Biegel, D.E., Milligan, S.E., and Putnam, P.L. (1994) Predictors of Burden Among 
Lower Socio-economic Status Caregivers of Persons with Chronic Mental Illness. 
Community Mental Health Journal, Vol. 30, No.5, pp. 473-494. 

Biegel, D.E., Sales, E. and Schulz, R. (1991) Family Caregiving in Chronic Illness, 
Newbury Park: Sage. 

Black, S.E., Blessed, G., Edwardson, lA. and Kay, D.W. (1990) Prevalence Rates of 
Dementia in an Ageing Population: Are Low Rates due to the Use of Insensitive 
Instruments? Age and Ageing, Vol. 19, pp. 84-90. 

Blessed, G. Tomkinson, B.E. and Roth, M. (1986) The assocIatIon between 
quantitative measures of dementia and of senile change in the central grey matter of 
elderly subjects. British Journal of Psychiatry, Vol. 114, pp. 797-811. 

Bond, J. (1992) The Politics of Caregiving: The Professionalisation of Informal Care. 
Ageing and Society, Vol. 12, pp. 5-12. 

Boss, P. (1988) Family Stress Management, London: Sage 

Bowling, A. (1991) Measuring Health: A Review of Quality of Life Measurement 
Scales. Milton Keynes: Open University Press. 

Bowling, A. (1995) Measuring Disease, Buckingham: Open University Press. 

Braekhus, A., Laake, K., and Engedal, K. (1995) A Low, 'Normal' Score on the Mini­
Mental State Examination Predicts Development of Dementia After Three Years. 
American Geriatrics Society, Vol. 43, pp. 656-661. 

Brain, L. (1993) Foetal tissue transplantation in Parkinson's Disease. British Journal 
of Nursing, Vol. 2, No. 20, pp. 1012-1016. 

384 



Brayne, C. and Ames, D. (1988) The epidemiology of mental disorders in old age. In 
Gearing, B., Johnson, M., and Heller, T. (eds) Mental Health Problems in Old Age: a 
reader, Open University Press, Buckingham: John Wiley and Sones. 

Brayne, C. and Calloway, P. (1990) The Association of Education and Socio­
economic Status with the Mini Mental State Examination and the Clinical Diagnosis of 
Dementia in Elderly People. Age and Ageing, Vol. 19, pp. 91-96. 

Brody, H. (1970) Structural changes in the ageing nervous system (pp. 9-21). In 
Blumenthal, H.T. (ed.) Interdisciplinary topics in gerontology, Basel: Karger. 

Brody, H. (1975) Organisation of cerebral cortex, III. A study of ageing in the human 
cerebral cortex. Journal of Comparative Neurology, Vol. 102, pp. 511-556. 

Brodaty, H. Gresham, M. (1989) Effect of a training programme to reduce stress in 
carers of patients with dementia. British Medical Journal, Vol. 299, pp. 1375-1379. 

Brun, V. and Schumacher, T. (1994) Traditional Herbal Medicine in Northern 
Thailand, Bangkok : White Lotus. 

Buddhadasa, Bhikkhu (1993) Katanyu katawethi (in Thai), Bangkok: Dhammaspa. 

Bulmer, M. (1986) Neighbour: The Work of Philip Abrams, Cambridge: Cambridge 
University Press. 

Bulmer, M. (1987) The Social Basis of Community Care, London: Unwin Hyman 
Ltd. 

Burnham, ~.C., Mason, A., and Pernia, E. M. (eds) (1993) The Economic Impact of 
Demographic Change in Thailand. 1980-2015: An Application of the HOMES 
Household Forecasting Model, Honolulu: University of Hawaii Press. 

Cafferata, G.L. and Stone, R. (1989) The caregiving role: dimensions of burden and 
benefits. Comparative Gerontology, Vol. 3 Suppl, pp. 57-64. 

Caffrey, R. A. (1992a) Family Care of the Elderly in Northeast Thailand: Changing 
Patterns. The Journal of Cross-Culture Gerontology, Vol. 7, No.2, pp. 105-116. 

Caffrey, R.A. (1992b) Caregiving to the Elderly in Northeast Thailand. The Journal of 
Cross-Culture Gerontology, Vol. 7, No.2, pp. 117-133. . 

Campbell,.B.O., Mason, A., and Pernia, E.M.(eds) (1993) The Economic Impact of 
Demographic Change in Thailand. 1980-2015, the East-West Centre, Hawaii: 
University of Hawaii Press. 

Centre for Policy on Ageing (CPA) (1989) CPA World Directory of Old Age: 
Longman International Reference, London: Longman. 

385 



Chai, P. (1985) Buddhism and Thai World View (pp. 25-53). In Chulalongkorn 
University Social Research Institute/Southeast Asian Studies Program, Traditional and 
Changing Thai World View, Singapore: Institute of Southeast Asian Studies. 

Chaiyant, S. (1982) Welfare for the Aged. Chankasem, a Thai Bulletin, pp. 41-45. 

Chappell, N. and Penning, M. (1996) Behavioural Problems and Distress among 
Caregivers of People with Dementia. Ageing and Society, Vol. 16, pp. 57-73. 

Charlton, B. (1992) Stress. Journal of medical ethics, Vol. 18, pp. 156-159. 

Chayovan, N., Wongsith, M. and Seangtienchai, C. (1988) Socio-Economic 
Consequences of the Ageing of the Population in Thailand, Bangkok : Institute of 
Population Studies, Chulalongkorn University. 

Chayovan, N., Knodel, J. and Siriboon, S. (1990) Thailand's Elderly Population: A 
Demographic and Social Profile Based on Official Statistical Sources: Comparative 
Study of the Elderly in Asia, Research Report No. 90-2, Population Studies Central, 
University of Michigan. 

Chayovan, N. (1995) Elderly Woman in Thailand: Their Role, Status and Family 
Supports. Australian Journal on Ageing, Vol. 13, No.4, pp. 182-184. 

Chitanondh, H. (1994) Planners say rising health-care costs spell 'crisis.' Bangkok 
Post. Weekly Review, 5 August, Vol. 6, No. 31. 

Cohen, L. and Manion, L. (1989) Research Methods in Education (3rd edition), 
London : Routledge. 

Collins, C., Stommel, M, Wang, S, and Given, C.W. (1994) Caregiving Transitions: 
Changes in Depression Among Family Caregivers of Relatives With Dementia. Nursing 
Research, Vol. 43, No.4, pp. 220-225. 

Copeland, JR.M. (1987) The diagnosis of dementia in old age (pp. 52-68). In Pitt, B. 
(ed.) Dementia, Edinburgh: Churchill Livingstone. 

Copeland, JR.M. (1990) Suitable Instruments for Detecting Dementia in Community 
Samples. Age and Ageing, Vol. 19, pp. 81-83. 

Copeland, JR.M. (1991) Dementia. Medicine International, The Medicine Group 
(UK) Ltd, pp. 3923-3925. 

Copeland, J.R.M., Dewey, M.E. and Griffiths-Jones, H.M. (1986) A computerised 
psychiatric diagnostic system and case nomenclature for elderly subjects: GMS and 
AGECAT. Journal of Psychological Medicine, Vol. 16, pp. 89-99. 

Cowgill, D.O. (1972) The role and status of the aged in Thailand (pp. 91-102). In 
Cowgill, D.O. and Holmes, L. D. (eds) Ageing and modernisation, New York: 
Appleton-Century-Crofts .. 

386 



Cowgill, D.O. (1986) Ageing Around the World, Belmont, California: Wadsworth. 

Cox, T. (1978) Stress, London: MacMillan Education LTD. 

Cox, T. (1995) Stress, coping and physical health (pp. 21-33). In Broome, A. and 
Liewelyn, S. (eds) Health Psychology Process and Application (2nd edition), London: 
Chapman & Hall. 

Creswell (1994) Research Design: Qualitative and Quantitative Approaches, Thousand 
Oaks, California: Sage. 

Crossman, L., London, C., and Barrie, C. (1981) Older women caring for a disabled 
spouse: A model for supportive services. The Gerontologist, Vol. 21, pp. 464-470. 

Cummings, J.L. (1988) Intellectual impairment in Parkinson's disease: clinical, 
pathological, and biochemical correlates. Journal of Geriatric Psychiatry Neurology, 
Vol. 1, pp. 24-36. 

Cummings, lL. (1995) Dementia: the failing brain. The Lancet, Vol. 345, No. 8963, 
pp. 1481-1484. 

Dalley, G. (1993) Professional Ideology or Organisational Tribalism? The Health 
Service-Social Work Divide (pp. 32-39). In Walmsley, J., Reynolds, J, Shakespeare, 
P., and Woolfe, R. (eds) Health, Welfare and Practice: Reflecting on Roles and 
Relationships, London: Sage. 

Darlington, S.M. (1990) "Buddhism, Morality and Change: The local response to 
development in Northern Thailand, Unpublished PhD. Thesis : The University of 
Michigan, Michigan. 

Davies, D.C. (1989) Alzheimer's disease: towards an understanding of the aetiology 
and pathogenesis, London: John Libbey. 

Davison, A. (1992) Untangling the mystery of Alzheimer's disease. Care of the 
Elderly, January, Vol. 4, pp. 26-28. 

de Young, J. (1955) Village Life in Modern Thailand, Berkeley : University of 
California Press, cited by Caffrey, R. A. (1992b) Caregiving to the elderly in north-east 
Thailand. The Journal of Cross- Cultural Gerontology, Vol. 7, NO.2, April 1992, pp. 
117-133. 

Deimlimg, G.T. and Bass, D.M. (1986) Symptoms of mental impairment among 
elderly adults and their effect on family caregivers. Journal of Gerontology, Vol. 41, 
No.6, pp. 778-784. 

Denzin, N.K. (1989) Strategies of Multiple Triangulation (pp. 234-247). In Denzin, 
N.K. (ed) The Research Act: A theoretical introduction to sociological methods (3rd 
edition), New Jersey: Prentice Hall. 

387 



Department of Medicine, Ministry of Public Health, Thailand (1993) The 3rd National 
Conference Report on the "Co-operation and Planning in Health Care Services," (in 
Thai), 26-27 April, Bangkok: Department of Medicine. 

Department of Medicine, Ministry of Public Health, Thailand (1996) The Summary of 
Public Health Development Plan during the Eighth National Economic and Social 
Development Plan (1997-2001), Bangkok: Department of Medicine. 

Department of Public Welfare, Ministry of Interior, Thailand (1994) Benefit for Elderly 
People (in Thai), Bangkok: Department of Public Welfare. 

Department of Public Welfare, Ministry of Interior, Thailand (1994) Social Welfare for 
Elderly People (in Thai), Bangkok: Department of Public Welfare. 

Dhammavisuthrajahn, Phra (1995) Katanyu and Parent Repayment (in Thai), Bangkok 
: Dhammaspa. 

Division of Hospital Census and Statistic, Out-Patient Department (1995) The 
Statistical Report of Pramongkutklao Hospital. 1994 (in Thai), Division of Hospital 
Census and Statistic: Bangkok. 

Donnan, P.T. (1991a) Quantitative Analysis (Descriptive) (pp. 261-275). In Cormack, 
D.F.S. (ed) The Research Process in Nursing (2nd edition), Oxford : Blackwell 
Scientific Publications. 

Donnan, P.T. (1991a) Quantitative Analysis (Inferential) (pp. 276-292). In Cormack, 
D.F.S. (ed) The Research Process in Nursing (2nd edition), Oxford : Blackwell 
Scientific Publications. 

Eagles, J.M., Craig, A. and Rawlinson, F. (1987) The psychological well-being of 
supporters of the demented elderly. British Journal of Psychiatry, Vol. 150, pp 293-
298. 

Editorials, The Lancet (1992) Charging for health services in the third world. The 
Lancet, 2 August, Vol. 340, pp. 458-459. 

Elliot, F. R. (1986) The Family: Change or Continuity?, London: Macmillan. 

Epidemiological Division, Office of the Permanent Secretary - for Public Health , 
Ministry of Public Health, Thailand (1995) Public Health Statistics 1995, Bangkok: 
Epidemiological Division. 

Erkinjuntti, T., Hetonen, L., Sulkava, R., Vuorialho, M. and Palo, J. (1987) CT in the 
differential diagnosis between- Alzheimer's disease and vascular dementia. Acta 
Neurologica Scandinavica, Vol. 75, pp. 265-270. --

Esterik, P.V. (1988) To Strengthen and Refresh: Herbal therapy in Southeast Asia. 
Social Science and Medicine, Vol. 27, No.8, pp. 751-759. 

388 



Evandrou, M., Arber, S., Dale, A. and Gullbert, G.N. (1986) Who cares for the 
elderly? Family care, provision and receipt of statutory service (pp. 150-166). In 
Phillipson, C., Bernard, M. and Patricia, S. (eds) Dependency and Interdependency in 
Old Age: Theoretical Perspectives and Policy Alternatives, London: Croom Helm. 

Ewles, L. and Simnett, I. (1995) Promoting Health: A Practical Guide to Health 
Education (3rd edition), Middlesex: Scutari Press. 

Fadden, G., Bebbington, P. and Kuipers, L. (1987) The Burden of care: The Impact of 
Functional Psychiatric Illness on the Patient's Family. British Journal of Psychiatry, 
Vol. 150, pp. 285-292. 

Fielding, N. (1993) Qualitative Interviewing (pp. 135-153). In Gilbert, N. (ed.) 
Researching Social Life, London: Sage. 

Finch, 1. (1993) The Concept of Caring: Feminist and Other Perspectives (pp. 5-22). 
In Twigg, 1. (ed.) Informal Care in Europe, Proceeding of a conference held in York, 
University of York : Social Policy Research Unit. 

Finch, 1. and Grove, D. (1980) Community care and the family: a case for equal 
opportunities. Journal of Social Policy, Vol. 9, No.4, pp. 487-511. 

Finch,1. and Grove, D. (1983) A Labour of Love: Women, Work and Caring, London 
: Routledge and Kegan Paul. 

Finch, J. and Mason, J. (1990) Filial Obligations and Kin Support for Elderly People. 
Ageing and Society, Vol. 10, pp. 151-175. 

Find, 1. and Mason, 1. (1993) Negotiating Family Responsibilities, London 
Routledge. 

Fink, S.V. (1995) The Influence of Family Resources and Family Demands On the 
Strain and Well-Being of Caregiving Families. Nursing Research, Vol. 44, No.3, pp. 
139-146. 

Folkman, S. Lazarus, R.S., Dunkel-Schetter, C., et al. (1986) Dynamics of a Stressful 
Encounter: Cognitive Appraisal, Coping, and Encounter Outcome, Journal of 
Personality and Social Psychology, Vol. 50, pp. 992-1003. 

Folstein, M.F., Folstein, S. McHugh, P. (1975) Mini-Mental State, a practical method 
for grading the cognitive state of patients for the clinician. Journal of Psychiatric 
Research, Vol. 12, pp. 189-198. 

Folstein, M.F. and Folstein, S. (1990) Mental Status Examination. In The Merck 
Manual of Geriatrics. Rahway, New Jersey: Merck and Co., Inc. 

Foster, B.L. (1975) Continuity and Change in Rural Thai Family Structure. Journal of 
Anthropological Research, Vol. 31, pp. 34-50. 

389 



Foster, 1.1. (1993) Starting SPSSIPC+ and SPSS for Windows: a beginner's guide to 
data analysis, Wilmslow, England : Sigma Press. 

Fox, D. (1982) Fundamentals of research In nursmg (4th edition) Norwalk, 
Connecticut : Appleton-Century-Crofts. 

Freidson, E. (1986) 'Professional dominance and the ordering of health services: some 
consequences'. In Conrad, P. and Kerm, R. (eds) Sociology of Health and Illness (2nd 
edition), New York: St Martin's Press. 

Freire, P. (1972) Pedagogy of the Oppressed, Harmondsworth : Penguin, cited by 
Williams, 1. (1989) What is Profession? Experience versus Expertise, 'Family life, 
education and the training of professional', Unpublished PhD thesis: University of 
Manchester, Manchester. 

Geldmacher, D.S. and Whitehouse, P.1. (1996) Evaluation of Dementia. The New 
England Journal of Medicine, August, Vol. 335, No.5, pp. 330-335. 

George, L.K. and Gwyther, L.P. (1986) Caregiver Well-Being: A Multidimensional 
Examination of Family Caregivers of Demented Adults. The Gerontologist, Vol. 26, 
No.3, pp. 253-259. 

Gilhooly, M.L.M. (1984) The impact of care-giving on care-givers: Factors associated 
with the psychological well-being of people supporting a dementing relative in the 
community. British Journal of Medical Psychology, Vol. 57, pp. 35-44. 

Gilleard, C.1. (1984) Living with Dementia, London: Croom Helm. 

Gilleard, C.1. (1986) Family Attitudes to Caring for the Elderly Mentally Infirm at 
Home. Family Practice, Vol. 3, No.1, pp. 31-36. 

Gilleard, C.1. (1987) Influence of Emotional Distress among Supporters on the 
Outcome of Psychogeriatric Day Care. British Journal of Psychiatry, Vol. 150, pp. 
219-223. 

Gilleard, C.1. and Pattie, A.H. (1977) The Stockton Geriatric Rating Scale: a 
shortened version with British normative data. British Journal of Psychiatry, 131, pp. 
90-94. 

Gilleard, C.1., Gilleard, E., Gledhill, K., and Whittick, 1. (1984) Caring for the elderly 
mentally infirm at home: a survey of the supporters. Journal of Epidemiology and 
Community Health, Vol. 38, pp. 319-325. 

Glendinning, C. (1992) The Costs of Informal Care: Locking Inside the Household, 
London: HMSO. 

Golomb, L. (1988) Supernaturalist Curers and Sorcery Accusations in Thailand. Social 
Science and Medicine, Vol. 27, No.5, pp. 437-443. 

390 



Grant, G. and Nolan, M. (1993) Information carers: sources and concomitants of 
satisfaction. Health and Social Care in the Community, Vol. 1, pp. 147-159. 

Grafstrom, M., Fratiglioni, L., Sandman, P.o. and Winblad, B. (1992) Health and 
social consequences for relatives of demented and non-demented elderly: a population­
based study. Journal of Clinical Epidemiology, Vol. 45, pp. 861-870. 

Green, H. (1988) General Household Survey 1985: Informal Carers, London: HMSO. 

Greene, 1., Caracelli, V.1. and Graham, W.F. (1989) Towards a conceptual framework 
. for mixed-method evaluation designs. Educational Evaluation and Policy Analysis, 
Vol. 11, No.3, pp. 255-274. 

Greene, J. and D'Oliveira, M. (1994) Open Guides to Psychology: Learning to use 
statistical tests in psychology, Milton Keynes: Open University Press 

Hachinski, V.C., Lassen, N.A. and Marshall, 1. (1974) Multi-infarct dementia a cause 
of mental deterioration in the elderly. Lancet, Vol. 2, pp. 207-209. 

Hakim, C. (1992) Research Design: Strategies and choices in the Design and Social 
Research, London : Routledge. 

Ham, C., Robinson, R. and Benzeval, M. (1990) Health Check: Health Care Reforms 
in an International Context, London: King's Fund. 

Hanks, L.M. (1975) The Thai Social Order as Entourage and Circle (pp. 197-218). In 
Skinner, G. W. and Thomaskirsch, A. (eds) Change and Persistence in Thai Society, 
Ithaca: Cornell University Press. 

Harper, S. and Lund, D. (1990) Wives, Husband, and Daughters Caring for 
Institutionalised and Noninstitutionalised Dementia Patients: Toward a model of 
caregiving burden. International Journal of Ageing and Human Development, Vol. 30, 
No. 40, pp. 241-261. 

Health Statistics Division, Office of the Permanent Secretary for Public Health , 
Ministry of Public Health, Thailand (1990) Public Health Calendar 1990, Bangkok: 
Ministry of Public Health. 

Henderson, A.S. (1992) The Canberra Interview for the Elderly: a hew field instrument 
for the diagnosis of dementia and depression by ICD-I0 and DSM-III-R, Acta 
Psychiatry Scandinavian, Vol. 85, pp. 105-113. 

Henwood, M., Rimmer, L., and Wicks, M. (1987) Inside the Family: Changing Role of 
Men and Women, London: Family Policy Studies Centre. 

Henwood, M. (1995) Tipping· the Balance: The implications of changes in acute 
healthcare for patients and their families, Research Paper, No. 19, Birmingham : 
National Association of Health Authorities and Trusts. 

391 



Heron, C. (1998) Working with Carers, London: Jessica Kingsley Publishers. 

Hettiaratchy, P. and Manthorp, 1. (1992) A carer's group for families of patients with 
dementia (pp. 419-434). In Jones, G. and Miesen, B. (eds) Care Giving in Dementia: 
Research and Applications, London: Routledge. 

Hinds, P.S. (1989) Method triangulation to index change in clinical phenomena. 
Western Journal of Nursing Research, Vol. 11, pp. 440-447, cited by Nieswiadomy, 
R.M. (1987) Foundations of Nursing Research, Norwalk, Connecticut: Appleton & 
Lange. 

Hingley, P. and Cooper, C.L. (1986) Stress and the Nurse Manage, Chichester: John 
Wiley & Sons. 

Hirschfeld, M. (1981) Families living and coping with the cognitive impaired (pp. 159-
167). In Copp, L.A. (ed) Care of the Ageing, Edinburgh: Churchill Livingstone. 

Hirschfeld, M. (1983) Homecare versus institutionalisation: family caregiving and 
senile brain disease. International Journal of Nursing Studies, Vol. 20, No.1, pp. 23-
32. 

Hobfoll, S. (1989) Conservation of resources: A new attempt at conceptualising stress. 
American Psychologist, Vol. 44, pp. 513-524. 

Hodkinson, H.M. (1972) Evaluation of a mental test score for assessment of mental 
impairment in the elderly. Age and Ageing, Vol. 1, pp. 233-238. 

Holden, U. and Woods, R.T. (1995) Positive Approach to Dementia Care, Edinburgh: 
Churchill Livingstone. 

Hongvivatana, T. and Manopimoke, S. (1991) A baseline survey of preference for 
rural health insurance, Centre for Health Policy Studies: Mahidol University. 

Hugman, R. (1994) Ageing and the care of older people in Europe, London 
Macmillan. 

Humphrey, 1.H. (1984) Profiles in Stress: Stress in Modern Society, New York : 
AMS Press. 

Hursh-Cesar, G. and Roy, P. (eds) (1976) Third World Survey, Delhi: Macmillan of 
India, cited by'Bulmer, M. (1993) Interviewing and Field Organisation (pp. 205-217). 
In Bulmer, M. and Warwick, D.P. (eds) Social Research in Developing Countries: 
Surveys and Censure in the Third World, London: UCL Press. 

Ineichen, B. (1993) The Epidemiology of Dementia in East and South-East Asia: 
Evidence from recent studies. Asian Medical Journal, Vol. 36, No.6, pp. 318-327. 

392 



Institute of Geriatric Medicine, Department of Medicine, Ministry of Public Health, 
Thailand (1995) Ageing Population Projections, Bangkok : Institute of Geriatric 
Medicine. 

Jacques, A. (1992) Understanding Dementia, Edinburgh: Churchill Livingstone. 

Jansen, K. (1990) Finance, Growth and Stability: Financing Economic Development in 
Thailand, 1960-86, Gower : Aldershot. 

Jitapunkul, S. and Lilert, C. (1997) Mini-Mental State Examination: is it appropriate 
for screening in Thai elderly? Journal of Medical Association of Thailand, Vol. 80, 
No.2, pp. 116-120. 

Jitapunkul, S., Bunnag, S., and Ebrahim, S. (1993) Health Care for Elderly People in 
Developing Countries: A Case Study of Thailand. Age and Ageing, Vol. 22, pp. 377-
381. 

Jitapunkul, S., Kamolratanakul, P. Ebrahim, S. (1994) The meaning of activities of 
daily living in a Thai elderly population: development of a new index. Age and 
Ageing, Vol. 23, pp. 97-101. 

Johnson, P., Conrad, C. and Thompson, P. (eds) (1989) Workers Versus Pensioners: 
Intergenerational Conflict in an Ageing World, Manchester University Press : 
Manchester. 

Johnson, T. (1989) Professions and Power, London: Macmillan. 

Jones, G. and Arendt, T. (1992) Clinicopathologic correlations and the brain behaviour 
relationship in Alzheimer's disease (pp. 7-26). In Jones, G. and Miesen, B. (eds) 
(1992) Care-giving in dementia: Research and applications, London: Routledge. 

Jones, G. and Miesen, B. (eds) (1992) Care-giving in dementia: Research and 
applications, London: Routledge. 

Jumsai, M (1971) Understanding Thai Buddhism, Bangkok: Chalermnit Press. 

Juspan, M.A. (1969) Traditional Medical Theory in South-East Asia, An inaugural 
lecture delivered in the University of Hull on 10 March 1969, Hull: University of Hull. 

Kachondham, Y. and Chunharas, S. (1993) At the cross-roads: challenges for 
Thailand's health development. Health Policy and Planning, Vol. 8, No.3, pp. 208-
216. . 

Kakwani, N. and. Krongkaew, M. (1996) Income Distribution: Discovered some good 
news on poverty and income inequality, Economic Review. Bangkok Post, December 
1996, p. 10. 

Kalache, A. (1992) Ageing in Developing Countries (pp. 51-68). In Manu, A. (Ed.) 
(1992) Health and Environment in Developing Countries, Proceedings from an 

393 



International Workshop, Series B - No. 2/92, Centre for Development and the 
Environment: University of Oslo, Oslo. 

Kaplan, H.B. (1996) Perspectives on Psychosocial Stress (pp. 3-24). In Kaplan, H.B. 
(ed) Psychosocial Stress: Perspective on Structure, Theory, Life-Course, and Methods, 
San Diego : Academic Press. 

Katzman, R. (1986) Alzheimer's disease. The New England Journal of Medicine, Vol. 
314, pp. 964-973. 

Kinsella, K. (1988) Ageing in the Third World. Bureau of the Census, International 
Population Report, Series P-95, No. 79, Washington, DC: U.S. Government Printing 
Office. 

Klausner, W.J. (1987) Reflections on Thai Culture, Bangkok: Amarin Printing Group 
Co., Ltd. 

Knodel, 1. and Debavalya, N. (1992) Social and Economic Support Systems for the 
Elderly in Asia: An Introduction. Asia-Pacific Population Journal, Vol. 7, No.3, pp. 5-
12. 

Knodel, 1., Chayovan, N. and Siriboon, S. (1992a) The Families Support System of 
Thai Elderly: An Overview. Asia-pacific Population Journal, Vol. 7, No.3, pp. 105-
126. 

Knodel, 1., Chayovan, N. and Siriboon, S. (1992b) The Impact of Fertility Decline on 
Familial Support for the Elderly: An illustration from Thailand. Population and 
Development Review, Vol. 18, No.1 (March), pp. 79-103. 

Knodel, 1., Chayovan, N. and Saengtienchai, C. (1994) Are Thais deserting their 
elderly parents?: New evidence from the 1990 Census, Journal of International 
Institute on Ageing, Vol. 4, No.3. 

Knodel,1. (1995) Introduction. Journal of Cross-Culture Gerontology, Vol. 10, Nos. 
1&2, pp. 1-6. 

Knodel, 1., Saengtienchai, C., and Sittitrai, W. (1995) Living Arrangements of the 
Elderly in Thailand: Views of the populace. Journal of Cross-Culture Gerontology, 
Vol. 10, Nos. 1 and 2, pp. 79-111. 

Komin, S. (1991) Psychology of The Thai People: Value and behavioural patterns, 
Bangkok .-: Research Centre, National Institute of Development Administration 
(NIDA). 

Korson, 1.H. (1978) Modernisation and social change - the family in Pakistanipp. 169-
207). In Das, M.S. and Bardis, P. D. (eds) The family in Asia, New Delhi: Vikas. 

KumnuansiIpa, P. (1980) Modern, self-image, and some problems concerning the aged 
(in Thai), Bangkok: National Institute of Development Administration. 

394 



Laderman, C. and Esterik, P.V. (1988) Introduction: Techniques of Healing In 
Southeast Asia. Social Science and Medicine, Vol. 27, No.8, pp. 747-750. 

Land, H. and Rose, H. (1985) Compulsory altruism for some or an altruistic society 
for all. In Bean, P., Ferris, 1. and Whynes, D. (eds) In Defence of Welfare, London: 
Tavistock. 

Larkthananoon, P. (1995) Study on the Indication of Socio-Economic Class in Thai 
Society, Institute of Social Research, Chulalongkorn University, Thailand: Bangkok. 

Laslett, B. (1980) Beyond methodology: the place of theory in quantitative historical 
research. American Sociological Review, Vol. 45, pp. 214-218. cited by Morgan, 
D.H.1. (1985) The Family. Politics. and Social Theory, London: Routledge & Kegan 
Paul. 

Lazarus, R.S. (1966) Psychological Stress and the Coping Process, New York: 
McGraw-Hill. 

Lazarus, R.S. (1993) Coping Theory and Research: Past, Present, and Future. 
Psychosomatic Medicine, Vol. 55, pp. 234-247. 

Lazarus, R.S. and Folkman, S. (1984) Stress. Appraisal. and Coping, New York: 
Springer Publishing Company. 

Leng, N. (1987) Help for home care of elderly. The Health Service Journal, 12 
November, p. 1320. 

Levin, E (1985) Problems and outcomes for carers of confused people, in Dementia 
Research Innovation and Management, Edinburgh: Age Concern Scotland. 

Levin, E., Sinclair, I. and Gorbach, P. (1985) 'The effectiveness of the home help 
service with confused old people and their families.' Research. Policy and Planning, 
Vol. 3, No.2, pp. 1-7. 

Lewis, 1. and Meredith B. (1988) Daughters Who Care, London: Routledge. 

Limanoda, B. (1995) Families in Thailand: Belief and Realities. Journal of 
Comparative Family Studies, Vol. 16, No.1, pp. 67-82. 

Loizos, P. (1992) Asking question and interviewing. In Pratt, B. and Loizos, P.(eds) 
Choosing Research Method: Data Collection for Development Worker, Oxford : 
Oxfam. 

Mace, N.L. (1990) The Management of Problem Behaviours (pp. 74-112). In Mace, 
N.L. (ed.) Dementia Care: Patients. Family. and Community, Baltimore, Maryland: 
The Johns Hopkins University Press. 

395 



MacKenzie, D.M., Copp, P., Shaw, R.1. and Goodwin, G.M. (1996) Brief cognitive 
screening of the elderly: a comparison of the Mini-Mental State Questionnaire (MSQ). 
Psychological Medicine, Vol. 26, pp. 427-430. 

Maclean, U. (1989) Dependent Territories: The Frail Elderly and Community Care, 
London : Nuffield Provincial Hospitals Trust. 

Mahendra, B. (1984) Dementia, Lancaster: MTP Press, cited by U'Ren, R.C. (1987) 
Introduction: History of the concept of dementia (pp. 1-18). In Pitt, B (ed) Dementia, 
Edinburgh : Churchill Livingstone. 

Marchi-Jones, S., Murphy, J.F. and Rousseau, P. (1996) Caring for the Caregivers. 
Journal of Gerontological Nursing, Vol. 22, No.8, pp. 7-13. 

Marsden, C.D. (1990) Parkinson's Disease: Review article. The Lancet, 21 April, Vol. 
335, pp. 948-952. 

Marshall, C. and Rossman, G.B. (1995) Designing Qualitative Research (2nd edition), 
Thousand Oaks, California: Sage. 

Mason, A., Phananiramai, M. and Poapongsakorn, N. (1993) Households and Their 
Characteristics. In Campbell, B.O., Mason, A. and Pernia, E.M. (eds) The Economic 
Impact of Demographic Change in Thailand, 1980-2015, Hawaii: University of Hawaii 
Press. 

Mason, J (1996) Qualitative Researching, London : Sage. 

Mason, J.W. (1971) A re-evaluation of the concept of "non-specificity" in stress 
theory. Journal of Psychiatric Research, Vol. 8, pp. 323-333. 

Mason, K. (1992) Family Change and Support of the Elderly in Asia: What Do We 
Know? Asia-Pacific Population Journal, Vol. 7, No.2, pp. 13-32. 

Matichun Weekly (1997) The Poverty Situation: Official information about the gap 
between the rich and the poor. Matichun Weekly, Vol. 17, No. 862, p. 6-7. 

Matthew, B. Miles, A. and Huberman, M. (1994) Qualitative Data Analysis (2nd 
edition), Thousand Oaks, California: Sage. 

Mayeux, R., Denaro, 1., Hemenegildo, N., Marder, K., Tang, M-X, Cote, L.1., and 
Stern, Y. (1992) A population-based investigation of Parkinson's disease with and 
without dementia. Archives ofNeuro]ogy, Vol. 49, pp. 492-497. 

Mayeux, R., Foster, N.L., Rossor, M., and Whitehouse, P.J. (1993) The clinical 
evaluation of patients with. dementia. In Whitehouse, P.1. (ed.) Dementia: 
Contemporary neurology series, Philadelphia: F.A. Davis, Vol. 40, pp. 92-129, cited 
by Geldmacher, D. and Whitehouse, P. (1996) Evaluation of Dementia. The New 
England Journal of Medicine, 1 August, Vol. 335, No.5, pp. 330-336. 

396 



McKhann, G., Drachman, D., Folstein, M., Katzman, R., Price, D. and Stadlin, E.M. 
(1984) Clinical Diagnosis of Alzheimer's disease: Report of the NINCDS-ADRDA 
work group under the auspices of the Department of Health and Human Services Task 
Force on Alzheimer's Disease. Neurology, Vol. 34, pp. 939-944. 

Means, R. and Smith, R. (1994) Community Care: policy and practice, Basingstoke : 
Macmillan. 

Meesapya, K. (1994) Quality of Life and the Basic Minimum Needs Program in 
Thailand. International Journal of Mental Health, Vol. 23, No.3, pp. 76-88. 

Melikian, L.H. and Al-Easa, 1.S. (1993) Oil and Family Change in the Gulf (pp. 44-
47). In Tepperman, L. and Wilson, SJ. (eds) Next of Kin: An International Reader on 
Changing Families, New Jersey: Prentice Hall. 

Merriam, S.B. (1988) Case study research in education: A qualitative approach, San 
Francisco: Jossey-Bass. 

Metter, E.1. and Wilson, R.S. (1993) Vascular Dementias (pp. 416-437). In Park, R., 
Zec, R.F. and Wilson, R.S. (eds) Neuropsychology of Alzheimer's Disease and Other 
Dementias, New York: Oxford University Press. 

Miaskowski, C., Zimmer, E.F., Barrett, K.M., Dibble, S.L. and Wall hagen, M. (1997) 
Differences in patients of the pain experience influence patient and caregiver outcomes. 
Pain, Vol. 72, Vol. 1-2, pp. 217-226. 

Miller, D.C. (1991) Handbook of Research Design and Social Measurement (5th 
edition), Newbury Park, California: Sage. 

Misra, G.S.P. (1968) Logical and Scientific Method in early Buddhist Texts. Journal 
of Royal Asiatic Society of Great Britain and Ireland, Parts 1 & 2, pp. 54-64. 

Mizuno, K. (1978) The Social Organisation of Rice-Growing Villages (pp. 83-114). 
In Ishii, Y. (ed.) Thailand: A Rice-Growing Society, Honolulu: The University of 
Hawaii Press. 

Moniz, E., Proctor, L., Russel, V., and Brookes, R. (1988) The effects of a carers 
support group on information and service use, Paper presented at a District Seminar at 
Coltman Street Day Hospital, Hull, cited by Russel, V., Proctor, L. and Moniz, E. 
(1989) The influence of a relatives support group on carers" emotional distress. 
Journal of Advanced Nursing, Vol. 14, pp. 863-867. 

Morgan, D.H.1. (1985) The Family, Politics, and Social Theory, London: Routledge 
& Kegan Paul. . 

Morse, 1.M. (1991) Approaches to qualitative-quantitative methodological 
triangulation. Nursing Research, Vol. 40, No.1, pp. 120-123. 

Mount, F.(1982) The Subversive Family, London: Jonathan Cape. 

397 



Mulder, N. (1973) Monk, Merit and Motivation: Buddhism and National Development 
in Thailand (2nd edition), Special Report No.1, Michigan: Centre for Southeast Asian 
Studies, Northern Illinois University Press. 

Mulder, N. (1985) Everyday Life in Thailand: An Interpretation, Bangkok: Duang 
Kamol. 

Mulder, N. (1994) Inside Thai Society: An Interpretation of Everyday Life (4th 
edition), Bangkok: Duang Kamol. 

Narada Maha Thera (1973) The Buddha and His Teaching, Singapore: Singapore 
Buddhist Meditation Centre. 

National Economic and Social Development Board (NESDB), Office of The Prime 
Minister, Thailand (1989) Social indicators in 10 years and social indicators 1987, 
Bangkok: NESDB. 

National Economic and Social Development Board (NESDB), Office of The Prime 
Minister, Thailand (1997) The Eighth National Economic and Social Development 
Plan (1997-2001), Bangkok: NESDB. 

National Institute for Social Work (1982) Social Worker: Their Roles and Their Tasks 
(The Barclays Report), London: Bedford Square Press, cited by Arber, S. and Ginn, J. 
(1990) The meaning of Informal Care: Gender and the Contribution of Elderly People. 
Ageing and Society, Vol. 10, pp. 429-545. 

National Statistical Office (NSO), Office of the Prime Minister, Thailand (1970) 
Population and Housing Census (Whole Kingdom), Economically active population 11 
years of age and over by major occupation, work status, and sex, pp. 89-105, Bangkok 
: NSO. 

National Statistical Office (NSO), Office of the Prime Minister, Thailand (1980) 
Population and Housing Census (Whole Kingdom), Economically active population 11 
years of age and over by last year occupation, work status, sex and area, p. 151, 
Bangkok: NSO. 

National Statistical Office (NSO), Office of The Prime Minister, Thailand (1986) The 
Survey of Health, Welfare and Use of Traditional Medicine 1986 (in Thai), Bangkok: 
NSO. . 

National Statistical Office (NSO), Office of the Prime Minister, Thailand (1988) Key 
Statistics of Thailand, Persons in Labour Force 11 years by level of Education: 1985-
1986, p. 13, Bangkok: NSO. 

National Statistical Office (NSO), Office of the Prime Minister, Thailand (1990) 
Population and Housing Census (Whole Kingdom), Employed population age 13 years 
and over by last year occupation, work status and sex, p. 186, Bangkok: NSO. 

398 



National Statistical Office (NSO), Office of the Prime Minister, Thailand (1992) Key 
Statistics of Thailand 1992, Employed Population 13 years and over by level of 
Education: 1989-1990, p. 10, Bangkok: NSO. 

National Statistical Office (NSO), Office of the Prime Minister, Thailand (1992) 
Report of the Labour Force Survey (Whole Kingdom), May 1992 (Round 2), 
Employed persons by work status, occupation and sex, pp. 20-21, Bangkok: NSO. 

National Statistical Office (NSO), Office of the Prime Minister, Thailand (1994) Key 
Statistics of Thailand 1994, Employed Population 13 years and over by level of 
Education : 1991-1992~ p. 14, Bangkok: NSO. 

National Statistical Office (NSO), Office of the Prime Minister, Thailand (1994) 
Report of the Labour Force Survey (Whole Kingdom), August 1994 (Round 3), 
Employed persons by work status, occupation and sex, pp. 22-23, Bangkok: NSO. 

National Statistical Office (NSO), Office of the Prime Minister, Thailand (1994) 
Report of the Household Socio-Economic Survey, Bangkok: NSO. 

National Statistical Office (NSO), Office of The Prime Minister, Thailand (1995) 
Statistical Yearbook 1995, No. 42, Bangkok: NSO. 

National Statistical Office (NSO), Office of the Prime Minister, Thailand (1996) 
Report of the Labour Force Survey (Whole Kingdom), August 1996 (Round 3), 
Employed persons by work status, occupation and sex, Bangkok: NSO. 

National Statistics Office (NSO), Office of The Prime Minister, Thailand (1994) 
Statistical Handbook of Thailand 1994, Bangkok: NSO. 

Newens, A.I. (1994) The Epidemiology of Presenile Dementia of Alzheimer Type, 
Unpublished PhD Thesis, University of Newcastle, Newcastle upon Tyne. 

Nichols, P. (1991) Social Survey Methods: A Fieldguide for Development Workers, 
Oxford: Oxfam. 

Nieswiadomy, R.M. (1987) Foundations of Nursing Research, Norwalk, Connecticut: 
Appleton & Lange. 

Nieswiadomy, R.M. (1993) Foundations of Nursing Research (2nd edition), Norwalk, 
Connecticut : Appleton & Lange. 

Nittayarampho'ng, S. and Tangcharoensathien, V.(1994) Thailand: Private health care 
out of control? Health Policy and Planning, Vol. 9, No.1, pp. 31-40. 

Nolan, M. and Grant, G (1992) Regular Respite: An evaluation of a hospital rota bed 
scheme for elderly people, Research Paper No.6, London: Age Concern Institute of 
Gerontology. 

399 



Nolan, M., Grant, G., Caldock, K., and Keady, 1. (1994) A framework for assessing 
the needs of family carers: a multi-disciplinary guide, University of Wales, Bangor. 

Nolan, M., Grant, G. and Keady, 1. (1996) Understanding Family Care: A 
Multidimensional Model of Caring and Coping. Buckingham: Open University Press. 

Novak, M. and Guest, C. (1989) Application of a Multidimensional Caregiver Burden 
Inventory. The Gerontologist, Vol. 29, No.6, pp. 798-803. 

Oakley, A. (1979) Becoming A Mother, Oxford: Martin Robertson. 

O'Brien, M. T. (1993) Multiple Sclerosis: Stressors and Coping Strategies in Spousal 
Caregivers. Journal of Community Health Nursing, Vol. 10, No.3, pp. 123-135. 

OPCS Monitor (1992) General Household Survey: Carers in 1990, SS 92/2, 17 
November, cited by Henwood, M. (1995) Tipping the Balance: The implications of 
changes in acute healthcare for patients and their families, Research Paper, No. 19, 
Birmingham: National Association of Health Authorities and Trusts. 

Ogawa, N., Poupongsakorn, N. and Mason, A. (1993) Forecasts of Health Care. In 
Research and Development Group, Division of Social Benefit and Public Welfare, 
(1993) Report on Conference into Practice in the topic of Elderly Service Centre: 
How communities participate in service, Public Welfare Department, Bangkok: United 
Nations Funding for Population Ageing (UNFPA). 

Pannurunothai, S. (1992) Equity in health: the need for and use of public and private 
health service in Phitsanulok Municipacity, Bangkok: Ministry of Public Health. 

Park, R.W., Zec, R.F. and Wilson, R.S. (eds) (1993) Neuropsychology of Alzheimer's 
Disease and Other Dementias, New York: Oxford University Press. 

Parker, G. (1992) Counting care: numbers and types of informal carers (pp. 6-29). In 
Twigg, 1. (ed.) (1992) Carers: Research & Practice, London: HMSO. 

Parker, G. (1993) Informal Care of Older People in Great Britain: The 1985 General 
Household Survey (pp. 151-170). In Twigg, 1. (ed.) Informal Care in Europe, 
Proceeding of a conference held in York, University of York: Social Policy Research 
Unit. 

Parker, R. (1980) The State of Care (Jerusalem : Joint (IDe) Israel Brookdale 
Institute of Gerontology and Adult Human Development in Israel, cited by Ungerson, 
C. (ed) (1990) Gender and Caring: Work and Welfare in Britain and Scandinavia , 
Hemel Hempstead : Harvester Wheatsheaf 

Patterson, L.1. and Crome, P .. (1986) Depression in the elderly patient. Update, 1 
April, pp. 580-590. 

Pattie, A. H. and Gilleard, C. J. (1979) Manual of the Clifton Assessment Procedures 
for the Elderly, Sevenoaks : Hodder and Stoughton. 

400 



Patton, M.Q. (1990) Qualitative Evaluation and Research Methods (2nd edition), 
Newbury Park, California: Sage. 

Pearlin, L. I., and Schooler, C. (1978) The structure of coping. Journal of Health and 
Social Behaviour, Vol. 19, pp. 2-21. 

Pearlin, L.I., Mullan, J.T., Semple, SJ. and Skaff, M.M. (1990) Caregiving and the 
Stress Process: An Overview of Concepts and Their Measures. The Gerontologist, 
Vol. 30, No.5, pp. 583-594. 

Pfeffer, P.I., Kurosaki, T.T., Harrah, C.H., Chance, 1.M., Bates, D., Detels, R., Filos, 
S., and Butzke, C. (1981) A survey diagnostic tool for senile dementia. American 
Journal of Epidemiology, Vol. 114, pp. 515-527. 

Pfeiffer, E. (1975) A short psychiatric evaluation schedule: A new 15 items monotonic 
scale indicative of functional psychiatric disorder (Abstract). The Gerontologist, Vol. 
15, p. 34. 

Phananiramai, M. (1991) The Extended Structure of Family in Thailand. A Paper 
Presented at the Annual Seminar of the Project on " Promotion of Analysis and 
Consideration of Consequences of Development Planning and policy in Thailand" 
(February 22-24), Bangkok : TDRI, Human Resources and Social Development 
Program. 

Phillips, L.R. and Rempusheski, V.F. (1986) Caring for the frail elderly at home: 
towards a theoretical explanation of the dynamics of poor quality family care. Advance 
in Nursing Science, Vol. 8, No.4, pp. 62-84, cited by Nolan, M., Grant, G., Caldock, 
K. and Keady, 1. (1994) A framework for assessing the needs of family carers: a multi­
disciplinary guide, Bangor: University of Wales, Bangor. 

Pichyangkura, C. and Singhajend (1991) Thailand National Review on the Elderly. 
Paper Presented at the Workshop on Population Ageing, ESCAP, Bangkok, Thailand, 
15-22 July 1991. 

Pongpaew, P., Tungtrongchitr, R., Lertchavanakul, A., Phonrat, B., Tawprasert, S., 
Migasena, P., and Schelp, F.P. (1994) Socio-demographic characteristics and health 
status of urban Thai elderly. Southeast Asian Journal of Tropical Medicine and Public 
Health, September, Vol. 25, No.3, pp. 583-589. 

Porter, E.1. (1989) The qualitative-quantitative dualism. Image: Journal of Nursing 
Scholarsh.m, Vol. 21, pp. 98-102, cited by Nieswiadomy, R.M. (1993) Foundations of 
Nursing Research (2nd edition), Norwalk, Connecticut: Appleton & Lange. 

Poulshock, S.W. and Deimling, G.T. (1994) Families Caring for Elders in Residence: 
Issues in the Measurement of Burden. Journal of Gerontology, Vol. 39, No.2, pp. 
230-239. 

401 



Pound, P., Gompertz, P. and Ebrahim, S. (1993) Development and result of a 
questionnaire to measure carer satisfaction after stroke. Journal of Epidemiology and 
Community Health, Vol. 47, pp. 500-505. 

Poungvarin, N., Prayoonwiwat, N., Devahastin, V. and Viriyajakul, A. (1995) 
Dementia in Thai stroke survivals: analysis of 212 patients. Journal of medical 
association of Thailand, July, Vol. 78, No.7, pp. 337-43. 

Poungvarin, N., Prayoonwiwat, N., Devahastin, V. and Viriyajakul, A. (1996) 
Dementia in Thai patients with Parkinson's disease: analysis of 132 patients. Journal 
of medical association of Thailand, May, Vol. 79, No.5, pp. 278-284. 

Prasertsintu, P. (1980) Opinions concerning the needs of old age patients, Unpublished 
Master dissertation, Chulalongkorn University, Bangkok. 

Pratt, B. and Loizos, P. (1992) Choosing the Research Method: Data Collection for 
Development Workers, Oxford: Oxfam. 

Procter, M. (1993) Measuring Attitudes, (pp. 116-134). In Gilbert, N. (Ed.) 
Researching Social Life, London: Sage. 

Qureshi, H. (1986) Responses to Dependency: Reciprocity, Affect and Power in 
Family Relationships (pp. 167-179). In Phillipson, C., Bernard, M. and Patricia, S. 
(eds) Dependency and Interdependency in Old Age: Theoretical Perspectives and 
Policy Alternatives, London: Croom Helm. 

Qureshi, H. and Walker, A. (1989) The Caring Relationship: Elderly People and their 
Families, London: Macmillan Education Ltd. 

Qureshi, H. (1990) A Research Note on the Hierarchy of Obligations among Informal 
Carers - A Response to Finch and Mason. Ageing and Society, Vol. 10, pp. 455-458. 

Pagano, M. and Guavreau, K. (1993) Principles of Biostatistics, Belmont, California: 
Duxbury Press. 

Research and Development Group, Benefit and Welfare Division, Public Welfare 
Department, Thailand (1993) The Conference Report on the "Elderly Service Centre: 
what community should participate", Bangkok: Research and Development Group. 

Robinson, B. and Thurnher, M. (1979) Taking care of aged parents: A family cycle 
transition. The Gerontologist, Vol. 19, pp. 586-593. 

Robinson, B. C. (1983) Validation of A Caregiver Strain Index. Journal of 
Gerontology, Vol. 38, No.3, pp. 344-348. 

Roscoe, 1. (1975) Fundamental research statistics for the behavioural sciences (2nd 
edition) New York: Rineheart and Winston. 

402 



Russel, V., Proctor, L. and Moniz, E. (1989) The influence of a relatives support 
group on carers' emotional distress. Journal of Advanced Nursing, Vol. 14, pp. 863-
867. 

Salmon, D.P., Better, N., and Heindel, W.C. (1993) Alcoholic Dementia and Related 
Disorders (pp. 186-209). In Park, R.W., Zec, R.F. and Wilson, R.S. (eds) 
Neuropsychology of Alzheimer's Disease and Other Dementias, New York: Oxford 
University Press. 

Sandelowski, M. (1994) Focus on Qualitative Methods: The Use of Quotes In 
Qualitative Research. Research in Nursing and Health, Vol. 14, pp. 479-482. 

Sangkar, A. (1989) Gerontological Research in China: The Role of Anthropological 
Inquiry. Journal of Cross-Culture Gerontology, Vol. 4, No.3, pp. 199-224. 

Sangsingkaew, W. (1993) Policy and Long-term Planning Project for Elderly in 
Thailand, in the Report of the National Conference: The Co-operation of Planning in 
Health Care Service for the Elderly, Medicine Division, Public Health Department : 
Bangkok. 

Sastravaha, O. (1985) The study of the pattern of health service utilisation effected by 
the policy of "Health card fund," Unpublished Master degree dissertation, Bangkok : 
Mahidol University. 

Saterre, R.E. and Neun, S.P. (1996) Health Economics: Theories, Insights, and 
Industry Studies, Chicago, The United States of America: IRWIN. 

Schumacher, K.L., Dodd, M.l, and Paul, S.M. (1993) The Stress Process in Family 
Caregivers of Persons Receiving Chemotherapy. Research in Nursing and Health, Vol. 
16, pp. 395-404. 

Schulz, R. (1990) Theoretical Perspectives on Caregiving: Concept, Variables, and 
Methods (pp. 27-52). In Biegel, D.E. and Blum, A. (eds) Ageing and Caregiving: 
Theory, Research, and Policy, A Sage Focus Edition, Newbury Park, California: Sage. 

Selye, H. (1956, 1976) The Stress of Life (revised edition), New York: McGraw­
Hill. 

Selye, H. (1976) Stress in Health and Disease, London: Butterworth. 

Shott, S. (1990) Statistics for health care professionals, Philadelphia: W.B. Saunders. 

Siriboon, S. (1993) Facts and attitude among younger generation Thais towards care 
and support of the elderly, Bangkok: Chulalongkorn University Press. 

Siriboon, S. and Knodel, l (1994) Thai elderly who do not co-reside with their 
children. Journal of Cross-Culture Gerontology, Vol. 9, pp. 21-34. 

403 



Siripanich, B., Thavichart, T., Pokakul, W., Thavichart, N., Lerkarm, S., and Tomana, 
P. (1988) Behaviour and Daily Life Activities in Thai Elderly who had Long-life and 
Healthy, World Health Organisation, Bangkok: Samdee Printing Corporation. 

Sittitrai, W. and Thomas, S. (1988) Research on the Elderly in Thailand. Journal of 
Social Research, Thailand, Vol. 11, No.2, pp. 37-63. 

Slater, lA. (1996) Occupational Stress in Primary Health Care: A investigation of the 
sources of stress in primary health care, the effects of these stressors on primary health 
care team members and the moderating effects of individual differences, Unpublished 
PhD. Thesis, University of Wales College of Medicine. 

Smerglia, V.L. and Deimling, G.T. (1997) Care Related Decision-Making Satisfaction 
and Caregiver for Older Members. The Gerontologist, Vol. 37, No.5, pp. 658-665. 

Smith, H.E. (1979) "The Thai Rural Family." In Singh, M. and Bardis, P.D. (eds) The 
Family in Asia, London: George Allen & Unwin. 

Sommanawan, W (1994) Survey of family responsibility in caring for dementia 
relatives at home, Unpublished Dissertation, Chulalongkom University, Bangkok. 

Spatz, C. and Johnston, l (1984) Basic Statistics: Tales of distribution (3rd edition), 
Monterey, California: Brooks/Cole, cited by Nieswiadomy, R.M. (1993) Foundations 
of Nursing Research (2nd edition), Norwalk, Connecticut: Appleton & Lange. 

Stanley, L. and Temple, B. (1993) Using Computers for Analysis Qualitative Datasets, 
Sociological Department, University of Manchester, Manchester. 

Stimson, G. and Webb, B. (1975) The face-to-face interaction and after the 
consultation (pp. 37-83). In Stimson, G. and Webb, B. Going to See the Doctor, 
London : Routledge & Kegan Paul. 

Summers, lA. (1988) Family .adjustment: issues in research on families with 
developmentally disabled children. In Van Hasselt, V.B., Strain, P.S. and Hersen, M. 
(eds) Handbook of Developmental and Physical Disabilities. New York : Pergamon 
Press, cited by Grant, G. and Nolan, M. (1993) Information carers: sources and 
concomitants of satisfaction. Health and Social Care, Vol. 1, pp. 147-159. 

Suriyabongs, L. (1958) In Aspects and Facts of Thailand: Buddhism and the Thai 
People, Public Relations Department, Bangkok: Office of Prime Minister. 

Tabah, L. (1982) Population Hrowth (pp. 175-205). In Faaland, l (ed) Population 
and the World Economy in the 21 st Century, Oxford : Basil Blackwell . 

. ' 

Takakusu, J. (1975) The Essentials of Buddhist Philosophy, Honolulu : University of 
Hawaii. 

Taraborrelli, P. (1993) Example A: Becoming a Carer (pp. 172-186), In Gilbert, N. 
(ed.) Researching Social Life, London: Sage .. 

404 



Tatemichi, T.K. (1990) How acute brain failure become chronic: A view of the 
mechanisms of dementia related to stroke. Neurology, Vol. 40, pp. 1652-1659. 

Tatemichi, T.K. (1991) Cerebrovascular disease and dementia: Epidemiology, 
classification, and therapy. NINDS/AIREN International Workshop on Vascular 
Dementia. Workshop conducted at Bethesda, MD, April 19-21, cited by Metter, EJ. 
and Wilson, R.S. (1993) Vascular Dementias (pp. 416-437). In Park, R.W., Zec, R.F. 
and Wilson, R.S. (eds) Neuropsychology of Alzheimer's Disease and Other Dementias, 
New York: Oxford University Press. 

Tepperman, L. and Wilson, S. (eds) (1993) Next of Kin: An International Reader on 
Changing Families, New Jersey: Prentice Hall. 

Tesch, R. (1990) Qualitative research: Analysis types and software tools, New York: 
Falmer. 

Thanuvatana, M. (1994) Utilisation of Medical Service among Elderly Patients 
Services in Rajavithi Hospital between 1990-1992, Bulletin of Department of Medical 
Services, Bangkok, Vol. 19, No.7, pp. 263- 266. 

The Committee of the Benefit for Ageing and Social Development, Senate, Thailand 
(1991) Problems on Ageing and How to Approach (in Thai), Bangkok : The 
Committee of the Benefit for Ageing and Social Development. 

The Office of Information, The Royal Thai Embassy (1996) Welcoming The 60 
Millianth Thai. Thailand News and Information, London: The Royal Thai Embassy, 
September - November, Vol. 4, No. 41. 

The Office of the Prime Minister (1991) Thailand in the 90s, the National Identity 
Office of the Prime Minister, Thailand: Victory Power Point Corp., Ltd. 

Theanprapart,1. and Tunsiri, P. (eds) (1993) Nursing Care in Elderly People, Faculty 
of Nursing, Bangkok: Mahidol University Press. 

Thera, M.N. (1973) The Buddha and His Teaching, Singapore: Singapore Buddhist 
Meditation Centre. 

Thompson, 1. (1987) Ageing of the population: Contemporary trends and issues. 
Population Trend, Vol. 50, pp. 18-22. 

Thorslund, M. and Parker, M.G. (1995) Strategies for an Ageing Population: 
Expanding the Priority Discussion. Ageing and Society, Vol. 15, pp. 199-217. 

Tolosa, E.S. and Alvarez, R.· (1992) Differential diagnosis of cortical VS subcortical 
dementing disorders, Acta Neurologica Scandinavica, Suppl. 139, pp. 47-53. 

405 



Tout, K. (1995) Family Disintegration and Reintegration in Developing Countries, 
Paper present at the 1995 Annual Conference of the British Society of Gerontology : 
University of Keele. 

Train The Brain Forum Committee (1993) Thai Mental State Examination (TMSE). 
Siriraj Hospital Gazette, Thailand. Vol. 45, No.6, pp. 359-374. 

Tunsiri, P. Khumthaveeporn, P., and Allpradith, K. (1996) The Relationship Between 
Family Relationship and Social Relationships of The Elderly. The Thai Nursing 
Council Bulletin, Vol. 11, No.3, pp. 65-71. 

Tuokko, H. (1993) Psychological Evaluation and Management of the Alzheimer's 
Patient (pp. 565-588). In Park, R.W., Zec, R.F. and Wilson, R.S. (eds) 
Neuropsychology of Alzheimer's Disease and Other Dementias, New York: Oxford 
University Press. 

Twigg, 1. (1992) (ed.) Carers: Research & Practice, London: HMSO. 

Twigg, J. and Atkin, K. (1994) Carers Perceived: Policy and Practice in Informal 
Care, Buckingham: Open University Press. 

Twigg, 1., Atkin, K. and Perring, C. (1990) Carers and Services: A Review of 
Research. London: HMSO. 

Ungerson, C. (1987) Policy is Personal: Sex, gender, and informal care, London : 
Tavistock Publications. 

Ungerson, C. (1990) (ed.) Gender and Caring: Work and Welfare in Britain and 
Scandinavia, Hemel Hempstead : Harvester Wheat sheaf 

United Nations (1983) Vienna International Plan of Action on Ageing World Assembly 
on Ageing (26 July - 6 August 1982), Austria: United Nations. 

U'Ren, R.C. (1987) Introduction: History of the concept of dementia (pp. 1-18). In 
Pitt, B. (ed) Dementia, Edinburgh : Churchill Livingstone. 

Wade, D.T. and Collin, C. (1988) The Barthel ADL Index: A standard measure of 
physical disab1Jity? International Disability Studies, Vol. 10, pp. 64-67. 

Walker, A. (1994) Half A Century Of Promises: The Failure to Realise 'Community 
Care' for Older People, The 1994 Graham Lecture Delivered at the National 
Westminster Hall : London. 

Wantayun, B. (1973) Buddhist Attitude toward Sociology in Brief (pp. 93-124). In 
National Cultural Committee Division, Department of Education, The Educational 
Planning and Implementation in Buddhist Way Sub-Committee Report (in Thai), 
National Cultural Committee Division: Bangkok. 

406 



Well, N. and Freer, C. (1989) The Ageing Population: Burden or Challenge? London 
: Macmillan. 

Wenger, G. C. (1984) The Supportive Network: Coping with Old Age, London: Allen 
and Unwin. 

Wenger, G.C. (1990) Elderly Carers: the Need for Appropriate Intervention. Ageing 
and Society, Vol. 10, pp. 197-219. 

Wenger G. C. (1991) A Network Typology: from theory to practice. Journal of 
Ageing Studies, Vol. 5, No.1, pp. 147-162. 

Wenger, G.C. (1992a) Help in Old Age - Facing up to Change: A longitudinal 
Network Study. The Institute of Human Ageing, occasional paper 5 : Liverpool 
University Press. 

Wenger, G.C. (1992b) Bangor Longitudinal Study of Ageing. Generation Review, 
June, Vol. 2, No.2, pp. 5-8. 

Wenger, G. C. (1994) Support Networks of Older People: A Guide for Practitioners, 
Bangor: University of Wales, Bangor. 

Wenger, G. C. (1995) A Comparison Df Urban with Rural Support Networks: 
Liverpool and North Wales. Ageing and SDciety, Vol. 15, pp. 59-81. 

Wenger, G.C. (1997) Review of findings on support networks of older Europeans. 
Journal of Cross-Cultural Gerontology, Vol. 12, pp. 1-21. 

Wenger, G. C. and Scott, A. (1995) Working with support networks, Paper 
presented at CSPRD Annual Conference, Gregynog Hall, 7th June 1995. 

Wenger G. C. and Shahtahmasedi, S. (1990) 'Variations in Support Networks: some 
social policy implications (pp. 255-277). In Mogey, J. (Ed.) Aiding and Ageing: the 
Coming Crisis, Westport C.T.: Greenwood Press. 

Wenger, G.C. and St. Leger, F. (1992) Community Structure and Support Network 
Variations. Ageing and Society, Vol. 12, pp. 213-236. 

Whalley, L. (1989) Drug Treatment of Dementia. British Journal of Psychiatry, Vol. 
155, pp. 595-611. 

Whalley, L.· and Spratt, E. (1992) Diff'erential Diagnosis and Management of 
Dementia. Postgraduate Update, Postgraduate Centres, 15 February, pp. 301-314. 

Geldmacher, D. and Whitehouse, P. (1996) Evaluation of Dementia. The New 
England Journal of Medicine, 1 August, pp. 330-336. 

Wilkin, D. and Catherine, T. (1989) Users: Guide to Dependency Measure for Elderly 
People, University of Sheffield: Joint Unit for Social Service Research, Sheffield. 

4D7 



Wilkin, D. and Thomson, C. (1989) Users' Guide to Dependency Measure for Elderly 
People, University of Sheffield: Joint Unit for Social Service Research, Sheffield. 

Wilkinson, P.R., Wolfe, C.D.A., Warburton, F.G. et al. (1997) A Long-term Follow­
up of Stroke Patients. Stroke, Vol. 28, No.3, pp. 507-512. 

Williams, J. (1989) What is Profession? Experience versus Expertise, 'Family life, 
education and the training of professional', Unpublished PhD thesis, University of 
Manchester, Manchester. 

Williamson, Y. (1981) Research methodology and its application to nursing. New 
York: Wiley. 

Wilson, E. (1982) Women, the 'community' and the 'family' (pp. 40-55). In Walker, 
A. (ed.) Community Care: The Family and Social Policy, Oxford : Blackwell. 

Wilson, F.A. and Neuhauser, D. (1974) Health Services in the United States, 
Cambridge (Mass) : Ballinger Publishing Company. 

Wilson, G. (1997) Demography. Economics and the Study of Old Age: 'bad science' 
and ageist knowledge. Health Care in Later Life, Vol. 2, No.4, pp. 260-270. 

Wilson, R.S. and Kaszniak, A.W. (1986) Longitudinal changes: Progressive idiopathic 
dementia (pp. 285-293). In Poon, L.W., Gurland, B.J., Eisdorfer, C., Crook, T., 
Thomas, L.W., Kaszniak, A.W., and Davis, K. (eds) The handbook of clinical memory 
assessment of older adults. Washington, DC : American Psychological Association. 

Winogrond, I.R., Fisk, A.A., Kirsling, R.A., and Keyes, B. (1987) The relationship of 
caregiver burden and morale to Alzheimer's disease patient function in a therapeutic 
setting. Gerontologist, Vol. 27, No.3, pp. 336-339. 

Wongsith, M. (1990) Attitudes Towards Family Values in Thai Society. Paper 
presented at the Nihon University International Symposium on Family and the 
Contemporary Japanese Culture: An International Perspective, Tokyo, October 20-24. 

Wongsith, M. (1992) Family Care of the Elderly in Thailand (pp. 47-63). In Kosberg, 
J.I. (ed.) Family Care of the Elderly, Newbury Park, California: Sage. 

World Health Organization (WHO) (1978) Report on the International Conference on 
Primary Health Care, Alma-Ata, 6-12 September, Geneva: WHO. 

World Health Organization (WHO) (1993) The ICD-I0 Classification of Mental and 
Behavioural Disorder: Diagnostic criteria for research, Geneva: WHO. 

Xuto, N. (1982) Thai old people (in Thai), Bangkok : Social Research Institute , 
Chulalongkorn University. 

408 



Yablo, P. (1990) A Cross-Culture Examination of Altruism and Helping Behaviour: 
Thailand and The United States, Unpublished A PhD Thesis, California School of 
Professional Psychology : Berkeley/Alameda. 

Yeatman, R., Bennetts, K., Allen, N., Ames, D., Flicker, L. and Waltrowicz, W. 
(1993) Is Caring for Elderly Relatives with Depression as Stressful as Caring for those 
with Dementia? A pilot study in Melbourne. International Journal of Geriatric 
Psychiatry, Vol. 8, pp. 339-342. 

Zarit, S.H., Reever, K.E., and Bach-Peterson, 1. (1980) Relatives of the Impaired 
Elderly: Correlates of Feelings of Burden. The Gerontologist, Vol. 20, No.6, pp. 649-
655. 

Zarit, S.H., Todd, P.A., and Zarit, J.M. (1986) Subjective Burden of Husbands and 
Wives as Caregivers: A Longitudinal Study. The Gerontologist, Vol. 26, No.3, pp. 
260-266. 

Zarkovich, S.S. (1993) Some Problems of Sampling Work in Underdeveloped 
Countries (pp. 101-108). In Bulmer, M. and Warwick, D.P. (eds) Social Research in 
Developing Countries: Surveys and Censure in the Third World, London: UCL Press. 

Zec, R.Z. (1993) Neuropsychological Functioning in Alzheimer's Disease (pp. 3-80). 
In Park, R.W., Zec, R.F. and Wilson, R.S. (eds) Neuropsychology of Alzheimer's 
Disease and Other Dementias, New York: Oxford University Press. 

409 



GLOSSARY 

Agnosia: cannot interpret sensations correctly 

Amnesia: total or partial loss of memory 

Aphasia (dysphasia): a disorder of language affecting the generation of speech 

Apraxia (dyspraxia): inability to make skilled movements with accuracy 

Baab demerit, evil, sin, or bad deed 

Bhikkhu Monk 

Bun merit or good deed 

Dhamma: as used by the Buddhist, refers both to teaching, the 
doctrine of Buddha (where it naturally comes to mean 
"truth") and to the phenomena or elements of experience 
(N arada Maha Thera, 1973) 

Focal cortical symptoms: e.g. aphasia, apraxia, and agnosia 

Idiotism: an obliteration of the intellectual faculty 

Karma or Kamma Destiny, lot or deeds. The law of Kamma states that 
every deed, verbal, physical or mental, created Kamma. 
Therefore a man is born according to his past Kamma, 
and together with his present Kamma, will determine his 
future existence (Mulder, 1973, p. 50). 

Mau luang royal court 

Mau phii supernaturalist practitioners 

Phra Monk; prefix meaning "holy," "venerable" 
(Mulder, 1973, p. 50). 

Reciprocity parent repayment 

Traditional healers people who practise herbal therapy, includes magic and 
'incantation 

Wat Buddhist temple 
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Appendix I. 

A. Introductory letter and Questions for screening participants' criteria 
(in English) 

Questions for screening participants' criteria 

Date of interview .•....••..•.....•..••....... 
Place of interview ...•..•...•.•.•.••........• 
Time from ............•.• to ................ . 

Background information to be completed before interview (see medical records) 

Patient name ................................... . 

Sex ................................................ . 

Name of hospitaL ................................. . 

Out patient department number ............................ .. 

Introduction 

Hello, may I speak to you. My name is Siriphun Sasat and I am a PhD. student in 

Gerontology from the University of Hull in England. You may remember being informed 

by the doctor at the hospital that a research student would come to ask you to participate 

in an interview, about how you provide care for your ...... (e.g. mother, father)..... I am 

interested in finding out what is it like to be a carer. What is your view in coping with 

this situation, and what are your problems and needs in giving care, so I can understand 

and contribute to improve the methods of formal and informal care, and carers' support 

in the future. I would be grateful if you could spare me some time for this interview. 

Everything that you tell me today will be treated with confidence. First of all, 

I, would like to ask you some general information about yourself and your older 

relative. 

1. Are you Buddhist? 

A. Yes 

B.No. 
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h . 1·· ? 2. W at IS your ............ re Iglon. 

A. Buddhist 

C. Christain 

3. What is your relationship to person you care for? 

B. Islam 

D. Other (please specify) ...... . 

A. Husband B. Wife 

C. Son 

E. Nephew 

G. Other ... Who ....... . 

4. When did you leave school? 

A. None 

C. Secondary school 

E. Vocational education 

5. How old is your ........... ? 

A. under 60 

B. 60 and over 

1· . h ? 6. Does your .............. lve Wit you. 

A. Yes 

B.No 

7. Who pay for hislher treatment? 

D. Daughter 

F. Niece 

B. Primary school 

D. High School 

F. University 

A. Government (enable to get free medical treatment) 

B. Private firms 

C. Self-paid 

8. How much money do you earn per month? 

A. Less than 75 pounds 

c. 126 - 175 pounds 

E. more than 250 pounds 

B. 75 - 125 pounds 

D. 176 - 250 pounds 

Do you mind if I ask you to participate in my research and make arrangements to 

do interview in your own home? This interview will take about an hour, and 

about a half-hour for assessing your .. ( e.g. mother, father) .... mental state. Also, I 

would like to make tape- records during the interview processes. 
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If you agree to participate in my research, could you please sign your name in the given 

space and give me your address? 

Name of carer ...................................................................... . 

Sex ( ) Male ( ) Female 

Address ................................................................................. . 

.............................................................................. Te1. ........................ . 

Time and date will be convenient 
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A. Introductory letter and Questions for screening participants' criteria 
(in Thai). 
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Appendix II. 

A. Example of Questionnaire (in English) 

No ----
INTERVIEW QUESTIONS 

Date of interview •••......•.•••.............. 
Place of interview .......................... . 
Time from .....•......... to ................ . 

Introduction 

Hello, may I speak to you. My name is Siriphun Sasat and I am a PhD. student in 

Gerontology from the University of Hull in England. You may remember that I have met 

you at the hospital, and you were asked to participate in an interview, about how you 

provide care for your ........... ( e.g. mother, father). I am interested in finding out what is 

it like to be a carer. What is your view in coping with this situation, and what are your 

problems and needs in giving care, so I can understand and contribute to improve the 

methods of formal and informal care, and carers' support in the future. I would be 

grateful if you could spare me some time for this interview. Everything that you tell me 

today will be treated with confidence. First of all, 

Part A. Questions for Carer 

1. Demographic Questions 

I would like to ask some questions about yourself 

Note * completed before interview (see screening questions) 

*1.1 Gender 

. A. Male B. Female 

1.2. Could you tell me what year were you born? ...................................................... 
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1.3. Where were you born? 

A. Bangkok and Metropolis 

B. Large Urban 

C. Small Urban 

D. Rural 

Where were you raised? 

A. Metropolis 

B. Large Urban 

C. Small Urban 

D. Rural 

1.4. Have you had any brothers or sisters? 

Nwnber Sex Age Education Status Occupation Income/ 
month 

1 
2 
3 
4 
5 
6 
7 

1.5. Education, when do you leave school? 

A. None B. Primary school 

c. Secondary school D. High school 

E. Vocational education F. University 

1.6 Are you married? 

A. Single B. Married 

C. Divorced D. Separated 

E. Widowed 
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* 1.7. Current living condition 

A. With demented spouse and children/grandchildren or partner 

B. With spouse and elderly demented relative 

C With spouse, children and elderly demented relative 

E. With demented spouse/relative 

F. With elderly demented relative and other relative (please specify) 

1.8. Are you working outside the home? If yes, what are you doing? 

A. Full-time job B. Part-time job 

C. None 

* 1.9. What is your relationship to elderly person you care for? 

A. Husband B. Wife 

C.Son 

E. Niece 

G. Other ... (please specify) 

D. Daughter 

F. Nephew 

2. Network Assessment (from G. Clair Wenger, 1994) 

I am interested to find out how close you are with your relatives and friends. 

2.1. How far away, in distance, does your nearest child or other relative live? 

Do not include spouse 

A. No relatives 

C. 1-5 miles 

E. 16-50 miles 

B. Same house/within 1 mile 

D. 6-15 miles 

F. 50+ miles' 

2.2. Ifyo~ have any children, where does your nearest child live? 

A. No children B. Same house/within 1 mile 

C. 1-5 miles D. 6-15 miles 

E. 16-50 miles F. 50+ miles 
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2.3. If you have living sisters or brother, where does your nearest sister or brother live? 

A. No sisters or brothers B. Same house/within 1 mile 

C. 1-5 miles D. 6-15 miles 

E. 16-50 miles F. 50+ miles 

2.4. How often do you see any of your children or other relatives to speak to? 

A. Never/no relative B. Daily 

C. 2-3 times a week D. At least weekly 

E. At least monthly F. Less often 

2.5. If you have friends in this community/neighbourhood, how often do you have 

a chat or do something with one of your friends? 

A. Never/no friends B. Daily 

C. 2-3 times a week 

E. At least monthly 

D. At least weekly 

F. Less often 

2.6. How often do you see any of your neighbours to have a chat with or do 

something with? 

A. No contact with neighbours 

c. 2-3 times a week 

E. At least monthly 

2.7. Do you attend any religious meetings? 

A. Yes, regularly 

C.No 

B. Daily 

D. At least weekly 

F. Less often 

B . Yes, occasionally 

2.8. Do you attend meetings of any community/neighbourhood or social groups, 

such as old people's club, lectures or anything like that? 

A. Yes, regularly B . Yes, occasionally 

C.No 
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3. Caring for 

3.1. Have you been told what is wrong with your elderly relative? 

3.2. How did you come to be looking after your elderly relative? 

................................................................................................................ 

3.3. How did you and your and your brother/sisterdecide who should take care of your 

elderly spouse/relative? 

................................................................................................................ 

................................................................................................................ 

3.4. How are you happy for the arrangement? 

................................................................................................................ 

................................................................................................................ 

4. Financial situation 

Now, I would like to ask you about your financial status. 

*4.1. How much money do you earn per month? 

A. less than 75 pounds 

c. 126 - 175 pounds 

E. more than 250 pounds 

B. 75 - 125 pounds 

D. 176 - 250 pounds 

4.2. Do you support any family members living elsewhere? Who? 

................................................................................................................ 

4.3. Do you have any financial difficulties supporting your ........... ? 

............................................................................................................ '" 
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4.4. Do you think that caring for your older relative is (will be) too expensive? 

4.5. Have you any idea for how long you will be able to provide care? 

4.6. Who is the next person who will be able to provide care if you cannot? 

................................................................................................................ 

4.7. Do you receive additional support from others family members? 

................................................................................................................ 

*4.8. Who pay for his/her treatment? 

A. Government (enable to get free medical treatment) 

B. State Enterprise 

c. Private firms 

D. Self-paid 

4.9. How much do you actually pay per month for medical treatment for your 

elderly relative? 

................................................................................................................ 

4.10. How much do you actually pay per month for other facilities for your elderly 

relative? 

................................................................................................................ 

4: 11. What income have you lost for caring your older relative? 

................................... ., ......................................................................... . 
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4.12. Do you think your family and yourself cannot (will not be able to) afford these 

extras cost because of the expense of caring for your elderly relative? 

5. Relationship between carers and demented person 

Can I ask you about your relationship with your .......... . 

5.1. Could you describe your relationship with your older relative? How is it 

now? 

................................................................................................................ 

................................................................................................................ 

5.2. Did you have a good relationship with your elderly relative before he/she 

became ill? 

................................................................................................................ 

Attitude 

5.3. Have your feelings towards your older relative changed? In what way? 

............................................................................................................... 

............................................................................................................... 

5.4. Do you have any particular difficulties at the moment? 

................................................................................................................ 

................................................................................................................ 

5.5. Do you have any problems in providing care? What? Ifno, go to 6 . 

................................................................................................................ 

................................................................................................................. 
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5.6. How do you manage with his/her strange behaviour, such as being aggressive, 

wandering or undressing? 

6. Religion and Culture 

*6.1. What is your religion? 

A. Buddhist 

C. Christian 

B. Islam 

D. Other (please specify) ........ . 

6.2. Would you describe yourself as religious? 

A. Not at all B. Slightly 

C. Moderately D. Strongly 

6.3. How often do you visit the temple each month? ...................... .. 

6.4. What religious activities do you regularly take part in? 

A. Temple attendance B. Merit-making 

C. Practice meditation D. Other (please specify) 

6.5. Would you describe your .............. as religious? 

1. not at all 2. slightly 

3. moderately 4. strongly 

6.6. What is your view of reciprocity or parent repayment? Is it important to you? 

................................................................................................................ 

.............. -................................................................................................ . 

6.7. Did your parents expect you to look after them in their old age? 

................................................................................................................ 
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6.8. Do you expect your children to look after you when you get old? Why? 

6.9. What circumstance would you (not live with or) not expect your child look after 

you when you get old? 

................................................................................................................ 

6.10. Can you conceive any circumstances where you would be sending your 

parent to stay in any institutions? 

................................................................................................................ 

................................................................................................................ 

6.11. Do you feel there is any social pressure to care for your older relative? 

If yes, in what way? 

................................................................................................................ 

................................................................................................................ 

................................................................................................................ 

7. Personal Health 

May we talk about your personal health in general. 

7.1. In general, would you say your health is: 

A. Excellent B.Very good 

C. Good D. Fair 

E. Poor. 
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7.2. Compared to one year ago, how would you rate your health in general now? 

A. Much better B. Somewhat better 

C. About the same D. Somewhat worse 

E. Much worse 

7.3. If you have any health problems, please tell me about it? 

........................................................................................................... 

8. The needs of carers. 

This part are questions about your needs 

Infornlation need 

8.1. What information do you need in caring for your older relative? 

........................................................................................................... 

8.2. Do you think you have all information you need? 

........................................................................................................... 

8.3. Do you know what help is available? 

................................................................................................................ 

................................................................................................................ 

8.4. Where to go for it? 

................................................................................................................ 

................................................................................................................ 

8.5. Who can you contact? 

................................................................................................................ 
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8.5. Is there anything you would like to know? 

Financial needs 

8.6. Are you entitled to any financial help? 

8.7. Would you like to have income support whilst you are providing care to 

your elderly relative? Why? 

................................................................................................................ 

................................................................................................................ 

8.8. Do you think older people should receive financial support from the government? 

Why? 

................................................................................................................ 

................................................................................................................ 

Respite needs 

8.9. Are you able to go out and leave your older relative at home? 

................................................................................................................ 

8.10. Do you and your family acknowledge the difficulties of your older relative? 

................................................................................................................ 

8.11. Would you.like to go and stay some where else for a few days or weeks? 

................................................................................................................ 
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8.12. Would it be helpful if someone came to your home? How? 

9. Aids and Services 

9.1. Is there anything that you have found particular difficult caring for your 

elderly relative? 

................................................................................................................ 

................................................................................................................ 

9.2. How long does he/she need care from you per day? 

................................................... hours. 

9.3. What sources of help do you need? 

............................................................................................................ 

10. Traditional Medicine 

10.1. Have you ever sought help from traditional medicines? If yes, could you tell 

me about it? 

................................................................................................................ 

................................................................................................................ 

10.2. What was it that you most needed help for? 

................................................................................................................ 

10.3. Was traditional medicine helpful? Ifno, go to question 10.7 . 

................................................................................................................ 

................................................................................................................ 

10.4. How does it help? Could you tell me about it? 

................................................................................................................. 

................................................................................................................ 
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10.5. Did you seek help from traditional healer before or after you have seen 

Western medicine? 

10.6. Could you describe what kind of traditional medicine your elderly relative 

has received? 

................................................................................................................ 

10.7. Who decided to go to traditional healers? 

................................................................................................................ 

10.8. What was it make you decided to take your elderly relative to see a doctor? 

................................................................................................................ 

................................................................................................................ 

10.9. Does it help? Ifno, go to question 10.11 . 

................................................................................................................. 

................................................................................................................ 

10.10. How does it help? Could you tell me about it? 

................................................................................................................ 

................................................................................................................ 

10.11. What was it that your .... need to see western doctor? 

................................................................................................................ 

................................................................................................................ 
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11. Caregiver Strain Questions 

I am now going to read a list of things which other people have found to be 

difficult in helping out. Would you tell me whether any of these apply to you. (GIVE 

EXAMPLES) 

11.1. Sleep is disturbed (e.g., because_" is in and out of bed, wants help 

throughout the night) 

11.2. It is inconvenient (eg because helping takes so much time or it's a 

long journey over to help) 

11.3. It is a physical strain (eg because of lifting in and out of chair, 

effort or concentration is required) 

11.4. It is confining (eg helping restricts free time or cannot go 

visiting) 

11.5. There have been family adjustments (eg because helping has 

disrupted routine, no privacy) 

11.6. There have been changes in personal plans (eg had to turn down job, 

could not go on vacation) 

11.7. There have been other demands on my time (eg from other 

family members) 

11.8. There have been emotional adjustments (eg because of severe 

arguments) 

11.9. Some behaviour is upsetting (eg because of incontinence, she/he 

has trouble remembering things) 

11. 10. It is upsetting to find she/he has changed so much from her/his 

former self 

11.11. There have been work adjustments (eg because of having to 

take time off) 

11.12. It is a financial strain 
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11.13 . Feeling completely overwhelmed (eg because of worrying 

about her/him, concerns about how you will manage) 

Total Score (count yes responses) 

12. Is there anything else you would like to say to me? 

................................................................................................................ 

............................................................................................................... 

Thank you very much for your time 
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Part B. Questions for Demented person 

Introduction 

Hello, may I speak to you. My name is Siriphun Sasat and I am a PhD. student in 

Gerontology from the University of Hull, England. You may remember being informed 

by the doctor at the hospital that a research student would come to ask you to participate 

in an interview about family care. I am interested in finding out about the family care 

situation, so I can understand and contribute to improve the methods of formal and 

informal care, and carers' support in the future. I would be grateful if you could spare 

me some time for this interview. Everything that you tell me today will be treated with 

confidence. First of all, 

Note * means conlpleted before interview (see screening questions) 
# means conlpleted by carers 

1 Demographic Questions 

I would to ask you about yourself 

*1.1 Gender 

A. Male B. female 

1.2. Could you tell me what year were you born? 

1.3. Where were you born? 

A. Metropolis 

B. Large Urban 

C. Small Urban 

D. Rural 
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Where were you raised? 

A. Metropolis 

B. Large Urban 

C. Small Urban 

D. Rural 

1.4. Number of your brothers and sisters 

Number 

1 
2 
3 
4 
5 
6 
7 

1.5. Education 

Sex Education 

A. None 

C. Secondary school 

E. College 

1.6 Are you married? 

A. Single 

C. Divorced 

E. Widowed 

1.7. Current living condition 

A. With spouse or partner 

C. With spouse or partner 

and with children 

Status 
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Occupation Income 
Imonth 

B. Primary school 

D. High school 

F. University 

B. Married 

D. Separated 

B. With children 

D. With other relative (please 

specify) ....... 



1.8. Occupation during your working life? ............................................................... . 

2. How long have you been ill? .......................... years. 

3. Thai Mental State Exam (TMSE) 

3.1. ORIENTATION (Score 6) 
Score 
(1) What day is it? (Monday, Tuesday, Thursday, etc.) 
(1) What date is it? 
(1) What month is it? 
(1) What period of today is it? (morning, noon, afternoon, 

and evening 
(1) Where are we now? 
(1) What is her occupation? (show picture on overleaf) 

3.2. REGISTRATION (Score 3) 

"I shall say three words for you to remember. Repeat them 
after I have said all three words ..... " 

(Score only for the first presentation) 

(1) TREE 
(1) CAR 
(1) HAND 

Note, after the score is given, repeat those three words until he/she 
remember. Then tell him/her that he/she will be asked again later. 

3.3. ATTENTION (Score 5) 

Could you tell me BACKWARDS the days in one week. 
(allowed to repeat only one time) 

(1) Friday 
(1) Thursday 
(1 ) Wednesday 
(1) Tuesday 
(1) -- Monday 
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3.4. CALCULATION (Score 3) 

Ask him/her to calculate 100-7, 3 times (give 1 score for each correct 

answer and allow one minute for thinking before each question). 

Ifhe/she can not answer the first question, ask him/her to calculate in the next 
step: 93-7, and finally, 86-7 repectively. 

(1) 100-7 
(1) -7 
(1) -7 

3.5. LANGUAGE (Score 10) 
(1) Ask him/her to name: Watch 
(1) Clothes 

(1) Say "repeat what I say, 'Grandma takes her grandchildren 
to buy sweets at the market' ". 

Obey 3 stage command. Score 1 point for each correct part. 
(1) "Take this paper in your right hand" 
(1) "Fold it in half' 
(1) "Hand it back to me" 

(1) Read and obey the command "CLOSE YOUR EYES" 
Score 1 point if correct 

(2) Ask him/her to copy the pentagon figure as similarly as he/she can 
(1) "Banana and orange are both fruit" 

Ask "IN WHAT WAY ARE CAT AND DOG ALIKE?" 
............................. (animals, living things) 

3.6. RECALL (Score 3) 

"What are the three words that I asked you to remember?" 
Score 1 point for each correct word. No hints 
(1) Tree 
(1) Car 
(1) Hand 

(Total pos~ible score = 30) 
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#4. CLIFTON ASSESSMENT PROCEDURES FOR THE ELDERLY (CAPE) 
Behaviour Rating Scale (DRS) 

Please ring the appropriate number for each item 

1. When bathing or dressing, he/she requries: 
- no assistance 
- some assistance 
- maximum assistance 

o 
1 
2 

2. With regard to walking, he/she: - shows no signs of weakness 0 
- walks slowly without aid, or uses a stick 1 
- is unable to walk, or if able to walk, needs 

frame, crutches or someone by his/her side 2 

3. He /she is incontinent of urine and/or faeces (day or night): 
- never 0 
- sometimes (once or twice per week) 1 
- frequently (3 times per week or more) 2 

4. He/she is in bed during the day (bed does not include couch, settee, etc): 
- never 0 
- sometimes 1 
- almost always 2 

5. He/she is confused (unable to find way around, loses possessions, etc): 
- almost never confused 0 
- sometimes confused 1 
- almost always confused 2 

6. When left to his/her own devices, his/her appearance (clothes and/or hair) is: 
- almost never disorderly 0 
- sometimes disorderly 1 
- almost always disorderly 2 

7. If allowed outside, he/she would:- never need supervision 0 
- sometimes need supervision 1 
- always need supervision 2 

8. He/she helps out in the home/ward:- often helps out 0 
- sometimes helps out 1 
- never helps out 2 

9. He/she keeps him/herself occupied in a constructive or useful activity (works, reads, 
plays games, has hobbies, etc): 

- almost always occupied 0 
- sometimes occupied 1 
- almost never occupied 2 
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10. He/she socialises with others: - does establish a good relationship with others 0 
- has some difficulty establishing good 

relationships 1 
- has a great deal of difficulty establishing 

good relationships 2 

11. He/she is willing to do things suggested or asked of him/her: 
- often goes along 
- sometimes goes along 
- almost never goes along 

12. He/she understands what you communicate to him/her (you may use speaking, 
writing, or gesturing): - understands almost everything you 

o 
1 
2 

communicate 0 
- understands some of what you communicate 1 
- understands almost nothing of what you 

communicate 2 

13. He/she communicates in any manner (by speaking, writing or gesturing): 
- well enough to make him/herself easily 

understood at all times 0 
- can be understood sometimes or with 

some difficulty 1 
- can rarely or never be understood for 

whatever reason 2 

14. He/she is objectionable to others during the day (loud constant talking, pilfering, 
soiling furniture, interfering with affairs of others): 

- rarely or never 0 
- sometimes 1 
- frequently 2 

15. He/she is objectionable to others during the night (loud or constant talking, 
pilfering, soiling furniture, interfering in affairs of others, wandering about, etc,): 

- rarely or never 0 
- sometimes 
- frequently 

1 
2 

16. He/she accuses others of doing him/her bodily harm or stealing his/her personal 
possessions - if you are sure the accusations are true, rate Zero, otherwise rate 
one or two: - never 0 

- sometimes 1 
- frequently 2 
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17. He/she hoards apparently meaningless items(wads of paper, string, scraps offood, 
etc): - never 0 

- sometimes 
- frequently 

18. His/her sleep pattern at night is: - almost never awake 
- sometimes awake 
- often awake 

Eyesight: - can see (or can see with glasses) 
- partially blind 
- totally blind 

Hearing: - no hearing difficulties, without hearing aid 

1 
2 

o 
1 
2 

- no hearing difficulties, through requires hearing 
aid 

- no hearing difficulties which interfere with 
communication 

- is very deaf 

Rated by: ................................................ Date .............................................................. . 
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B. Example of Questionnaire (inThai) 

- .. 
LL 1J 1J ~'£l1J 'lUJ IlTI:iW 

o ..,' ...:.., ~ 
LLY~U11Pl'ln'ilYL'nJ1UJl)11::ttU 

o .., ... 
~1~1J'VI ....•......• 

~r)~~~~ flru .. (~.:J J1 ~1 'f)1) ... ~i'W~'fl~~fltJ~'ltJ~n'l.h-~L itJ'l~~L~L~2-J~~ ... ~i'W~'fl m~'Wi ~1~l'ltJ 
II II 

,rnf1n'l111~~'l.JmruqJ1L'fln'Vl1.:J~1'We.i~.:J'fl1~ ~1n2-J~1~'VltJ1itJ HULL ru tJ1~L'VlPl~.:Jn'l'l1 flru'fl1~ 
III I I dI ". II II 

~~~1L~'l1~i'WL~tJ""''l.JflruYlLN ..... tJ1'l.J1~LL~~~'fl~'l12-J1'l2-J2-J'fl1'Wn11~2-J111'l1ru~1nflru1'Wn111~n11~LL~e.i 
• " I " I II " , 

~.:J'fl1~Yl'l.J1'W ~i'WiJ~'l12-J~'W1~Yl~~~n~1~111""'LL~~in~ru~n11~LL~e.i~.:J'fl1~Yl'l.J1'W U'WLU'W'fltJ1.:JL1 
I II ". I I II II II 

n11~n~11'WL'i'fl.:JuiJ~~'l.J1~~.:JPlLYJ'flL~2-J""''W~'l12-J~LL~~Pl'l12-JL~11.~1.u~l11'rflrru~1LL~~Pl'l12-J1?l'fl.:Jn11~'fl.:J ~ ~ ~ 
I II II III I I I II II II II II 

'l.J ~ ~ ~Yl1 ~n11~ LL~ e.i~.:J 'fl1~.y}'l.J1'WLL~ ~~r).:J LU'W'fltJ1.:Jtj.:J'l1e.J~~'fl.:Jn11~4'tJ:nUU~~LU'W~'fl~~YJUS1'W1 ~n1J 
II II I II II I 

11.:J'Vl1.:J111~fSLL~~L'fln"1l'W1'Wn11tJf'l.JtJ1;.:JLL~~'l1.:JLLe.J'Wn111~n11"11'ltJL~~'fl11.:J'Vl1.:Jl'lNLL~~'Vl1.:J'fl'fl2-Jl'l'flLtJ1'W 
II I I " ,-" III I 

'f)'W1~l'l ~~LU'W""'1~~ru2-J1nrl1~ru~~n~ru1~~~L'l~1~n~~LYJ'fl1V1~i'W~2-J111'l1ru1'W~f.:Ji1:n.:J'Vln~.:J'Vln 
" "",, fI ~ ~ 

I • " " 

'fltJ1.:JYl~ru'l.J'fln2-J1r)'Wu~i'W~~Ln'l.JL'lLu'W~'l12-Ji'l.J 
~ 

* L~2-J~1l'l'fl1J~'fl'W~2-J111'l1ru (~~1()12-J~1~f1J~~L~'flnn~2-JLJ1~2-J1tJ) 
'II " 

o ..,: u" " 
1. flUlltJ&OtlJOlJ1I6ijt1l1Y!lY 

* 1.1. , ..... tY 
tI tI 

2. til1~~ 1. f.I'lfltl 
'II 

... QI QI <!l !'1 ... 
1.2. ~flt..l"tll1llli1t..1 ,~tlt..l lJ'fl~ .............................................................................................. . 

1.3. flw'fi~~'1l1t..1? 
1. t..Iflll1"1~ (fll~'l1""'cIJ u"~,,,~l1~1Jwct1,,) 

2. ,~tl~'l1~ (t~tl~'l1~~l1Jfllfl~l~ '1) 

<!l d QI Qld 

3. '1Jtl~'''fl ('Hl11~'''fl '1) 

QI 0 <!l d • 
4. '11t..1lil1 (l~~litll'fltl l1lt) '''flfl1l) 

flW 1~~'1l1t..1 ? 

1. t..Iflll1"1~ (fll~'l1""'cIJ u"~,,,lI11~1JWct1,,) 

2. ,ijtl~ 'l1~ (tijtl~ 'l1~~l1Jfllfl~l~ '1) 

QI 0 <!l d 
4. 'lft..llil1 (l~~lHll'fltl l1ltl '''flfl1l) 
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,,, , , " , " 
1.4. fJW ijVh.,ltl~'I 1lJfi~lU"::lJl'I ~1111 mlhn? f:nii~hl'W~tl'Vl'I lU'Il~'I ::lfl~~~~\9ltl 1 UU 

n11 
I 

~n~1 
.... 

flU'Vl L'VH'i fl1tJ 

1 
2 
3 
4 
5 
6 
7 

" 
3. iJ1ifJlJffn1:Jl\9ltlU\9l'W 

5. 1'Y1fJlafJ 

1.6. ffOl'WflTVnYlJ'Iff 

1. lff~ 

3. l1fJl 

5. lJlfJ 
, , 

1.7. ffOl'Untl~tllfYfJ 
QI QI "".,. 

1. tl~tllfW'I1lJnUffllJl1'Iflfl'I'IfJl 

2. fl~tllfYfJ'I1lJnUtlnl1"1'W 

~t11U 

.... 
111~ fl1en~ 

~a.J1~ 

2. U'I::OlJfffnn 

4. iJ1ifJlIfffnn 

6. lJ1111'Y1fJlafJ 

2. U\9l~~l'W 

4. lWnn'WtlfJ 
" 

QI QI "".,. 

3. fl~fllfW'I 1lJnUffllJl1'I flfl'I 'I fJ1U"::~ nl1"l'W 
, " , 

'IlfJ1~(Ul'Vl/ 
.,. 
t~tl'U) 

QI QI "'" "" .,. 1- 1 
4. tl~tllfW'I1lJnUtyl\9l'Vi'Wtl~fl'WtJ'W '1 (1J'I~'I::1J) .................................................... . 

1.8. fJW't'h~l'W'Wfln';l'Wl1lmt1~l? ;1'~ fJW't'h~1'Wfl::1'I u,,::an1:Jw::nl'I.yh~1'Wti1'Wfl~1~1'I? 

o ~ 
1. 'YIl~l'Ut\9llJn"l 

2 . .yh~l'W 1~t~lJn"1 
I I " 

*1.9. ~ruijfl'l1a.JLntJ'l~ufltJ1~11ri1J~~~fl1tJ 

"" - 1. ffllJ 

3. ~nG)flfJ 

5. 11"1'Wffl1 

7. t'W '1 (1t1'I~'I::1J) ............................ . 
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2. fl'I'IfJl 

4. ~nffl1 

6. l1"l'WG)fl~ 



, , .,. ,. ., 
tI .,... .,... .o!l cv dl"'" .,... .o!l .o!l 

2. I&lJU ]~!lJY01]f1€1ft6tnH1T10U\JflfltUOa'lf€1 !'lfY gOlUny qjlV) !'fitly !Ul~!116YU1Y 
, . ". , 

~\1'U n''U 1 llnll~'Y1)llJil-3f1l'j~~~tlU"~fl1111 lf1"';~)~1111-3fJW OlJtyl~!W~l'ntl'U '1 
" ", , . "~ 

2.1. ~ f111~ fJtyl~ntlg lf1"n~~fJg111-31l1f1fJW 1.h~111W!'Y11 i) ?(iUUlJUlijl1) fJft)) rJl) 
, . " . 

1. il1ijtyl~ 2. tlgUl'U!~rJ10'U/il1!ii'U 1.5 f1.11. 

3. 1.5 - 8 f1.11. 

5. 24 - 75 f1.11. 

4. 9 - 23 f1.11. 

6. 111f1f111 75 f1.11. 
" ,. ", , . . 

2.2. (llfJWij~f1 ~f1f1'Untlglf1"nl!~tlg111~1l1f1fJWlh~111W!'Y11i)? · . " , 
1. ilJij~f1 2. fJglJl'U!~rJ10ll/il1!ii'U 1.5 f1.lJ. 

3. 1.5 - 8 f1.lJ. 

5. 24 - 75 f1.11. 

3. 1.5 - 8 f1.lJ. 

5. 24 - 75 f1.11. 

4. 9 - 23 f1.lJ. 

6. 111f1f111 75 f1.11. 

4. 9 - 23 f1.11. 

6. lJlf1f111 75 f1.1J. 

2.4. fJW~lJl1~lJ~fJrJOlJ~f1l1~fJtyl~~tlrJU~'l1'U? 
1. i~!flrJ/'~ijtyl~ 

" . ~ 
3. 2 - 3 fli'~~tltlTYi~rJ " ~" 

4. fJrJl~'UfJrJfJTYi~rJ"~fli' ~ 
".o!l ! " 

5. fJrJl~'Utlm~tl'U"~fI)~ 6. 'Ull,! '1 fli'~ 

2.5. 
" .A ."." .o!l '" 

(llfjWij!~tl'U l'UrJl'UU1-t1tl'UU1'UfjW lJ~fJrJl1) tll'hiillf1))1J) 1lJO'UUfJrJUfI i 11'U ? 

1. i~!rw/'~ijn~tl'U 2. 1'U"~flf~ 
" . ~ 

3. 2 - 3 fli'~~tltlTYi~rJ ." ~" 
4. fJrJl~'UtlrJfJTYi~rJ"~fli'~ 

. " ,. , 
2.6. fjW ,...ul1~lJ~fJrJOU!-t1tl'UU1'U11~ fJrhiillf1) )lJ)1110'UUtlrJUfI i 11'U ? 

1. i~!flrJ,...ul1~~~rw 2. 1'U"~flf~ 
'U .. 

" . ~ 
3. 2 - 3 fli'~~tltlTYi~rJ 

." ~" 
4. fJrJl~'UtlrJtlll1~rJ"~fli'~ 

" " .o!l '" 5. fJrJl-3'Utlm~tl'U"~fI)-3 

" . . 
2.7. fJW!'lJl)11111)~'l!11'Y11~ffln''Ull1~ml1''1 

" . 
1. t'lJl)111!11'U11)~~1 " . " 

2. !'lJl)111!11'UU1~rii'~Ul-3f1)11 · " . 
3. 1lJ!'lJl)1lJ 

2.8. fJW!;1~111~)~'l!11'lJtl-3'l!11'lf'U/!~tl'UU",'U 11~tln'111f111~1-3 '1 !~'U UlJlf111;1l~tll~ f11)!;lvr~f11) 
U))rJlrJl1~ml1~l ? 

" . 
1. !'lJl'j111!11'U11)~6J11 " . " 

2. !'lJl)111!11'UU1~fli'~Ul~fI)11 · " . 
3. ilJ!'lJl)111 
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8. n)]'~n)]eUa 
3.1. tfltJ1jfn.JlJflnflW'H~fl'~~l ....... ( :ff-3flltJ) .......... J1m~'Wfl~" ? . .~ ~ . 

I I "" " " 

3.2. t~fl-3ll1t~'WlJlfltJl-3' HlWO-3 '~lJlt~'Wfj ''Hnll~U~ ....... ( fj~ -3fll~) .......... 

I fI ., 

3.4. fJWyW'''filJnn~n~-3''Wt~fl-3il'H~fl'lJ fltJl-3"? 

.............................................................................................................................................................. 

to 
I~ 

4. iJtl)'YIl)rfn)~YI)'Yn)]u'Y 

I " Q~ Q ~ Q 

~il 'W ~Wln"~'lJml tJ'WflllJfJWtl fl-3fffll'WIlTVfYll-3~l'W nll t-3'W '\HHfJW 
II I I 

*4.1. ~tuij11tJ1.~th-~2.J1tuL~tlU~~L'VI11.Vl1? 
II 

1. UtltJn'l1 3,000 '1J1'Vl 

3. 5,001 - 7,000 '1J1'Vl 

5. 2.J1nn'l1 10,000 '1J1'Vl 

2. 3,000 - 5,000 '1J1'Vl 

4. 7,001 - 10,000 '1J1'Vl 

, II • .,' , , " 

4.2. fJw1jllll~n"~~fl-3ff-3tiYtJfI'W''WfllfllJfli'1nfl~fllfftJn6'W'H~flnJ~1 ? 'flllJl-3 ? 

.............................................................................................................................................................. 

.............................................................................................................................................................. 
" " I 

4.3. fJW1jl1ty'Hl'YIl-3~l'Wnllt~'W''Wnl1~u~ ........ ( fj~-3fll~) ............ 'H~mU~l ? 

.............................................................................................................................................................. 

.............................................................................................................................................................. 
I I '" '" " I I . 

4.4. fJWft~1lfll ''If''ltJ''Wnll~U~ ........ (fj~-3fll~) ...... flfll.Jfll-3~-3lJln'H~fl'lJ fltJl-3' 1 ? 

............. ~ ............................................................................................................................................... . 

.............................................................................................................................................................. 
I "." I I 

4.5. fJWft~1lfJW\)~ffltillf1 ''Hnll~U~fl.tJl-3il'Ufln'Wl'Wt'YI1'ln ? 

.............................................................................................................................................................. 

.............................................................................................................................................................. 
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I I J/ J/ I J/ J/ I 

4.6. 'fl'Hi1'Ufl'U~H) 'hJYi1)~n'llJl'Hl h'lflllt1U"OlflW ilJn'llJ1l0 h'lfl1lt1U" i~t)fl~Hl i11 

I J/ I J/ J/ I J/ I J/I J/ I 

4.7. ij~'Utl-3fl'Ufl'U'l i~ h'lflll'lf1ml'l~tl ''U~n'Ufl1 ''lf1)ltJ''Ufl1lt1U''1J1-31'1~tl ilJ ? 

I I ~~ 

*4.8. lP'lnihJP'lu~1tJP'l1fm~n~tJ11J1~tVl~~~'f)1~? 

3. ~1tJL'f)~ 

I J/I J/ I J/ I I 

4.9. flWtfftJfl1 '6)$1)ltJ ''U~1'Ufl1i'fllJTrW11J1''~~ -3tl1~11l~lJ1Wt~tl'U"~1111 i l'Il ? 

I J/I ~ I I I 

4.10. fJWtfftJfl1 '6)$1)ltJ ''Ufl1lt1U''U,,~~11fllWfll-3 '1 11l~lJ1Wt~tlU"~1111 1 l'Il ? 

.............................................................................................................................................................. 

.............................................................................................................................................................. 

.............................................................................................................................................................. 

.............................................................................................................................................................. 
I I J/ J/ I J/ I J/ 

4.12. fJWU"~fll tl1Jfli' 1fi~111)~ ilJn'llJllOi' 1Jflll ~''U fl1l ~U~~~ -3 tl1~ i ~ ti1tl-31)lml'l9JN"~l'Ufll' 6)$ 

~ltJl'I~tl111~l ? 

.............................................................................................................................................................. 

.............................................................................................................................................................. 

, .... .. I I 

cvcv " ........ 04 5. tTtJfiyfiIlU11~l1JHijll1nllijHaUa~J;J\l~a)Qt1tJalnllf)JltJ'\l)&tTatJ 
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~ .. \I 

I " II I I I 

'fltJl~ LL~~1J'flnL~~tJn'Yl~~'fl1J'Yl111J'lI~nPll"~n~1J~IClI~L~tl 

3.3 ATIENTION (5 FI~LL'W'W) 
" .... " " .. 

L~1J'flnt)'W'flIV1l?1tJ - t)'WL~11 tJ'fl'W~~~ L~Pl11J~tI~l~ 
" "" " (1t.-1I?1'fl1J;I't~ 1 Plf~) 

.. 
(1) ~n1 

., ~ 

(1) ~~t.-1~1J~ 

(1) ~fi 

(1) rrr~ Fl11 
., .. 

(1 )"'W'Yl1 

3.4. CALCULATION (3 FI~LL'W'W) 

" '" " '" I Lt.-1~I'W'lru 100 - 7 'ttl~'fltJ1 3 Flf~ (L~ 1 FI~LL'W'W L'WLLI?I~~Flf~ViI?l'fl1Jt,ln 
" I I , 

L'L'l~I~~L'WLLI?I~~sn'l~~II?1'fl1JbJLn'W 1 'WIVi ~~~"ln"1J~IClIM 
" " I I "" 

ClI~tJn'Yl~~'fl1JbJl?I'fl1J~IClI~Vi 1 l~r;l~L~'iJ 93 - 7 ~'fl~.yhL'Wn'l1~1'W'lru 
" , " " 

Plf~I?I'fl'ttl LL~~ 86 - 7 L'WPlf~~~'YlltJl?Il~~I~1J 

(1 ) 100 - 7 ................... 

(1 ) -7 ................... 

(1 ) -7 ................... 
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3.5. LANGUAGE (10 f)~LL'W'W) 
" '" " "" I I 

(1) ~'Yl ~~'flU~LtlVi'W1~ nTil'fli1'fl LL~'Jtl1t1~tJn'Yl ~~'flU'J1 t~tJ'vr'J Ltl 

'L11L1t1n~~~~1'fl~L11 ('W1~n1)) 
" " I '"'' " " 

(1) ~'Yl~~'flUU'fln~tln'Yl~~'flU'J1 ~~~~t11~ttlf)l'1'flLtli11V1~ LL~'J~1L'J 
'II '11'11 

" " 
~1nu'W1V1~~l'11t1 

.: I 

'tl1t1~TVI~ 1'W Ltlen'flll'WtlVi l'1 ~1 ~I 
I I " " " " I " 

~~Yi1l'11t1~1~~l'1'flLtli1 (ij 3 ~'Wl'1'fl'W) lV1~'Yl~~'flU~~l'1'fln'WLtllV1~l1utl1~ttlf) 
'II 'II 

"" " " 'vl~ 3 ~'Wl'1'fl'W lV1f)~LL'W'W~'Wl'1'fl'W~~ 1 f)~LL'W'W 

" .... ... 
(1) VltlUn1~~1'1!t~'JtltI'fl1l'J1 

(1) ~Un1~~1'1!tLU'Wf)1~LL~'W 
" I "" 

(1) LL~'J~~n1~~1'1!tlV1~l'11'J~ 
"" ," "," 

(1) 1l-l~'Yl~~'flU'fl1'WLL~'Jvi1l'11t1 'Vliul9n' (1I'flf)'J1t1'fl~~1'WVli~) 
I "" I I • " 

(2) ~~'J1~111~l'1'flLtli11V1LVli1'fl'Wj;J'J'fltl1~t11nVi~~ L'Yl1Vi'Yl1'W~~ • 
" ~1t111tlYi1L~ 

I " " " I I 

(111~'fl~ ~1'WVI~~ LL~~l VI~tJn'Yl~~'flU ~ j;J'J'fltl1~ l'1~'fl~ L'J~1Vi'J1~) 

(1) n;'JtlnU;t1LVli1'fl'Wn'W~'fl~~ ~ 
..... ..... ... ..... ... 

LLtI'JnU~'WGjI LVltI'fl'Wn'Wr1'fl ...........•.......... 

(LU'W~l'1~, LU'W~~ij~~l'1) 

3.6. RECALL (3 f)~LL'W'W) 
I I. II I I " 

~~1I'fl~ 3 'fltl1~Viu'flnlV1~1Li1'fl~nf)l ij'fl~L1U1~ 
" " 

(1) l'1'WLtI 
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III-

- . . 
• ! 

454 



# 4. LLlJlJVI®ft'fllJYUlmD1'lti (BEHAVIOUR RATING SCALE) 91DLLlJlJVI®S'fllJ CLIFTON 

ft1V1i'lJ -tiu'Ul1f.J (CAPE) 
I ., I I I 

nttu'1'l\In~u.Jr'EltJ~'lL~'1IlWLL(?)~~'1I'ElVi'Yl'1'WLih.l'l'1LVltl'1~~tl 
I ~ I ~ ~ 

.... O.ell cv 

4.1. '1Itu~'Yl'El'1tJ'W'1V1r'El LL(?)~(?)'l ~~~'El'1~(?)'El~n'1r: 

- ~;'El~n'1r~'l'1tl~'ltJLVI~'ElL~tJ o 

2 
~ 

4.2. '1Itu~L~'W ~~~'El'1~: 

o 
~ I I~ I ~~~ I 

- L~'W"1I'1 LL(?)U.J(?)'El~ n'1r~'l'1tl"1l'ltJ LVI~'ElVl1'Ell "1IU.J L'Yl'1"11'ltJ L 
I ~ ~ ~ ~ ~ ~ ~~ 

- U.J~'1tl'1rC1L~'W tl'1(?)'El~n'1n~'W(?)'El~1,U.JL'Yl'1V11'El U.Jfhu'WVl1'El 
~ I~ .... 
(?)'El~tl~'W~'EltJ~~~'El~'1I'1~1 2 

~ ~ I I 

4.3. ~~~'El'1~iJ'El'1n'1rni'W'l1~~'1'l~LL~~/V11'El~~~r~U.J'El~ (n~'1~1''WVl1'Eln~'1~~'W): 

- ~L~tJ o 
~ 

- tJ'1~~f~ 

- Ln'EltJ Lu'Wth~~'1 2 
~ I I I.... I ~ ~ 

4.4. ~ ~~'El'1~~~'W'El'W'El~tJ'WL~tJ~ 1 'W"1I'l~n~'1~1''W (~'1'l'1 I L(?)tJ~ I U.Jr'ltl~~ Ln'1~'W'El'W 
~ ~ I 

dI.... .ell 

Vlr'El Ln'1'El'W'ltl LL~~'El'W1 

- ~L~tJ o 
~ 

- tJ'1~~f~ 

- Ln'EltJ LU'Wt./ r~~'1 2 
~ I I I ~ 

4.5. ~~~'El'1~iJ'El'1n'1r~tJ~'W (VI~~Vifl'ttl~'1tl'1rtlVl'1'Yl'1~ L~'W'tt./Yi (?)'1~1't", ~ r;y L~tJ 
~ I ~ 

~'l'1tll~nLntJ'lntJn'1nU'WL~'1'11'El~Vl1'Eln'1rVl'l~LLVI'W 

- LL'YltJ~~~iJ'El'1n'1r~tJ~'WL~tJ o 

- ~tJ~'WLu'WtJ'1~~f~ 

- LL 'YltJ~~iJ'El'1n'1r~tJ~'W(?)~'El '" L'l~'1 2 
~ I ~~ I I ~ ~ 

4.6. tl'1t./~'EltJlVl~~~'El'1~LL(?)~~'lL'El~ e.J~t./r'1nn'l'1 (L~'Ele.J'1 LL~~/V11'El 'Ylr~e.Jtl): 
~ 

aClf ........ .... 
- L1J'Wr~LtJtJtJ LrtJtJr'EltJ '" o 

I ~ ~ 

- 'ttl LU'Wr~LtjtJtJ ~tJtJr'EltJ LU'WtJ'1~ ~f~ 
I ~ I 

, - LL'YltJ~~'ttlLU'Wr~LtjtJtJ~tJtJr'EltJ'El~(?)~'El"'L'l~'1 2 

455 



'" 
- 1t1lJl'fNn1~~'W~LL~ o 

" " 
- lJl'eNn1~~'W~LL~LU'W1J1\1~f\l 

- lJl'tNn1~~'W~LL~lJl~'fl~L'l~1 2 
,", " " ... ' 

4.8. 'V11'W~~\I'fl1~"l!,)t.Jv'i1\11'W'l 'W1J1'W1J1\1V1~'fl Lt1~1? 

- "l!'ltl'flfJ L~t1'fl o 
, " 

- "l!,)t.JLU'W1J1\1~f\l 

- ~L~t.J~,)t.JL~tI 2 
," " " ... 0 ~ ~ 

4.9. 'V11'W~~\I'fl1tJ2!n~~1t1'flfJL'Utl1 ~~~~1\1V1~'fl'V11n~n~~t1'V1L'l1'Wt1~~LtI"l!'W 
o ' ..., ... ' ~ ... _ .,y 

('V11\11'W 'fl1'WVI'W\I~'fl L~'WLntl~ t1\11'W'fl~L~n LL~~'fl'W1): 

- ~'l'Wtl1n~~1~'fl~L'Utl1 o 
- 'fl~L'Yltl1L'l1'W1J1\1~f\l 
- ~'l'Wtl1n~~~Vi1'fl~1n~t.J 2 

" ..... " .,y 
4.1 O. ~~\I'fl1~~1JVl1~t11~t1n1J~'fl'W: 

" ~''', 
- ~~1\1~,)1t1~t1~'WfiYi~n1J~~'W 0 

- i1~,)1t1t11n~11J1n~1\11'Wn1~~;1\1~,)1t1~t1~'Wi~~n1J~~'W 
'II 

- i1~,)1t1t11n~11J1ntl1n1'Wn1~~;1\1~,)1t1~t1~'Wi~~n1J~~'W 2 
", " 

4.11. t.J~\I'fl1f'L~t11~Yi~~Vi1lJl1t1~1LL'W~tl1V11'flVi1lJl1t1~1'i1'fl~'fl\l: 
'11'11 ~ 

- ~~Vi1lJl1t1L'l1'W'l.b~~1 0 
" 

- Vi1lJl1t1L'l1'W1J1\1~f\l 

- ~')'Wtl1n~~~Vi1lJl1t1 2 
II II •• I I 

11 
_...... ..... ... ... 

4.12. ~~\I'fl1~L'il1 ~ 'W~\I'V1~ru~'fl~1~n1J'V11'W (~ru'fl1~~~~~ L'iltI'W VI~'flLL~~\I'V11'V11\1): 
" I I I I 

1 ... ... ... 
- L'il1 ~Ln'fl1J'Yln'fltl1\1'V1'V11'W~'fl~11 0 

- i1~'l1t11~L;11~L'l1'W1J1\1~f~ Vl1'fli1~'l1t1t11nLL~n1n;11~~1~ 
, " 

- Ln'fl1J~~1a.JL'il11~L~tI 2 
" "," , , , 

4.13. ~~~'fl1~1"l!n11~'fl~1~~')tln1t11'V11'V11~lJl1~1 (L~tln1~~~ L~t.J'W Vl1'flLL~~~'V11'V11\1): 
, "" " ... ..1' 

-L'l1'Wn1M,)tl1Vl~~~'fl1~L'il11~~fjJ'WlJl~'fl~L'l~1 0 

"" " "... '"'' -~1t11~t1Vi11VlL'il11~ 1~1J1~ ~f\lVl1'fli1~,)1t1t.J1n LLnn1n'il11~1J1~ 
I ." I " I I 

- 1a.J~'fltlL'il11~Vl1'fl1a.JL'il11~L~t.J1a.J'l1'fl~1~nlJl1t1 2 
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tI tI I tI "I I I 

4.14. ~~~'elI~~~flTl.n"j1'elL91'elL911U~~U1.Usn"NL91'el'\.,m~I~1'u (~~L~tJ~~~L91~'el~L'l~1 ~n~~ 

Lfli'el~ L~'el;UL~'el; ~~n'lJ ~'el~'1I'el~ flU~U1): 
" I 

- U'eltJ2.J1n"f1'elbJLfltJL~tJ 0 

2 
" " ,"'' I I 

4.15. ~~~'elI~~~flIUVii'elL91'elL911U~~U1.Usn'l~L91'elUn~I~~U 

Lfli'el~L~'el;UL~'el; ~~n'lJ~'el~'1I'el~flU~U1): 
" I 

- U'eltJ2-Ilnvi1'elbJLfltJL~tJ o 
" 

- LUU'lJI~flf~ 

- LUU'l.h\~41 2 
" I I II' ... I 

4.16. ~~~'elI~n~I'lVlI'llilflU~~2-11.yhrltJvi1'el~~'1IL 2-1tJ'VIf'YitJ~2-1~~'lU#('l 

~1f1ruLL~1.~~lnlrn~I'lVlIt!uil2-l~fI'lI2-1~1~1.;fI~LLUUL~ln'lJ 0 LL~~ 1, 2 L9112-1~1~'lJ : 
1 • 

- i.~UitJL~tJ 0 

" 
- LUU'lJI~r1f~ 

- Luuur:-;41 

4.17. ~~~'elI~~~~2-1~~~1~1~i.~il~IV11'elfl'lI2-1V12-11tJ (LPlMnr~~IM LVlfinVl1'el L~VI~ 
I 

&II 

LPlM'elIV11r LL~~'elU1): 

- ~LfltJL~tJ 
" 

- LUU'lJI~r1f~ 

- LuutJr~41 

4.18. inMru~nlrU'elU'1I'el~~~~'elI~1.U,j'l~L91'elUn~I~~U: 
I I " 

i. 
&II ..... &II 

- LL'VI'lJ~~ 2-1L91UL~tJL91~'el~'VI~flU 

- ~U 1. U,j'l~ L91'elun~ 1~ ~UL,jU'lJI~ fI f~ 
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- 2-J'fl\lL~U (Vl1'fl~12-J11t12-J'fl\lL~UL~tJ~'l2-JLL~U~1tJ(?l1) 
- 2-J'fl\ll~~'fltJL~u 

Sol '" " I I 

- 1~uui'~L"uL~tJl2-J(?l'fl\l1'Lri1'fl\l''ltJYr\l 
" " I I 

- 1~uui~L"uL~tJ1'Lfl1'fl\l''ltJYr\l 
" " I " 

- 1~uuLL2-J'l1ihrruvn1'Un'lu1un11~u'Vlu1'U1-3 (VI~\I) 
~ ~ 

1;fl~LLUU L~tJ .................................................................. . 
I .... .... 

'lU'Vl ......................... ····························· ............ . 
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Appendix III. Public Welfare and Social Services for Elderly people 
in Thailand 

A. Public Welfare for Elderly People * 

1. Bangkae Home for the Aged 
81 Petkasem Road, 
Moo. 15, Bangwai, 
Bangkok, 10160 
Tel: (02) 413-1140-1 
Fax: (02) 4131140 

2. Din-Deang Social Service Centre for the Elderly 
4641 Mitrmaitree Road, 
Din-Deang, Huay K wang, 
Bangkok, 10400 
Tel. (02) 246-1942 
Fax: (02) 2455191 

3. Nakhon Pathom Home for the Aged 
Moo 5, 
Tumbon Samamchan, Muang, 
Nakhon Pathom, 73000 
Tel: (034) 255102 

4. Thammapakorn Home for the Aged 
1 Moonmuang Road, 
Muang, 
Chiang Mai, 50000 
Tel: (053) 278573 

5. Bao Kaew Home for the Aged 
92 Moo 3, Tumbon Nicom Kaobaokaew, 
Payukhkiri, 
Nakhon Sawan, 60130 
Tel: (056) 221503 Ext. 529 

6. Thammapakorn Poeklang Home for the Aged 
583 Poeklang Road, 
Muang, 
N akhon Ratchasima, 30000 
Tel: (044) 242521 
Fax~ (044) 244300 
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7. Maha Sarakham Home for the Aged 
277, Moo 8, 
Maha Sarakham-Vapeepratum Road, 
Tumbon N ongwangnang, Muang, 
Maha Sarakham, 44000 
Tel: (043) 721524 

8. Banglamung Home for the Aged 
Tumbon Rongpo, Banglamung, 
Chon Buri, 20150 
Tel: (038) 241121 
Fax: (038) 241759 

9. Chanthaburi Home for the Aged 
54/5 Moo 4, 
Tumbon Tungbenja, Ta Mai, 
Chanthaburi, 22170 
Tel: (039) 321601, 321959, 321630 Ext. 009 

10. Tuxsin Home for the Aged 
62 Sukyang Road, 
Tumbon Satang, Muang, 
Yala, 95000 
Tel: (073) 212904 

11. Aoutong-Panangtuk Home for the Aged 
44/1 Moo 4, 
Tumbon Nachaung, Muang, 
Chumphon, 86000 
Tel: (077) 503464 

B. Non Government Organisation for help for elderly people * 

1. Senior Citizen Association of Thailand 
4641 Mitrmaitree Road, 
Din-Deang, Huay K wang, 
Bangkok, 10400 
Tel. (02) 246-3246 

2. Society of St. Vincent DePoul in Thailand 
57 Trok Orientent, Bangruk, 
Bangkok, 
Tel: (02) 2332976 

3. Jong Hua Foundation for Destitute Elderly People 
184 Nipatutit 3 Road, 
Hat Yai District, 
Songkhla, 90110 
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4. HelpAge International 
Asia Training Centre on Ageing (ATCOA), 
Faculty of Nursing, 
Chiang Mai University, 
Chiang Mai, 50200, 
Tel. (053) 221-294, 221-122 Ext. 5045 
Fax: (053) 221-294,217-145 

5. Prachanukul Foundation 
327 Voradeth Road, 
Tumbon Narmuang, Muang, 
Ratchaburi, 70000 
Tel: 337037, 337057 

6. Northern Social Welfare for Elderly People Foundation 
Northern Social Welfare for Elderly People, 
Chiang Mai, 50000 
Tel: (053) 214573 

c. Health care services for elderly people from the private sector 

1. Golden Years Nursing Home, 
55/3 Suitthisan Road, Huay Kwang, 
Bangkok, 10310 
Tel: (02) 693-0733-40 
Fax: (02) 2755295. 

2. Care West Health Services 
Care West Home Support Division, 
758/4 Soi Sukhumvit 3011, 
Sukhumvit Road, 
Bangkok, 10110 
Tel: (02) 258-9385, 258-5383, 259-2460-1 

3. Klaoynumthai Hospital 2 (Gerontological Hospital) 
27 Sukhumvit 68, 
Bangna, Phakakhong, 
Bangkok, 10260 
Tel: (02) 393-0883, 393-3418, 399-4259-63 

* Source: Departm,ent of Public Welfare, Ministry of Interior (1994) 
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