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ABSTRACT

Caregiving for advanced cancer patients is an overwhelming task that affects
all aspects of caregivers’ quality of life (QOL). Most of them reported low QOL and high
caregiver burden. Therefore, they should receive specific interventions in order to promote
or increase a higher level of their QOL. However, there is a paucity of literature regarding
factors predicting QOL among family caregivers of patients with advanced cancer in a
Thai context. So, this study aimed to examine the causal relationships among caregiver’s
age, caregiver’s education, caregiver’s income, caregiver burden, family hardiness,
coping, social support, and caregiver’s quality of life (QOL) among Thai family
caregivers of patients with advanced cancer. The theoretical framework which was used to
guide this study was derived from the stress process model and review of the literature. A
sample of 275 caregivers was recruited from two tertiary hospitals under the jurisdiction
of the Ministry of Public Health in Thailand. The instruments used to collect the data were
comprised of the demographic questionnaire, the Zarit Burden Interview, the Family
Hardiness Index, the Jalowiec Coping Scale, Social Support Questionnaire, and the
Quality of Life Index-Cancer Version III. The data were analyzed by descriptive statistics
and Path analysis.

The findings indicated that the final model fit the empirical data and
explained 45% of the variance in caregiver’s QOL. The family caregivers of patients with
advanced cancer perceived high QOL. Caregiver’s age, social support and family
hardiness had significant direct positive effects on caregiver’s QOL. Caregiver burden had
a significant negative direct effect on caregiver’s QOL, and had a significant indirect
effect on caregiver’s QOL through social support, and family hardiness.

The results of this study provide information regarding factors influencing
QOL among Thai family caregivers of advanced cancer patients and can guide
development of an intervention program for this population. The findings suggest that a
program for family caregivers of patients with advanced cancer should be focused on
maintenance of a high level of QOL and a low level of caregiver burden in the first
two years of caregiving. For future study, a longitudinal or experimental study is
suggested.

KEY WORDS: FAMILY CAREGIVER/ ADVANCED CANCER/
QUALITY OF LIFE/ SOCIAL SUPPORT/ CAREGIVER BURDEN
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CHAPTER1
INTRODUCTION

1.1 Background and Significance of the Study

Cancer affects not only the quality of life (QOL) of patients who have the
disease but also that of their family caregivers (Kim & Given, 2008; Lewis, 2006).
Specially, the advanced cancer has been recognized as one of the most overwhelming
times for patients and their family caregivers (Northouse et al., 2002). Caregiving for
advanced cancer patients is generally a stressful task and hard work which requires a
high level of patience from family members (Glajchen, 2004; Sirapo-ngam et al.,
2010). Family caregivers of patients with advanced cancer are faced with various
problems including conflict among their social roles, restrictions of activities, strain in
marital and family relationships, psychological distress, and diminished physical
health (Given et al., 2001; Kim, Baker, Spillers, & Wellisch, 2006; Kim & Schulz,
2008; Nijboer et al., 1998; Weitzner, McMillan, & Jacobsen, 1999). The demands on
family caregivers of patients with advanced cancer are especially great because the
patients are often sicker, and more functionally dependent than patients in the early
stage of cancer (Weitzner et al., 1999). Thai caregivers, in particular report physical,
psychological, financial, family, and social problems from taking care of advanced
cancer patients (Maneewan, Panutat, Sudjinda, & Paisalsuthidaj, 1994;
Prechavittayakul, 2006). Thus, caregiving for advanced cancer is a demanding and
overwhelming process that impacts all aspects of a caregiver’s life (Attasara &
Buasom, 2010; Grunfeld, Glossop, McDowell, & Danbrook, 1997).

Currently, the number of cancer survivors has grown from 9.8 in 2001 to
12.7 million in 2008 worldwide, and the relative five-year survival rates at diagnosis
for all cancer sites in the United States (US) have improved from 54% to 68% because
of advances in medicine and better practices in early detection (American Cancer
Society, 2011; Centers for Disease Control and Prevention, 2011; Jemal et al., 2011;
Jemal et al., 2009; Jemal, Siegel, Xu, & Ward, 2010). In Thailand, cancer is still a
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critical health problem because it has been the leading cause of death for more than ten
years (Bureau of Policy and Strategy, Thailand, 2010). The numbers of cancer patients
has grown every year and will increase more than 50% in the next decade (National
Cancer Institute (NCI), Thailand, 2009). In 2010, there were 3,136 new cancer patients
(1,189 men and 1,947 women) which were equal to 12.3% of new patients receiving
treatments at the National Cancer Institute. The stage of those new cancer patients
consisted of 14% stage I, 22.8% stage 11, 23.4% stage 111, 25.3 % stage IV, and 14.5%
unknown stage (National Cancer Institute, 2011). The numbers of outpatients seen in
hospitals increased from 14% in the year 2007 to 20% (> 100,000 cases) in 2009
(Bureau of Policy and Strategy, Thailand, 2010).

Moreover, there are the ongoing changes in the health care system
(American Cancer Society, 2010; Jemal, et al., 2010). This change has resulted in a
shift of chronic care including cancer care from hospital to home settings in order to
decrease length of stay in hospitals and expenses of caring (Girgis & Lambert, 2009;
Phuwarawutipanich, 2007). This shift has increased the family’s involvement in caring
for the person with cancer and might reflect the greater impact of cancer on the family
caregivers (Given, Given, & Kozachik, 2001; Phuwarawutipanich, 2007). Advanced
cancer patients have physical restrictions from metastatic cancer (Cassileth et al.,
1985). They have functional dependence and poorer mental health while receiving
outpatient treatment (Stanton, 2006). They are in need of help from family caregivers
to provide them with physical and psycho-emotional care, and to assist them to deal
with behavioral problems in order to maintain their health and well-being at home
(Sirapo-ngam et al., 2010; Stajduhar, Martin, Barwich, & Fyles, 2008). Clearly, family
caregivers are important people who have responsibilities to improve or maintain the
QOL of patients with advanced cancer at home (Gaugler et al., 2009).

Family caregivers of cancer patients experience high levels of stress,
burden and diminished QOL (McMillan et al., 2005). Specifically, caregivers of
patients with advanced cancer had poorer QOL than caregivers of the patients in the
acute survivorship phase (one to two years post diagnosis) (Mellon, Kershaw,
Northouse, & Freeman-Gibb, 2007; Mellon, Northouse, & Weiss, 2006). Additionally,
the research findings have shown that there is a significant relationship between the

QOL of cancer patients and their caregivers (Bakar, Yusoff, & Omar, 2008; Gill,



Fac. of Grad. Studies, Mahidol Univ. Ph.D. (Nursing) / 3

Kaur, Rummans, Novotnyd, & Sloan, 2003). Caregivers who had physical, emotional,
instrumental and social problems associated with caregiving for cancer patients had
also poorer emotional well-being, QOL, and were at risk of psychiatric health
problems themselves (Bakar et al., 2008). Furthermore, a decrease in the QOL of
caregivers negatively influenced the quality of care and the QOL of the patients
(Alptekin, Gonullu, Yucel, & Yaris, 2009; Cameron, Shin, Diane Williams, &
Stewart, 2004; Hacialioglu, Ozer, karabulutlu, Erdem, & Erci, 2010). Negative
caregiver experiences might affect their abilities to care for the patient, resulting in
restricted roles and activities and increased psychosomatic, anxious, or depressive
symptoms (Cameron et al., 2004; Mancini et al., 2010; Nijboer et al., 1998; Schulz &
Beach, 1999). For this reason, if caregivers have better QOL, cancer patients are more
likely receive a higher level of quality of care and higher level of QOL.

Although, most research on cancer and caregiving has focused on the
negative outcomes of caregiving during the past decade, some studies indicate that
there are positive outcomes of caregiving reported by family caregivers (Girgis &
Lambert, 2009). For example, the experts in family caregiving community of
Michigan State University Extension summarized the literature and found that there
were some surprising positive outcomes associated with caregiving. These positive
outcomes included: spending more time with a family member, improving relation-
ships with other family members who share in the caregiving, having the opportunity
to make a difference (i.e., give back to a family member in return for gifts received
over a lifetime), connecting with other caregivers to increase their ability as
caregivers, and gaining personal and spiritual growth (Cotton et al., 2011). Similarly,
Hunt (2003) reported in a review article that several studies reported on the positive
aspects of caregiving. Positive aspects of caregiving were comprised of caregiver
esteem, uplifts of caregiving, caregiver satisfaction, finding or making meaning
through caregiving, and gaining in the experience.

Thornton and Perez (2006) described posttraumatic growth (PTG) that
occurred in men treated for prostate cancer and their partners one year after surgery.
They defined PTG as “the positive changes in life philosophy, relationships, and
personal growth that people frequently attribute to having endured a stressful or

traumatic experience” (p. 285). The investigators found that one year after the
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patients’ surgery, higher PTG was in partners who were employed spouse of the
patients, less educated, endorsed higher cancer-specific avoidance symptoms of stress
at presurgery, and used positive reframing coping. A study by Kim, Schulz, and
Carver, (2007) revealed that there were six domains of benefit finding in caregiving
which was reported by 896 family caregivers who participated in the American Cancer
Society QOL Survey for Caregivers. Those domains comprised of acceptance,
empathy, appreciation, family, positive self-view, and reprioritization.

In the Thai culture, the family has a crucial role when a serious problem
affects one of its members. All family members share the responsibility for the
problem, and a Thai patient with cancer’s problem is viewed as a family problem and
a problem of the kinship network as well (Lundberg & Trichorb, 2001). Furthermore,
women are always expected to take care of a loved one in their family because Thais
believe that caregiving is a natural occurrence accompanied with women
(Adulyanonte, 2012). Therefore, a mother is expected to look after her children, and
care for a grandmother and a grandfather, and a grandmother is expected to care for
her nephew or nieces. These values and beliefs in family solidarity motivate them to
provide the best care for their family member who is ill. The care of the ill has been an
integral part of a family system. As a result, family members are a significant part of
health care system.

Although, there was no study that focused on the positive outcomes of
cancer caregiving in Thai context, Thongprateep (2006) stated that some of Thai
family caregivers of patients with terminal stage cancer were proud of their
responsibility because they enjoyed caring for their loved ones. Caffrey (1992) also
stated that affective rewards and a strong norm of filial obligation may be the
motivating forces for children to continue to care for parents in the context of cultural
change in Thailand. Kespichayawattana (1999) found that positive consequences of
the caregiving situation for Thai family caregivers of frail elderly parents were
composed of caregiver’s having happiness, sense of self-pride, recognition of praise
from others, attainment of merit, feelings of being lucky, and warmth in their
caregiving situation. Furthermore, Vithayachockitikhun (2009) found that Thai
caregivers of persons living with Human Immunodeficiency Virus reported positive

consequences of caregiving including an abiding sense of fulfillment that was
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associated with loving humankind, self-value, and knowledge gained through their
experiences. Yiengprugsawan, Seubsman, and Sleigh (2012) also found that Thai
caregivers reported higher positive mental health (i.e., self-esteem and content with
life), higher positive mental capacity (i.e., coping with crises), and higher positive
mental quality (i.e., helping others) when compared to non-caregivers. However, little
attention has been focused on the benefits of the caregiving experience. The positive
aspects associated with the caregiving experience may act as a buffer against
overwhelming burden and traumatic grief of caregivers (Salmon, Kwak, Acquaviva,
Brandt, & Egan, 2005).

Even though family caregivers are overwhelmingly affected by caregiving
for a loved one with cancer, they receive only minimal attention from most healthcare
providers who are focused primarily upon the patients’ needs (Ferrell et al., 2011). In
addition, family caregivers, especially family caregivers of cancer patients, are seldom
prepared to provide care at home (Cameron et al., 2004; Given, Given, & Kozachik,
2001). They are a vulnerable and at-risk population that remains neglected by the
health care system (Blum & Sherman, 2010). Thus, they usually experience stress and
burden, which can have a negative impact on their own health and well-being and can
also compromise the quality of care provided to the loved one. If health care providers
do not care about the health and QOL of family caregivers, family caregivers will be at
risk of health problems or become ‘‘hidden patients’’ (Bakar et al., 2008; Parks &
Novielli, 2000).

Therefore, the assessment of QOL among family caregivers of patients
with advanced cancer is very important (Kitrungrote & Cohen, 2006; Sherman et al.,
2007) because patients’ quality of care and QOL depend on the family caregivers’
QOL (Blum & Sherman, 2010; Cameron et al., 2004). QOL is one of the positive
outcomes of caregivers’ experience (Candy, Jones, Williams, Tookman, & King,
2009; Demiris, Oliver, & Wittenberg-Lyles, 2009; Northouse, Kershaw, Mood, &
Schafenacker, 2005). It is also the ultimate outcome to maintain health status of
caregivers (Ferrans, 2005). Improving caregiver’s QOL has been widely recognized as
an important goal of cancer care (Edwards & Ung, 2002; McMillan et al., 2005; Roila
& Cortesi, 2001). Additionally, evaluating caregiver’s QOL was identified as one of

the content areas and priority topics for research between 2009 and 2013 by the
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Oncology Nursing Society. Research findings will help to examine the quality of
cancer care and QOL in cancer patients and their caregivers (Berger, 2010). Therefore,
to evaluate caregivers’ QOL and related factors will help health care providers to
understand the phenomena and plan to reduce negative outcomes or improve positive
outcomes of caregiving (Berger, 2010).

From a review of the literature, it was found that family caregivers of
cancer patients experienced negative changes in their QOL (Caqueo-Urizar, Gutiérrez-
Maldonado, & Miranda-Castillo, 2009). In addition, the impact on various aspects of
the family caregivers’ QOL was significant throughout the trajectory of the illness
(Clark et al., 2006; Kim & Given, 2008; Lewis, 2006). In the past two decades, studies
which focused on caregivers of cancer patients have evolved from embryonic to
adolescence (Lewis, 2006, 2009). The literature is comprised of studies that identify
the importance of cancer's impact on the family which includes descriptive or
hypothesis-testing studies. Studies moved from primarily stress-adaptation-coping
models to family systems models within which the family moved from mere "context"
to foreground. Furthermore, studies focused on rigorous intervention studies for
caregivers or family members. Those studies are data-based, theory informed
intervention studies with the goal of improving family members' adjustment to cancer
(Lewis, 2006, 2009).

Moreover, those studies demonstrated that there was a difference in the
level of QOL of caregivers who had various characteristics. For instance, caregivers of
cancer patient had a poorer global QOL than caregivers of non-cancer patients
(Kershaw et al., 2008; Luria, 2000; Ross, Mosher, Ronis-Tobin, Hermele, & Ostroff,
2010; Scherbring, 2002), family caregivers of patients receiving palliative care had
lower QOL scores than those receiving curative treatment (Weitzner et al., 1999),
family caregivers of cancer patients who were post-treatment had higher QOL than
those of cancer patients undergoing active treatment (Ross et al., 2010), and caregivers
of advanced cancer patients had significantly poorer physical, emotional, functional,
and total QOL than those of newly diagnosed patients (Northouse et al., 2007). In
addition, previous research has found that caregivers of patients with advanced cancer

had poor to moderate level of QOL (Gaston-Johansson, Lachica, Fall-Dickson, &
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Kennedy, 2004; Iconomou, Viha, Kalofonos, & Kardamakis, 2001; Lee, 2000;
Weitzner et al., 1999).

The literature also identified several variables associated with QOL among
cancer caregivers. Some of previous studies identified the factors that related to
caregiver’s QOL including caregiver’s age (Alptekin et al.,, 2009; Awadalla et al.,
2007; Kershaw et al., 2008; Rivera-Navarro et al., 2009), caregiver’s education
(Awadalla et al., 2007; Luria, 2000; Northouse et al., 2002; Tang, 2009), caregiver’s
income (Kim & Spillers, 2009; Luria, 2000; Song et al., 2010), caregiver burden
(Gaston-Johansson et al., 2004; Wagner et al., 2006), family hardiness (Han et al.,
2006; Mellon & Northouse, 2001; Northouse et al., 2002), coping (Kershaw et al.,
2008; Wagner et al., 2006), and social support (Bergelt, Koch, & Petersen, 2008;
Fitzell & Pakenham, 2009; Mellon & Northouse, 2001; Tang, 2009; Wagner et al.,
2006). Although these factors may influence caregiver’s QOL, they may not alone
influence caregiver’s QOL. Those factors may conjointly influence caregiver’s QOL
and possibly have some interaction among them. So, it is interesting to develop a
causal model to test that how those factors work to influence caregiver’s QOL.

In Thai context, there are 23 studies that focused on caregivers of patients
with cancer. Concepts in those studies were both negative and positive concepts, such
as the concepts from western studies including coping, stress, distress, burden, QOL,
health status, need, sense of coherence, and problem. Of these 23 studies, they
consisted of 15 quantitative studies, and 8 qualitative studies. There were only three
Thai theses that studied QOL of caregivers of cancer patients receiving active
treatments including surgery, chemotherapy, and radiotherapy (Chansirimong-kol,
2007; Pitimana-aree, 2007; Ungwattansirikul, 2007). From the studies in Thai context,
the research findings have reported on the experiences, problems, needs, and burden of
family caregivers of patients with advanced cancer but not QOL of the caregivers.
These studies also found that there were certain variables and factors that can predict
outcomes of caregiving. However, these findings were from studies on caregivers of
patients with cancer receiving active treatments not advanced cancer patients. In
caregivers of advanced cancer, Thai researchers focused on experience, problems,
needs, burden, and adaptation of the caregivers. More research is needed with

caregivers of patients with advanced cancer in Thai context.
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Even though caregivers’ QOL has an effect on quality of care of patients
with advanced cancer, the QOL of caregivers has not been clearly investigated in
Thailand. There were only three Thai theses that studied QOL of caregivers of cancer
patients who received active treatments including surgery, chemotherapy, and radio-
therapy (Chansirimongkol, 2007; Pitimana-aree, 2007; Ungwattansirikul, 2007). The
findings have shown that caregivers perceived a fairly good level of QOL and that
caregivers’ QOL was related to their level of social support and stress. However,
further information is needed about the QOL of caregivers of patients with advanced
cancer and related factors in Thai context.

Little information is available about factors influencing QOL in Thai
caregivers. Most studies have been conducted in western culture which is different
from Thai context. Even though studies from Western cultures indicated that social
and cultural factors play an important role in people’s perceptions of their health and
QOL (Saxena, Carlson, Billington, & Orley, 2001). These studies may not be relevant
to Thai caregivers. The relationship between socio-cultural factors and QOL among
Thai family caregivers of patients with advanced cancer has not been reported. In Thai
society, the stress of family caregivers is not addressed because people think that
caring for the loved one with chronic illness including cancer is the responsibility to
the caregivers who are family members (Sirapo-ngam, 2003; Sirapo-ngam et al.,
2010). Therefore, the stress of Thai family caregivers of advanced cancer patients is
still neglected and need to be supported from other family members and health care
providers.

Clearly, the state of knowledge from the previous studies can describe,
explain, predict, and control the QOL of caregivers of patients with advanced cancer.
However, the findings from research conducted in Western counties may not be
appropriate to Asian countries, especially Thailand, because the perception of people
in Western countries are constructed in a socio-cultural and religious context that is
different from that in Thailand. Such contextual differences may make caregivers in
these two regions perceive and think about their lives differently (Kitrungrote,
Wonghongkul, Chanprasit, Sutharangsee, & Cohen, 2008).

Hence, the purposes of the present study were to describe the level of

caregivers’ QOL and to validate the causal model displaying the relationship between
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the selected factors and caregiver’s QOL in Thai context. It is expected that findings
from this study will provide new nursing knowledge about QOL of Thai caregivers
and related factors. Exploring the level of caregivers’ QOL will provide the
knowledge base for describing and explaining phenomenon in the area of care giving
for the advanced cancer patients. Understanding and evaluation of caregivers’ QOL is
particularly important given the increasing responsibility to patient care shouldered by
family caregivers. Family caregivers have been identified as key persons who provide
care for patients with advanced cancer at home.

Health care providers, especially nurses, have responsibility to promote or
maintain health of patients and their families including family caregivers
(Hanucharurnkul, 2001). If family caregivers have poor to moderate level of QOL,
health care providers, especially nurses will plan for improving caregivers’ QOL. On
the other hand, if family caregivers have high QOL, nurses will plan for maintenance
for caregivers’ QOL so that they can take care of the loved one with advanced cancer
continuously.

The findings from this study will fill the gap of knowledge about QOL of
caregivers and related factors in Thai context. The findings will provide a knowledge
base for description, explanation, and prediction of the phenomenon of QOL of
caregivers who provide care giving for the advanced cancer patients at home.
Moreover, the findings from this study will help determine if factors that influence the
QOL in Western culture are the same as those in Thai culture. This knowledge will
guide future directions that are needed for family-focused research in cancer nursing
for nurse researchers and nurses in clinical practice. Especially, conducting
intervention with caregivers can produce changes in the QOL of caregivers and cancer

patients.

1.2 Theoretical Framework

The conceptual framework that serves as a guide for this study is based on
the conceptualization of the stress process model (SPM) developed by Pearlin, Mullan,
Semple, and Skaff (1990). Previously, Pearlin, Lieberman, Menaghan, and Mullan,

(1981) described the stress process that was comprised of three major conceptual
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domains including the sources of stress, the mediators of stress, and the manifestations
of stress. Pearlin and his colleagues described how stressful life events and more
chronic life strains diminish individuals’ self-concept and their sense of mastery. This
model provides structure to examine predictors of caregiver’s outcomes that occur
from one phase of the illness trajectory to another (Blum & Sherman, 2010).

Pearlin has revisited the stress process model periodically over the years
(Avison, Aneshensel, Schieman, & Wheaton, 2010). The 1990 version of the SPM is a
modification of the earlier stress and coping work of Lazarus and Folkman in 1984
(Carter, 1999; Papastavrou, Kalokerinou, Papacostas, Tsangari, & Sourtzi, 2007). It is
broad in scope and potentially applicable to various chronic illnesses (Menne, 2006).
Although it was originally designed for caregivers of Alzheimer's patients, its
foundation in sociological concepts of stress and coping make it highly applicable to
other disease contexts including caregivers of cancer patients (Carter, 1999; Gaugler et
al., 2008; Gaugler et al., 2005, Gaugler et al., 2009; Kim et al., 2007; Tang, Li, &
Liao, 2007). Juratovac (2009) stated that assumptions implicit in the description of the
model by Pearlin et al. in 1990 were that stressors were a naturally-occurring part of
family caregiving, and that family caregivers deal with stressors both within and
external to their caregiving roles. Further, moderating factors were assumed to operate
in family caregiving, and these include psychological, social, and practical supports.
Avison et al. (2010) also stated that there were three key assumptions of this model
including 1) the stress process is dynamic in nature: changes in one set of factors
produce changes in others, 2) social stress is by no means unusual or abnormal;
indeed, it is typical of ordinary life. Stress arises out of commonly held social roles of
everyday life and in typical social contexts, and 3) the origins of stress are in the social
world.

From the 206 studies in cancer caregiver population reviewed by the
researcher for the proposed study, the conceptual framework that was used to guide
the most research (17 studies including 6 Thai studies) was stress and coping model
developed by Lazarus and Folkman (1984). Similarly, Sirapo-ngam (2003) found that
the stress and coping model was one of the conceptual frameworks used in caregiver
research in Thailand. The SPM was used to guide two studies on caregivers of patients

with dementia and schizophrenia in Thai context (Ondee, 2011; Thunyadee, 2011).
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Although, the SPM was not used to guide the research in Thai cancer caregivers, it
was selected to guide the proposed study for the following two reasons: 1) this model
serves as a guide to consider and understand the short or long-term complexities of the
illness experience for caregivers of cancer patients, and b) this model provides specific
hypotheses by outlining key stressors in the caregiving experience and by positing
relationships among stressors and outcomes.

This conceptual model describes how the caregiver’s personal and
environmental factors interact with and result in specific caregiver outcomes. In other
words, caregivers’ well-being is affected by a multiplicity of factors that are related to
the care situation, the characteristics of the care recipient and care providers, the
burden experienced by the caregiver, and the resources available to the caregiver.
Pearlin and colleagues stated that caregiver stress is not a unitary occurrence but a
mix of circumstances, experiences, responses, and resources that vary considerably
among caregivers and that consequently vary in their impact on caregiver health and
behavior. Providing care to patients with advanced cancer involves several interrelated
factors. Each of these factors taken alone may be stressful, but when combined they
can become unmanageable and result in QOL of caregivers. A description of where
the variables of interest to this study fit into the domain of the stress process model is
now presented.

The four core components of this model include: 1) background and
context of stress that include demographic and socioeconomic status of the caregiver,
2) the stressors, including primary and secondary stressors, objective and subjective
factors, 3) the mediators of stress, including coping strategies and social support, and
4) the outcomes of stress that relate to the impact of the stressors on the well-being of

the caregiver (Figure 1.1).
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Figure 1.1: The Stress Process Model of Pearlin and Collegues (1990)

1.2.1 Background and Context of Stress

Background and context of stress refers to the characteristics of the
caregiver and care recipient (sociodemographic characteristics), the context within
which the care is provided (caregiving history), family and network composition, and
program availability. The sociodemographic characteristics of the caregiver include
age, gender, ethnicity, and marital status. Caregiving history refers to the living
arrangements, the relationship of the caregiver to the care-recipient, the quality of the
relationship between the caregiver and the care-recipient prior to the caregiving
experience, and the duration of the caregiving experience. The family and network
composition in the SPM was referred to networks to which caregivers have
attachments, and the nature and frequency of contacts with their members. Program
availability is represented by community-based formal program created to benefit
patients, caregivers, or both.

From the studies on cancer caregiver population, there was evidence to

support that background and context of stress was associated with QOL. For example,
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caregivers who were older had significantly lower physical QOL scores than those
who were younger (Alptekin et al., 2009; Kershaw et al., 2008; Kim & Spillers, 2009;
Rivera-Navarro et al.,2009). On the other hand, Awadalla et al. (2007) and Song et al.
(2010) found that caregivers who were older had significantly higher physical QOL
score than those who were younger. Additionally, the family members’ age was
positive related to their SF-36 mental summary scores and negative related to their SF-
36 physical summary scores (Northouse et al., 2002). Caregivers who had at least high
school education had significantly higher QOL scores (Awadalia et al., 2007), or
caregivers who were low education level had experienced more negative effects on
their QOL (Alptekin et al., 2009; Iconomou, Vagenakis, & Kalofonos, 2001).
However, Northouse et al. (2002) found that family member who had higher education
reported lower mental QOL. Caregivers’ income was significant predictors of their
QOL (Kim & Spillers, 2009) and caregivers who were unemployment had lower QOL
(Alptekin et al., 2009). Moreover, Luria (2000) found that higher family income had a
significant positive relationship with higher family QOL. Hence, the relationship
between caregivers’ age, education, income, and caregivers’ QOL were tested in this

study.

1.2.2 Stressors
Stressors are defined as conditions that threaten, thwart efforts, and defeat
the dreams of people (Pearlin et al., 1990). Stressors are the experiences that challenge

the caregiver’s ability to adjust to the demands of care giving (Kelly, 2007). Pearlin

and colleagues also conceptualized stressors as falling into two categories: primary and
secondary stressors.

Primary stressors are directly related to the needs of the patient, including
the nature and magnitude of the care demands, and they can be objective or subjective.
Primary objective stressors refer to the cognitive status, problematic behaviors, and
dependencies (e.g., activities of daily living), as they are based on the impaired
person’s health, behavior, and functional abilities. These objective stressors are
measured indirectly by assessing the care-recipient’s illness characteristics (stage of
illness, treatments taken, symptoms, and functional level) and time spent per day by

the caregiver providing care. Primary subjective stressors refer to the subjective
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experience of the caregiver, such as role overload (caregiver burden) and relational
deprivation. Pearlin and colleagues described how these primary stressors were usually
durable and tend to intensify over time producing secondary stressors.

Secondary stressors were outside the immediate caregiving situation
including role strains and intrapsychic strains. Role strains were related to the
caregiver’s other relationships and responsibilities. Role strains incorporate several
types of conflict, such as family conflict, work conflict, and constriction of social life,
illustrating the impact of competing demands placed upon caregivers who try to
balance several different roles. Intrapsychic strains operated internally as the
caregiver’s internal stressors and issues. Intrapsychic strains also refer to dimensions
of self-concept (e.g., self-esteem, mastery) that are global in nature and psychological
states (e.g., role captivity, loss of self, competence) that are more directly connected to
the caregiving situation (Aneshensel, Pearlin, Mullan, Zarit, & Whitlach, 1995; Pearlin
et al., 1990).

From previous studies, the findings have shown that there was the
relationship between caregiver burden as a primary stressor and caregiver’s QOL as a
caregiver’s outcome such as caregivers who perceived high level of caregiver burden
had poorer QOL than those who perceived low level of caregiver burden (Gaston-
Johansson et al.,, 2004; Wagner, Bigatti, & Storniolo, 2006; Winslow, 1997).
Additionally, there was evidence that strongly supported the relationship between
caregiver burden and other factors including caregiver’s characteristics, coping, and
social support. For instance, caregiver’s age had a significant negative association with
caregiver burden (Gaston-Johansson et al., 2004; Gaugler et al., 2005; Townsend,
Ishler, Shapiro, Pitorak, & Matthews, 2010); education and income of caregivers had a
significant negative correlation with caregiver burden (Francis, Worthington,
Kypriotakis, & Rose, 2010; Given et al., 2004; Papastavrou, Charalambous, &
Tsangari, 2009; Sharpe, Butow, Smith, Mcconnell, & Clarke, 2005; Yusuf, Adamu, &
Nuhu, 2010); caregivers who perceived high burden used different coping strategies
(p < .001) than those who reported low burden (Papastavrou el al., 2009); low
available support perceived by caregivers of patients with advanced cancer predicted
negative aspects of caregiver burden (Sharpe et al., 2005); family caregivers’ social

support was the major predictor of caregiver burden (Chen et al., 2009). From the
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literature, there has been no evidence to support that self-concept in secondary
stressors were related to caregivers” QOL. So, in this study, the researcher focused on

caregiver burden which is as one of the primary subjective stressors in the SPM.

1.2.3 Mediators of Stress

In 1990, Pealrin and colleagues stated that the mediators of stress refer to
the individual caregiver characteristics or activities assumed by the caregiver in an
attempt to ward off the negative outcomes of the stress process. Pearlin and colleagues
recognized that the stressors do not occur in a vacuum situation and included

mediating conditions (e.g., coping, social support) in their framework to describe how

these factors provide a buffering effect to stressors through direct and indirect

pathways. Such mediating conditions help explain the discrepant responses to the

responsibilities of caregiving, as some caregivers are more protected via these
conditions than others. In 1999, Pearlin changed the wording from the mediators of
stress to the moderating resources because most of his studies revealed that coping,
social support, and self-concepts were the variables that influenced the strength of a
relationship between stressors and outcomes. He stated that moderating resources were
regarded as having the capacity to hinder, prevent, or cushion the development of the
stress process and its outcomes. The moderating resources were composed of three
resources including coping, social support, and self-concepts. Pearlin and colleagues
stated that social support and coping play important roles in protecting individuals
from the consequences of their stressful experiences. Moreover, Wheaton (2010)
stated that moderating resources can be divided into social and personal resources. She
also stated that hardiness is one of self-concepts which was personal resources. In this
study, the researcher focused on family hardiness as a personal resource. Pearlin and
colleagues stated that people exposed to similar stressors are not necessarily similarly
affected by them. In the general stress and coping literature, social support and coping
are both considered mediators or moderators between stressors and outcomes and they
typically have been examined as such in the psycho-oncology literature and in a
variety of family caregiver populations as well (Bigatti, Wagner, Lydon-Lam, Steiner,

& Miller, 2010; Raina et al., 2004; Schumacher, Stewart, & Archbold, 2007).
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From previous studies, the researchers found that social support and
coping were associated with and the strong predictors for family caregivers’ QOL
(Kershaw et al., 2004; Kershaw et al., 2008; Mellon et al., 2006; Morris, 2007;
Pitimana-aree, 2007; Ungwattansirikul, 2007; Wagner et al., 2006). In addition, the
research findings have shown that the stressors were related to the moderators. For
instance, the caregivers who used negative religious coping strategies which assessed
punishing God appraisals, interpersonal religious discontent, demonic appraisals,
spiritual discontent and questioning God’s powers reported more burden (Pearce,
Singer, & Prigerson, 2006), and high levels of burden were significantly associated
with absence of financial support (Yusuf et al., 2010). More hardiness correlated
significantly with greater social support (Nicholas & Leuner, 1999), and lower
available support predicted negative aspects of caregiver burden (Sharpe et al., 2005).
Although, there was no study to test the concepts of coping and social support as
moderators in family caregiver population, this study focused on them as potential
moderators between characteristics of caregivers, caregiver burden, and caregivers’
QOL.

For the concept of family hardiness, the research findings revealed that
higher family hardiness related to the caregivers’ better QOL (Han et al., 2006; Mellon
& Northouse, 2001; Northouse et al.,, 2002). Furthermore, family hardiness was
significantly negative related to caregiver burden (Tamtup, 2004). So, this proposed
study focused on social support, coping, and family hardiness as the moderator

variables.

1.2.4 Outcomes of Stress
Outcomes of stress refer to the effect or consequence of caregiver stress on
the health of the caregivers. Initial caregiver research focused mostly on the burdens

experienced by the caregiver. Numerous studies report detrimental effects on the

caregivers’ emotional well-being, such as anxiety, depression, and other forms of
psychological distress (Kelly, 2007). In this study, the researcher focused on
caregivers’ QOL as an outcome. QOL is a salient aspect of well-being for individuals
with chronic illness, and in particular caregivers of patients with advanced cancer.

QOL i1s an outcome of caregivers’ experience and also the ultimate outcome to
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maintain health status of caregivers (Candy et al., 2009; Demiris et al., 2009; Ferrans,
2005; Northouse et al., 2005).

In conclusion, based on the conceptual framework, as well as an extensive
review of related literature on caregiving and QOL of caregivers, the researcher has
applied the concept in the stress process model of Pearlin and colleagues to study
different variables in the proposed research. That is, whether caregivers of patients
with advanced cancer have poorer QOL depended on several factors including
background and context (i.e. age, education, and income), stressors (i.e. caregivers’
burden), and moderating resources (i.e. social support, coping, and family hardiness).
These factors are considered pooled effects which eventually led to change of
caregivers’ QOL. In order to explicate the linkage among conceptual framework,
theoretical and operational level of knowledge development, theoretical substruction
was displayed as the hierarchical model from abstract to concrete construct in Figure

1.2
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Figure 1.2: Theoretical Substruction: Background & Context, Stressors,

Moderating Resources, and Outcomes
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1.3 Hypothesized Model

In order to validate the causal model which displayed the relationship
among caregiver’s age, caregiver’s education, caregiver’s income, caregiver burden,
family hardiness, coping, social support, and caregiver’s QOL, a hypothesized model
was proposed in Figure 1.3. The model was composed of four exogeneous observed
variables including caregiver’s age, caregiver’s education, caregiver’s income, and
caregiver burden, and four endogeneous observed variables including family
hardiness, coping, social support, and caregiver’s QOL. The proposed model was
considered as a testing model of the stress process model of Pearlin and his colleagues.
This model explained the QOL among family caregivers of patients with advanced
cancer and its influencing factors. The support for the model through testing was
contributed the understanding of cancer caregivers’ QOL. It would strengthen the
stress process model in explaining the phenomena of family caregivers of patients with
advanced cancer in Thai context. Additionally, it would guide health care providers
including nurses to develop an appropriate intervention for enhancing or improving

caregivers’ QOL.
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Figure 1.3: Hypothesized Model of Factors Influencing QOL among Family

Caregivers of Patients with Advanced Cancer
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1.4 Research Questions

The research questions of this study are:

1.

What is the level of QOL among family caregivers of patients with
advanced cancer?

Does the causal model displaying the relationship among caregiver’s
age, caregiver’s education, caregiver’s income, caregiver burden,
family hardiness, coping, social support, and explain a significant

amount of variance in caregiver’s QOL?

1.5 Purposes of the Study

The purposes of this research study are:

I.

To describe the level of QOL among family caregivers of patients with
advanced cancer.

To wvalidate the causal model displaying the relationship among
caregiver’s age, caregiver’s education, caregiver’s income, caregiver

burden, family hardiness, coping, social support, and caregiver’s QOL.

1.6 Research Hypotheses

This study has five hypotheses which are identified as follows:

I.

Social support, coping, and family hardiness would have direct effects
on caregiver’s QOL.

Caregiver’s age would have a direct effect on caregiver’s QOL and an
indirect effect on caregiver’s QOL through coping, and social support.
Caregiver’s education would have a direct effect on caregiver’s QOL
and an indirect effect on caregiver’s QOL through coping.

Caregiver’s income would have a direct effect on caregiver’s QOL and
an indirect effect on caregiver’s QOL through coping and social

support.
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5. Caregiver burden would have a direct effect on caregiver’s QOL, an
indirect effect on caregiver’s QOL through family hardiness, coping,

and social support.

1.7 Definition of Terms

Family caregiver is defined as the family member or significant other
identified by the patient as his or her primary caregiver who provides unpaid home
care or arranges care for the patient during the advanced phase of cancer and
confirmed by the designated individual.

Caregiver’s age is the physical age of caregiver. It is measured by the
subjects’ reported age in year.

Caregiver’s education is defined as the number of year of formal
education. The subjects were asked what level of education that they finished then
converted to the number of completed years of education.

Caregiver’s income is defined as the amount of money in baht that family
caregivers received per month.

Caregiver burden refers to the subjective perceptions of caregivers about
personal strain and role strain. In this study, the researcher used the Zarit Burden
Interview developed by Zarit, Reever, and Bach-Peterson (1980) and performed into
Thai version by the MAPI Institute (2009) in France to assess the level of caregiver
burden of advanced cancer patients’ caregivers. A high score is indicative of a high
level of caregiver burden.

Family hardiness is defined as family caregivers’ perception of family
resources including 3 domains: commitment, challenge, and control. The family
hardiness index of McCubbin and colleagues (1996) modified by Niyomthai and
colleagues (2003) was used to measure family hardiness in this study. A high score is

indicative of a high level of family hardiness.
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Coping is defined as constantly changing cognitive and behavioral efforts
to manage the stress caused by caring for a family member with advanced cancer. The
Jalowiec Coping Scale (Jalowiec, 1988) translated into Thai version by Suthayakorn
(1988) and modified by Priengdach (1990) was used to measured coping in this study.
A high score is indicative of a high level of using coping.

Social support is defined as caregivers’ perception of emotional support,
informational support, and tangible support from three sources: 1) family members, 2)
friends, and 3) health care professionals. In this study, the researcher used the social
support questionnaire developed by Schaefer and colleagues (1981) and modified by
Kaveevivitchai (1993) to assess social support. A high score is indicative of a high
level of social support.

QOL is defined as the perception of satisfaction and importance in
advanced cancer patients’ caregivers including four domains: health and functioning,
social and economic, psychological/spiritual, and family. In this study, QOL of family
caregivers was measured by QOL index-Cancer version III developed by Ferrans &
Powers (1984 & 1998) and translated into Thai by Sukornthasarn (2007). A high score
1s indicative of a high level of QOL.
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CHAPTER II
LITERATURE REVIEW

This descriptive correlation study was conducted to determine the amount
of variance that caregivers’ characteristics (i.e., age, education, and income), caregiver
burden, family hardiness, coping, and social support can predict in the QOL of Thai
family caregivers of patients with advanced cancer. In this chapter, the research
literature on the following topics were reviewed.

2.1 Advanced cancer and its impact on patients

2.2 Family caregivers of patients with advanced cancer

2.3 QOL among family caregivers of patients with advanced cancer

2.4 Factors related to QOL among family caregivers of patients with

advanced cancer

2.5 Conclusion

2.1 Advanced Cancer and Its Impact on Patients

Cancer is a word that causes negative feelings in individuals who have
cancer such as fearfulness, suffering, and death. It is a diagnosis of an incurable
disease that can create a profound psychological disturbance and a life changing
experience for cancer patients and their families (Sherman, Norman, & McSherry,
2010). Moreover, it can have significant unfavorable physical, psychological, and
economic consequences for both the individual with cancer and their family members
(Caress, Chalmers, & Luker, 2009; Doumit, Huijer, Kelley, & Nassar, 2008; Jensen &
Given, 1993). There are different stages of cancer which have an effect on patients and

caregivers, but in the proposed study, the focus was on the advanced stage of cancer.
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2.1.1 Definition of advanced cancer

The National Cancer Institute of U.S. stated that advanced cancer is cancer
that has spread to other places in the body and usually cannot be cured or controlled
with treatment (National Cancer Institute, 2010) Similarly, the American Cancer
Society defined advanced cancer as cancers that cannot be cured and as metastatic
cancers that have usually spread from the part of the body where it started (the primary
site) to other parts of the body. Additionally, the American Cancer Society stated that
advanced cancer can often be treated. The treatment can help patients with advanced
cancer live longer, but not necessarily cure the cancer. Some people can live many
years with advanced cancer. All advanced cancers are not metastatic. For instance,
some cancers that start in the brain may be considered advanced because they are not
curable and are life-threatening even though they have not spread to other parts of the
body. In the same way, all metastatic cancers are not necessarily advanced cancers.
Some cancers, such as testicular cancer, may spread to other parts of the body but may
still be curable (American Cancer Society, 2010a). From the literature review, it was
found that most researchers did not provide a definition of advanced cancer in their
articles. There was only one in fifty-nine studies that stated a definition of advanced
cancer. In that article, Sherman et al. (2007) stated that “Patients diagnosed with
advanced cancer had a solid tumor that metastasized (stage V) and had disease
progression despite chemotherapy, radiation, or hormonal therapy, and were likely to
die within one year of participation” (p. 352). Therefore, the definition of advanced
cancer patients that was used in the proposed study was patients who have a solid

tumor that metastasized (stage III & 1V) and who received palliative care.

2.1.2 Impact of advanced cancer on patients

From the definition of advanced cancer, it is possible that the cancer can
lead to physical and psychological problems in the patients. The problems reported by
advanced cancer patients were often the symptoms resulting from the advanced
cancer. There were several articles that studied problems or symptoms of advanced
cancer perceived by patients. Those studies found that there were ten top symptoms
reported by advanced cancer patients including fatigue, pain, dry mouth, constipation,

mood changes, trouble sleeping, weight loss, coordination problems, poor appetite,
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and nausea (Aranda & Hayman-White, 2001; Tsai, Wu, Chiu, Hu, & Chen, 2006;
Walsh, Donnelly, & Rybicki, 2000). The prevalence of these symptoms in patients
ranged from 50% to 84% (Oi-Ling, Man-Wah, & Kam-Hung, 2005). Moreover, the
most frequent symptoms/problems were fatigue, reduced role function, insomnia and
pain (Johnsen, Petersen, Pedersen, & Groenvold, 2009). Interesting, in patients,
fatigue was physiologically induced by both the disease process and the treatment
regimen (Jensen & Given, 1993).

Similarly, Esper (2010) summarized in a review article that a list of the
most frequently noted symptoms experienced by patients with advanced cancer were
pain, constipation, dyspnea, fatigue, weight loss, forgetfulness, weakness, anorexia,
taste changes, dry mouth, decreased energy, and depression. These symptoms were
primarily identified in patients not currently undergoing cancer therapy. Moreover, the
author summarized common symptom clusters seen in advanced cancer patients that
comprised seven categories: aerodigestive, affective, general gastrointestinal,
menopausal, neuropsychological, pain, and respiratory distress.

In regard to the needs of advanced cancer patients, Marcusen (2010) stated
in a review article that advanced cancer patients often need information resources to
understand their disease and find hope. The literature indicated that if patients receive
information clearly, they will have more satisfaction with their participation in medical
consultations, decreased anxiety, and increased ability to cope. Marcusen summarized
that patients have common informational needs throughout all stages of cancer. They
include: 1) type, stage, and prognosis of the cancer, 2) the degree of disability that the
cancer and/or the treatment will/may cause, 3) the intensity of the treatment, 4) past
experiences, 5) current psycho/social/bio/spiritual situation, 6) the person’s unique
emotional make-up, 7) degree of social support and caregiver availability, and 8)
typical ways of coping with stressful situations. Significantly, in advanced cancer
patients, they need to receive more information than other phases of the illness
including: to discuss about survivorship issues, to identify long-term symptoms and
their management, and to prepare end-of-life.

In Thai context, the problems reported by advanced cancer patients are the
same as those in western context. For instance, a study developed by Maneewan et al.

(1994) found that problems of advanced cancer patients were fatigue, anorexia,
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sleeplessness, and low physical ability. They also stated that patients needed help to
maintain their physical ability and psychological well-being. They reported problems
among terminal-stage cancer patients in four categories including physical suffering,
having symptoms/complications, psychological problems, and communication
problems. Srikumnerd (2008) studied terminal stage cancer patients in the community.
The study findings revealed that terminal patient’s problems were related to physical
suffering, symptoms/complications, psychological problems and communication
problems. Thai cancer patients’ needs included having an oncologist in a nearby
community, having staff to provide care at home, extended boundary for providing
analgesic drugs, will power, information related to their illness, and financial support.

In the same way, a review article by Paisalsuthidach (2006) revealed that
most problems of patients with terminal stage cancer in Thai environment were
divided into four categories including physical problems, psycho-spiritual problems,
self-care deficit, and economic problems. Physical problems were physical and
comfort issues, movements of the body, problems with respiratory system, imbalance
of food and water, nausea, vomiting, pain, and digestive problems. Psycho-spiritual
problems were emotional disturbance, fear of abandonment from their family, fear of
suffocation, fear of death, and fear of loss from a love one. Self-care deficit included
problems which were related to activity of daily living of the patients. Patients did not
take care of themselves and their activity of daily living because of the effects of the
illness. Economic problems referred to unemployed status resulting from the illness.
Patients were not earning an income but they needed to pay expenses. Furthermore,
Thongprateep (2006) summarized that spiritual needs of terminal-stage patients were
love and connectedness, seeking meaning of life and illness, asking forgiveness,
religious practice, and hope.

In summary, advanced cancer patients have several problems and needs
which received care from both family caregivers and health care providers. The
problems and needs are causes of family caregivers’ burden because they need to
provide physical care, emotional/psychological support for the patients and other love
ones. It is important that family caregivers understand patients’ needs. They can
provide patients with better care. Moreover, understanding advanced patients’

problems and needs will help health care providers to address the needs of family
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caregivers and to help caregivers cope with their problems effectively. The next
section reported the review of literature regarding the concept of family caregivers of
patients with advanced cancer including family caregivers’ definition, family

caregivers’ needs, and impact of caring for advanced cancer on family caregivers.

2.2 Family Caregivers of Patients with Advanced Cancer

Family caregivers are very significant persons who care for patients with
advanced cancer at home. The literature uses “informal caregivers,” or “family
caregiver” to differentiate between professional caregivers (i.e., healthcare provider).
Understanding the definition of informal caregivers or family caregiver, their
characteristics, the needs of caregivers, and the impact of caregiving on family

caregivers of advanced cancer patients, are important areas of study.

2.2.1 Definition of family caregivers of patients with advanced cancer

There was consistency in the definition of the term, family caregivers, in
most published articles that studied the cancer caregiver population. The researchers
defined the family caregiver as a spouse, parent, child, friend or significant other of a
care recipient, who is an important person in caring for cancer patients at home or in
the community, who does not receive payment or receive wages in return for their care
(Gaugler, Kane, & Langlois, 2003; Haley, LaMonde, Han, Burton, & Schonwetter,
2003; Hendrix, Abernethy, Sloane, Misuraca, & Moore, 2009; Ornstein, Smith, &
Boal, 2009; Sirapo-ngam, 1996; Steele, 1994; Weinland, 2009). Moreover, family
caregivers referred to those who assist ill loved ones with self-care, financial
management, and medical care tasks as well as those who provide informational and
emotional support (Ross et al., 2009). The National Family Caregivers Association
(NFCA; 2010) stated that defining the meaning of family caregivers was complicated
and varied according to the people who defined it. For instance, physicians may define
it different from social workers and researchers. NFCA stressed that America's family
caregivers refers to family, friends, partners, and neighbors who take care of someone

who is chronically ill or disabled and no longer able to care for themselves.
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From the literature, the words “family caregiver” and “informal caregiver”
were almost interchangeable with the same meaning. Family caregivers was defined
based on the level of responsibility or care provided to the patients as follows
(Horowitz, 1985): 1) primary caregiver refers to the person who is directly responsible
for providing care to the patient in a more continuous and consistent manner than
others, and 2) secondary caregiver refers to the person who provides other types of
care rather than direct care to the patients, such as helping with certain activities
including arranging for transportation for treatment or substituting for the primary
caregiver when they are unavailable. Put another way, secondary caregivers provide
care to the patients occasionally when primary caregivers are not available, but they do
not do it continuously or consistently. In some cases, they are only assistants to
primary caregivers. Some patients may have only primary caregivers, while others
may have both primary and secondary caregivers.

From the literature, most worldwide studies (47 in 102 studies) that
focused on family caregivers of cancer patients revealed that 53.2 - 100% family
caregivers were adult females. The average age for caregivers was between 51 and 60
years old (minimum age=17, maximum age=99). Most of them were spouses of cancer
patients who were employed and graduated from high school or had lower education.
Similarly, the National Alliance for Caregiving and AARP reported that there are 44.4
million American caregivers. Most caregivers were female adults who were 18 years
of age and older. They were married or living with a partner (62%), and most had
worked and managed caregiving for the love one at the same time (59%) (Belden,
Russonello, & Stewart, 2004). In Thailand, there were 12 in 23 studies on the cancer
caregiver population that showed that Thai family caregivers were young adult female
(31-50 years old). Additionally, Donprapeng (2006) stated that Thai studies regarding
family caregivers as well as those in many other countries revealed that 70-80% of
family caregivers were middle aged female, adult children and elderly wives. Family
caregivers in the proposed study will be defined as the family member or significant
other identified by the patient as his or her primary caregiver who provides unpaid
home care or arranges care for the patient during the advanced phase of cancer and

confirmed by the designated individual.
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2.2.2 Needs of family caregivers of patients with advanced cancer

Advanced cancer is a chronic disease that is a health problem of people
worldwide because it is the cause of loss and extreme suffering. Family members often
need to take on the role of caregiver and provide care for patients at home
(Paisalsuthidach, 2006). Although, caring for the love one with advanced cancer
always been a cherished value, it can affect the health, well-being and other roles of
family caregivers because they have to quit many activities to take care of patients
(Weinland, 2009).

Caregivers of terminal cancer patients face several stresses owing to the
patients’ multiple symptoms and their own suffering. So, caregivers have wide-
ranging needs for assistance to help them cope with their role. Many studies indicated
that knowledge and information needs were the greatest needs of family caregivers
(Docherty et al., 2008; George, 1997; Hileman, 1990; Lin & Tsao, 2004; Steele,
1994). The needs of caregivers were categorized into several domains including
information, emotional/psychological, physical, social/relationship, spiritual, and
financial needs (George, 1997; Hileman, 1990; Kim, Kashy, Spillers, & Evans, 2010;
Lin & Tsao, 2004; Parlee, 1999). Even though family caregivers of cancer patients
have a variety of types of needs, one study reported that their needs were at a moderate
level (Wannasiri, 2005). The detail of several types of needs reported from those
studies will be presented in the following paragraphs.

George (1997) and Hileman (1990) conducted a correlational study which
focused on the needs of cancer caregivers. They found that the needs of caregivers
were informational, psycho-social, physical, spiritual, and household needs.
Caregivers’ greatest needs were for information and psychological support. Moreover,
Hileman stated that caregivers living with their patients had increased personal needs,
and caregiver age was inversely related to both psychological and personal needs.
Caregiver income was inversely related to household needs. Women had more
household needs than men. Caregivers' psychological well-being, patient care,
personal, and household needs were all inversely related to the activity levels of their
patients. Similarly, the study of Steele (1994) found that caregivers of terminally ill

cancer patients had twenty-four unmet needs. They were in the categories of
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information, household, patient care, personal and psychological needs. Fifty-percent
of the unmet needs were information and patient care needs.

According to other researchers, the top five unmet caregivers needs were
concerns about cancer recurrence, accessible hospital parking, reducing stress in the
survivors’ life, having an ongoing case manager, and up-to-date information (Girgis &
Lambert, 2009). Caregivers’ unmet needs had a negative impact on both the quality of
terminal cancer care and caregivers’ workplace performance (Park et al., 2010). There
were six domains for which family members of terminal cancer patients in Taiwan
needed specific information which included the basic tenets of caregiving, the disease,
the social welfare of the patient, psychosocial issues, palliative care, and
spirituality/religion. This study indicated that information about the disease itself was
of greatest importance, with the least importance attached to spiritual and religious
information (Lin & Tsao, 2004). In a systematic review, there were thirty-four studies
from eight different countries. The findings from the review revealed that the studies
focused on caregiver knowledge-related needs, including communication, information
and education. The researchers reported that caregivers had multiple concerns and
areas of inadequate knowledge in relation to pain management including
understanding of side effects, disease progression, addiction and tolerance. Concerns
were greatest among older caregivers and those with less education (Docherty et al.,
2008).

Bee, Barnes, and Luker (2009) conducted a systematic review that
explored the practical information needs of informal caregivers who provided home-
based palliative and end-of-life care to people with advanced cancer. The findings
revealed that there were eight categories of the informational, supportive and
educational needs of caregivers undertaking home-based care. They were comprised
of: 1) medication and pain management (i.e., knowledge of pain types, assessment and
management), 2) physical symptoms and comfort (i.e., management of weakness and
fatigue, wound and skin care, symptom recognition), 3) nutrition (i.e., provision of
dietary advice, management of weight or appetite loss, feeding techniques, prevention
of dehydration), 4) personal hygiene and elimination (i.e., bathing, bowel
management, coping with incontinence, changing a catheter), 5) positioning (i.e.,

patient ambulation, lifting and handling, sorting pillows), 6) technical equipment (i.e.,
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awareness of availability, access, optimal positioning and use), 7) professional/local
support (i.e., access to night services or 24-hour support, signposting to local resources
and/or agency help), and 8) emergency measures (1.e., recognizing signs of imminent
death, knowledge of emergency measures and provision of emergency contacts).

In Thai context, there were only three in twenty-three studies of patients
with advanced cancer that focused on problems and needs of family caregivers
(Duandaw, 2004; Maneewan et al., 1994; Prechavittayakul, 2006). A phenomeno-
logical study developed by Duandaw (2004) revealed that family caregivers’ health
needs when caring for a patient who was terminally ill could be categorized into six
major themes. These themes were titled as follows: 1) wanting to take a nap, 2)
needing a helping hand, 3) finding moral support, 4) being with the patient until the
last minute, 5) being hopeful, and 6) wanting to stay healthy as a caregiver but not
being able to take time away. The second study by Maneewan and others (1994) found
that physical problems of the caregivers were decreased appetite and fatigue, and
psychological problems were mental disturbance, depression, and worry about the
patients’ survival. Moreover, they found that needs of family caregivers were to have
more knowledge of caregiving, and to have more time for decreasing their own stress.

The third Thai study of caregivers of advanced cancer patients by
Preechavittayakul (2006) found that there were 11 types of problems and obstacles
that the relatives faced in caring for advanced head and neck cancer patients receiving
radiotherapy and staying at Yensira Hostel. They consisted of 1) misunderstanding and
conflicts with the patients, 2) inability to communicate for understanding, 3) financial
and work problems which decreased moral strength, 4) patients having emergency
condition while staying there, 5) being old making it physically difficult to care for the
patients, 6) becoming sick while taking care of patients, 7) deserting the patients to go
with their own friends, 8) feeling stressed from many causes, 9) language problems
which obstructed the learning, 10) the absence of physicians to care for the patients
when the primary responsible person was away, and 11) traveling to the hospital made
the patients’ condition worse.

From the literature, it is clear that family caregivers have several kinds of
needs for caring for advanced cancer patients. Specially, knowledge and information

needs were the greatest needs of family caregivers that health care providers need to
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know and understand in order to facilitate or assist family caregivers to maintain their

role continuously.

2.2.3 Impact of caring for advanced cancer on family caregivers

From a western perspective, researchers are increasingly recognizing the
impact of cancer on family caregivers of cancer patient. Caregivers may be struggling
to find optimal coping strategies and to adjust to potential disruptions in their day-to-
day routines and activities. Despite efforts to manage care giving demands, these may
inadvertently exceed caregivers’ capabilities and result in caregivers’ feeling burdened
and exhausted (Girgis & Lambert, 2009). Many studies have documented the
negative impact of cancer on family caregivers (Kim & Spillers, 2009). The examples
of those studies will be presented below.

There were several qualitative studies that described the impact of cancer
on caregivers. For instance, one study conducted by Coristine, Crooks, Grunfeld,
Stonebridge, and Christie (2003) found that the themes of the psychosocial impact of
caring for women with advanced breast cancer were organized into six categories
including: 1) assuming the caregiving role; 2) putting caregiving for the patient with
advanced breast cancer in context; 3) the care tasks over time; 4) understanding and
managing the patient’s medical needs; 5) medical management during the terminal
stages; and 6) emotions and their consequences to the patient—caregiver relationship.
Juarez (2003) developed an ethnographic study to describe the perceptions of the
caregiving experiences and QOL among Mexican American caregivers who provided
care to patients with advanced cancer. The findings revealed that there were eight
subcategories of caregiver’s life or overall QOL. They included physical effects,
psychological effects, employment/work adjustments, best/positive aspects, difficult/
worst aspects, social effects, effect on spiritual beliefs, and caregiver needs.

Weinland (2009) conducted a phenomenological study to describe the
lived experience of African American men providing care to a relative within the
home and also explore their definition of caregiver distress. The findings revealed that
common themes included commitment, family support and formal health-related
support, spirituality, and caregiver burden (stress, time strain, and financial strain).

A phenomenological study by Doumit et al. (2008) explored the lived experience of
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Lebanese family caregivers of cancer patients. The findings revealed that there were
eight core themes describing the caregivers’ lived experience including living with
fears and uncertainty, loss of happiness, feeling of added responsibility, living in a
state of emergency, sharing the pain, living the dilemma of truth telling, disturbed by
being pitied, and reliance on God.

There were several studies that focused on the psychological impact of
cancer on caregivers including distress, strain, depression, burden, anxiety, and others.
For example, one study revealed that family caregivers of patients with cancer in an
urban Nigerian setting have a high level of caregiver burden, psychological morbidity
and financial strain (Yusuf et al., 2010). Ross et al. (2010) found that thirty-eight
percent of family caregivers of head and neck cancer survivors at 6-24 months post-
treatment reported moderate to high distress. Furthermore, there was a study that was
conducted to compare anxiety, and sleep problems in female caregivers of patients
with AIDS, dementia, and advanced cancer. The results demonstrated that caregivers
of patients with advanced cancer had higher levels of anxiety and fewer hours of
uninterrupted sleep than did caregivers in the other groups (Flaskerud, Carter, & Lee,
2000). A study by Miaskowski, Kragness, Dibble, and Wallhagen (1997) found that
family caregivers of oncology outpatients with pain reported significantly more
tension, depression, and total mood disturbance than family caregivers of pain-free
outpatients.

Weitzner et al. (1999) found that family caregivers had increased
symptoms of depression, anxiety, psychosomatic symptoms, restrictions of roles and
activities, strain in marital relationships, and diminished physical health. They also
found that between 32% to 70% of caregivers of advanced cancer patient experienced
a high level of distress or depressive symptoms. Aranda and Hayman-White (2001)
also found that the caregiver role had a negative impact on caregiver health, schedule,
anxiety, and energy. Although, caregiving could be a positive experience for family
caregivers such as caregivers feeling satisfied with their roles, family caregivers
usually faced uncertainty about the future, lifestyle changes, a sense of helplessness,
fear, loneliness, sleep problems, weight loss, anxiety, and fatigue when they took a
caregiver’s role (Parlee, 1999). A study by Iconomou et al. (2001) found that female

caregivers with low education, spouses, and those living with the patient were more
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likely to report heightened symptoms of anxiety and depression, severe impact of
caregiving on their lives, poor health and low QOL. In addition, the researchers found
in multivariate analyses that psychological distress was the sole predictor of overall
health and global QOL.

Additionally, some researchers summarized the state of knowledge about
the impact of cancer on family caregivers in review articles (Girgis & Lambert, 2009;
Klemm & Wheeler, 2005; Stenberg, Ruland, & Miaskowski, 2010). Girgis and
Lambert (2009) reviewed the state of caregivers of cancer survivors. They found that
there has been an increasing body of evidence documenting the negative physical,
financial and psychosocial outcomes associated with caregiving throughout the past
decade. Klemm and Wheeler (2005) also summarized the literature and found that
there were common physical, emotional, and psychological responses to caregiving.
Physical responses were comprised of alcohol abuse, appetite changes, back pain,
exhaustion, fatigue, gastrointestinal distress, headache, hypertension, etc. Emotional
and psychological responses consisted of alienation, anxiety, anger, depression, denial,
difficulty making decisions, fear, feeling alone, feeling trapped, feeling under-
appreciated, blame, etc. Stenberg et al. (2010) summarized that problems and
responsibilities experienced by family caregivers of cancer patients consisted of: 1)
physical, social, or emotional problems, 2) social problems and need for information,
3) responsibilities and impact on daily life, 4) emotional problems, and 5) physical
health problems and QOL.

National Family Caregivers Association (2010) summarized the findings
from research on how caregiving affected family caregivers’ health. They reported
that: 23% of family caregivers caring for loved ones for five years or more reported
their health was fair or poor, 72% of family caregivers reported not going to the doctor
as often as they should, 55% said they skipped doctor appointments for themselves.
Sixty-three percent of caregivers report having poorer eating habits than non-
caregivers, 58% indicated worse exercise habits than before caregiving
responsibilities, 20% of employed female caregivers over 50 years old reported
symptoms of depression compared to eight percent of their non-caregiving peers, 40%
to 70% of family caregivers had clinically significant symptoms of depression with

approximately one quarter to one half of these caregivers meeting the diagnostic
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criteria for major depression, and 11% of family caregivers reporting that caregiving
has caused their physical health to deteriorate.

From a literature review which focused on end-of-life cancer patients
being cared for at home, extensive international and Australian research confirmed
that caregiving can negatively affect the caregiver’s health, well-being, immune
system, risk for disease (e.g. heart disease and metabolic syndromes) and life
expectancy when compared to non-caregivers. Additionally, the physical and
psychological well-being of caregivers has been found to be interrelated with patient
psychological and physical suffering, particularly at the end of life. This affects the
caregiver’s psychological adjustment and morbidity during caregiving and in
bereavement (Wilkinson, 2010).

In Thai context, there were five studies which measured cancer’s impact
on family caregivers. The first study, focused on the health status of family caregivers
of cancer patients undergoing chemotherapy. The findings revealed that 38.9 percent
of the family caregivers developed health problems after caregiving (Phligbua, 2005).
In the second study, Kasinpila (2007) examined caregiver burden with cancer patients.
She found that caregivers’ burden in providing care varied depending upon the type of
activity. The average level of care burden perceived by caregivers was moderate. The
most burdensome caring activity had to do with the patients’ behaviors and emotions.
The final three studies, focused on stress of cancer caregivers (Chansirimongkol,
2007; Pitimana-aree, 2007; Ungwattansirikul, 2007). The findings revealed that the
mean score of family caregivers’ stress was at moderate to high level. Two types of
stress situations were stress situations related to direct care for the persons with cancer,
and stress situations related to the impact of caregiving on the family caregivers’ life.

In conclusion, advanced cancer has an impact on holism of family
caregivers including physical, psychological, social, financial, and spiritual well-
being. Family caregivers need to get help from other people and health care providers
to maintain their well-being and to be able to maintain their role as family caregivers.
To increase understanding about caregivers’ QOL, the definition, measurement, and

level of QOL in caregivers of advanced cancer will be reviewed in next session.
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2.3 QOL among Caregivers of Patients with Advanced Cancer

QOL is not a new concept. It was identified in Greek philosophy. At 384-
322 BC, the earliest definition of QOL appeared in the Nichomachean Ethics which
Aristotle wrote (Fayers & Machin, 2007). QOL is an ill-defined term. In 1947, the
World Health Organization attempted to address QOL by defining health as “not only
the absence of infirmity and disease but also a state of physical, mental, and social
well-being” (Fayers & Machin, 2007; Zhan, 1992). The term “QOL” came into
popular use in the 1960s. During this period, social scientists collected data on
socioeconomic status, education, housing, and neighborhoods as a way to evaluate
QOL (Zhan, 1992).

The assessment of QOL came into research fields and the health-related
QOL assessment became popular a decade later (Mandzuk & McMillan, 2005).
During the 1970s, QOL research which focused on subjective indicators was purported
to be the more accurate measure of QOL. In the 1980s, several theorists had proposed
gaps in theories of QOL (Fayers & Machin, 2007; Haas, 1999b; King & Hinds, 2003).
The review of the Cumulative Index to Nursing and Allied Health Literature
(CINAHL) showed that QOL was first used as subject heading in 1983. Moreover, in
this period a number of other theoretical models for QOL have been proposed. In
1994, the international professional society promoted QOL research and scientific
study of QOL relevant to health and health care throughout the International Society
for QOL Research. A multitude of concept analyses were undertaken in an effort to
engender some conceptual clarity in the late 20" century (King & Hinds, 2003;
Plummer & Molzahn, 2009).

In the proposed study, the researcher focused on QOL of caregivers of
patients with advanced cancer. Thus, definition, measurement, and level of QOL in

cancer caregivers were reviewed in this session.

2.3.1 Definition of QOL

In the past, there was no universally accepted definition for QOL. Despite
QOL being a commonly-used concept, it was often not clearly defined or understood.
From the literature, the meaning of QOL was defined in different way. Five categories

of the definition of QOL have been proposed. First, QOL was as a state of well-being
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(Haas, 1999a). Second, QOL was defined as the degree of satisfaction/ life satisfaction
(Zhan, 1992). Third, QOL was life experiences (Grant, Padilla, Ferrell, & Rhiner,

1990; Puavilai, 2000). Fourth, QOL was the impact of the disease/health (Clinch &
Schipper, 1993; Varni & Rode, 1999). Finally, QOL was an individual’s perception
(Ferrans & Powers, 1985; WHO, 1993).

Additionally, the review of QOL literature related the conceptual
components of the construct identified five categories of QOL including: a) ability to
live a normal life, b) happiness/satisfaction, c) achievement of personal goals, d)
ability to lead a socially useful life, and e) physical and/or mental capabilities (Ferrans,

1990). Furthermore, Taylor, Gibson, and Franck (2008) stated that to ensure clarity

and coherence between the concept, its measures and outcomes, the specific
perspective from which QOL was being viewed needed to be made explicit. Five

perspectives of QOL have been proposed: 1) the philosophical perspective that relates

to the nature of human existence, providing a definition of a good life, 2) the ethical
perspective that focuses on the sanctity of life, 3) the economic perspective that
equates QOL to the assessment of economic growth, gross national product and a rise
in life expectancy, 4) the sociological perspective that emphasizes the social aspect of
QOL, the relationship between individual circumstances and culture, and 5) the
psychological perspective that relates QOL to an individual’s appraisal of life and
fulfilling life goals.

There were two qualitative studies that focused on cancer caregivers’ QOL.
The first, Juarez (2003) conducted an ethnographic study to describe perceptions of
QOL among Mexican American caregivers who provided care to patients with
advanced cancer. The findings revealed that the general meaning of QOL for
caregivers of advanced cancer patients was “having the patients feel better, being
happy, and being with the family” (p.75). The second study conducted by Schachter
(1999) was a phenomenological study that described the experiences of dying cancer
patients and their family caregivers. There were five major categories of QOL for
dying patients and their family caregivers. They were comprised of social well-being,
psychological well-being, physical well-being, existential well-being, and financial

concerns.
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Kitrungrote and Cohen (2006) reported in a review article that between
1991 and 2004, most researchers did not give an operational definition of family
caregivers’ QOL because QOL was a multifaceted and intangible construct. However,
there were two studies in which researchers provided an operational definition of
QOL. First, Lee (2000) reported that “QOL was the subjective components of physical
well-being, psychological well-being, social well-being, and spiritual well-being” (p.
6). Second, Luria (2000) stated that “QOL was the subjective perception of the
positive versus negative mental, physical, and social nature of one’s life, as measured
by the Cancer QOL Inventory (CQOLI)” (p. 99).

Similarly, 51 studies that measured cancer caregivers’ QOL in 1999 to
2010 did not provide a conceptual definition of QOL among family caregivers of
cancer patients. Some researchers offered the definition of family caregivers’ QOL by
using the meaning of QOL’s measurement. For example, Awadalla et al. (2007)
measured QOL of patients with breast cancer and gynecologic cancers and their family
caregivers by using the WHOQOL instrument. They presented the WHO definition of
QOL as “individuals' perception of life in the context of the culture and value system
in which they live and in relation to their goals, expectations, standards and concerns”
in their study (p. 3). Harden et al. (2008) provided Zahn’s definition of QOL that
“Health-related QOL has been defined as an overall experience of physical, functional,
psychological and social well-being” (p. 3).

Researchers reported that QOL is a subjective and multidimensional
construct that consists of the physical, psychological, social, and financial well-being
of caregivers (Clark et al, 2006; Edwards & Ung, 2002; Ferran, 2005). Hence, the
definition of family caregiver’s QOL for this study is defined as the perceptions of
family caregivers of patients with advanced cancer related to their physical, mental,

social, and financial well-being.

2.3.2 Measurement of QOL

There are many instruments for QOL assessment. Fayers and Machin
(2007) identified three categories of QOL instruments including: 1) generic
instruments: Sickness Impact Profile (SIP), Nothingham Health Profile (NHP), Health
survey standard version (SF-36v2), EuroQoL (EQ-5D), A Patient Generated Index of
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QOL (PGI), 2) disease-specific instruments: European Organization for Research and
Treatment of Cancer QLQ-C30 (EORTC QLQ-C30), EORTC head and neck module
(EORTC QLQ-H&N35), QOL in Epilepsy QOLIE-89), Paediatric Asthma QOL
Questionnaire (PAQLQ), and 3) domain-specific Instruments: Hospital Anxiety and
Depression Scale (HADS), Short-form McGill Pain Questionnaire (SF-MPQ),
Multidimental Fatigue Inventory (MFI-20).

From the literature review, there were several measurements that were
developed specifically for cancer caregivers’ QOL such as 1) the Caregiver QOL
Index—Cancer Scale (CQOLC) developed by Weitzner, Meyers, Steinbruecker, and
Jacobsen (1996), 2) the Caregiver QOL Index (CQLI) developed by McMillan and
Mahon (1994), 3) the QOL Tool (QOLT) developed by Padilla, Ferrell, Grant, and
Rhiner (1990), and 4) the QOL Index—Cancer Version (QLI-CV) developed by
Ferrans and Powers (1985). These instruments were used to measure cancer caregivers
QOL in several studies (Carter, 2006; Deeken, Taylor, Mangan, Yabroft, & Ingham,
2003; Edwards & Ung, 2002; Lee, 2000; Luria, 2000; Ross et al., 2010; Weitzner,
Jacobsen, Wagner, Friedland, & Cox, 1999; Weitzner, McMillan, et al., 1999).
Edwards and Ung (2002) analyzed the psycho-metric characteristics of the 4 measures
(CQOLC, CQLI, QOLT, and QLI-CV) by using content analysis. They found that
there were 6 major dimensions of QOL of cancer caregivers including physical, social,
financial, psychological, caregiver burden, and family issues. Additionally, there was a
consensus that the physical, social, financial, and psychological dimensions of a
caregiver’s QOL were important, as all 4 measures addressed these dimensions.

Nevertheless, the generic measurements of QOL also were used to
measure caregiver’s QOL in many studies. This was shown by the following
examples, 1) the Medical Outcomes Study 36-Item Short Form Health Survey-MOS
SF-36 (Bakar, Yusoff, & Omar, 2008; Bergelt, Koch, & Petersen, 2008; Grov, Dahl,
Fossd, Wahl, & Moum, 2006; Kershaw, Northouse, Kritpracha, Schafenacker, &
Mood, 2004; Kim, Baker, & Spillers, 2007; Kim & Spillers, 2009; Northouse,
Kershaw, Mood, & Schafenacker, 2005; Northouse, Mood, Montie et al., 2007;
Wagner, Bigatti, & Storniolo, 2006; Weitzner et al., 1999), 2) MOS SF-12 (Fleming et
al., 2006; Harden et al., 2008; Hodgkinson et al., 2007; Kershaw et al., 2008; Kim et
al., 2010; Kim & Spillers, 2009; Northouse, Mood, Schafenacker et al., 2007), 3) the
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Functional Assessment of Chronic lllness Therapy Scale-FACT (Northouse et al.,
2005; Northouse et al., 2002; Northouse, Mood, Montie, et al., 2007; Northouse,
Mood, Schafenacker, et al., 2007), and 4) the WHO-QOL- Brief (Alptekin et al., 2009;
Awadalla et al., 2007; Chang, Tsai, Chang, & Tsao, 2007; Hacialioglu et al., 2010).
From 51 studies on cancer caregivers’ QOL reviewed for this chapter, the
most common measurement of QOL was MOS SF-36 and CQOLC, respectively. All
of these instruments were developed with a western perspective. It is still questionable
whether they are relevant for measuring QOL of cancer caregiver in Thai culture.
Moreover, the construct validity of the CQOLC was different across Korean,
Taiwanese, Turkish and American culture (Bektas & Ozer, 2009; Edwards & Ung,
2002; Ozer, Firat, & Bektas, 2009; Rhee et al., 2005; Tang, Tang, & Kao, 2009). It
may also overlap with some factors in the proposed study such as caregiver burden.
There was only one instrument that was used in Thai cancer caregiver studies
(Chansirimongkol, 2007; Pitimana-aree, 2007; Ungwattansirikul, 2007). It was the
QLI-CV developed by Power and Ferran (1985) and modified into Thai version by
Sirapo-ngam, Putwatana, and Sitthimongkol (1999). Its validity and reliability was
adequate. The Cronbach’s alpha of it from previous studies was .94 - .96
(Chansirimongkol, 2007; Pitimana-aree, 2007; Ungwattansirikul, 2007). However, this
instrument may not appropriate for using in this study because it was modified from
the origin version with adding seven items and not used back translation. So, the
researcher modified this instrument into Thai version by using the same wording of

the Thai version of the QLI-cardiac version I'V to use for collecting data in this study.

2.3.3 Level of QOL among caregivers of patients with advanced
cancer

Several studies demonstrated that caregivers of cancer patients perceived a
low or fair level of QOL (Chansirimongkol, 2007; Gaston-Johansson et al., 2004;
Iconomou et al., 2001; Lee, 2000; Pitimana-aree, 2007; Ungwattansirikul, 2007).
Gaston-Johansson et al. (2004) studied QOL in primary caregivers of patients with
breast cancer undergoing autologous bone marrow transplantation. The findings
revealed that the mean QOL scores of caregivers were a low level. Similarly,

Iconomou et al. (2001) studied impact of cancer on Greek primary caregivers of
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patients receiving radiation therapy. They found that Greek primary caregivers had the
relatively low scores for global QOL.

On the other hand, the results of Lee’s study (2000) revealed that primary
caregivers of patients with cancer receiving home palliative care services perceived
moderate QOL. Kim and Spillers (2009) also found that family caregivers of cancer
patients at 2 years after the diagnosis reported normal levels of QOL after 2 years
post-diagnosis. Moreover, three studies were conducted in Thailand examined
caregivers of patients with several stage of cancer receiving radiotherapy, surgery, and
chemotherapy. The findings from these theses revealed that Thai family caregivers
perceived a fairly good level of QOL (Chansirimongkol, 2007; Pitimana-aree, 2007;
Ungwattansirikul, 2007).

The findings of studies also have shown that caregivers who had different
characteristics had differences in level of QOL. For instance, caregivers of cancer
patient had a poorer global QOL than caregivers of non-cancer patients (Kershaw et
al., 2008; Luria, 2000; Ross et al., 2010; Scherbring, 2002), family caregivers of
patients receiving palliative care had lower QOL scores than those receiving curative
treatment (Weitzner et al., 1999). In contrast, family caregivers of outpatients with
breast cancer and gynecologic cancers had higher QOL scores than general population
groups (Awadalla et al., 2007), family caregivers of cancer patients who were post-
treatment had higher QOL than those of cancer patients undergoing active treatment
(Ross et al., 2010), Additionally, a study found that mean score of physical domain of
QOL in family members was similar to the mean score of that in the normal
population, but their mental domain score was worse than the mean in the normal
population (Northouse et al., 2002).

Commonly, cancer survivorship was composed of three phases including:
1) acute phase (covering from diagnosis to the completion of initial treatment),
2) extended phase (beginning with the completion of initial treatment for the primary
disease, remission of disease, or a phase of watchful waiting), and 3) permanent phase
(evolved from extended disease to free survival with no moment of cure) (Mullan,
1985). Kim and Given (2008) reviewed literature on the QOL of family caregivers in
different survivorship phases. They reported that the QOL of family caregivers of

patients with cancer varied along the trajectory of illness. The middle- to long-term
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survivorship phases included remission, recurrence, palliative care, and end-of-life
phases. They reported that caregivers of patients with advanced cancer had poorer
QOL than cancer patients (Kim & Given, 2008). They also stated that caregivers’
QOL was examined less than psychological distress aspects during the advanced
phase. Although cancer has an effect on various aspects of the family caregivers’ QOL
throughout the illness trajectory, studies that examined aspects of the QOL of cancer
caregivers were sparse.

In sum, there were several instruments to measure QOL. The study
findings indicated that the QOL varies according to characteristics of family
caregivers and according to the phases of cancer. Reviewing the definition of
caregivers’ QOL and instruments to measure QOL will assist health care providers or
the researcher to understand the concept of family caregivers’ QOL clearly. Therefore,
this study examined the QOL among Thai family caregivers of patients with advanced
cancer and explored factors that influence the QOL in this population. Next section

presents the literature regarding factors that related to caregivers’ QOL.

2.4 Factors Related to QOL among Family Caregivers of Patients

with Advanced Cancer

This section will present the evidence of studies on caregivers’ QOL and
also indicate the factors that are related to QOL among caregivers of patients with
advanced cancer. The literature review has been done through an electronic database
and manual searching from 1990 to 2010. From the search, 51 out of 206 studies were
identified that assessed QOL of cancer caregivers and related factors and another 140
studies focused on several concepts that related to psychological impact of caring for
cancer patients such as distress, stress, and needs of caregivers. These 51 studies
consisted of 44 published articles (86.3%) and 7 dissertations/theses (13.7%). Most
studies were descriptive-correlational design (41 studies = 80.4%) and the others were
intervention studies (7 studies = 13.7%), qualitative studies (2 studies = 3.9%), and
mixed method study (1 study = 2%).

Thirty-two of the fifty-one studies (62.7%) were conducted in the United

State of America or Canada. Seven of the fifty-one studies (13.7%) were performed in
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European countries. Eleven of the fifty-one studies (21.6%) were performed in Asian
countries including Thailand and only one study (2.0%) was conducted in Australia
(Hodgkinson et al., 2007). Although, there were multiple factors influencing QOL
among caregivers of patients with advanced cancer, in this study the researcher will
focus only on the selected variables that correspond with the stress process model, and
the literature review. The review identified five main categories of factors associated
with QOL among caregivers of advanced cancer patients. These five factors were
characteristics of caregivers, caregiver burden, family hardiness, coping and social

support.

2.4.1 Characteristics of caregivers

Based on the stress process model of Pearlin et al. (1990), characteristics
of caregivers are the background and context that are associated with caregivers’
QOL, an outcome of stress events. Several studies that examined the relationship
between characteristics of caregivers and QOL were presented in the following
section.

Previous studies on cancer caregivers indicated that caregivers’ age was
associated with QOL of caregivers and it was a significant predictor of caregiver’s
QOL. For example, Kershaw et al. (2008) and Kim, Carver, et al. (2010) found that
older caregivers reported lower physical QOL of the caregivers (r = - .24, p < .05 and
r = -37, p < .001, respectively). Likewise, a study of Alptekin et al. (2009) and
Rivera-Navarro et al. (2009) found that caregivers’ age had negative relationship to
QOL among primary caregivers of cancer patients. On the other hand, caregivers who
were older had significantly higher physical QOL scores than those who were younger
(Awadalla et al., 2007); partners of prostate cancer patients who were older had better
QOL (p <.001; Song et al., 2010).

A research study that focused on the influence of developmental life stage
on QOL among patients with prostate cancer and their partners was developed by
Harden et al. (2008). The findings revealed that the spouses in the middle age group
(5064 years old) had better physical QOL than spouses in the old-old group (75-84
years old) but not better than spouses in the young-old age group (65-74 years old).
As well as, Kim and Spillers (2009) and Kim, Spillers and Hall (2010) found that
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caregivers’ age was one of the significant predictors of caregivers’ QOL. Moreover,
Northouse et al. (2002) found that the family members’ age was positive related to
their SF-36 mental summary scores (r = .15, p <.05) and negative related to their SF-
36 physical summary scores (r = -.17, p < .05). Although, family member age had
significantly positive relationships with family QOL (r = .40, p < .001), it was not
statistically significant predictors of caregivers’ QOL (Luria, 2000).

There was evidence to confirm that QOL of cancer caregivers varied
according to gender of family caregivers. Male caregivers had significantly higher
QOL scores than female caregivers (p < .01) (Alptekin et al.,2009; Awadalia et al.,
2007; Bakar et al., 2008; Bergelt et al., 2008; Iconomou et al. (2001). In contrast,
Luria (2000) found that caregiver’ gender was not statistically significant predictors of
caregivers’ QOL. Caregivers’ education also correlated with caregiver’s QOL.
Caregivers who had high school education had higher QOL scores (p < .01) (Awadalla
et al.,, 2007; Tang, 2009). Family members who had higher education reported lower
mental QOL (r = - .11, p < .05; Northouse et al., 2002) but Luria (2000) found that
education level of caregiver was not statistically significant predictors of caregivers’
QOL.

Furthermore, caregivers’ income and the types of relationship between
caregivers and patients with cancer were associated with caregivers’ QOL. Luria
(2000) found that higher family income had a significant positive relationship with
higher family QOL (r = .32, p <.001). Song et al. (2010) found that partners of prostate
cancer patients who had higher family income also had a better QOL (p < .05). Kim &
Spillers (2009) found that caregivers’ higher income was one of the significant
predictors of caregivers’ QOL at 2 years post-diagnosis. Sherman, et al. (2006) and
Awadalla et al. (2007) found that the relationship between patients and caregivers
significantly associated with QOL of cancer caregivers. Additionally, Lu et al. (2010)
found that overall spousal relationship with patients had the strongest positive
association with caregiver’s QOL.

The research findings also revealed that caregiver’s QOL varied according
to their marital status and employment status. The QOL’s scores of married caregivers
were lower in all domains except the social domain than those of unmarried caregivers

(Alptekin et al., 2009). In contrast, Awadalla et al. (2007) found that the caregivers
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who were married had higher caregiver QOL scores (p < .01). For the relationship
between the work status and caregivers’ QOL, Alptekin et al. (2009) found that the
QOL’s scores of employed caregivers were higher in all domains than the scores of
unemployed caregivers. In contrast, Luria (2000) found that the marital status, and
employment status of caregivers were not statistically significant predictors of
caregivers’ QOL.

From the studies presented above, several characteristics of caregivers
emerged that were related to caregivers’ QOL. Those variables will be selected for
testing the stress process model and predicting QOL among family caregivers of
patients with advanced cancer. The variables that will be selected for the hypothesized
model of predicting caregivers’ QOL were based on the research evidence on cancer
caregivers and the compatibility with the SPM. These characteristics are caregivers’
age, education, and income. The relationship of these factors to caregivers’ QOL are

presented in the hypothesized model (Figure 1.3)

2.4.2 Caregiver burden

Caregiver burden is one of the most common variables assessed in
caregiving or caregiver research, both as a predictor and as an outcome. It has been
given different meanings, depending on the rationale of the users (Braithwaite, 1992;
Montgomery, Stull, & Borgatta, 1985). From the literature, the concept of burden and
the concept of caregiver burden were usually used interchangeably. The concept of
burden was used to refer to the subjective perceptions of caregivers related to the
degree of problems experienced in relation to the patient’s specific impairments
(Schene, 1990). Caregiver burden has been defined as ‘‘a multidimensional bio-
psychosocial reaction resulting from an imbalance of care demands relative to
caregivers’ personal time, social roles, physical and emotional states, financial
resources, and formal care resources given the other multiple roles they fulfill”
(Given, Kozachic, Collins, Devoss, & Given, 2001, p. 679-680).

There were several studies on cancer caregivers that described the
definition of caregiver burden. For instance, “caregiver burden refers to people's
emotional response to the changes and demands of giving support to another” (p.2)

(Higginson & Gao, 2008). In a phenomenological study by Weinland (2009), the
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researcher stated that “caregiver burden was conceptualized by the informal
caregivers’ reaction resulting from an imbalance of care demands related to personal
time, social roles, physical and emotional states, and financial resources given the
other multiple roles they are expected to fill” (p.17). The results of this study revealed
that one of the four common themes of the lived experience of caregivers of African
American men was caregiver burden that referred to stress, time strain and financial
strain.

Caregiver burden in the proposed study refers to the subjective perceptions
of caregivers about personal strain and role strain. From the literature, there were
thirty-six studies that measured caregiver burden reported by cancer caregivers. The
most common measurement of caregiver burden was Caregiver Reaction Assessment
(CRA) developed by Given et al. (1992; 12 studies), the Zarit Burden Interview (ZBI)
developed by Zarit, Reever, and Bach-Peterson (1980; six studies) and the Caregiving
Burden Scale (CBS) developed by Oberst, Hughes, Chang, and McCubbin (1991; four
studies), respectively. There were only four in thirty-six studies which measured
caregiver burden in Thai culture. They used the ZBI (Tamtup, 2004) and the CBS
(Cheewapoonphon, 1998; Kasinpila, 2007; Wannasiri, 2005) to measure caregiver
burden of Thai family caregivers of cancer patients.

From the literature, the average level of caregiver burden perceived by
caregivers was from moderate to high (Barg et al., 1998; Cheewapoonphon, 1998;
Chen et al., 2009; Kasinpila, 2007; Papastavrou et al., 2009; Scherbring, 2002; Wan-
nasiri, 2005). Moreover, cancer caregivers perceived greater levels of physical burden
than other caregivers (Kim & Schulz, 2008) and spousal caregivers experienced
greater burden when a family member was near death than did non-spousal caregivers
(Doorenbos et al., 2007). On the other hand, a study in 148 partners of newly
diagnosed colorectal cancer patients who recently underwent surgery over a 6-month
period found that the mean scores of overall caregiver burden were small or had no
change over time (Nijboer et al., 2000). Additionally, there were no differences
between caregivers of advanced cancer patients receiving the multidisciplinary
intervention compared to the caregivers not receiving the intervention and caregiver
burden essentially remained unchanged over the 6-month duration of the study (Clark

et al., 2006). The mean score of caregiver burden perceived by 89 caregivers of
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women with advanced breast cancer receiving care (measured by using the Zarit
Burden Inventory) did not significantly change in the period of the entire palliative
care (p = .45; Grunfeld et al., 2004) .

From the findings of previous studies, caregiver burden as a primary
subjective stressor was found as a negative contributor to QOL among caregivers of
patients with advanced cancer (Gaston-Johansson et al., 2004; Wagner et al., 2006).
Gaston-Johansson et al. (2004) studied the effects of burden on QOL in primary
caregivers of patients with breast cancer undergoing autologous bone marrow
transplantation. The results showed that subjective burden had the highest correlation
with total QOL (r = —.42, p < .01), and objective burden had the highest correlation
with health subscale of the QOL (r = .48, p < .001). Caregivers who perceived higher
burden had lower QOL. In the same way, Wagner et al. (2006) studied QOL among
husbands of women with breast cancer (HBC). The results showed that less caregiver
burden related to higher QOL in HBC.

Furthermore, caregiver burden has been related to other factors including
caregiver characteristics, coping and social support perceived by cancer caregivers. In
regard to caregiver characteristics, older caregivers reported lower subjective burden
(r =—-27, p <.01) and it was one of the significant predictors of subjective burden
(Gaston-Johansson et al., 2004). Likewise, a study by Gaugler et al. (2005) revealed
that caregiver’s age had a significant negative association with role overload,
a primary subjective stressor in the SPM (r = - .20, p < .05). Caregivers’ age can be
a significant risk factor or protective factors for caregiver strain depending on the age
of the caregivers. Older caregivers reported lower strain than younger caregivers
(Townsend et al., 2010).

Female caregivers and patient’s lower gross family income predicted
higher financial burden (F = 6.159, p = .0007) and accounted for 28% of the variance
(Sharpe et al., 2005). Spouses of patients with cancer at the end of life reported
virtually no burden (mean = 1.6), whereas non-spouses (mean = 2.0) and adult
children (mean = 2.8) reported considerably more feelings of burden. Female
caregivers reported a stronger burden (mean = 2.4) than male caregivers (mean = 1.9)
(Given et al., 2004). In contrast, Yusuf et al. (2010) found that male caregivers were

more likely to experience high burden (y * = 5.20, p = .028).
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Papastavrou el al. (2009) found that caregivers who had lower income, and
education were the most important predictors of burden. A study by Francis,
Worthington, Kypriotakis, and Rose ( 2010) revealed that caregivers’ age, gender,
income, living arrangement, and religiosity correlated with caregiver burden in the
early treatment phase for late-stage cancer. Older caregivers had lower scheduling
burden (r = —.052, p <.01). Women reported more health burden than did men (r =
924, p<.01). Higher income caregivers reported lower financial strain (r = —.531,
p<.001) and less family abandonment (r = —.278, p<.05).

There was research evidence to confirmed that coping has also been
a factor related to caregiver burden. Pearce et al. (2006) investigated the relationship
between religious coping (RC), mental health and the caring experience among 162
informal caregivers of patients with terminally ill cancer. The findings revealed that
caregivers who had greater use of positive RC reported greater caregiving burden (p =
0.21). Similarly, Papastavrou el al. (2009) found that caregivers who perceived high
burden used different coping strategies (p < .001) than those who reported low burden.

Social support is another factor related to caregiver burden. Yusuf et al.
(2010) found that high level of caregiver burden reported by poor caregivers of
patients with cancer in an urban African setting related significantly to the absence of
financial support (3 > = 9.30, p = 0.003). A study by Sharpe et al. (2005) showed that
low available support perceived by caregivers of patients with advanced cancer
predicted negative aspects of caregiver burden. Chen et al. (2009) also found that
family caregivers’ social support was the major predictor of caregiver burden.
Additionally, social support, and emotion-focused coping significantly predicted
mental health QOL of husbands of women with breast cancer (Gaston-Johansson et
al., 2004).

From previous studies, it is suggested that there was the relationship
between caregiver burden, a subjective primary stressor and caregivers’ QOL.
Additionally, there was evidence that strongly supported the relationship between
caregiver burden and other factors including caregiver’s characteristics, coping, and
social support in the SPM. Thus, caregiver burden is one of the factors that effects on

cancer caregivers’ QOL in this study.
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2.4.3 Family hardiness

Hardiness is a construct that was developed by Kobasa (Kobasa, 1979;
Kobasa, Maddi, & Kahn, 1982). Kobasa defined the meaning of individual hardiness
that referred to the personal characteristics of individuals which composed of
commitment, control and challenge. Hardiness has function as protective factors of
stress or a resistance resource when individual faced with stressful life event. Kobasa
(1982) also described the detail of each characteristic that ““ a) the belief that they can
control or influence the events of their experience, b) an ability to feel deeply involved
in or committed to the activities of their lives, and c) the anticipation of change as an
exciting challenge to further development” (p. 3). Moreover, Wheaton (2010) stated
that hardiness was one of the personal resources in the current version of the SPM.

M. A. McCubbin, McCubbin, and Thompson (1996) defined the family
hardiness as “the internal strengths and durability of the family unit and is
characterized by a sense of control over the outcomes of life events and hardships,
a view of change as beneficial and growth producing, and an active rather than passive
orientation in adjusting to and managing stressful situations” (p. 239). McCubbin et al.
developed the family hardiness index (FHI) in 1986 to measure the characteristics of
hardiness as a stress resistance and adaptation resource in families, and a facilitator of
family resiliency adjustment and adaptation over time. The developing of The FHI
was guided by the concept of individual hardiness developed by Kobasa (1979). In the
proposed study, family hardiness is defined as family caregivers’ perception of family
resources including 3 domains: commitment, challenge, and control.

From the literature, the researcher found that there were two types of
hardiness including individual hardiness and family hardiness. Family hardiness is
used to represent the general atmosphere of the interaction of the family unit
(McCubbin & Thompson, 1991). In this study, the researcher focused on family
hardiness because taking care of patients with advanced cancer had to use three of
family resources including commitment, challenge, and control.

A literature review has been performed in order to find the evidence that
supports the relationship between family hardiness and cancer caregivers’ QOL and

other factors. The review indicated a scarcity of studies on family hardiness of cancer
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caregivers. However, studies focused on family hardiness of other population were
included in the review and reported in the following section.

Clark (2002) stated that individuals who had hardiness were people who
had high levels of commitment to their lives, a sense of control, and a perception of
change as a positive challenge. Clark also summarized past research and found that
hardiness was related to better outcomes in stressful situations. H. 1. McCubbin,
Thompson, and McCubbin (1996) stated that caregivers who perceived a high level of
family hardiness had four characteristics for caring for their love ones including co-
oriented commitment, confidence, challenge, and control.

Although, the concept of family hardiness is associated with the positive
outcomes of caregiving, there were only few studies that explored family hardiness in
cancer caregivers and others. These were the examples of the studies focused on
family hardiness of caregivers. A study that assessed QOL among patients with breast
cancer and their family members within 1 month after recurrence found that more
social support, and family hardiness had a positive effect on QOL. The family
hardiness of family members significantly correlated with both their mental (r =.23, p<
.05) and physical QOL (r = .28, p< .05; Northouse et al., 2002). A study by Han et
al.(2006) explored family functioning and QOL among 137 family caregivers of
patients with cancer. Results showed that the family’s sense of coherence, hardiness,
and family resources were factors that had a significant effect on the QOL of the
family caregiver caring for a cancer patient. Moreover, a research by Mellon and
Northouse (2001) revealed that family hardiness had a significant positive relationship
to family QOL (r=.37, p <.001).

Clark (2002) conducted a cross-sectional study that focused on the effects
of individual and family hardiness on depression and fatigue in 67 caregivers of
disabled older adults including hypertension, cerebrovascular disease, Alzheimer’s
disease, and arthritis. The results showed that caregivers who reported low individual
and family hardiness had more depression than those who reported high individual and
family hardiness. One study examined the relationship between psychological
hardiness and coping outcomes in cholangiocarcinoma patients showed that the
patients perceived a moderate level of overall psychological hardiness (mean = 121.2,

S.D. = 11.41), a high level of commitment and challenge (mean = 20.2, S.D. = 2.08
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and mean = 56.9, S.D. = 5.61, respectively), and a moderate level of control (mean =
44.0, S.D. = 6.21). Overall psychological hardiness, commitment, control, and
challenge had a significant positive association with coping outcomes among the
patients (r = .46, p< .001, r = .19, p = .030, r = .45, p< .001, r = .32, p< .001,
respectively; Sorasit, 2005).

Nicholas and Leuner (1999) conducted a study examining the rela-
tionships among hardiness, social support and health status in older African-American
and Anglo-American adult. They found that more hardiness had a significant
association with more social support (r = .41, p <.01), better perceived health status
(r=.78, p<.001), increasing age (r = .32, p =.002), and low income (r = -.26, p = .02).
Social support also had a significant relationship with better perceived health status
(r =.66, p <.001), increasing age (r = .61, p<.001), and higher income (r = .43, p =
.01). Older Anglo-American adults had significantly higher scores on hardiness and
older African-American adults had significantly higher scores on social support.

In Thai context, there was only one study that examined the family
hardiness in cancer caregivers. Tamtup (2004) studied the effect of perceived family
hardiness on subjective burden among caregivers of head and neck cancer patients
recetving radiotherapy. The findings revealed that the mean of family hardiness score
reported by caregivers was 38.2 (S.D. = 9.52, range 21-58, total score = 66). Family
hardiness had a significant negative correlation with subjective burden (r = -.61, p <
.01). Family hardiness predicted subjective burden (R’ = .376, p< .01). Perceived
family hardiness and depression in patients explained 42.7% of the variance in
subjective burden of caregivers.

However, there were two Thai studies that explored the relationship
between hardiness and QOL among cancer patients. One study examined the
relationship between hardiness and QOL among 63 women with cervical cancer
undergoing radiotherapy and chemotherapy. The researcher found that the mean score
hardiness and QOL perceived by the patients were high. The hardiness had
a significant positive relationship to the QOL of the patients (r= .60, p < .01)
(Sangatid, 2003). A second study examined the effects of age, education, feminine-
hardiness, and social support in predicting QOL among 117 women after

hysterectomy. Findings revealed that education, feminine-hardiness, and social
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support significantly correlated with the QOL of the patients (r = .22, .22, and .38, p <
.05, respectively; Sayoungkul, 2007).

Moreover, there were two studies that examined the correlation between
hardiness and social support of patients and family members. First, a descriptive study
that examined the relationship between hardiness, social support and self-care
agencies among 377 elderly who lived in the two provinces in Thailand. The findings
revealed that personal hardiness of the elderly was at a high level but social support
was at a moderate level. Additionally, there was a significantly positive correlation
between hardiness and self-care agencies (r = .73, p < .01). Hardiness and social
support significantly predicted self-care agencies (Kulwai, 2009). Second, the
researcher stated that hardiness was a personal factor that advantaged to family
members of cardiac patients in coronary care unit. This study explored hardiness and
stress of family members of cardiac patients who were admitted in coronary care unit.
The results showed that 51.43 percent of the family members perceived a low level of
hardiness and 71.43 percent of them perceived a moderate level of stress (Onphu,
2002).

Even though, there were few studies that supported the relationship
between family hardiness and caregiver’s QOL, family hardiness and caregiver
burden, and family hardiness and social support, it is important to explore family
hardiness in this study because it is one of the internal resources among family
caregivers who need to cope with stressful situations while taking care of their love
ones with cancer. If these relationships are confirmed in Thai culture, they will

contribute the new knowledge for health care provider and family caregivers.

2.4.4 Coping

In the stress process model developed by Pearlin and colleagues (1990),
coping and social support were described as a buffering effect to stressors through
direct and indirect pathways. From the literature review, there was no study to test
them as a mediator in the family caregiver population. Pearlin (1999) stated that
“coping refers to the behaviors that individuals employ in their own behalf in their
efforts to prevent or avoid stress and its consequences” (p.403). Lazarus and Folkman

(1984) used a definition of coping that was a “constantly changing cognitive and
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behavioral effort to manage specific external and/or internal demands that are
appraised as taxing or exceeding the resources of the person” (p. 141). Two specific
coping strategies are problem-focused coping and emotion-focused coping. In the
proposed study, coping is defined as constantly changing cognitive and behavioral
efforts to manage the stress caused by caring for a family member with advanced
cancer.

From the studies that were reviewed, there were several factors that related
to coping of cancer caregivers. A mix-method study focused on factors that influenced
family caregiver coping. The qualitative findings revealed that there were five factors
that influenced caregivers’ ability to cope including 1) the caregiver’s approach to life,
2) the patient’s illness experience, 3) the patient’s recognition of the caregivers’
contribution to their care, 4) the quality of the relationship between the caregiver and
dying person, and 5) the caregiver’s sense of security. The quantitative findings
showed that the three most prominent ways of coping reported by the caregivers in this
study were: 1) planful problem-solving, 2) seeking social support, and 3) self-
controlling (Stajduhar et al., 2008).

A study by Wagner et al. (2006) showed that higher use of emotion-
focused coping was associated with lower role physical (r = -.34, p < .01), lower
general health (r = -.27, p < .05), lower vitality (r = -.24, p < .05), lower social
functioning (r = -.24, p < .05), lower role-emotional (r = -.30, p < .01), and lower
mental (r =-.37, p <.01) QOL. Higher use of problem-focused coping was associated
with lower role physical (r = -.25, p<0.05), and lower social functioning (r = 0.24, p<
.05) QOL. Social support, and emotion-focused coping significantly predicted mental
health QOL of breast cancer patients’ husbands. This was consistent with a study by
Kershaw et al. (2008). They found that use of avoidant coping among the spouses of
prostate cancer patients had a significant negative correlation with mental QOL of the
caregivers (r =-.39, p <.05).

Carter and Action (2006) examined the relationships between coping,
depression and sleep in 51 adult caregivers of patients with cancer. The findings
revealed that caregivers’ use of less functional coping strategies had a significant
positive association with caregiver depression (r = .66, p = .001). A study of Kershaw

et al. (2004) indicated that male and female caregivers had significantly different
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profiles of coping. Family caregivers who used more avoidant coping were less
educated (r = -.23, p <. 05), and had lower mental QOL (r = -.34, p > .01). The use of
more avoidant coping by family caregivers was related to their lower mental QOL.
Family caregiver active coping did not relate to mental QOL scores. Family caregiver
coping also was not significantly related to family caregivers’ physical QOL.

Fitzell and Pakenham (2009) examined relations between stress and
coping predictors and negative (distress) and positive (positive affect, life satisfaction,
positive states of mind, health) adjustment outcomes in 622 caregivers of colorectal
cancer. They found that the caregivers who used avoidance and used substance coping
were inversely related to life satisfaction (r = -.20, and -.19, p>.05, respectively).
Steele (1994) found that there was a significant difference in coping strategies used by
men and women caregivers of terminally ill cancer patients (u = 22.5, p = .05).
Evasive coping strategies were more effective for male caregivers than for female
caregivers. Caregivers who had higher education used confrontive coping more
frequently than caregivers who had less education (r = .46, p = .04). Caregivers with
higher incomes used confrontive strategies more frequently and more effective than
caregivers with lower incomes (r= .55, p = .01). Younger caregivers used emotive
coping more frequently than older caregivers (r = - .45, p = .05).

A study by Pearce et al. (2006) investigated the relationship between
religious coping, mental health and the caring experience among 162 informal
caregivers of patients with terminally ill cancer. They found that more use of negative
religious coping strategies was related to poorer QOL. Papastavrou el al. (2009) found
caregivers who perceived high burden were significantly different in the use of coping
strategies (p < .001). Bigatti et al. (2010) study revealed that lower escape-avoidance
coping (r = —.321, p< .01), lower distancing coping (r = —.360, p< .01), more seeking
support coping (r = .243, p < .05), and accepting responsibility coping (r = —.347, p <
.01) were significantly associated with higher social support perceived by husbands of
women with breast cancer. Escape-avoidance coping was a mediator between social
support and depression in husbands of patients with breast cancer.

A study of Mccoll, Lei, and Skinner (1995) revealed that the perceived
availability of social support at one month had a direct positive effect on coping at

four months, and social support at four months had a negative effect on coping at 12
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month in patients with spinal cord injury. Greenglass, Fiksenbaum and Eaton (2006)
also found that social support was positively associated with proactive coping in the
elderly. A study of Lian and Geok (2006) indicated that there was a significant
positive relationship between perceived social support and coping capability in
young adult.

There were four Thai studies that explored the coping of cancer caregivers
(Chansirimongkol, 2007; Oiemhno, 2003; Pitimana-aree, 2007; Ungwattansirikul,
2007). The findings revealed that the most common coping styles used by family
caregivers were confrontive coping, palliative coping and emotional coping,
respectively. Moreover, the majority of coping strategies used by the spouses of breast
cancer patients included seeking social support, planful problem solving, and positive
reappraisal. Coping and social support accounted for 17.7 % of the variance of
perceived QOL in family caregivers of person with cancer receiving chemotherapy

after adjusting the effect of caregiver age and duration of care.

2.4.5 Social support

For the construct of social support, McCubbin and colleagues (1996)
stated that past research has focused on the significance of social support as a buffer
against family crisis factors or as a mediator of family stress. Pender, Murdaugh, and
Parsons (2011) presented the definition of social support that is “a network of
interpersonal relationships that provide psychological and material resources intended
to benefit an individual’s ability to cope” (p.219). Pender and colleagues also stated
that social support was perceived (emotional support) and tangible (supportive acts).
There were four types of social support including 1) emotional support which referred
to the demonstration of caring, empathy, love, and trust, 2) instrumental support which
consisted of tangible support or actions, 3) informational support which provided
advice or suggestion for individuals to cope with stressful event, and 4) appraisal
support which provide constructive feedback that is useful for self-evaluation. Turner
(2010) stated that there was evidence to support for testing to the direct and stress
moderating significance of social support in relation to physical and mental health. In
the proposed study, social support will refer to caregivers’ perception of emotional

support, informational support, and tangible support from three sources: 1) family
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members, 2) friends, and 3) health care professionals. The review indicated a scarcity
of studies on social support of cancer caregivers. However, the studies focused on
social support of other population were included in the review and reported in the
following section.

A research study that examined potential predictors of partners’ QOL
found that social support reported by both male and female partners correlated with
partner’s mental QOL (Bergelt et al, 2008); caregivers’ social support had
a significant positive relationship to caregivers’ QOL (r= .49, p <.001;r = .37, p<.01;
Mellon & Northouse, 2001; Tang, 2009). This was consistent with a study of Wagner
et al. (2006) that showed that higher social support was correlated with better mental
health QOL among husbands of women with breast cancer (r = .34, p< .01). Fitzell
and Pakenham (2009) examined relations between stress and coping predictors and
negative (distress) and positive (positive affect, life satisfaction, positive states of
mind, health) adjustment outcomes in 622 caregivers of colorectal cancer. They found
that the caregivers who used avoidance and used substance coping were inversely
related to life satisfaction (r = -.20, and -.19, p >.05, respectively). Moreover, a study
by Scherbring (2002) found that caregivers who were not married were more likely to
perceive greater family support than married caregivers. Furthermore, the research
findings revealed that social support had a significantly negative relationship to
caregiver burden in 120 spouses of people with lung cancer. (r = -.43, p < .001; Kim,
Duberstein, Sorensen, & Larson, 2005) and perceived lower social support was
a significant predictor of more depression and anxiety in the caregivers of women with
ovarian cancer (Price et al., 2010).

In Thai culture, there were three studies that examined the relationship
between social support and QOL of cancer caregivers (Chansirimongkol, 2007;
Oiemhno, 2003; Pitimana-aree, 2007; Ungwattansirikul, 2007). The results showed
that the mean score of social support was at a moderate level. The biggest source of
support the family caregivers received was from their family members in the forms of
emotional support, and service and tangible support. The type of social support used
most often by the caregivers was informational support, emotional support, and

acceptance and valuable support, respectively. Social support and the stress level
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accounted for 12.8 % of the variance of perceived QOL in caregivers of surgical
oncology patients after adjusted for the effect of age and education level.

In conclusion, this section of the review showed that the factors that
possibly influence caregivers’ QOL and its related concepts as caregiver’s
characteristics (i.e. age, education, and income), caregiver burden, family hardiness,
coping and social support. Even though, the literature review manifested that there was
the association between those factors and caregivers’ QOL, the causal relationship
among those factors to caregiver’s QOL was not tested in Thai context. Hence, this
study is developed to examine the causal relationship between those factors and QOL

among caregivers of patients with advanced cancer.

2.5 Conclusion

This chapter has presented the literature review on the topic of advanced
cancer and its impact on patients, family caregivers of patients with advanced cancer,
QOL among caregivers of advanced cancer patients, and factors related caregivers’
QOL. This empirical evidence supported the appropriateness of the factors that were
selected to predict the QOL in this study including caregiver’s age, caregiver’s
education, caregiver’s income, caregiver burden, family hardiness, coping, and social
support.

Moreover, the review pointed out that caring for advanced cancer patients
has an effect on the QOL of family caregivers. It is very important to understand the
factors influencing QOL of family caregivers of patients with advanced cancer in
order to develop interventions to improve caregivers’ QOL. However, there are the
gaps in knowledge regarding QOL of family caregivers of patients with advanced
cancer in Thai context. No study of causal relationships between caregiver’s
characteristics (i.e. age, education, and income), caregiver burden, family hardiness,
coping, social support and caregiver’s QOL guided by the stress model developed by

Pearlin and others which has never been tested in cancer caregiver in Thailand.
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Therefore, the proposed study will fill these knowledge gaps by testing the
causal relationship between caregiver’s characteristics (i.e. age, education, and
income), caregiver burden, family hardiness, coping, social support and caregiver’s
QOL based on the stress process model. The findings from this study will improve
understanding of caregiver’s QOL and its contributing factors and enable researchers
to develop an appropriate intervention program to improve QOL among caregivers of

patients with advanced cancer in Thai context in the future.
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CHAPTER I
METHODOLOGY

This chapter focuses on the research design and method used for this
study. The topics include the details of research design, population and sample,
research instruments, protection of human subjects, pilot study, data collection, and

data analysis.

3.1 Research Design

A correlational, cross-sectional design was used to describe the QOL of
caregivers of advanced cancer patients and to validate the causal model which
displayed the relationship among caregiver’s age, caregiver’s education, caregiver’s
income, caregiver burden, family hardiness, coping, and social support on the QOL

among family caregivers of patients with advanced cancer.

3.2 Population and Sample

The population of this study was Thai family caregivers of patients with

advanced cancer.

3.2.1 Sample and setting

Data were collected from primary caregivers of advanced cancer patients
who took care of the patients at the Outpatient Department (OPD) or the Inpatients
Department (IPD) of a Cancer Center and a tertiary hospital. Subjects were recruited
according to the inclusion criteria by directly asking. If they were primary caregivers
of patients with advanced cancer and met the inclusion criteria, they would be

approached to the study.
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Criteria for inclusion in this study were:

1. 18 years old or older

2. Identified by the patient or themselves as a primary family caregivers
who provide caring for the loved ones with advanced cancer

3. No diagnosis of cancer

4. Giving continuous care to patients for at least 3 months

5. Perceive patients have advanced cancer which has been received
palliative care

6. Mentally and physically able to participate in this study

7. Able to speak, read and understand Thai

3.2.1.1 Sample size

In this study, the sample size was calculate by using a general
rule of thumb for the Structural Equation Modeling that is to have 10 as many
observations as estimated parameters (Klem, 1995; Tabachnick, 2007). From the
hypothesized model (see in Figure 1.3), there were 23 estimated parameters including:
15 paths, and eight error terms associated with observed variables. The sample size
for this study was equal to 230 subjects. Moreover, Polit and Hungler (1995) stated
that the return rate of collecting data by using questionnaire was 45-98%. From Thai
previous studies in cancer caregivers, there was 80-95 percent for the return rate
(Cheewapoonphon, 1998; Kaweewiwitchai, 1993). The researcher added 20 percent
more participants for the proposed study. So, the estimated sample size in this study
was 275 subjects. According to recommendation of Nunnally and Bernstein (1994
cited in Munro, 2005) regarding the sample size for path analysis should be 30
subjects per independent variables in the model to increase the likelihood that findings
can be replicated and are not mere artifact. In this study there were seven independent
variables, so, at least 210 subjects were needed. Therefore, the number of subjects in

this study, which was 275, was appropriate for path analysis approach.
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3.2.1.2 Setting

A convenience sampling technique was used to select two
hospitals under the jurisdiction of the Ministry of Public Health in the central region
of Thailand including a tertiary hospital and a cancer center for collecting data. These
two hospitals have oncologists who specialized in cancer.

a) A tertiary hospital

A tertiary hospital serves 2,741 outpatients, and 124 inpatients
visits per day and has 700 beds for the tertiary care of severely ill and complicated
patients in various specializing departments and unit (Saraburi hospital, 2011).
Moreover, there were 258 cancer outpatients and 226 cancer inpatient visited per
month. The hospital provides clinical services at Outpatients Departments (OPDs)
during every weekday from 8:30 A.M. to 8:00 P.M. and weekend from 8:30 A.M. to
12:00 (noon). Most patients from the central and northeastern regions of Thailand
come to receive the services from this hospital.

There are several departments that provide the service for
cancer patients including the OPD and IPD departments. In the OPD departments, the
researcher recruited the participants at chemotherapy clinic, and surgical clinic. For
the IPD departments, the researcher recruited the participants at a chemotherapy ward,
male and female medical wards, male and female surgical wards, and eight private
wards. Most clinics or wards have a private room or area for the researcher to collect

data.

b) A cancer center

A cancer center serves 394 outpatients, and 60 inpatients visits
per day and has 187 beds for the tertiary care of cancer patients in several departments
and unit (Lopburi Cancer Center, 2011). This Center provides clinical services at
OPDs during every weekday from 8:30 A.M. to 4:30 P.M. There are six wards for
inpatients including two male wards, two female wards, and two private wards. Most
patients from the Central region of Thailand come to receive the services from this
Center. The researcher recruited the subjects at the chemotherapy and radiotherapy

clinic in the OPD department. Moreover, the researcher also recruited the subjects at
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male, female, and private wards. At the clinic, a private room or area was available

for the researcher to perform data collection.

3.3 Research instruments

This study contained six instruments to obtain data on the study variables
which included the demographic questionnaire, the Zarit Burden Interview (ZBI), the
Family Hardiness Index (FHI), the Jalowiec Coping Scale (JCS), the Social Support
Questionnaire (SSQ), and the Quality of Life Index (QLI). All instruments are self-

report questionnaires which were reported in the following section (Table 3.1).

Table 3.1 Summarized Variables, Measurements, and Measure

Variables Measurements Measure
Demographic The demographic questionnaire was developed by the Demographic
data researcher for this study. characteristics
Caregiver The Zarit Burden Interview (ZBI) developed by Zarit, Caregiver
burden Reever, and Bach-Peterson (1980) and translated into a burden score

Thai version by the MAPI Institute (2009).

Family The Family Hardiness Index (FHI) developed by Family
hardiness McCubbin Thompson, and McCubbin (1996) and hardiness score
modified into Thai version by Niyomthai, Putwatana,
and Panpakee (2003).
Coping The Jalowiec Coping Scale (JCS) developed by Jalowiec  Coping score
(1984, 1988) and translated into Thai language by
Suthayakorn (1988)
Social The Social support questionnaire (SSQ) developed by Social support
support Schaefer, et al (1981) and modified into Thai version by  gcore

Kaweewiwitchai (1993)

Quality of The Quality of life index (QLI) developed by Ferrans &  Quality of life
life Powers (1984 & 1998) and translated into Thai version score

by Sukonthasarn (2007)
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3.3.1 The demographic questionnaire was developed by the researcher
for this study. This questionnaire was used to collect demographic and socioeconomic
data of family caregivers and advanced cancer patients. The demographic
characteristics of caregivers was 15 items included age, gender, marital status,
educational level, working status, monthly income, religion, health status, relationship
to patient, duration of caregiving, timing of caregiving, a number of family members,
caregiving for other family members, and availability of a secondary caregiver.
Information regarding demographic characteristics of advanced cancer patients
included 10 items comprised of age, gender, marital status, medical payment,
educational level, religion, cancer site, time since diagnosis, stage of cancer, and type
of treatment. Subjects had to write or choose the answer that was corrected for them

and their love one.

3.3.2 The Zarit Burden Interview (ZBI) developed by Zarit, Reever,
and Bach-Peterson (1980). The ZBI was used to measure the variable of caregiver
burden. It was translated into a Thai version by the MAPI Institute in France in 2009.
Although, the ZBI was designed to assess caregiver burden of elderly and demented
patients, it has also been used in cancer caregiving research (Chappell & Reid, 2002;
Gilbar, 1999; Goldstein et al., 2004; Grunfeld et al., 2004; Higginson and Gao, 2008;
Papastavrou et al., 2007; Tamtup, 2004; Yusuf et al., 2010). The ZBI is composed of
22 items using a S-point Likert scale (never = 0, rarely=1, sometimes=2, quite
frequently=3, nearly always = 4). Twenty-one of the items are supposed to measure
several aspects of caregiver burden, whereas item 22 is a global measure of caregiver
burden. The ZBI was divided into two dimensions by using factor analysis (Whitlatch,

Zarit & von Eye, 1991). The two domains are:

a) Personal strain is comprised of 12 items which measure the
negative feeling of the caregivers who may have regarding her caregiving responsibi-
lities. The 12 items were 1, 4, 5, 8, 9, 14, 16, 17, 18, 19, 20, and 21. The example
items were “Do you feel that your relative asks for more help than he/she needs?”,
“Do you feel embarrassed over your relative’s behavior?”, etc.

b) Role strain is comprised of six items which measure the

effects of caregiving which have had on the caregiver’s health and other relationships.



Fac. of Grad. Studies, Mahidol Univ. Ph.D. (Nursing) / 63

The six items were 2, 3, 6, 11, 12, and 13. The example items were “Do you feel that
because of the time you spend with your relative that you don’t have enough time for
yourself?”, “Do you feel stressed between caring for your relative and trying to
meet other responsibilities for your family or work?”, etc.

Moreover, the findings of Whitlatch et al. (1991) revealed that the items
of 7, 10, 15, and 22 are not included in any domains. Therefore, in this study a total
burden score was obtained by adding the scores for 18 items with a range of 0 to 72.
Higher scores indicate greater caregiver burden. The degree of caregiver burden
composed of five levels including very low (a range of 0 to 14.40), low (a range of
14.41 to 28.80), moderate (a range of 28.81 to 43.20), high (a range of 43.21 to
57.60), and very high (a range of 57.61 to 72.00). The cut off interpreting scores were
analyzed by using range of the scores divided by five levels of interpretation.

The internal consistency reliability coefficient of the ZBI was .83 - .93 for
the family caregivers of cancer patients in prior studies (Chappell & Reid, 2002;
Higginson and Gao, 2008; Papastavrou et al., 2007). Papastavrou et al. (2007) tested
the construct validity of the ZBI in 172 caregivers of patients with Alzheimer’s type
dementia, by using exploratory factor analysis. They found that factor analysis gave
four factors that explained 63.92% of the variation. These factors were taken as the
dimension of burden and were: personal strain, role strain, relational deprivation
and management of care. In Thailand, Tamtup (2004) tested content validity of the
ZBI in Thai version by using three nursing experts’ opinion. This translated Thai
version of the scale was used in a previous study on caregiver burden with 80 family
caregivers of patients with head and neck cancer. The reliability, as measured with
Cronbach’s alpha coefficient, was high, at 0.83 (Tamtup, 2004). Moreover, Toonsiri,
Sunsern & Lawang (2011) developed the Thai Burden Interview for caregivers of
patients with chronic illness by using a blind back translation method. They found that
the Cronbach’s alpha coefficient of the ZBI in Thai version was .92.

3.3.3 The Family Hardiness Index (FHI) was developed by McCubbin
Thompson, and McCubbin (1996) and modified into Thai version by Niyomthai,

Putwatana, and Panpakee (2003). The FHI was used to measure the construct of
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family hardiness which was perceived by caregivers. It is composed of three domains
and 20 items using a 4 — point Likert scale. The three domains are:

a) Commitment is comprised of eight items which measure
the family’s sense of internal strengths, dependability, and ability to work together.
The eight items are 4, 5, 6, 7, 8, 9, 11, and 18. The example items were “In the long
run, the bad things that happen to us are balanced by the good things that happen”,
“We have a sense of being strong even when we face big problems”, etc.

b) Challenge is comprised of six items which measure the
family’s efforts to be innovative, active, to experience new things and to learn. The
six items were 12, 13, 14, 15, 16, and 17. The example items were “When our family
plans activities, we try new and exciting things”, “We listen to each other's problems,
hurts, and fears”, etc.

c) Control is comprised of six items which measure the
family’s sense of being in control of family life rather than being shaped by outside
events and circumstances. The six items were 1, 2, 3, 10, 19, and 20. The example
items were “Trouble results from mistakes we make”, “It is not wise to plan ahead
because things do not turn out anyway”, etc.

The criteria for describing participants’ degree of agreement with each
statement consisted of false (0), mostly false (1), mostly true (2), or true (3).
Moreover, there were nine of the items including 1, 2, 3, 8, 10, 14, 16, 19, and 20
which were negative items that need to be reversed before summing (i.e., false=3,
mostly false=2, mostly true=1, and true=0). A total score for FHI ranged from 0 to 60.
A high score indicated a high level of family hardiness. Moreover, five levels of
family hardiness including very low (a range of 0 to 12.00), low (a range of 12.01 to
24.00), moderate (a range of 24.01 to 36.00), high (a range of 36.01 to 48.00), and
very high (a range of 48.01 to 60.00), were used to interpret the total score of family
hardiness. The cut off interpreting scores were analyzed by using range of the scores
divided by five levels of interpretation.

The reliability and validity of the FHI from previous studies were reported
in the article of McCubbin et al. (1996). The internal reliabilities of each subscales
(Commitment, Challenge, and Control) are .81, .80., and .65 (Cronbach’s alpha

coefficient) respectively. In this article also reported that in 12 previous studies, the
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internal consistency reliability coefficient was more than .80. From the literature, the
researcher found that the internal consistency reliability coefficient was .79 - .80 for
the family caregivers of cancer survivors (Carey, Oberst, McCubbin, & Hughes,
1991; Mellon, Kershaw, Northouse, & Freeman-Gibb, 2007; Mellon & Northouse,
2001). In Thailand, Niyomthai, et al. (2003) used the FHI to measure family hardiness
of 120 caregivers of stroke patients. They found that its Cronbach’s alpha coefficient
was .80. Tamtup (2004) confirmed content validity of the FHI by using three nursing
experts’ opinion. She also used the FHI to measure family hardiness of 80 caregivers
of head and neck cancer patients receiving radiotherapy. She found that its

Cronbach’s alpha coefficient was .89.

3.3.4 The Jalowiec Coping Scale (JCS) used in this study is the revised
version of JCS developed by Jalowiec (1988). The JCS was translated into Thai
language by Suthayakorn (1988) and modified by Priengdach (1990). The JCS was
used to measure coping strategies of family caregivers. This measurement consisted
of 36 items in three subscales on a 5 — point Likert scale (1 = never used, 2 = seldom
used, 3 = sometimes used, 4 = often used, 5= almost always). The three subscales are:

a) Confrontive coping is comprised of 13 items which
measure caregivers’ constructive problem-solving, facing up to and confronting the
problem or situation. The 13 items are 2, 5, 11, 15, 16, 17, 22, 27, 28, 29, 31, 32, and
34. The example items were “Activity/exercise”, “Consider different solutions”, etc.

b) Emotive coping is comprised of nine items which measure
caregivers’ expressing or releasing emotions. The nine items are 1, 6, 9, 12, 13, 19,
21, 23, and 24. The example items were “Worry”, “Eat/smoke”, etc.

c) Palliative coping is comprised of 14 items which measure
things caregivers do to make themselves feel better or a way of modulating tension
and making the situation more tolerable or keeping it under control without directly
taking care of the problem. The 14 items are 3, 4, 7, 8, 10, 14, 18, 20, 25, 26, 30,
33, 35, and 36. The example items were “Optimism”, “Humor”, etc.

A total coping score was obtained by adding the raw scores for all items
with a range of 36 to 180. The greater the score, the more frequent the coping

strategies used. The score was interpreted as very low (a range of 36.00 to 64.80), low
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(a range of 64.81 to 93.60), moderate (a range of 93.61 to 122.40), high (a range of
122.41 to 151.20), and very high (a range of 151.21 to 180). The cut off interpreting
scores were analyzed by using range of the scores divided by five levels of
interpretation. Additionally, the relative coping scores of each subscale were
computed in order to interpret the most used coping strategies for this group. The
relative score should be done in order to eliminate bias resulting from differences in
the number of items on each scale. The relative scores were calculated by dividing the
mean score for the particular scale by the sum score of the mean score for each of the
scales (Vitaliano et al., 1987). For example, if we have to compute the relative score

of confrontive coping, the formula used to compute it was:

CF = MEcr
MEcr+ MEgy + MEpay
When CF = The relative score of confrontive coping
MEcr = The average score of confrontive coping
MEgm = The average score of emotive coping
MEpa = The average score of palliative coping

The relative score of each subscale was ranged from 0 — 1 score. If the
relative score of confrontive coping is the highest score, it means this subscale is the
most used coping strategy.

Jalowiec (1988) tested the construct validity of the JCS by conducting a
confirmatory factor analysis in 1,400 subjects including 790 patients with chronic
illness (i.e., hypertensive, cardiac, diabetic, cancer, and other patients), 353 nurses,
133 patients’ family members, and 124 students. The findings revealed that there was
a trichotomous subscale of the coping items on the JCS and there were four items
which were deleted. The subscales consisted of confrontive, emotive, and palliative
coping styles. Jalowiec (1988) also reported that the internal consistency reliability
coefficient for the overall JCS, and its subscale was .95, .85, .75, and .75,
respectively. In Thailand, Suthayakorn (1988) translated the JCS (version 1979) into
Thai language. She administered the JCS in 30 caregivers of patients with stroke and
found that the Cronbach’s alpha coefficient was .88. In 1990, Priengdach modified
this version by deleting the four items followed by Jalowiec’s study in 1988. She

administered the scale to 60 patients with hypertension and found that the Cronbach’s
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alpha was .84. Then, Sithimongkol (1998) used this Thai version to measure coping
among 100 caregivers of dependent elderly. The Cronbach’s alpha coefficient was
.83. From previous studies in Thai cancer caregivers, the findings revealed that the
Cronbach’s alpha coefficient for the overall score was .78 - .88 (Chansirimongkol,

2007; Pitimana-aree, 2007; Ungwattansirikul, 2007).

3.3.5 The Social Support Questionnaire (SSQ) used in this study was
originally developed by Schaefer et al (1981). The SSQ Part II was modified into a
Thai version by Hanucharurnkul (1988). In 1993, this Thai version was again
modified by Kaveevivitchai (1993). Therefore, this questionnaire was used to measure
support from family members, friends, and health care providers. It consisted of 15
items which was divided into three parts according to sources of support. Each part is
comprised of 5 items including three types of support: one item for informational
support, two items for emotional support, and two items for tangible support. The
example items were “providing you information and guidance during your caregiving
that you found it helpful”, “boosting your spirits when you feel low during your
caregiving”, etc. Subjects indicated on five point rating scale from 0 = never received
support to 4 = almost always received support. The score for each support source was
0 to 20 and the total score ranging from 0 to 60. A high score indicates higher
perceived social support. Furthermore, the researcher divided the social support into
five levels including very low (a range of 0 to 12.00), low (a range of 12.01 to 24.00),
moderate (a range of 24.01 to 36.00), high (a range of 36.01 to 48.00), and very high
(arange 0f 48.01 to 60.00).

Schaefer, Coyne & Lazarus (1981) tested the internal consistency of the
SSQ in 100 middle-aged persons. The findings revealed that the Cronbach’s alpha
coefficient of informational support, emotional support, and tangible support was .81,
.95, and .31, respectively. They also tested test-retest reliability of the SSQ in the
same persons. The findings revealed that the test-retest correlations ranged from .56
for tangible support to .66 for emotional support; informational support was not
reported.

In Thailand, the internal consistency reliability of the SSQ in different
population was .77 to .89 (Kaveevivitchai, 1993; Khuwatsamrit, 2006; Pattayakorn,
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2009; Santawaja, 2002). Moreover, the Cronbach’s alpha coefficient from previous
Thai studies in cancer caregivers ranged from .85 - .88 (Chansirimongkol, 2007;

Pitimana-aree, 2007; Ungwattansirikul, 2007).

3.3.6 The Quality of life index (QLI) cancer version (CV)-111 was
originally developed by Ferrans & Powers (1984 & 1998). The QLI CV-III was used
to measure QOL among family caregivers of patients with advanced cancer. The QLI
CV-III was translated into Thai version by using the same wording of the QLI cardiac
version translated by Sukonthasarn (2007). This instrument consisted of 66 items
which were comprised of two sections including one that measures satisfaction with
various domains of life, and the other that measures the importance of each domain.
Both the satisfaction and importance section have 33 items which were divided into
four subscale including 1) Health/Function, 2) Socioeconomic, 3) Psycho/Spiritual,
and 4) Family QOL. The example items were “Your health?”, “Your health care?”,
“The amount of pain that you have?”, etc. Subjects had to respond to each item on a

6- point Likert scale ranging from “very satisfied=6" to “very dissatisfied=1" for the

3 3

satisfaction items, and from “very important=6" to “very unimportant=1" for the
importance items. The score were ranging from 0 -30. High scores indicated higher
QOL. Moreover, three levels of QOL including low (a range of 0 to 10.00), moderate
(arange of 10.01 to 20.00), and high (a range of 20.01 to 30.00) were used to interpret
the total score of QOL. The steps for calculating the overall QOL scores were
described as follow (http://www.uic.edu/orgs/qli/questionair
es/pdf/cancerversionlll/cancerscoring.pdf):

1) Recode satisfaction scores: To center the scale on zero, subtract 3.5
from satisfaction response for each item.

2) Weight satisfaction responses with the paired importance responses:
Multiply the recoded satisfaction response by the raw importance response for each
pair of satisfaction and importance items.

3) Obtain preliminary sum for the overall (total) score: Add together the
weighted responses obtained in step 2 for all of the items.

4) Obtain final overall (total) QLI score: To prevent bias due to missing

data, divide each sum obtained in step 3 by the number of items answered by that



Fac. of Grad. Studies, Mahidol Univ. Ph.D. (Nursing) / 69

individual. (At this point the possible range for scores is —15 to +15.) Next, to
eliminate negative numbers for the final score, add 15 to every score. This will
produce the final overall (total) QLI score. Moreover, the computer syntax for SPSS
was provided for calculation of the four subscales and total scale of QLI.

The content validity, construct validity, and internal consistency reliability
for the QLI (total scale) were reported in the Ferrans and Powers Quality of Life
Index (QLI)’s website (Ferrans and Powers, 2011). For example, the internal
consistency reliability for the QLI in cancer patients was supported by Cronbach's
alpha coefficients ranging from .87 to .97 across 9 studies. In caregiver population,
the Cronbach’s alpha coefficient was .92 to .93 across two studies. The content
validity for the Thai QLI was confirmed by three experts’ opinion (Sithimongkol,
1998). The Cronbach’s alpha coefficient from previous Thai studies in caregivers of
cancer patients was .94 to .96 (Chansirimongkol, 2007; Pitimana-aree, 2007;

Ungwattansirikul, 2007).

3.3.7 Testing of the construct validity of the instruments

Although the ZBI, FHI, JCS, SSQ, and QLI were used to measure the
variables in the population of cancer caregivers, all five of them were not tested
construct validity in Thai context. In this study, the construct validity of the
instruments were analyzed through the confirmatory factor analysis (CFA) and
employed through LISREL 8.80 (Student Edition) to confirm that the theoretical
constructs in each instrument were acceptably determined by observed variables. In
the assessment of the construct validity, two types of model fitting should be
considered: the overall model fit and the individual parameter estimate.

According to Hair and others (2010) the overall model fit indexes
composed of: 1) the likelihood ratio chi-square (x*); 2) the relative or norm chi-square
(x*/df); 3) the goodness of fit index (GFI); 4) the adjusted goodness of fit index
(AGFI); 5) the root mean square error of approximation (RMSEA); and 6) the
standardized root mean square residual (SRMR). The overall model fit when the test
indicated: 1) non-significant chi-square; 2) the relative or norm chi-square (y*/df) less
than 2; 3) RMSEA and SRMR values less than .05; and 4) GFI and AGFI values
greater than 0.90 (Hair et al., 2010).
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After the overall model was accepted, each of the indicators was evaluated
separately by 1) examining the indicator loading for statistical significance and 2) the
construct reliability and variance extracted (Hair et al., 2010). The indicator loading
for statistical significance were estimated by t-values that exceeded the critical values
of £1.96, +2.58 and £3.29 for the .05, .01, and .001 significant levels respectively. For
the construct reliability, the squared multiple correlation (R?) was used to detect the
construct reliability with the acceptable suggestion at the level of .70 or higher;
however, the values below .70 were acceptable if the research is exploratory in nature
(Hair et al., 2010). Moreover, the variance extracted should be exceeded the threshold
value of .50.

The construct validity of five measurement models including caregiver
burden, family hardiness, coping, social support, and quality of life were analyzed and

presented in this section.

3.3.7.1 Measurement model of caregiver burden

Caregiver burden was measured by the Zarit Burden Interview
(ZBI) and composed of two indicators: personal strain and role strain. The
measurement model of caregiver burden had a construct validity and fitted to the
empirical data at y* = 1.58, df = 1, */df = 1.58, p = 0.21, RMSEA=0.05, SRMR = .03,
GFI = .99, and AGFI = .98. Two factor loadings were statistical significance at p <
.001 and the values of standard factor loading ranged from .72 to .94. Personal strain
was the most important indicator of caregiver burden. The construct reliabilities were

at high level (R?= .51 - .88). Findings were displayed in the Figure 3.1 and Table 3.2.
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y>=1.58, df =1, ¥*/df =1.58, p = 0.21, RMSEA=0.05, GFI = .99, and AGFI = .98
Figure 3.1: Standardized Factor Loading and Measurement Errors for

the Measurement Model of Caregiver Burden
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3.3.7.2 Measurement model of family hardiness

Family hardiness was measured by the Family Hardiness
Index (FHI) which comprised three indicators: commitment, challenge, and control.
The measurement model of family hardiness had a construct validity and nicely fitted
to the empirical data at xz =0.19, df = 1, y*/df = 0.19, p = 0.66, RMSEA=0.00, SRMR
= .01, GFI = 1.00, and AGFI = 1.00. The three indicators showed a significant factor
loading value of p < .001. They also displayed low to moderate standardized factor
loading values (.31-.67). The most important indicator of family hardiness was
challenge, subsequently were commitment and control, respectively. The construct
reliabilities were ranged from low to moderate (R®> = .09-.45). Findings were

displayed in the Figure 3.2 and Table 3.2.
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= 0.19, df = 1, %’/df = 0.19, p = 0.66, RMSEA=0.00, GFI = 1.00, and AGFI = 1.00
Figure 3.2: Standardized Factor Loading and Measurement Errors for

the Measurement Model of Family Hardiness

3.3.7.3 Measurement model of coping

Coping was measured by the Jalowiec Coping Scale (JCS)
which composed of three indicators: confrontive coping, emotive coping, and
palliative coping. The measurement model of coping had a construct validity and
fitted nicely to the empirical data at y* = 0.46, df = 1, y*/df = 0.46, p = 0.50,
RMSEA=0.00, SRMR = .01, GFI = 1.00, and AGFI = .99. Three factor loadings were
statistical significance at p < .001 and the values of standard factor loading ranged
from .50 to .99. The most important indicator of coping was palliative coping,

subsequently, were confrontive coping and emotive coping, respectively. The
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construct reliabilities were ranged from moderate to very high (R> = .25 - .98).

Findings were displayed in the Figure 3.3 and Table 3.2.
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x> = 0.46, df = 1, x*/df = 0.46, p = 0.50, RMSEA=0.00, GFI = 1.00, and AGFI = .99
Figure 3.3: Standardized Factor Loading and Measurement Errors for

the Measurement Model of Coping

3.3.7.4 Measurement model of social support

Social support was measured by the Social Support
Questionnaire (SSQ) which composed of three indicators: family members, friends,
and health care professionals. The measurement model of family hardiness had a
construct validity and fitted to the empirical data at x> = 0.09, df = 1, y*/df = 0.09, p =
0.77, RMSEA=0.00, SRMR = .00, GFI = 1.00, and AGFI = 1.00. The three indicators
showed a significant factor loading value of p < .001. They also displayed moderate
to high standardized factor loading values (.60-.97). The most important indicator of
social support was friends, subsequently, were family members and health care
professionals, respectively. The construct reliabilities were ranged from moderate to

very high (R*=36-.95).F indings were displayed in the Figure 3.4 and Table 3.2
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Figure 3.4: Standardized Factor Loading and Measurement Errors for

the Measurement Model of Social Support

3.3.7.5 Measurement model of quality of life

Quality of life was measured by the Quality of life index
(QLI) which comprised four indicators: health/function, socioeconomic,
psycho/spiritual, and family. The measurement model of quality of life had a
construct validity and fitted nicely to the empirical data at x> = 0.04, df = 1, y*/df =
0.04, p = 0.85, RMSEA=0.00, SRMR = .00, GFI = 1.00, and AGFI = 1.00. The four
factor loadings were statistical significance at p < .001 and the values of standard
factor loading ranged from .72 to .85. The most important indicator of quality of life
was health and functioning subscale, subsequently, were socioeconomic,
psycho/spiritual, and family subscale, respectively. The construct reliabilities were at

high level (R? = .52 — 72). Findings were displayed in the Figure 3.5 and Table 3.2.



Warunee Meecharoen Methodology / 74

Health and

functioning <28
Social and
economic <35
-.10
Psychological/ .37
spiritual
Fﬂﬂﬁ]}' le— .48

¥* = 0.04, df = 1, ¥*/df = 0.04, p = 0.85, RMSEA=0.00, GFI = 1.00, and AGFI = 1.00
Figure 3.5: Standardized Factor Loading and Measurement Errors for

the Measurement Model of Quality of Life

In summary, the findings of measurement model assessment indicated that
most of model indicators (observed variables) were represented the major variables
(latent variables): caregiver burden, family hardiness, coping, social support, and
quality of life in this study. However, several indicators showed low construct

reliabilities (< .7). They should be more tested in the future.



Fac. of Grad. Studies, Mahidol Univ. Ph.D. (Nursing) / 75

Table 3.2 Measurement Model Goodness of Fit Index and Indicator Measures

(n=275)
Variables b/Beta  SEofb t-value R® Factor
Score
Regression
Caregiver Burden
Personal strain 1.00/.94 .04 18.24 .88 77
Role strain A44).772%** .03 16.46 S1 26

¥ =1.58,df =1, y*/df =1.58, p = 0.21, RMSEA=0.05, SRMR = 0.03, GFI = .99, AGFI = .98

Family Hardiness

Commitment .99/.58*** 24 7.17 33 .20
Challenge 1.00/.67*** 23 7.09 45 34
Control 59/.31%** 17 3.67 .09 .07
¥ =0.19, df = 1, y*/df = 0.19, p = 0.66, RMSEA=0.00, SRMR = 0.01, GFI = 1.00, AGFI = 1.00
Coping
Confrontive coping .92/.54%** 54 11.62 .29 .01
Emotive coping 30/.50%%* 25 7.92 25 .02
Palliative Coping 1.00/.99%** 32 21.29 .98 .96

= 0.46, df = 1, /df = 0.46, p = 0.50, RMSEA=0.00, SRMR = 0.01, GFI = 1.00, AGFI = .99

Social Support

Family members .68/.65%** 24 1247 42 .05
Friends 1.00/.97*** 17 25.19 .95 .89
Health care professionals J75/.60%** .29 11.14 .36 .03

= 0.093, df = 1, y*/df = 0.09, p = 0.77, RMSEA=0.00, SRMR = 0.00, GFI = 1.00, AGFI = 1.00

Caregivers’ QOL

Health/Function 1.00/.85%** 30 12.71 72 34
Socioeconomic 91/.81%** 25 11.77 .65 22
Psycho/Spiritual .94/.779%** .30 13.05 .63 19
Family .92/ 72%** 29 940 .52 19

i =0.04, df = 1, */df = 0.04, p = 0.85, RMSEA=0.00, SRMR = 0.00, GFI = 1.00, AGFI = 1.00

Note: b = Unstandardized Factor Loading, Beta = Standardized Factor Loading, SE =
Standard Error, *** p <.001, R? = Construct reliability
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3.4 Protection of Human Subjects

After the proposal was approved by the Committee on human rights
related to research involving human subjects of Faculty of Medicine, Ramathibodi
hospital, Mahidol University, Saraburi hospital, and Lopburi Cancer Center, the data
were collected. Objectives, the procedures for data collection, potential benefit and
risks of participants, and the duration of this study was given to eligible subjects. The
subjects were informed that participation in the study was voluntary and they can
decline without being penalized or losing any benefits to themselves and/or their
relatives. Additionally, participants were assured that they could terminate their
participation at any time. The researcher used this protection of human rights standard
in both the pilot and main studies.

There may be anticipated benefits which included the opportunity to
evaluate their quality of life and to recognize factors related to QOL. However, there
may be minimal risk for participation in the study. A potential disadvantage for the
subject’s participation may be that the questionnaire could be time consuming. The
participants were asked to sign the consent form before the study begins. The
participants could decline to answer questions at any time if they feel uncomfortable.
All data is going to be strictly confidential, and reported as a group. Codes were used
instead of the names and addresses of participants. After finishing the data analysis,

the codes were going to be destroyed.

3.5 Pilot Study

In the proposed study, a pilot study was conducted for determining the
study feasibility and examining the reliability of research questionnaires. Moreover,
the objectives of performing the pilot study were to decrease random errors by
assessing a subject’s responses to the instruments; appraise accurate time to complete
the instrument; and increase confidence in collecting data and using the instruments

(Frank-Stromborg & Olsen, 2004).
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A convenient sample of 28 family caregivers of patients with advanced
cancer at the tertiary hospital who met the inclusion criteria was selected to be part of
this pilot study. The participants were asked to sign their name on the consent form,
and to complete the questionnaires in a specific room at the Hospital or a convenient
place for the researcher and the participants. The participants were encouraged to
share their opinions regarding the relevance of the items and the concepts, and the
appropriateness of items pertaining to family caregivers of patients with advanced
cancer living in Thai culture. The researcher recorded the amount of time spent on the
questionnaires in order to complete them, the problems related to questionnaires
completion, and comments offered by the participants. After that, the internal
consistency reliability of each instrument was calculated by using SPSS program

version 18.

3.5.1 Pilot study results

The pilot study was carried out at chemotherapy clinic, surgical clinic in
OPD and chemotherapy ward, male and female medical wards in IPD of the hospital
in October 2011. The subjects were 28 primary caregivers of patients with advanced
cancer; age ranged between 25 to 73 years (mean = 47.82, median = 48.50, SD =
14.47). Most of them were female (78.6%) and married (78.6%). The education
ranged from primary school to bachelor degree and higher; 42.9% of them graduated
at the level of primary school (mode = 4 years). A half of them (50%) were farmers
and laborers. The monthly income ranged from 0 — 30,000 Baht (mean = 9,774.29,
median = 7,600, SD = §,853.18). All of them were Buddhist. A majority of them
were fair health status (46.4%) and no health problems (64.3%). Most of them were
spouses (42.9%) and adult child (35.7%) of the patients. The duration of caregiving
ranged from 3 to 106 months (mean=16.64, median=9, SD=22.25). Approximately
61% of them used all day and night time on caregiving per day. Most of them did not
provide care for other family members (60.7%) and have no a secondary caregiver

(53.6%).
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The subjects preferred structured interview rather than self-administered
questionnaires because of the problems of visual acuity in the elderly and their
education and knowledge. The time consuming varied from 35 to 50 minutes per case.
In the pilot study, overall the questionnaires got the value of Cronbach’s alpha
coefficients between .75 and .97. The numbers of items and reliabilities of the

instruments are summarized in Table 3.3.

Table 3.3 Summarization of the Reliability Coefficients of the Study Instruments

Scale Number Previous Pilot Current

Instruments of ltems Studied Studied Studied
Reliability Reliability Reliability

(n=28) (n=275)

The Zarit Burden Interview 0-4 18 .83-.93 .89 .86
Family Hardiness Index 0-3 20 .79 - .80 75 .68
The Jalowiec Coping Scale 1-5 36 78 - .88 .89 .88
Social Support Questionnaire 0 -4 15 .85-.88 .92 91
Quality of Life Index 1-6 66 .94 - 96 97 .93

3.5.2 Reliability testing for the study instruments

In this current study, the internal consistency reliability testing of ZBI,
FHI, JCS, SSQ, and QLI are reported in this section. DeVellis (2003) suggested that
an alpha value below .60 was unacceptable; between .60 and .65 was undesirable;
between .65 and .70 was minimally acceptable; between .70 and .80 was respectable;
between .80 and .90 was very good; and much above .90 was too long scale. The
results showed that the Cronbach’s alpha coefficients of all instruments ranged from

.68 to .93, which were minimally acceptable to too long scale as showed in Table 3.3.
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3.6 Data Collection

In this study, data were collected by the researcher. Convenience sampling
technique was used in the data collecting process. Data collection was proceeded in
the following steps:

1) After the proposal was approved by the department review committee
of the Faculty of Medicine Ramathibodi Hospital, Mahidol University, the researcher
sent out the information letter from the Faculty of Graduate Studies, Mahidol
University to the directors of the two settings.

2) After the proposal was approved by the department review committee
of the two settings, the researcher introduced herself to the director of each setting, or
the related health care providers in order to explain the research’s purposes and how
this study will benefit the community as a whole.

3) Subjects were recruited by screening the stage of cancer directly from
the patients’ charts by a screening nurse and the researcher. The participants who met
the inclusion criteria were recruited into this study.

4) The researcher contacted primary caregivers by directly asking the
primary caregivers of advanced cancer patients in order to introduce herself, explain
the objective of the study, and inform them of the protection of human. If they agreed
to participate, the researcher brought them to a private area in order to sign an
informed consent form.

5) The researcher explained information about the questionnaires and
how to answer each question. The subjects who were willing to join in this study were
interviewed by the researcher or self-administration with the questionnaires. For the
subjects who preferred to answer the questionnaires by self-report, the researcher
provided the questionnaires with an envelope and stamp for sending the
questionnaires back to the researcher by mailing.

6) After finishing the interview or receiving the questionnaires, the
researcher checked the completion of the questionnaires, and recompleted the missing
data before leaving the subjects. Then, all the participants received remunerative gifts
from the researcher. If the mailing questionnaires were the missing data, the

researcher called to the subjects to confirm and complete the data.
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Planned of data collection

The convenience sampling technique was used in the data collection
process. The estimated number of family caregivers of patients with advanced cancer
from two hospitals was about 3,800 persons per month with approximately 300 cases
from the tertiary hospital, and 3,500 cases from the Cancer Center. Moreover, there
were some limitations for collecting data at the tertiary hospital. Firstly, the
chemotherapy clinic for the patients with solid tumor provides the service only on
Monday and Wednesday between 8:30 A.M. to 12:00 (noon). Secondly, most patients
with solid tumor at surgical clinic usually meet the doctor between 8:30 A.M. to 12:00
(noon). According to the limitations at the tertiary hospital, the researcher set the
schedule to collect the data at the tertiary hospital on Monday, Wednesday, and
Friday; at the Cancer Center on Tuesday and Thursday. The process of data collection
finished when the researcher can recruit total 275 family caregivers from the two

settings.

Results of data collection

Three hundred and seventy-nine potential subjects who met the inclusion
criteria were approached from two settings including a tertiary hospital and a cancer
center in the central region of Thailand. All of them signed in the informed consent
form. One hundred and seventeen subjects were interviewed by the researcher and
another 262 of them answered the questionnaires by using self-administration. The
attrition rate was 27.2 % because 103 of the subjects using self-administration did not
return the questionnaires. Some of them felt inconvenient to answer the questionnaires
and others did not provide the reasons. In sum, a total of subjects in this study were
276 including 100 subjects from a tertiary hospital and 176 subjects from a Cancer

Center.
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3.7 Data Analysis

Data were analyzed using the Statistical Package of the Social Science

(SPSS) for Windows version 18.0 which was provided by Mahidol University and the

Linear Structural Relationship (LISREL) statistical package version 8.80 (Student

Edition) which was provided by Scientific Software International (SSI). Data were

analyzed using statistics as follows:

1.

Descriptive statistics were used to describe the characteristics of
theparticipants including frequency, percentages, means, range and
standard deviation. Moreover, the distribution properties (skewness,
and kurtosis) were used to examine the demographic variables and the
study variables.

Confirmatory factor analysis (CFA) was employed through LISREL
8.80 (Student Edition) in order to test the construct validity of the
latent variables for this study.

Path analysis was conducted with the LISREL program, version 8.80
(Student Edition), and was used to test the research hypotheses as
follows:

3.1) Data were checked for missing information and were cleaned
to ensure the accuracy by using descriptive statistics (run frequencies
and explore characteristics of the variables). If there is something
incorrect, the researcher will re-check the input with the raw data and
correct the data entry error.

3.2)  Assumptions of path analysis were tested. Because path
analysis consists of a series of regression equations; therefore, the
assumptions which are related to multiple regression, including the
assumptions of normal distributions, homoscedasticity, linearity and
multicollinearity were tested (Hair et al., 2010; Munro, 2005).

3.3) Then, the hypothesized model was tested through the
goodness goodness of fit test statistics. If the model did not fit the
data, the model would be modified based on modification indices and
the theoretical supports. In this model, there are four exogenous

variables which are caregiver’s age, caregiver’s education, caregiver’s
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income, and caregiver burden. There are also four endogenous
variables which are family hardiness, coping, social support, and

caregivers’ QOL which is the outcome variable.

3.8 Summary

A correlational, cross-sectional design was used to describe the QOL of
caregivers of advanced cancer patients and to validate the causal model displaying the
relationship among caregiver’s age, caregiver’s education, caregiver’s income,
caregiver burden, family hardiness, coping, and social support on the QOL among
family caregivers of patients with advanced cancer. A pilot study was conducted
using twenty-eight family caregivers receiving the treatment at a tertiary hospital.
Convenience sampling was employed to obtain the participants receiving the
treatments from the two setting in central path of Thailand. The participants were
requested to complete questionnaires about caregivers’ characteristics, caregiver
burden, family hardiness, coping, social support, and caregivers’ QOL. The
demographic and the selected variables were analyzed by descriptive statistics with
SPSS for Windows version 18.0 and the research hypotheses were tested by analyzing
path analysis with the LISREL program, version 8.80 (Student Edition).
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CHAPTER 1V

RESULTS

This chapter presents the findings in three sections. The first section
illustrates the characteristics of samples. The second section demonstrates the
characteristics of the study variables. The third section shows the results that are

relevant to the research questions and hypotheses.

4.1 Characteristics of Samples

There were 276 subjects who returned the questionnaires to the researcher.
However, in the process of data screening, the results revealed that there was one
subject who did not perceive caregiver burden (the total raw score of caregiver burden
was zero). In the stress process model, caregiver burden, one of the stressors, was
served as antecedent of moderating resource and outcomes of caregiving. Caregiver
burden would have to have an influence on coping, social support, and caregiver’s
QOL in this study. If the score of caregiver burden is zero, it is impossible to
determine the influence of it on coping, social support, and caregiver’s QOL. Hence,
this subject was excluded from the data analysis. A total of subjects in this study were
275 including 100 subjects from a tertiary hospital and 175 subjects from a Cancer

Center.

4.1.1 Characteristics of the caregivers

Subjects ranged in age from 19 to 74 years (mean=47.14, median=48,
SD=13.02). Over half of the subjects were adult age ranged from 40 to 60 years. The
subjects were comprised of 213 females (77.5%) and 62 males (22.5%). The majority

of the subjects were married (83.6%). A number of formal years of education ranged



Warunee Meecharoen Results / 84

from 0-19 years (median=6.00). Over 50% of the subjects finished primary school
(52.7%) and were agriculturalists and laborers (53.1%). Their monthly income ranged
from 0 to 200,000 baht (mean=11,657.72, median=6,500, $SD=17,809.34). Most of
them (60%) had income < 17,861 baht/month which was less than average monthly
income of Thai people, while 8.4% were poor people who had income less than 1,678
baht/month. Moreover, 43.3% of them perceived that their income was insufficient.
The majority of them (98.9%) were Buddhists, whereas 1.1% was Christian and
Muslim.

A half of them reported fair health status, while 37.8% of them reported
good to very good health status. Most of the subjects (61.1%) had no health problems,
whereas 38.9% had at least one health problem such as Diabetes Mellitus,
Hypertension, Asthma, and other health problems. Over 50% of the subjects were
spouses. The duration of caregiving ranged from 3 to 106 months (median=8.00).
Most of them (80.7%) cared for the patients less than two years. The majority of them
(64.4%) reported that timing of the caregiving were all day and night. Moreover,
61.8% of the caregivers stayed with 3-5 family members. Fifty-six percent of them did
not provide caring for other family members, and 57.1% of them had a secondary

caregiver (Table 4.1).

Table 4.1 Characteristics of the caregivers (n=275)

Variables Number %
Age (Mean= 47.14, Median=48, SD= 13.02 , Range = 19-74 )
<40 years old 83 30.2
40- 60 years old 141 51.3
>60 years old 51 18.5
Gender
Male 62 22.5

Female 213 77.5




Fac. of Grad. Studies, Mahidol Univ.

Table 4.1 (continued)

Ph.D. (Nursing) / 85

Variables Number %
Marital status
Single 33 12.0
Married 230 83.6
Divorce 6 2.2
Widow 2 0.7
Separated 4 1.5
Educational level (Mean=8.34, Median=6, SD=4.69, Range = 0-19)
No school attendance 4 1.5
Primary school 145 52.7
Secondary school 67 24.4
Diploma 13 4.7
Bachelor and Graduate degree 46 16.7
Working status
Unemployment 52 18.9
Agriculturalist 67 24.4
Laborer 79 28.7
Self-employed business 32 11.6
Government officer 23 8.4
Employee 20 7.3
No specify 2 0.7
Monthly income
(Mean=11,657.72, Median = 6,500, SD=17,809.34, Range=0-200,000)
No income 17 6.2
< 1,678 Baht 6 2.2
1,679-17,861 Baht 165 60.0
17,862- 30,000 Baht 27 9.8
>30,001 Baht 21 7.6
No specify 39 14.2
Sufficiency of income
Insufficient 119 43.3
Sufficient 151 54.9
- Savings 54 19.6
- No savings 97 35.3
No specify 5 1.8
Religion
Buddhism 272 98.9
Christianity 2 0.7
Islam 1 0.4

Note: 30 Baths = 1 USD
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Variables Number %
Health status
Poor 33 12.0
Fair 138 50.2
Good 97 35.3
Very good 7 2.5
Health problem
No health problem 168 61.1
Have an illness* 107 38.9
-DM 19 6.9
-HT 37 13.5
- Asthma 9 33
- Allergy 6 2.2
- Hpperlipidemia 5 1.8
- Peptic/stomach ulcer 5 1.8
- Others (i.e., disease of heart, bone & joint, stroke) 12 4.4
- No specify 23 8.4
Relationship to patient
Spouse (husband=40, wife=110) 150 54.5
Adult child 85 30.9
Parent 12 4.4
Sibling 15 5.5
Relative or friend 13 4.7
Duration of caregiving
(Mean=13.93, Median = 8.00, SD=16.54, Range = 3 — 106 months)
<2 years 222 80.7
2-5 years 46 16.7
> 5 years 7 2.6
Timing of the caregiving
All day & night time 177 64.4
At night time 46 16.7
At day time 32 11.6
Uncertainty in time 20 7.3
A number of family members living at home
2 persons 53 19.3
3-5 persons 170 61.8
> 6 persons 52 18.9
Caregiving for other family members
Yes 122 44 .4
No 153 55.6
Available of secondary caregiver
Yes 157 57.1
No 118 42.9

Note: * = one person reported more than one illness
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4.1.2 Characteristics of the patients

The age of advanced cancer patients ranged from 23 to 90 (mean=59.32,
median = 60, SD = 12.10). Most of the patients were middle adults (a range of 40 to 60
years old, 47.6%) and late adult (> 60 years old, 47.6%). The patients were comprised
of 155 males (56.4%) and 120 females (43.6%). The majority of them (78.9%) were
married, while 9.8% were divorce and 11.3% were other status. A number of formal
years of education ranged from 0 to 18 years (median=4.00). Most of them finished
primary school (70.5%) and paid for their treatments by using universal coverage card
(65.5%). The majority of them (99.3) were Buddhists, whereas 0.7% was Muslim. The
three most common cancer sites were lung (25.8%), colon and stomach (21.1%), and
head and neck (16.7%), respectively. Most of them were at stage 4 (77.1%), and
diagnosed less than two years (76.4%). Moreover, 58.5% of them received
chemotherapy, and 22.9% received radiotherapy at the time of data collection as show

in Table 4.2.

Table 4.2 Characteristics of the advanced cancer patients (n=275)

Variables Number %
Age
(Mean = 59.32, Median=60, SD= 12.10 , Range = 23 - 90)
<40 yearsold 13 4.8
40- 60 years old 131 47.6
> 60 yearsold 131 47.6
Gender
Male 155 56.4
Female 120 43.6
Marital status
Single 16 5.8
Married 217 78.9
Divorce 27 9.8
Widow 8 2.9

Separated 7 2.6
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Variables Number %
Educational level
(Mean=5.93, Median = 4.00, SD=4.00, Range = 0 — 18)
No school attendance 15 5.5
Primary school 194 70.5
Secondary school 36 13.1
Diploma 10 3.6
Bachelor and Graduate degree 20 7.3
Medical payment
Civil servant medical benefits scheme 68 24.7
Social security 22 8.0
Universal coverage card 180 65.5
Self service 1 0.4
No specify 4 1.4
Religion
Buddhism 273 99.3
Islam 2 0.7
Cancer site
Lung 71 25.8
Colon and Stomach 58 21.1
Head and Neck 46 16.7
Breast 36 13.1
Cervix, Endometrium and Ovary 23 8.4
Liver and bile duct 22 8.0
Prostate and Penis 9 33
Bladder and renal 5 1.8
Others (i.e., bone, thigh, brain) 5 1.8
Stage of cancer
Stage 3 63 22.9
Stage 4 212 77.1
Time since diagnosis
(Mean = 15.62, Median=12.00, SD=17.80 , Range = 3 - 106)
<2 years 210 76.4
2-5 years 55 20.0
> 5 years 10 3.6
Type of treatment
Chemotherapy 161 58.5
Surgery 6 2.2
Radiotherapy 63 22.9
Supportive treatment 45 16.4
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4.2 Descriptive Statistics of Study Variables

The variables of this study included eight major variables: caregiver’s age
(AGE), caregiver’s education (EDU), caregiver’s income (INC), caregiver burden
(BUR), family hardiness (HAR), coping (COP), social support (SUP), and caregiver’s
QOL (QOL). The range, mean, median, standard deviation, skewness and kurtosis for
all study variables were demonstrated in Table 4.3. The results showed no missing
data for all study variables except caregiver’s income. Skewness and kurtosis values of
the variables ranged from -.83 to 6.83 and -1.11 to 67.10, respectively. Overall, the
data were approximately non normality. So, univariate and multivariate normality are

required in further analysis.

Table 4.3 Descriptive statistics of the study variables (n=275)

. Possible Actual . Skewness Kurtosis
Variable Range Range Mean Median SD (SE=.147) (SE=.293)
AGE 18-highest 19-74 47.14 48.00 13.02 -.13 - .85%*

as possible
EDU 0-highest as 0-19 8.34 6.00 4.69 .50%* -1 11**
possible
INC 0-highest as 0- 11,694.29 8,000.00 16,493.51 6.83** 67.10%**
possible 200000
BUR 0-72 1-55 16.81 15.00 10.25 .86** 88**
HAR 0-60 24-59 45.31 46.00 6.38 -.46** .06
COP 36-180 57-141 91.90 91.00 18.25 .22 -.81**
SUP 0-60 2-59 30.03 30.00 12.10 .03 - 79%*
QOL 0-30 7.80- 21.95 22.22 3.82 -.83%* 1.04**
28.92

Note: **p <.01
AGE=caregiver’s age, EDU=caregiver’s education, INC=caregiver’s income,
BUR=caregiver burden, HAR=family hardiness, COP = coping,
SUP = social support, QOL = caregiver’s QOL
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4.2.1 Caregiver’s age

As showed in Table 4.3, age of caregivers ranged from 19 to 74 years
(mean=47.14, SD=13.02). The skewness coefficient value was negative and close to
zero (-.13). However, the kurtosis value was also negative and not close to zero (-.85)

indicating a non-normal distribution.

4.2.2 Caregiver’s education

A number of formal years of caregiver’s education ranged from 0 to 19
years (mean=8.34, SD=4.69). The skewness coefficient and the kurtosis value were
positive and negative, respectively and not close to zero (.50 and -1.11) indicating a

non-normal distribution as showed in Table 4.3.

4.2.3 Caregiver’s income

In the process of data screening, the result showed that there were missing
data for the caregiver’s income (n=39, 14.2% of 275 subjects). Hair et al. (2010) stated
that if the amount of missing data is not more than 15%, it is appropriate to run path
analysis. Therefore, the values of the missing data were estimated by using regression
method which was analyzed through missing value analysis. After replacing the
missing value with the value of 11,915.6, an average monthly income was 11,694.29
(median=8,000.00, SD=16,493.51). The skewness coefficient and the kurtosis value
were positive and very far from zero (6.86 and 67.62) indicating a non-normal

distribution as showed in Table 4.3.

4.2.4 Caregiver burden

The total scores of caregiver burden ranged from 1 to 55 (mean=16.81,
SD=10.25). The mean total score of the caregiver burden were at a low level (a range
of 14.41 to 28.80). The skewness coefficient and the kurtosis value were positive and
not close to zero (.86 and .88) indicating a non-normal distribution as showed in Table
4.3. Furthermore, it was noticed that some subjects did not perceive caregiver burden
both from personal and role strain subscales because the minimum raw scores of

actual range were zero as showed in the table 4.4. So, the additional analysis revealed
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that a number of the caregivers who perceived both personal strain and role strain were
230 subjects; a number of the caregivers who perceived only personal strain were 43

subjects, and that who perceived only role strain was two subjects.

Table 4.4 Descriptive statistics of five study variables and their subscales (n=275)

Possible Actual
Variables MEAN SD
Range Range
Caregiver burden 0-72 1.00-55.00 16.81 10.25
Personal strain 0-48 0.00-37.00 12.10 7.07
Role strain 0-24 0.00-18.00 4.71 3.98
Family hardiness 0-60 24.00-59.00 45.29 6.38
Commitment 0-24 9.00-24.00  20.43 3.04
Challenge 0-18 6.00-18.00 13.12 2.60
Control 0-18 1.00-18.00 11.76 3.33
Coping 36-180 57.00-141.00 91.90 18.25
Confrontive coping 13-65 16.00-65.00 37.33 11.58
Emotive coping 9-45 10.00-30.00 18.21 4.07
Palliative coping 14-70 21.00-61.00 36.36 6.91
Social support 0-60 2.00-59.00 30.03 12.10
Family members 0-20 0.00-20.00 12.41 4.60
Friends 0-20 0.00-20.00 9.64 4.47
Health care professionals 0-20 0.00-20.00 7.98 5.47
Caregivers’ QOL 0-30 7.80-28.92 21.95 3.82
Health and functioning subscale 0-30 5.92-28.65 21.86 4.47
Social and economic subscale 0-30 6.25-30.00 21.58 4.29
Psychological/spiritual subscale 0-30 4.43-30.00 22.10 4.48

Family subscale 0-30 6.60-30.00 23.40 4.80
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4.2.5 Family hardiness

The total scores of family hardiness ranged from 24 to 59.The mean total
score of the family hardiness was at a high level (mean=45.29, SD=6.38, a range of
36.01 to 48.00). The kurtosis value was positive and close to zero (.06), but the
skewness coefficient value was negative (-.46) and not close to zero. So, they were

indicated that family hardiness was a non-normal distribution (Table 4.3).

4.2.6 Coping

The total scores of coping ranged from 57 to 141 (mean=91.90,
SD=18.25). A mean total score of the caregivers’ coping was at a low level (a range of
64.81 to 93.60). The skewness coefficient and the kurtosis value were positive and
negative (.22 and -.81); and not close to zero indicating a non-normal distribution
(Table 4.3). The caregivers in this study used all three coping strategies because the
actual range of the raw scores in all coping strategies was higher than the minimum
score of the possible ranges (Table 4.4). Additionally, data in Table 4.5 provided range
of score, means, and standard deviation for the relative scores of coping’s subscales.
The finding also revealed that the use of the confrontive coping (mean=.38, SD=.07)

and palliative coping (mean=.35, SD=.04) was similar.

Table 4.5 Range, means, and SD for the relative coping scores (n=275)

Possible Actual
Coping subscales Mean S.D.
Range Range
Confrontive coping 0-1 22-.54 .38 .07
Emotive coping 0-1 .14-.46 27 .05

Palliative coping 0-1 23-47 35 .04
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4.2.7 Social support

The total scores of social support ranged from 2 to 59 (mean=29.99, SD=
12.10). A mean total score of the social support was at a moderate level (a range of
24.01 to 36.00). Although, the skewness coefficient value was positive and close to
zero (.03), the kurtosis value was negative and not close to zero (-.79). Thus, they were
indicated that social support was a non-normal distribution (Table 4.3). As showed in
Table 4.4, the sources of social support that the caregivers perceived accordingly from
highest to the lowest were family members (mean=12.41, S$SD=4.60), friends
(mean=9.64, SD=4.47), and health care professionals (mean=7.98, SD=5.47). In this
study, it was also noticed that some subjects did not perceived support from every
source because the minimum actual range of the raw scores of each source was zero.
So, the additional analysis revealed that one person did not perceive support from
family members; five persons did not perceive support from friends; and 47 persons

did not perceive support from health care providers.

4.2.8 Caregiver’s QOL

The total scores of caregiver’s QOL ranged from 7.80 to 28.92
(mean=21.95, SD=3.82). A mean total score of the QOL was at a high level (a range of
20.01 to 30.00). The skewness coefficient and the kurtosis value were negative and
positive (-.83 and 1.04) and not close to zero indicating a non-normal distribution
(Table 4.3). Moreover, the subscales of QOL which the caregivers perceived
accordingly from highest to the lowest were family (mean=23.40, SD=4.80),
psychological/spiritual (mean=22.10, SD=4.48), health and functioning (mean=21.86,
SD=4.47), and social and economic subscale (mean=21.58, SD=4.29) as showed in
Table 4.4.
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4.3 Results Relevant to Research Hypotheses

In this study path analysis was used to explain direct and indirect effects of
the selected variables (caregiver’s age, caregiver’s education, caregiver’s income,
caregiver burden, family hardiness, coping, and social support) on the QOL among
family caregivers of patients with advanced cancer. The next section presented the

assessment of the statistical assumptions and the results of path analysis.

4.3.1 Preliminary analysis: Testing assumptions

Path analysis is based on simple regression technique that consists of a
series of regression equations; hence, the statistical assumptions related to multiple
regression including normality, linearity, homoscedasticity and multicollinearity were

tested before data analysis (Munro, 2005).

4.3.1.1 Normality

Normality, the most fundamental assumption in multivariate
analysis, refers to “the shape of the data distribution for an individual metric variable
and its correspondence to the normal distribution” (Hair et al., 2010, p.71). Ideally,
both univariate and multivariate normality is required; however, multivariate
normality is difficult to test, univariate normality testing is accepted (Hair et al., 2010).
Two components of normality are skewness and kurtosis. When a distribution obtains
normality, the value of skewness and kurtosis are zero (Hair et al., 2010; Tabachnick
& Fidell, 2007). Moreover, a formula for Fisher’s skewness and kurtosis statistic were
used to calculate a Z-score by using the values of skewness or kurtosis divided by its
standard error (Munro, 2005). The scores in range of £1.96 are normal distribution at
.05 and £2.58 are at .01 probability level (Hair et al., 2010; Munro, 2005). On the
other hand, the value of univariate skewness greater than 3 and univariate kurtosis
greater than 20 are interpreted as extreme non normal distribution (Kline, 2011). In
this study, all study variables show reasonably non normal distribution because the
values of univariate skewness and kurtosis were not close to zero and the Z-scores

were not in range of £2.58 (Table 4.6). Moreover, the result of multivariate normality
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testing confirmed that all study variables were non normal distribution which the Z-

scores of skewness and kurtosis were 43.03 and 16.01 (p<.01), respectively.

Table 4.6 Univariate and Multivariate Normality of the Study Variables (n=275)

Variables Univariate Normality Multivariate
Normality

Skewness  Kurtosis Z-Score Z-Score
(SE=.147) (SE=.293) Skewness Kurtosis Kurtosis Kurtosis

Caregiver’s age -0.13™ -0.85%* -0.92"™ -5.09%* 3

Caregiver’s education ~ 0.50%* -1 11** 3.26%* -9.26**

Caregiver’s income 6.86%* 67.62** 16.40** 11.19%**

Caregiver burden 0.86%* 0.88%** 5.22%%* 2.35%

Family hardiness L0.46%* 0.06™ 3.03%F 033" [43.03%% 16,01

Coping 022" -0.81%* 1.52™ -4.65%*

Social support 0.03™ -0.79%* 0.16™ -4.46%*

Quality of life -0.83%* 1.04** -5.06%* 2.65%* ) )

Note: * p<.05, **p<.01, ™ = not significant

Commonly, the non-normal distribution variables should be transformed in
order to achieve normality. Hair and others (2010) stated that normality can have
serious effects in small sample which are fewer than 50 cases, but the impact is
effectively reduced when the sample size is equal to or more than 200. Moreover, their
rule of thumb regarding transforming data; data transformation may change the
interpretation of the variables. Using variables in their original (untransformed) format
should be done when profiling or interpreting results (Hair et al., 2010). Similarly,
Munro (2005) suggested that multiple regressions is somewhat robust to mild to
moderate violations of normality, especially as the sample size increases. In this study,
the sample size was 275 which were more than 200. So, the researcher still executed

the original data without implementing and rectification.

4.3.1.2 Linearity

Linearity is defined as a straight line relationship between two
variables representing the degree to which the change in the one variable is associated
with the other variable. Linearity can be tested from scatter plots of two variables

(Hair et al., 2010; Tabachnick & Fidell, 2007). In this study, the scatter plot of the
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study variables was examined and presented in Appendix E. The results revealed that
most of the scatter plots (10/15 pairs) showed linearity except the scatter plot between
5 pairs of variables including: 1) caregiver’s education and QOL, 2), caregiver’s
income and QOL, 3) caregiver’s income and social support, 4) caregiver’s education
and coping, and 5) caregiver’s income and coping. Moreover, the findings showed that
each variable has a statistically significant correlation (Table 4.7). Therefore, it can be

concluded that the linearity was found in this study.

Table 4.7 Multicollinearity testing: Correlational Matrix of the Study Variables

(n=275)
AGE EDU INC BUR HAR COP SUP QOL
AGE 1.00
EDU S5 1.00
INC .04 28k 1.00
BUR -.07 -.07 -.06 1.00
HAR -.01 7 19%* -32%% 1.00
Ccop S 31 33 .05 36%* .01 1.00
Sup -.14% 20%* .07 - 19%x* 25%% 3% 1.00
QOL 209% -.06 .10 - 47 49%* -20%* 27%%  1.00
Mean  47.14 8.34 11,69429  16.81 45.31 91.90 30.03 21.95
SD 13.02 4.69 16,493.51 10.25 6.38 18.25 12.10 3.82

Note: ** p<.01, * p<0.05
AGE=Caregiver’s age, EDU= Caregiver’s education, INC=Caregiver’s income,
BUR=Caregiver burden, HAR=Family hardiness, COP=Coping,
SUP=Social support, QOL=Caregivers’ quality of life

4.3.1.3 Homoscedasticity

Homoscedasticity is referred to the assumption that dependent
variable (s) display equal levels of variance across the range of the predictor variable
(s) (Hair et al., 2010). To check the assumption, the residuals can be plotted against
the predicted values and against the independent variables. The dependent variables
show equal levels of variance across the range of the predictor variables when the data
form a straight line from the lower-left corner to the upper-right corner (Munro, 2005).

In this study, even though the actual data scores vary around the prediction line, in
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general they cluster fairly close to the line. Therefore, it can be assumed that

homoscedasticity was found (Appendix F).

4.3.1.4 Multicollinearity

Multicollinearity is refers to the relationship among three or
more variables which can reduce independent variables predictive power by extent to
which it associated with other independent variables (Hair et al., 2010). If
multicollinearity increases, the ability to define any variable’s effect is reduced. It can
be tested by three measures: 1) Pearson’s correlation coefficients, 2) calculating the
tolerance and variance inflation factor (VIF) values, and 3) using the condition indices
and decomposing the regression coefficient variance (Hair et al., 2010). Pearson’s
correlation coefficients is higher than .85 indicated a high correlation between
variables or had multicollinearity. Tolerance value ranged from 0 to 1. If the tolerance
value was lower than 0.19 and VIF was higher than 5.30, it was indicated
multicollinearity (Munro, 2005).

Pearson correlation coefficients were computed to measure the
relationship among the variables including caregiver’s age, caregiver’s education,
caregiver’s income, caregiver burden, family hardiness, coping, and social support. As
showed in Table 4.7, the values of the correlation coefficients were not greater than
.85 which was indicated no multicollinearity. Also, the tolerance values ranged from
.59 to .86 and VIF values were between 1.16 and 1.71; hence, no multicollinearity was

found in this study (Table 4.8).

Table 4.8 Assessment for multicollinearity of the study variables (n=275)

. Variance
Variable Tolerance Value Inflation Factor
Caregiver’s age .68 1.47
Caregiver’s education .59 1.71
Caregiver’s income .86 1.16
Caregiver burden 71 1.42
Family hardiness .83 1.21
Coping .65 1.54

Social support 75 1.34
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4.3.2 The model testing

Path analysis was executed through LISREL 8.80 (Student Edition) for
testing the hypothesized model which comprised four exogenous variables: caregiver’s
age, caregiver’s education, caregiver’s income, and caregiver burden; and four
endogenous variables: social support, coping, family hardiness, and caregiver’s quality
of life. To assess the model, parameter estimates, overall model fit, and residual,
standardized residual, and modification indices were identified. According to Hair and
others (2010) the overall model fit for models with sample size > 250 and a number of
indicators (NI) < 12 when the test indicated: 1) non-significant chi-square; 2) the
relative or norm chi-square(y’/df) less than 2; 3) GFI and AGFI values greater than
0.9; 4) RMSEA and SRMR values less than .05; 5) Comparative Fit Index (CFI)
values > .95; and 6) Relative Noncentrality Index (RNI) values > .97 (Hair et al.,
2010). Significantly, the Satorra-Bentler scaled chi-square was used to indicate the
model fit for the non-normal distribution of the variables in this study (Schumacker &

Lomax, 2010). The results of model testing were showed in Table 4.9, 4.10, and 4.11.

4.3.2.1 Hypothesized Model Estimates

In this study, the researcher specified the model with four
exogenous observable variables and four endogenous observable variables. The
researcher also fixed the model specification followed by the default of the program.
The robust maximum likelihood (RML) method of parameter estimation was
employed because the study variables were the non-normal distribution (Schumacker
& Lomax, 2010).

The result showed that most paths in the hypothesized model
were statistically significant with the proposed direction. However, there were five
paths in the hypothesized model were not significant with the proposed direction
including: 1) caregiver’s education and caregiver’s QOL, 2) coping and caregiver’s
QOL, 3) caregiver’s income and caregiver’s QOL, 4) caregiver’s income and coping,

and 5) caregiver’s income and social support as show in Figure 4.1
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= 15.22, df = 14, v*/df = 1.09, p = 0.36, RMSEA = 0.02, GFI = .94, AGFI = .85.

Figure 4.1: A Hypothesized Model of Factors Influencing Quality of Life among

Family Caregivers of Patients with Advanced Cancer

Moreover, the results show that the hypothesized model was fit
to the data at y° = 15.22, df = 14, y*/df = 1.09, p = 0.36, RMSEA = 0.02, SRMR =
0.09, GFI = .94, AGFI = .85, CFI = 1.00, RNI = .94. Consequently, the hypothesized
model was modified using the modification indices of the program and the theoretical

support in order to be better fit to the data.

4.3.2.2 Modification Model

The SPM developed by Pearlin et al. (1990) was served as the
conceptual framework for this study. This model is a modification of Lazarus and
Folkman’s model of stress and coping. In the model, social support was as a coping
resource in stress research (Lazarus & Folkman, 1984). Moreover, Wheaton (2010)
stated that social support had a direct effect on coping in the original stress process
model. There are also previous studies that provided evidence for the effects of social

support on coping (Bigatti et al., 2010; Greenglass, Fiksenbaum & Eaton, 2006; Lian
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& Geok, 2006; McColl, Lei, & Skinner, 1995). According to the related literatures, it
made theoretical sense to add the path between social support and coping. Hence, the
researcher modified the model following the theoretical support and modification

indices of the LISREL program as show in Figure 4.2.
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income "7
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-19*%*
— = Significant
iv Family o
Cf;.:erﬁ::r -32H > hardiness ---»= Not significant

v’'=4.83,df= 13, v/ df = 0.37, p = 0.98, RMSEA = 0.00, GFI = .97, AGFI = .91.

Figure 4.2: A Modified Model of Factors Influencing Quality of Life among Family

Caregivers of Patients with Advanced Cancer

Therefore, this path was drawn, finally the model fit nicely with the data at
v =4.83, df = 13, ¥*/df = 0.37, p = 0.98, RMSEA = 0.00, SRMR = .06, GFI = .97,
AGFI = .91, CFI=1.00, RNI=.98. Moreover, the comparison of significant statistics
between the hypothesized model and the modified model was presented in Table 4.9,

4.10, and 4.11.
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Table 4.9 The comparison of goodness of fit indices between the hypothesized model

and the modified model

Structural 1 df vldf p GFI AGFI RMSEA SRMR
model
Hypothesized 15.22 14 1.09 036 .94 .85 0.02 .09
model
Modified 4.83 13 0.37 098 .97 91 0.00 .06
model

Table 4.10 The comparison of path coefficients, standard errors, t-values of parameter

estimates between the hypothesized model and the modified model

The hypothesized model The modified model
Path b/Beta SE of b #-values b/Beta SE of b #values
diagram
BETA
SUP-QOL .06/.20 .01 4.27*** .06/.20 .02 3.76%* *
COP-QOL -.01/-.07 .01 -1.15™ -.01/-.07 .01 -1.03™
HAR-QOL .22/ .36 .03 7.20%** .22/.37 .03 7.20%**
SUP-COP - - - 47/.32 .08 6.06%**
GAMMA
AGE-SUP -.14/-.15 .05 -2.61%** -.14/-.15 .05 -2.61%**
AGE-COP -.19/-.14 .08 -2.43% -.19/-.14 .08 -2.40%*
AGE-QOL .08/.27 .02 4.62%** .08/.27 .02 4.39%**
EDU-COP 1.10/.28 23 4.74%** .77/ .20 23 3.34%x*
EDU-QOL -.03/-.04 .05 -0.58™ -.03/-.04 .05 -0.85™
INC-SUP .00/.07 .00 0.83™ .00/.07 .00 0.83™
INC-COP -.00/-.00 .00 0.02" .00/.00 .00 0.05™
INC-QOL .00/-.00 .00 -0.01™ .00/-.00 .00 -0.21™
BUR-SUP -.23/-.19 .06 -3.72%%* -.23/-.19 .06 =371 %**
BUR-COP .65/.36 11 6.05%** .75/.42 .10 7.61%**
BUR-HAR -.20/-.32 .04 -5.54%%* -.20/-.32 .04 -5.54%%*
BUR-QOL -.10/-.27 .02 -5.13%%* -.10/-.27 .02 -9.31%**

Note: b = Unstandardized Factor Loading, Beta = Standardized Factor Loading, SE =
Standard Error, *** p <.001, ** p < .01, * p <.05, ns= not significant
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Table 4.11 The comparison of predictive factors effects between the hypothesized

model and the modified model

The Hypothesized Model The Modified Model
Causal Variables

DE IE TE DE IE TE
SUP-QOL 207%%* - 207 20%* -.02 8%
COP-QOL -07™ - -07™ -07™ - -07™
HAR-QOL 3%k - R R ia - 3T
SUP-COP - - - 32k - 32k
AGE-SUP - 15%* - - 15%* - 15%* - - 15%*
AGE-COP -.14%* - -.14%* -.14%* -.05% -.19%
AGE-QOL 27FkF 027 25k 27FFE .02 25k
EDU-COP 28H* - 28H*H 207%%* - 207%%*
EDU-QOL -.04™ -01™ -.05™ -.04"™ -01™ -.05™
INC-SUP 07™ - 07™ 07™ - 07™
INC-COP .00™ - -.00™ .00™ 02™ 02™
INC-QOL -.00™ 01" 01" .00™ 01" 01"
BUR-SUP - 19%** - - 19%xE ] gFE - o Ulaiol
BUR-COP 3% - 3% A2xEE (06 *F* 3oHH*
BUR-HAR - 32Kk - - 32%k - 32Kk - - 32Kk
BUR-QOL S2THEE L _JRAEE QSR SR b S

Note: *p < .05, **p< .01, ***p< .001, ns = not significant, AGE=Caregiver’s age,
EDU= Caregiver’s education, INC=Caregiver’s income, BUR=Caregiver burden,
HAR=Family hardiness, COP=Coping, SUP=Social support,

QOL=Caregivers’ quality of life, SE = Standard errors, DE = Direct Effect,

IE = Indirect Effect, TE = Total Effect
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4.3.3 Hypothesis testing results

Hypothesis I: Social support, Coping, and family hardiness would be have
direct effects on caregiver’s QOL.

The findings partially supported that social support (f=.20, p<.001) and
family hardiness (p=.37, p<.001) had significant direct effects on caregiver’s QOL but
coping did not have a significant direct effect on caregiver’s QOL (f=-.07, p>.05).

Hypothesis II: Caregiver’s age would be have a direct effect on
caregiver’s QOL and have an indirect effect on caregiver’s QOL through coping, and
social support.

This findings partially supported that caregiver’s age had a significant
direct effect on caregiver’s QOL (p=.27, p<.001) but it did not have a significant

indirect effects on caregiver’s QOL through coping and social support.

Hypothesis III: Caregiver’s education would be have a direct effect on
caregiver’s QOL and have an indirect effect on caregiver’s QOL through coping.

This findings did not supported this hypothesis in that caregiver’s
education did not have a significant direct effect on caregiver’s QOL (B=-.04, p>.05)

and it did not have a significant indirect effect on caregiver’s QOL through coping.

Hypothesis IV: Caregiver’s income would be have a direct effect on
caregiver’s QOL and have an indirect effect on caregiver’s QOL through coping and
social support.

This findings did not support this hypothesis in that caregiver’s income did
not have a direct effect on caregiver’s QOL (B=-.00, p>.05) and it did not have a

significant indirect effect on caregiver’s QOL through coping and social support.

Hypothesis V: Caregiver burden would be have a direct effect on
caregiver’s QOL and have an indirect effect on caregiver’s QOL through social

support, coping, and family hardiness.
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This finding partially supported this hypothesis in that caregiver burden
had a significant direct effect on caregiver’s QOL (f=-.27, p<.001), and had a
significant indirect effect on caregiver’s QOL through social support (B= -.19,
p<.001), and family hardiness (B=-.32, p<.001). Moreover, it did not have a significant
indirect effect on caregiver’s QOL through coping.

Furthermore, the researcher created one path of the relationship between
coping and social support in the model according to the modification indices of
LISREL program also supporting the theory. The findings revealed that social support
had a significant positive direct effect on coping (B=.32, p<.001). Finally, the final
model explained 45% of the variance in caregiver’s QOL, 10% of the variance in
family hardiness, 34% of the variance in coping, and 6% of the variance in social
support. In conclusion, the older caregivers who reported lower burden, greater social

support and family hardiness perceived higher QOL.

4.4 Summary

This chapter demonstrated the characteristics of the samples, the answer to
research question and the hypotheses of the study. The demographic data was
analyzed by SPSS 18.0 program; the statistical assumption of path analysis was
examined through SPSS and PRELIS program and presented before the principle
analysis by path analysis through LISREL 8.80 program. The hypothesized model was
estimated. Lastly, the model was modified in order to obtain a goodness-of-fit.

In conclusion, the model of quality of life among family caregivers of
patients with advanced cancer showed a good fit to the empirical data and explained
46% of the variance in QOL. The finding partially supported the three hypotheses
including 1) social support and family hardiness had significant direct effects on
caregiver’s QOL, 2) caregiver’s age had a significant direct effect on caregiver’s QOL,
and 3) caregiver burden was mediated by family hardiness, and social support to
increase more caregiver’s QOL. Moreover, there were two hypotheses that were not
supported in this study in that caregiver’s age and caregiver’s income did not have

significant direct and indirect effects on caregiver’s QOL.
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CHAPTER V
DISCUSSION

This chapter presents a discussion of research results in three main
sections. The first section discusses the characteristics of the samples and the study
variables. The second section discusses the factors influencing caregiver’s QOL. The

last section discusses the strengths and limitations of this study.

5.1 Characteristics of the Samples and Study Variables

5.1.1 Characteristics of the samples

The result revealed that most caregivers were females (77.5%), and
spouses (54.5%). This finding was congruent with previous Thai studies of Kunsabal
(2007), Phligbua (2005), Tamtub (2004), and Wannasiri (2005) which found that most
of cancer caregivers were females and spouses. This was associated with the
characteristics of the patients in that the majority of advanced cancer patients was
males (56.4), and married (78.9%). Most caregivers and their loved ones with
advanced cancer were spouse to each other. When a husband was ill, his wife usually
took care of him. The report of Thai NCI in 2010 presented that a number of new
cancer patients were male more than female. This statistics was the same direction
with the estimated new cancer cases of developing country in 2012 in that a number of
male cancer patients were more than those of female (men=3,654,000 cases,
women=3,453,600 cases; Jemal et al, 2011). Moreover, the National Family
Caregivers Association (NFCA, 2012) in the United States reported that
approximately 66% of family caregivers are women. Furthermore, the survey of
family caregiving research in Thailand by Sirapo-ngam (2003) revealed that most of

the caregivers were females (95%) and adult children (90%). This survey was also
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congruent with the study of Chansirimongkol (2007), Pitimana-aree (2007), and
Ungwattansirikul (2007) which found the same results.

The reason why most of the caregivers were female might be from the
nature of Thai population. The report of Thai National Statistical Office (2010)
showed that the number of Thai population was 65,900,000 persons which composed
of 51 % females and 49% males. The number of females is more than males because it
might be related to the life expectancies at birth of females are longer than males (76.3
VS 69.5) (Institute for Population and Social Research, Mahidol University, 2011).
Moreover, the Poll of Assumption University (2012) revealed that that 68.7% of Thai
women are responsible for the health care of family members. In Thai context, women
are always expected to provide care to a loved one in their family because Thai people
believe that caregiving is a natural occurrence accompanied with women
(Adulyanonte, 2012). So, it is not surprised that most of the caregivers in this study
were female.

Furthermore, the Thai family size has changed from an extended family to
nuclear family consisting of husband, wife, and one-two children. Thai National
Statistical Office (2010) also reported that Thai family size was smaller than during
the last ten years (family members decreased from 3.8 in 2000 to 3.2 persons in 2010).
So, the Thai caregivers were changed from adult children to spouses. From more than
200 studies from 2000 to 2010 that the researcher reviewed for this study, the findings
revealed that most of the caregivers (>50%) were females and spouses (Aslan,
Sanisoglu, Akyol, & Yetkin, 2009; Chen et al., 2009; Gorji et al., 2012; Kim et al.,
2010; Northouse et al., 2010; Park et al., 2010; Ross et al.; 2010; Spillers et al., 2008;
Tang, 2009; Tang and Li, 2008; Wong, Lam, Chan, & Chan, 2012). Additionally,
systematic review studies by Stenberg et al. (2010) and Waldron, Janke, Bechtel,
Ramirez, and Cohen (2012) revealed that most of cancer caregivers were female.
According to the studies of the cancer caregiver in Western context, their results
supported this finding that the majorities of the caregivers were females and spouses.
As foreseen, female is still the primary caregiver worldwide including Thailand. So, it
can be assumed that a burden of care for the patients at home falls on female family

caregivers continuously.
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Regarding working status, over half of the caregivers were agriculturalists
(24.4%) and laborers (28.7%). It is not consistent with the report of Thai National
Statistical Office (2010) which reported that most of Thais who have worked were
employee of government, state enterprise or private companies (40.9%). The reason
why most of the caregivers were agriculturalists and laborers might be due to the
characteristics of the data collection’s settings and the accessibility in the health care
services of the subjects. Saraburi hospital and Lopburi Cancer Center are the tertiary
hospitals under the jurisdiction of the Ministry of Public Health in the rural area of
Thailand that support the services for all patients including the patients who have
universal coverage card. In 2010, universal coverage card was the most common type
of health insurance (79.2%) which Thais have been received from the government
(Thai National Statistical Office, 2010). Most agriculturalists and laborers have a
universal coverage card. In this study, the results showed that most of the patients
(65.5%) paid for their treatment by using universal coverage card. Generally, Thailand
is well known as agricultural country. Most of agriculturalists usually use their free
time to do special works including laborers. Thus, it is not surprised that most of the
subjects were agriculturalists or laborers.

In regards to the duration of caregiving and timing of caregiving, most of
the caregivers cared for the patient for two years or less (80.7%) and spent all day and
night (64.4%) providing care to the patients. This result was congruent with time since
diagnosis of the patients. The researcher found that 76.4% of the patients were
diagnosis for two years or less. These findings were consistent with studies by others
(Aslan et al., 2009; Chen, Chu, & Chen,2004; Hacialioglu et al., 2010; Stajduhar et al.,
2008; Tang & Li, 2008) who found that most caregivers spent 24 hour per day in
caregiving and the duration of care was less than two years. The NFAC of the US
(2012) reported that caregivers spent an average of 20 hours per week providing care
for their loved one with a chronically ill, disabled or aged family member.
Additionally, advanced cancer patients have multifaceted needs, including personal
care, emotional support, and others. So, family caregivers need to offer more time to

caring for their patient with advanced cancer (Given, Given, & Kozachik, 2001).
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A reason why most caregivers spent all day and night providing care to the
patients might be from advanced cancer patients have high levels of distress. The
patients irregularly expressed negative emotion to others such as their primary
caregivers or their oncologists. The types of emotion expressed were anxiety (46%),
fear (25%), depression (12%), anger (9%), and other (8%) (Anderson et al., 2008).
Caregivers of patients with advanced cancer need to provide emotional support for
their loved ones in order to help them cope with their situation. The ways to provide
emotional support to the patients were 1) being with him or her, 2) allowing him or her
to express their fears and concerns, 3) being willing to listen to him or her, etc.
(National Cancer Institute, 2012). As foreseen, the activities of emotional care were
the tasks that require a lot of time. Moreover, in Thai context the patients needed help
to maintain their physical ability and psychological well-being to solve their physical
suffering and psychological problems (Maneewan et al., 1994; Srikumnerd, 2008).
The caregivers have to provide both physical and emotional support for the patients.
So, it is possible that most caregivers spent all day and night for caregiving their loved
one.

Another possible explanation for these findings is that caregivers may be
faced with double jeopardy during taking care of their loved ones. Mullan (1985)
stated that the first two years of cancer patients and their family was the acute phase of
survival that was extended from diagnosis to the completion of initial treatment
encompassing issues dominated by treatment and its side effects. During this period,
caregivers may know that their loved one had cancer and also that the patients were in
the advanced stage. In this situation, caregivers had to deal with an acute survivorship
phase and the palliative care period at the same time. The caregivers may have to
adjust both their own new caregiving roles, and help support for their loved ones with
advanced stage of disease. Moreover, caring for advanced cancer patients is usually a
stressful task and hard work which needs a high level of patience of family caregivers
(Glajchen, 2004; Sirapo-ngam et al., 2010). From the characteristics of the patients,
the results showed that most of the patients in this study were at stage 4 (77.1%), and
received palliative chemotherapy (58.5%). The caregivers also have many activities to

take care of the patients in this period of time (Weinland, 2009). Accordingly, because
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of the patient’s disease condition and their caregiver’s responsibilities, they spent 24
hours per day for taking care of the patients.

Moreover, a meta-analysis of 116 empirical studies by Pinquart and
Sorensen (2005) revealed that Asian American caregivers were found to provide more
caregiving hours than white, African American, and Hispanic caregivers. They
explained that cultural beliefs play a significant factor influencing the concerns of
family caregivers of cancer patients. Kim and Theis (2000) found that Korean
caregivers had their strong sense of obligation to fulfill their filial duty and
responsibility for their parents or spouses. In Thai culture, a filial piety is also a strong
norm (Caffrey, 1992; Thongprateep, 2006). When a loved one has cancer, other family
members attend to take care of their lover because it is a good opportunity of them to
be grateful to their loved one. Therefore, they spent all time of them to care for the

patients.

5.1.2 Characteristics of the study variables
The characteristics of the variables included caregiver’s age, caregiver’s
education, caregiver’s income, caregiver burden, family hardiness, coping, social

support, and caregiver’s QOL were discussed and reported in this section as follows:

a) Caregiver’s age

In this study, the average age of the caregivers is 47.14 years and the
majority of them (51.3%) were in the middle adult ages 40-60 years. This might be
that most of caregivers in this study were spouses who were in the same age with the
patients. As foreseen, the majority of the patients were the middle adults (47.6%), and
older adults (47.6%). The report of Thai NCI in 2010 also stated that the majority of
cancer patients (>50%) ranged in age from 40 to 60 years. From 23 studies of cancer
caregiver published from 1994 to 2009 in Thailand, the finding revealed that the
average age of the caregivers was less than 47 years (Chansirimongkol, 2007;
Issarapanit, 2006; Kasinpila, 2007; Phligbua, 2005; Pitimana-aree, 2007,
Ungwattansirikul, 2007).
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From the literature in western culture, the results showed that most of the
studies (85.1%, 80/94 studies) displayed that the average age of the caregivers was
more than 50 years (Francis et al.,, 2010; Ross et al., 2010; Sherman et al., 2010;
Spillers et al., 2008; Stajduhar et al., 2008; Winterling et al., 2010). Moreover, the
findings of a systematic review by Stenberg et al. (2010) and Waldron et al. (2012)
showed that the mean age of cancer caregiver was 54.1 and 56.5 years, respectively.
As foreseen, the average age of the caregivers in this study was younger than in
western studies. This suggested that the Thai caregivers are younger than the Western

caregivers.

b) Caregiver’s education

Unsurprisingly, the average number of years of caregiver’s education was
8.34 years and over half of the caregivers (52.7%) finished primary school. This result
was consistent with the report of Thai National Statistical Office (2010) which
reported that most of Thais (47.3%) finished primary school and lower. Moreover, this
finding was supported by the study of Chantrasarn (2010) that revealed that the
average number of years of education was 6.6 years which was relatively short
compared to other countries. This can be explained that a number of years for the
compulsory education are 9 years for Thai children (Compulsory Education Act of
Thailand, 2002). However, some Thai children (20%) have not been educated under
the compulsory education because of the poverty, lack of schools, the disabled, and the
homeless (Phongpaiboon, 2000). Due to poverty or the family’s finances, in
childhood, the caregiver’s parent may not support or send them to school. They may
help their parent generate income or take care of their home or younger siblings.
Hence, some caregivers were obliged to leave school prior to the required 9 years. For
the western studies, the researcher found that most of the caregivers finished high
school and higher (Aslan et al., 2009; Chen et al., 2009; Kim et al., 2010; McLean,
Walton, Matthew, & Jones, 2010; Park et al., 2010). Additionally, Pinquart and
Sorensen (2005) who performed a meta-analysis of 116 empirical studies found that

Asian American caregivers were lower levels of education than white, African



Fac. of Grad. Studies, Mahidol Univ. Ph.D. (Nursing) / 111

American, and Hispanic caregivers. According the literature, Thai caregivers in the

rural area were lower education than those from western culture.

¢) Caregiver’s income

The average monthly income of the caregivers was 11,657.72 Baht and
68.4% of them had income less than the average monthly family income (17,862 Baht)
in 2009 (National Statistical Office, 2010). Although, most of the caregivers (80.4%)
have worked, 43.3% of them perceived that their income was insufficient. This is
because Thailand's income inequality is relatively high compared to other countries
(Chantrasarn, 2010). As foreseen, the range of income greatly varied from 0 to
200,000 Baht/month. This finding suggested that most of the caregivers in this study
were faced with the financial problems in their lives.

This finding was congruent with several previous studies which found that
the Thai caregivers had average monthly income less than 20,000 baht/month (< 700
USS$, Chansirimongkol, 2007; Pitimana-aree, 2007; Ungwattansirikul, 2007).
Additionally, Yiengprugsawan, Seubsman, and Sleigh (2012) found that Thai full-time
caregivers tended to be in the lowest household income group in rural areas. In
contrast, a study in Hong Kong reveled that most caregivers of persons with mental
illness had monthly income greater than 700 US dollars (Wong, Lam, Chan, & Chan,
2012). In addition, the researcher found that in Western studies, caregiver’s income
was more than 10,000 USS$. For instance, Kim, Spillers, & Hall (2010) and Song et al.
(2010) presented that the first range of caregiver’s income was < 20,000 US dollars,
and < 30,000 US dollars, respectively. However, it is difficult to compare the
caregiver’s income because the context of Thailand is different from Hong Kong or

Western country.

d) Caregiver burden

The average total score of caregiver burden was 16.81 indicated that the
caregivers perceived low levels of caregiver burden. This finding was not congruent
with the study of Barg et al. (1998), Cheewapoonphon (1998), Chen et al. (2009),
Kasinpila (2007), Papastavrou et al. (2009), Scherbring (2002), and Wannasiri (2005)
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that found that the caregivers perceived the moderate or high level of caregiver
burden. Because of Thais’ belief and culture, caregivers may think that caregiving for
the patients who were their spouses or parents was a way to show appreciation and as
a result they were more grateful for the opportunity to care for their loved ones.
Taking care of family member is an affective reward and a strong norm of familial
obligation in the Thai culture (Caffrey, 1992; Thongprateep, 2006) Furthermore,
Paisalsuthidach (2006) stated that the caregivers of patients with terminal stage cancer
in Thai context had to do several tasks to solve the four patient’s problems including
physical problems, psycho-spiritual problems, self-care deficit, and economic
problems. Those responsibilities may be not new tasks for the caregivers because they
had to do those tasks when their loved one was healthy.

In Thai culture, religion, culture, and traditional ways of life played major
roles in the commitment to taking care of family members. Especially, Buddhist
caregivers believed that caregiving was a way to repay their past deeds, to gain merit,
and to return gratitude to their relatives. Thai caregiving for a loved one with illness
was as an integral part of a caregiver’s life, an unavoidable task that was provided with
love, sympathy, and attachment (Subgranon & Lund, 2000). On the other hand, the
Western people are normally independent more than people in Asian country. When
they took role as a primary caregiver, they may be more suffering because they did not
familiar with new roles of caregivers. Therefore, the caregivers in this study reported
low burden because caregiving is a normal duty of family members. However, most of
the caregivers (80.7%) in this study cared for the patients less than two years which
was a short time period. In the long-term of caregiving, this group of caregivers may
perceive caregiver burden at any level. So, it is very interesting to conduct a
longitudinal study to follow the perception of caregiver burden in this group.

In this study, it was noticed that there were forty-three caregivers who
reported that a total raw score of role strain, which was one of the subscales of
caregiver burden, were zero. This means that this group of the caregivers did not
perceive effects of caregiving on the caregiver’s health and other relationships. This
finding was consistent with the results of the additional analysis that found that almost

of them (42 in 43 caregivers) reported moderate to very good health status. There were
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13 caregivers who had at least one health problem. Moreover, most of them were
spouses (26 in 43 caregivers), a range of 40-60 years old (27 in 43 caregivers) who
cared for their loved one. It was reflected that the relationship between the caregivers
and their love one was not a problem. Even though, the reliability of caregiver burden
was very good, it might not be appropriate to measure caregiver burden in Thai
context because some caregivers did not perceive role strain which was one of the two
subscales of caregiver burden. It is suggested that a future study should be concern the
influences of culture and religion belief on the perceived caregiver burden in Thai
context. Moreover, the meaning of caregiver burden and its measurements in Thai

culture should be more explored.

e) Family hardiness

The caregivers reported high levels of family hardiness (mean=45.29,
SD=6.38). This may suggest that caregivers are supported from other family members,
which may help them evaluate the caregiving situation more positively. From the
demographic data, most of the caregivers (>80%) in this study stayed with more than
three family members at their home and 57.1% of all caregivers in this study had a
secondary caregivers. Moreover, the caregivers may perceive that cancer is a serious
disease which causes of the patient’s death recently. They may try to be strong in order
to be a good caregiver and to encourage the patient to deal with their illness
continuously. In the countryside of Thai context, their neighbors are usually their
relatives who caregivers can ask for help at any time. This finding also reflected that
the caregivers had the family’s sense of internal strengths, dependability, and ability to
work together which was the definition of family hardiness in this study. Because of
support from their family, the caregivers perceived high family hardiness.

This result was consistent with studies that have supported similar findings
in that the mean of family hardiness was above the midpoint on the scale indicated that
caregivers reported high levels of family hardiness (Carey et al., 1991; Oberst et al.,
1991). Clark (2002) also found that caregivers with higher family hardiness possibly
receiving more assistance. In Thai context, Niyomthai et al. (2003) found that the

caregivers of stroke patients perceived family hardiness in commitment subscale at
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high level because they received financial support and got assistance from secondary

caregivers.

f) Coping

The caregivers reported that they used the coping strategies at a low level
(mean=91.90, SD=18.25). The most frequently used coping strategy perceived by the
caregivers was confrontive and palliative coping. The reason might be that most of the
caregivers may evaluate that taking care of their loved one with cancer was the
situation which they can directly manage or handle. They may try to solve, face up to
and confront their problem or situation directly. They may want their loved one with
cancer to do well. They may try to do everything in order to make the patients and
themselves happier. This was consistent with the definition of coping in the stress
process model. Pearlin (1999) stated that coping was one of the moderating resources
which was the personal behaviors that was employed in order to prevent or avoid
stressful situation and its outcomes. Additionally, some items in palliative subscale of
the JCS which was used to measure coping in this study were consistent with Buddhist
caregivers’ believes. The example of those items were item 3 (Optimism), item 14.
(Acceptance), item 18 (Pray/trust God), item 35 (Don’t worry), and item 36 (Settle for
next best thing). Those items represented the belief that caregiving situation was
related to the concept of karma which they need to face every day. This may be the
reason why most caregivers reported that they used the coping strategies at a low
level.

Moreover, the results revealed that the caregivers in this study used all
three of coping strategies which was congruent with Lazarus & Folkman (1984) stated
that no one strategy is considered inherently better than any other. However, it can
assume that confrontive coping may be the most appropriate coping strategies for
caring of the advanced cancer patients. This finding was congruent with three previous
Thai studies that revealed that the mean score of coping was at a moderate level and
the most common coping strategy used by family caregivers was confrontive coping
(Chansirimongkol, 2007; Oiemhno, 2003; Pitimana-aree, 2007; Ungwattansirikul,
2007).
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g) Social support

The caregivers reported that they received the social support at a moderate
level (mean=29.99, SD=12.10). The highest source of social support perceived by the
caregivers was from family members. Possible reasons might be Thai culture affects
the life style of Thais. When a family member is ill, other family members take on the
role of caregiver because this is a family’s responsibility. Moreover, the filial piety is
crucial importance in Thai context. The taking care of an ill family member with
loving bond is positive and important way that family members can show their filial
piety to their parent, their spouses, or their relatives. When a father or mother is ill, the
child is often the caregiver who take care of his/her parent; if a husband is ill, his wife
will be a carer. As foreseen, most of caregivers were spouses and adult child of the
patients in this study. This finding was consistent with a study of Chansirimongkol
(2007), Pitimana-aree (2007), and Ungwattansirikul (2007) in that the mean score of
social support perceived by the cancer caregivers was at a moderate level, and the
biggest source of social support reported by the family caregivers was from their
family members.

Furthermore, the findings revealed that there were forty-seven caregivers
(17%) who did not perceive support from health care providers. This may reflect some
problems of health care management in this population. From the literature, caregivers
of patients with advanced cancer have a variety types of needs such as information,
emotional/psychological, physical, social/relationship, spiritual, and financial needs
(George, 1997; Hileman, 1990; Kim, Kashy, Spillers, & Evans, 2010; Lin & Tsao,
2004; Parlee, 1999). Especially, knowledge and informational needs, the greatest
needs, which were provided from health care providers. In Thailand, the cancer
centers, the secondary and tertiary hospitals under the jurisdiction of the Ministry of
Public Health have friendship therapy centers to promote self-management support,
friendship support and the participation of patients with chronic conditions and their
family in all of the treatment process underpinning the chronic care model since 2006
(National Health Security Office, 2010). This center is cooperation between health
care providers, patients, their family, and volunteers. The activities of the center are

comprised of emotional support, information support, occupational therapy, and
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others. The two settings for collecting data in this study have a friendship therapy
center for the cancer patients and their family. All new cancer patients and their family
were received information support and others from health care providers when they
were received the first treatment at the hospital. They also asked for help by call
directly to a health care provider when they stayed at home. Moreover, there is a
referral system for the cancer patients from the secondary or tertiary hospital to a
primary care unit in the community.

In this study, the researcher focused on the social support from health care
providers who have worked in the community of cancer patients. Although, the
friendship therapy center has not been set formally at the primary care unit in the
communities at that time, most of caregivers perceived support from health care
providers. During the data collection, some caregivers called the researcher when they
stayed at home in order to ask how to deal with their patient’ problems. They also
gave the information that health care providers at the primary care unit in their
communities did not conduct home visits, or did not know that their loved one had
cancer. This finding reflected that the caregivers may have had inadequate health
information or that a communication gap between health care providers and the
patients. Furthermore, the caregivers may want to receive information and support
from others continuously during their caregiving period. Therefore, the health care
providers have to focus more on the caregiver’s needs and improve the patient-health
care provider’s communication to promote support from health care team

continuously.

h) Caregiver’s QOL

The mean total score of the QOL was at a high level suggesting that the
majority of the caregivers perceived a high level of QOL. This result was consistent
with the report of National Institute of Development Administration (2011) that the
QOL of Thai people in year 2011 was high on working, family, and environmental
subscales. There were three previous Thai studies developed by Chansirimongkol
(2007), Pitimana-aree (2007), and Ungwattansirikul (2007) which also revealed that

the caregivers perceived a fairly good level of QOL. Moreover, Yiengprugsawan,
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Seubsman, and Sleigh (2012) found that when compared to non-caregivers, Thai
caregivers reported higher positive mental health (i.e., self-esteem and content with
life), higher positive mental capacity (i.e., coping with crises), and higher positive
mental quality (i.e., helping others). A combination of factors may explain the high
level of QOL among caregivers. First, the caregivers reported low caregiver burden
and moderate social support and these two factors may have contributed to their high
QOL. A study of Gaston-Johansson et al. (2004) and Wagner et al. (2006) revealed
that lower caregiver burden was related to higher QOL in family caregivers of cancer
patients. Second, the caregivers may have been able to engage in more positive
thinking about their life events from their Buddhist view, possibly enhancing their
quality of life.

Most of the caregivers (98.9%) in this study were Buddhist which is the
National religion of Thailand. Buddhist believes that the meaning of diseases was
defined as all kinds of human sufferings (i.e., physical or psychological diseases).
One’s health status is a collective product of kamma for each individual. Every
situation including good health, poor health, or death is recognized as valuable
opportunities to develop our mind for the ultimate destination which is nibbana, a state
of perfect health or free from all suffering (Paonil & Sringernyuang, 2002). The
methods to cure or reduce sufferings are not only medicines and other physical
treatments, but also Dhamma and mind practice (i.e., practicing meditation, practicing
the Noble Eightfold Path). Buddhism helped the patients with cancer and their family
to understand the reality of life under the law of karma. This understanding helped
them to remain calm when they faced difficulties (Lundberg & Trichorb (2001).

According to Buddhist view, the caregivers may understand their life
events including caregiving their loved one with cancer. They may practice hard and
do everything to develop them to live with wisdom in order to maintain body and
mind of them and their loved ones. Another Buddhist principle that helped Thai elders
maintain a sense of peace was the avoidance of holding on to negative thoughts
(Ingersoll-Dayton, Saengtienchai, Kespichayawattana, & Aungsuroch, 2001).
Furthermore, the QOL in this study was focused on the caregivers’ perception about

the satisfaction and importance of four areas in their life including health/function,
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socioeconomic, psycho/spiritual, and family. Therefore, the high level of QOL may
reflect the fact that most caregivers were very satisfied with each area in their life
events and they also highly rated the importance of each area in their life style.

In regard to the demographic data, most of caregivers were early and
middle adult (52.4%) and had fair to very good health status (88%) and no health
problems (61.1%). They were able to adapt and had the ability to take care of the
patients. They still had a high level of their QOL. Conversely, several studies showed
that the caregivers perceived a low or moderate level of QOL (Gaston-Johansson et
al., 2004; Iconomou et al., 2001; Lee, 2000). Grov et al. (2005) found that physical
QOL of the caregivers were significantly higher than norm, while mental QOL of them
were significantly lower than norm. A study of Frost et al. (2012) also revealed that
spiritual well-being among spouses of women with ovarian cancer was diminished
over time, and their QOL were most problematic at the 3-year measurement.

Moreover, Chantrasarn (2010) studied the quality of life of Thai people by
using the Human Development Index (HDI) to measure human quality of life in three
dimensions including health, education and standard of living. The finding revealed
that Thai people had moderate quality of life. This is because each study used different
an instrument to measure the QOL. The differences culture may affect the perception
of the caregivers’ QOL. In this study, the caregivers were younger than those in the
Western studies which found that older caregivers often have lower physical QOL
because they often get health problems of their own. Moreover, the duration of
caregiving may have effect on the perception of QOL. Most of caregivers in this study
cared for the patients less than two years but those in previous studies cared for the
patients more than two years. So, these are the reason why the level of caregivers’

QOL in this study was different to those in previous studies.
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5.2 The Factors Influencing Caregiver’s QOL

This section discussed the factors influencing caregiver’s QOL regarding
their position in the model presented in chapter four. The causal effects of all variables
were evaluated according to the criteria for the interpretation of correlations in the
social science by Cohen (1988). These criteria were the interpretation of the absolute
magnitudes of correlation or path coefficients. The standardized path coefficients with
absolute values equal to 0.20 indicated a small effect, while values around 0.30 - 0.50
indicated a medium effect and the values > 0.50 indicated a large eftect.

In this study, the effects of the study variables in the model were
considered as small to medium effects: positive direct effects of social support (0.20)
and family hardiness (0.37) on caregiver’s QOL, a positive direct effect of caregiver’s
age on caregiver’s QOL (0.27), a negative direct effect of caregiver burden on
caregiver’s QOL (-0.27), an indirect effect of caregiver burden on caregiver’s QOL
through social support (-0.19), and family hardiness (-0.32). This part of discussion

was presented as follows:

5.2.1 The findings that supported the hypotheses

Findings of the final model revealed that caregiver’s age, social support,
and family hardiness had significant positive direct effects on caregiver’s QOL.
Moreover, caregiver burden had a significant negative direct effect on caregiver’s
QOL. Those mean that the older caregivers who reported lower burden, greater social
support and family hardiness perceived higher QOL. This finding was congruent with
the study of Awadalla et al. (2007), Song et al. (2010), and Wong et al. (2012) in that
the caregivers who were older had significantly higher physical QOL scores than those
who were younger. Conversely, several studies revealed that older caregivers reported
lower QOL (Alptekin et al., 2009; Kershaw et al., 2008; Kim, Carver, et al., 2010;
Rivera-Navarro et al., 2009). However, caregivers’ age was one of the significant
predictors of caregivers’ QOL (Kim and Spillers, 2009; Kim, Spillers & Hall, 2010).
This can be explained that the older people will have the more experience for their
survival. The older caregivers may have more experience to be able to adapt for using

solving their problems (Pechphichatecheern, 2011). Kim, Spillers, & Hall (2010) also
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stated that older caregivers reported better psychosocial adjustment than younger
caregivers. The caregivers may understand the change of their life more than those
who were younger. They may think that caring for cancer patients was the
responsibility which they can manage it. So, the older caregiver still reported a high
level of QOL.

Moreover, this result was consistent with several previous studies (Bergelt
et al., 2008; Han et al., 2006; Mellon and Northouse, 2001; Northouse et al., 2002;
Pitimana-aree, 2007; Tang, 2009; Ungwattansirikul, 2007; Wagner et al., 2006) which
revealed that social support and family hardiness had significant positive direct effects
on caregiver’s QOL. Conversely, Kershaw et al. (2008) found that baseline social
support did not predict QOL 8 months later among spouses of patients with prostate
cancer because they may have different support needs at different phases of
survivorship. In the stress process model, Pearlin (1999) stated that social support and
family hardiness were moderating resources which played important roles in
protecting persons from the consequences of their stressful situations. If the
individuals reported greater social support and family hardiness, they will perceive
higher positive or lower negative outcomes of their stressful experiences. The
caregivers in this study perceived moderate social support and high family hardiness,
so, they reported high QOL. As reported, social support and family hardiness were
significant factors influencing caregiver’s QOL in Thai context. Thus, social support
and family hardiness will need to be promoted in order to maintain a high level of
QOL among family caregivers of patients with advanced cancer because if they are
able to obtain more support and have more family hardiness they are likely to
experience a higher QOL.

Another finding in this study also revealed that caregiver burden had a
significant negative direct effect on caregiver’s QOL, and had a significant indirect
effect on caregiver’s QOL through social support, and family hardiness. This means,
the caregivers who perceived lower burden, they perceived higher social support and
higher family hardiness, and then they reported higher QOL. This finding was
consistent with the results of a study of Song et al. (2011) in that caregiver burden had

a negative influence on the health-related QOL and mental health among the family
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caregivers of patients with terminal cancer in Korea. Several previous studies revealed
that caregivers who perceived high level of caregiver burden had poorer QOL than
those who perceived low level of caregiver burden (Gaston-Johansson et al., 2004;
Wagner, Bigatti, & Storniolo, 2006; Winslow, 1997). Chen et al. (2009), Sharpe et al.
(2005), and Yusuf et al. (2010) also found that the caregivers who perceived higher
caregiver burden reported absence of financial support or lower available support.
Pearce et al. (2006) also found that caregivers who reported greater caregiving burden
had greater use of coping. Additionally, Chronister, Chan, Sasson-Gelman, and Chiu,
(2010) studied the association of stress-coping variables to quality of life among
caregivers of individuals with traumatic brain injury, and found that social support
mediated the relationship between perceived burden and QOL.

Additionally, social support had a positive direct effect on coping. This
means that the caregivers who perceived higher social support, they used greater
coping strategy. This finding confirmed the theoretical framework that social support
was an antecedent of coping. This finding was congruent with previous studies that
revealed that social support influenced on coping (Bigatti et al., 2010; Greenglass,
Fiksenbaum & Eaton, 2006; Lian & Geok, 2006). McColl, Lei, and Skinner (1995)
also found that the perceived availability of social support was seen to have direct
effects on future coping. Moreover, Rafiyah, Suttharangsee, and Sangchan, (2011)
studied the relationship between coping and social support of family caregivers caring
for persons with schizophrenia. They found that there were significant positive
correlation between social support and confrontive coping (r = .68, p <.01). Contrary
to three previous studies among Thai caregivers of cancer patients (Chansirimongkol,
2007; Pitimana-aree, 2007; Ungwattansirikul, 2007), social support was not correlated

with coping.

5.2.1 The findings that did not support the hypotheses

This study found that caregiver’s education, caregiver’s income, and
coping did not have significant direct effects on caregiver’s QOL. For caregiver’s
education, this finding was consistent with a study of Luria (2000) found that

education level was not statistically significant predictors of caregiver’s QOL.
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Possible reasons that why caregiver’s education did not have an effect on caregiver’s
QOL might be related to a number of educational year among Thai people. In this
study, the researcher found that the average number of years of caregiver’s education
was 8.33 years which was lower than those in western context. From the literature, the
Western caregivers finished high school and higher (Aslan et al., 2009; Chen et al.,
2009; Kim et al., 2010; McLean et al., 2010; Park et al., 2010). Moreover, caregiving
for cancer patients requires intellectual and cognitive intricacy (Hudson, 2004).
Therefore, if the caregivers are too low level of education, it may not detect the effects
on QOL. This finding was not congruent with several previous studies in that
caregivers who had higher education had higher QOL scores (Awadalla et al., 2007;
Tang, 2009). Moreover, Northouse et al. (2002) found that family members who had
higher education reported lower mental QOL. The results of a study by Wong et al.
(2012) also indicated that the caregiver’s education had significant impacts on their
QOL. Therefore, the effects of caregiver’s education on caregiver’s QOL were still
questionable and have to be tested in the future. The reasons why caregiver’s
education did not have an indirect effect on caregiver’s QOL through coping may be
from the effects of coping on caregiver’s QOL. Although, the caregiver’s education
was correlated with coping, coping did not have effect on caregiver’s QOL in this
study.

For caregiver’s income, the reasons for explaining the finding in that
caregiver’s income did not have significant direct effects on caregiver’s QOL may be
related to the welfare state in the health patients. Most patients (65.2%) in this study
used universal coverage card to pay any expenses when they went to receive
treatments at hospitals. The caregivers were not responsible for the cost of patients’
treatment except private expense (i.e., food, travel) which was not much for them.
Moreover, it might be from the measurement error and the missing data for caregiver’s
income in the process of data collection. Most caregivers were not sure about their
monthly income because they did not record their actual monthly income. They had to
report by estimating their monthly income and 14.2% of the caregivers did not report
their monthly income. So, the inaccurate caregiver’s income might affect the results in

that caregiver’s income did not have both a direct effect and an indirect effect on
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caregiver’s QOL in this study. This result was not consistent with the study of Kim &
Spillers (2009), Luria (2000), and Song et al. (2010) in that the caregivers who had
higher income had a significant positive relationship with QOL. Moreover, several
studies revealed that income was one of the best predictors of QOL among family
caregivers of patients with cancer and non-cancer (Dunn, Bonner, Lewis, & Meize-
Grochowski, 1994; Li, Lambert, & Lambert, 2007). Song et al. (2010) stated that more
income allows family caregivers to afford materials and human resources to better
manage cancer and caregiving and thus gives the caregivers a sense of security that
reduces stress and improves their QOL.

For coping, the finding was not congruent with a study of Fitzell &
Pakenham (2009), Kershaw et al. (2004), Myaskovsky et al. (2005), Ungwattansirikul
(2007), and Wagner et al. (2006) who found that coping had an direct effect on
caregiver’s QOL. Pearlin (1999) stated that coping was one of the moderating
resources which affected caregiver’s QOL which was a positive outcome of caregiving
situations in the stress process model. However, Chansirimongkol (2007) and
Pitimana-aree (2007) found that coping did not have a direct effect on caregiver’s
QOL in Thai context. Possible reasons that why coping did not have an effect on
caregiver’s QOL might be from the characteristics of coping strategies. The Jalowiec
Coping Scale (JCS) used in this study was comprised of three subscales which were
both positive and negative coping strategies. From the literature, the research found
that using different coping styles affects the caregiver’s QOL in different way. For
example, Morris (2007) found that negative coping skills were negatively correlated
with caregiver’s QOL, but positive coping skills were not associated with caregiver’s
QOL. In this study, most caregivers perceived confrontive coping strategy which was
positive coping skill, so probably that is the reason that coping was not related to QOL
among the caregivers. Puymbroeck & Rittman (2005) also stated that coping was a
personality trait and was not differentially influenced by a dynamic concept or a static
concept. This finding may support this theory because quality of life was a dynamic
construct. Additionally, the researcher found that the caregivers who are different in
age used significantly different coping strategies in this study. This may be a reason

that why coping did not effect on caregiver’s QOL.
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Additionally, it may be from the problem of measurement error and data
normality. The researcher tested the construct validity of the JCS by conducting a
confirmatory factor analysis. The researcher found that the standardized factor
loadings and the construct reliability for 2 indicators including confrontive and
emotive coping were lower than .70. This means that there may be a measurement
error in this study. The researcher may not be able to conclude that the JCS can
actually reflect the concept of “coping” in Thai context. Moreover, the scores of
coping were non-normal distribution because the subjects were homogeneous which
can affect the validity of the measurement. Lei & Lomax (2005) stated that if the
assumptions of multivariate analysis were violated, the parameter estimates will be
inaccurate and it will lead to unreasonable interpretation of the results. So, the
measurement error and the non-normality in coping may effect to the finding in that
coping did not have a direct effect on caregiver’s QOL.

Moreover, the finding revealed that caregiver’s age and caregiver’s income
did not have significant indirect effects on caregiver’s QOL through coping and social
support, and caregiver’s education did not have significant indirect effects on
caregiver’s QOL through coping. A possible reason to explain this finding is that
coping did not have a direct effect on caregiver’s QOL. For the indirect effect of
caregiver’s income on caregiver’s QOL, it can be explained that this finding may
support the theory that coping is a personality trait and is not differentially influenced
by a static concept like caregiver’s income or a dynamic concept like caregiver’s QOL
(Puymbroeck & Rittman, 2005). In this study, caregiver’s income did not have direct
effect on coping, and coping did not have direct effect on caregiver’s QOL. So, the
finding revealed that caregiver’s income did not have a significant indirect effect on
caregiver’s QOL through coping and social support. It just needs to be more examined

in a future study.
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5.3 Strengths and Limitations of this Study

This study has both strengths and limitations which are presented in this
section.

A strength of this study was the use of path analysis to test a causal model
of factors influencing quality of life among family caregivers of patients with
advanced cancer. Although, this study is a correlational, cross-sectional design which
limits the ability to draw causal explanations for the findings, it can explain the causal
relationship of the study variables in the model. Because of a theoretical model that
was used to guide this research, the stress process model developed by Pearlin et al.
(1990) which provided structure to test predictors of caregiver’ outcomes that occur
from one phase of the illness trajectory to another (Blum & Sherman, 2010). A
rigorous test of the stress process model by using path analysis was a necessary
process to move forward our understanding of the dynamic interaction between
caregiver’s contexts, stressors, the moderating resources, and caregiver outcomes in
Thai context. Therefore, this study developed based on the stress process model was
acceptable in testing a causal hypothesis which had been deduced from and established
theory by using correlational research design (Polit & Beck, 2008). If a prospective or
longitudinal study was conducted, the study would be stronger because it provides
more validity for interpreting the causal relationship.

The sample was selected by using convenience sampling from the two
tertiary hospitals, thus limiting the generalizability of the findings to more diverse
population. These research findings cannot be generalized to the caregivers of cancer
patients in other settings. Therefore, a study with a more diverse sample of family
caregivers of patients with advanced cancer should be conducted to enable us to
broaden the generalizability of the findings. Moreover, the moderate response rate,
where 27.2% of the subjects who preferred self- report refused to participate in this
study, reflects that this group was the caregivers who reported a low level of QOL. So,
it is challenge to conduct research in this group of family caregiver.

Some of the non-significant results could be a result of a risk of selection
bias and the measurement errors of caregiver’s income. In the future study, the

researcher should find strategies for reporting caregiver’s income accurately. During
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the process of data collection, the researcher found that there may be differences in
symptom burden and self-care ability of the patients. Although the majority of the
patients had stage IV cancer, some of the patients seem to have more disease burden
than others. So, the care tasks of the caregivers may be differences. A further study
should screen self-care ability of cancer patients and the care tasks of the caregivers
which may affect the perceptions of caregivers on caregiver burden, coping, social
support, and QOL.

In this study, the research used both in person interviews and mailed self-
report questionnaires to collect the data because this population is usually a very
difficult sample to obtain. It may have an effect on internal validity of this study. A
future study should be more concern the confounding effects of the different method
to collect the data. Although, the Cronbach’s alpha coefficients of all instruments in
this study were acceptable to very good, the construct reliability of some indicators of
them were less than .70 in Thai context. Specially, three indicators of the Family
Hardiness Index were ranged from low (.09) to medium (.45). Therefore, a further
study should retest the construct reliability of the Family Hardiness Index. Moreover,
in this study the total score of the caregiver burden was obtained by adding the scored
for 18 items which were different from other studies. It was difficult to compare the
findings of other studies. A qualitative research design should be conducted to develop

the measurement of caregiver burden in order to be better fit in Thai context.

5.4 Summary

This chapter presented discussion regarding findings, characteristics of the
sample, characteristics of the study variables, the causal model of QOL and strengths
and limitations of the study. The findings partially supported the theoretical
framework which emphasized social support, coping, and family hardiness as the
moderating factors between antecedent and outcome factors in the model. The overall
model explained 45% of the variance in caregiver’s QOL, 10% of the variance in
family hardiness, 34% of the variance in coping, and 6% of the variance in social

support.
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CHAPTER VI

CONCLUSION

This chapter summarizes the research study and describes the implications,

contribution of research findings and the recommendations for future study.

6.1 Summary of the Research Study

The purpose of this cross-sectional descriptive design is to examine the
factors predicting quality of life among family caregivers of patients with advanced
cancer. The proposed model is derived from the stress process model developed by
Pearlin et al. (1990) and literature review. Five hypotheses were explored; (1) social
support, coping, and family hardiness would be have direct effects on caregiver’s
QOL; (2) Caregiver’s age would be have a direct effect on caregiver’s QOL and have
an indirect effect on caregiver’s QOL through coping, and social support; (3)
Caregiver’s education would be have a direct effect on caregiver’s QOL and have an
indirect effect on caregiver’s QOL through coping; (4) Caregiver’s income would be
have a direct effect on caregiver’s QOL and have an indirect effect on caregiver’s
QOL through coping and social support; and (5) Caregiver burden would be have a
direct effect on caregiver’s QOL and have an indirect effect on caregiver’s QOL
through social support, coping, and family hardiness.

Three hundred and ninety-three potential subjects were approached from
two settings during October 2011 to May 2012. One hundred and seventeen potential
subjects consented but did not return the questionnaires because of several reasons. So,
275 subjects remained in this study. Six instruments included demographic
questionnaire, the Zarit Burden Interview, the Family Hardiness Index, the Jalowiec
Coping Scale, Social Support Questionnaire, and the Quality of Life Index — Cancer

version III were used to collect the data. The reliability of the instruments was
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minimally acceptable to too long scale with the value of Cronbach’s alpha coefficients
ranged from .89, .75, .89, .92, and .97 respectively for this study.

Characteristics of the sample and the study variables were analyzed
through descriptive statistics executed by the SPSS 18.0, Mahidol University license.
Pearson’s correlation coefficient was used to explore the relationships among study
variables. Lastly, path analysis executed with the LISREL program version 8.80
(student edition) which was provided by Scientific Software International (SSI), was
used to test the hypotheses.

The findings revealed that the subjects were 213 females (77.5%) and 62
males (22.5%) with ages ranging from 19-74 (mean=47.14, SD=13.02). Most of them
(54.5%) were spouses. The majority of them (80.7%) cared for the patients less than
two years. Over 50% of the subjects finished primary school. Their monthly income
ranged from 0-200,000 baht (mean = 11,657.72, SD=17,809.34). Most of them (60%)
had income < 17,861 baht/month which was less than average monthly income of Thai
people, while 8.4% were poor people who had income less than 1,678 baht/month.
Moreover, the results showed that the caregivers perceived a high level of family
hardiness and QOL.

For testing the hypothesized model, first the model was fit with the
empirical data. Then, the researcher modified it following the modification indices and
supporting literature in order to be better fit to the data, by adding the path between
social support and coping. The modified model fit the data (x> = 4.83, df = 13, y/df =
0.37, p = 0.98, RMSEA = 0.00, SRMR = .06, GFI = .97, AGFI = .91, CFI=1.00,
RNI=.98) and explained 45% of the variance in caregiver’s QOL, 10% of the variance
in family hardiness, 34% of the variance in coping, and 6% of the variance in social
support.

The results indicated that caregiver’s age had a significant direct positive
effect on caregiver’s QOL. Social support and family hardiness had significant direct
positive effects on caregiver’s QOL. Caregiver burden was moderated by family
hardiness, and social support to increase more caregiver’s QOL. Moreover, the finding

also revealed that social support had a significant positive direct effect on coping.
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6.2 Implications and Contribution of Research Findings

The findings of this study are useful to guide future nursing research,

nursing practice, and contribute to health care system as presented in the following.

6.2.1 Implications for Future Nursing Research

Although these findings confirmed that the stress process model could be
used to explain and predict the phenomena of QOL among family caregivers of
patients with advanced cancer in Thai context, a repeat testing of this causal model in
other samples of cancer family caregivers should be conducted in future study to
strengthen the model and expand the degree of generalizability. Furthermore, it will
strengthen the model if it is repeated with a longitudinal study or even examined while
conducting the intervention study in a future study. This study is a cross-sectional
design which may limit interpretation of causality, future studies which duplicate
testing using this model with a longitudinal design are needed to strengthen evidence
of causality.

For the program development, the findings suggested that the future
intervention for Thai family caregivers of patients with advanced cancer should be
focused on maintenance or promoting of QOL, social support, and family hardiness in
the acute phase of survival (less than two years) because most of caregivers in this
study cared for the patients less than two years. If the researcher will develop the
program for the Thai family caregivers, the researcher needs to concern the period of
time which may have effect on QOL, social support, and family hardiness.

In this study, the levels of caregiver burden, family hardiness, coping,
social support, and QOL were perceived by most of caregivers who cared for the
patients less than two years which was a short time period. In a long time, we do not
know that this group will report the same level of those variables or not. A prospective
or longitudinal study should be conducted to monitor the perception of those variables
in this group of caregivers.

Accordingly to the findings that the caregivers perceived a high level of
QOL which was not consistent with the results from Western context that caregivers
of advanced cancer patients reported low to moderate QOL. Hence, it is very

interesting to study what are the factors that influence QOL among Thai family
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caregivers of patients with advanced cancer by using qualitative design in a future
study. Additionally, the meaning of QOL among Thai family caregivers of patients
with advanced cancer should be explored in the future.

The Family Hardiness Index (FHI) which was used to measure the variable
of family hardiness was modified by Niyomthai, Putwatana, and Panpakee (2003) in
order to fit within Thai context. In this study, its reliability was minimally acceptable
that the Cronbach’s alpha coefficient was .75 in the pilot study and .68 in the current
study. To addition, the testing of its construct validity by using the CFA revealed that
the standardized factor loadings of all indicators and the value of construct reliability
were lower than .70. This may be from the process of the FHI’s translation. The
significant issues may be lost because of the different contexts. Therefore, this

measurement is needed to modify or develop in Thai context.

6.2.2 Implications for Nursing Practice

The results showed that most caregivers in this study perceived their QOL
at a high level that was not congruent with the QOL among family caregivers in other
contexts including Western culture. Nurses or other health care providers who take
care of the advanced cancer patients and their caregivers should monitor caregiver’s
QOL to maintain or promote a high level of QOL in the caregivers continuously
especially in the acute phase of survival.

Although, most of the caregivers perceived a moderate level of social
support and a high level of family hardiness, the findings revealed that social support
and family hardiness had significant positive direct effects on caregiver’s QOL. So,
nurses or other health personnel should facilitate to find more social support for the
caregivers who reported low social support or develop interventions that enhance
higher level of social support and family hardiness in order to maintain a high level of
QOL among the caregivers.

The findings also revealed that the caregivers who were older perceived
higher QOL than those who were younger. Therefore, the caregivers who are young
adult may risk reporting low QOL and are needed to promote a higher level of QOL.
The health care providers should conduct a self-help group for cancer caregivers to

promote exchange their experience between younger and older caregivers. The
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experience of the older caregivers may help the younger caregivers to face with their
role effectively. Then, the younger caregivers may report higher QOL.

In this study, the caregiver burden had a significant negative direct effect
on caregiver’s QOL and had a significant indirect effect on caregiver’s QOL through
social support and family hardiness. Hence, nurses or other health care providers
should pay attention to the caregivers who perceived a high level of caregiver burden
because this group will report low QOL.

The findings revealed that there were 17% of the caregivers who did not
perceive support from health care providers. Therefore, the health care providers in the
community have to more focus on the caregiver’s needs and improve the patient-
health care provider’s communication to promote support from health care team

continuously.

6.2.3 Implications for Health Policy

This research finding can serve as a basis for development of a program to
promote or maintain QOL among family caregivers of advanced cancer patients. The
program of promoting caregiver’s QOL should be tailored to the contexts of this
population in order to increase and/or maintain their QOL. If the caregivers are a high
level of QOL, they will not be risk to be a patient and still be a good carer for the
cancer patients. In Thailand, cancer, a chronic condition, is still the first leading cause
of death continuously (Bureau of Policy and Strategy, Thailand, 2012). If the health of
family caregivers of cancer patients is not concerned from health care providers, the
caregivers may risk being patients from taking care of cancer patients at their home.
This situation may cause to increase burden of care for the government. So, the
findings of this study will be the basis data to encourage the health care team to more
focus on this population. For example, a cancer clinic should have the assessment of
QOL, social support, family hardiness, or caregiver burden among caregivers in any
period of caregiving. It should be established a caregiver center or a friendship therapy
center in all hospitals to have evidence for health care providers who have to focus

more on the caregivers of cancer patients.
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6.3 Conclusion

This study tested the model of QOL in family caregivers of patients with
advanced cancer underpinning the stress process model and the literature. The findings
of this study provide information regarding factors predicting QOL among family
caregivers of patients with advanced cancer. The knowledge gained from this study
can be used to develop an effective intervention for advanced cancer caregivers that
should focus on enhancing QOL, social support, and family hardiness or decreasing
caregiver burden. This finding can also be the basis in nursing research and practice as

well as used as a source for health care policy development.



Fac. of Grad. Studies, Mahidol Univ. Ph.D. (Nursing) / 133

REFERENCES

Adulyanonte, W. (2012). Woman's role in the health management of them and their
Family. Retrieved August 9, 2012, from http://www.thaihealth.or.th
/healthcontent/news_thaihealth

Alptekin, S., Gonullu, G., Yucel, 1., & Yaris, F. (2009). Characteristics and quality of
life analysis of caregivers of cancer patients. Medical Oncology.
d0i:10.1007/s12032-009-9256-2

American Cancer Society. (2010a). Advanced cancer. Retrieved November 20, 2010,
from http://www.cancer.org/acs/groups/cid/documents/webcontent/003082
-pdf.pdf

American Cancer Society. (2010b). Cancer facts & figures 2009. Atlanta: American
Cancer Society. Retrieved September 2, 2011, from http://www.cancer
.org/acs/groups/ content/@nho/documents/document/acspc-024113.pdf

American Cancer Society. (2011). Cancer facts & figures 2011. Atlanta: American
Cancer Society. Retrieved June 28, 2011, from http://www.cancer.org/acs/
groups/content/@epidemiologysurveilance/documents/ document/acspc-
029771.pdf

American Cancer Society. (2012). Cancer facts & figures 2012. Atlanta: American
Cancer Society. Retrieved November 28, 2012, from http://www.cancer.
org/acs/groups/content/@epidemiologysurveilance/documents/document/a
cspc-031941.pdf

Anderson, W. G., Alexander, S. C., Rodriguez, K. L., Jeffreys, A. S., Olsen, M. K.,
Pollak, K. I., et al. (2008). “What concerns me is...” Expression of
emotion by advanced cancer patients during outpatient visits. Support Care
Cancer, 16(7), 803-811.

Aranda, S. K., & Hayman-White, K. (2001). Home caregivers of the person with
advanced cancer: An Ausstrarian perspective. Cancer Nursing, 24(4), 300-
307.



Fac. of Grad. Studies, Mahidol Univ. Ph.D. (Nursing) / 165

APPENDICES



Warunee Meecharoen Appendices / 166

APPENDIX A
DOCUMENTARY PROOF OF ETHICAL CLEARANCE

TUNAINGIRE NUNINLRUNAAS

auaLL sy NPLET ATH IHOUARI2T
o A
m‘gm HNLATTU

ALYIBALUTHLT BT ATEETTHNITINE LUAU
n}hh‘;l‘nj'ﬁ ezl ‘-"'Il;iir.';\!li 1 WP ndde
[T 1?"1'{}]":1:}”!'.;21:'.,|.|3-}.j',4't'i":3._l'5?_|“li}.]':_;"J-J'J'E'.'H-_:'}i‘:? 3.1’;-":‘*3'1-‘:{1":ﬁﬂ"n:."};ﬂﬂ Fmen

a i c:ﬂ" s ¥ vow a o sy -&I i _“_'I e .
yglienfuartrvar mandfldsL IR wvdnluns fiRme iU sr loaug e

e lwon Blaeis 3
TEHAETARTYSTITE YN '_q;, COTET WA L:’;:.: P s v N, LT I P A i

e . . . P B .
SR LR e B et [l L Wy



Fac. of Grad. Studies, Mahidol Univ. Ph.D. (Nursing) / 167

AMZUNNEMAAS 1S aNgNaTINBLUR  HH1ingdvuiiaa

locdo DUUWITII b Hwjang1 In 1vas 1907 NN, sodoo
i o-loadd-dlod&, o-lolecs-alesh NI o-wadd-dwama

Faculty of Medicine Ramathibodi Hospital, Mahidol University
270 Rama V1 Road, Ratchathewi, Bangkok 10400, Thailand
Tel. (+66) 2354-7275, (+66) 2201-1296 Fax (+66) 2354-7233

Documentary Proof of Ethical Clearance
Committee on Human Rights Related to Research Involving Human Subjects
Faculty of Medicine Ramathibodi Hospital, Mahidol University

MURA2011/438

Title of Project Factors Predicting Quality of Life among Family Caregivers of

Patients with Advanced Cancer

Protocol Number 1D 09-54-07
Principal Investigator Miss, Warunee Meecharoen
Official Address Boromarajonani College of Nursing, Saraburi

The aforementioned project has been reviewed and approved by the Committee on Human
Rights Related to Research Involving Human Subjects, based on the Declaration of Helsinki.

Signature of Secretary
Committee on Human Rights Related to Mm”/

Research Involving Human Subjects Prof. Duangrurdee Wattanasirichaigoon. M.D.

Signature of Chairman fg_ e— 3

Committee on Human Rights Related to )
Research Involving Human Subjects Prof. Boonsong Ongphiphadhanakul, M.D.

Date of Approval September 12,2011



Warunee Meecharoen Appendices / 168

o = 3/
UHnnuanIi
dausunis amusnssun sidueasfiansansiosisy auduni anyd so-mobs-eacb-Goo D anm
= X = [ | e
W A5.omaks. s/ WLy U eo MU ledda
=

S04 mpansienasasssulaTanns I

-

Geu  danaeaudusiss any3

i wearngd Gwiy dhdnwwdnaasiSygien arivinaneuiavngns
i) TassmssuauzuwdianilsmeiuiaruBuilasAusweUIaMERT  YeIAuRaYREYN
TAssn13ide 1589 FACTORS PREDICTING QUALITY OF LIFE AMOMNG FAMILY CAREGIVERS OF PATIEMTS
WITH ADVANCED CANCER ifiednwnssuamnmiinvesifiauafiisusnSissosqnanauasnaaaum
Armwiugewmudniudidauvnsewinetdesuey seiunisneuazaoliuewddaua 113Ul
Heatuntsensgua Anuduudwowseunss Bninedynimundoawssaivayunisdong . uazauam

v Adauadihuunisssosgnai tu

Unll AnensTunnsituiarinnmaiessanedd Audundy anyFldfinrsuuaziiueey
FruaiosTy fwnmnangasulesamside wasenansiiesunayilild fdl
o. Taseiunsidomuuuuiauelasmsiie e be all @ artuil oo Mooy beea
b, wuuiiufindeyaduyanaides aul@ arfudl oo Moy beex
o wilifsuansemniugeudhiunsiteewl® aciuf oo fueiou beds
< liusedlauldfunsuanndriies eylld aviufl oo fusieu beee
uindumsliinideduiunslasinisisi
&. wﬁ'ﬁuaﬁuf‘:ﬁmaw:ﬁﬁmﬁi @b MUENBY béds 1 mo AULIEY bddd
b, Mdumamufuushanansueiessasivinisiunsineideduguom  Wathis
i1 Anfies @5 Analaendy uarguamsvesiiniinnside TEfunmsduaiuwasasiling

wgemsAnwiideflenuudede

JuSsundialusansruuassdiumsaeiuime  azdunszam
Nrwe g™
(wpaunw  uasiindlnyad)
Ly 4
wswrel To g

Ua¥sIuANENTINNTITaua T Lo TINALIIS anyd

(et f1an)

=

WIEUKNETEIEY AUITNTTN andasnTsa

eile

L] L3 = =l
TIATTAUUELET SN

16 N8 254



Fac. of Grad. Studies, Mahidol Univ. Ph.D. (Nursing) / 169

7 84U colod.aom./, 220N TsamenuiaesEys

o DULWIALTE & 8 LnaLiios

FminasEyi edooo

Ho fuseu béde
ol B oar = oo - . a I
Gae aygnebidnAnwiiudoys odsznoumsyiinentinug
Gou  Amuitudninendouingtdeuiing aineiane

faba  wladsdInuddininends N A5 oded.ols (A8 edmel
a7, o #3901 bdds

e o

AT Inerdunaineadsufing a1v1d1a187 Y0ATNBYLAT LA

ar

u9d1138 Hadey @uUsedndl gemmded  NRNS/D UnAnvmangiuingmien a3
arsununa (rdnansuiwanad) Tesianssiupmzunresdiandlsang1uiasnniul was

woE

anuzwuTuaans IiAuTayasnggguavan (Pimary  Caregivers) nasgtlonsiiaszae
ananu (Stage m Uy « 973 Terminal Stage) o uwundthsuan uaswagislufififinsuede

szazanamdiuuinslulsmennaassyilaslduuvasunw Inediduiuieyarmonuns

i Ve e

u Tsampuiaaseyd serdnefuil @ manan eeee S1luil mo fueisu baes Wisdiznaunis

W ineniinug 1y

TsmeunaaseyFayarabidndnwditidesidumaiiviuruteyaluuwasam

nanauslonTlunisiSeunsasuaranddeniinmunn
Gun aovd

& o e -
tito Tolsamsm }U, FuSpunndisldsamsu

YALARIAMNLURD
~7
/I/ ' %/‘
iﬁi:@miﬁ az.idoms GyEuR. (Wwotiug nuaums)
.y 0 - e
FnsnmuRihunIInNd AT wuwnd By AnaunssuaiaunTIy

ViigRamaon nsvitfadainnds . UftAsmsdin s slimseureanyd
ﬂuﬂ’a‘dﬂﬂ"ﬁﬁ"ﬁlﬂ"lﬂtﬂ VIEILA L5 TEUE QWE.I']U"IEE‘[";Tﬁll'E

Tﬂ'iﬁ‘w'l".]' a-mbmnm-DEEE ID meme

oo o o & N
Tswaidddnwintind research@srbr.in.th



Warunee Meecharoen Appendices / 170

wnasUszney 4

dv Y o o 'Y 9 1 av
!9ﬂ'GT"I5‘b'!!i]Qﬂlﬂ?&ﬁ/ﬂ]!!u%u“!ﬂﬂjﬂﬂi?uﬂ]iﬂi]‘c’l

(Patient/Participant Information Sheet)

A v o aa ay A <3
“]fﬂiﬂiﬁi‘ﬂi ﬂﬁ]i]fm1u1€]ﬂmﬂ1Wﬂf’JWUENﬂJu1ﬂI§w!Lﬂﬁﬂ?ﬂM%Liﬂi%ﬂ%QﬂaﬁJ
A yao A A A
¥orIY HNANINFU UIIY
Aa o PR 9 a J < A
anunivg uwuﬂmamﬂ’muammzmz«_ﬂwiu "’llf]xﬂix?WElTU?ﬁﬁizui HASAUINSLIIAN1T

ad a v A~ a A a ad a v Y av
ynnauazIsMsAanedlimgandurseaNuRalnANneIve UMY
- uwanMgal Gnsy i)
MNOAGNIIAVTUIFFUT 5215
18/64 0. MeL1a 4 . hawsed 0. 1109 9.4521]3 18000
[ 14
InsAnn 086-7089646
J a a < I a a o
- 309RNANI19150 AT, gWIAY A3 IWFOW (019156N/F N Inertinug)

a o a
1595 ouUNne111251NTUA AUSUNNINAAT 15INLITINITUA

(N4

UNINGI[IUHAD 10400 TnsAnN 02-2010697

Y

Haiuayumside ogizninNmIduiumsvenuItenanIMIngIIa

u

anivanveslasams

g Ay v ' ' A 7 Vo A ' o
Iiﬂi]%ﬁ!iQlﬂuiiﬂ‘ﬂl‘h\lqﬁ}ﬁ\iWﬂﬂigﬂﬂﬂ@!ﬂi"lW%ﬁ'Jﬁiﬂ'JﬂLﬂWuu UAYIUHNANITENUADATDUAITIVDN

FA =) a gy = Y =) U Y <3 " Y 3 =1 aa o Y =

dilenseanadguadndie nieerananlanlsauzslildiduiiesnsitdenelsalugiae uaiiluniizaiw

I U 1 J a a o 1

1wuilevesnseunsi ‘tﬂﬂﬂWiTl‘iJ‘V]’Ju’JiimﬂiillW‘U’J'linﬂg@LLﬂ%%ﬁ}@QLWTEUUﬂUﬁEUUW']WN ] HINUIGIINNITGLUA

Y1y <] = = 1y = aa A [ dyw 1 ay Y 1y 3 Aa

Q“]J’Jﬁlilglﬁﬁiﬂ%ﬁ]ﬂﬂnl mmxmsﬂﬂiuimugmasmmmwmmmmm uaﬂmﬂumwm@mmua@ﬂaﬁmmwm
A a y o ¥ a

o 9 a = J o 9 aSa Y < kY
mssuindgunnaialifezdwam ligaunimmsquanazquamiiavesdihouziianadld duiugradqua

o I v Yo A ' o o A g ) a A o
suiludesldsumsgquanniingunmediauiluszundanuiedlowumsmatymguamvesaunsnlunsounis
9 < agy o ' Y1 <3 o Y 9 dq A ' v
Aiheuzi3a Tagmmzanagquanan ualuszuumsquadienzisaludagiiu mihnlunuguamainInasjs
' A v 9 < ' A v ay 3
anuldls hadynwazanudesmsvesdihouziswnnindynivseanudosnsvesgiadgua 5913
~ ¥ a o S Y Yy S A9 = oqY Ay Y 3 1 g
wisundenvedgnalumssvunummatludguadironzizanig 3o anadauadionzsadinlugiilu
A ! g \ o '
Uszmnsngquidssivzldgymguniwvseetnizoninilu gilreueuusds (hidden patients) uonanHdanununIN
aa a aa a ' aa | 2 o & aa a
FinvegagguationinadenunInmsquatazgunnIInuesfiliouzie AaiunMsANEInUNINTIAvEINA
) 9y < o ad g ' Yy 9 dq = v 9 q = 2a
Aguadisuzisassezgnanuuazadeiningrtesszaelidminnlunugunmiinnuiuazinladeguamaiaves

o A A 9 = ° ' o ' A ay 9y 4 da
Llallﬁgﬂﬁﬁ]ﬂﬁ%‘l ] NNYIUVDN "11\‘1%31!1111]qfﬂﬁWﬁll‘L!HL‘L!'J‘V]1\111‘!ﬂ1§ﬂf?ﬂ!ﬁaﬂ@)klamu1ﬁw¢lllﬁZJ‘TJ'JEJZJSHQ‘VIN

LY

ay
YAy

gy

Uszansamas 11



Fac. of Grad. Studies, Mahidol Univ. Ph.D. (Nursing) / 171

d
Jngiszasn
@ J @ @
JailszasnveanuIven 4wt il
A = o Aa a g Y <
D WefANYIIEAURMMNIInveIRARUa) LTI TEE gAY
4 1o ¥ o da ' Y v
2 iNeNAToUMIANUILUGIVBIRNUFNNUTIT A Mg IzrInTised o1y STAUMSANYT LAz

soldvesanddgua mssufinearumsniszmsgua anuduniaesaseunsa TEmamEy

Q

ANULATEA Lmﬁuuﬁuumqmm uag ﬂmmwmmmm é’wuaﬁﬂaamﬁﬁzﬂmﬂam

= awa \J a v
iwazmmmsﬂg_]umﬂawmmmmmm

9

Monanngivelasun1seyiAnInAMENITUNITISeEIIUMsITeluauveIAmY
4 a a Yo Y3 9 (Y
unnemani Isane11aswnsud vaz laveygnaliinudeyasugadguadiouzisalulsmenna

Y Y

= o =} = J < = ya o A A 9 A
3T GUINSIITIFAYT LASFTUINSIITIANYITUAN m%a%zﬂsxﬁmammJmﬁummﬂmmmmamamm

g

oA ) = ) & ) 4 o g ~ X o
3’]1111911«!ﬂ15!;ﬂﬂﬂ]93;!ﬁ IﬂﬂﬂﬂHT"U@j;l'aWN§1u uagvayaingy 1]fn'ilﬁ]Uﬂ’]ﬂﬁ]’]ﬂ!'ﬂﬁ”lﬂﬂumﬂ’]ﬂ UaINn

s
UU y%ﬂEJ%“’iﬂllﬂ’JnJf;’f‘JJﬂi1%1141ﬂ?iL“'%i?liJTﬂﬁQﬂﬁ"llﬂ\mJWIé}M!LﬁWﬂﬁﬂ mﬁummummmi ae

U

9Ya o 9
esueingilszasduas mumumimmanmmmmwmmwﬂaaiﬂaﬁiﬂ vvvzilaTomaldanadgua
kS v

fhednawludeii ikl Weanddquaiiloiaguszasduesnsineiaseil uazaiaslafiezdhiouly

P PRl A v A a Yo ' <3
msfn gIvesz Iigadauadieacie lumisdedusen Tagldsumsvennauaziaule

a

a o o < 9 o ! Y a gy PR <
’J%EJ%]%@]”ILuuﬂ”IilﬂiJi’J‘]J'i’JllﬂJ?)Hﬁiﬂﬂﬂ”lﬁﬁllﬂWEiuﬂif‘JslﬁﬂJﬂﬂEj mlLﬂEjﬂ’Jﬂle’iﬁﬂ’t‘)‘U

e ey

uuvdeunIuAleaued Tagldunudeuniy Swau e g laun vuvaeumuToyadiuyana uu
fuamaliferduMszmsgua LUUAUMUREINUANUTNUTIUDIATOUATY LUVFBUIURBINYMS
WY Tyr HUDAeUMWINEINUNTIETIAYUNNGINN HazIUDAe U NNEINUATHANNNTInV0IA
o I
Aaua Taeagldnarlumsdunmslilunailssua 40-50 ui
Usglaminazwatnafssiozanddidnsiumsidse
= 3‘1 dy " a o 1 ay Y <3 «dgl 1 aw
msanwnseiionn limalsz Temiunapadauadihonzidlasasdduvazil uanavesmsidees

ﬁ\?N’d@]ﬂﬂ'ﬁﬂL!’dﬂJW]NﬂLLﬁNﬂ’JEJiJ Li\?@]ﬁ)"lﬂ Tﬂﬂwmmmmﬂa%wwﬂ‘wwmmmmwmmumslu‘ﬂmﬁmmw

@ 9 a a o @ a
m%mﬂi}fuEmmmmmﬂuﬂmmwmmmﬂgmmuaz«_ﬂaﬂmm uazih ldgmsimuimsquagnadaua

fihougFalitilsednsamee 1

nsfnuluadaiifiunmsaeunuuaevam SehidkadhaRuaiings NUABAIUT NGV IARGHA

Aa A

Y1 < J = o a Y= a gy Y o o a9
I’dﬂ?lﬂllZLiﬂ !.m@1%3JU1\1ﬂ1ﬂ13JT]E]1%ﬂ§$TIUﬂ’J1N§’dﬂ"l]ﬂﬂfg1@]@NLLﬁhlﬂ ﬂﬂuuﬂﬁ@]ﬁ&mﬂﬂ’)ﬂn !iﬂ JUAND
F

' v '

‘V]i]&’ﬂa!ﬁ‘ﬁfﬂiG]?J'U!L‘]JUﬁ’é]ﬂﬂ'lll“ﬁ%@ﬂﬂuﬁflﬂE]ﬂiﬂﬂﬂ'liﬁﬂ‘]&l'lﬂﬁ\iullﬁl qﬂL'Jﬁ'Wlé)‘]J'JElﬁﬂQﬂ1i
S Y | U

ﬂ1‘§!ﬂU‘Ui’)Nﬂ!ﬂﬂﬂ?1NﬁU

U < [ S o 1A 1 I
doyadiudrvesgragguanazdievzii sz Idsumamnuinm 13 ludameaeaisisuziiu

@

3 v a = @ a 1 1 T
Jlgynaa uAvEs1eURNan Ity ”ammuim mstﬂmwasﬁ’auammwmm;j’,'vuaﬁiﬂaﬂmwmmm

U ]

Y

1 A A o o a
mﬂﬂmﬂﬂi"fl}ﬂi ﬂiz‘ﬂﬂﬁmWT" ﬁi‘ﬁ nﬂuﬂnﬂmﬁwammmmimmu uag 6ll Maimmuﬁaummm
9 9 3 3 Y o Yaw o g o o £ aw
vj,Mua@ﬂaﬂmmmu"lmﬂumman w'ﬁmmmmmmUﬁaumnmmuumaﬂumﬂmzmml,ﬁﬁ]’dummi}ﬂ



Warunee Meecharoen Appendices / 172

v A A Yo \ <
‘ﬁu@ﬁﬂﬂuﬂ@uiﬂﬁﬂﬂiﬂﬂ]iﬂ@ﬂﬂﬁ"l]!!ﬁ%!ﬂ%ﬂ‘i]

(Informed Consent Form)

A v o aa a g 9 <
yolaseams ﬂﬂﬂﬂﬂ1u1&ﬂmﬂ1wéﬁ’lﬁ5ﬂﬂﬂi§1ﬁﬁwlmﬁﬂﬂﬂil%ﬁﬂi$ﬂ$@ﬂﬁ11l

d‘ 9 o A A A

¥oRIY UNANNGA VY

A gy aw

ORI
018 RINNBTLT U

ABUeaLYONHIT1T IWNTIVE

Y 9 v a
VI WY/ UIN/UNE llﬂﬂi?ﬂi?ﬂam@ﬂﬂ

@

awv 4 Y =~ a 2 19 Y ya v ' o 1o A
"’U'E_J\‘iIﬂi\iﬂ’]i'ﬂﬂﬂ@aﬂﬂﬂuﬂﬁziﬂ%u L!agellﬂlﬁﬂﬂ‘ﬂﬂglﬂﬂmuﬁ@"u'lwm']ﬂ']ﬂM'J YUAIDY N YALIU Vllli]ﬁ\iqlﬂ

N w1y a 9 o aw {ad 9 g Y YY1y 3 o a X
YarfsoudunazdusenliiimsaitelulasimsniFededu uazdmiri ndiidymvmsedoasdenatiu

y oy Yno ) Y y g "y ao A A ]y ¥ 1 '
TWWL%WﬁWHWiﬂﬁ@UﬂWNE{’J%ﬂqﬂ Llﬁg‘lﬂW!ﬁ]Wﬁn\ﬂiﬂllll!‘lﬂi'llliﬂiﬂfﬂi'ﬁ]fJuLll't‘)‘lﬂﬂ‘lﬂ Iﬂﬂllllllwaﬂig'ﬂﬂﬂ'ﬂ
o A 9 R A oon o S 9 A4 v ooy 9 g o A v
ﬂ?iﬁﬂ‘kﬂﬂ"lﬂwm'lwq]lﬂiﬂ u@ﬂ%'lﬂuQ'JTlfJi]3!ﬂllsUE]J‘J,a!ﬂW']glﬂEJ'Jﬂ‘]J@]'JGU']WlﬂWLﬂUﬂ'NM@ULLa%TIZHJﬂLWfJMlﬂ
A g av a Y A v o 9 Y 1 J A a E) o Yy
LﬂW1$1U§ﬂ°ﬂ!ﬂUﬁ§ﬂWﬁﬂ15’]ﬂﬂ ﬂ'li!ﬂﬂkﬂﬂﬂ]@yﬁlﬂﬂ?ﬂﬂ@nm’]‘wmWQQWujﬂQWHWWQ“]WLﬂfJ'J"UﬂQ ﬂi%‘ﬂ']nlﬂ
] a v 2
LﬂW'lzﬂﬁmﬂ']L‘]Ju@%}'{lﬂlw@]Waﬂ’]ﬂfﬁf’]ﬂ’ﬁﬁ/]’]uu

A Y Y 1 aw
(5 5  J (EJ]HJ"ITJ&JﬂTﬁ’Jﬁ]fJ)

) A

AeB1NEVOINNEHI L IVY

Y Y a o ¢ aw ¥ g 4 A
TWH]1.125]@ﬁﬂWﬂﬁWﬂﬁgl@ﬂﬂﬂJf‘NIﬂiﬂﬂTi aaonIu5e Torivuean15I98 SIUNIVeIT8IND199Y

=

Yy 9

4 ]
avuLndNI M Nensuudlesesanu Tag lidaelataigendu

9 9 av 1 4 v A Yq Yy 1 Y v A A dyﬂll
Huawe ﬂimNlﬂﬂi’nlﬂﬁ’)"l]f]llllﬁnﬂiﬂﬂ1uﬁu\1ﬁ®”lﬂ 1WA 1udennulunisd@edusona 1liun

U g

A A

Y 9 aw Y q a 9 VY Y 1 aw 7 L o A o ]

24_!"1]15’Jllﬂ'li’Ji]Elﬁ\Wu!"Uﬂﬁ]mm’J uaﬂwQmmmmmfﬂﬂaaummawnwmﬂmmxmnasumm‘lumﬂﬂ
a o 1Y Y YYy

ﬂ’J'lllEluElE)iJﬂQﬂﬂTJ"UNﬁull’m’JEl

Y Y1 av =2 g Y o Aaw
* AIU13IUNTIVY YYD Pq\l‘ﬂuﬂﬂllﬁuml‘ﬁWTﬁ]ﬂ

U



Fac. of Grad. Studies, Mahidol Univ. Ph.D. (Nursing) / 173

APPENDIX B
PERMISSION LETTERS FOR USING THE STRESS PROCESS
MODEL AND THE INSTRUMENTS

Inquiry for your permission to use the stress process model

Leonard Pearlin [Ipearlin@socy.umd.edu] Actions

Monday, June 20, 2011 2:56 PM

To: WARUNEE MEECHAROEN

Dear Mr. Meecharoen,

Please feel free to use the Stress Process model for your work. Best wishes for its success,

Leonard I. Pearlin

>>> WARUNEE MEECHAROEN

<g5137715@student.mahidol.ac.th> 06/20/11 2:59 AM

>>>

Dear Dr. Pearlin,

My name is Warunee Meecharoen, a doctoral student at Mahidol University, Thailand. My
major advisor is Dr. Yupapin Sirapo-ngam. Moreover, | have worked with Dr. Laurel L
Northouse a professor at School of Nursing, University of Michigan. | am in the process of
developing my doctoral dissertation entitled “Factors predicting quality of life among family
caregivers of patients with advanced cancer”. | have found that the stress process model,
which you and others developed in 1990, is well fit to my study. So, | would like your
permission to use the stress process model for being as my conceptual framwork to guide the
dissertation. The requested permission extends to any future publications and any subsequent
articles as a result of my dissertation. If these arrangements meet with your approval, please

reach me by e-mail at g5137715@student.mahidol.ac.th or warunee_mee@yahoo.com.

Any consideration you could give to my request would be greatly appreciated.
Sincerely yours,

Warunee Meecharoen, RN., M.N.S.

A Doctoral Student, Mahidol University, Thailand
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Re: Inquiry for your permission to use social support questionnaire

From Cathy.Schaefer@kp.org

To warunee mee@yahoo.com

Dear M. Meecharoen,

Please go ahead and use the Social Support Questionnaire for your research. Good
luck with your study.

Cathy Schaefer

Dear Dr. Schaefer,

My name is Warunee Meecharoen, a doctoral student at Mahidol University, Thailand.
My major advisor is Dr. Yupapin Sirapo-ngam. Moreover, | have worked with Dr.
Laurel L Northouse, a professor at School of Nursing, University of Michigan. I am in
the process of developing my doctoral dissertation entitled "Factors predicting quality
of life among family caregivers of patients with advanced cancer". Social support is a
factor in my study. I have found that social support questionaire (SSQ), which you and
others developed in 1981, is well fit to measure social support in my study. So, |
would like your permission to use the SSQ-part Il, which modified into Thai version
by Hanucharurnkul (1988) and again modified by Kaweewiwitchai (1993) for
measuring social support in my study. The requested permission extends to any future
publications and any subsequent articles as a result of my dissertation. If these
arrangements meet with your approval, please reach me by e-mail at

05137715@student.mahidol.ac.th or warunee_mee@yahoo.com. Any consideration

you could give to my request would be greatly appreciated.
Sincerely yours,

Warunee Meecharoen, RN., M.N.S.

A Doctoral Student, Mahidol University, Thailand
E-mail:warunee_mee@yahoo.com;g5137715@student.mahidol.ac.th
phone: +66-8670-89646
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Re: Inquiry for your permission to use the Jalowiec Coping Scale

Dear Ms Meecharoen:

Thank you for your interest in the Jalowiec Coping Scale (JCS). Please be advised that there is
a user’s fee of $75 (in US dollars) for permission to use the JCS and to obtain the JCS packet
of materials. Along with a copy of the scale, the JCS packet contains the following materials: a
description of the JCS, a list of which items belong to which subscales (for coding and scoring
the instrument), directions for scoring the JCS, reliability and validity data on the JCS, and a
JCS bibliography. Therefore, if you would like to use the JCS in your project, please send a
check for $75 (in US dollars) made out to my name (Anne Jalowiec) to the following address:
Dr Anne Jalowiec

346 North Deer Mountain Road

Florissant, Colorado 80816

USA

As soon as | receive your check, I will email the JCS packet to you.

If you have any questions, please email me at: ajalowiec@yahoo.com.

Sincerely,

Dr Anne Jalowiec, RN, PhD

Professor Emeritus, Loyola University of Chicago

Dear Ms Meecharoen:

I received the JCS check for $75 today from your friend Ms Naraphong and emailed her to
thank her. Attached is the JCS packet as 6 pdf files.

Good luck with your doctoral research in Thailand.

Dr. Jaliwiec
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Subject: RE: 22732 Inquiry for your permission to use the ZBI

From: lliana PETKOVA <ipetkova@mapigroup.com>
To: warunee meecharoen <warunee_mee@yahoo.com>
Sent: Friday, June 17, 2011 3:39 AM

Dear Warunee,

Thank you for sending a scanned copy of the signed User Agreement.

As you are conducting non-funded research, | am pleased to send you today the ZBI free of
charge. Please find attached the Thai and US English version of the ZBI for your study. Please
note that we do not have English for Thailand version available for use so I am sending you
the original US English version. Also attached, please find the Scoring Manual for the ZBI.
We wish you all the best for your study and if you have any questions or concerns please don't
hesitate to contact me directly.

Best Regards,

lliana

lliana PETKOVA

PRO Information Support

MAPI Research Trust

27 rue de la Villette | 69003 Lyon | France

Tel.: +33 (0)4 72 13 58 77 (Direct Line)| Fax: +33 (0)4 72 13 66 82

E-mail: ipetkova@mapigroup.com

De : warunee meecharoen [mailto: warunee_mee@yahoo.com ]
Envoye : vendredi 17 juin 2011 04:57

A : lliana PETKOVA
Objet : Re: 22732 _Inquiry for your permission to use the ZBI

Dear lliana,

I would like to inform you that | will use the ZBI-Thai version to collect data and present
some items of the ZBI-English version in my final dissertation (in Appedix). So, | send the
User Agreement to you with this mail. 1 will send a hard copy of the User Agreement by mail
to you as soon as possible. Please process my inquiry to use the ZBI. Thank you very much for
your Kindness.

Best regards,
Warunee Meecharoen, RN., M.N.S.,

A Doctoral Student, Mahidol University, Thailand

Address: Ramathibodi School of Nursing, Faculty of Medicine Ramathibodi Hospital,
Mahidol University , Prarama 6 Rd., Payathai, Bangkok 10400

E-mail: warunee_mee@yahoo.com ;05137715@student.mahidol.ac.th

phone: +66-8670-89646
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The permission to use the FHI

Myron B, Thompson School of Social Work

UNIVERSITY
of HAWAT'l®
MANOA

September 1, 2011

Warunee Meecharoen, RN., M.N.S.
Mahidol University , Thailand

Dear Warunee Meecharoen:

The purpose of this correspondence is to confirm permission for your use of FHI Family Hardiness Index for your
research.

Best.Wishes.
Let us know il we can be of assistance.

Sincerely,

Hamilton 1. McCubbin Ph.D,
Professor and Director of Research
Center for Training, Evaluation and Research of the Pacific

CC: Dr. Marilyn McCubbin
CC: Dr. Laurie McCubbin
CC: Dr. Jason Sievers

1 BN East-West Road, Henke Hall Honolulu, Hawai'i %6822
Telephone: (BOS) 956-7182  Fax: (B08) 956-5964

An Equal Opportunity/Affiemative Action Institution



Fac. of Grad. Studies, Mahidol Univ. Ph.D. (Nursing) / 181

APPENDIX C
PERMISSION LETTERS FOR TRANSLATING
THE INSTRUMENT

Subject: RE: Inquiry for your permission to translate the QLI
From: Carol Ferrans <cferrans@uic.edu>

To: Warunee Meecharoen <wmeechar@umich.edu>

Cc: "warunee_mee@yahoo.com" <warunee_mee@yahoo.com>

Sent: Mon, March 28, 2011 4:03:43 PM

Dear Warunee Meecharoen,

Thank you for your interest in the Quality of Life Index. I am happy to grant you permission to translate
the QLI for your work. I recommend that more than one person translate the QLI, so that the
translations can be compared and discussed, to produce the most accurate translation. In return for my
permission to translate the QLI, I ask that you send me a copy of the instrument in its translated form. I
will then add the translation to the website for the QLI, so it is available for others to use.
On the translated version, a statement should be added that provides the name of the person(s) who
translates the QLI. This statement should be added below the copyright statement and should include
the year, such as "Translated by Tone Rustoen 2000." You may include your address and contacting
information, if you would like.

Even with translated instruments, | continue to hold the copyright of the instrument, and the copyright
statement must remain on the translated instrument also.
I wish you all success with your work.

Sincerely,

Carol Estwing Ferrans, PhD, RN, FAAN

Professor and Associate Dean for Research

Co-Director, UIC Center of Excellence in Eliminating Health Disparities
Co-Director, Community Engagement and Research Core, UIC Center for Clinical and Translational
Science

University of Illinois at Chicago

College of Nursing

845 S. Damen Avenue (M/C 802)

Chicago, IL 60612

phone 312-996-8445; fax 312-996-4979

email cferrans@uic.edu
QLI website www.uic.edu/orgs/qli
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Direction: This questionnaire asks about demographic data of you and your love one

with advanced cancer. Please write or choose the answer that is corrected for you and

the love one

Demographic characteristics of family caregiver

2. Gender O 1. Male O 2. Female
3. Marital status
[0 1. Single OO 2. Married [ 3. Divorce

[ 4. Widow [0 5. Separated [1 6. Others..................

15. A secondary caregiver

[J1.No 2. Having......coooie i
Demographic characteristics of advanced cancer patients
L AQE years
2. Gender 1. Male 01 2. Female

3. Marital status
01 1. Single O 2. Married [ 3. Divorce

1 4. Widow 01 5. Separated [1 6. Others..................

10. Type of treatment

O 1. Surgery 0 2. Chemotherapy [0 3. Radiotherapy

O 4. Hormone
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THE DEMOGRAPHIC QUESTIONNAIRE
(ruuaeUMNTBNaTIUYANA)
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BURDEN INTERVIEW
(uuFumueineIfIMsLUnTuML)

INSTRUCTIONS: The following is a list of statements, which reflect how people
sometimes feel when taking care of another person. After each statement, indicate
how often you feel that way; never, rarely, sometimes, quite frequently, or nearly
always. There are no right or wrong answers.

1. Do you feel that your relative asks for more help than he/she needs? N\
0. Never 1. Rarely 2. Sometimes 3. Quite Frequently 4. Nearly @‘
2. Do you feel that because of the time you spend with your reIative@u don’t

@)

0. Never 1. Rarely 2. Sometimes 3. Quite I@ 4. Nearly Always
3. Do you feel stressed between caring for your%au%'e and trying to meet other

responsibilities for your family or wor@
0. Never 1. Rarely 2. Sometin@ 3. Quite Frequently 4. Nearly Always

have enough time for yourself?

N

22. Overall, ¥dened do you feel in caring for your relative?

0. tq@ . Alittle 2. Moderately 3. Quite abit 4. Extremely
N\

”ZBl © Copyright 1980, 1983, 1990 Steven H Zarit and Judy M Zarit. All rights reserved”
Thai - Version of 03 Aug 09 was performed by the Mapi Research Institute
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BURDEN INTERVIEW
(LUDFUMBRNEIAUMIUUNTUNTL)
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FAMILY HARDINESS INDEX

(muvaeumuANMAINITIVEINTOUASI)

Directions: Please read each statement below and decide to what degree each
describes your family. Is the statement False (0), Mostly False (1), Mostly True (2), or
True (3) about your family? Circle a number O to 3 to match your feelings about each

statement. Please respond to each and every statement.

Appendices / 186

In our family...

False

Mostly
False

Mostly
True

True

1. Trouble results from mistakes we make

2. It is not wise to plan ahead because things do not
turn out anyway

3. Our work and efforts are not appreciated no matter
how hard we try and work

20. We realize our lives are controlled by accidents
and luck
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FAMILY HARDINESS INDEX
(nuvgeumuANMTNNTIVEINTOUNT)
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JALOWIEC COPING SCALE
(muvaoUaIEMINT YANMAILA)

Direction: Please check v* in the column which you consider that what degree you
use each coping strategies during you take care of the loved one. Items are rated on a
5-point response scale ranging from 1 = never used, 2 = seldom used, 3 = sometimes
used, 4 = often used, and 5= almost alway).

Coping strategies 1 2 3 4 5

1. Worry

2. Activity/exercise

3. Optimism

36. Settle for next best thing
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JALOWIEC COPING SCALE
(muvEoUMIITMINTYANAILA)
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SOCIAL SUPPORT QUESTIONNAIRE
(TR LIEN IR RL AT ED)

Direction Please check v* in the column which you consider that your family
members, friends, and health care providers help you during your caregiving in each
category provided. Please give the score listed as follow:

0 refer tono help 3 refer to quite a bit
1 refer to little help 4 refer to a great deal
2 refer to some help

A: Social support from your family

agreat | quite | some | little no

Items deal | abit | help | help | help

1. providing you information and guidance
during your caregiving that you found it
helpful

C: Social support from health care providers

agreat | quite | some | little no

Items deal | abit | help | help | help

5. helping you in your activities of daily
living during your caregiving




Fac. of Grad. Studies, Mahidol Univ. Ph.D. (Nursing) / 191

SOCIAL SUPPORT QUESTIONNAIRE
(T TRIERE I T ST AL RTED)
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QUALITY OF LIFE INDEX ©
AT HAUMNEIn)
CANCER VERSION - I
PART 1. For each of the following, please choose the answer that best describes how
satisfied you are with that area of your life. Please mark your answer by circling the

number. There are no right or wrong answers.

o
2
2 3 k5
8 § & 3B 2
z 56 § § & 3
+— > N2 +— > Y—
& 5 o & % =&
A &8 = = 8 &
> S = = S >
HOW SATISFIED ARE YOU WITH: 5] o 2 2 =) )
> = %) %) = >
1. Your health? 1 2 3 4 5 6
2. Your health care? 1 2 3 4 5 6
3. The amount of pain that you have? 1 2 3 4 5 6
1 2 3 4 5 6
1 2 3 4 5 6
1 2 3 4 5 6
33. Yourself in general? 1 2 3 4 5 6

© Copyright 1984 & 1998 Carol Estwing Ferrans and Marjorie J. Powers
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PART 2. For each of the following, please choose the answer that best describes how
important that area of your life is to you. Please mark your answer by circling the
number. There are no right or wrong answers.

€

& - .

. 8 & . ¢£
s 5 g o E §
E g S5 E F 8
5 8 2» 2z & E
> 3 = = S >
HOW IMPORTANT TO YOU IS: ) o 2 2 o )
> = %) %) = >
1. Your health? 1 2 3 4 5 6
2. Your health care? 1 2 3 4 5 6
3. The amount of pain that you have? 1 2 3 4 5 6
1 2 3 4 5 6
1 2 3 4 5 6
1 2 3 4 5 6
33. Yourself in general? 1 2 3 4 5 6

© Copyright 1984 & 1998 Carol Estwing Ferrans and Marjorie J. Powers
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QUALITY OF LIFE INDEX ©
AT HAUMNEIn)
CANCER VERSION - 111

\J d‘ a U =<
aiIun 1: nupdszfiuszauanuiianele

v 9 1
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Yo ]
lasueg
]
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d‘l S 1
nuliog
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33. veamiuedlaona i 1 2 3 4 5 6

"Copyright 1984 & 1998 Carol Estwing Ferrans and Marjorie J. Powers"
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APPENDIX E
LINEARITY TESTING
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Figure E 8: Scatter Plot Matrix between Caregiver burden and Family hardiness
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HOMOSCEDASTICITY TESTING

Normal P-P Plot of Regression Standardized Residual

Dependent Variable: QOL

Observed Cum Prob

Figure F 1: Normal P-P Plot for Standardized Residual (n=275)
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Figure F 2: Scatter Plot Matrix between Standardized Residual and Standardized
Predicted Values
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