Caring for Dementia in Thailand:

A study of family care for demented elderly relatives in Thai

Buddhist society

being a Thesis submitted for the Degree of
Doctor of Philosophy

in the University of Hull

Miss Siriphan Sasat, BSc. (Nursing and Midwifery), RGN (Thailand)

MSec. (The Care of Older People, University of Hull)

(July, 1998)



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 pr&viding 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 longer. 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, insﬁfﬁcient medical technology and treatment resources, or the
attitude tov&"ards dementia from the medical professionals themselves. At the same

time, dementia is also accepted as a common result of ageing, because in Buddhist



societ i i
¥ 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 apd privacy.
Parsons (1949) concludes that the isolation of the nuclear family is an adaptive
response to a techr{oloéically advanced industrial economy and is typical of modern

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



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



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 al., 1967; Crossman et al., 1981). Using this index of
strain provides an opportunity to ascertain the extent to which this western based
instrument is applicable in the context of Thai culture. A fourth aim is to examine the
effect of modernisation énd demographic changes on traditional Thai family care, and
more impoﬁantly, the effect of the Buddhist religion and Thai culture on this care. A

fifth aim is to identify the needs of carers and identify primary assistance needed in



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 ip the Thai
culture, health and social welfare, and the impact of caring for elderly people. The
research design and méthodology will be described in chapter 4, the selection of
vassessment fools, how participants were found, and unforeseen circumstances. The

research findings will be presented in three parts. The first two parts provide an



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.



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 consequenée 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



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 Associatipn, 1987),
this term was replaced by a section titled ‘Organic Mental Syndrome and Disorders,’
which referred to a bonétellation of psychological or behavioural signs and symptoms
without reférence to aetiology. However, the term organic mental disorder is no

longer used in the recent DSM-IV (American Psychiatric Association, 1995) because it



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 (ICD). The tenth and latest
revision of ICD, published in 1992, consisted of an official coding system and other
related clinical and research documents and instruments. Although those preparing the
ICD-10 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-10), however, the American Psychiatric Association (1995)
have further pointed out that the ICD-10 Diagnostic Criteria for Research provides a

narrower definition of dementia in several ways. For example:



the rpinimum duration of the disturbance is 6 months, the additional
fieﬁmts are restricted to a deterioration in judgement and thinking and
in the general processing of information, and there must also be a

“ i 1 1 . : . .
decline in emotional control or motivation 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 of dementia seem to show an apparent variation, depending

on the age of the subjects” sample; methods of determining the prevalence, severity,

. . . 4 an
and type of cognition impairment; and the regions or countries studied” (America



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, ) point to the increasing prevalence of dementia with increasing age

€Xpectancy.

Table 1. 1. The prevalence of dementia in Asia and Europe (%)
e —————

Age Singapore  Korea China Japan Thailand Europe*
groups (1985) (1896) (1986)  (1987/88)  (1989)  (since 1971)

—_— n=612  n=549  n=1,90 n=3,754  n=500  n=9648
60-64 - - 03 - 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 22 1.1 3.9
75-79 0.9 17.3 1.8 43 44 67
80-84 48 - 457 8.8 8.7 16.7 13.5
8Sandover 120 457 16.7 15.2 7.6 303

Note v 1

S * 12 locations in Europe
Ource: 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 for dementia
(Katzman, 1986). Since both normal and demented persons have difficulty with recent
memory, Copeland (1987) suggested the two groups can be distinguished by the more
extreme amo;lnt of dysfunction on simple tests of new learning and recall of unfamiliar

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



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 the person

carefully while continuing efforts to identify the nature of disturbance.



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 (Geldmacher 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



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 by clinicopathology of cortical and subcortical pattern is shown in

Table 1.2.

Table 1.2. Clinicopathological classification

Cortical pattern Subcortical pattern
Alzheimer’s disease Wilson’s disease
Pick’s disease Parkinson’s disease
Creutzfeldt-Jakob disease Huntington’s disease
Dementia associated with large vessel Progressive supranuclear palsy

stroke

Source: Developed from 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 SCD.
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.



L4.3. Aetiologic classification

A . .
ttempts have also been made to classify dementia syndromes by using aetiology or

the ca i o
use of disease criteria. For example, the unknown cause of AD, dementia due to

a cen .. . . o, e
tral 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

Illness

Unknown

Central nervous system condition

Systemic condition

Multiple aetiologies

Substance-Induced Persisting Dementia

Dementia Not Otherwise Specified

Alzheimer’s disease

Cerebrovascular disease
Parkinson’s disease
Huntington’s disease

Hypothyroidism
Vitamin B12 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 Persisting
Dementia

Amnestic Disorders

Source: Adapted from DSM IV (American 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).



Table 1.4. Differential diagnosis of dementia

Treatable causes Untreatable causes

1. Depressive illness 1. Alzheimer’s disease
2. Cardiovascular disease 2. Ageing
3. Infective and inflammatory illness 3. Vascular dementia

Encephalitis 4. Parkinson’s disease

Syphilis 5. Uncommon pathologies
4. Drug intoxication Creutzfeldt Jakob disease
5. Normal pressure hydrocephalus Huntington’s chorea

6. Metabolic/endocrine condition
Vitamin B12 deficiency
Hypothyroidism
Parathyroid disorder

. Subdural haematoma

. Neoplasia
Brain tumour

0

Source: developed from 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 impﬁirment of short-term memory (Jones and Miesen, 1992).

These degenerative neurological conditions were first described by Alois Alzheimer, a



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 al., 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 al., 1987). Positron Emission Tomography
(PET) changes also appear early in the disease course, and as the illness progresses,
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 picturé. AD can be identified by using the fourth edition of the Diagnostic and

statistic Manual of Mental Disease (DSM 1V) or other diagnostic criteria which was



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 al., 1984).

1.5.2. Vascular Dementia (formerly 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 al., 1974; Metter and Wilson, 1993). Almost every stroke will
produce infarction to the ‘brain. Cummings (1995) mentions that vessel occlusion is
the most coﬁmon 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



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 B12 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 laboratory 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
Mmeet 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:

Y) Dementia Due to Parkinson’s disease

Parkinson’s Disease (PD) was first described by James Parkinson, an English
thSician, 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
de"elop dementia (American Psychiatric Association, 1995) and up to 70% have some
degree of cognitive impairment (Mayeux et al, 1992). Dementia with PD is
charaCterised by cognitive and motor slowing, executive dysfunction, and impairment
in Memory retrieval where depression is frequently exacerbated by declining cognitive

Performance (Americar{ Psychiatric Association, 1995).
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i) 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
irreversible cognitive impairment, including severe amnesia (Salmon, et al, 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

addreSsing the needs of the care giver (Table 1.5).
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Table 1.5, Management in Dementia

Treatment domain

Intervention

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 impairment

Alzheimer’s disease (AD)

Behavioural symptoms
Depression

Psychosis
Agitation

Anxiety
Insomnia
Consequences of disability
Seizures
Pneumonia
Urinary tract infection
Pressure ulcers
Family
Psychological distress

Exhaustion

Financial planning, power of attorney

Aspirin, ticlopidine, Lower BP?
Selegiline, levadopa, bromocriptine,
pergolide (Antiparkinsonian 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 :
Assisted home care, day care, respite
care, residential care

Legal consultation

Sources: Developed from Cumming (1993), table 2, p. 1482 and from 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.

27



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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CHAPTER 2

CARERS

A review of the literature

Introduction

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 al, 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 been extended studies of such systems of care (Finch, 1993;
Henwood, 1995). In contrast, although care in the community or family care has
always existed in Thailand, little is known about 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 al., 1990). Ungerson (1990)
explained that, in Britain, the term ‘caring’ and the noun ‘carer’ have come to refer to a
very specific kind of rélatic;nship between, usually, two people, one of whom is highly
dependent an(i 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



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_ulation in

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

1989).



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 reclaim the

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



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 empbhasis 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 al., 1987).



2.4.2, The role of male carers

Although women carers are more likely to provide personal care than male carers, the
gender difference i 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’ because 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, theyv look after their ‘dependant’ for fewer hours, but over longer periods.

i i ks
Women, however, generally carry out the most difficult and onerous caring tas



(Nolan et al,, 1994). Thus, the main 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 (j.e. what most people do) among network members in
relation to decision-making about the provision of practical help to older people. Their
findings indicated fairly st;ong support for the idea of filial obligations; nearly two-
thirds (57%) (;f 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



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 conflict between
pensioners and workers (Johnson et al., 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; Parkér, 199’2, 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 (OPCS
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,
ie. 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, avbroad 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 éervices 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 cbntinuing 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.

2.8.1. The concept of stress

In studying stress in caring, 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 stfess 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
medicophysiological 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; Hingley 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.
This is the most common definition of stress adopt by psychologists (Lazarus and

Folkman, 1984).

However, 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
Tepeatedly 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 belsolely 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 still 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 héve 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-being.” (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 al., 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 psyéhological 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 al., 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 al., 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, éaregiving 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 al., 1990, p. 586). Stressors are divided into
prfmary 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 al. (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 Variable/Mediators | — | Outcome

Objective stressors Demographic variable, e.g. age, sex Primary outcome
-patients illness and Socio-economic status -perceived stress/
disability Type and quality of relationship burden
Social support Secondary outcome
Personal characteristics -decision to

institutionalised
- psychiatric and
physical morbidity

Figure 2.1. Composition of the general stress-coping model
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i) The independent variables

The independent variables are antecedent events concerned with the objective
stressors, the illness and disability, of cared-for person. The objective stressors iﬁclude
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 stress process may depend on the individual’s coping skill and

resources and 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 al., 1991). For example,
subjective burden (the relative feeling of carrying a burden) (Zarit et al., 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 al. (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 al.,, 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 al., 1994; Nolan et al., 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 objective burden (Poulshbck 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 al. ,1986). Burden can also be measured by focusing on

the level of emotional distress experienced by carers (Gilleard et al., 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 al. 1990; Chappell and
Penning, 1996) and the burden of caregiving often contributes to feelings of guilt,
resentment, worry and grief (Biegel et al. 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 al. (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
al. (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 al. (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 al., 1987; Graftstrom et al., 1992), though the studies by Liptzen et al.
(1988) and Conforti et al. (1991) found no significant difference. However, the greater
stress on carers for people with dementia may result from the cognitive impairment
which influences the psychological impact on the carer. Gilleard et al. (1984) indicated

that the performance of physical tasks causes less stress than the ‘loss of mutuality’ and
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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

For 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) asse'rted 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 al., 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 point 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 al., 1994), results in inconsistent research findings and makes
cross-study comparisons even more complex (Poulshock and Deimling, 1984; Nolan

and Grant, 1992). They also lead to an inéreasingly confusing diversity among people
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and professionals who work or are interested in this field (Pearlin et al., 1990; Schulz,
1990; Biegel et al., 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 al.,, 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

al., 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 al., 1990). Thps, 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 involve 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 (Gilleard, 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 (Gilleard,
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 cognitive 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 al., 1996, p. 103). A study by
Pound et al. (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 al.

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. Ifit 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 represenFative 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
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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
However, some possible causes of wandering may need to be

the person’s coat.

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 example, 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 deterioration 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 abéut 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 emotional 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 programme: 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 al.,
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 prefe;rence 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 th?ee 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 illn ' - -
ess 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 54,835,000
No. of over 65s 1,880,000
% over 65 3.7
Projected population 2025
Estimated total 85,929,000
No. of over 65s 7,799,000
% over 65 9.1
Life expectation
At birth 1985 M60.7 ; F 64.8
2025 M705;,F759
At 60; 1974-75 M158;F 188
Over 65s as % of total population 1985
M 65-74 1.1
M 75+ 0.4
F 65-74 1.3
F 75+ 0.5

Urban/rural population
Urban (%) Rural (%)

Total population 1985 19.8 80.2
1980 17.0 83.0
Total over 65s 1980 16.1 83.9
M65+ 15.5 84.5
F 65+ 16.7 83.3
Socio-economic data
Gross domestic product $ 38,570 m
National income per person $ 661
Proportion of labour force
in agriculture 66 %

Source: Developed from Centre for 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. Using 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 al., 1993). The number who are of working age (15-59) is increasing quite

rapidly, from 60% in 1990 to 65% in 2000 (Campell et al., 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 93

2015 73,207,300 8,038,100 11.0

Source : Developed from 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
Wwell 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

Mortality 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,

fenﬂ::lles’ 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

Year Life Expectancy at Birth (Sex)
Male Female
1947 48.50 51.38
1959-1961 53.64 58.75
1964-1965 55.2 61.82
1969-1971 57.70 61.35
1974-1975 ’ 57.63 63.56

Life Expectancy Projected 1980-2015
1980-1985 60.25

66.25
1985-1990 61.75 67.50
1990-1995 63.50 68.75
1995-2000 65.25 69.75
2000-2005 66.75 70.75

Source : Adapted from Health 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 al., 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 al. (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 al., 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 empbhasis 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 al. (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

79



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. al, 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 arrangements 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 al., 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 comparative study on living arraﬁgements 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 vhave
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 al., 1992a) of the elderly people live in either

classical or modified extended families.

ii) Family systems 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 al., 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 al., 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
al, 1995; Knodel et al,, 1995). A similar finding was reported in an earlier study by
Caffrey ( 19922) of rural North-eastern Thai families, where youngest daughters were
€xpected 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 al., 1995)

iii) Living arrangements for the unmarried 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 al., 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 al., 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 al.,
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 al., 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
Wwith 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
findings from the SECAPT show that coresident children and children who lived
l0cally, 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
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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, 96%

88



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 al., 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 11th 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 al. (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 al., 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 illness 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 knownvabout 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 Jaspan 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 (1968) 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 and 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 remaining 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 Impact 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) Health Care System 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

Payment modality

Out-of-pocket

Private insurance

Health card

Social security

Workmen’s Compensation
Fund

Civil Servant Medical
Benefit Scheme

Fee-for-service

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 30,000 Bath

Mixture of fee-for-service
reimbursement with limits
by item in the private sector
and full direct payment in
public sector

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 iliness
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 from Nittayaramphong and Tangcharoensathien (1 994), 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 benefitsin  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 from Bennett and Tnagcharoensathien (1994), p. 11, and

Nittayaramphong and Tangcharoensathien (1994), p 33.

Note

.... no data available

* total population 56.1 million
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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
(NHS) 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 al., 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).

Government 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.
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Fig 3.2. Structure and Administration in Health Care Services in Thailand,
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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 Health 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 perspnnel 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 1 1:3 54
Total 983 79,156

Source: Developed from Alpha 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

No. of No. of hospital beds
Region hospitals
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: Adapted from 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 3.8. 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: Adapted from 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-ordinatioﬁ 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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3.7.1. 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
beople 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 er 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. Wongsith (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
b
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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 eﬁable 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 knowledgé to help the society, such aIs 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) HelpAge 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
Jead 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 al., 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) Impact 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 al. (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 al. (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 al., 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 al,,

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 (Wongsith,
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 al,
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 se&ices 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 modern
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. For example, quantitative designs have been divided into
experiment‘al and non-experimental designs. Experimental studies involve
manipulation of the experimental variébles, 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 Quantitative

Methodological Inductive process Deductive process
Assumption

Mutual simultaneous shaping of  Cause and effect

factors

Emerging design - categories Static design - categories

identified during research isolated before study

process

Context-bound Context-free

Patterns, theories developed for ~ Generalisation leading to
understanding prediction, explanation, and
understanding

Accurate and reliable through Accurate and reliable through
verification validity and reliability

Source: Developed from 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

al, 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, stmcturgd, 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 Thaj
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 of field 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 al., 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, Chulalongkorn is a
general hospital managed by the Thai Red Cross Society, where the majority of
The geriatrician in this hospital told me he had only five

patients were civilians.

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
Rai

< . L 2
Chiang Mai Phayao

*
Lamphun

Northeastern Region

Central Region

Figure 4.1
Northern Thailand

4.5. Preparation for research fieldwork

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 d¢termined, 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 typesvof 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

Number of Number of Carers
Subjects
Bangkok
Siriraj Hospital 10 10
Pramongkutklao Hospital 10 10
Chulalongkorn Hospital 10 10
Northern Region
Chiang Mai Neurological Hospital 20 20
Total 50 50

4.5.2. Sampling Methods

In undertaking social research, there are two main 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 registefed 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 cogrﬁtive screen test of 850 elderly people in fifieen
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 iespondents’ answers. Basically, there are two
categories of questions: 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 methods 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 fn 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 Exam (TMSE)

There are several instruments for detecting dementia, for example: Geriatric Mental
State by the computer system (AGECAT, Copeland et al. 1986); Cognitive
Assessment Scale (CAS) of the Clifton Assessment Procedure for the Elderly (CAPE)
(Pattie and Gilleard, 1979); Information Memory Concentration (IMC; Blessed et al.,
1986); Mini-Mental State Examination (MMSE; Folstein et al. 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 (Coﬁeland, 1990), it application would be costly,
because it is delivered 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 al., 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<.001) (Kangsanarak, et al.,
1992), whilst the Thai Mental State Examination (TMSE), which is derived from the
MMSE has been found very successful in application (Poungvarin et al., 1995, 1996).
Therefore, the TMSE/MMSE 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 al.,
1993), and is probably the most popular brief scale (Bowling, 1995). Bowling (1995)
has further stated that the MMSE hés been used extensively in the USA and,
increésingly, 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 al. (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 al., 1981; Wilson and Kaszniak, 1986) and false
positives in persons who had less than 9 years of education also have been reported

(Anthony et al., 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 al., 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 10 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 (F(;lstien 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) The Behaviour 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 al., 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 al., 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). Therefore, attention was turned to other available scales which have not
been used in Tﬁailand. 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).
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behavioural competence in elderly people and was developed and tested for validity by
Pattie and Gilleard (1979). Although the CAPE has been criticised as being developed
for use with elderly people living in institutions (Black et al., 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 ‘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. "fotal scores range from O 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)

Independent: no impairment - comparable to those living
without support in the community.

Grade B
(BRS scores 4-7)

Low dependence: mild impairment - likely to include those
needing some support in the community, warden-supervised
accommodation and  better residents in  residential
accommodation.

Grade C
(BRS scores 8-12)

Medium dependency: moderate impairment - people
functioning at this level are likely to need residential care or
considerable support and help if at home.

Grade D
(BRS scores 13-17)

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.

Grade E
(BRS scores 18-36)

Maximum dependency: severe impairment - this level is seen
most often in psychogeriatric wards and the ones who remain in
community home/EMI 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) The Network Assessment Instrument

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 al., 1990, p. 586). Pearlin et al. 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 turn 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 structures. 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 from 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
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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) The Caregiver Strain Scale (CSI)

Although there has been extensive study on stress in carers in Western countries,
however, little isr known in Thailand. This is probably because no one questions care,
which reflects a stronnguddhist 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 and 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. ‘T 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 ﬁn;iings 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 endurir;g problems that have the potential for arousing threat, a meaning that
establishes strain and mstressor 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 Variables/Mediators | — | Outcome
(Stressors) T

Objective stressors Carers:

(subject) -Demographic variables Needs
-TMSE -Financial status
-BRS -Quality of relationship -Information
Subjective stressors -Network Assessment -Financial support
A. subject -Living arrangement -Respite care

-Duration of illness
-Hours of care provided
-Demographic Variables
B. carers

-CSI

-Religion and Culture -Aids and services

Figure 4.3. Stress process in Carers

4.5.5. Audiotape Recording

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 procesg, 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 opportunity to clarify any questions they had. Loizos (1992) suggests that
the researcher sﬁould 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 fo;merly made personal contact. Only one hospital, Chulalongkorn
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 using 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 T 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 in 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 théy 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 no;'them 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

Number of subjects

Number of subjects

expected recruited
Bangkok
Pramongkutklao Hospital
Geriatric clinic 5 8
Psychiatric clinic 5 2
Neurological clinic 5 5
Total 15 15
Chulalongkorn Hospital
Geriatric clinic 5 2
Psychiatric clinic 5 7
Neurological clinic 5 0
Total 15 9
Northern Region
Chiang Mai Neurological Hospital
Neurological clinic 20 20
Total 20 20
Total of participants 50 44
Table 4.6. Distribution of subjects in three different hospitals.
Out patient Department
Neurological Psychiatric  Geriatric Total
Clinic Clinic Clinic (%)
Northern Region
Chiang Mai Neurological
Hospital 20 0 0 20 (45.5)
Bangkok
Pramongkutklao Hospital 5 2 8 15 (34.1)
Chulalongkorn Hospital 0 7 2 9(20.5)
Total (%) 25 (56.8) 9 (20.5) 10 (22.7) 44 (100)
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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. Therefort?, 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?”

179



was changed to:
“How did you and your....(family members)...... decide who should

take care of your............. (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. For 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 play a 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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experience 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, 1991b) 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 small 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)
~ Ireally 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 ﬁﬁe;en years was
asked to translate it béck into Thai. This aimed to validate the translation and identify
whether it carried the same meaning 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

problems 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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CHAPTER 5
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) of Folstein 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 (61.4%) 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-senilé dementia (aged under 65).
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Table S.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 al., 1982). '
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Figure 5.1. Educational level of Subjects.

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 of formal 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*** 1992***

None 7.4 84 5.1 5.4 4.8 4.7
Primary/Elementary S. 80.0 75.8 79.1 78.2 78.0 77.3
Secondary-High S. 8.2 11.8 10.5 10.9 11.4 11.9
University 2.0 2.0 33 3.6 3.7 4.1
Others 2.1 1.8 1.9 1.9 2.0 2.0
Unknown 0.3 0.2 0.05 0.01 0.03 0.01

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)

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.

193



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
Administrative, executive
and managerial workers 1.5

Clerical workers

Sales workers

Farmers, fisherman, hunters,
loggers and related workers,
miners, quarrymen and related

workers 80.0
Workers in transport and

communication occupation 1.3
Crafismen, production-process

workers and labourers, etc. 10.8
Service, sports and recreation

workers 2.7
Workers not classifiable by

occupation 0.1

3.0
1.9

1.7
6.9

72.3

1.6

9.6

2.9

0.1

4.2
1.8

2.5
7.7

67.4

1.9

11.2

2.9

0.3

3.8
2.0

3.0
9.1

60.8

3.1

14.3

3.8

0.1

4.6
2.1

3.7
10.0

56.1
34
16.1

4.1

0.02

4.7
3.5

3.8
11.7

50.2

3.9

18.9

4.4

0.03

Sources: adapted from

* 1970 Population and Housing Census, National Statistical Office
*% 1980 Population and Housing Census, National Statistical Office
*%% 1990 Population 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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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 (%) 231(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 their 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 (%)
Male Female
Marital status
Single 0 1 1(23)
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(23)
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(23) 32(727) 1(23) 10(22.7) 44 (100)

198



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 demen‘Eia 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=1);
cancer metastasis (n=2); alcoholic dementia (n=1); 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

’ AD
Unspecified 14%
29%
Vascular
dementa
X 0,
Other causes e
14% Mixed PD
5% 11%

Figure 5.5. Dementia diagnosis classification by associated disease.
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5.2.2. Duration of Illness

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
I1, 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=1) 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 th¢ 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 MMSE itself may yield with an excessively high number of false-negative
errors for patients with early dementia (Pfeffer et al., 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 al., 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 al. (1995) looked at whether a low, “normal” sum score (24 or higher) on
the MMSE 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 sumscore 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.
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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 secufity and income. People who work for the

government have the most secure jobs in terms of security of long-term contact,

205



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, registratipn, attention,
calculation, laﬁguage and recall. In a study by the Train the Brain Forum (1993) in
Thailand? the TMSE \;vas 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.

Normal elderly people People with Dementia
TMSE Train the Brain Forum (1993) Present study
n=180 (%) n=43 (%)
Mean 27.38 14.8
SD 2.02 8.14
Fail to score
Recall 118 (67%) 34 (79%)
Calculation 72 (41%) 25 (58%)
Language 44 (25%) 5(12%)
Orientation 42 (24%) 7 (16%)
Attention 8 (5%) 17 (40%)
Registration 5(3%) 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 O to 36 and are grouped into
five dependency grades: grade A (independent); grade B (low dependence); grade C
(mediu<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>