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Background: Stroke remains a significant global health concern, including in Thailand, with high mortality rates. Despite investments
in stroke prevention, inadequate support exists for severely disabled stroke survivors (SSs) and their caregivers, particularly in
enhancing their quality of life.

Purpose: This research aimed to explore the experiences of SSs receiving home care, develop and implement a care model to enhance
community volunteer caregivers’ (CVCGs) capabilities, and evaluate the outcomes of this model for bedridden stroke survivors in
Northeastern Thailand.

Methods: A research and development study was conducted in low-income, semi-urban communities in Northeastern Thailand,
comprising three phases: 1) situation analysis, 2) development of a community care model, and 3) implementation and evaluation.
Forty participants were purposively selected, including SSs, family caregivers (FCGs), CVCGs, and relevant community leaders
(RCLs). Data collection involved focus group discussions, in-depth interviews, and participant observations, with content analysis
used for data interpretation.

Results: Key themes emerged: SSs experienced “Feeling Isolation & Powerlessness” and “Hopelessness & Being Burden to Family”,
FCGs expressed “Sorrow & Gratitude”, and CVCGs identified “Inadequate Capacity & Need for Training”. These findings under-
scored the lack of sufficient support for all groups. The study proposed the KKU Bedridden Care Model, derived from the KKU
Family Health Nursing Model, to strengthen families’ and communities’ caregiving capacities. After five months, the themes
“Heartwarming” (SSs, FCGs) and “Being Proud of Capability” (CVCGs) highlighted improved outcomes.

Conclusion: The KKU Bedridden Care Model shows promise for long-term care in resource-limited settings. Its adoption by local
administrative organizations could provide ongoing support, offering a scalable solution for improving the care of bedridden
individuals both in Thailand and globally.

Keywords: the KKU Bedridden Care Model, community caregivers, family caregivers, stroke survivors, long-term care, Northeastern
Thailand

Introduction

Stroke is becoming a critical global health problem with high prevalence and significant consequences. In 2021, there
were 93.8 million prevalent cases and 11.9 million incident strokes worldwide. It was the third leading cause of death
globally according to the Global Burden of Disease (GBD) 2021, following ischemic heart disease and COVID-19, and
the fourth leading cause of disability-adjusted life-years (DALYs). This health issue is a major concern, particularly in
developing countries, including Southeast Asia, East Asia, and Oceania, and countries with lower Socio-Demographic
Index (SDI). In these regions, stroke incidence, mortality, prevalence, and DALY rates are increasing.] Worldwide, over
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143 million years of healthy life is lost each year due to stroke-related death and disability, and 6.5 million individuals
pass away from stroke annually.? This indicates that stroke is now a leading cause of disability, leading to physical,
mental, cognitive, and sensory decline. As the body’s ability to function independently deteriorates, these individuals
become increasingly reliant on others. Technological advancements aimed at extending the lives of those with permanent
disabilities have also contributed to decreased independence, increasing the ratio of individuals who rely on others. This
dependence is measured in terms of ability to perform activities of daily living (ADL), such as bathing, dressing, eating,
and managing urinary and bowel functions. As a result, their quality of life and the standard of living they once had
diminished.® Additionally, these individuals often suffer from a loss of dignity and social exclusion. Furthermore, social
and community responsibilities place a significant burden on families who must provide care.*

Information from the literature, particularly in Thailand, had determined policy data, as well as an enormous amount of
caretaking systems.*® The Thai government initiates Intermediate Care Service Plan that aiming to reduce the gaps of
health service system between acute care and communities. This service plan provides seamless care between all levels of
hospitals and communities as well as related networks. After the patients survive from acute illness, they will be assessed
and screened for intermediate care. The care includes variety of services to meet the needs by a multidisciplinary team. In
case of the patients still unable to perform their self-care within 6 months, they will be linked to long-term care system.’
LTC is defined as a comprehensive care that covers social, health, economic and environmental dimensions for individuals
who are partially able or totally unable to perform routine daily life by own self. Long-Term Care (LTC) program has been
initiated by the National Health Security Office (NHSO) to encourage multi-sectoral collaboration for community-based
care targeting dependent elderly persons and ones living with disabilities and chronic diseases. LTC can be provided
formally by personnel or informally by family members, friends, and neighbours. LTC settings can be in the family,
community or institution.'® Caregivers and care managers are crucial in long-term care, where care managers make strategic
plan and lead caregivers in providing care within their communities, while caregivers who are mainly recruited from the
village health volunteers then added up skills and knowledge to being able to perform basic health services.'' In addition,
the stroke service system has also been developed in the study Health Zone, which comprise 1) the 7th Health Care Stroke
Network that designed to allow patients in all areas can access the stroke fast track service and receive the same standard
treatment throughout the health zone with fast and efficient service. The stroke fast system included creation of people
awareness, alert of stroke signs/ symptoms and access of the stroke fast track in the community, develop the stroke fast
track service system within the hospital; and 2) referral network that also emphasizes the necessary of home visit after
stroke.'? Nevertheless, SSs still received inadequate supported when they went back home with disabled condition and
depend on caregivers for ADL, which were their downstream fate. They should be prepared and promoted to live as
independence as possible as well as be treated with dignity and enhanced quality of life within physical, psychological,
sociological and economical constraints. Caring for these permanently disabled, vulnerable, and bedridden individuals
currently in Thailand rely on their families, which were affected with an increase of healthcare costs and financial

131 and are in need of assistance.'”'® Promoting capabilities of family caregivers is crucial. The research team

burden,
therefore carried out a research and development study, aiming at understanding the experiences of SSs receiving care at
home, developing and implementing the care model to enhance CVCG capabilities, and evaluating the outcomes of the

developed care model for bedridden stroke survivors in Northeastern Thailand.

Study Context

Currently, it has been observed that chronic diseases and severe strokes are becoming increasingly prevalent in Thailand.
This trend has contributed to a significant number of individuals across the country suffering from permanent disabilities.
Stroke risk increases with age' and the proportion of elderly individuals (aged 60 and over) in Thailand has been steadily
increasing, with 16.73% of the population being elderly in 2019, and reaching 14 million in 2025, which accounts for
21.62% of the total population.'” In addition, number of Thai individuals aged 65 and over was 9.6 million, accounting
for 14.56% of the total population'” In comparison, Singapore elderly population aged 65 and over has also increased
from 11.7% in 2013 to 19.1% in 2023, and predicted to be 24.1% by 2030."® This increase in the aging population,
combined with the rise in age-related chronic diseases such as stroke, is likely to result in a higher number of homebound
and bedridden individuals, placing a greater burden on families to manage their daily living activities.
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Significant risk factors for stroke were high systolic blood pressure, smoking, high LDL cholesterol, household air
pollution, diet high in sodium, high fasting plasma glucose, kidney dysfunction, diet low in fruits, high alcohol use, high
BMI, second-hand smoking, low physical activity, and diet low in vegetables." In Thailand, the prevalence of these
factors has been steadily increasing. In 2018, 331,086 Thai individuals were hospitalized due to ischemic stroke,
reflecting a rate of 506.20 per 100,000 population.'® Stroke is characterized by a sudden neurological event resulting
from disrupted blood flow to the brain. Blood supply to the brain is regulated by a network of four major arteries: two
internal carotid arteries in the front and two vertebral arteries in the back, forming the circle of Willis. Ischemic stroke
occurs when blood and oxygen flow to the brain is insufficient. When blood flow is inadequate, cells experience extreme
stress, resulting in necrosis, or untimely cell death. In contrast, hemorrhagic stroke results from bleeding or leakage
within the brain’s blood vessels. Brain tissue stress and internal injury cause blood vessel rupture, leading to vascular
toxicity and subsequent infarction.”’ These conditions lead to impairments.

This research was obtained in the northeastern region of Thailand, commonly known as “Isan”, which is characterized by
unique cultural beliefs and practices that have been passed down through generations. The people of Isan shared cultural
similarities with those in other regions of the Mekong River Basin, such as Lao PDR, including a deep respect for supernatural
powers and a strong connection to Buddhism. The culture places significant importance on making merit to ensure good fortune in
the future, as well as on family unity. In Zsan Buddhist culture, caring for others is deeply rooted in the belief of “making merit”,
contributing to positive karma. This, combined with a strong sense of community where even non-blood relatives are considered
family, fosters a robust system of care. Within families, respect for elders and the enduring nature of familial bonds, even in
challenging relationships, are highly valued. These cultural strengths align with the World Health Organization’s concept of
community-based care, providing a strong foundation for supporting bedridden individuals and their families.!

Project and Setting
The study has been conducted in two concurrent areas, community A and B: improving community self-health care
services to enhance the capabilities of CVCGs in caring for homebound and bedridden individuals at home, and thereby
supporting FCGs in managing long-term health conditions and well-being. The key goal of the project was to address
these needs. Before starting this project, a survey was conducted to assess the situations of patients and their families,
identify problems, and understand health needs in the area, including community engagement. The main research
question was, “What is a viable community-based support model for SSs and their families for long-term care at
home?” This qualitative article focuses on the results identified by CVCGs, FCGs, and SSs based on the proposed model.
All participants in the present study lived in the same village community within two semi-urban, low-income areas in
Khon Kaen province, located in the central part of Northeastern Thailand. The population of these two village
communities totaled 17,930 individuals: 8888 males and 9042 females, residing in 2445 households.”? The primary
occupations of most community volunteers were laboring and farming. Additionally, farming mainly involved growing
crops such as sugar cane, corn, cassava, and rice.

Materials and Methods

The research questions of this research and development study were: 1. What were experiences of SSs receiving care at
home? 2. What was an appropriate care model to enhance CVCG capabilities? 3. What were the outcomes of the
developed care model for bedridden stroke survivors in Northeastern Thailand? It was conducted in three phases. The
situation analysis phase aimed at understanding the experiences of bedridden patients (SSs) receiving care at home. The
phase of care model development aimed at developing a care model for improving SSs and FCGs, and the phase of
implementation and evaluation of a care model for SSs living at home. The final phase aimed to describe the effects of
such a developed care model. The study involved 40 participants, comprising 9 SSs, 9 family caregivers (FCGs), 9
community volunteer caregivers (CVCGs), and 13 relevant community leaders (RCLs). Participants were recruited
through purposive sampling based on specific criteria. SSs were included if they were conscious and able to commu-
nicate, either verbally or non-verbally. FCGs were selected family members designated as primary caregivers for SSs,
with the ability to communicate and understand Thai or the Isan dialect. CVCGs were community health volunteers
responsible for SSs in their community, with prior experience in home health care training and the ability to communicate
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in Thai or the Isan dialect. RCLs were individuals serving as community leaders. All participants volunteered to
participate in the project from the first through the third phase of study.

The situation analysis phase, to generate an understanding of the experiences and needs of SSs receiving care at home.
Qualitative data were collected through focus group discussions, in-depth interviews, and field notes. Six focus group
discussions were conducted CVCGs from two initial groups: Community A and Community B. Following this, two focus
group discussions were held with RCLs, and finally, two mixed focus group discussions included both CVCGs and RCL
participants for member checking. In each focus group discussion, two authors were assigned specific roles: one acted as the
facilitator, while the other served as the note-taker. For the CVCG discussions, the first author facilitated the group, and
the second author took notes. In the RCL group discussions, the third author facilitated, while the fourth author took notes.
For the mixed group discussions, the fifth author acted as the facilitator, with the sixth author responsible for note-taking.
Additionally, in-depth interviews were conducted with individual SSs and FCGs participants. Each participant from these
categories was interviewed by the first and seventh author. All interviews were audio-recorded with consent to ensure the
accuracy of data collection. During the data collection process, detailed field notes were documented, reviewed, and
reflected upon. These notes were subsequently discussed and interpreted collaboratively with the research team, forming
part of an iterative process of reflection and meaning making to enhance the depth and rigor of the analysis.”*

Following the exploration of experiences and support needs among SSs receiving home-based care, as well as their
relevance within the community context, the study progressed to its second phase. This phase focused on developing
a care model for bedridden individuals and enhancing the capabilities of CVCGs. The development was guided by the
KKU Family Health Nursing Model, originally designed to prevent noncommunicable diseases through qualitative
content analysis of interviews and focus groups with nurses. The KKU Family Health Nursing Model integrates
a conceptual framework, a family nursing process, and key action strategies. The framework emphasizes four levels of
care: health promotion, early detection, direct care, and rehabilitation. It leverages community social capital and
promotes participatory action tailored to local contexts, ensuring both effectiveness and sustainability.** At the conclu-
sion of this phase, a comprehensive home care model for bedridden individuals, along with strategies for enhancing the
capabilities of CVCGs was proposed, namely “the KKU Bedridden Care Model” (Figure 1).

~ 5) Ev. . 3.3VGate keeper &
aluabon\ referring to HC system

(The KXU Bedridden care model, 2022)

Figure | The KKU Bedridden Care Model.
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The KKU Bedridden Care Model is structured around four key components, designed to ensure comprehensive and
sustainable care:

Health Support

This component integrates health promotion, early detection, direct care, and rehabilitation, emphasizing a collaborative
approach. It highlights the coordinated efforts of healthcare professionals, the utilization of community resources, and
active engagement of community members to comprehensively address the diverse needs of patients.

Holistic Approach

The model adopts a holistic approach to care that spans all levels—individual, family, and community. This approach
ensures the comprehensive integration of physical, emotional, social, and environmental dimensions of health in
addressing patients’ needs.

Patient-Family Care

At the heart of the care model is the central role of the patient and their family. This approach underscores the necessity
of tailoring healthcare interventions to align with the specific needs, preferences, and circumstances of both the patient
and their family. By prioritizing their involvement, the model empowers patients and families to take an active role in the
care process, fostering collaboration and enhancing care outcomes.

Capacity Building and Strategic Role Development for CVCG

The model focuses on enhancing the capabilities of CVCGs. Training programs are designed to strengthen their
knowledge and skills, while strategic plans are developed to clearly define their roles in providing effective support
and care for patients within their communities. According to Capacity Building for CVCGs, A one-day capacity-building
workshop was conducted by a team of health professionals to enhance the competency of CVCGs in providing care for
SSs. Following the workshop, CVCGs engaged in two weeks of skill review and practice under the guidance of health
professionals to build confidence in their abilities. When the SSs were discharged from hospital to home, the strategic
role development for CVCGs comprising of:

1. When a patient comes back home: The patients’ information should be communicated to community health
support.

2. Community host assignment: A community-driven process was facilitated to assign CVCG responsibility for
supporting SSs and FCGs within their respective neighborhoods.

3. Help families to cope with a problem: CVCG developed plans for regular, goal-oriented home visits to SSs. These
visits encompassed the following activities: 1) Assessing health problems, needs, and potential risks. 2) Providing
general healthcare support and facilitating physical rehabilitation and, 3) Being as a gatekeeper: offering counsel-
ing services and acting as intermediaries for referrals to formal healthcare services.

4. Support bedridden and care giver: Ongoing process, CVCGs provided direct support to FCGs to enhance their
caregiving skills in managing SSs.

5. Evaluation of Collaborative Care Practices: The outcomes of the collaborative care practices among CVCGs, SSs,
and FCGs were evaluated. This included assessing the effectiveness of joint efforts in addressing health needs,
providing support, and improving overall caregiving outcomes.

This model integrates professional expertise with community strengths to create a robust system for delivering home-
based healthcare. It prioritizes collaboration, inclusivity, and sustainability to improve the quality of life for patients and
their families. The model was presented to community leaders and stakeholders, who reviewed and endorsed it, granting
approval for its implementation and testing.

The implementation phase and evaluation of the KKU Bedridden Care Model and enhancing the capabilities of
CVCGs. The implementation of the model was carried out over a five-month period. Data collected involved in-depth
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interviews with SSs and FCGs. Interviews were conducted until data saturation was reached, which was determined
through an iterative process of data collection and analysis. Therefore, each participant was interviewed approximately 2
to 3 times, resulting in a total of 42 in-depth interview sessions. The first author conducted interviews for the SSs, while
the second author conducted them for the FCGs. All interviews were audio-recorded with consent to ensure the accuracy
of data collection. These interviews explored participants’ experiences to address the following key questions: “What
lessons were learned, and what effective strategies did the team develop and adopt to promote the health and well-being
of SSs and their FCGs?” Additionally, two focus groups—one for each of the CVCGs and RCLs—were conducted for
member checking. In each focus group discussion, two authors were assigned distinct roles: one served as the facilitator,
and the other as the note-taker. The third and fourth authors facilitated the discussion for the first group, while the sixth
and seventh authors facilitated the discussion for the second group. Prior to data collection, a team meeting was
performed to ensure the specific research question and method. Participant observations were conducted throughout
the project, including during an ongoing period of field and family visits.?®

This research project was approved by the Ethics Committee for Human Research, Khon Kaen University
(HE642108), and conducted in accordance with the principles outlined in the Helsinki Declaration. Prior to the
commencement of the study, researchers provided a detailed explanation of the study’s purpose, data collection
procedures, and the rights of participants. Participants were informed that their involvement was voluntary, with the
option to withdraw at any time without consequence. Confidentiality measures and the intended use of the data were
thoroughly communicated, and written informed consent was obtained. Additionally, participants explicitly consented to
the publication of anonymized data and direct quotes. No identifiable information was included in the publication,
ensuring the anonymity of participants.

Data Analysis

Descriptive statistics were used to summarize demographic characteristics of participants. Qualitative data analysis, we
performed a manual approach to content analysis and theme development, the analysis was both systematic and grounded
in the participants’ perspectives. Data from the focus group discussions were transcribed, followed by the defining of
a coding scheme, data coding, analyzing the data, and interpreting the findings.?® For the interview data, verbatim
transcription was carried out. The author responsible thoroughly read and re-read the transcripts to identify key terms and
phrases, generating initial codes related to the research questions. Potential themes were built, reviewed, defined, and
named to provide a comprehensive explanation of the findings. The process involved generating themes that emerged
from the data through iterative coding and categorization, in line with the principles outlined by Braun and Clarke (2006)
for thematic analysis.”” A synthesis of the findings was conducted, drawing common conclusions based on the
participants’ shared experiences and perspectives. Saturation was defined as the point at which no new themes,
subthemes, or insights emerged from the data, despite conducting and analyzing additional interviews. Researchers
met regularly to review and compare coded data, ensuring consistency in determining saturation.

To ensure the credibility of the qualitative data, Triangulation technique was applied to ensure the credibility of the
study. Data Source Triangulation, data was collected from multiple sources, including focus group discussions and in-
depth interviews to obtain diverse perspectives on the research topic. Additionally, participant observations were also
carried out. By comparing the findings from these data sources, any inconsistencies or convergences in the results were
identified, providing a more comprehensive understanding of the phenomenon under study. Method triangulation, the use
of different methods, allows for the cross-checking of results to ensure that the findings are not method-specific but
reflect the broader patterns emerging from the participants’ experiences. This helped in verifying the consistency and
depth of the data. Investigator Triangulation, multiple researchers independently analyzed the data using their unique
perspective and expertise. Then, each researcher brought their analysis results to discuss in the meetings, and summarized
the agreed-upon themes. This approach helps to minimize individual biases and ensures that the interpretation of the data
was not shaped by a single perspective. Through these triangulation methods, the study ensured that the data collected
were credible, accurate, and reflective of the participants’ authentic experiences and perspectives, enhancing the

trustworthiness of the qualitative findings.?*°
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Results

A total of 40 participants were involved in the project, categorized into four distinct groups. The first group comprised
nine bedridden individuals (SSs), with an age range of 49 to 84 years and a mean age of 71.67 years. Among these, six
were male, and three were female (Table 1). The second group included nine family caregivers (FGCs), consisting of four
wives and five daughters. Their ages ranged from 46 to 70 years, with a mean age of 55.4 years.

The third group comprised nine Community Volunteer Caregivers (CVCGs) whose ages ranged from 45 to 76 years,
with a mean age of 54.4 years. The final group consisted of 13 Responsible Community Leaders (RCLs), with an age
range of 42 to 82 years and a mean age of 57.9 years. Detailed demographic information for each group is presented in
Table 2.

This article aims to present the outcomes of the implementation of the developed care model, highlighting a clear
comparison of conditions before and after its application. The findings encompass insights from a situational analysis
to understand the experiences and needs of bedridden individuals (SSs) receiving care at home. The results revealed
critical issues and care requirements of both bedridden patients and their families. Additionally, the findings shed light
on the experiences and needs of Community Volunteer Caregivers (CVCGs). The findings are presented as emerging
themes as follows:

Table | Characteristics of SSs (n=9)

Characteristics Frequency Percentage
Gender
Male 6 66.67
Female 3 33.33
Education
Primary school 7 77.78
Secondary school | 111
Other [ .11
Marital status
Single 4 44.44
Couple 5 55.56
Occupation prior to illness
Agriculture 4 44.45
Employee 3 3333
Unemployed 2 22.22

Financial support
.11
.11

Elderly welfare
Disability welfare

[ L p—

Elderly-Disability welfare 66.67

Have no resource 11l
Family occupation

Agriculture 2 22.20

Employee 5 55.60

Unemployed 2 22.20
Family income monthly

< 5000 Thai Bath 5 55.60

5000-10,000 3 33.30
Thai Bath

10,001-20,000 Thai Bath 0 0

>20,000 Thai Bath | 11.10
Supportive resource

Family 5 55.60

Government 3 33.30

Other | 11.10
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Table 2 Characteristics of FCGs, CVCGs, and RCLs

Characteristics FCGs (n=9) CVCGs (n=9) RCLs (n=13)
Frequency | % Frequency | % Frequency %

Age

Average (std.) 55.4 (8.58) - 54.40(8.82) - 57.95(10.31) | —

Min -Max 46-70 - 45-76 - 42-82 -
Gender

Male 9 100 | .11 7 53.85

Female 0 0 8 8889 | 6 46.15
Education

Primary school 8 8889 | 3 3333 |2 15.38

Junior high school [ .11 2 2223 |5 38.46

Senior high school 0 0 4 4444 | 4 30.78

Bachelor 0 0 0 0 2 15.38
Marital status

Single 0 0 2 2223 |2 15.38

Couple 9 100 4 4444 | 8 61.55

Separated /divorce 0 0 3 33.33 3 23.07
Occupation

Agriculture 6 66.67 | 6 66.67 I 84.62

Employee 3 3333 |3 3333 | 2 15.38
Monthly income

< 5000 Thai Bath 7 7777 | 2 2223 | 2 15.38

5000-10,000Thai Bath | 2 2223 |5 5555 | 8 61.55

Uncertain 0 0 2 2222 |3 23.07
Health status

Healthy 7 7777 | 9 100 10 76.93

Sick 2 2223 | 0 0 3 23.07

Before Model Implementation

Feeling Isolation and Powerlessness

The theme “Feeling Isolation and Powerlessness” encapsulates the profound psychological and emotional challenges
experienced by bedridden patients. These individuals often face extended periods of physical immobility and social
disconnection, leading to feelings of exclusion and helplessness. When stroke survivors (SSs) were discharged from the
hospital, they often experienced a sense of societal abandonment, feeling isolated even when surrounded by family
members providing care.

I have always felt strong and have never felt sick before. However, I currently don’t have any energy and realize being no one in
the community cared about me. (SSs01)

I love to assist people regarding community activities at the temple. When I was ill, no one cared about me. In the beginning,

there were just a few people that visited me. However, they no longer visit me now and act like strangers towards me. (SSs02)
After I was sick, no one was there to take care of me. Consequently, I had to take care of myself. (SSs07)

This theme highlights the critical need for healthcare systems to prioritize the psychological and emotional dimen-
sions of care for SSs patients, ensuring their dignity, self-worth, and quality of life are preserved despite physical
limitations.

Hopelessness & Being Burdened to Family
The theme “Hopelessness and Being Burdened to Family” captures the complex emotional challenges experienced by
SSs patients receiving care at home. This theme encompasses profound feelings of despair, a loss of purpose, and
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a perceived sense of burden imposed on their families. Many SSs patients, upon transitioning to home care, report
a pervasive sense of hopelessness regarding their recovery, often believing that complete healing is unattainable.
Furthermore, the perception of their illness as a significant burden on their families exacerbates their emotional distress,
intensifying feelings of despair and, in some cases, fostering a sense of resignation or a diminished will to continue
living.

My first thought would be, if I had a gun, I would shoot myself. (SSs01)

After I came back from the hospital, I was confused about my life. I don’t know how to take care my myself and there wasn’t
anyone there to guide or assist me with anything. (SSs04)

Why should I stay alive? I can’t do anything. Every day I just eat and create issues for caregivers, who take me to the bathroom
frequently. (SSs05)

It’s very painful that I can’t do anything. I couldn’t work after 5 months. I don’t have energy and can’t breathe well. I’ve visited
the hospital many times but feel as if I want to give up already. I don’t want to eat anything, and I’m unable to do hemodialysis.
(SSs07)

The dual challenges of hopelessness and the perception of being a burden to family highlight the need for holistic care
strategies that prioritize the emotional well-being of bedridden patients and their families.

Sorrow versus Gratitude

The theme “Sorrow versus Gratitude” encapsulates the dichotomous emotional experiences frequently encountered by
FCGs of SSs patients. This duality underscores the profound emotional toll associated with caregiving while also
recognizing moments of deep appreciation and meaning derived from the caregiving role. Among the caregivers, who
were predominantly wives or daughters, feelings of sorrow were rooted in several factors. For instance, some caregivers
were compelled to leave their jobs, resulting in significant financial strain on their families. Additionally, caregiving was
described as a relentless responsibility, often compared to being “on duty 24/7”, which contributed to physical exhaustion
and mental health challenges. In contrast, many caregivers expressed a sense of gratitude, viewing their caregiving role
as an opportunity to repay a debt of kindness. They perceived their efforts to honor and give back to their loved ones,
deriving pride and emotional fulfillment from their ability to provide care.

Caring for him feels like a never-ending responsibility. I have to care for him constantly, with no time for myself. I feel
physically and mentally exhausted. (FCGs02)

Thinking about how much effort my parents put into raising me, I realize they were likely more exhausted than I am now. So,
despite the exhaustion, I feel a sense of duty to repay my parents for raising me. Caring for him reminds me of the immense
effort my parents invested in raising me, and I feel a sense of obligation to repay their kindness. Sometimes it makes me both
tired and proud to be able to take care of him. (FCGs05)

This interplay between sorrow and gratitude highlights the complex emotional landscape of family caregiving and
emphasizes the need for targeted support systems to address both the challenges and the meaningful aspects of the
caregiving experience.

Inadequate Capacity & Need Training

The theme “Inadequate Capacity and Need for Training” reflects the critical challenges faced by CVCGs who provide
care for SSs patients in a home setting. This theme underscores the gap between the demands of caregiving and the skills
or resources available to volunteers, highlighting the necessity for targeted training and capacity-building initiatives to
enhance the effectiveness and sustainability of their roles. The theme “inadequate capacity”, as these volunteers often felt
they lacked the necessary knowledge and confidence to support SSs effectively. This perceived inadequacy limited their
role to delivering gifts during home visits rather than providing meaningful care. To address this gap, there is a clear need
for training programs aimed at enhancing their knowledge, skills, and confidence, enabling them to offer comprehensive
care and provide effective counseling for FCGs.
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When I went to visit the patient at home, I didn’t know how to help them. All I could do was bring them something, but I wasn’t
sure what I could physically do to assist. Sometimes, all I could do was share stories to make them feel a bit better. (CVCG 03)

If possible, I think, if I had the knowledge and skills to care for bedridden patients, I believe I would be able to take care of them
with confidence and be able to be a dependable mentor. (CVCG 06)

This theme highlights the challenges and opportunities associated with volunteer caregiving for bedridden patients in
home settings. Addressing these gaps through targeted training programs and systemic support is crucial for improving
the quality of care provided, reducing volunteer stress, and ensuring sustainable caregiving practices. Such efforts not
only empower volunteers but also contribute to better patient outcomes and enhanced community-based healthcare

systems.

After Model Implementation
Evaluation of the perceived outcomes of home care for bedridden individuals based on the proposed model. After 5

months of the model implementation, Qualitative data were analyzed and the themes emerged as follows:

Heartwarming

This “Heartwarming” theme was expressed by both SSs and FCGVs volunteers, emphasizing the positive emotional
responses resulting from the community host assignment and the model’s support in helping families cope with
challenges. The model facilitated effective support for bedridden patients, while also enabling close follow-up through
home visits for families. This allowed CVCGs to detect issues early, ensuring timely intervention and assistance for both
patients and their families. Such comprehensive care significantly contributed to the emotional well-being of both the

individuals receiving care and their families’ caregivers.

It is heartwarming to have weekly visitors who still remember us. These individuals never abandoned us during our illness and
hardships. (FCG of SSs06)

I found the home visit program of CVCGs to be exceptional, and it made me feel much more energetic and uplifted. Initially,
I felt alone and unsupported, but now I truly appreciate knowing that someone cares for me. (SSs04)

This theme reflects the positive emotional experiences derived from the care and support provided by the developed
model, particularly through home visits and assistance in helping families cope with various challenges. Thus, while
isolation captures the emotional void and neglect experienced prior to the implementation of the model, Heartwarming
reflects the positive transformation that arises when systematic care and compassionate support are introduced, leading to
significant improvements in both mental and emotional well-being for SSs patients and their FCGs.

Being More Capability

The theme of Being More Capability emerged from the experiences of CVCGs who reported an increased sense of
competence and self-efficacy in providing care to bedridden patients following their participation in model development.
Prior to joining the initiative, many volunteers felt uncertain about their ability to manage the complex needs of
bedridden individuals. However, through training, support, and hands-on experience provided by the professional facility,
these volunteers developed both the skills and confidence necessary to effectively assist SSs patients and their FCGs. The
CVCGs who participated in the project express their pride in their willingness to give their hands to families and the
community to care for patients and increase the conventional well-being of SSs and FCGs. The participant CVCGs
revealed that getting involved in this project made them feel like they were doing merit every day. In addition, they
enhanced their knowledge and experiences in providing care for SSs and advising FCGs at home.

After 1 received knowledge and skills from the bedridden care training program, I conducted family visits with a sense of self-
confidence. (CVCGs 02)
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For home visits, what is needed are personal CVCG equipment and disposable materials to support the hygiene care of patients.
These could be requested through donations, such as blood pressure monitors and adult diapers for low-income individuals.
(CVCGs 05)

Could we initiate a yearly merit-making and donation project to mobilize funds or gather patient care materials to support our
CVCQG team in delivering services? I believe that the people in our community would be appreciative of supporting our planned
projects (CVCGs 08)

The Being More Capability theme emphasizes the positive impact of capacity-building initiatives on health volunteers,
equipping them with both the practical skills and emotional confidence needed to provide high-quality care. The development
of these capabilities not only improves the quality of care provided to bedridden patients but also enhances the personal growth
and sense of purpose of the volunteers, ultimately contributing to the success of community-based care models.

Discussion

This present study was carried out aiming at understanding the experiences of SSs receiving care at home, developing and
implementing the care model to enhance CVCG capabilities, and evaluating the outcomes of the developed care model in
Northeastern Thailand. The theme “Feeling Isolation & Powerlessness”, “Hopelessness & Being Burdened to Family”,
“Sorrow & Gratitude”, “Inadequate Capacity & Need Training” emerged. 2) The KKU Bedridden Care Model was developed,
implemented, and evaluated. The theme “Heartwarming”, and “Being Proud of Capability” emerged at the evaluation phase.

The findings of the situational analysis revealed that both FCGs and CVCGs experienced limited support, leading
them to feel “feeling isolation & powerlessness”, “hopelessness & being burden to family”, and “Inadequate Capacity &
Need Training”. This study demonstrated that the implementation of the developed care model could contribute to more
positive feelings among these groups, suggesting that they received increased support. Therefore, when caring for
bedridden SSs in similar settings, continuous assessment of whether FCGs and CVCGs receive sufficient support is
crucial. Our model may be applicable to increase the potential for positive outcomes in such situations.

The qualitative findings from after model implementation reflect the transformative impact of implementing the KKU
Bedridden Care Model, particularly in addressing the psychosocial and practical challenges faced by bedridden patients,
their family care givers, and community volunteers. The emergent themes “Heartwarming” and “Being Proud of
Capability” highlight the positive outcomes associated with this integrated care approach.

The theme “Heartwarming” captures the emotional and psychological relief experienced by bedridden patients and
their families after the introduction of the KKU Bedridden Care Model. Patients expressed feelings of comfort, gratitude,
and renewed connection because of the holistic and family-centered care provided. This aligns with the model’s emphasis
on community engagement, health promotion, and rehabilitation, which collectively enhance the patients’ sense of
belonging and value within their family and community.*® Family caregivers, who previously felt overwhelmed,
benefited from structured support and skill development provided by the program. The caregiving burden was mitigated
by improved resources, guidance from community health volunteers, and a greater understanding of caregiving strategies.
These outcomes are consistent with findings from studies that emphasize the importance of community-based interven-
tions in reducing caregiver stress and enhancing emotional resilience.** 2

The theme “Being Proud of Capability” reflects the empowerment of community volunteers (CVCGs) through their
involvement in the care model. By participating in training programs and actively supporting bedridden patients and their
families, volunteers developed a strong sense of achievement and self-efficacy. This is a direct outcome of the model’s
focus on enhancing the caregiving abilities of community members through professional facilitation and networking. The
pride and fulfillment expressed by volunteers underscore the reciprocal benefits of community-based healthcare initia-
tives. Not only do such models improve patient outcomes, but they also foster a sense of purpose and contribution among
volunteers. Similar findings have been reported in studies emphasizing the role of lay health workers in bridging gaps in
healthcare access and enhancing community cohesion.”*

Therefore, these findings’ themes highlight the significance of integrating holistic and community-driven approaches in
healthcare delivery. The KKU Bedridden Care Model demonstrates how leveraging local resources, strengthening family
and community networks, and providing targeted training can lead to sustainable improvements in home-based care.
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The KKU Bedridden Care Model exemplifies an innovative, community-driven approach tailored to meet the
complex needs of bedridden patients and their caregivers. By integrating local resources, community networks, and
culturally sensitive practices, the model introduces distinctive features while aligning with core principles shared by other
established care frameworks. Notably, the KKU Bedridden Care Model emphasizes empowering families and community
health volunteers to bridge healthcare gaps, particularly in resource-constrained environments. This approach parallels
other community-based care models, such as the WHO Community Health Worker Model and the Comprehensive
Geriatric Assessment (CGA) framework, which similarly leverage community engagement and interdisciplinary colla-
boration to support patient care.***> The KKU Bedridden Care Model underscores the importance of holistic care by
addressing not only the medical needs but also the psychological and social well-being of patients and their caregivers.
This approach aligns closely with the principles of Person-Centered Care Models, which prioritize the comprehensive
needs of individuals within the care process.*®*” Additionally, the KKU Bedridden Care Model places a strong emphasis
on caregiver support and education, equipping caregivers with essential knowledge and skills to effectively manage the
care of bedridden patients. This focus mirrors the principles of the Family-Centered Care Model, which recognizes the
caregiver’s pivotal role in promoting positive patient outcomes and enhancing the caregiving experience.’®

While many models involve healthcare professionals or community health workers, the KKU Bedridden Care Model
uniquely incorporates CVCGs as a core element. The model enhances the caregiving capacity of these volunteers through
structured training and professional facilitation, which sets it apart from models relying solely on professional healthcare
workers. Recent studies have demonstrated that CHW-led interventions can reduce healthcare utilization and improve
health outcomes, highlighting the effectiveness of integrating community health workers into health systems.*® Another
distinctive aspect of the KKU Bedridden Care Model is its holistic, family-centered approach. By addressing the
interconnected well-being of patients and caregivers, it aligns with collectivist cultural values, differing from more
narrowly focused Biomedical Models of Care prevalent in Western healthcare systems. This family unit perspective
underscores the model’s commitment to fostering a supportive caregiving environment. Studies have shown that
culturally competent care, which considers the family unit, can improve health outcomes and quality of care.*
Finally, the KKU Bedridden Care Model emphasizes sustainability through long-term community networking. By
involving schools, temples, and local leaders, the model ensures ongoing engagement and resource sharing. This stands
in contrast to the Hospital Discharge Planning Model, which typically focuses on short-term post-discharge care without
establishing robust community networks.*'

This research recognizes the potential limitations of self-reported data, including social desirability bias and recall
inaccuracies, which could impact data reliability. Nevertheless, the findings are consistent and valuable, albeit requiring

careful interpretation.

Conclusion

The study’s findings indicated limited support received by SSs, FCGs, and CVCGs, despite the implementation of several
healthcare policies. This suggests a need for more feasible and accessible national healthcare policies, particularly those
focused on stroke rehabilitation and caregiver support. While the KKU Bedridden Care Model shares commonalities with
other established frameworks, its unique focus on community empowerment, family engagement, and cultural sensitivity
sets it apart. These distinctive features make it a promising model for addressing the multidimensional needs of
bedridden patients and their caregivers in resource-limited settings. Future research should be conducted with a larger
sample size and over a longer time period to evaluate the effectiveness and sustainability of the developed model’s
outcomes. Validation test of the model in other regions was also recommended.

Abbreviations
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