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Introduction
Globally, advancements in health care services and living 
standards have resulted in increased life expectancy and 
a higher proportion of older people in populations. The 
number of people aged 65 years or older worldwide is 
projected to more than double, rising from 761 million in 
2021 to 1.6 billion in 2050. The number of people aged 
80 years or older is growing even faster.1 In Thailand, the 
number of people aged 60 and older is expected to grow 
from 13% in 2020 to 25% in 2060, making Thailand one 
of the fastest-aging countries in the world.2 This increase 
in older population can also lead to an increase in the 
proportion of homebound older adults who stay at home.3 
In Roi Et province, there are 899,141 residents, with 
226,294 older adults, accounting for 25.17%.4 

The older adults can be categorized based on their 
functional and physical capacity using the Barthel Index 
of Activities of Daily Living (ADLs). These groups are as 
follows: active (ADLs more than 11), homebound (ADLs, 
5-11), and bedridden elderly (ADLs, 0-4). Each group has 

particular care needs. For example, a healthier older adult 
may not require any assistance to perform daily activities, 
while the bedridden and homebound may need more 
support in their daily routines.5 The rising number of 
dependent older adults with limited functional ability and 
complex health conditions is contributing to an increased 
healthcare burden worldwide.1,6

Being homebound can affect physical and mental health 
by decreasing movement, which can be exacerbated by 
the deterioration of the older adult’s health.7 Homebound 
older adults experience decreased physical activity, 
psychological health, and quality of life.8 Limited social 
connectedness in older adults is a risk factor for poor 
physical and mental health. Older adults who are socially 
isolated, lonely, and disconnected have a higher risk of 
chronic illness, depression, and premature death.9 As 
society ages, an increase in the number of older adults who 
need long-term care, including homebound older adults, 
has emerged as a major social problem. Living in “the 
boundary of daily life limited to home” negatively affects 

Original Article

© 2025 The Author (s). This work is published by Journal of Caring Sciences as an open access article distributed under the terms of the 
Creative Commons Attribution Non-Commercial License (http://creativecommons.org/licenses/by-nc/4.0/). Non-commercial uses of the work 
are permitted, provided the original work is properly cited.

TUOMS
PRE S S

Article Info 

Article History:
Received: February 9, 2024
Revised: June 10, 2024
Accepted: August 9, 2025
ePublished:August 15, 2025

Keywords:
Program development, Elderly, 
Caregivers, Homebound persons

*Corresponding Author:
Ladda Pholputta, 
Email: ladda@reru.ac.th

Abstract
Introduction: Family caregivers play a key role in supporting homebound older adults. This 
study explored the community context, developed, and evaluated a training program for family 
caregivers of homebound older adults in Selaphum District, Roi Et province, Thailand.
Methods: We used a mixed method approach with three phases. In phase I, we conducted semi-
structured interviews with eight family caregivers. In phase II, we developed a training program 
based on the interview findings. In phase III, we implemented and evaluated the program using 
a pretest-posttest nonequivalent control group design with 57 participants in each group. We 
collected data through in-depth interviews, and questionnaires on knowledge, attitude, and 
practice. We analyzed quantitative data using descriptive and inferential statistics, and qualitative 
data using content analysis.
Results: Two themes were explored in Phase I: Low quality of care, and Caregivers burden. A 
program involves six activities: 1) providing family caregivers’ knowledge, 2) demonstrating and 
practicing caregiving, 3) providing homebound older adults’ hygiene care 4) promoting leisure 
and recreation activities to homebound older adults 5) modifying the safe environment and 6) 
creating a sense of self-worth and self-efficacy among the family caregivers. The quantitative 
results showed that the experimental group had significantly higher mean score in knowledge, 
attitude, and practice compared to the control group. 
Conclusion: This study enhanced knowledge, attitude, and practice among family caregivers for 
caring homebound older adults, resulting in better caregiving outcomes and improved quality of 
life for both caregivers and care recipients.
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older adults’ health and decreases their quality of life.7 
Despite the high demand for medical care services, their 
access to healthcare services is limited because of their 
physical and economic dependency, coupled with a lack 
of information and support.10 Thus, caregiving for persons 
with multiple chronic conditions, including those who are 
homebound, can be challenging for family caregivers.11

Family caregivers are defined as unpaid individuals 
involved in assisting family members with activities of 
daily living and/or medical tasks. They are the primary 
source of support for older adults with chronic illness and 
disability12 and play a key role in delaying and possibly 
preventing institutionalization, establishing a comfortable 
routine, benefiting long-term health, reducing the risk of 
depression, and helping older adults maintain exercise 
and healthy eating habits. However, their knowledge, 
practice, and needs in the care of older adults are often 
overlooked.13 Previous study has shown that family 
caregivers had inadequate knowledge and skills to deliver 
proper care and received little guidance from healthcare 
professionals, resulting in devastating effects for both the 
older adults and family caregivers.14 

In rural northeastern Thai society, most family 
caregivers provide care to their homebound older 
adults who are their loved ones. Previous study in 
the United State stated that over 70 percent of family 
caregivers report receiving little to no training on how 
to provide care, particularly in managing medical and 
personal care tasks.15 To reduce the unmet needs of 
family caregivers, it is important to understand the 
current situation as well as interventions for homebound 
older adults. The development of a program providing 
knowledge, strengthening attitude, and practicing care 
for homebound older adults by family caregivers results 
in homebound older adults having a better quality of 
life. Previous studies in Cameroon developed a training 
program for older adults which includes assistance with 
activities of daily living and instrumental activities of 
daily living, psychosocial care strategies to involve elderly 
persons in various activities, and the creation of age-
friendly environments.16 Furthermore, the researchers, 
nursing lecturers at The Faculty of Nursing at Roi Et 
Rajabhat University, are responsible for developing local 
communities by integrating knowledge into innovation in 
local development to create national stability as a vision of 
the university, which is necessary to enhance the quality 
of life of the people, including family caregivers and 
homebound older adults. Consequently, the researchers 
were interested in conducting this study. This study 
hypothesized that family caregivers would have enhanced 
knowledge, positive attitude, and enhanced practice after 
participating in the program development. This study 
aimed to explore the community context, develop, and 
evaluate the training program for family caregivers of 
homebound older adults in Selaphum District, Roi Et 
province, Thailand, to educate and empower them to take 

responsibility for managing, promoting, and providing 
care to homebound older adults effectively.

Materials and Methods
The methodology employed in this study was Research 
and Development (R&D), utilizing the exploratory 
sequential mixed method design conducted from June to 
October 2023 to examine three objectives as described in 
the following three phases.

Phase I: Explored Community Context
Based on the literature review, in-depth interviews 
were used to explore the community context among 
family caregivers in Selaphum District, Roi Et province, 
Thailand. The interviews were performed by researchers 
experienced in conducting qualitative research and who 
had no intimate relationship or influence on the welfare 
of the participants. Participants were recruited using 
purposive sampling and were eligible to participate based 
on criteria. They were being Thai, older than 18 thus 
able to give informed consent, being a family members 
of a homebound older adults (aged ≥ 60 years and a self-
care ability with a score between 5-11 score assessed by 
Barthel Activity of Daily living), taking care of older 
adults as the main caregiver for more than 3 months, and 
able to communicate in Thai language. The snowballing 
approach was used to supplement purposive sampling. 
Sampling continued until data saturation was reached 
or when there was no new information17 to complete 
the categories and subcategories and answered the study 
question. Participants were appointed for individual face-
to-face in-depth interviews through semi-structured 
questions that lasted approximately 45 to 60 minutes. An 
interview guide was developed by all researchers based on 
the study objectives and relevant research literature and 
validated by three experts in qualitative research. The 
questions included open-ended questions such as: 1) How 
do you feel about caring for homebound older adults? 
2) How do you provide care? 3) What are the problems/
obstacles? 4) How do you manage? Family caregivers 
shared their experiences on care needs for their relatives. 
Researchers extracted information until data saturation 
was reached from the eight participants. Interviews were 
digitally recorded and subsequently transcribed verbatim. 
After each interview, researchers immediately began to 
write basic field notes to capture participants’ behavior 
and facial expressions and the environment in the field 
to complete the information. The information and data 
from Phase I will be used to develop the program in Phase II. 
Data collection took place at Selaphum District, Roi Et 
province. Demographic data of participants were obtained 
using a demographic form during individual interviews at 
their own homes.

Phase II: Developed a Training Program
Researchers designed a draft of a training program based 
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on the information and data from Phase I. The content 
of the training program comprised three sessions and 
divided into sixth activities. The first session, theoretical 
training, involved a 5- day training session (30 hours). 
Family caregivers were trained by a nutritionist, 
physical therapist, community nurse practitioner, and 
gerontologist nurse to increase their knowledge in caring 
for homebound older adults. Topics included nutrition, 
exercise, mental care, sleep and rest, urinary and bowel 
elimination, environment and fall prevention, personal 
hygiene, and basic life support. The second session, 
laboratory training, involved a 5-day training session (30 
hours) where family caregivers practiced basic care for 
older adults, including primary health screening such 
as blood pressure and body temperature monitoring, 
exercise, basic life support, hygiene care such as oral 
and perineum care, meditation and recreation activities, 
food preparation, and environment in fall prevention. 
The first and second session were conducted at Roi Et 
Rajabhat University. The third session, practical training, 
involved twelve weeks of practical training at Koh-keaw 
and Ta-muang Subdistrict, Roi Et province, Thailand, 
consisting of four activities: Firstly, providing hygiene care 
to homebound older adults: Family caregivers practiced 
to provide proper basic care to homebound older adults, 
including bathing, shampooing, nail clipping, oral care, 
and perineum care. Secondly, promoting leisure and 
recreation activities to homebound older adults: Family 
caregivers found available time for promoting leisure and 
recreation activities that appropriated with their loves one 
such as gardening, knitting, card club, jigsaw, puzzles, yoga, 
and dancing. This can promote cognitive stimulation, 
enhances emotional well-being, improves physical health, 

and fosters social connection. So, the researchers would be 
a consultant for family caregivers. This activity could be 
promoted both mental and physical among homebound 
older adults. Thirdly, modifying the safety environment: 
Family caregivers provide home modification such as 
cleaned up clutter, repaired or removed tripping hazard, 
lighted it right, applied reflective tape to a stair, and 
the use of walking aids. Lastly, creating a sense of self-
worth and self-efficacy to the family caregivers: Family 
caregivers reflexed and shared their own strengths and 
areas that needed development among family caregivers 
weekly until 12 weeks. This leaded to higher quality of 
care for homebound older adults. The process of training 
program was divided into 3 steps; 1) pre-assessment, 2) 
Implementation, and 3) Evaluation. The Program content 
was validated by five experts in the fields of gerontology, 
education, and community health nursing. Evaluation 
result of appropriateness of the activities for healthcare 
among homebound older adults, the overall average score 
was at a high level (Mean= 4.40, SD = 0.66). This was revised 
according to the recommendations of those experts and 
prepared in Figure 1 before full implementation in step 3. 

Phase III: Evaluation a Program Development
The duration of training program was implemented over 
a period of 12 weeks at the Koh-keaw and Ta-muang 
Subdistrict, Selaphum District, Roi Et Province, Thailand. 
Program development was conducted by 114 family 
caregivers and randomly assigned to the experimental 
(n = 57) and control groups (n = 57) to homebound older 
adults through a pretest-posttest nonequivalent control 
group with a quasi-experimental quantitative design. The 
control group received usual family caregivers’ care. The 

Figure 1. Program development of family caregivers training for caring homebound older adults

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

The program development of training for family caregivers caring for homebound older adults 

Part: 1 Pre-assessment:  
Family caregivers both control and experimental group for knowledge, attitude, and 
practice 

Part: 2 Implementation: 
The program development among family caregivers in experimental group 

Session 1: Theoretical 
training (30 hours or 1 week) 
Activity 1: providing family 
caregivers’ knowledge 

Session 2: Laboratory 
training (30 hours or 1 week) 
Activity 2: demonstrating 
and practicing in homebound 
older adults’ caregiving via 
laboratory room 

Session 3: Practical training 
(10 weeks) 
Activity 3: providing hygiene 
care to homebound older 
adults  
Activity 4: promoting leisure 
and recreation activities to 
homebound older adults  
Activity 5: modifying the 
safety environment  
Activity 6: creating a sense of self-
worth and self-efficacy among the 

Part 3: Evaluation:  
Conclusion of the program development  
Post-evaluation of knowledge, attitude, and practice among 
family caregivers both control and experimental group 
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experimental group received the developed program. The 
researchers provided consultations to family caregivers at 
the study site as needed. As the result, 114 family caregivers 
participated in the evaluation. The research was able to 
include comparison of knowledge, attitude, and practice 
among family caregivers before and after implementation 
of the program as shown in Figure 2.

The sample group was family caregivers of homebound 
older adults. Inclusion criteria were: being Thai; older 
than 18 thus able to give informed consent; being a 
family members of a homebound older adults (aged ≥ 60 
years and a self-care ability with a score between 5-11 
score assessed by Barthel Activity of Daily living); taking 
care of older adults as the main caregiver for more than 
3 months; and able to communicate in Thai language. 
Purposive random sampling was use to select two rural 
communities (Koh-keaw and Ta-muang Subdistrict) 
which is similar setting from 18 Sub-District of Selephum 
District, Roi Et province, Northeastern, Thailand. After 
that, simple random sampling was used from caregiver 
lists from Koh-keaw and Tha-muang health promoting 
hospital. The sample size was calculated by using the 
G*Power 3 program.18 The effect size was determined at 
0.5.19 The power of test was 0.80, the significance level was 
0.05., showing a sample size of 51 participants per group, 
or 102 participants total. Anticipating dropout rate of 
10%,20 57 participants per group or a total number of 114 
participants were recruited. The participants from two 
rural communities in Selaphum District, Roi Et province, 
northeast Thailand, were equally assigned to the control 
and intervention groups.

The tool for quantitative data collection were three 
instruments. Firstly, the knowledge questionnaire. It is a 
25 items in which respondents were asked to rate each item 
as correct or incorrect on knowledge of family caregivers 

about caring homebound older adults. The questionnaire 
had both positive and negative item questions, with 
negative item score reversed. The questionnaire presents 
seven dimensions includes nutrition, exercise, mental 
care, sleep and rest, urinary and bowel elimination, 
environment in fall prevention and, personal hygiene. 
The score of all item was classified into three level as 
follow: low (0-8 score), fair (9-16 score), high (17-25). 
Secondly, attitude questionnaire. A 5-item structured 
questionnaire was used to assessed the level of attitude, 
each rated on 4-point Likert scale, with strongly agree 
(4 scores), agree (3 scores), neither agree nor disagree 
(2 scores), and disagree (1 score). The questionnaire 
had both positive and negative item questions, with 
negative item score reversed. The interpretation of mean 
score was categorized into three level: poor (1.00-1.99), 
fair (2.00-2.99), and good (3.00-4.00). Lastly, practice 
questionnaire. A 16-item structured questionnaire with 
a 4-point Likert scale was used to measure respondents’ 
level of practice, with respondents being asked to identify 
weather they practiced always (7 day/week) (3 score), 
almost (4-6 day/week) (2 scores), sometimes (1-3 day/
week) (1 score), or never (0 score). The questionnaire 
presents seven dimensions includes nutrition, exercise, 
mental care, sleep and rest, urinary and bowel elimination, 
environment in fall prevention and, personal hygiene. 
The interpretation of mean score was divided into 3 
levels; 0.00-0.99 as poor level, 1.00-1.99 as average level, 
2.00- 3.00 as good level. All instruments were developed 
by the researchers. Data was analyzed using percentages 
and means for demographic data. Questionnaires were 
analyzed using mean, standard deviation, independent 
t-test, and paired t-tests. 

The instruments were tested for content validity by 
three experts (two gerontology nurses and one community 

Figure 2. Flow of participants throughout the study
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nurse). The implementation knowledge, attitude, and 
practice questionnaire had a scale-level content validity 
index (S-CVI) of 0.90, 0.91, 0.94 respectively and 
consistency reliability tested through a pilot study among 
30 family caregivers who had similar qualifications to the 
actual participants. In this study, The Kuder-Richardson 
20 (KR-20) of the knowledge questionnaire was 0.80, 
while the Cronbach’s alpha values for the attitude and 
practice questionnaire were 0.86 and 0.89 respectively.

The tool for qualitative data collection was in-depth 
interview through semi-structured questions to explore 
community context and need of healthcare among family 
caregivers in caring homebound older adults. Data were 
analyzed by using content analysis method.21 Transcripts 
from participants were read line-by-line. Then, codes were 
generated. Similar codes were grouped into sub-themes 
and themes, respectively. This analysis was done manually.

Lincoln and Guba’s trustworthiness criteria were 
applied.22 Credibility was established by building 
relationship with all participants in order to build trust 
so that the accuracy of the data could be achieved. The 
researchers conducted member checking by discussing 
the interpretation reports with three participants in 
this study. Transferability was produced by providing a 
thick description of information relevant to the context 
and participants. Dependability was achieved when the 
researchers reviewed the interviews and analyzed the 
data independently. After that, the researchers discussed 
reaching a consensus. Finally, confirmability was 
obtained by establishing an audit trail using field notes, 
checking and rechecking the raw data with the experts 
as external auditors, and analyzing and synthesizing data 
throughout the study.

Results
Findings from this research can be summed up into 
qualitative and quantitative results as follows:

1. Findings on Qualitative Results on Current Situation 
and Need for Healthcare Among Homebound Older 
Adults in a Community
Seven participating family caregivers were females and 
one were male with ages ranging from 32 to 68 years. Five 
of the participants had a primary school education, and 
three were high school graduates and above. Caregiving 
experience of homebound older adults were between 
three months to until 5 years. Most of family caregivers 
were married and adult children of homebound older 
adults. Findings were defined into two major themes and 
two sub-themes as shown in Table 1.

Theme 1: Low Quality of care
Many family caregivers expressed that caregiving for their 
loved ones was not easy. All of them provided caregiving 
with willingness. But, they sometimes felt unconfident in 
caring resulting in providing care infectively. Some family 

caregiver felt incapable of caregiving because they did 
not know how to provide care. However, during the care 
provided, the main issues of the caregivers were as follows: 
1) knowledge deficit, and 2) poor practice.

Sub-theme 1: Knowledge deficit
Even through the family caregivers might have already 
provided care completely, they still needed to learn 
proper care for the homebound older adults. Some family 
caregivers expressed that they were unable to promote both 
mental and physical health for homebound older adults. 

“…Since my mom have many underlying diseases such 
as diabetes mellitus, dyslipidemia, hypertension, heart 
disease, and chronic kidney disease stage 3, I do not let 
her to do all types of exercise because I am worry about 
the accident and she will be more sickness. So, I almost 
do everything for her as much as possible such as meal 
preparation, house cleaning, cloths washing, bathing, 
toileting, and managing medication to maintain her 
health…” (Participant 1)
“…I do not know what to do when my mom has pressure 
sore. I take her to the hospital.” (Participant 5)

Sub-themes 2: Poor Practice
Many family caregivers have provided care improper, they 
still need to learn specific health care for the homebound 
older adults. Some family caregivers were unable to 
provide basic care. 

“…I used alcohol to clean a perineal care for my dad who 
lived with a urinary catheter...” (Participant 3)
“…My aunt did not want to eat, so I prepared her favorite 
food which was raw beef salad for her….” (Participant 8)
“…When my mother smells bad, I used fabric softener to 
wash my mother.” (Participant 6)

Theme 2: Caregiver Burden
Due to the health problems of homebound older adults, 
some family caregivers felt burdened because of inability 
to maintain social activities. Care responsibilities might 
force them to give up some of the social activities they 
previously enjoyed, which made them feel isolated from 
typical social events such as meeting friends, making 
merit, and traveling. Sometimes, caregivers needed to find 
ways to take care themselves.

“…I cannot go anywhere in social outings. My children 

Table 1. Themes, sub-themes, and basic concept codes extracted

Themes Sub-themes Basic concept codes

Low 
quality of 
care

Knowledge 
deficit
Poor 
practice

-Misunderstanding about caring older adults 
with underlying diseases
-Don’t know about caring older adults with 
pressure sore 
-Providing improper care

Caregiver 
burden

-Cannot go anywhere in social outings.
-Feeling stressful that being the only one who 
provided care
-Struggling to find time for self-care.
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and friends invited me to make merit at famous temple 
but I cannot…” (Participant 7)
“…Sometimes, I felt stressful that I had to be the only one 
who provided care to my mom because I could not go for 
travelling anywhere...” (Participant 5)
“…I struggle to find time for self-care while being a full-
time caregiver…” (Participant 4)

2. Findings on Quantitative Results on the Implementation 
of Program Development of Family Caregivers Training 
for Caring Homebound Older Adults 
Finding on the Demographic Data Among Family Caregivers 
The majority of participants in the experimental and 
the control group were female, in the middle adulthood 
(41-59 years old). The average period of being caregiver 
of both group was similar for 1-5 years (70.20% for the 
experimental and 75.40% for the control group). Most 
of participant in experimental group and control group 
were farmer, married, and all were Buddhist. Participants 
had graduated in secondary school level, 49.10% in the 
experimental group and 42.10% in the control group. 
Most in both group had status as child at 59.60% and 
56.10%, respectively. Also, the majority of them earned 
a monthly income of 5,000-10,000 baht (149-298 USD), 
66.70% in the experimental group and 68.40% in the 
control group. There were no significant differences 

between participants in the experimental and control 
groups regarding demographic (P > 0.05). 

Finding on the Implementation of Program Development 
among Family Caregivers
The comparison of the average score of variables at before 
and after the implementation of program development 
(n = 114). Within-group comparisons showed that 
the experimental group experienced significant 
improvements from before to after implementation 
in knowledge (P < 0.001), attitude (P < 0.001), and 
practice (P < 0.001), whereas the control group showed 
no significant changes in knowledge (P = 0.214) and 
attitude (P = 0.322), but a small yet significant increase in 
practice (P = 0.009) as shown in Table 2. The comparison 
of the average score of variables between experimental 
(n = 57) and control group (n = 57) at before and 
after the implementation of program development, 
between-group comparisons showed no significant 
differences in knowledge, attitude, and practice scores 
between the experimental and control groups before 
the implementation (P = 0.682, 0.743, and 0.857, 
respectively). After implementation, the experimental 
group demonstrated significantly higher scores than 
the control group for knowledge (P < 0.001), attitude 
(P < 0.001), and practice (P < 0.001) as shown in Table 3. 

Table 2. The comparison of the average score of variables at before and after the implementation of program development. (N = 114)

Variables
Mean (SD)

t P value
Before implementation After implementation

Knowledge

Experimental group 18.14 (1.505) 20.86 (2.333) 12.015  < 0.001

Control group 18.02 (1.685) 18.19 (1.663) 1.256 0.214

Attitude

Experimental group 16.28 (0.796) 18.82 (1.212) 17.411  < 0.001

Control group 16.23 (0.907) 16.25 (0.912) 1.000 0.322

Practice

Experimental group 52.04 (4.179) 57.05 (5.177) 9.088  < 0.001

Control group 51.89 (4.122) 52.23 (3.813) 2.700 0.009

Table 3. The comparison of the average score of variables between experimental (N = 57) and control group (N = 57) at before and after the implementation of 
program development

Variables
Mean (SD)

t P value
Experimental group Control group

Knowledge

Before implementation 18.14 (1.505) 18.02 (1.685) 0.410 0.682

After implementation 20.86 (2.333) 18.19 (1.663) 7.026  < 0.001

Attitude

Before implementation 16.28 (0.796) 16.23 (0.907) 0.329 0.743

After implementation 18.82 (1.212) 16.25 (0.912) 12.838  < 0.001

Practice

Before implementation 52.04 (4.179) 51.89 (4.122) 0.181 0.857

After implementation 57.05 (5.177) 52.23 (3.813) 5.665  < 0.001
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Discussion
Most participants in this study were middle adulthood. 
The role of a child in a Thai family focuses on expressing 
their gratitude by providing unconditional care with 
love for their seniors to repay their kindness. However, 
the result of this study showed that family caregivers 
lacked of knowledge and poor practice to provide care 
for homebound older adults. This was happened because 
homebound older adults were mostly had chronic diseases 
and functional impairment23 which needed a specific care. 
Similarly, most of family caregivers often felt unprepared 
to provide care, lacked specific knowledge and caregiving 
skills to deliver proper care.13,14,24,25 Previous study found 
that more than half of family caregivers were poor in total 
knowledge about elderly care and they were not competent 
in practice.26 Lack of knowledge and practice resulted 
in devastating consequences to both the older adults 
and family caregivers in Sri Lanka.14 Nevertheless, there 
was needed for training on care for homebound older 
adults at home in Cameroon.24 Therefore, the researchers 
developed a training program of family caregivers for 
caring homebound older adults.

Previous literature findings stated that homebound 
older adults needed help from family caregivers due to 
physical limitations from chronic conditions. Family 
caregivers often assumed daily caregiving tasks to assist 
their loved ones, and provide much needed emotional 
support.27 Importantly, homebound older adults 
experienced both physical and mental health challenges 
that restricted their ability to participate in activities of 
daily living, recreation, and social interactions, as a result, 
they often felt dependent, helpless, lonely, and socially 
isolated.23 However, participating in leisure activities 
contributed successful aging by supporting an active 
lifestyle28 and providing environmental modification was 
essential for preventing falls among homebound older 
adults as well.29,30 So, family caregivers play a significant 
role for caring homebound older adults. In addition, 
previous studied found that family caregiver had a low-
moderate level of burden and moderate quality of life in 
caring older adults with physical disabilities in a rural 
community.31 Consequently, there was important to 
develop a training program of family caregivers to prevent 
worsen health condition among homebound older adults 
and enhance self-worth and self-efficacy among family 
caregivers. A training program in this study involved 
providing knowledge, demonstrating and practicing in 
caring homebound older adults, providing hygiene care, 
providing leisure and recreation activities, modifying 
the safety environment to homebound older adults and, 
creating a sense of self-worth and self-efficacy among the 
family caregivers to improve their caring abilities. This 
study developed a training program based on literature 
review and qualitative results. In contrast, previous studies 
developed training programs using the Health Belief 
Model and found that the programs could improve health 

and well-being among the elderly.16 Similarly, the findings 
highlight the widespread of family caregivers’ training 
needs, particularly with medically oriented activities, 
and indicated that escalations in older adults’ care needs 
are linked to caregiver training needs. Therefore, caring 
may present critical opportunities to connect family 
caregivers with training resources.32 Furthermore, 
healthcare providers including nurses should be involved 
in healthcare and health promotion among homebound 
older adults to support family caregivers.33 

This study results also showed that the training program 
carried out by family caregivers which resulted in higher 
mean score of knowledge, attitude, and practice. Therefore, 
family caregivers who had inadequate knowledge, attitude, 
and caring ability could be improved quality of care. 
Importantly, homebound older adults were very often 
representing the preliminary stage for bedridden older 
adults. Hence, training program for family caregivers 
to maintain the quality of life is equally important as 
preventing them from becoming bedridden34,35 However, 
to prevent rural older adults from becoming homebound, 
it is necessary that they are supported by the health and 
welfare system.

Conclusion
Family caregivers provided healthcare for homebound 
older adults who was their loves ones, but they still 
lacked of knowledge and had poor practice on providing 
a healthcare for homebound older adults. This training 
program development could enhance knowledge, attitude, 
and practice among family caregivers for caregiving 
homebound older adult. Thus, this model could be applied 
to other communities with similar contexts. However, as 
the Thailand demographic continues to shift toward more 
adults living into older age, health care systems must 
provide this vulnerable population with the appropriate 
care and resources, as well as improve support for the 
family caregivers of homebound older adults.

What is the current knowledge?
•	 Family caregivers are critical in supporting 

homebound older adults, yet face persistent and 
multi-dimensional burdens. Family caregiver 
training is essential to protect family caregiver 
well-being and help older adults live safely at home.

What is new here?
•	 Family caregivers lack sufficient knowledge and 

skills to care for homebound older adults. 
•	 Family caregivers experience a high caregiving 

burden. 
•	 This training program development could enhance 

knowledge, attitude, and practice among family 
caregivers for caregiving homebound older adult.

Research Highlights
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Firstly, the findings of this study cannot be freely 
generalized to the population in other regions of Thailand 
or other countries because it was set in Selaphum District, 
Roi Et province, the northeastern region of Thailand. Thus, 
cultural differences would lead to an increased likelihood 
of differences in the results. Secondly, this research should 
involve community participation in every phase to create 
strength and sustainability. 
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