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Conclusion. Health personnel working for children and the youth from multi-culture should concern with the need of
community to build up peace as well as provide the equality and opportunity for every child especially vuinerable children
Key words: multi-culture, innovation for peace, unrest area, children’s right

PROCESS OF SMOKING CESSATION AMONG THAI SMOKERS: A GROUNDED THEORY STUDY
Kasorn Maneewan, MEd.
Boromrajonani College of Nursing Nakhon Lampang, Lampang, Thailand 52000
Kasornyong@gmail.com

Backgrounds: Smoking is one of the leading causes of cerebrovascular diseases. Given the rising number of new smokers
worldwide, the need for promoting smoking cessation is warranted. Purpose and Methods: This grounded theory study
aimed to explain how successful and unsuccessful quitters of smoking underwent smoking cessation. Seventeen ex-and
current smokers aged 52-79 years were interviewed through in-depth unstructured interviews and focus group discussions.
Constant comparative analysis was used for data analysis. The process emerged as a theoretical code and was used to
integrate the findings. .

Findings: The process of smoking cessation consisted of three stages, namely, (a) Finding meaningful reasons to quit, (b)
Declaring the intention to quit, (c) Facing the cessation, and (d) Successful cessation. The reasons to quit smoking included:

h risks imposed by smoking such as cancers, hypertension; futility as expressed in the form of no benefits and financial
Icy and decreased work efficiency; stigmas from self, family and community; and loss of appetite. Declaring the intention
to quit was presented in the form of informing the family and impulsive symbolical sign of breaking from smoking. During the
cessation smokers faced physical and psychological signs such as fatigue, sleeplessness, irritations, and hunger for foods. They
used replacements such as candy, seeds, pickled teas, and milk to relieve the craving. Some used tapering off techniques by
reducing dose and number of cigarette as well as frequency of smoking. Smokers avoided places or groups of people where
they could be tempted into smoking. Smokers with weaker impulses tended to fail for craving and returned to smoking; those
with strong and meaningful impulses tended to succeed in quitting.

Conclusion & Recommendation: Better understanding of the process itself, barriers and facilitators in the process of
quitting smoking can help smokers quit smoking successfully.

Co-authors: Putthiporn Silawan (RN, BSN); Saowanee Kulsawet (RN, BSN); Thaworn Lorga, RN, PhD

Keywords: Smoking Cessation, Grounded Theory




CESSATION: A DESCRIPTIVE QUALITATIVE STUDY
Thaworn Lorga, RN, PhD
Boromrajonani College of Nursing Nakhon Lampang, Lampang, Thailand 52000
Thaworn.Lorga@gmail.com

Backgrounds: Family support is a key to successful smoking cessation; however, there is limited evidence on how
families from different cultures support their family members during the process of smoking cessation.

Purpose and Methods: For the purpose of instrument development, this descriptive qualitative study aimed to describe
how family supports the smoking cessation of their relatives. Fifteen relatives of smokers and ex-smokers were interviewed
using unstructured in-depth interviews and focus group discussions. Constant comparative analysis was used for data
analysis.

Findings: Family influence emerged as a concept describing family involvement in the process of smoking cessation. It is
comprised of three strategies, namely, negativity inflictions, suasion, and help. Negativity inflictions strategy includes
stigmatizing and threatening to disown care responsibility. It is often the case that young children and grandchildren are
asked by other family members to persuade smokers to consider stopping smoking. Help or support requires understanding
of the process of smoking cessation, effective distance between smokers and family members and immediate attention to
smokers’ needs.

Conclusion & Recommendation: We found that family influence is a more complete concept to describe family’s
involvement in the process of smoking cessation. The FINISH questionnaire is being developed to measure such concept.

Keywords: Family Influence, Smoking Cessation

Co-Aauthors: Yaoyanee Suya, RN, BSN; Jiraporn Meteechotset, Pharm. BSC

‘ November29:30, 2012  The Bayleaf, Intramurns, Manila, Philippines
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SPIRITUALITY AS DESCRIBED BY NURSING STUDENTS: A QUALITATIVE STUDY
Nongluck Promtingkarn, RN, MSN
Boromrajonani College of Nursing Nakhon Lampang, Lampang, Thailand 52000
nongluk nong@yahoo.com

Backgrounds: Spirituality is frequently described by nurses and nursing students as an important aspect of nursing
practice; however, the meaning of spirituality is not often articulated in practice.

Purpose and Methods: This descriptive qualitative study explored how nursing students described the meaning and
practices of spirituality. Ten third and fourth year nursing students were individually asked to articulate the meaning and
practices of spirituality in their nursing practice and their own day-to-day living. Constant comparative analysis was used for
data analysis.

Findings: Spirituality, according to the students, is something that can be felt but difficult to articulate as it is buried and
engraved deep within the person’s heart. It reflects “who you are”, “who | am” or the individual person’s self. The spirituality
or the person’s self is connected to certain beliefs, practices, people, beings and things. Despite inability to clearly distinguish
psychological and spiritual states, students described spirituality as positive power. It is powerful in the sense that it gives
positive energy and leads to positive actions such as motivation, inspiration, hope, happiness and strength.

e Conclusion & Recommendation: Due to evidence of lacking spiritual care confidence among nursing students, nursing
instructors should assist their students in establishing skills needed to explicate, recognize, express and respond to spirituality
‘of their own and patients under their care.
Keywords: Spirituality, Nursing Students
Co-authors: Thaworn Lorga, RN, PhD

e
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The Family’s Space of Familial Caregiving: Its Benefits and Downsides on Caregiving
of Older Persons in Thailand

Part II: When the Ground Moves: The Need to Reflect on Our Belief, Be Realistic and
Move Aged Care Forward in Times of Changes

Thaworn Lorga*, RN, PhD; Nongluk Promtingkarn*; RN, PhD (¢), Payom Thinuan*, RN,
MSN; Chaweewan Wauttilert*, RN, MSN,; Suchart Kruengchai*, RN, MSN; Kasorn
Maneewan*, M_.Ed.

*Boromrajonani College of Nursing Nakhon Lampang, Thailand
Correspondence email: thaworn.lorga@gmail.com

Abstract

Background: Caregiving is traditionally and culturally inherited in Thai families. It is
considered a moral quality of the family where family members can be judged good and bad
according to their conduct in the caregiving of family members especially that of older
persons. Objective & Methods: This review article follows from the previous article that
revealed the roles of Buddhism that have met family caregiving a moral quality of Thai
families. It discusses the consequences of that belief on today’s caregiving practices, its
benefits and downsides on care of older persons in Thailand. Findings: The review
highlighted that caregiving of older persons has historically been with the Thai society. The
high status of older persons in Thailand lends themselves the power to receive care from their
family. The idea of family caregiving of older persons is a moral quality continues until today
and will do so in the future. This continuation helps keep family caregiving intact and ensures
availability of caregiving. However, this can pose many downsides on the quality of care on
older persons, especially in times where family structures have been weakened. The moral
quality of caregiving places great deal of or total responsibility on family to provide care to
older persons. As such, it can potentially prevent or delay the development of new services
from the government or community to assist family and older persons. Conclusions & -
Recommendations: While family caregiving is beneficial for the organization of aged care
in Thailand; we must not undermine its downsides on the developments of future aged care
services that respond to family and socio-economic changes.

Keywords: Older Persons, Family Caregiving, Benefits, Downsides

Backgrounds
Revisiting Thai traditional belief on aged care

Formal aged care in Thailand must be understood within the following contexts—(1)
older persons want to be cared for by their children or families, (2) children want to fulfill
their moral responsibility of care for their older parents, and (3) the government holds
families with the primary responsibility to provide care for older persons. The implications
derived from these are that families are the principal agency of aged care and the government
can be regarded as a supplementary agency to families. In time of weakened traditional
family caregiving, however, the roles of the government in providing aged care will only be




more critical—either to strengthen family caregiving or replace it. Existing formal aged care
in Thailand can be described in terms of social and health care services. These formal
services are mainly provided by the government; however, private sectors have played
increasingly important roles in the provision of aged care.

Why is ageing a national concern?

Ageing has become a big concern in Thailand. The concern lies ultimately in the care
of the older population. This takes into account, primarily, the nature of the ageing process
that often ultimately leads to frailty and, in turn, dependency on others for care at some stage
of the agcin; process; and secondarily, a decrease in the pl’OpOIﬁOH of younger pOpUlatiOH to
care for the increased older population. A national study “Health of Thai Elderly” (HOTE) by
Jitapunkul, Kunanusoan, Poonchareon and Suriyawongpaisal (1999) suggests that older agés
are associated with chronic illnesses and high dependency for activities of daily living. An
increase in the proportion of the older population and a decrease in the proportion of younger
population result in a decrease in the aged dependency ratiol. The aged dependency ratio
before the introduction of the family planning programme in Thailand was 15.2 per 1 older
person in 1960 (Pardthaisong, 1996, p. 414). The ratio dropped continuously to 13.5, 13.0
and 11.5 in 1970, 1980 and 1990 respectively. Based on projections of different fertility rates,
that is, between 1.47-2.3, aged dependency ratios were projected to be around 9, 7 and 5 per 1
older person in 2000, 2010 and 2020 respectively (Pardthaisong, 1996, p. 414-415). If these
fertility rates persist, the aged dependency ratio at the end of this century will fall between 2
and 3.8 per 1 older person. This trend of development is very significant in that, traditionally,
Thai older persons rely on their younger family members for support and care. Support and
care are therefore a critical concern in relation to ageing and the ageing of the Thai
population.

The ageing population is probably a more pressing concern for Thailand and other
low/middle-income countries than high-income countries. High-income countries were rich
before they became old (Geneva 2000 Forum, 2000). On the contrary, Thailand, as a middle-
income country, is becoming old before it becomes rich and is thus concerned by the
substantial amount of resources required to cope with the ageing population. Furthermore, the
ageing of the Thai population proceeds at a more rapid rate than that of high-income
countries. While it took a century for some high-income western countries to double the older
population from 7% to 14%, this will take only 30 years in Thailand (Jitapunkul et al, 1999,
p. 94, see also Figure 3.1 for data on years 1990 and 2020 where the older population
increases from 7.4% to 15.3%). This 30-year time is relatively short for Thailand to
sufficiently cope with issues associated with its ageing population in terms of the
development of aged care policies and health and social services to secure support and care in
older ages (Jitapunkul et al, 1999). This concern is becoming more critical given that almost
half of this timeframe has already passed.

Impacts of socio-economic changes on forms of support

Familial support for older persons can be primarily seen in forms of material support
and direct care. Material support involves mainly, but not limited to, provision of money,
foods and clothes. From the SWET study, 53.4% of the near old population expected their
children to provide income for them when they become older (Chayovan & Knodel, 1997, p.
164). Among the older population, 60.8% received some money from their children
(Chayovan & Knodel, 1997, p. 106). Older persons, on the other hand, may help offset their
family’s financial expenses when they can. Direct care is one aspect of support that poses a
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Thailand on caregiving of older persons is not detrimental in terms of the availability of
caregivers (Knodel, Chayovan & Siriboon, 1992, Chayovan & Zimmer, 2000). That is, the
majority of older persons still have at least one co-residing adult child. The decline in
fertility, however, can impact on the quality of caregiving provided, as well as quality of life
of family caregivers who have less people to share the responsibility of caregiving. By and
large, a decrease in the number of younger family members means that family caregivers
must put in more efforts into securing support for their older members. If more efforts are not
possible, some aspects of care may be neglected. This is true for caregiving of Thai older
persons where a responsibility to provide care to older parents is normally delegated to one
child who serves as the principal caregiver (Chayovan & Zimmer, 2000).

Direct care, is of more concern when the issues of migration of young generations are
considered. Migration to urban areas for employment, whether temporary or permanent, is
necessary for many rural families. This is because there are not enough employments in the
rural communities (De Jong, Richter & Isarabhakdi, 1999). This also takes into consideration
that employment in the industrial sector is more attractive than in the agricultural sector,
given that income from industrial employment is more stable and greater than that generated
from the agricultural sectors (Wongsuphasawat, 1997). Furthermore, migration helps improve
the economic situations of the families as a whole. Young Thai migrants normally send part
of their earnings to support their families back in the rural communities as part of their
obligations towards their parents and families (Osaki, 1999).

An increase in workforce participation of women, traditional caregivers of older
parents, contributes to a concern about caregiving of older persons. Growth in the female
labour force participation outside traditional agricultural sectors (Chandaravithoon, 1998)
means a large number of womenhave been drawn from rural to urban areas. Young Thai
women are now as educated or even better educated than their male counterparts (Knodel,
1997). Good education allows Thai women to be more competitive for the skilled work that is
concentrated in big cities such as Bangkok. Thai female migrants are in fact more committed
than their male counterparts to providing material and financial support for their families
back home (Osaki, 1999).

Living alone is not common among Thai older persons. The SWET study reports on!y
4.3% of older persons lived by themselves; this was not much different from 4.4% reported in
the SECAPT study (Chayovan et al, 1988, p. 69), and 4.2% reported by a more recent HOTE
study conducted in 1997 (Jitapunkul et al, 1999, p. 14). Living alone, however, does not
necessarily mean that older persons do not have access to support from their children. On the
contrary, these older persons can have support from their children and relatives who live next
door or in the same community (Siriboon & Knodel, 1994). With trends in migration and
increased female participation in employment and because care of older parents is no.rm.ally
taken up by one child or a principal caregiver, direct care of older parents from other siblings
is decreasing and is increasingly being replaced by material and financial support (Chayovan
& Zimmer, 2000, Siriboon, 1992). The reliance on families to care for older persons in the
future will become insufficient and unrealistic (Jitapunkul, 2000).

Health care concern

Health is another concern among the Thai older population andz as mentioned .above,
affects the continuation of work of older persons. Whilst the majority of the Thai older




persons are relatively healthy, there is evidence to support that dis
the older population. The recent HOTE study reports that 19°
some form of disability that lasts more than six months (e,
(Jitapunkul et al, 1999, p. 21). These disabilities, in terms of health, result in loss of ability to
perform activities that would have been possible should no disabilities exist. When long-term
disability and short-term disability defined as a new disability acquired within two weeks, are
considered together, one in four Thai older persons experience some form of disability at any
given time. In addition, 6.9% of older persons are unable to perform self-care activities
independently (Jitapunkul et al, 1999, p. 56).

Older persons are more likely to experience illnesses than other age groups; and older
women are more likely to experience illnesses than older men (Jongwattana et al, 1998,
Chooprapawan, 1997). Chronic illnesses such as hypertension, arthritis, heart disease
diabetes mellitus are more prevalent in older urban populations than in the rural popul
(see Table 2.3). For example, while 15.3% of rural older persons have hypertension,
26.0% of older urban persons are affected by this illness. Prevalence of stroke, an illness that
generally results in dependency for self-care, is higher in urban (4.0%) than rural populations
(1.6%). A lower prevalence rate of these chronic illnesses among rural older persons may be
partly attributed to difficulty accessing health services in rural areas, and as such, not every
older person who has health problems may not be diagnosed or reported. This also takes into
account that 95% of older persons had a mature-aged child, that is, aged 20 years or older,
whom they could rely on for support and care (Chayovan & Knodel, 1997, p. 104).
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Primary care and acute care are the main Seature of Thai health services

The main features of mainstream health services, which are also true for health
services for older persons, focus on primary and acute care (i.e., secondary and tertiary care)
and are largely facility-based services (Sawanpanyalert, 1998). These features are clearly
reflected by the overemphasis of acute care, which has been the focus of much criticism
(Wasi, 2000), and by recent reforms to strengthen primary care services (Buacharoen, 2002,
Leelakraiwan, 2002). The past few years have also witnessed the emergence of preventative
and promotive health as a critical element of health services in Thailand (Thaniwattananon,
Chailangka, Kongin, Romnarak, Limchaiarunruang, Tantriboon & Pongpaiboon, 2001).

Long-term care is not a main feature of government health services

Long-term care (LTC) is an important aspect of aged care. It targets individuals who
are functionally dependent and, as such, cannot perform health care activities such as
managing medications and activities of daily living such as bathing and feeding
independently by themselves (WHO, 2000). Functional dependency impacts on the ability of
individuals to maintain their health on a long-term basis (WHO, 2002a). Long-term care
focuses on compensating the loss of functional ability of these individuals through
caregiving. Nonetheless, longterm care recognises the need to incorporate primary care,
preventative care, acute care and rehabilitative services when needs for such services arise
(WHO, 2002b). Long-term care can be provided by family members, health professionals or
paid carers. It can be provided at home or in institutions such as in a nursing home.

In Thailand, long-term care is not explicitly recognised in government health services.
More attention is given to preventative, primary and acute care services (Srithunyarat &
Arunsaeng, 2002). In fact, as Chunharas and Boonthamcharoen (2002, p. 32) state, “few
human resources are dedicated solely to providing LTC”. This can be understood within the
Thai context where activities associated with long-term care such as feeding and bathing of
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