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This action research study aimed to develop, implement and evaluate the feasibility of an Islamic-based inter-
vention program that included three main Islamic tenets and concept of family collaboration to promote
comprehensive homebound care for Thai-Muslim older adults in southern Thailand. Using action research
cycles, interviews with five dyads of healthcare recipients (Thai-Muslim older adults and their family primary
caregivers) and with seven Thai-Muslim healthcare professionals (five clinical nurses, a physician and a
pharmacist) were undertaken alongside participant observations. Inadequate knowledge, insufficient
skills, low family involvement, poor negotiation skills, and the need for better integration of Islamic doctrines
were identified. Satisfaction was expressed with the program components and activities, with a qualitative
audit data revealed that family primary caregivers felt that they had gained more self-confidence, increased
their caregiving knowledge and improved their skills. All stakeholders expressed a desire to further engage
and maintain this collaborative program. Engaging with Islamic doctrines and concepts of family collabora-
tion support improvements in homebound care for Muslim older adults. Using on core values of Islamic
moral beliet systems provides an important and culturally sensitized framework for engaging healthcare pro-

viders and family members in the Muslim older adults’ comprehensive homebound care.
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Ageing populations are increasing globally (World
Health Organization, 2021), many of whom are
living with chronic diseases along with comorbidities
(Cheng et al,, 2020). These complex health states
mean that older adults are prone to impaired func-
tioning in the activities of daily living (ADLs) with
an increased in needs for comprehensive care opti-
mally within tfamilies and communities (Cheng
et al., 2020; Rechel et al., 2013).

In Thailand, hypertension and diabetes are the
most common chronic diseases associated with
serious comorbidities such as stroke and kidney
failure. These two chronic diseases along with associ-
ated complications have béen found to be increasingly

islamic doctrine; family collaboration; Thai-Muslim; homebound care; older adults; action

prevalent among Thai-Muslim older adults in rural
southern regions (Ministry of Public Health, 2020).
Although family support has been documented to be
critical as an adjunct to formal healthcare
(Ashoorkhani et al., 2018; Ris et al., 2019; Thomas
et al., 2017), most of the Thai-Muslim older adults
report receiving very limited care from their families
attributed to family primary caregivers having inade-
quate knowledge and caring skills for such complex
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chronic care conditions (“Author, YYY”, in press;
Wangjhi, 2015).

In general, Islam guides Muslims ways of living
through practicing the three main Islamic tenets
that encompass Islam (means submission, through
the Five Pillars of Islamic practice); Iman (means
trust, faith, or beliefs, through the Six Articles of
Islamic beliefs) and Ihsan (means perfection or excel-
lence, through Islamic morality). In Muslim culture,
caring for the elderly is a given religious practice
(Ahmad & Khan, 2015; Young & Shami, 1997).
Muslims are expected to treat their older parents
with Ihsan (in this context, Ihsan means a compre-
hensive duty to take responsibility for supporting
and caring for their older parents), particularly
when they become weak and are unable to support
themselves. ‘Ihsan to one’s parents’ is thus a crucial
Islamic moral practice (MacKinlay, 2016), in order
to “do good” and “be a good” Muslim, as stated in
the verses: “Worship Allah and join none with Him
(in worship); and do good to parents.” (An-Nisaa’
4:36); And says, “And your Lord has decreed that you
worship none but Him. And that you be dutiful to
your parents” (Al-Israa’ 17:23). This has been
further assisted with research findings that Muslims
act out their duty to care for their older parents, par-
ticularly in times of sickness (Bensaid & Grine, 2014;
Noumani et al., 2018). One recent study showed that
engagement with Islamic doctrine could help
promote anti-hypertensive medication adherence
among southern Thai-Muslim home dwelling older
adults (“Author, YYY”, in press). However, Islamic
doctrine used by family caregivers, especially during
chronic illnesses on Muslim older adults, has not
been investigated.

Holistic nursing practice recognizes the human
being as a whole. Holistic care encompasses compre-
hensive care for all dimensions of an individual life -
the interconnectedness of body (physical), mind,
emotion (psychological), social/cultural, relationship,
spirit (spiritual), context and environment (“Holistic
Nursing”, 2021). Holistic care concepts view each
person as a bio-psycho-social- spiritual unity
(Thornton, 2019). In keeping with the three tenets
of Islamic doctrine (Islam, Iman, and particularly
Thsan), the holistic concepts provide a guiding frame-
work for our research with the main aim to develop
and evaluate an Islamic-based intervention program
to promote family holistic collaboration in the provi-
sion of comprehensive homebound care for older
adults with chronic illnesses.

Method

Design

An action research design (AR) (Streubert &
Carpenter, 2011) drawing on holistic concepts,
Islamic doctrines and collaborative conceptualization
were utilized to enhance mutual identification of the
research problem, co-develop program strategies, and
co-design culturally based resources among allied
stakeholders (healthcare providers, healthcare recip-
ients and research teamn members) to inform family
caregiving for homebound Muslim older adults in
rural Southern Thailand.

Ethical Considerations

This research was approved by Ethics Committee
of Faculty of Nursing, Prince of Songkhla University
on Julyl6, 2016 (certiied MHESI 68105/2531,
November 23, 2020). The Provincial Ministry of
Public Health also authorized ethical approval of
this research. Prior to data collection, an informed
consent document was signed by all participants. To
ensure confidentiality, participants were given
numbers in order that no names were disclosed,
with only the named researchers able to match the
real names and identities with research materials.

Settings and Recruitment

This AR took place in the chronic care clinics of
five community sub-district promoting hospitals
(CS-PHs), located in Pana-Rae District of Pattani
Province.

To recruit older adult participants, the CS-PHs
patient’s chronic health record data (of year 2018)
was assessed in keeping with ethical requirements,
revealing that over 85% of older adults recorded
were Thai-Muslims, 54.4% were in age group 65—
74 years old, and 33.7% were of >75 years old.
Approximately one-fifth had chronic hypertension,
while about 20% had stable blood pressure (BP).
The incidence of serious comorbidities, that is,
stroke and kidney failure, had been increasing
yearly within the past five years, for those with
poorly controlled hypertension (PaNa-Rae District
Health, 2018). One-fifth had low educational literacy,
were unemployed with low-incomes below the
national level of the Thai poverty line (Thai National
Statistic Department, 2018) and approximately 5%
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were reported frequently missing doctor appointments
within the past six months.

Participants

A purposive sampling method was used to draw
on family dyads of the identified homebound
Thai-Muslim older adults: being diagnosed with a
chronic illness with at least one comorbidity within
the past 6 months, living at home with their adult
children, and diagnosed as homebound (having activ-
ity of daily living (ADL) scores < 12, or unable to go
outside their home independently due to their
health conditions, according to criteria of Thai
Ministry of Public Health). The identified family
member needed to be primary caregiver who was
most engaged in older adult homebound care, and
willing to engage in developing the new program.

A total sample of 17 Thai-Muslim participants
took part in this AR study. Seven were healthcare pro-
viders consisting of five clinical nurses holding the
position of older adult care manager in each of the
involved CS-PHs, as well as a physician and a phar-
macist. Of these health care providers, six were
female and one male, with age range of 30-45
years. Most had worked at CS-PHs for at least 5
years and held about 5-10 years experiences in
community-based older adult care. All the clinical
nurses were registered nurses (RNs), four were
married and four had attended workshops for older
adult care.

The older adult patients were aged 60 —79 years
old, three were female and two male. All were
widowed, and unemployed with incomes below the
Thai poverty line (= 20 US $ per month) as well as
co-habituating with their adult children (i.e., family
primary caregivers). Three older adults had finished
the compulsory level of Muslim-based education, all
spoke local-Malay dialect fluently. Four older adults
had hypertension for over 10 years together with
poor medication adherence, one had diabetes for
over 10 years with kidney failure. All had experienced
comorbid complications for about 3-10 years, these
included strokes, kidney failure, osteoarthritis, and
cataracts (near blindness). The family caregivers
were aged between 34-50 years old, adult son and
daughters, four were female and one male, four
were married. All had completed compulsory Thai
schooling leve]l. Two were unemployed, while three
employed with incomes below the Thai poverty line.

Data Collection

Data were collected during July 2016-December
2017, using a semi-structured guide in-depth inter-
views, stakeholder co-designed discussions, and
observations of participants’ responses. A logbook
and field-notes taking were used to document the
reflections of interview sessions and to note partici-
pants’ interactions of participant observation ses-
sions. A reciprocal process took place whereby all
stakeholders and members of the research team
informed each other about the effective problem-
solving actions through applicable knowledge compo-
nents and skill adaptations. All interviews were tape
recorded and transcribed. Upon completion of the
interviews, the primary researcher reviewed a selec-
tion of transcripts with participants and another
researcher to confirm accuracy. The logbook was
also used during program activity sessions to docu-
ment the approach and non-verbal feedback for
each activity (Streubert & Carpenter, 2011).

The four stages of the program (based on an
action research cycle with holistic care, Islamic doc-
trine and collaborative concepts) are outlined under
the results in keeping with the premises of action
research. The data analysis below pertains to Stage
1 (assessment) and Stage 4 (evaluation).

Data Analysis

Members of the research team listened to audio
tapes, read and verified, then coded and categorized
transcript data (in Thai language). Words, phrases
and statements that described participant needs,
awareness, beliefs, and understandings were identi-
fied and highlighted to form themes that reflected
participants’ responses. A constant comparison
approach was further used to develop and refine the
themes (Polit & Beck, 2021). The coding and
themes were developed manually by the research
team and then organized following steps in an AR
(Streubert & Carpenter, 2011). An initial phase was
followed using selective participant ‘member check-
ing’ to validate the content together with using ‘the
transcript excerpts’ to illustrate how their statements
were coded and categorized. The results of the initial
interviews for each stakeholder’s groups then served
as to inform the subsequent interview, with concur-
rent data collected and analyzed using the same
process. The same coding scheme was applied to all
the following interviews and refined to avoid
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overlap, ambiguity, and lack of clarity. The reflective
field notes and stakeholder discussion items, and
memos reported in the logbook were analyzed with
content analysis.

Rigor

Lincoln and Guba’s (1985) criteria were used to
establish the rigor of this study. Credibility was per-
formed through member checking with key project
partners and key participants, and through method
triangulation. Dependability was ascertained by
having another researcher check the accuracy of
the emergent themes for each stakeholder group
and then across groups. Confirmability was achieved
by having all the authors review all data and docu-
ments and also creating an inquiry audit throughout
the project. Transferability was demonstrated by
using detailed descriptions of the context,
approaches, and activities of the study (Streubert &
Carpenter, 2011).

Results

An action research cycle with four stages
employed to co-develop the program was depicted
in Figure 1. Details of each stage were presented
below.

Stage 1: Assessment (Needs Assessment
and Identification of Underlying Issues
Present)

This stage aimed to identify the needs for under-
lying issues of older adult care assistance through
interviews with all stakeholders. Each participant
(older adults, primary caregivers, health profession-
als) were interviewed once or twice for about
30 min, in a private room at each clinic, using semi-
structured in-depth interviews. The interviews with
the healthcare providers (conducted in Thai)
focused on routine healthcare services provided, per-
ceived barriers and facilitators to treatments and care,
needs for caregiving support (based on holistic care
concept) and potential available socio-cultural
resources that could be utilized to improve quality
of homebound older adult care. In addition, the
allied physician’s and pharmacist’s perspectives
were asked to outline their perceptions on medical

treatments and drug counseling needed for family
caregiver support.

For the family dyads (older adult patients, and
family primary caregivers), all interviews were con-
ducted in local Malay dialects using open-ended
questions such as, ‘Can you tell me about the
health problems you encountered? please give an
example, and ‘How do you deal with such problems?’
Each family caregiver was further asked to describe
their needs (or unmet needs) for caregiving support,
and their shared caregivers’ roles and responsibilities.
For example, ‘On a daily basis of caring (for your
affected homebound older parents), what are the
most pressing concerns you have encountered?
How do you manage such issues? Participant observa-
tions (of their interactions and responses) were also
documented in the logbook.

The collective themes for all stakeholders were
as follows: inadequate knowledge and insufficient
skills in complex older adult care, low family involve-
ment, and poor negotiation skills about shared care-
giver’s roles and responsibilities. Forgetfulness, the
misunderstanding that ‘feeling well’ and ‘no symp-
toms meant recovery’ and inadequate knowledge
about drug side effects and drug care management
were reported by family dyads. The older adults
often became lost to follow up and infrequently
skipped medications were also raised (see Table 1).
Additional theme ‘the needs to better integrate
Islamic doctrines into family support model’ was
mentioned by clinical nurses, as a means to
improve comprehensive homebound older adult
care services.

Stage 2: Planning (Action Plans)

This stage involved co-designing the agreed goals,
co-plan program interventions (based on stage one
analysis), and further discussed at a series of meet-
ings and workshops with the clinical nurses, family
caregivers, and researchers (Streubert & Carpenter,
2011). Field observations were also collected during
meetings with the aims of integrating Islamic doc-
trine and family collaboration approaches into the
proposed program. The participant observations and
discussions gathered at each initial meeting were
then categorized and structured by the research
team and then further validated by the nurse partici-
pants at subsequent meetings or workshops in
keeping with interactive and inductive approaches
(Strubert & Carpenter, 2011).
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Figure 1.  Four stages of the program, based on action research cycle with holistic care and collaborative concepts.

The corc program goal was propused: to develop
and evaluate an Islamic-based intervention program
that helps promote family caregivers’ abilities in com-
prehensive homebound older adult care. This inter-
vention drew on the 'Amanah’ concept (a subset of
the Thsan principle, central to Islamic moral prac-
tice), based on performing one’s assigned duty and
responsibility perfectly, with implicit trust for family
members and healthcare providers to do ones’ best
effort, as stated in a verse “And those who respect
their trusts and covenants; And those who stand firm
in their testimonies; And those who guard (the
Sacredness) of their worship; Such will be The
honored ones in the Gardens (of Bliss)” (Al-Ma’arij
70: 32-35). In addition, the first two key Pillars of
Islam- the declaration of faith “There is no deity
except God and Muhammad is the messenger of
God”, and centrality of prayer (a brief prayer or
ritua] worship five times a day: at dawn, noon, late
afternoon, sunset and night) (Syracase University,
2021) were also integrated in the program interven-
tion to dovetail with and stir participants’ morale
and spirits. Additionally, since Islamic teachings
emphasize the importance intertwining of Islamic
beliefs and practices, the six major Islamic beliefs

(the beliefs in- the Oneness of God, the Angles of

Gud, the Prophets or Messenger of God, the Day of
Judgement, and the Divine Decree) (Syracase
University, 2021) were also incorporated in the
program intervention in the health education and
workshop practice sessions to address the particular
misbeliefs or misperceptions and to strengthen par-
ticipants’ likelihood of adherence.

The co-designed program intervention proposed
to be held weekly over a 5-week period, starting
with a pre-assessment phase, followed by the
program activity sessions (weekly assessment with
critical reflective thoughts analysis, setting mutual
goals and co-plans, implementation ‘Caring for
Allah’, process evaluation) and a final evaluation.
The agreed overall program plan was presented
through a program flowchart (see Table 2). A
process evaluation was also conducted each week.
The final evaluation session was conducted on week
5 (program ends) to evaluate overall program out-
comes. (see Table 2, also Figure 1-Box A).

The program interventions (each drawing on the
tenets of Islamic doctrine and holistic care, as out-
lined above) were developed, comprising key
program guidelines, a flowchart of activities, a com-
prehensive care handbook, and a set of measurement
tools. These measurement tool included: ADLs score
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Table 1. Baseline Assessment Contents, Needs and Underlying Causes Identified (Based on Four major Aspects of
Comprehensive Homebound Older Adult Care).

Assessment Contents (based on four major
aspects of comprehensive homebound older
adult care)

Needs Y=fully, N=
none Y- = partially

Underlying Causes (from Patient’s and Family caregiver’s
perceptions)

Physical Y- (overall)
1. ADLs functions * (overall) Y
- Oral health care (teeth/gum) Y-
- Skin care (pressure sore) N (potential)
- Sleep/rest N (potential)
- Excretion/urination Y
- Fall prevention
2. Physical activity & Exercise y-
3. Medication care " Y
(4 comorbid prevention)
- HT, Stroke
- DM, KF, OA
4. Nutritional care ® Y

Emotional/cognitive

Y- (PL & Fu)
N (potential)
N (potential)
Y- (Pts & Fe)

P'sychological
Depression ©
Dementia ¢
Social ®

Spiritual B Y (Pts)

Perceived low abilities in complicated older adult care (Fc)
Inadequate K & Insufficient skills (Fc),

Teeth problems, difficulty in chewing (high fibers)
Inadequate K, unaware (Fc)

Unaware (Fc)

Unaware (Fc)

Unaware & inadequate K (of risky home environment)

Pts’ Getting tired easily (with kidney failure (KF)); Pts’
Unstable position (with Stroke, Blindness, OA) Inadequate K
& Insufficient skills (Fc), Tips & proper techniques for older
adults

Pts’ Uncontrolled chronic disease conditions Pts” Drug
non-adherence (due to forgetfulness, perceived
symptom-free, misunderstanding, infrequently skip drugs,
lost follow-up) Inadequate K & Insufficient skills (Fc)
Stick/used to eat risky food (salty, high fat & sugar, but less
fibers), unaware of its harm (Pts) Inadequate K & Insufficient
skills (Fc)

FC’s psychological burden (alone caregiver, perceived
longtime caregivers & felt exhausted) Pts” stay aloe
sometime (in day time) due to adult children unavailable, busy
at work

FC’s law family invalvement & poar negatiation skills upon
shared family caregiver’s roles and responsibilities (siblings’
unconcern in helping older adult care duties)

Pts’ skipped praying (Namaz & Du’ar) sometime, signified

weaken spirits (Routinely, Muslim must pray 5-times a day,
every day, no exception)

Note. Tools used:  Barthel ADL checklist form & ADL score; ? Caring Worksheet form (assessed with guideline questions); Screening
tools for Depression © and Cognitive function ¢ (Thai short version, Ministry of Public Health).
HT = hypertension, DM = diabetes, KF =kidney failure, OA = Osteoarthritis, ADL = activities of daily living.

Pts = older adult patients, Fc =family caregivers, K= Knowledge.

record form, family caregiving worksheet form, and
caregivers’ commitment form (see Table 2). These
new tools that incorporated Muslim cultural beliefs
about family role beliefs into the program contents
were validated by two nurses, who were experts in
older adult care and community care and indepen-
dent from the healthcare team, with minor modifica-
tions made. Additionally, revisions of the program
contents were also suggested by a Muslim educa-
tional instructor with expertise in Islamic teachings.

The assessment sessions aimed to assist and
prepare family caregivers to collect older adults’ base-
line information (about family care needs) and gain
family caregivers’ reflections on their roles. At each
weekly session, family caregivers were encouraged

to critically analyze their own assessment data in
order to recognize the need patterns and any underly-
ing causes of their caring concerns (see Table 2). The
‘Amanah’ concept stating that ‘Muslims have duties
and responsibilities to take care of one’s older adult
parents, to the best of one’s abilities (Al-Ma’arij 70:
32-35; Bensaid and Grine, 2014) was highlighted
in all sessions, coined as “Caring for Allah”. For
example, family caregivers were asked to report any
unmet older adult care support needs, to clarify
which family member(s) helped in which particular
duties in older adult care, and to reflect whether
these roles and responsibilities were suitable. When
a concern arose, it would then be workshopped in
subsequent sessions in more details, and commonly
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Table 2.

Program Flowchart with Weekly Program Sessions, Program Activities, Approaches and Tools Utilized.

Program sessions

Week 1
Program activities

Week 2
Program activities

Week 3

Program activities

Week 4

Program activities

Pre-assessment
(used New forms)

1.

1

ADL report la. ADLs
score - Oral health
care

- Skin care

- Sleep/rest

- Excretion/urination
- Fall prevention

b. Physical activity &
Exercise

Ic. Overview

Comprehensive older
adult care (4 aspects,
including drug care)

1d. Fe caring score
2. Family commitment

3

3.

4.

. The Handbook

(comprehensive

Older adult care)

. Assessment - Data

collection - Critical
reflective thoughts,
identify & prioritize
caring needs

0 Stt[iug mulual guals/

co-plans (Shared
goals He & Fc/pt)

Implementation
‘Caring for Allah’

Evaluation/reflection

1. Prepare & practice
how to apply new
tools
- Baseline info
(older adults’
history, BW, BP,
BS, drugs taken,
Fc’s care
assistance, FC’s
Knowledge &
Skills)
-Set 1: ADLs &
Exercise
2. Approaches: HV,
Phone-call HE &
SP 3. Tools: Set
la- 1b, and set 1
c- 1 d [‘Amanah’
concept]

Collect data (1-4), Set
1 (ADLs & Exercise)
Clarified needs,
causes & barriers to
older adult care
-liuprove caring skills,
able to fill ADLs &
caring form, signed
Fc’s caring
commitments

Caring-1 (ADLs &
Exercise)

Phone-call visits

1. Fu visits, Reflect/
Evaluate (last
week)
2. Approaches:
HV, Phone/Fu
HE & SP;
3. Tools: 1) Set 2:
Drug reminding
tools
- Azan calling time,
drug calendar/box
- verse, quotes,
Islamic teachings
2) The Handbook
with illustrations
[‘Amanah’
concept]

+ [set 1 ADLs &] Set
2: Drug care, fall
prevention, &
rehabilitation
(Stroke)
- Increase K, skills,
and awareness in
drug care - Fc’s
commitments

Caring-2 (Drug
adherence)
Phone/Fu visits

1. Fu visits, Reflect/
Evaluate (last week)
2. Approaches: HV,
Phone/Fu HE &
SP;
3. Tools: I) Set 3:
Nutritional
adapted concepts
of Halal & Harom
(proper food
intake), tips &
techniques 2) The
Handbook with
illustrations
[‘Amanah’

concept]

+[set 1 & 2] Set 3:
Nutritional care, plus
special care with
Kidney Failure

- Inerease K, skills,
and awareness in
nutritional care - Fc’s
comimitment

Caring-3 (Nutritional
care)
Phone/Fu visits

1. Fu visits, Reflect/
Evaluate (last week)
2. Approaches: HV,
Phone/Fu HE & SP;
Counseling
3. Tools: 1) Set 4:
Emotional/social
applied ‘Amanah’
concept (Muslim
duties in caring for
older parent), along
with communication
& negotiation
strategies 2) The
Handbook with
illustrations
[‘Amanah’ concept]

+[set 1,2 & 3] Set 4:
Ewmotional, social &

spiritual care, special

with spiritual support

- Inerease K, skills &
management to
dealing with
emotional, social &
spiritual problems
Fc’s commitments
(care)
Caring-4 (Psycho/
social/spiritual)
Phone/Fu visits
*Week 5 (program
ends)

Note. 1) Tools used: The Handbook (comprehensive older adult care); Set 1 (ADLs & exercise): ADLs form, family caring-task work
sheet, assessment questions in the handbook; Set 2 (drug care & drug adherence): drug reminding tools: sound reminders, drug

calendar, drug box; Set 3 (Halal, Harom): nutritional care; Set 4: emotional/spiritual care.
2) ADLs = activities of daily living; Fu = follow-up; Hc = healthcare providers; Fc =family caregivers; Pt=patients.
3) Approaches: HV = home visits; HE = health education; SP = skills practice.

4) Baseline information: BW=body weight; BP =blood pressure; BS =blood sugar.

* Week 5: Overall Evaluation (program ends).

added to the emotional/social/spiritual care session in

the latter weeks.

The setting ‘mutual goals’ and ‘co-plans’ sessions
aimed to support family caregivers and to set priori-
ties and find new ways to develop caregiving capacity.
The ‘mutual goals’ and co-plans could be further
modified to accommodate unique family needs as

they arose by developing a clear plan for family care-

giving in each week. The implementation ‘Caring for

Allah’ sessions were conducted based upon the iden-
tified weekly mutual goals and co-plans. It started
from set-1 (ADLs & Exercise activities, in week 1),
followed by set-2 (medication care), set-3 (nutritional
care), and set-4 (emotional/social/spiritual care), in
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week 2—4 respectively, on top of previous week
activities.

The program was structured under four main
approaches: a core home- visits approach (including
family’s phone-call and follow-up visits), health edu-
cation, skill practices, and counseling approaches.
These approaches were applied altogether within
the four program activity sessions. Counseling was
utilized in the particular activity, under the emo-
tional/social/spiritual care session. (See Table 2).

A home-visits approach was used to build trust
and rapport to support older adult care activities,
along with the phone-call visits and follow-up visit
sessions. These activities altogether provided an
observational overview of family care assistance and
help ascertain whether family caregivers could
provide older adult care effectively. Reflection/evalua-
tion sub-strategy was also incorporated. Additional
supports and positive reinforcement were provided
to family participants as necessary.

Health Education approach was designed to
address problems of the inadequate knowledge and
misunderstandings that have led to ineffective treat-
ment. A comprehensive older adult care handbook
(written in Thai) was co-developed as a primary
sourcc of information to underscore all program ses-
sions. This handbook described four aspects of home-
bound older adult care together with illustrations. This
included preparation of specific foods for patients with
kidney failure, exercises for older adults and rehabilita-
tion techniques. Each workshop drew on the centrality
of Islamic faith (for health and illness). For example,
“God (Allah, Subhavala-SWT) brings illness to test
us whether we could endure such hardship” (Baqara
2:155-156) and ‘Allah definitely brings drugs as a
treatment for our illness’ (adapted verse 3578,
Hadith Ahmad), emphasizing that medication compli-
ance is important. In addition, Islamic concepts and
practices were strategically integrated in older adult
care activities. For instance, a ‘sound reminder’ tool,
captioned ‘Azan-calling time” — using the pretext of
Azan calling time for Na-maz as a simple reminder
for the time of drug uptake daily (“Adhan”, 2021), to
help prevent forgetfulness (in medication care).
‘Na-maz’ (routine praying practice) was also adapted
as a substitute exercise for older adults, consigning
of daily gentle exercise over 15-min/round.

The modified ‘Halal & Harom’ guide (based on
concepts of good or poor /risky food) recommended
or prohibited by Allah (SWT) was utilized for nutri-

tional care, aiming to reduce unhealthy food-taking

habits (i.e., preference for salty, oily, and sweetened
foods). Lists of Halal/Harom (i.e., good/bad food),
including tips of how to choose healthier ingredients,
prepare, cook, and determine proper amounts to eat
were also identified.

Skills practice approach was co-designed to accord
with Muslim cultural beliefs and was applied through-
out. To promote family caregivers’ caring skills, the
family caregivers were trained on how to utilize specific
program tools and strategies such as the
‘drug-reminding calendar/box for Allah’ (using familiar
Muslim’s symbols presenting periods of time, along-
side verse of Allah’s teachings). Draft commitments
to drug adherence form and family caring form were
co-designed and signed by the family caregivers in
the presence of eyewitnesses as well as a specific train-
ing session of clear communication/negotiation skills
was conducted for each participating family.

Counseling approach was applied to support the
family dyads upon emotional, social, or spiritual
care, particularly for family caregivers who expressed
emotional burden from long-time older adult care
(often due o being the sole sibling, or in the case of
family caregivers whose family members were igno-
rant in ‘shared’ roles of older adult care assistance).
The ‘Amanaly’ concept aud specilic verses inlerred
from the Prophetic traditional where ‘un-dutifulness
to one’s parents was considered to be a major sin’
(Bensaid & Grine, 2014) were carefully addressed.
Additional social support, such as support from com-
munity health volunteers, was offered.

Regarding spiritual care, some older adults
reported that they frequently skipped daily routine
worship practice (see Table 1). Various reasons were
given: due to fatigue and tiredness (in two cases with
kidney failure), poor balance control made it impossi-
ble to complete the full set of Namaz movements (one
with stroke, another with arthritis), and the seeming
loss of visual capacity (near blindness concemn). In
these cases, adaptation to Islamic faith (Allah
Subhavala-SWT) practices needed to be made.
Counseling approaches were also conducted, to help
restore spiritual beliefs and faith for ‘weaken-mind’
older adults and their exhausted family members.

Stage 3: Implementation and Process
Evaluation

The third phase was the five-week implementa-
tion conducting by asking family caregivers and the
older adults after each session to evaluate the utility
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of the sessions content, structure and adequacy of the
program with respect to their needs. Minor details in
program were subsequently adjusted to address par-
ticipants and project partners’ suggestions. There
was no attrition from the family caregivers, older
adults, clinical nurses and allied health providers
who continued their involvement throughout the
program intervention.

Stage 4: Outcome Evaluation

After program completion, three data collection
methods were used to evaluate the program
outcomes: a) an informal group discussion seeking
feedback concerning the whole program, b) semi-
structured in-depth interviews with all participants,
and c¢) participant observations of each activity
session and analysis of the semi-structured logbook.
The program feasibility, acceptability, adequacy and
satisfaction were gathered by way of in-depth inter-
views. In addition, patients’ BP, blood glucose,
ADLs score, drug adherence behaviors, family
caring scores and their further caring commitments,
including family caregivers’ abilities (in care-
assistance) were measured. Suggestions and com-
ments for program improvement werc also caplored.

The adequacy of the co-designed program con-
tents was assessed through participant observation.
A content analysis of the informal group discussion
session data and of the intervention process data
was concurrently performed, while a thematic analy-
sis of the interview transcripts was undertaken to
provide in-depth participant data on the overall
program. Triangulation of the three data sources
was also used to modify and refine the final
program (Streubert & Carpenter, 2011).

The program overall was well received. All partic-
ipants reported that the program met all their needs.
Four themes of feasibility, adequacy, acceptability and
satisfaction were identified. The program was evalu-
ated as feasible and useful. It was also viewed as
appropriate, applicable and realistic for future com-
munity clinical practice, through the clear and easy
to follow program guidelines and the flowchart.

“This program is helpful and fits with their needs
(family caregivers). It should be used to cover more
Muslim older adults out there” (Clinical nurse 1,
34 years old).

“Yeah I like it... the idea of using ‘Azan calling
time’ as a (drug) sound reminder. This is good,
though it’s simple, yet it works out well cz most of

these older adults are familiar with it.” (a pharmacist,
30 years old).

The program goals and its positive impact were
achieved. The program activities and new tools that
integrated Islamic faith, practice and morality besides
quotes from The Qur’an were seen to fit well with
Muslim cultural practices. The comprehensive care
handbook (in Thai, with illustrations) was reported by
the family dyads as helpful- in obtaining more knowl-
edge, awareness and better understanding of family
caregiving. The modified Islamic-based concepts
regarding nutrition, exercise and drug care manage-
ment components were highlighted, in particular.

“...Mah (mom) has kidney problem. Kah use this
(the handbook) to check what kinds of food Mah can
eat. With pictures inside, this made Kah easy to
follow and understand (exercise, drug & food care).
Thank you Mor-Sae” (Caregiver-2, 42 years old).

The family caregivers reported that they had
gained more knowledge and awareness of complex
older adult care. Through critical reflective thoughts,
skill practice and engaging in counseling sessions
(using the ‘Amanah’ concept), these family caregiv-
ers felt that they had improved in their self-
confidence, obtained a clearer understanding of
shating the caregiver’s rules, aud received lLielplul
negotiation skills to discuss with their siblings.

‘Kah did this (elder care) for over 3 years, as a
youngest daughter, without help (from siblings).
Umbh..., good to talk about ‘Amanah.” It’s right,
Amanah is everyone’s responsibility in Mah’s care.
Kah felt okay now and will go talk with them (sib-
lings). It’s time, they should give hands in Mah’s
care.” (Caregiver-3, 37 years old).

The core program aims appeared to have been
meet, with BP and blood sugar (BS) kept within
normal levels, while ADLs score, screening scores
for depression and quick screening for dementia
(Mini-Cog) remained the same. Family caring
scores and drug adherence behaviors had been
improved (See Table 3). The family caregivers had
also committed to assist in the comprehensive care.
These findings should be viewed with cautions
since many other influential variables were not
assessed and could have contributed to these
changes. However, the reported improvements in
self-confidence and caring skills helped confirm the
success of this program. In respect to the handbook,
all clinical nurses agreed that using bilingual hand-
book (Thai & Arabic) might better serve low-literate
participants in the future.
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Table 3. Selective Measurement Indices of Program Implementation at Baseline and After Pilot (to Demonstrate

Improvements).

Measurement indices

At baseline

After pilot

Blood Pressure (level)
Blood Sugar (level)

Barthel ADLs score’

Family caregiving score?

Drug adherence behaviors (score)®
Screening for depression (2Q)*

Quick screening for dementia®

(Mini-Cog)

155/99 mmHg (2 cases)

160/100-179/109 mmHg (3 cases)

130 mg% (1 case)
90-100 mg% (4 cases)
Score="7 (2 cases)
Score=10-11 (3 cases)

Score=9 (3 cases)
Score=10-12 (2 cases)

Score=30-35 (5 cases)

Score=0
Normal (5 cases)
Score=3
Normal (5 cases)

120/90 mmHg (2 cases)
140/90mmHg (3 cases)
120 mg% (1 case)
90-100 mg% (4 cases)
Score =7 (2 cases)
Score =10-11 (3 cases)
Score=1 (1 case)
Score=15 (I case)
Score=16-17 (3 cases)
Score=40 (I case)
Score =45-48 (4 cases)
Score=0

Normal (5 cases)
Score=3

Normal (5 cases)

Note. 1) Barthel ADLs score, maximum =20, 5-11 means partially dependent.

2) Family caregiving score, maximum =20, 11-15 means partially successful, 16-20 = successful in caring.
3) Drug adherence behaviors (score), maximum = 60, 15-30 means low, 31-45 =moderate, 45-60 = high.

4) Screening for depression (2Q), maximum =2, 0 means normal, no depression, >1 = at risk for depression.
5) Quick screening for dementia (Mini-Cog), maximum =5, < 3 means cognitive impairment, >3 = normal.

All clinical nurses admitted that it is difficult for
them (as the non-trained in spiritual care) to
dealing with the needs for ‘weakened spirits’, partic-
ularly in the ‘loss of hope’ older adults. Moreover,
adjusting for the older adults’ food preference was
also challenging.

“Eating veggies is hard for Mah (female older
adult) to bite and chew cz Mah’s teeth are not so
strong as before. Mah don’t like eating the boiled
veggie either.” (older adult-3, 65 years old with hyper-
tension problem)

“Pah (male older adult) couldn’t eat without
‘Budu’ (local Muslim fish sauce). Pah like ‘Budu’
very much, it helps made the dish better yummy.”
(older adult-1, 74 years old with kidney failure
problem)

Discussion

Our co-designed interventions adapted the
‘Amanah ‘concept- a subset of the crucial Islamic
morality beliefs (Ihsan principle) to advocate for all
Muslim family members in taking care of their older
parents, particularly in times of sickness (Al-Ma’arij
70: 32-35; Bensaid and Grine, 2014). Upon comple-
tion of the program activities, the primary caregivers

felt better prepared to deal with ‘sharing roles and
duties’ for older adult care within their family. Of
note is that previous findings stated that having
family members involved in caring for older adults
yields better long- term health outcomes
(Ashoorkhani et al., 2018; “Author, YYY”, in press;
Thomas et al., 2017). However, most of our family
primary caregivers reported the low family
(members) involvement in care for their older
parents, a novel finding in Thailand to date. Lack of
negotiation skills and lack of support from other
family members (either those living nearby or those
co- residential family members (in closed/extended
family) that has been traditionally associated with
rural Muslim communities, and lack of awareness
of their potential roles and responsibilities in caring
support were seen as salient barriers to this holistic
family care provision of the homebound older adults.

Inconsistent medication adherence was high-
lighted in the homebound older adults with forgetful-
ness seen as the most common cause (see Table 1),
similar to findings in several international studies
(Gavrilova et al., 2019; Vrjens et al., 2017). The mod-
ified sound reminders and drug reminding tools
incorporating “Allah (SWT)” were seen as powerful
enabler to support assisting older adults’ drug-takings
behaviors, congruent to previous findings (Noumani
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et al., 2018, “Author, YYY”, in press). Our findings
revealed that teeth problems and difficulty in
chewing high fibers food seem to be additionally sig-
nificant barriers in intervening ‘the preferred risky
food intake patterns.” To our knowledge, addressing
feelings of “weaken spirits” and the ‘loss of hope’
homebound Muslim older adults were also challeng-
ing, another new finding in Thailand, and elsewhere.

In our study, we co-created the comprehensive older
adult care handbook (in Thai) with picture illustrations,
for rural Thai Muslims with lower -literacy levels than
the national average. Consequently, older adult patients
and their family caregivers appreciated this handbook,
reporting that they better understood the core knowl-
edge addressed. Our findings supported that provision
of materials targeted to identified needs could foster
family caregivers’ knowledge acquisition (Wilson,
2011) and could enhance family confidence in older
adult care. Incorporating Islamic doctrines, through
applying activities and tools that draw on ‘trust in
Allah (SWT)’, ‘doing your best for older adult
parents’, and ‘using self-efficacy principle’ could serve
to promote family Thai Muslim caregivers’ self-
confidence in caring practices (Noumani et al., 2018).

Our findings demonstrated that staff training for
AR implementation was necessary. In this study, clin-
ical nurses were educated on the program goals and
how to apply new tools that integrated Islamic doc-
trines. This process led to ascertain that the nurses
when supported into such program are better able
to maintain a sense of control and develop partner-
ships with the family dyads effectively (Holloway &
Wheeler, 2010).

Limitations

This AR study had some limitations including the
small number of co-design participants, and inherent
social desirability biases. Nevertheless, the baseline
of audit data collection and the stakeholders’ rota-
tional engagement throughout helped confirm credi-
bility and transferability. There was also possibility for
potential role conflict. To address this concern, the
field researcher declared her multiple roles and
responsibilities at the beginning of the research
process (as a director, healthcare provider, and field
researcher). In addition, regular dialogue was held
with core project partners (clinical nurses) and
close supervision monitored by the research supervi-
sor, who was independent from CS-PHs served to
diminish this potential role conflict.

Implications

Our findings suggest that developing and apply-
ing a family-based care program for Muslim older
adults drawing on holistic care concepts, Islamic doc-
trines and Thai-Muslim family collaboration can
enhance family caregivers’ abilities in assisting with
complex  homebound  older  adult  care
(bio-psycho-social and spiritual care). Our findings
also emphasize that working with religious and cul-
tural belief systems is an important step in engaging
families to help improving community-based care
for the homebound older adults as well as their
family caregivers.

We recommend that multidisciplinary teams be
incorporated into the new interventions programs
which include regional healthcare providers, such
as Islamic clinical consultants, dentists, along with
nutritionists. Importantly, role(s) created for nurse
specialists with spiritual and palliative care knowl-
edgeable skills should be incorporated into the
future program. A bi-lingual handbook should also
be adapted to better serve family caregivers ongoing
needs.

Conclusion

Identifying shared goals and engaging healthcare
recipients, allied community healthcare providers
and researchers in practical interventions can bring
about improved clinical outcomes. These novel find-
ings set new priorities for future research with
Muslim families, that is, to incorporate Islamic teach-
ings and the familial cultural beliefs as core compo-
nents into the community-based, comprehensive
homebound older adult care interventions.
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