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ABSTRACT 

 
The aim of this study was to describe and explore the variety of social exchange 

behaviors within stroke caregiving networks in Bangkok. The social network concept was 
used to describe the people and relationships in stroke caregiving networks. Social exchange 
theory was used to explore patterns of social exchange behavior among 18 stroke caregiving 
networks. Elderly stroke patients and their associated caregiving networks were selected from 
Ramathibodi Hospital, the Neurological Institute Hospital, and community health centers. The 
42 participants consisted of 22 primary caregivers (19 women, 3 men), and 20 caregiving 
network members (19 women, 1 man) who had participated in caregiving for between 4 
months and 20 years. Ethnographic methodology was utilized and data were collected through 
observation at homes, hospitals, and communities. The data consisted of 44 formal interviews 
and a number of informal interviews, field notes, geographical mapping, photographs, 
household assessments, and network recording and analysis. Data was collected from January 
to September 2008. The context analysis was designed to look for consistency among items, 
units, patterns, and structures following the method outlined by Lecompte and Schensul. The 
Nvivo software program was used to capture the patterns of behavior.  

The study found three major patterns of social exchange behavior. The first 
pattern was sharing care in which functions of care are divided among primary caregiver and 
caregiving network members. The second was dual care in which functions of care shift 
between two primary caregivers and caregiving network members. The third was 
supplementary care in which the primary caregiver performs the caregiving alone or with just 
occasional support from the network. Factors associated with social exchange behaviors were 
satisfaction, size, duration, time, finances, communication, and relationships. These factors 
mobilize the “wheel of caregiving”, a model constructed by the study to capture caregiving 
exchange in its particular Thai context. The network-exchange configurations of caregiving 
characteristics were identified in terms of difference in size of, and homogeneity of networks, 
and of degree of connection, frequency of interaction, directionality, gender and status of 
primary caregivers and network members. The “wheel of caregiving model” was developed in 
terms of six themes: 1) “No one else can do it”, 2) “Don’t know what to do”, 3) “Let’s try it”, 
4) “Relying on each other”, 5) “Whatever happens, happens”, and 6) “When the time comes, 
there will be a way”.             

This study investigated stroke caregiving networks in Bangkok and their 
caregiving exchanged behaviors. The implication of the “wheel of caregiving” model and the 
patterns of social exchange behavior are discussed to understand caregiving behaviors in 
stroke care. Given this new understanding, instruments of adequate caregiving that are 
sensitive within the context of Thai culture and intervention programs that are appropriate to 
Thai elderly stroke patients will be able to be developed. 
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บทคัดยอ 
 การศึกษาครั้งนี้มีวัตถุประสงคเพื่ออธิบายรูปแบบการชวยเหลือทางสังคมของเครือขายผูดูแลผูปวย

อัมพาตจากหลอดเลือดสมองในกรุงเทพ แนวคิดเครือขายทางสังคมนํามาชวยในการศึกษาเครือขายความสัมพันธ
ระหวางกัน  และทฤษฎีการแลกเปลี่ยนทางสังคมนํามาชวยในการศึกษาการแลกเปลี่ยนความชวยเหลือในเครือขาย
ผูดูแลผูปวยอัมพาตจากหลอดเลือดสมองจํานวน 18 เครือขาย   ผูปวยอัมพาตสูงอายุเปนผูปวยจากโรงพยาบาล
รามาธิบดี สถาบันประสาทวิทยาและศูนยสุขภาพชุมชน   ผูใหขอมูลสําคัญจํานวน 42 คนคือผูดูแลหลักจํานวน 22 
คนเปนหญิง 19 คนชาย 3 คน และสมาชิกเครือขายจํานวน 20คนเปนหญิง 19 คนชาย 1 คน การศึกษาครั้งนี้เปน
การวิจัยเชิงชาติพันธุวรรณา (Ethnographic study) เก็บขอมูลโดยการสังเกตที่บาน โรงพยาบาล และชุมชน การ
สัมภาษณแบบเจาะลึก 44 ครั้งและการพูดคุย  การบันทึกเทป  การเก็บขอมูลภาคสนาม  การทําแผนผัง
ความสัมพันธเครือขาย  การถายรูป  การประเมินสิ่งแวดลอมในบาน  การบันทึกและวิเคราะหเครือขายระหวาง
เดือนมกราคมถึงเดือนกันยายน 2551 การวิเคราะหบริบทของขอมูลตามขั้นตอนของ  Lecompete และ Schensul 
โดยใช Nvivo software program  

 ผลการศึกษาพบรูปแบบการชวยเหลือทางสังคมในเครือขายผูดูแลผูปวยอัมพาตจากหลอดเลือด
สมองในบริบทกรุงเทพเปน  3 รูปแบบคือ การแบงกันดูแล (Sharing care) การรวมกันดูแล (Dual care) และการ
สนับสนุนการดูแล (Supplementary care) ปจจัยที่เกี่ยวของประกอบดวย ความพึงพอใจ ขนาดเครือขาย ระยะเวลา
ที่อยูในชุมชน  เวลาที่ใหในการดูแล  การเงิน การสื่อสาร และสัมพันธภาพ  แนวคิดเครือขายและทฤษฎีการ
แลกเปลี่ยนทางสังคมชวยอธิบายความแตกตางการชวยเหลือทางสังคมของเครือขายในเรื่องขนาดเครือขาย  ความ
เหมือนคลายคลึงกัน ระดับความสัมพันธ  ความถี่ในการติดตอ  ทิศทางการติดตอ เพศ  และสถานภาพสมรส   ซึ่ง
การศึกษานี้พบวารูปแบบวงลอการดูแล (Wheel of caregiving model) นํามาอธิบาย จาก 6 ขั้นตอนคือ ไมมีใครทํา
ตรงนี้ได,  ไมรูจะรองเพลงอะไร, สูไดตองสูไปกอน, ตางคนตางอาศัยกัน, อะไรจะเกิดมันตองเกิด, ถึงตอนนั้นก็มี
ทางไปได 

  ผลการศึกษาครั้งนี้นําไปสูความเขาใจธรรมชาติของเครือขายผูดูแลผูปวยอัมพาตจากหลอดเลือด
สมองในกรุงเทพและรูปแบบการชวยเหลือทางสังคม  การพัฒนาเครื่องมือวิจัยเพื่อประเมินความพอเพียงในการ
ดูแลที่สอดคลองกับบริบทและวัฒนธรรมไทย  การพัฒนาโปรแกรมเพื่อพัฒนาความสามารถในการดูแลผูปวย
สูงอายุที่เจ็บปวยดวยโรคอัมพาตจากหลอดเลือดสมองไดอยางเหมาะสมและมีประสิทธิภาพ 
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	CHAPTER II
	LITERATURE REVIEW
	In this chapter, the empirical evidence and theoretical perspectives relating to caregiving are presented. The review of the literature of qualitative and quantitative studies on family caregiving for elderly people with stroke focuses on caregiving attributes and outcomes of care in caregiving in the first part of the chapter. The second part describes social perspectives and theoretically based studies of the social network concept and social exchange theory. Then more specifically, care is reviewed from a cultural perspective with particularly attention to Thai caregiving. The final section reviews social exchange behavior of elder caregiving networks and relevant research on social exchange and stroke caregiving research. 
	Caregiving overview
	Table 2.1  Comparison on caregiving transitional processes
	3. Roles of caregiving
	                3.1 Woman’s role: Numerous studies have shown that stroke caregiving is a woman’s role. Sixty to eighty two percent of stoke caregivers are women (Jullamate & Thanatwanich, 2001; Navarat, 2002; Srithares, 2003; Matayamool, 2003; White et al., 2003). Based on gender theory, the nature of caregiving is the woman’s role because of two main reasons (Walker, Pratt & Eddy, 1995). The first reason is that social norm that expects a working role for a man and a household role for a woman. The second reason is an ideological factor that presumes that caregiving behaviors are the care activities of daily living such as cleaning, dressing and instrumental activities of daily living such as preparing food. These care activities are the household behaviors for a woman, while home maintenance chores, financial, and managerial assistance are behaviors for a man. 
	     In contrast, Campbell and Martin-Mathews (2003) studied male involvement in caregiving, based on three concepts. The first concept is a commitment to care. There is less expectation of caregiving for male caregivers, but sons do feel filial obligations to become involved in caregiving. The second concept is legitimate excuses. Legitimate excuses means an inability to provide support such as not being available, lacking skills for the tasks, and geographic distance. The last concept is caring by default because no other individuals are available to provide care. This study showed that geographic proximity and sibling network compositions could predict men’s involvement. Male caregivers live closer to elder relatives providing more care than those farther away. Men without siblings were more involved in care than men with brothers or sisters. In Thailand, Chaiyawut (2004) found that Thai men became stroke caregivers because of love and relationship (44.6%), followed by duty and responsibility (39.1%), and there being no one else available (16.3%). The most frequent responsibilities of male caregivers are taking the patients to see the doctor, giving a bath, dressing, transferring, and so on. Moreover, based on restrictions of time and energy for caring, the number of children in the household has no significant effect for men becoming caregivers, where as a woman having two or more children has a significantly lower rate of becoming a caregiver (Henz, 2006). 
	           4. Caregiving processes
	Process
	Managing process
	          1. Negative outcomes 
	                   Numerous studies have indicated that 71-100% of stroke caregivers have some problematic health conditions after being involved in a caregiver role (Meesuk, 2005; Natechang, 2002; Prawtaku, 2006; Sritares, 2004; Sit, Wong, Clinton, Li, & Fong, 2004). Spouses have the highest level of health problems rather than siblings and children. These health problems are hypertension, diabetes mellitus and heart disease (Prawtaku, 2006), and minor illness are muscle pain in shoulders, back, arms, neck, wrists, and knees. They often have headache, anxiety, fatigue, low appetite, insomnia and weight loss (Natechang, 2002; Sangboon, 2002). Health related quality of life and quality of life of stroke caregivers are impact at two years after a family member’s stroke (White, Poissant, Coté-LeBlanc & Wood-Dauphinee, 2006). Role strain and communication problems could co-predict caregiver’s health status by 28.7%. Role strain was negatively associated with caregiver’s health status (r = -.483, p<.05) and could predict caregivers’ health status by 23.3%, while communication problems could predict caregivers’ health status by 5.4% (Meesuk, 2005).                   Other problems are ineffective role and role conflicts, stroke caregivers have ineffective roles because of inadequate knowledge and skills in caring for patients (Chuangsawadsak, 1998; Srinim, 2001), and financial problems (Anantato, 2005; Chuangsawadsak, 1998; Kenchaiwong, 1996; Srinim, 2001). Role conflict refers to incompatibilities of role expectation. Stroke caregivers have role conflicts among family members because of inability to take care of stroke patients and their own families (Anantato, 2005). 
	of caregiving. Stroke caregivers reported a high level of life satisfaction with self, roles, and interdependence relationships. Thipsamniag (2000) reported overall mean scores of time spent in stroke caregiving were at moderate level, while overall mean scores of patient-caregiver relationship, and life satisfaction were at high level. 
	                                  2.3 Reward of caregiving is the positive feeling that encourages caregivers to recognize the important of life and to be proud to be a 
	                           2.3.1 Reward of caregiving from finding or making meaning Finding meaning through caregiving is the highest reward of caregiving (Sangboon, 2002). Ayers (2000) studied finding meaning of caregiving and classified the caregiving experience is terms of the process of expectation (as the predictor of events), explanation (as the reason for past, present, and future events), and strategies (as the action plans for fulfillment of chosen expectation). For example, a patient needs a shower. Caregiving is expected to help him. The caregiver explains this event as normal. The action is good provision of care. She explains the rewards of care resulting from love between caregiver and recipient. Therefore, love/bonding is a reason to become a stroke caregiver (Perkdetch, 2002; Pierce, 2001; Sangboon, 2002).
	                       2.3.2 Reward of caregiving from gaining in the caregiving experience Gain in caregiving stems from the concept of caregiver gain. Krammer (1997) identified the relationship between caregiver resources and gain. Gain is the concept which is both event-specific and role-specific. Event-specific gain refers to responses to specific caregiving tasks, while role-specific gain refers to general appraisal of the caregiving role. Strain and gain are opposites on a continuum.  Moreover, caregivers assess gained experiences in terms of received rewards from caregiving (Kopachon, 2002; Sangboon, 2002). Around forty to fifty percent of stroke caregivers received rewards during caregiving from their siblings, relatives, and neighbors in terms of food, and money (Perkdetch, 2002; Songwattanayut, 2002). 
	          3. Neutral outcome
	 The reasons or motivation of stroke caregiving are presented as antecedent of caregiving. The reasons are caregiving with love (Perkdetch, 2002; Pierce, 2001; Sangboon, 2002; Subgranon & Lund, 2000), sympathy and attachment (Subgranon & Lund, 2000), sense of duty (Pierce, 2001; Sangboon, 2002; Perkdetch, 2002), gratefulness (Perkdetch, 2002), satisfaction associated with the patient-caregiver relationships (Kenchaiwong, 1996; Thipsamniag, 2000), paying back (Sangboon, 2002; Perkdetch, 2002), and living in the same house (Perkdetch, 2002). The negative 

	Social perspective


	1. Centrality and prestige mode: Centrality is defined non directional 
	relations, whereas prestige is defined by the distinction between ties sent and tie received    (Wasserman & Faust, 1994).                                                    
	        This diagram shows the relationships among a big group. As a result, there are
	three levels in cohesive subgroup the individual actor, subset of actors, and the whole group.
	3. Position relationship: Social position identifies actors who are similar in their ties with others. In social network, it is unlikely that any actors will be exactly equivalent. Equivalence means the formal mathematical conditions under which we will consider actors in a network to posse equivalence. Structural equivalence is a mathematical property of subsets of actors in a network. Two actors are in structurally equivalent if they have identical ties to and from all others in the networks.
	          Network attributes related to caregiving 
	          In this study, network attributes focus on size, degree of connection, homogeneity, duration, frequency of contact, directionality, and sociodemographic features, such as age, marital status, gender, and residential location.
	              2. Rule of exchange 
	  “Do the best and the best things will return to you:” reflects the beliefs in Thai culture: It is modeled upon a Buddhist principle.  Ninety five percent of Thai people are Buddhist, whereas 5% are Muslim, Christian, and Hindu (Knodel & Chayovan, 1997). According to religious belief, the concept of “karma” is a belief in cause and effect. An action in this life will have an impact on the next life. Thai people adopt this idea as a traditional ideology of caregiving. Many people’s position on caregiving is that helping each other together is insurance for happiness in the future. In terms of elder care, adult Thai children believe in the behavior of taking care of their parents and grandparents to gain merit (boon, in phonetic Thai). Whereas, were they to refuse to provide caregiving, this would bring demerit (bab). Correspondingly, belief in a strong sense of moral obligation, coincides with parent repayment. The complementary concepts of “katanyu katawethi” and “boon-kun” are firmly embedded in Thai society. These concepts are founded in diverse reciprocal action. Katanyu refers to the sense of awareness or gratitude towards parents, and Katawethi is the obligatory actions of giving back by caring about and supporting parents. Katanyu katawethi focuses specifically on the parent-child relationship. Boon-kun is the obligation of repayment of debt across many realms of life (Kespichayawattana, 1999; Knodel & Chayovan, 1997). In brief, caregiving is a way to repay their past deeds, to make merit, and to show gratitude to their elderly relatives (Subgranon & Lund, 2000). 
	As for patterns of behaviors in Thai culture, adult children will show respect to elders in their families and community in different ways. Ingersoll-Dayton and Saengtienchai (1997) classified forms of respect into five categories: gestures and manners, tokens, customs and rituals, advice, and obedience. The researchers described the traditional forms by which young people deal with Thai elders by naming them as if they were family members. For example, if at the elder is at the age of their grandmother, young people will call them grandmother. Focusing on customs and rituals during Thai New Year, adult children perform a variety of rituals by bringing elders food, presents, and ritually pouring water over their hands to receive lucky from them. Thai people will consult the elderly for advice on matter such as auspicious dates for weddings, house constructions, festival dates and solving problems. If the problem is small, older people are consulted. When there are larger problems, the village headman is consulted. For very serious problems, they would turn to the police (Ingersoll-Dayton & Saengtienchai, 1997).
	Characteristics of social relations
	Harmony
	Acceptance
	Inter
	dependence
	Respect
	Enjoy
	ment
	1. Giving money
	●
	●
	2. Giving materials
	●
	●
	●
	3. Taking care of illness
	●
	●
	4. Cleaning house
	●
	●
	●
	5. Caring for children
	●
	●
	●
	6. Providing education.
	●
	●
	●
	7. Visiting
	●
	●
	●
	8. Asking about health
	●
	●
	9. Sharing advice
	●
	●
	●
	●
	  Ingersoll-Dayton and colleagues (2001) showed the importance of social relatedness as the fundament of Thai elderly well being. Based on a collective view the self in terms of a sense of belonging to a web of social relationships, the researchers found that Thai elders want harmonious relationships among individuals in their social networks. Elders want interactions among their children to be peaceful and happy. These findings expand harmonious relationships from only two individuals to concern among individuals. 
	Summary
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