
Walden University Walden University 

ScholarWorks ScholarWorks 

Walden Dissertations and Doctoral Studies Walden Dissertations and Doctoral Studies 
Collection 

2023 

Informal Caregivers’ Experiences of Caring for Older Adults Informal Caregivers’ Experiences of Caring for Older Adults 

Diagnosed with Urinary Tract Infections Diagnosed with Urinary Tract Infections 

Novelett M. Stennett-James 
Walden University 

Follow this and additional works at: https://scholarworks.waldenu.edu/dissertations 

 Part of the Quantitative, Qualitative, Comparative, and Historical Methodologies Commons 

This Dissertation is brought to you for free and open access by the Walden Dissertations and Doctoral Studies 
Collection at ScholarWorks. It has been accepted for inclusion in Walden Dissertations and Doctoral Studies by an 
authorized administrator of ScholarWorks. For more information, please contact ScholarWorks@waldenu.edu. 

http://www.waldenu.edu/
http://www.waldenu.edu/
https://scholarworks.waldenu.edu/
https://scholarworks.waldenu.edu/dissertations
https://scholarworks.waldenu.edu/dissanddoc
https://scholarworks.waldenu.edu/dissanddoc
https://scholarworks.waldenu.edu/dissertations?utm_source=scholarworks.waldenu.edu%2Fdissertations%2F13115&utm_medium=PDF&utm_campaign=PDFCoverPages
https://network.bepress.com/hgg/discipline/423?utm_source=scholarworks.waldenu.edu%2Fdissertations%2F13115&utm_medium=PDF&utm_campaign=PDFCoverPages
mailto:ScholarWorks@waldenu.edu


 

 

 

 

 

Walden University 

 

 

 

College of Psychology and Community Services 

 

 

 

 

This is to certify that the doctoral dissertation by 

 

 

Novelett M. Stennett-James 

 

 

has been found to be complete and satisfactory in all respects,  

and that any and all revisions required by  

the review committee have been made. 

 

 

Review Committee 

Dr. Tronda Douglas, Committee Chairperson,  

Human and Social Services Faculty 

 

Dr. Tina Jaeckle, Committee Member,  

Human and Social Services Faculty  

 

Dr. Richard Rogers, University Reviewer,  

Human and Social Services Faculty 

 

 

 

Chief Academic Officer and Provost 

Sue Subocz, Ph.D. 

 

 

 

Walden University 

2023 

 



 

 

 

 

Abstract 

Informal Caregivers’ Experiences of Caring for Older Adults Diagnosed with Urinary 

Tract Infections 

by 

Novelett M. Stennett-James 

 

MS, Walden University, 2017 

BS, Walden University, 2015 

 

 

Dissertation Submitted in Partial Fulfillment 

of the Requirements for the Degree of 

Doctor of Philosophy 

Human & Social Services 

 

 

Walden University 

August 2023 



 

 

Abstract 

Informal caregivers’ experiences of caring for older adults diagnosed with a urinary tract 

infection (UTI) is a prevalent issue that affects adults as they age. The purpose of this 

generic qualitative study was to understand informal caregivers’ experiences observing 

and reporting to doctors observable changes of behavior in older adults that were later 

linked to unconventional symptoms of potential UTIs. Attribution theory was used as the 

theoretical framework for this study. This qualitative study addressed the research 

question of informal caregivers’ experiences observing and reporting to doctors observed 

changes in older adults associated with unconventional UTI symptoms. Data were 

collected  from six African American women over the age of 18 years old   with 

experience as informal caregivers through semi-structured, audio-recorded phone and 

face-to-face interviews. The data were analyzed using Moustakas’s method to determine 

the themes. Findings revealed that the participants were people who cared and advocated 

for their patients. Findings also revealed key thematic response categories, such as key 

symptoms of UTIs observed and reported by caregivers and experiences communicating 

with medical professionals. This study serves as a call for more research to be conducted 

related to informal caregivers’ experience caring for older adults diagnosed with UTIs. 

This study’s implications for positive social change include the potential use by human 

services professionals, social workers, and advocates to advocate for educational 

seminars and awareness campaigns that educate informal caregivers on some of the 

atypical or unconventional symptoms of UTIs.  
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Chapter 1: Introduction to the Study  

Urinary tract infections (UTIs) in older adults in the United States is a widespread 

public health issue (Bardsley, 2017; Beahm et al., 2017; Bing-Johnson, 2016; Chu & 

Lowder, 2018; Cortes-Penfield et al., 2017; Gbinigie et al., 2018; Knowles et al., 2016; 

Schaeffer & Nicolle, 2016; Tang et al., 2019). UTI is the most common infection in older 

adults (Godbole et al., 2020; Rodriguez-Manas, 2020). A UTI is a growth of bacteria that 

leads to urosepsis requiring antimicrobial treatment, hospitalization, or additional care 

(Rodriguez-Manas, 2020). Studies have shown that caregivers are the ones who witness 

the first-hand symptoms of the older adults they care for, which can aid in timely 

treatment (Schultz, 2016). UTIs affect approximately 25% of all older adults in the 

United States (Cortes-Penfield et al., 2017). Infections in adults over 65 years old were 

responsible for 15.5% hospitalizations and approximately 6.2% of deaths were infectious 

disease-related (Cortes-Penfield et al., 2017). Studies have shown that bacteria in the 

urine, when collected appropriately, was found in about 7%–10% of men and 17%–20% 

of women 75 years and older (Bardsley, 2018; Nicolle et al., 2019). As men and women 

age, UTIs become more prevalent, and their risk of getting a UTI increases by 40%–50% 

after the age of 80-years-old (Nicolle et al., 2019; Tang et al., 2019). 

It is not common among men under 60 years old without a catheter to get UTIs, 

but the incidences of UTIs increases as men get older (Schaeffer & Nicolle, 2016). As 

men age, the rate of hospitalization for UTIs increases because recurring infection is 

more common in older men (Schaeffer & Nicolle, 2016). Studies have also shown that 

UTIs in older men were less common than UTIs in older women (Schaeffer & Nicolle, 
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2016). One of the contributing factors of UTIs in older men is functional abnormalities of 

the urinary tract, which can impair the normal flow of the urine and lead to UTIs as the 

flow of urine is obstructed (Schaeffer & Nicolle, 2016).  

The prevalence of UTIs has become a significant health concern for the health 

system and adults as they age (Cortes-Penfield et al., 2017; Tang et al., 2019 

Wagenlehner et al., 2017). The need for care increases among older adults, and informal 

caregivers who have some social relationship with older adults are the ones who typically 

provide care for older adults as they age in place (Edward et al., 2020; Rosenwohl-Mack 

et al., 2018). As adults become more aged, UTIs lead to significant health concerns, such 

as constipation, frequent falls, lack of appetite, lethargy, change in behaviors, and severe 

sepsis (Beahm et al., 2017). Informal caregivers who provide care to older adults notice 

illness and behavioral modifications (Knowles et al., 2016). Several researchers have 

suggested a need for research that examines informal caregivers’ experiences with noting 

observable changes in older adults’ behavior that could be caused by atypical or 

unconventional UTIs symptoms (Cortes-Penfield et al., 2017; Gbinigie et al., 2018; 

Schaeffer & Nicolle, 2016).  

I conducted this study from varied geographical areas of the United States 

because it was essential that the data collected were broad to maximize the findings. 

Information from this study adds to the body of literature for human services 

professionals, medical care professionals, and informal caregivers to help identify and 

report behavioral changes and care for older adults experiencing unconventional UTI 

symptoms.  
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In this chapter, I present the background, problem statement, the purpose of the 

study, research question, theoretical framework, nature of the study, definitions, and 

terms, assumptions, scope and delimitation, limitations, and significance of the study. 

This chapter concludes with a summary and transition into the literature review in 

Chapter 2. 

Background 

The National Institute of Health (NIH; 2021) defined a UTI as an infection of the 

urinary tract, which consists of the urethra, bladder, ureters, and kidneys. Incidents of 

UTIs among older adults in the United States are responsible for over 7 million office 

visits, 1 million emergency room visits, and over 100,000 hospitalizations (Cortes-

Penfield et al., 2017; Grimmer et al., 2015). Thorpe et al. (2018) indicated that it cost 

more than $2.2 billion per year to treat noninstitutionalized U.S. adults for antibiotic-

resistant infections such as UTIs.  

Findings from several researchers linked UTIs with typical symptoms, such as 

painful urination, frequent urination, and fever; however, recognizing specific UTI 

symptoms in older adults is challenging due to cognitive impairments that may interfere 

with older adults’ ability to communicate their experiences of their symptoms (Bing-

Johnson & Tomessen, 2017). Some of the unconventional symptoms of UTIs in older 

adults include, but are not limited to, confusion, dizziness, frequent falls, lower 

abdominal pain, back pain, constipation, and socio-demographic and physiological 

changes (Beahm et al., 2017; Bing-Johnson & Tomessen, 2017; Maria et al., 2019). For 

older adults with UTIs, physiological changes include dementia, delirium, blunted fever 
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response, new-onset bladder incontinence, abdominal pain, muscles aches, and functional 

disability (Rodriguez-Manas, 2020). Older adults, especially those dependent on the care 

of others with consistent physiological changes, are at significant risk for developing 

urosepsis and other diseases (Rodriguez-Manas, 2020). Conditions, such as hypertension, 

and osteoporosis, among other ailments, constitute the physiological changes in the 

different organs of older adults that experience UTIs (Rodriguez-Manas, 2020).  

Globally, the number of older adults is increasing (Global Aging, 2015). Statistics 

showed that in 2012, the world’s population was 7 billion, and 562 million of that 

number were adults over the age of 65 (Global Aging, 2020). Researchers have estimated 

that by the year 2030, the number of older adults will reach about 1.6 billion, which 

equates to 12.6% of the world’s population (He et al., 2016; Roberts et al., 2018). He et 

al. (2016) estimated that by the year 2050, adults aged 65 years and over will make up 

about 21.4% of the population in the United States. As adults become older, UTIs are a 

significant health concern that increases in prevalence (Cortes-Penfield et al., 2017; Tang 

et al., 2019). 

Many older adults in the United States are aging in place, which refers to 

remaining in their homes and communities instead of living in retirement or assisted 

living communities (Beard et al., 2016). Informal caregivers frequently fill the gap in 

older adults’ residential and professional home care (Groenou & Boer, 2016; Livingston, 

2018; Stepler, 2015). Informal caregivers are a vital source of long-term care to older 

adults in the United States (Cecchini, 2018), and this has placed them in a position to be 

the first to observe changes in their patients. According to the Family Caregiving 
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Alliance (FCA; 2019), informal/unpaid caregivers include spouses, partners, family 

members, friends, and neighbors. Statistics have shown that there are approximately 40.4 

million informal caregivers in the United States who provide care for adults 65 years and 

older (FCA, 2019; Stepler, 2016). This caregiving role includes assisting adults with 

daily living tasks and performing some functions that nurses typically perform, such as 

administering injections and assisting with wound care (Hopps et al., 2017; Stepler, 

2015). As adults age, the need for care increases, and informal caregivers who have some 

relationship with them are the ones who typically provide the care that they need as they 

age in place (van Groenou & De Boer, 2016).  

Researchers developed the informal care model to address the different arguments 

of persons who take up the role of caregiver when they are challenged with someone who 

needs care (van Groenou & De Boer, 2016). In their research study, van Groenou and De 

Boer (2016) addressed the increased need for care among community-dwelling persons 

where more people may take on the role of informal caregiving in the years to come, 

hoping to contribute to the development of a wide range of varied care networks around 

older adults dependent on care. While these researchers attempted to look at how 

caregivers provided care through the informal care model, they did not focus on working 

with older adults with UTIs. 

Problem Statement 

UTIs among older adults are bacterial disturbances of the upper and lower urinary 

tract, which are problematic due to the adverse outcomes for individuals and the financial 

costs associated with treatment (Bardsley, 2017). UTIs are the most common infection in 
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older adults (Bardsley, 2017; Rodriquez-Manas, 2020). UTIs also account for about 25% 

of all infections in the more aging adult population (Chu & Lowder, 2018; Cortes-

Penfield et al., 2017). UTIs have been linked to an increase in functional disabilities, 

changes in mental status, urinary and fecal incontinence, prostate disease in men, and 

estrogen deficiency in older women (Balogun & Philbrick, 2014; Bardsley, 2017; Tang et 

al., 2019).  

UTIs can decrease the daily quality of life (QOL) in older adults by adversely 

affecting their social and personal relationships and their physical and psychological 

health (Schaeffer & Nicolle, 2016; Wagenlehner et al., 2017). QOL relates to a person’s 

social functioning, vitality, and emotional well-being (Ellis & Verma, 2015: 

Wagenlehner; 2017). UTIs, when left untreated, can cause the body to become septic, and 

in the United States, sepsis is the 10th leading cause of death in patients over the age of 

65 (Gbinigie et al., 2018). 

Informal caregivers are often instrumental in observing and reporting to doctors 

the symptoms of potential UTIs among older adults (Balogun & Philbrick, 2014; Bing-

Johnson & Tonnessen, 2017; Gbinigie et al., 2018; Mody & Juthani-Mehta, 2014). 

Among the 15 articles I found in the literature on informal caregivers’ experiences with 

UTIs among older adults, five were quantitative, nine were qualitative, and one was 

mixed methods. In those articles, researchers primarily focused on UTIs in older adults 

(both men and women) who were hospitalized and received care from a nurse or medical 

practitioner. Some also addressed the social and economic burdens of UTIs, diagnosing 

and treating UTIs, the increased number of UTIs, and the epidemiology of UTI 
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(Bardsley, 2017; Beahm et al., 2017; Bing-Johnson, 2017; Chu & Lowder, 2018; Cortes-

Penfield et al., 2017; Gbinigie et al., 2018; Knowles et al., 2016; Medina & Costillo-Pino, 

2019; Roderiquez-Mana, 2020, Rosenwohl et al., 2018; Schaeffer & Nicolle, 2016; 

Simmering et al., 2017; Tang et al., 2019; Wagenlehner et al., 2017; Zeng et al., 2020). 

However, I did not find any research that specifically addressed informal caregivers’ 

experiences observing observable changes in older adults related to unconventional 

symptoms of UTIs. I conducted this study to address the gap in the literature regarding 

informal caregivers’ experiences observing and reporting to doctors observable changes 

in older adults that were unconventional symptoms of potential UTIs. 

Purpose of Study 

The purpose of this generic qualitative study was to understand informal 

caregivers’ experiences in observing and reporting to doctors observable changes of 

behavior in older adults that were later linked to unconventional symptoms of potential 

UTIs. Participants were informal caregivers that included spouses, significant others, 

children, and anyone closely related to the patient and caring for the patient. Researchers 

have suggested a need for further research that examines informal caregivers’ 

experiences with noting observable changes in the behavior of older adults that could be 

atypical or unconventional symptoms of UTIs (Cortes-Penfield et al., 2017; Gbinigie et 

al., 2018; Schaeffer & Nicolle, 2016). Abnormal symptoms, such as increased confusion, 

agitation, new and increased falls, urinary incontinence, cognitive impairment, malaise, 

tiredness, or generalized weakness, can present challenges in making the correct 

diagnosis or treatment of UTIs in older persons (Beahm et al., 2017; Zeng et al., 2020). 
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Significance 

Participants in this study included female informal caregivers in the United States 

from various ethnic and socio-economic backgrounds who were at least 18 years old. 

Findings from this study may contribute to the awareness of atypical or unconventional 

symptoms of UTIs in older adults. Human services professionals and social workers 

could potentially use the information from this study to advocate for educational seminars 

and awareness campaigns that educate informal caregivers of some of the atypical or 

unconventional symptoms of UTIs. Data from the awareness campaign and educational 

workshops could help informal caregivers develop an awareness of observable changes in 

older adults related to symptoms associated with UTIs.  

Findings from this study could contribute to social changes by providing 

information that could be used to improve the QOL for older adults. Providing 

information about observable changes in behavior related to UTIs to informal caregivers 

and other health care professionals could lead to earlier diagnosis and subsequent 

treatment of those diagnosed with UTIs. Timely treatment of UTIs could decrease the 

amount of pain, sepsis, and suffering experienced by delayed treatment (Symptoms and 

Causes, 2021). Early detection and treatment could further contribute to social changes 

by decreasing the number of deaths among older adults caused by undiagnosed and 

delayed treatment in a patient. 
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Nature of the Study 

In this study, I used a generic qualitative research approach. A qualitative 

approach was first developed in 1925 by the psychologist, Paul Felix Lazarsfeld,who was 

instrumental in identifying the critical integral areas of qualitative research through 

advocacy work (Bailey, 2014). Lazarsfeld made significant impacts on social science, 

including (a) developing a research institute that was devoted to factual research that 

provided a research site for students and (b) making changes to techniques as it relates to 

collecting data and analysis (Fleck, 2015). A generic qualitative inquiry is aimed to 

discover and understand the perspectives and views of the people involved in a 

phenomenon of interest (Kahlke, 2014). Additionally, generic qualitative research is 

conducted to examine people’s personal opinions, attitudes, beliefs, and experiences 

(Kahlke, 2018; Percy et al., 2015). Generic qualitative research can be used when the 

research problem necessitates a qualitative or mixed method (Kahkle, 2018; Percy et al., 

2015).  

I conducted this study to gain an in-depth understanding of the participants’ 

experiences of the phenomenon of interest. The generic qualitative approach was suitable 

for this study because it allowed me to investigate informal caregivers’ experiences of 

observing and reporting to doctors observable changes in older adults that may have been 

associated with unconventional symptoms of UTIs. The sample for this study consisted 

of six participants who had experience caring for older adults who have exhibited 

unconventional UTI symptoms. I used the purposive sampling strategy to recruit 

participants. Purposive sampling is used in qualitative research to identify and recruit 
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participants who have information related to the phenomenon of interest, are willing to 

participate in the study, and meet the stated inclusion criteria (Etikan et al., 2016; 

Palinkas, 2015). I would have used the snowball sampling method to recruit participants 

if it became necessary for this study. Snowball sampling is a strategy where the 

researchers use current participants to recruit other participants and is used when there is 

difficulty locating participants (Etikan et al., 2016).  

Research Question 

The following main question guided this study: 

What are informal caregivers’ experiences observing and reporting to doctors 

observed changes in older adults associated with unconventional UTI symptoms? 

Theoretical Framework 

I used Heider’s (1958) attribution theory as the theoretical framework for this 

study. Heider developed attribution theory through work in social psychology and the 

psychology of interpersonal relationships. Heider introduced the theoretical framework 

that became necessary in research that coined a paradigm of social psychology (Malle, 

2011). Heider (1976) indicated that attribution is a part of a human’ understanding of 

their environment and that as one becomes aware of their environment, attribution takes 

place. Heider (1958) also stated that attributions are everyday occurrences that determine 

people’s understanding of their surroundings and reactions. Heider (1958) viewed 

attribution as the result of an assessment of cause and effect based upon patterns of 

circumstances assumed to have contributed to others’ behavior.  
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In the theory, Heider (1958) provided a clear description of how people perceive, 

analyze, and respond to others, stating that people use two different attributions (i.e., 

internal and external attributions) based upon others’ observed behaviors. Internal 

attribution refers to the belief that behavior is caused by personality, disposition, ideas, 

and other internal factors (Jones 1972, as cited in Wallace, 2019). Internal factors are the 

criterion motivated by a person’s nature, attitude, and personality, while external factors 

are driven by a situational component, such as luck and task difficulty (Pishghadam & 

Abbasnejad, 2017). 

The principles of attribution theory were relevant to the current study because the 

principles could explain why informal caregivers may not attribute sudden observable 

changes of behavior in older adults to UTIs. If the informal caregivers are not aware of 

the atypical changes in behavior that could be linked to UTIs, the caregivers will not 

make that connection; thus, the UTIs may go undiagnosed and untreated for an extended 

period. Further explanation of the attribution theory is provided in Chapter 2. 

Definition of Terms 

In this study, I used several terms referring to UTIs, informal caregivers, and 

older adults. The following definitions and operational terms are presented below for the 

reader’s clarity. 

Aging-in-place: An adult choosing to live safely in their home or community as 

they age (Grimmer et al., 2015). 
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Aging/older adults: The loss of physiological consistency, which can result in 

decreased physical, medical, and social functioning, and subsequently lead to death 

(Lopez-Otin, 2013). Older adults are adults over the age of 65 years old.  

Attribution: Sound judgment that is made to determine the reasoning for a specific 

result (Weiner, 2008). 

Bacteria: The most common agent that causes UTI in people (Bardsley, 2017; 

Tang et al., 2019). 

Health care providers: Primary care providers offer services for patients with 

UTIs, and they are composed of the most significant proportion of antibiotic prescribers 

in the United States (Grigoryan et al., 2019).   

Informal caregivers: Spouses, children, neighbors, friends, or even individuals 

who are not related who do not have formal training but still provide care (van Groenou 

& De Boer, 2016). 

Observation: The careful evaluation performed by the person observing another’s 

behavior in the specific or chosen environment (Heider, 1958). 

Prevalence: Number of incidences that occurred (Vigneau et al., 2018). In this 

study, prevalence refers to incidences of UTIs. 

QOL: When a person validates a specific satisfaction of their life based on a 

variety of factors, such as one’s health, wealth, and material possessions (Ellis & Verma, 

2000). 

Sample: The subset of a population that is selected for a study (Kerr, 2010). 
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Subjects: Persons who volunteer to participate in a research study (People are 

research participants, 1999). 

UTI: A bacterial infection found in the lower and upper urinary tract. In older 

adults, the symptoms include acute pain and dysuria (Beahm et al., 2017). 

Assumptions 

In this study, I made some assumptions. Several assumptions ran parallel with the 

generic qualitative inquiry methodology, which was used to discover and understand the 

perspectives and views of the people involved in a phenomenon of interest (see Kahlke, 

2014). First, I assumed that this generic qualitative study would rely on the participants’ 

descriptions of their experiences and perspectives on observing and reporting to doctors 

observable changes of behavior in older adults. A second assumption was that about 12–

15 volunteers were needed for the study. A qualitative sample must be large enough to 

support claims while ensuring that the sample size is not too large that the data becomes 

repetitive to ensure that all the critical areas of the survey are uncovered (Mason, 2012). 

Third, I also assumed that the participants would find it easy to share their experiences, 

be open and honest during the interview, and provide appropriate and unbiased answers. 

Additionally, I assumed that the participants would be assured by the confidentiality of 

their identity and provide honest responses, which were vital to the study’s validity.  

Scope, Limitations, and Delimitations 

Studies have shown that all research has limitations, and the goal of presenting 

these limitations is to provide readers with information that is beneficial to them (Ross & 

Zaidi, 2019). In this study, I examined informal caregivers’ experiences of observing and 
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reporting to doctors observable changes of behavior in older adults that were later linked 

to unconventional symptoms of UTIs. Potential limitations of this study may have 

resulted from my role as the data collection instrument and my interpretation of data 

collected. A limitation can occur if the researcher allows their first impression of 

participants to be influenced by anyone’s unfavorable or favorable characteristics (Ross 

& Zaidi, 2019). Limitations may have also included limited time to conduct interviews, 

sincerity, and accuracy of participant responses. As Ross and Zaidi (2019) indicated, 

participants in some cases can cause bias in a study by choosing to provide good answers 

to questions rather than providing real responses to questions being asked. 

Findings from this study are not transferrable to all informal caregivers because 

data were collected from a limited number of participants who volunteered to participate 

in this study. Thus, the experiences of the participants in this study might not reflect all 

informal caregivers' experiences. My criteria for participation may have also limited this 

study. Participants had to be 18 years or older and informal caregivers residing in the 

southern region of the United States, specifically Georgia.  

Summary 

In this study, I examined the experiences of informal caregivers observing and 

reporting to doctors observable behavior changes in older adults that were 

unconventional symptoms of potential UTIs. UTIs cause approximately 15.5% of 

hospitalizations among older adults, and about 6.2% of deaths are attributed to infectious 

diseases (Cortes-Penfield, 2018). The increase in age and a person’s anatomical makeup 

are some of the risk factors for UTIs, which can contribute to the rise of urinary 
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incontinence, urinary retention, hospitalization, and possible urinary catheterization 

(Cortes-Penfield, 2018; Rodriquez-Mahas, 2020). 

In Chapter 2, I will present a review of the relevant literature on the topic of 

informal caregivers’ experiences of observing and reporting to doctors observable 

changes of behavior in older adults that were unconventional symptoms of potential 

UTIs. Chapter 2 will include an introduction of the chapter, a discussion of the literature 

search strategy, an explanation of the theoretical framework, a synthesis of literature 

relevant to the current study, and a summary. 
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Chapter 2: Literature Review 

The purpose of this generic qualitative study was to identify and report informal 

caregiver experiences with observable changes among older adults with UTIs who were 

not residing in long-term care facilities. Zeng et al. (2018) stated that over 40% of older 

adults experienced UTIs. The main issue of UTIs for older adults is the physiological and 

physical effects, such as sepsis, that could lead to death (Gbinigie et al., 2018). According 

to the NIH (2021), about 40%–60% of women will have developed one incident of UTI 

in their lifetime. UTIs among older adults are a significant health concern that warrants 

further research (Cortes-Penfield et al., 2017; Tang et al., 2019).  

Informal caregivers are often the first to notice an illness or behavioral changes in 

older persons whom they provide care for (Knowles et al., 2016). Informal caregivers are 

individuals (e.g., spouses, children, neighbors) who care for their loved ones and do not 

always see themselves as carers (Knowles et al., 2016). Informal caregivers are vital to 

supporting and maintaining older adults’ health and wellness (Tang et al.,2018). Research 

has shown that UTI is the leading cause of consistent emergency room visits among older 

adults that could be handled by informal caregivers in the community if observed early 

(Gbinigie et al., 2018; Walsh et al., 2021). UTIs lead to physiological effects, such as 

weak association and baseline impairment 

, that may affect individuals’ ability to communicate their symptoms and frailty 

(Beahm et al., 2017; Kostakopoulos et al., 2021). 

In this review, I summarize the literature related to informal caregivers’ 

experiences in observing and reporting to doctors observable changes in behavior in older 



17 

 

adults with unconventional symptoms of potential UTIs. The search strategy section 

contains a description of the literature search method used to locate the pertinent 

literature related to the topic of interest. In the theoretical framework section, I discuss 

Heider’s (1958) attribution theory. This literature review also contains sections 

addressing aging, informal caregivers, UTIs, symptoms of UTIs, the prevalence of UTIs, 

the economic impact of UTIs, and the negative impact of UTIs on older adults.  

Literature Search Strategy 

To obtain peer-reviewed literature for this review, I searched several online 

databases: ProQuest, Academic Search Complete, PubMed SAGE, EBSCO, Coindex, 

Psych INFO, and Science Direct. Google Scholar and the FCA website were also 

searched. I also used the Walden University Library to access several academic databases 

and journals to locate relevant, peer-reviewed literature for this study. Keywords used in 

the search included: UTIs, informal caregivers, perspective, observation, caregiver, 

aging, symptoms, aging-in-place, older adults, asymptomatic bacteriuria, prevalence, 

symptoms, urinary tract infection, attribution, and quality of life. Using these terms and 

other combined terms yielded many articles related to older adults, UTIs, and informal 

caregivers providing care for older adults.  

I used Walden University’s Library to search extensively for articles published 

from 2016 to the present on my topic of informal caregivers and UTIs. However, to 

provide a comprehensive review, I also used some journal articles dating back to 1958 

due to their historical relevance to the topic discussed. The reference lists of articles and 

books review also provided more resources for this review. To narrow down my literature 
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search, I used studies that included formal and informal caregivers and topics on caring 

for older adults with UTIs. These articles included quantitative and qualitative studies 

published in peer-reviewed journals. Some studies were conducted outside the United 

States, but the information was relevant to the research and met the inclusion criteria. The 

extant literature on the research topic of informal caregivers’ experiences of caring for 

older adults diagnosed with UTIs was minimal.  

Theoretical Framework 

Attribution Theory 

I used Heider’s (1958) attribution theory as the theoretical framework for this 

study. Heider developed attribution theory through work in social psychology and the 

psychology of interpersonal relationships. Heider introduced the theoretical framework 

that became the research concept of social psychology. Attribution is used in many 

contexts with different meanings. Heider (1976) indicated that attribution is a part of 

human understanding of their environment and that as one becomes aware of their 

environment, the process of attribution takes place. Heider (1958) also stated that 

attributions are everyday occurrences that determine people’s understandings of their 

surroundings and reactions. Heider viewed attribution as the result of an assessment of 

cause and effect based upon patterns of circumstances assumed to have contributed to 

others’ behavior.  

Heider (1958) provided a clear description of how people perceived, analyzed, 

and responded to others, stating that people used two different attributions (i.e., internal 

and external attribution) based upon others’ observed behaviors. Internal attribution 
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referred to the belief that behavior is caused by personality, disposition, ideas, and other 

internal factors (Jones 1972, as cited in Wallace, 2019). Internal factors are the criterion 

motivated by a person’s nature, attitude, and personality, while external factors are driven 

by situational components, such as luck and task difficulty (Pishghadam & Abbasnejad, 

2017).  

Moreover, Heider (1958) believed that people are active participants in 

observation, and as such, they consciously state biases as to why they do the things they 

do. People are innately curious and believe that there are cause and effect for everything 

that happens. Heider thought that the simple attribution process's foundation is based 

upon interpersonal relationships. Part of Heider’s theory was that before people can 

assign causality to any event, they must assess the contributing factors. To this end, 

Heider presented seven antecedent concepts to explain how a person may describe what 

they observe about another person. In the following bulleted list are four of these 

concepts as well as an explanation of how the concept relates to the current study: 

• Consciousness: A self-awareness of a person's behavior, social environment, 

and outcomes. The informal caregiver’s experience in providing care for the 

patient allowed them to become conscious of the patient’s change in behavior, 

and thus developed a cause for concern for the person observed.  

• Observation: A thorough examination performed by an observer of another 

person’s behavior in a particular environment where people are active 

participants. Caregivers’ causal attributions play an essential role in 
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identifying triggers of UTIs because they observed changes in their patients’ 

behavior (Heider, 1958; Weiner, 2018).  

• Effort: The observer’s attempt to make an individualized change or improve a 

situation. Therefore, the informal caregiver could conduct a periodical 

assessment based on changes observed in the patients over some time. At the 

end of the observation, the informal caregiver will have sufficient data to 

communicate to the doctor. 

• Emotions or feelings: The observed individual’s sentiments are based on the 

experimental influences, resulting in a positive or negative outcome. In this 

study, the informal caregiver’s emotions toward the observed change in the 

patient’s behavior can negatively or positively influence the situation’s result 

based upon the doctor’s information (Bavel et al., 2020). Emotions can be 

negative or positive, and the interpretation of the outcome of the behavior of 

the person involved would influence the circumstances under which the event 

was taking place. In this instance, the patient is experiencing unconventional 

symptoms attributed to UTIs.  

I chose Heider’s (1958) attribution theory as the theoretical framework for this 

study because the theory’s premise can be used to explain informal caregivers’ 

experiences of noting and reporting observable changes in behavior that may be linked to 

unconventional symptoms of UTIs. Observable behavior or the outcome of a behavior is 

related to the judgments of absolute attributions, and the fundamental premise of 

attribution is to attribute causes to others’ behavior (Heider, 1958). The caregiver can 
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observe the change of behavior in the patient because they are familiar with the patient’s 

day-to-day behavior. When there is an adverse change in behavior, the caregiver 

attributes the shift to a cause. 

Applied Research of Attribution Theory 

In this research study, I applied attribution theory to explain the causal reasoning 

of informal caregivers’ experiences of observable behavior changes in older adults that 

might be unconventional signs of UTIs. In this study, how the caregivers attributed the 

changes they observed in their patients was also examined. Researchers have used the 

attribution theory to examine informal caregivers’ experiences toward patients who were 

cared for with various diseases, including COVID-19, mental illness, Alzheimer’s 

disease, and cancer as well as used attribution theory to study learning (Dunning & 

Pownall, 2020; Kadhel et al., 2016; Klimova et al., 2019; Sagayadevan et al., 2019). Due 

to the limited literature on informal caregivers’ experiences in caring for older adults with 

UTIs, it was necessary to research other chronic illnesses that provided similar situations 

of informal caregivers providing care for patients. In this subsection, I provide some 

examples of how attribution theory was applied in previous studies. 

Sagayadevan et al. (2019) used the attribution theory to conduct a study on 

informal caregivers of patients with early psychosis, depressive disorders, anxiety 

disorders, chronic schizophrenia, and dementia to examine the caregivers’ causal 

attributions of their relatives’ mental illness and its association with the stigma perceived 

in a multiethnic Asian sample. The researchers used the Attribution and Stigma Scale 

from the World Health Organization’s Family Interview Schedule to collect data for the 
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study. The researchers found out that caregivers from different ethnic backgrounds had 

different opinions regarding mental illness and the stigmas against family members 

diagnosed with mental illness. Sagayadevan et al. concluded that future research should 

explore the relationship between caregivers’ causal attributions and the use of health 

services. Future research could make a crucial step towards circumventing dropout 

participants and reducing the treatment gap for mental health patients. 

Dunning and Pownall (2019) conducted an online survey study with 114 persons 

regarding the likelihood of contracting COVID-19. Using Heider’s attribution theory, the 

researchers explored the dispositional and situational attribution of self-reported COVID-

19 risk. During the study, the observed participants were not in agreement with their 

responses. Some respondents attributed their chances to be low and focused more on 

dispositional attributions, attributing their risks to factors, such as age and personal 

hygiene. Other respondents considered to be high risk made more situational attributions, 

attributing the COVID-19 risk to factors, such as decisions that governments made and 

other people’s cleanliness. Attribution theory dictates that people are motivated to 

attribute meaningful causes to action and behavior (Kelley, 1971). Use of attribution 

theory enabled the researchers to explore risk attributions in the ongoing COVID-19 

pandemic. In their study, the researchers demonstrated the risk perception ascribed to 

different sources that can be external or internal, finding that the participating groups 

were less likely to engage in positive behavior increased compliance.  

Kadel et al. (2018) conducted a study on the islands of the French West Indies to 

assess breast cancer survivors’ views related to their survival of breast cancer. The 
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researchers collected data using open- and closed-ended questionnaires on patients’ 

opinions about women's risk factors, their general health, and the sources from which the 

women received their information. The researchers concluded that most patients 

attributed their illness to noncontrollable factors, such as environmental pollution, 

radiation from cell phones, breast trauma, age, menopause, obesity, stress and tiredness, 

coffee, and exposure to the sun. The authors also showed that it was good to consider the 

patient’s opinion as valuable for survivors’ psychological support, suggesting that it may 

be necessary to record how the patient attributes causality life-changing events such as 

breast cancer. 

Attribution theory can be used to explain how one (i.e., a social perceiver) 

perceives or forms impressions about the events in peoples’ lives (McLeod, 2012). If an 

informal caregiver missed the opportunity to observe changes in an older adult’s 

behavior, then the caregiver may not make the connection to UTIs. Thus, the health care 

provider may not become aware of the changes in the patient, and thereby resulting in a 

UTI incident that may go undiagnosed and untreated for an extended period. 

Review of the Literature 

In this section of the literature review, I present literature that addressed aging, 

informal caregivers, UTIs, the symptoms of UTIs, the prevalence of UTIs, the economic 

and individual impact of UTIs, and adverse outcomes of UTIs in older adults. As adults 

become older, UTIs become a significant health concern that increase in prevalence 

(Cortes-Penfield et al., 2017; Tang et al., 2019). UTIs are bacterial disturbances of the 

upper and lower urinary tract that are problematic due to the adverse outcomes for 
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individuals and the financial costs associated with treatment (Bardsley, 2017; Cortes-

Penfield et al., 2017). Older adults sometimes need to receive care from informal 

caregivers in the absence or presence of UTIs. Informal caregivers are family members 

who provide unpaid help to family members who need their service due to their inability 

to function independently (Hopps et al., 2017; Maria dos et al., 2016). Informal 

caregivers are expected to take on or compensate for government cutbacks on residential 

and professional home care (Groenou & De Boer, 2016). Furthermore, UTIs are among 

the most common conditions among older adults (Singh & Kaur, 2018). UTIs are 

challenging to treat in older adults due to several risk factors. These risk factors include 

urinary retention; age; postvoid residual urine; comorbidities, such as stroke; dementia; 

and the inability to express their needs (Singh & Kaur, 2018). The population growth of 

older adults will continue to increase in the coming years as people get older (He, et al., 

2016). 

Aging Adults 

Globally, the number of aging adults has increased (He et al., 2016). Statistics 

revealed that in 2012, the world’s population was 7 billion, and 562 million of that 

number were adults over the age of 65 years old (He et al., 2016). Researchers have 

estimated that by the year 2030, the number of older adults will reach about 1.6 billion, 

which will amount to about 12.6% of the world’s population (He et al., 2016; Roberts et 

al., 2018). He et al. (2016) estimated that by 2050, adults aged 65 years and over would 

make up about 21.4% of the U.S. population. Aging comprises chronological, biological, 

and physiological declines across time (Hodgson et al., 2020). For example, natural drops 
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consist of the gradual accumulation of harmful natural changes that may accompany a 

progressive loss of function (Cole et al., 2019). It is vital to understand the aging process 

because aging is advanced, complex, and sometimes affects an individual’s ability to 

counter the considerable toll it takes on their body (Hodgson et al., 2020).  

Most older adults in the United States are aging in place, meaning they remain in 

their respective homes and communities instead of living in retirement or assisted living 

communities (Beard et al., 2016; Grimmer et al., 2015). Aging in place is used to define 

older adults having the freedom to live safely in their homes or communities by choice 

(Grimmer et al., 2015). Findings from several studies have revealed that older adults 

prefer to live independently in their homes and communities where they can retain their 

autonomy (Grimmer et al., 2015; Rosenwohl-Mack et al., 2018). Also, older adults enjoy 

having control of their lifestyle choices (Grimmer et al., 2015; Rosenwohl-Mack et al., 

2018). Aging in place is supported by most people (95%) age 50 and older (Rosenwohl-

Mack et al., 2018). It is essential to support older adults' decisions to live safely and 

independently in their communities because it can help maximize their QOL. It can also 

minimize unneeded hospitalizations or be placed in a residential care facility (Grimmer et 

al., 2015) where they do not care to reside. 

Informal Caregivers 

As older adults age, it is essential to note that there will be socio-demographic 

changes such as longer life expectancy, chronic diseases, and non-communicable diseases 

(Maria et al., 2019). In the end, these changes may lead to an increased dependency on 

the services of informal caregivers (Maria et al., 2019). With the increasing number of 
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older adults in the United States, there are increased challenges and demands for health 

care, social services, and informal caregivers who can provide services for them (Bauer 

& Sousa-Poza, 2015; Beard & Bloom, 2015). Informal caregivers frequently fill the gap 

in professional home care for older adults (DeSilver, 2013).  

The informal caregiver could be a spouse, child, sibling, family member, friend, 

or neighbor (FCA, 2019). A caregiver attends to the needs of the person who is 

dependent upon someone else for care. The patient's condition consists of assisting with 

activities of daily living, financial management, or activities designed to foster the social, 

spiritual, and emotional wellbeing of the person (Hopps et al., 2017). They had a close 

and personal relationship with the patient, which increased the informal caregiver's 

burden. Approximately 42.1 million adults are considered caregivers in the United States 

(FC, 2019; Hopps et al., 2017). However, informal caregivers were more likely to exhibit 

signs and symptoms of depression and anxiety. They incurred long-term health issues 

such as heart disease, cancer, arthritis, or diabetes (Hopps et al., 2017) as time progressed 

with their loved ones. Support for the caregiver is essential for their wellbeing while 

attending to the care of the patient. Help could be in the form of support groups, one-on-

one or family counseling, respite care, as well as direct services, such as food or meal 

preparation and housekeeping (Knowles, 2016; Tang et al., 2018).  

Role of the Caregiver 

Statistics has shown that approximately 40.4 million informal caregivers in the 

United States provide care for adults 65 years and older (FCA, 2019; Stepler, 2015). 

Research has also showed that the role of caregiving includes assisting adults with daily 
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living tasks, assisting with household chores, providing transportation to doctors' 

appointments, engaging in social companionship, running errands, providing emotional 

guidance, and planning for professional care (Hopps et al., 2017; Stepler, 2015; van 

Groenou & De Boer, 2016).  

Informal caregiving ranges from assisting with daily activities, to providing direct 

care, to helping recipients of care navigate the complicated health care and social services 

systems. Other duties and tasks informal caregivers fill in the absence of professional 

caregivers include performing medication administration, injection, wound care, and 

other services (DeSilver, 2013; Groenou & Boer, 2016; Stepler, 2015). Due to the 

different health care system levels that older adults must face, the experiences of informal 

caregivers caring for older adults can provide valuable information for the healthcare 

providers and policymakers (Lilleheie et al., 2020). 

Economic Value of Informal Caregiving 

The provision of caregiving services by informal caregivers has increased 

immensely in the last 10 years. Studies have shown that in 2015, there were about 17.7 

million U.S. persons who were informal caregivers. However, in 2017 and 2018, 

approximately 40.4 million informal caregivers provided unpaid care to older adults in 

the United States (Edwards et al., 2020; FCA, 2019; Unpaid Eldercare in the United 

States, 2019). 

The economic value placed on informal caregivers' services over the years is 

invaluable (FCA, 2019). According to Hopps et al. (2017), the economic value of 

informal caregiving services annually amounts to about $522 billion. This figure is a 
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notable increase compared to the estimated monetary value of informal caregivers' 

services in 2013- which was $470 billion (Hopps et al., 2017). This amount exceeds the 

value of paid home care and Medicaid spending together (FCA, 2019). Medicaid is the 

United States' most significant health insurance source covering about 77 million people 

in 2017 (Sommers & Grabowski, 2017). The total medical national cost of providing 

long-term care spending in 2017 was $364.9 billion (Upadhyay & Weiner, 2019, 

September). 

Training Informal Caregivers 

Schulz and Eden (2016) noted that informal caregivers seldom received adequate 

training to carry out their role as caregivers. The quality of their work output is dependent 

upon the information they receive from the health care professional. Informal caregivers 

can benefit from education and skills to increase their knowledge, their skills to provide 

care, and to provide additional services that will help them to better support and assist 

older adults for whom they provide care (Aksoydan et al., 2019; Maria Dos Anjos Coelho 

Rodrigues Dixie et al., 2019). The outcome of this training can help the caregiver, among 

other things, to ultimately deliver better quality of care to the older adult (Maria Dos 

Anjos Coelho Rodrigues Dixie et al., 2019).  

Moreira et al. (2018) conducted a quasi-experimental study and examined older 

adults' caregivers' knowledge, care, and attitude after receiving caregiving training. Based 

on the analysis of 82 participant caregivers trained in the program, the authors found that 

educational interventions led to improved knowledge about providing care to older adults 

with a diagnosis. For this study, the researchers conducted a quasi-experimental 
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qualitative survey. The study's purpose was to identify whether the before and after 

training given as an intervention related to providing care in feeding, bathing, hygiene, 

mobility, and transportation. The researchers concluded that the educational intervention 

was effective for older adults' caregivers’ performance (Moreira et al., 2018).  

Coelho et al. (2019) conducted a cross-sectional study that included 143 

participants (informal caregivers). A quantitative structured interview was completed 

using a questionnaire. The study's primary purpose was to understand better, informal 

caregivers' needs and competencies caring for persons dependent on various self-care 

domains. Researchers concluded that informal carers are essential to the care network and 

need support on providing needed care for the dependent person. Therefore, informal 

caregivers must be provided with patient instructional information to be 'capacitated' on 

caring for the dependent persons upon discharge from the hospital. Maria dos Anjos 

Coelho et al. (2019) concluded that informal caregivers' needs and competencies must be 

acknowledged and addressed to be made capable of looking after their patients before the 

release of a dependent person. 

Klimova et al. (2019) searched peer-reviewed articles from databases Web of 

Science, Scopus, and PubMed, where the researchers evaluated the findings of the studies 

selected. The study's purpose was to consider the benefits of e-learning as informal 

support for caregivers for people with dementia. Moreover, Klimova et al. (2019) wanted 

to see the limitations and benefits of providing the appropriate care for the targeted 

population. The study results showed that e-learning educational programs helped 
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caregivers gained more confidence about dementia care, and enhanced their feelings of 

empathy, understanding, and concerns. 

Experts have estimated that in 2030 in the U.S, the number of caregivers aged 25 

and older will reach about 21.5 million. They will take care of the sick and provide care 

for at least 20 hours per week (National Alliance for Caregiving & American Association 

of Retired Persons, 2015). Research has shown that informal caregivers play a crucial 

role in providing care for older persons. Moreover, caregiving can help them have 

confidence in their ability to render care (Aksoydan et al., 2019; Berthelsen & 

Kristensson, 2015). Training caregivers can improve patients' quality of life while 

reducing the costs of care (Berthelsen & Kristensson, 2015).  

Researchers have indicated that informal caregivers' active involvement in their 

older family members' care and treatment, can improve the patient's treatment and 

wellbeing (Aksoydan et al., 2019; Berthelsen & Kristensson, 2015). Suppose there is a 

lack of instructions to provide informal caregivers? In that case, it can affect care to the 

patient, leading to unnecessary hospitalization, which may present other additional health 

risks such as infection (Milligan, 2015). Studies have shown that training in 

communication and memory strategies for family caregivers of people with dementia, 

showed significant improvement in procedures related to better communication with their 

patients (Liddle et al., 2012). 

Communicating with Doctors  

Communicating with doctors and other formal caregiving providers takes proper 

coordination between both parties. Research has indicated an increase in outsourcing 
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care-related tasks to patients and their informal caregivers (Plothner et al., 2019; 

Weinberg et al., 2007). Highly effective communication to doctors is vital to proper 

coordination between formal and informal care providers related to patient care (Plothner 

et al., 2019; Weinberg et al., 2007). Good clinician-patient communication is essential to 

the quality of health care the patient experiences-better health outcomes, the critical 

quality of life, and safer care. Essentially, effective communication between physicians 

and patients can yield central clinical function (Cohen et al., 2017). However, family 

caregivers' role in caring for their loved ones includes but is not limited to assisting with 

making medical appointments for their clients, speaking to their health care providers, 

and ordering their medications. Society depends on family members' services (informal 

caregivers) to provide the bulk of care for older adults who need their services due to any 

limitations that might involve their physical, mental, or cognitive functions (Schulz & 

Eden, 2016). 

Urinary Tract Infection 

Urinary tract infections are bacterial disturbances of the upper and lower urinary 

tracts (Balogun & Phillbrick 2014; Gbinigie et al., 2018; Tang et al., 2016). A UTI 

mainly refers to the kidneys and the tubes that lead from the kidney into the urinary 

bladder – these tubes are called the ureters (Gbinigie et al., 2018). A lower UTI pertains 

to the inflammation of the bladder and the urethra (the tube that extends from the bladder, 

enabling urine to exit the body (NIH, 2021). Non-communicable diseases such as UTIs 

are chronic conditions that some older adults experienced as they age (Beard & Bloom, 

2015; Grimmer et al., 2015; Zambrana et al., 2019).  
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 Symptoms of UTI  

UTI's encompass several symptoms, which include infection of the kidney (Bing-

Johnson, 2016; Cotes-Penfield et al., 2017). The urinary tract infection definition has 

three components. The first component requires the patient to have clinical symptoms 

that suggest an infection of the urinary tract (Cortes-Penfield et al., 2017). The accepted 

clinical symptoms in older adults for UTIs include dysuria only, fever, new or continuous 

urgency to urinate, or urinary incontinence (Cortes-Penfield et al., 2017).  

Dysuria is a powerful predictor and the most helpful clinical finding in identifying 

the presence of UTI in older adults (Bing-Johnson, 2016; Cortes-Penfield et al., 2017). 

The second component requires laboratory evidence to confirm dysuria and bacteriuria 

(Cortes-Penfield et al., 2017). Pyuria is inflammation in the urinary tract determined by a 

positive leukocyte esterase on urine dipstick (Cortes-Penfield et al., 2017; Nelson & 

Good, 2015). Third, diagnosis is completed after a search is done for other causes that 

may explain its symptoms. The third criterion aims to avoid any delays in providing 

therapy that is due to an irrational diagnosis. Overall, these diagnoses are essential to 

note, as diagnosing UTIs in older adults can be complicated (Cortes-Penfield et al., 

2017). 

Diagnosing UTIs  

Diagnosing UTIs in older adults can be difficult. Older adults may not exhibit the 

typical signs and symptoms associated with UTIs (Bardsley, 2017). Older adults' inability 

to communicate a comprehensive health history and their difficulty obtaining 

uncontaminated 'clean catch' urine specimens can also complicate diagnosing UTIs 
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(Bardsley, 2017). To diagnose UTI in older adults, it is usually necessary to have 

genitourinary symptoms and urinary tract inflammation (Rowe & Juthani-Mehta, 2014). 

When a urine culture analysis is completed and the result shows a positive pathogen, the 

results may conclude that it is symptomless UTIs (Rowe & Juthani-Mehta, 2014).  

Despite the general agreement on UTI guidelines, there is no universally accepted 

definition of symptomatic UTI in older adults (Rowe & Juthani-Mehta, 2014). However, 

in the absence of good signs indicating possible UTI, symptomless bacteriuria might be 

suspected. Symptomless bacteriuria requires that bacteria be present in the urine in 

specific quantities with or without pyuria (Cortes-Penfield et al., 2017; Rowe & Juthani-

Mehta, 2014). Despite the availability of guidelines to assist practitioners with diagnosing 

UTI, it is still challenging for practitioners to observe UTIs in older adults (Rowe & 

Juthani-Mehta, 2014). 

Risk Factors of UTIs  

Several factors predispose older adults to infections. Some of these factors 

included an increase in age, several medical conditions that require hospitalization, and 

the need for invasive procedures such as urinary catheterization (Bardsley, 2017; Cortes-

Penfield et al., 2017; Rowe & Juthani-Mehta, 2014). Other factors that predisposed older 

adults to infections included increased urinary incontinence, increased urinary retention, 

long-term medical institutionalization, and anatomic abnormalities of the urinary tract 

(Bardsley, 2017; Cortes-Penfield et al., 2017; Rowe & Juthani-Mehta, 2014). The 

retention of urine and high postvoid residual urine contribute to UTIs in older adults 

(Rowe & Juthani-Mehta, 20014). Research indicates that one of the prevalent factors for 
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UTIs among community-dwelling older adults is having a UTI history (Rowe & Juthani-

Mehta, 2014). The time at which a diagnosis is made depends on the method of 

assessment used and the level of data on UTIs among the health professionals involved in 

the case (Bing-Jonsson & Tønnessen, 2016). 

Prevalence of Urinary Tract Infections 

UTI's account for about 25% of all older adults' conditions (Cortes-Penfield et al., 

2017). According to the Centers for Disease Control and Prevention (2018), UTIs are 

common infections in older adults that account for about 20%-35% of conditions in long-

term care facilities. It is the second most popular infection in older adults and the most 

common cause of hospitalizations (Rowe & Juthani-Mehta, 2014). Annually, UTIs result 

in about 7 million office visits, 100,000 hospitalizations, and about 1 million emergency 

room visits in the U S (Bardsley, 2017; Cortes-Penfield et al., 2017; Rowe & Juthani-

Mehta, 2014). In adults 65 years and older, UTIs cause 15.5% of hospitalization, and 

about 6.2% of deaths are related to the disease yearly (Cortes-Penfield et al., 2018).  

UTIs are among the most common diseases that affect older adults (Bardsley, 

20147, Cortes-Penfield et al., 2017; Lim et al., 2015). Typical and traditional symptoms 

associated with UTIs may include urgency to urinate, nocturia, abnormal vital signs, and 

can limit older adults' diagnostic value (Gbinigie et al., 2018). However, other 

unconventional characteristics, such as the inability to perform day-to-day activities, 

could better predict UTIs (Gbinigie et al., 2017). When there are doubts about whether 

presenting symptoms may be related to a UTI, it might be necessary for the patient to see 

a physician for an assessment (Beahm et al., 2017). Osakwe et al. (2018) shared that 
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UTIs are the third leading cause of hospitalization in the elderly and that UTIs may lead 

to sepsis-a "severe infection" (Osakwe et al., 2018).  

Moreover, UTIs are the second most missed infection in older adults by 

healthcare providers when initially seen (Gbinigie et al., 2018). UTIs in older adults 

sometimes are presented as atypical. They can lead to uncertainty in diagnosing, one of 

the many reasons for not making an early diagnosis at the earliest opportunity (Gbinigie 

et al., 2018). UTI's are a burden that has a personal and societal impact. The societal 

limitations of UTIs include the clinical burden and economic burden of the illness. In 

contrast, the disease's burden has social and psychological effects that negatively affect 

QoL.  Regular occurrences of UTIs are associated with depression and anxiety (Medina 

& Castillo-Pino, 2019). 

UTI is prevalent among the aging male population, affecting their physical and 

social functions (Suen et al., 2017). Some of the complicated symptoms that older men 

experience includes incomplete emptying of the bladder, storage, and voiding, increasing 

with age (Suen et al., 2017). UTIs increases with age, and in older men, it is the most 

common bacteria in the urine. Bacteria in the urine found in about 10% of community-

dwelling older men (80 years and above) and about 15 to 40% of male residents in long-

term care facilities (Schaeffer & Nicolle, 2017; Sue et al., 2017). Schaeffer and Nicolle's 

(2016) shared increased incidences of UTIs among older men (80 years and older). The 

incidences of UTI amongst older men are about half of the incidences that occur among 

older women.  
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UTI's rate among men in the community who are 80 years and older is higher than 

younger men (Schaffer & Nicolle, 2016). Besides, UTIs are related to increased 

functional disability, dementia, urinary and fecal incontinence, prostate disease in men, 

and estrogen deficiency in older women (Balogun & Philbrick, 2014; Tang et al., 2016). 

Schaffer and Nicolle (2016) reiterated that UTI incidences are more common in older 

women (30%) than men over 85 years. Despite the current literature on UTIs, it is 

challenging to accurately measure the incidences of UTIs in older adults because the 

criteria used for diagnosing UTIs are inconsistent across the study of epidemiology 

(Schaeffer & Nicolle, 2016). 

Economic Impact of UTIs 

Annually, UTIs cost about $2.6 billion in the United States (Bardsley, 2017; 

Cortes-Penfield et al., 2017; Simmering et al., 2017). Research has shown that in 2011, 

about 400,000 UTI hospitalization occurred in the U.S, with a suggested cost of $2.8 

billion (Simmering et al., 2017). The average individual hospitalization cost with a 

primary UTI diagnosis in 2011 was $6,424 (Simmering et al., 2017).  

Urinary tract infection can affect the economic burden of taking sick leave, 

including direct and indirect absences. This UTI can negatively affect the patient's 

wellbeing or QoL (Medina & Castillo-Pino, 2019). UTIs can also affect the patient 

economically, including the costs cost of their office or hospital visits, prescription for 

medication, medical and non-medical related expenses, and sick days leave. (Medina & 

Castillo-Pino, 2019). Women are more prone to be diagnosed with UTIs due to their 

physiological and reproductive makeup (Singh & Kaur, 2018). Diagnosing and treating 
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older adults for UTIs is more complicated because of the lack of clear clinical history or 

the absence of specific or typical signs and symptoms (Sing & Kaur, 2018; Zeng et al., 

2020). 

Negative Impact of UTIs in older adults 

UTI contributes to increased functional disabilities, mental status changes, 

urinary, and fecal incontinence, prostate disease in men, and estrogen deficiency in older 

women (Balogun & Philbrick, 2014; Tang et al., 2016). UTI's can decrease the daily QoL 

in older adults by adversely affecting their social and personal relationships and their 

physical and psychological health (Renard et al., 2014; Schaeffer & Nicolle, 2016; 

Wagenlehner et al., 2018). Furthermore, recurring UTIs can cause functional handicaps 

in older adults and provoke incontinence, leading to the rapid deterioration of the persons' 

health or confusion (Renard et al., 2015).  

Research shows that if older adults are suspected of having UTIs, and if treatment 

for UTIs is delayed, it can become severe (Tanzi, 2019). When a delay in treatment for 

UTIs in older adults occurs, they can experience bloodstream infections or hospitalization 

(Tanzi, 2019). UTI's can cause sepsis, and if florid urosepsis is discovered in a comorbid 

patient, it can also cause death (Sebih & Leslie, 2020). Sepsis is life-threatening and can 

affect the organs by forcing them to misfunction (Rower & Mckoy, 2017). Research 

shows that sepsis is the body's response to infection, leading to septic shock (Joy & 

Mckoy, 2017).  

Sepsis is significantly burdensome to society, and it unequally affects older adults 

who are 65 years and older (Rowe & Mckoy, 2017). The increased incidences of sepsis 
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can also affect the health care system negatively as the aging population increases. 

Studies show that over 60% of sepsis diagnoses are found in adults over 65—incidences 

of sepsis increase as people age (Rowe & Mckoy, 2017). Moreover, UTIs are associated 

with risk factors such as urine retention and postvoid residual urine (Sing & Kaur, 2018). 

Studies show that older adults with UTIs get frailer than those with non-oncologic 

diagnoses (Tang et al., 2019). 

Simmering et al. (2017) describe the limitation on outpatient therapies for UTIs 

and antimicrobial resistance. The study's purpose was to report the varying incidences of 

hospitalization for UTIs among men and women of different age groups (Simmering et 

al., 2017). The study explored the years 1998-2011 reports on UTIs and found that UTIs' 

incidences were increased by 58%, and the increased rate was higher among women and 

older adults (Simmering et al., 2017). For example, the growth rate increase of UTIs in 

older women ages 80 to 89 years was 23.1% (Simmering et al., 2017). The study 

concluded that hospitalization for UTIs is increasing, although the severity appears to be 

decreasing (Simmering et al., 2017). This decrease is an indication that patients who were 

treated previously as an outpatient may be admitted to the hospital as resistance to 

antimicrobial treatment has increased (Simmering, 2017). Hospitalization for the increase 

of UTIs in men 50- to 59-year-old was 9.8%, and supplement for women 50- to 59-year-

old women was 19.2%. (Simmering, 2017).  

Summary 

This chapter has provided an overview and discussion of the related literature, and 

theoretical basis for the study. as it relates to informal caregivers experience caring for 
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older adults diagnosed with UTIS. Informal caregivers have significantly played a vital 

role in the care of older adults with various chronic illnesses. The literature research 

showed that 41.3 million people provide unpaid care for the older adults in the United 

States. The U.S. Bureau of Labor Statistics (2019) stated about 26.1 % of this number 

spend about 2.8 hours per week giving care for this population.  

The topics in this chapter included the introduction, literature search strategy, 

theoretical framework, applied research of attribution theory, review of the literature, 

aging adults' informal caregivers, the role of the caregiver, economic value of informal 

caregiving, training informal caregivers, UTI, the prevalence of UTI, economic impact of 

UTI, the negative impact of UTIs in older adults, and the summary. The introduction to 

this chapter described the purpose of the study and the literature review strategy. In 

Chapter 3, I will explain the study research method, design, rationale, researchers' role, 

questions, study context, sampling, sampling criteria, data collection, data procedures, 

participation recruitment strategy, and issue of trustworthiness. 
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Chapter 3: Research Method 

The purpose of this generic qualitative research was to identify and report 

informal caregivers’ experiences in observing and reporting to doctors observable 

changes of behavior in older adults that were unconventional symptoms of potential 

UTIs. The participants in this study were six African American women informal 

caregivers. This study’s findings may contribute to the awareness of atypical or 

uncommon symptoms of UTIs in older adults. In this chapter, I discuss the research 

problem, my role as the researcher, the research design, the population, sample size, and 

the recruitment of participants. In the chapter’s final sections, the methodology, 

instrumentations, data collection and analysis processes, and ethical considerations are 

described. 

Research Design and Rationale 

In this study, I explored informal caregivers’ experiences in observing and 

reporting to doctors observable behavior changes in older adults that were 

unconventional symptoms of UTIs. Qualitative research is a method used to collect, 

analyze, and interpret data collected that are related to the “social world, the concepts and 

the behaviors of people” that fall in that social world (Anderson, 2010).  

Generic qualitative research is used to investigate people’s reports of their 

personal opinions, attitudes, beliefs, or reflections on their experiences or involvement 

(Percy et al., 2015). Researchers believe that generic qualitative studies can call on the 

strengths of other methodologists who are already established and still maintain their 

approach (Kahlke, 2014). Generic qualitative research is flexible and attractive to 
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researchers whose studies do not focus on a specific known methodology (Kahlke, 2014). 

Using a qualitative method allows researchers to continue applying interpersonal and 

subjective skills to explore the research process (Alase, 2017, p.1). Using a qualitative 

research method allows for several participants who have experienced similar events to 

tell their stories (Alase, 2017). Kahlke (2014) shared that generic qualitative inquiry is 

used to discover and understand the perspectives and views of the people involved in a 

fascinating phenomenon. Percy et al. (2015) also shared that generic qualitative research 

seeks information from samples of people regarding real-world events and processes and 

their experiences with them. Williams et al. (2020) stated that qualitative research plays 

an essential role within evidence-based health care research, contributing to, among other 

things, policy development on patient safety, prescribing medicines, and understanding 

illnesses that are persistent. 

At the beginning of this study, I considered using grounded theory as the design 

approach but chose not to and, instead, opting for a generic qualitative design because 

grounded theory did not support the study. Researchers use grounded theory, which 

originated with Glaser and Strauss, to generate small theories as they become evident 

from the data they gathered and analyzed (Howard-Payne, 2016). Grounded theory 

focuses on constructing theory from data and researchers using it aim to generate the 

theory grounded in the data (Chun Tai et al., 2019). I did not believe that grounded theory 

was appropriate for this study because it is not widely used and sometimes leaves 

researchers confused when applied. The primary use of grounded theory is to ground a 

theory in how the phenomenon is happening or has happened; there is no theory in 



42 

 

grounded theory because the researcher forms the theory through their views (Chun Tai 

et al., 2019; Howard-Payne, 2016). 

Using a quantitative research design was not appropriate for this study because 

the use of the quantitative approach in social science, aims to predict and control social 

phenomena (Bilgin, Y. (2017a; Goertzen, 2017; Park & Mark, 2016). With the 

quantitative method, researchers use hypothesis testing to obtain their research goals. 

Moreover, quantitative research emphasizes trends across data sets or study groups but 

not the motives behind observed behaviors. The quantitative method focuses on 

highlighting numerical data and variables that can be measured. Quantitative research 

designs are also used to identify and isolate specific variables within context (Goertzen, 

2017; Park & Mark, 2016). 

Research Question 

The following main question guided this study:  

What are informal caregivers’ experiences of observing and reporting to doctors 

observable changes in older adults that may be associated with unconventional UTI 

symptoms?   

Role of the Researcher 

As the sole researcher who conducted this generic qualitative study, I served as 

the primary instrument for collecting data. This meant that I was the only one who could 

and did collect data from the participants. Additional interviewers can affect the research 

conversation’s quality and even the study’s findings (Herriott & Firestone, 1983, as cited 

in Pezalla et al., 2012). As the researcher, I reviewed relevant literature on the topic, 
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recruited and screened potential participants, and conducted interviews with the 

participants. As the principal researcher, I separated my professional affiliation from the 

participants because I have had personal experience working with older adults in long-

term care for a long time in Georgia, specifically in Fulton County; however, I am not 

currently employed or working with older adults diagnosed with UTIs. 

This study included interviewing informal caregivers who were providing care for 

older adults with UTIs. I did not have any personal connection with any participants that 

were interviewed for this study. Additionally, I did not entertain any voluntary 

participation in the survey from previous coworkers. The aim of interviewing participants 

with whom I did not have a previous relationship with was to prevent any adverse effects 

on the study and uphold the study's integrity. 

Researcher Bias 

I conducted interviews with informal caregivers who cared for older adults 

diagnosed with UTIs. As the researcher, I maintained a watchful eye on my biases related 

to this study. Bias is any influence that provides a distortion in the study results (Polit & 

Beck, 2014, as cited in Galdas, 2017). Moreover, in research, bias can happen when the 

investigation takes place, creating mistakes and errors, which can cause flaws in the data 

and a negative effect on the data analysis (Pannucci & Wilkins, 2010).  

It was easy to bring my previous knowledge and preconceived ideas on caring for 

older adults with UTIs into this study because I had previously worked with older adults 

with dementia and UTIs for a long time. However, to minimize my personal biases on the 

study’s outcome, I used bracketing throughout the research to mitigate my preferences 
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and make a concerted effort to avoid any personal preconceptions that may have 

impacted the analysis. Tuford and Newman (2018) shared that bracketing is the method 

used in qualitative research to mitigate preconceived ideas on the research process. I 

developed the interview questions to ensure that they were related to the main research 

question. The questions were intended to arrest the attention of the participants and allow 

me to gather their experiences in rich detail. Furthermore, I approached the interviews in 

a neutral manner without expecting answers to any of the participants’ questions. Using 

this step helped uphold ethical standards during the process of data collection.   

Another technique that I used to help manage my biases in this research study was 

journaling. Journaling can help to promote constructive and valuable participation and 

aims to collect data that will enhance and confirm the data collected during interviews 

while seeking to clarify any responses to questions that were not adequately pursued 

(Hayman et al., 2012). Journaling enables the researcher to make their experiences, 

opinions, thoughts, and feelings known and visible. Moreover, journaling can help 

develop carefully strategic ways to address any research study challenges (Meyers & 

Willis, 2018; Ortlipp, 2008). 

Methodology 

Participant Selection Logic 

Recruitment Strategy  

Before I could recruit participants, I received approval from the Walden 

University Institutional Review Board (IRB) to conduct the study. The approval number 

was 05-03-22-0401339 which was to last for one year. Meaning, expiration was 05-02-
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2023. The population targeted for this study was informal caregivers who cared for older 

adults diagnosed with UTIs. I conducted semistructured, in-depth interviews with each 

participant for about 30 to 45 minutes. The interview questions were developed carefully 

and included limited demographic questions on age, gender, ethnicity, status, caregiving 

experiences, and history. I added extra time to an interview if an interviewee required it. 

The interviews were audio recorded and included open-ended questions.  

Criteria for Selection  

The participants in this study were required to meet specific inclusion criteria: 

• Being a current informal caregiver who provides care for older adults who 

have been diagnosed with UTI. 

• Being over the age of 18 years old. 

• Individuals with previous experiences caring for older adults diagnosed with 

UTIs as paid caregivers were also considered for participation in the study.  

Sample Size  

Several strategies can be used when a researcher is contemplating or trying to 

recruit participants for a study. Purposive sampling is used in qualitative research to 

identify and recruit participants about the experiences or phenomena of interest (Etikan et 

al., 2016). In purposive sampling, the researcher recruits individuals who know the 

phenomenon of interest, are willing to participate in the study, and meet the stated 

inclusion criteria (Etikan et al., 2016; Palinkas et al., 2015). Purposive sampling was an 

appropriate technique to recruit participants for this study who could share their lived 

experiences of the phenomena of interest. Another method used to recruit participants for 
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qualitative research is snowball sampling. Snowball sampling is a strategy where 

participants of a research study are used to recruit other participants (Etikan et al., 2016; 

Naderifar et al., 2017). When combined, purposive sampling and snowball techniques 

can recruit appropriate participants for the study (Patton, 2014). 

There is no recommended sample size for a qualitative study, and it is still an 

argument amongst researchers. No specific number is given or required for a research 

study (Boddy, 2016; Mason, 2015). In a qualitative study, the sample size is chosen based 

upon need or the researcher’s choice (Boddy, 2016; Elo et al., 2014). Samples for a 

qualitative study are generally small, but the number must be large enough to ensure that 

most or all the data are collected (Mason, 2015). The number of participants I estimated 

to take part in this study was dependent on participants availability and not knowing at 

what number saturation would be reached.  

Saturation  

Saturation is determined when additional interviews do not provide new 

information to the data already gathered on the research subject (Elo et al., 2014; 

Nusbaum et al., 2017). The recruitment of participants stops once data saturation is 

reached (Elo et al., 2014; Nusbaum et al., 2017). Fusch and Ness (2015) shared that 

interviewing is one method for a researcher to reach data saturation in a study. When 

thinking about sample size in qualitative research, the researcher must think about the 

concept of saturation, which varies and depends on the design in the study because 

designs used in qualitative studies are not universal (Dworkin, 2012; Fusch & Ness, 
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2015). The amount of information available depends on each participant. I reached 

saturation in this study when no new themes emerged from the participants’ responses. 

Instrumentation 

A qualitative interview is a valuable data-collection tool used to gather pertinent 

information on the research problem that will reflect the perceptions and experiences of 

the participant (Mcgrath et al., 2018). To begin, I explained the consent form’s content to 

each participant, and the interview followed. The instrumentation for data collection 

included a digital audio recorder in each interview session. Aside from the digital 

recording, I took observational notes during the interviews. As stated earlier, a generic 

qualitative study is used to identify “people’s reports of their subjective opinions, 

attitudes, beliefs, or reflections on their experiences” (Percy et al., 2015, p. 78). Using 

this method allows for the discovery or elaboration of information that may be important 

to the participant but was never previously considered pertinent by the researcher (Gill et 

al., 2008). The interview guide consisted of various open-ended questions. Each 

participant was asked the same questions and were allowed to talk about their 

experiences caring for older adults with UTIs in private. I decided on the number of 

questions used in the interviews based on the guidance of my chair as I sought guidance 

on how to properly formulate the questions.  

Procedures for Recruitment 

Before the interviews occurred, I informed participants about the study details and 

assured them of ethical principles, such as anonymity and confidentiality (see Gill, 2008). 

Doing so allowed the participants to know what to expect from the interview and likely 
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increased their honesty, a fundamental aspect of the informed consent process (see Gill, 

2008). Researchers used semi-structured interviews for the primary purpose of collecting 

sufficient data to answer research questions or to test a hypothesis (Muthanna, 2019). 

Data for this study were gathered by face-to-face and phone interviews with the 

participants selected. I recruited the participants through emails and other appropriate 

mediums approved by Walden University’s Research Quality Management team. The 

interviews were conducted based upon the choice and preference of location of 

participants for their convenience. Based upon the site selected for the interviews, I 

ensured the participants’ safety and comfort. I was the only researcher who conducted all 

the interviews in this study. I was mindful of the amount of time used to complete the 

interviews to prevent participants’ mental distraction and fear of withdrawing from the 

discussion while it was in progress.  

Purposeful sampling was an appropriate measure for recruiting participants for 

this study because the interviews’ focus was on the participants’ experiences. This 

sampling strategy allowed me to choose the participants, thus setting the criteria for 

inclusion. Purposeful sampling is popularly used in qualitative research to identify and 

select information related to the phenomenon of interest (Palinkas et al., 2013). 

All potential participants chosen for the study were provided with consent forms 

to be completed before their interview took place. I provided each participant with my 

contact information, including my email, phone number, Skype information, and any 

other pertinent medium through which contact could be made with me if they had any 

questions after the interview. I obtained all relevant contact information from the 
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participants in case follow-up was necessary for clarification after the interviews. The 

participants were notified that I would not contact them once there were no more need for 

data collection. Although the participants voluntarily took part in the study, I decided not 

to offer any incentives to participate in this study. 

Data Collection and Analysis 

Once I received approval from Walden University’s IRB, I ensured that each 

participant received an informed consent form and had them complete and return it. I also 

conducted an eligibility interview with each interested participant and thanked them for 

their interest in participating in the study. The informed consent form contained 

descriptions of the study’s purpose, the data collection process, and the participant’s role. 

Use of the informed consent also ensured that the participants understood how data w 

ere gathered, including informing them that their interviews would be audio 

recorded. All participants were required to read their informed consent forms and 

reiterate their interest in participating in the study by emailing or cell phone texting the 

phrase, “I consent,” to me within 10 days of receiving the informed consent form. I sent 

out a reminder to all the interested parties who were slow to respond.  

I called all participants to arrange interview dates, times, and meeting places to 

conduct interviews. If a face-to-face interview was not possible with a participant, I 

recorded telephone call or complete a skype meeting to conduct the interview. Before 

performing the interviews, I provided each participant with a copy of their signed consent 

for their records. The informed consent included the participants' right to withdraw from 

the study at any time if they became uncomfortable or disinterested. 
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Data Collection  

The data collection was completed from a sample population of informal 

caregivers who cared for older adults diagnosed with UTIs. This selected population was 

relevant to the study due to their experiences working with older adults with UTI's a 

significant period. Data were collected using the telephone, and conducting one-on-one, 

face-to-face in-depth interview sessions. 

 The plan was to conduct interviews with participants in a familiar setting where 

the participants will feel comfortable. A digital recorder was used to record the data as 

the primary device for the recording, and I did observational notetaking. However, due to 

the COVID-19 pandemic, I also made other preparations to collect data. I obtained data 

through electronic mediums such as telephone interviews.  

NVivo is a qualitative data analysis computer software used to handle small and 

large volumes of qualitative data. After collecting data, I used the NVivo software to 

organize and analyze the data. Using the NVivo software allowed me to classify, sort, 

and arrange the information. The NVivo software also examine the relationships in the 

data collected (Bergin, 2011; QSR International, 2008).  

Data Analysis  

After all the interviews are completed, the data collected were transcribed and 

sorted into categories. One of the essential tasks in conducting research is combining, 

processing, and analyzing the data obtained for evidence of pattern from the study (Codd 

et al., 2011). I reviewed the data to gain an in-depth understanding of the data collected. 

Following the data review, I also coded the data. Elliott (2018) reiterated that coding is a 
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process in qualitative research; and it is one of the fundamental aspects of the analytical 

process and how researchers break down their data collected to make something new 

(Elliott, 2018). Coding is organizing and sorting qualitative data, and it is the second step 

in data analysis (Stucky, 2015). After transcription, I ensured that all participants 

received the transcribed data to review for confirmation accuracy through mail or email.  

Issues of Trustworthiness 

Trustworthiness refers to the notion of confidence in data, interpretation, and the 

methods used to ensure the quality of the study (Pilot & Beck, 2014). To establish 

trustworthiness in my study, I (a) established trust with the participants, (b) ensured that 

notes were taken correctly), (c) clarified with the participants the procedures that (d) 

explained my role and relationship with the participants, (e) transcribed all interviews 

word-for-word (verbatim). Trustworthiness is vital to the confidence that the reader/s 

may have in the study's findings (Conelly, 2016).  

Moreover, Cope (2014) reminded readers that qualitative research's 

trustworthiness (truth value) and transparency in conducting any study are crucial to the 

findings' usefulness and integrity. The criteria for reliability in qualitative research 

include credibility, dependability, confirmability, and transferability (Conelly, 2016). 

 The researcher must be able to show trustworthiness through validity: 

• Credibility-truth of the date and interpretation of the data by the 

researcher. 

• Dependability-consistency of the data and the ability to be replicated. 

• Transferability- findings may be applied to other findings.  
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• Authenticity-The researcher's ability to express the participants' feelings 

and emotions when performing a qualitative study (Cope, 2014).  

Establishing Credibility 

Credibility is about the truth of the data collected or the participant's views and 

the researcher's interpretation and representation (Polit & Beck, 2012). Credibility is 

enhanced when the researcher describes his experience and verifies his research findings 

with participants (Cope, 2014). According to Sandelowski (1986), a qualitative study 

could be credible if the human experiences shared are acknowledged by others who share 

the same experience.   

 Triangulation could be used to enhance the credibility of a qualitative study. 

Triangulation is a qualitative research approach to test the validity of the various 

information from different sources (Carter et al., 2014). Triangulation is a qualitative 

research strategy used to test the various information gathered from other sources (Carter 

et al., 2014). Carter et al. (2014) stated that triangulation involves collecting data from 

multiple people, including individuals, groups, families, and communities, to gain various 

perspectives, and validation of data. In this study, I gathered data through interviews with 

different individuals who agreed to participate in the study. 

Peer Debriefing: A qualified peer researcher uses peer debriefing to review and 

assess transcripts and the themes of a given study's findings (Janesick, 2015). Peer 

debriefing lends support to the credibility of the data in qualitative research and provides 

a means to establish the trustworthiness of the findings (Lincoln & Guba, 1985). Peer 
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debriefing also confirms that the results and the study's interpretations are worthy, honest, 

and believable (Spall, 1998). 

Establishing Transferability 

Transferability is the ability to apply knowledge to practice (Korstjens & Moser, 

2017). As a researcher, I prepared a complete description of the contributors who 

participated in the research process. Other responsibilities as a researcher were to enable 

the readers to assess whether my findings were transferable to their settings. A revolution 

implies that the reader makes the transferability judgment and not the researcher 

(Korstjens & Moser, 2017). The researcher could apply the findings of a qualitative study 

to other settings or groups. In that case, the investigation has met the criterion if other 

individuals who were not a part of the study could benefit from the study (Cope, 2014). 

Transferability provides the readers with evidence that the research study's findings could 

apply to other contexts, situations, times, and populations (Cope, 2014).  

Establishing Dependability 

Dependability is achieved through concurring with the decisions made at each 

stage of the study (Korstjens & Moser, 2018). Dependability involves the participants 

evaluating the study's findings, interpretations, recommendations and finding support by 

the data received from participants who participated in the survey (Korstjens & Moser, 

2018). Another method to establish dependability was to utilize the audit trail. This is a 

method that enhances dependability ensuring that the data collected is accurately 

recorded and stored safely. It includes interview and observation notes; audio tape of the 
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interviews, documents and records collected, informed consent, and any other pertinent 

and related information (Leung, 2015) 

Member checking is a method used to explore the credibility of research (Birt et 

al., 2016). The participants were allowed to review and verify their stories for accuracy 

(Harper & Cole, 2012). Some benefits or advantages of member checking include 

verifying the findings' entirety- a measurable tool for the findings' accuracy (Birt et al., 

2016). Member checking is integral to qualitative research's quality process (Harper & 

Cole, 2012). As a researcher, I ensured my research study's accuracy by restating or 

summarizing the information and questioning the participant to ensure accuracy (Harper 

& Cole, 2012). 

Triangulation 

Triangulation is multiple data sources or other data analysis approaches (Salkind, 

2010). Triangulation can increase the credibility and validity of research findings (Noble 

& Heale, 2019). Triangulation can improve research by allowing different datasets to 

explain the other areas of the phenomenon of interest (Noble & Heale, 2019). By 

combining theories, methods, or observers in the research study, triangulation can help 

ensure that biases are overcome (Noble & Heale, 2019). Also, triangulation is usually 

associated with examining data from interviews, focus groups, or other sources (Salkind, 

2010).  

Establishing Confirmability 

Confirmability is the method of neutrality within a research paper (Korstjens & 

Moser, 2018). Researchers confirm that confirmability requires the researcher to be able 
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to demonstrate how they arrive at their conclusions and interpretations, and that the 

researcher should be able to demonstrate that the data collected is a representation of the 

participation of the participants and not the biases or the viewpoints of the researcher 

(Cope, 2014; Ryan et al., 2007). Confirmability is established when credibility, 

transferability, and dependability are reached (Ryan et al., 2007). To achieve 

confirmability, the researcher must demonstrate that the research results are linked to the 

conclusions in a way that can be followed and replicated (Moon et al., 2016).  

As a researcher, I was responsible for providing a complete set of notes related to 

decisions made, reflective thoughts, sampling, collecting data, and managing data 

collection- among other things (Korstjens & Moser, 2018). As such, I maintained a 

journal continuously throughout the research. To establish confirmability in this study, I 

used reflexive journaling and transcript review. 

Reflexive Journaling 

Journaling in qualitative research is the process of participants sharing thoughts, 

ideas, and feelings through writing and other appropriate mediums (Hayman et al., 2012). 

Furthermore, journaling is an acceptable method to collect qualitative data in research to 

record the participants' experiences, and advance productive conversation (Hayman et al., 

2012). The use of journaling was vital for me as a researcher because it allowed me to 

'maintain a transparent record of the research path until completion of the study 

(Korstjens & Moser, 2018). Besides, by maintaining an acceptable journal record, other 

researchers can review it to conclude the same research (Cope, 2014).  
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Transcript Review: I used two techniques for this study to enhance the research's 

confirmability. The first was the interviewee transcript review. A transcript review is a 

process where the interviewees are provided with a verbatim transcript of their interviews 

(Hagens et al., 2009). Verbatim is a faithful reproduction of the aural record- an 

indisputable recording of the interview (Poland, 1995). The interview transcript is done to 

verify the accuracy, the opportunity to correct any errors and inaccuracies, and provide 

clarification (Hagens et al., 2009). Using these techniques can help provide essential and 

valuable information on understanding the data gathered.  

Ethical Procedures 

I obtained approval from the Walden University's Institutional Review Board 

(IRB) to conduct my research study. All participants who volunteered to participate in the 

survey were 18 years and over. I also maintained the participants' confidentiality by 

assuring them that their names would not be used when the interview was audio recorded. 

The use of a pseudonym would identify all participants. Unique aliases marked audio 

recordings for confidentiality. Participants participating in the study did not bring or pose 

any problems with their line of work or personal lives. 

When the respondent knows that confidentiality is essential, it is easier for future 

or further discussion if needed (Kaiser, 2009). I took steps to maintain strict 

confidentiality during the collection of data. Specific steps were followed to secure all 

data collected, whether hard paper copies or electronic. Data privacy was ensured using 

password protection and sealed envelopes to secure paper data in a secure place. The 
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participants were required to refrain from using the names of sites, persons, or other 

sources that could be a means of identifying participants. 

At the end of the study, I retained the research paper and electronic data from the 

approval date. The data collected is securely held for five or more to, at the most, seven 

years. I will destroy all data collected electronically and via paper data at time of 

expiration. I will also delete any audio recordings obtained while gathering data.  

Summary 

In Chapter 3, I described the research methodology used for this generic 

qualitative study. Next, details of the generic qualitative approach and rationale were 

outlined. This generic qualitative inquiry used an attribution theory practice explored by 

Heider (1958). This generic qualitative research method allowed the researcher to 

identify and report the in-depth review of informal caregiver experiences among older 

adults with UTIs. Chapter 3 also addressed the research design, rationale, research 

question, the role of the researcher, researcher bias, methodology, participant selection 

logic, and instrumentation. In addition, Chapter 3 addressed the use of semi-structured 

interviews, the procedure for recruitment, issues of trustworthiness, credibility, 

transferability, dependability, confirmability, and ethical practices.  

In this chapter, I sought to capture the lived experiences of informal caregivers' 

observing and reporting to doctors, observable behavior changes in older adults, unusual 

symptoms of potential UTIs. I chose this method because of the complexity of UTIs in 

older adults and the need to understand informal caregivers' experiences who provide 

care for this population. The study's participants were chosen based upon specific criteria 
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such as informal caregivers' experiences caring for older adults with UTIs and their age 

eligibility. I used semi-structured interviews as the main instrument to collect data 

through open-and closed-ended questions. Chapter 4 will provide the final and specific 

details of the study related to the research question (s).  
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Chapter 4: Data Analysis 

I conducted this study to develop an understanding of informal caregivers’ 

experiences in observing and reporting to doctors the observable changes of behavior in 

older adult patients that were later linked to unconventional symptoms of potential UTIs. 

For this study, I employed a generic qualitative approach to address the following 

research question: What are informal caregivers’ experiences of observing and reporting 

to doctors observable changes in older adults that may be associated with unconventional 

UTI symptoms? 

Chapter 4 is organized into several sections that include reviewing the qualitative 

data analysis techniques used and presenting the findings according to the themes 

revealed in the analysis. In this chapter, I also discuss the setting, demographics, data 

collection, evidence of trustworthiness, results, and summary.  

Setting 

I carried out this research study in the state of Georgia. While recruiting 

participants, there was a growing number of issues regarding the COVID-19 pandemic 

because the country was still experiencing isolation due to the virus and people were 

concerned about face-to-face meetings. It was difficult to get responses from potential 

participants because there were some challenges with arranging the interviews due to the 

participants’ work schedules as well as fear of participating and talking about what they 

do. Therefore, I conducted interviews as participants became available.  

The participants selected their preference of interview style. Some participants 

selected an interview by telephone because of their personal time constraints and 



60 

 

schedule availability. All telephone interviews were conducted in a private and 

confidential environment. Three interviews were done face-to-face, and three were audio-

recorded phone interviews. Aside from COVID-19 concerns, there were no disturbances 

or conditions that could have potentially restricted collecting the data or the results of the 

research study. 

Demographics 

 The sample included six African American women caregivers. All participants 

were caregivers of patients who had UTIs. Four participants administered care to family 

members, and two administered cares to a friend and neighbor. Five of the participants 

had more than 5 years of experience with caregiving, and one had 10 months of 

experience. Of the six patients cared for, three were African American and three were 

European American. Three of the patients had a catheter placement, and three did not 

have a catheter. As indicated in Table 1, two of the caregivers were students, one 

caregiver a social worker, another caregiver was a chaplain, and two were certified 

nursing assistants. 

Table 1 

 

Participant Demographics 

Pseudonym  Age Education Role Characteristics 

Roses 45 Bachelor Caregiver/student Has a strong passion for the older 

population and would encourage others to 

do it.   

Lilly 62 Certificate Caregiver Worked privately as well as personally 

caring for older adults diagnosed with 

urinary tract infections. 

Jasmine 53 Master Caregiver/student Caring for elderly father, with the 

assistance of her sister. She could not 

imagine caring for her father by herself. 
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Pursuing a master’s degree in public 

health.  

Green Plant 62 Certificate Caregiver Enjoys being a caregiver despite the 

everyday uncertainties that come with it. 

When she sees her patient smiles or 

express appreciation to her, it makes her 

fulfilled. 

Tulip 57 Master Caregiver/social 

worker 

Caring for her mother was a complicated 

one. Her experiences as a nurse became 

helpful in caring for her mother. As an 

only girl she was expected to care for her 

mother as her male sibling did not think 

that it was something for them to do. 

Peony 60 Bachelor Caregiver 

chaplain 

Cares for her elderly parents at home. 

Data Collection 

I posted recruitment flyers on church bulletin boards in Georgia. Participants who 

were interested contacted me through my Walden University email address. I prescreened 

each potential participant through email to ensure that they met the criteria inclusion (see 

Appendix C). If the person agreed to participate, I scheduled an interview at an agreed 

upon time and date and emailed them the consent form. A folder was maintained for each 

participant labeled by code name and contact information to safeguard their 

confidentiality. Face-to-face interviews were scheduled at a convenient time and in a 

private location as agreed upon by the study participants. I gave all the participants the 

informed consent form prior to the scheduled interview and asked them to return the 

consent form as a scanned document via email or texting. Before conducting interviews, I 

reviewed the consent form with the participant; informed them that they could withdraw 

at any time without any question, coercion, or judgment; and ensured them that each 

participant’s anonymity would be maintained. After the interviews were completed, I 

thanked each participant for volunteering to participate in the study.  
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I completed the data process over a 6-month period. No participant that was 

scheduled for an interview withdrew from the study or did any participant experience any 

emotional distress from revisiting their work experience. Each of the interviews followed 

the same protocol and procedures with no significant deviation from the research topic. 

At the conclusion of the interviews, the study participants were asked to share the 

contents of the flyer with other people who could become possible study participants. The 

data collection process did not deviate from the plan presented in Chapter 3. 

Data Analysis  

To analyze the collected data, I followed the descriptive qualitative analysis 

process outlined by Braun and Clarke (2018). The process involved the specific phases of 

thematic analysis, which provided a clear data analysis design that allowed me to 

highlight the participants’ voices while summarizing the data. The data comprised the six 

transcribed interviews, of which three were in person and three were via audio-recorded 

telephone call. Upon completion of the data analysis, I compiled a summary of the 

emergent themes, which is described in the Conclusions section of this chapter. For the 

qualitative thematic analysis, I incorporated Braun and Clarke’s six steps of thematic 

analysis: (a) familiarization with the data, (b) generating initial codes, (c) searching for 

themes, (d) reviewing themes, (e) defining and naming themes, and (f) producing the 

report. 

As noted earlier in the study, I conducted phone and in-person, one-on-one 

interviews with the six informal caregiver participants. The interviews were transcribed 

and uploaded into Nvivo qualitative analysis software, which provided me with an 
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organized workspace in which to conduct the analysis. As the first phase in the analysis, I 

became familiar with the data by reading and re-reading the interview transcripts several 

times. For the second phase, I began to generate codes while reviewing the interview 

transcripts. This phase provided me with the opportunity to use a coding scheme for the 

coding process, allowing for searchability and summarization of the data. All relevant 

participant statements were coded into categories by me in this phase. After all interviews 

were coded, I reexamined the categories to identify any similarities, overlaps, repetition, 

or redundancy and allow for the creation of more condensed thematic data. From these 

categories, several key themes emerged that represented the key participant responses. 

The key categories that emerged from the participant responses to the interview questions 

were: (a) informal caregivers’ experience, (b) key symptoms of UTIs observed and 

reported by caregivers, (c) observable behavioral and mental state changes in patients by 

caregivers, and (d) caregivers’ experiences communicating with medical professionals. 

Evidence of Trustworthiness 

Trustworthiness refers to the notion of confidence in data, interpretation, and the 

methods that are used to ensure the quality of the study (Pilot & Beck, 2014). To 

establish trustworthiness, I established trust with the participants, ensured that my notes 

were taken correctly, clarified the procedures for the interviews with the participants, 

explained my role and relationship with the participants as the researcher, and transcribed 

all interviews word-for-word (verbatim). Trustworthiness is vital to the confidence that 

the readers may have in the study’s findings (Conelly, 2016). Cope (2014) stated that in 

qualitative research, trustworthiness (i.e., the truth value) and transparency in conducting 
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any study are crucial to the findings’ usefulness and integrity. In qualitative research, 

trustworthiness is supported by the necessary supporting evidence of credibility, 

transferability, dependability, and confirmability (Conelly, 2016; Pilot & Beck, 2014; 

Symon et al., 2018).  

Credibility 

Credibility refers to the truth of the data collected or the participant’s views and 

the researcher’s interpretation and representation (Polit & Beck, 2012; Temple et al., 

2017). Credibility is enhanced when the researcher describes their experience and verifies 

their research findings with participants (Cope, 2014). Sandelowski (1986) noted that a 

qualitative study could be credible if the human experiences shared are acknowledged by 

others who shared the same experience. In qualitative research, credibility has to do with 

the accuracy and correctness of an honest reflection of the phenomenon as described (Birt 

et al., 2016; Hammarberg et al., 2016). As such, it was important that I put aside my 

biases and analyze data from the lived experiences of the participants. In addition, I used 

member checking to broaden the quality of trust in the research by probing the 

participants’ responses for additional explanations as needed. Member checking was 

employed to afford the participants the chance to comment on the final report and better 

analyze the data collected. 

Transferability 

Transferability refers to the ability to generalize the findings outside of the 

settings or conditions (Cope 2014; Morse, 2015). Transferability provides the readers 

with evidence that the research study findings could apply to other contexts, situations, 
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times, and populations (Cope, 2014).To ensure and strengthen the transferability of the 

current study findings, I provided a description of the participants’ experiences to allow 

other investigators to have sufficient facts regarding the scope and purpose of the study. 

By doing so, other investigators will be able to create a comparative analysis. The data 

and findings of the study are presented in a detailed manner for the purpose of the readers 

to be emotionally connected to the study. During the interviews, I used a journal to 

capture the thoughts of the participants as I watched them and maintained the interview 

recordings and interview notes.  

Dependability 

 Dependability is achieved through concurring with the decisions made at each 

stage of the study, the consistency and stability of the findings, and the interpretation, and 

recommendations of the study, (Korstjens & Moser, 2018; Noble & Smith, 2015). I 

increased the dependability of the current study by conducting an audit trail of the 

collected data that was sent to the participants for them to approve. I listened repeatedly 

to the participants’ responses on the audio-recording devices to gather the important 

points they made as well as cross validate their responses for accuracy in the 

transcription. 

Confirmability 

 Confirmability refers to the ability to check the results of the study based on the 

participants’ experiences as opposed to the preferences of the researcher (Cope, 2014; 

Harper & Cole, 2012; Korstjens & Moser, 2018; Ryan et al., 2007). All the participants 

of the study responded to the same questions and reviewed their transcribed interviews to 
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address the issue of confirmability. Additionally, I bracketed out any of my personal 

biases to reduce the probability of a flawed analysis as it relates to the lived experiences 

of the participants. Bracketing was achieved using reflexive journaling where I recorded 

my thoughts and reactions during the process of data collection. I established 

transparency by including a clear and precise description of the sampling techniques and 

presentation of the research process in the narrative of the study (see Cope, 2014; Liao & 

Hitchcock, 2018). 

Results 

All participants voluntarily provided a comprehensive description of their lived 

experience providing care to older adults diagnosed with UTIs. The participants did not 

experience any major discomfort during the interview sessions. Each participant 

expressed their enthusiasm, emotions, and passion as she advocated for her patient. From 

analysis, I identified six major themes as it relates to the participants’ experiences as 

caregivers of patients diagnosed with UTIs: (a) advocacy, (b) reversed caregiving 

relationships, (c) close relationships and daily observations, (d) key symptoms observed 

and reported by caregiver’s indicative of UTI, (e) behavioral or mental status changes 

observed and reported by caregiver’s indicative of UTI, and (f) positive and responsive 

experiences with health care providers.  

Theme 1: Advocacy  

Related to the notion of providing care for older adults as an act of respect for that 

person’s humanity, caregivers described the need to serve as an advocate for the patient. 

This perceived need stemmed from the acknowledgement and understanding that the 
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older adult patient may not be able to communicate for themself. The caregiver accepted 

the responsibility of seeking help for her patient from any pertinent medical person as she 

tried to convey the observable changes in the patient.  

Theme 2: Reversed Caregiving Relationship  

A specific challenge in caregiving to a parent or grandparent is the difficult 

dynamic that arises when the caregiving relationship reverses direction (from parent 

caring for child to child caring for parent). In this scenario, the parent becomes resistant 

to receiving care from their children. The care also becomes difficult to administer 

because the patient argues and tries to establish who the parent is versus who is the child.  

Theme 3: Close Relationships and Daily Observations  

The close nature of the informal caregiving relationship and the long hours spent 

observing the patient allows for recognition of changes in behavior or health status more 

quickly by identifying uncharacteristic behaviors and symptoms of infection. The 

caregiver understands that their role enables them to be aware of changes that may 

indicate a problem, and therefore, they remain exceedingly attentive. 

Theme 4: Key Symptoms Observed and Reported by Caregivers Indicative of UTI  

Given the described inability of patients to express their own pain or health status 

changes, the caregivers’ observations as individuals who were close in relationship and 

everyday experiences with the patient were critical to providing timely appropriate care, 

particularly when it came to potential new UTIs. These observations included pain, 

discomfort, or burning sensation on voiding; behavioral and mental status changes; 
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changes in the color, consistency, and odor of the urine; fever; and incontinence. These 

symptoms were reported by the caregivers to the health care providers. 

Theme 5: Behavioral or Mental Status Changes Observed and Reported by 

Caregivers Indicative of UTIs  

The caregivers are in a position to easily recognize changes in patient behaviors 

that often clue them in to the potential UTI. These critical changes in behavior or mental 

status included confusion; agitation; aggression; lethargy and excessive sleepiness; loss 

of appetite; mood changes; and other unusual behaviors, such as refusal type behaviors. 

Theme 6: Positive and Responsive Experiences with Healthcare Providers 

The health care providers were perceived as responsive, receptive, and 

appreciative of the caregiver observations, reports, and communications. The health care 

providers welcomed and valued the information from the caregiver. The health care 

providers also responded satisfactorily to the caregivers’ communications regarding the 

changes they observed in their patients. 

Experiences of Informal Caregivers 

Experiences of informal caregivers vary based on the age, health, and the type of 

medical issues associated with each patient. For example, the participants described their 

experiences as frustrating, stressful, overwhelming, and burdensome within their informal 

setting. Some of the participants described duties and responsibilities as aiding the patient 

with personal hygiene, getting dressed, and other basic care related to activities of daily 

living. Another aspect of their care was providing companionship to the older adult in 

need, which was outside of their vision to help their clients. For example, participant 
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Peony described her relationship with her patient/client, which at first was truly simply 

one of companionship that turned into a strong, trusting friendship. Peony stated: 

First, I started out with her with just being a companion. She just wanted someone 

to go to lunch with, shopping with, just needed a body because her husband was 

very ill. And she just needed another outlet. So, we came to have a very good 

relationship, rapport and so we had a very, very good relationship. We laugh and 

have good rapport. I love to garden so I went, and I started a little garden for her 

in pots so that she could have something to occupy her time and to stimulate her 

and you know she enjoyed that. And we can talk; I’m a Christian, so I can talk 

bible and she’s also a Christian, but a different religion. So, you know we enjoyed 

just the companionship that we shared. It was a very, very good relationship. She 

trusted me a lot.  

There was mention of the difficulties experienced and the frustrations associated 

with providing personal care among caregivers, particularly for preventative care that 

should be implemented in assisted living or other settings to account for the patients’ or 

residents’ inability to communicate their health needs. Rose stated: “Preventative care or 

preventative measures should be implemented because the residents are unable to express 

their feelings of pain or discomfort or even a change in their environment or bodies”. And 

when the researcher asked how that made her feel as a caregiver, Roses responded “I feel 

frustrated.” 
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The caregivers described doing this work out of respect for the dignity of the 

person and a professional philosophy that supports the idea that everyone deserves to be 

cared for. Green Plant described: 

They're human, just like we are, and I say it's like the cycle of life to me. They 

took care of us when we were babies, and you know, the cycle of becoming a 

child, teenager, and adult, then back to the baby. They took care of us, so it's our 

turn to take care of them, regardless of if they are related to us or parents or 

whatever, or they’re strangers. I feel like to be in this profession of being a 

caregiver, whether you are a nurse, doctor, or whatever, somebody must care 

about somebody enough to take care of them. 

Related to respect for the person and the patients’ inability to communicate and 

express their needs or pain, caregivers described the need to serve as an advocate for the 

patient. Advocating for their patient is another key activity of informal caregivers. 

Jasmine noted: 

My priority is my patient. I care for my patient. It is the priority. And I fight for 

the welfare of my patient. Like if my patient is not doing well, if they [medical 

providers] are not doing the right things, I will push till they [patients] get the 

right care and if the family must call the hospice, I do the best for the patient. 

Cause I know one day we'll be like them. We always must do the best for our 

patients. 

However, one unique frustration or challenge described was the difficult dynamic 

that exists when a child is providing care for their parent, and the caregiving relationship 
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is reversed. The parent (older adult in need of care) often becomes resistant to receiving 

care from their child, for whom they feel they should provide care for.  Tulip described 

this dynamic:  

Well, I think that with my experience it was very difficult because it was my 

mother. And sometimes when a child takes on the parental role, it becomes very 

difficult for the parent to accept and so she gave me a lot of stress in everything 

that I asked her to do. It was very difficult. I remember even times when she told 

me I’m your mother, you’re not mine. But I’m the one that must care for you and 

you’re making it hard on me. 

The informal caregivers in this study universally described a focus on the patient, 

patient care, and observing the patient. The participants further described focus on the 

inclusiveness of many hours of care and observation, that allowed the caregivers the 

ability to recognize when the patient’s behavior or health status was uncharacteristic or 

different from the norm. This experience would further allow them to observe the patient 

more intently and determine whether the patient maybe be struggling with a health 

concern like a UTI but lacked the ability to express their needs. Similar to the previous 

notion of advocacy, the caregiver understands that their role enabled them to be aware of 

changes that may indicate a problem, and therefore, they remain exceedingly attentive. 

Participant Peony described:  

Also, I think that as caregivers we have to be really attentive to our clients or 

patients whatever you call them because it is only then that when you develop that 

kind of relationship that you can catch things on time so that the situation will not 
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worse because at the end of the day it is the patient who suffers if you are not 

attentive to them. 

In this way, the participants described key symptoms they observed that clued 

them into the potential problem of a UTI and the need to advocate for them to get the care 

they need. 

Key Symptoms Observed and Reported by Caregivers 

The informal caregivers in this study described the patients’ inability to express 

their own pain, concerns, feelings, or health status changes. As a result, the caregivers felt 

strongly that their observations as individuals who were close in relationship and in 

everyday experiences with the patient were critical to providing timely appropriate care, 

particularly when it came to potential new UTIs. These observations included pain, 

discomfort, or burning sensation on voiding; behavioral and mental status changes; 

changes in the color, consistency, and odor of the urine; fever; and incontinence UTIs 

also contributes to increased functional disabilities, mental status changes, urinary, and 

fecal incontinence, prostate disease in men, and estrogen deficiency in older women 

(Balogun & Philbrick, 2014; Tang et al., 2016).  Critical to this study, these observations 

included behavioral and mental status changes in the patients detected by the caregiver 

because of the unique level of familiarity with the patients in their normal state 
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Behavioral and Mental Status Changes A key subcategory of the symptoms 

observed and reported was that of noted behavioral changes in the patients. These 

behavioral changes were described in some way by all six of the caregiver participants. 

The caregivers, who spent so much time with the patients easily recognized changes in 

their behavior that often clued them in to the potential for a UTIs. Other r changes were 

mentioned by only a single participant in this study (i.e., not noted commonly across the 

six participants). The commonly reported changes in behavior and mental status included 

confusion, agitation, aggression, lethargy, loss of appetite, mood changes, sleepiness, and 

other unusual behaviors. 
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These characteristics displayed the patients, were noted by two or more interview 

participants. Commonly noted changes in behaviors were more in length than other noted 

changes in behaviors. The other noted changes in behavior were short because it’s more 

of a psychological behavior usually not the scope of practice for an informal caregiver. 

To understand these observed changes, this section will discuss and provide textual 

examples of the description offered by the participants in this study.  

Confusion  

The most noted symptom described by the participants as a sign of a UTI or 

something else “wrong” with the patient, was patient confusion. These observed changes 

in the patients were often described in the context of other symptoms such as lethargy, 

fever, or being disgruntled. Participant Peony described how the confusion was 

worrisome and was a signal to call the doctor, “Some confusion was going on. And then I 

said, no, let me call her doctor. And I called him and I told him that her behaviors were 

different and I am concerned.” Similarly, participant Tulip described how the confusion 

led her to believe her patient may have a UTI. She described: 

So she started with some confusion, which is what led me to believe that she 

might have UTI and I started looking for it. It was the confusion, and she was 

very disgruntled, and so those were some of the things that really triggered me to 

say let’s see what else is going on here. I need a urine analysis done, some blood 

work. 

Agitation  

Another common observation was agitation, which also was sometimes noted 
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along with the confusion.  This was an agitation that was noted to be distinctly different 

from the normal behavior of the patient. Participant Lily described, “I noticed that they 

get agitated, confused. They don’t behave the way they normally behave.” Further 

explaining this description of agitation and abnormal behavior, participant Jasmine 

compared it to when a baby cries because they cannot express what is wrong any other 

way. Jasmine said: 

When the patient has a UTI, they start behaving abnormally. They are agitated. 

Most of the time from the experience I have, and how I’ve seen them, it is like, I'll 

give you an example, it is like when your baby is crying and you try to find why 

the baby is crying. And from the experience I have most of the time- these elderly 

people are agitated. These behaviors signify that something is wrong, just like 

they do for a baby who cannot express their needs by him or herself. 

Aggression  

Sometimes the agitation would be reported along with aggression. Again, 

participants noted the likely cause was from discomfort that the patient was not able to 

communicate to the caregiver. Participant Roses described several of these symptoms at 

once, stating: 

There is a change of behavior. There’s a high level of discomfort that she is not 

able to explain. Okay, so she will get more agitated, more verbally abusive, 

exhausted.  She would sleep more. … [She would become] combative and 

refusing perennial care and refusing to eat. 

Similarly, participant Jasmine reported this type of aggression would sometimes escalate 
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from refusal to do something to “even fighting and aggressiveness.”  

Lethargy and Sleepiness 

 As noted above by participant Roses, the study participant caregivers commonly 

reported lethargy and sleepiness within these uncharacteristic behaviors that served as a 

warning that something was wrong. Often the participants reported that patients were 

“sleeping more.”  Participant Peony reported these types of lethargic, unusual behaviors, 

describing: 

Confusion, fever, [and] lethargic behavior; she didn’t have the energy or 

motivation to get out of bed. For that entire day she slept in bed and that was not 

her. She would [normally] wake me up saying where are we going today?  

Very similarly, participant Peony described this lack of energy and lack of motivation, 

stating, “Well, first I noticed that she had lack of energy, no motivation to go outside and 

she loved going outside. She just wanted to sleep and then you know, her symptoms were 

very rapid.”  

Loss of Appetite  

Another symptom described by the participants as often following lethargy and 

sleepiness was a loss of appetite. According to participant Peony, the patient lacked 

motivation to the point of not feeling like doing anything, even eating. Peony described, 

“I noticed that I was motivating her to get up. “Oh, I don’t feel like getting up.” She 

didn’t feel like eating.”  Likewise, participant Lily described, “Sometimes they don’t 

have appetite to eat or drink.  I’ll try to convince them, to help them, to explain to them 

that they need to eat or they need to drink. … [I] try to encourage them.”  This lack of 
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motivation or desire to eat or drink was reported as another symptom indicating a 

possible UTI. 

Mood Change 

 Some other changes in patient behaviors observed by participant caregivers that 

caused them to become concerned enough to attribute the change in behavior to the 

possibility of a UTI included mood changes. According to participant Green Plant, 

“Sometimes her mood changed.” This participant described how the mood changes 

indicated something was wrong and initiated getting medical assistance. 

I just noticed about the mood swing and stuff and the way they act, and I can tell 

when something is wrong. And I'm like, something is wrong and I wonder if she 

has a UTI, because that causes them to act different and everything. I'll tell them 

[healthcare providers], I think she has a UTI and everything, and um, she will call 

the doctor and the nurse will come out and stuff and check on them [the patient] 

and so forth, and then they'll go from there. 

Other Unusual Behaviors  

The caregivers in this study described numerous other unusual behaviors that may 

signal to them a UTI or other problem, behaviors such as defiance and doing things they 

do not normally do. This was summed up well by Jasmine, who noted how the patient 

may start with a slight temperature, but then begin to show some unusual behaviors, 

which in turn clue her in to the possibility of a UTI.  

Sometimes some of them may start having the temperature or so, but some of 

them, since they cannot say what is wrong with them, they just keep moving, 
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giving you hard time; you ask them to sit, and they want stand. … They do things 

they didn't used to do to give you hard time. Then find out it is UTI. Most of the 

time they find out it is UTI. 

Once the caregivers begin to notice these unusual behaviors, based on the caregiver’s 

everyday knowledge and experience with the patient, they often seek medical advice or 

care for the patient, which allows the patient to receive care more quickly. 

Experiences Communicating to Medical Professionals 

Regarding the caregiver communicating to the patient’s medical providers, the 

caregiver participants in this study reported very positive experiences. The health care 

providers were perceived as responsive and appreciative of the caregiver reports and 

communications, welcoming the information from the caregiver and making the 

caregiver feel valued. Participants highlighted experiences that were positive and 

practitioners who were responsive and receptive to their observations.  Participant Peony 

reported: 

They were receptive. They welcomed the fact that I am reaching out to them and 

they immediately told me that we have an appointment that we can fit you in that 

afternoon. So, the response from them was very satisfactory. The experience was 

positive and [we received an] immediate response from them. 

Similarly, participant Lily described the same positive response, even stating that the 

health care professionals depended on her to report the status of the patient and any 

change.  
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They always respond positively and order Home Health to come and take samples 

of urine for testing to confirm for what they’re suspecting. … They would depend 

on me to tell them what is going on with the patient. … They seem to understand 

and try to work with me.  

Finally, the practitioners were described as understanding the signs and symptoms that 

the caregiver related to them. Participant Roses stated, “They are very clear. They 

understood what I was talking about as I related the signs and symptoms.”  

Conclusion 

This chapter outlined the data analysis process and findings resulting from a 

qualitative thematic analysis of the data obtained from six interviews with informal 

caregivers. The findings presented six themes that were revealed from the expressed 

perceptions and experiences of the participants. These themes included: advocacy, 

reversed caregiving relationship, close relationship and daily observation; key symptoms 

observed and reported by caregiver’s indicative of UTI, behavioral or mental status 

changes observed and reported by caregiver’s indicative of UTI, and positive and 

responsive experiences with healthcare providers. The caregiver participants in this study 

expressed a drive for doing this type of care stemming from a deep respect and dignity 

for the older adult persons and even humanity more generally. In Chapter 5, I discuss the 

interpretations of the findings as related to the theoretical framework and literature as 

outlined in Chapter 2. In Chapter 5, I will discuss the limitations of this study, 

recommendations for future research, the implications for social change, and, the 

conclusion.  
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Chapter 5: Discussion, Conclusions, and Recommendations 

 

The purpose of this generic qualitative study was to identify and report informal 

caregivers’ experiences in observing and reporting to doctors, observable changes of 

behavior in older adults that were unconventional symptoms of potential UTIs. The six 

participants were female caregivers who provided care for patients, relatives, friends, or 

neighbors who were diagnosed with UTIs. I used Heider’s (1958) attribution theory as 

the theoretical framework of this study.  

The participants were interviewed in person and via the phone after discussing 

their interests and completing a demographic checklist to gather pertinent information 

surrounding their background as informal caregivers. Scheduling appointments for 

interviews was difficult due to some participants who worked more than one job. I 

conducted audio-recorded interviews following the required interview protocols by 

asking semistructured questions after obtaining each participant’s informed consent. Each 

interview lasted about 40–60 minutes. Each participant received a heart-felt thank you at 

the completion of each interview with the knowledge that there might be a follow-up 

interview for confirmation of their responses. 

Once all interviews were completed, I asked the participants to review the word-

for-word transcript of their interview to ensure its accuracy. None of the participants 

opted to make any changes or additions to their transcripts. Each participant had the 

opportunity to stop participation at any time and withdraw herself from the study without 

judgement. All the participants responded to all 11 of the interview questions. After the 

data collection process was completed, I created and documented the emergent themes: 
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advocacy, reversed caregiving relationships, close relationships and daily observations, 

key symptoms observed and reported by caregiver’s indicative of UTI, behavioral or 

mental status changes observed and reported by caregiver’s indicative of UTI, and 

positive and responsive experiences with health care providers.  

The participants’ experiences were unique to each one of them separately, but all 

of them relied on their work experiences to share their story. Each participant spoke 

about the positive and negative experiences of caregiving throughout the interview 

process. However, I also observed that all the participants loved being a caregiver and 

were advocates for their patients in their own rights. 

Interpretation of the Findings 

Responses from each participant validated and invalidated the findings based 

upon the literature. All the participants shared their experiences caring for older adults 

diagnosed with UTIs. Heider (1958) shared that attributions are daily occurrences that 

determine people’s understanding of their surroundings and their reactions to their 

surroundings. Heider’s model relates to my present the current study because each 

participant observed and described their experiences as they observed occurrences of 

change in their patients.  

UTI is a noncommunicable infection that some older adults experience as they 

age (Beard & Bloom, 2015; Grimmer et al., 2015; Zambrana et al., 2019). Zeng et al. 

(2018) reported that more than 40% of older adults experienced UTIs. Gbinigie et al. 

(2018) noted that UTIs in older adults can affect them physiologically and physically. 

UTIs contribute to increased functional disabilities, mental status changes, urinary and 
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fecal incontinence, prostate disease in men, and estrogen deficiency in older women 

(Balogun & Philbrick, 2014; Tang et al., 2016). UTIs can decrease the daily QOL in 

older adults by adversely affecting their social and personal relationships and their 

physical and psychological health (Renard et al., 2014; Schaeffer & Nicolle, 2016; 

Wagenlehner et al., 2018). 

Each of the participants described her lived experience as having the ability to 

observe changes in their patients and reporting the observed changes to the patient’s 

appropriate medical practitioner. For example, all participants contacted the patient’s 

medical provider and described their experiences communicating with medical providers. 

All the communications were positive, although some practitioners were sometimes 

difficult to contact.  

 The informal caregivers in this study described the patients’ inability to express 

their own pain, concerns, feelings, or health status changes. As a result, the caregivers felt 

strongly that their observations as individuals who were close in relationship and 

everyday experiences with the patient were critical to providing timely appropriate care, 

particularly when it came to potential new UTIs. These observations included pain, 

discomfort, or burning sensation on voiding; behavioral and mental status changes; 

changes in the color, consistency, and odor of the urine; fever; and incontinence. This 

type of response to the patients’ care is an example of observation applied to their 

environment as it relates to the patient’s change in behavior. Knoweles et al. (2016) 

validated that informal caregivers are often the first ones to notice illness or behavioral 

changes in older persons for whom they provide care. Informal caregivers are vital to the 
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support and maintaining care for older adults’ health and wellness (Tang et al., 2018). 

Each participant in the current study showed a strong sense of care for their patient 

despite their experience. Heider (1958) provided a clear description of how people 

perceive, analyze, and respond to others, sharing that before people can assign causality 

to any event, the contributing factors needs to be assessed. 

Relationship of the Results to Attribution Theory  

 I used the theoretical framework of attribution theory as a lens through which to 

view caregivers noting and reporting observable changes in behavior and unconventional 

symptoms of UTIs. The fundamental premise of attribution is to attribute causes to the 

behavior of others (Heider, 1958). The literature is limited on informal caregivers’ 

experiences providing care to older adults diagnosed with UTIs. However, studies have 

shown that by the year 2030, the worlds’ population of older adults will be about 1.6 

billion (He, Goodkind, & Kowal (2016). 

Attribution is used in many contexts with different meanings. Heider (1976) 

indicated that attribution is a part of human understanding of their environment and that 

as one becomes aware of their environment, the process of attribution takes place. Heider 

(1958) also stated that attributions are everyday occurrences that determine people’s 

understanding of their surroundings and reactions. Heider viewed attribution as the result 

of an assessment of cause and effect based upon patterns of circumstances assumed to 

have contributed to others’ behavior. Heider provided a clear description of how people 

perceived, analyzed, and responded to others, stating that people used two different 

attributions (i.e., internal and external attributions) based upon others’ observed 
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behaviors. Internal attribution referred to the belief that behavior is caused by personality, 

disposition, ideas, and other internal factors (Wallace, 2019). Internal factors are the 

criterion motivated by a person’s nature, attitude, and personality, while external factors 

are driven by situational components, such as luck and task difficulty (Pishghadam & 

Abbasnejad, 2017).  

In this study, the caregivers observed changes in their patients and responded by 

following up with the patients’ health care professionals. The caregivers analyzed the 

cause and effect and became proactive in the care of their patients.  By providing 

pertinent information to health care professionals, the patient received pertinent medical 

attention and treatment. As noted in Chapter 2, four of the seven antecedents that Heider 

(1958) shared were consciousness, observation, effort, and emotions or feelings. These 

four antecedents were demonstrated by the participants of this study as they became 

aware of their patient’s change in behavior. The caregivers were, in turn, able to make a 

thorough assessment of their patients. 

Consciousness  

Consciousness is the self-awareness of a person's behavior, social environment, 

and outcomes. The informal caregivers’ experiences in providing care for the patient 

allowed them to become conscious of the patient’s change in behavior, and thus, they 

developed a cause for concern for the person observed (Heider, 1958). 

Observation  

Observation is the thorough examination performed by the observer of another 

person’s behavior in a particular environment where people were active participants. 
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Caregivers’ causal attributions played an essential role in identifying triggers of UTIs as 

they observed changes in their patients’ behavior (see Heider, 1958; Weiner, 2018).  

Effort  

 Effort is the observer’s attempt to make an individualized change or improvement 

of a situation (Heider, 1958). The informal caregivers conducted periodic assessments 

based on changes observed over some time. At the end of the observation, the informal 

caregiver had sufficient data and communicated what they observed to the medical 

professional. 

Emotions or Feelings  

The observed individual’s sentiments are based on the experimental influences, 

resulting in a positive or negative outcome (Heider, 1958). In this study, the informal 

caregivers’ emotions toward the observed changes in the patient’s behavior negatively or 

positively influenced the situation’s results based upon the doctor’s information or 

feedback (see Bavel et al., 2020). In this instance, the patient was experiencing 

unconventional symptoms attributed to UTIs. The caregiver observed the change in 

behavior of the patient because the caregiver was familiar with the patient’s day-to-day 

behavior. When there was an adverse change in behavior, the caregiver attributed the 

shift to a cause. 

Previous studies had not been conducted on the topic of UTIs and the caregivers’ 

experience. However, the literature did contain data regarding caregivers’ experience 

caring for patients with other illnesses, such as cancer, COVID-19, and mental health 

(Dunning & Pownall, 2019; Kadhel et al., 2018; Sagayadevan et al., 2019). To address 
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the gap in literature, the research question for this study was: What are informal 

caregivers’ experiences of observing and reporting to doctors observable changes in older 

adults that may be associated with unconventional UTI symptoms?   

All six participants in the current study answered all 11 interview questions. 

Overall, observation appears to function as a key component in helping the participants to 

provide and obtain care for their patients when changes in the patient occur. The positive 

effect of observation is that the caregiver can attribute the changes observed to mean that 

something is wrong with the patient that needs attention. The effects of UTIs in older 

adults can be negative (Gbinigie et al., 2018; Renard et al., 2014; Schaeffer & Nicolle, 

2016; Wagenlehner et al., 2018). Studies further showed that UTIs can decrease the daily 

QOL in older adults by adversely affecting their social and personal relationships and 

their physical and psychological health (Renard et al., 2014; Schaeffer & Nicolle, 2016; 

Wagenlehner et al., 2018). 

Themes of the Study  

Informal caregivers’ experiences of caring for older adults diagnosed with UTIs 

resulted in six common themes as shared by the participants: advocacy, reversed 

caregiving relationships, close relationships and daily observations, key symptoms 

observed and reported by caregiver’s indicative of UTI, behavioral or mental status 

changes observed and reported by caregiver’s indicative of UTI, and positive and 

responsive experiences with health care providers. 
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Limitations of the Study 

There were several limitations that arose in this study that should be further 

investigated. The focus of this research was to identify and report informal caregivers’ 

experiences in observing and reporting to doctors the observable changes of behavior in 

older adult patients that were later linked to unconventional symptoms of potential UTIs. 

The data collected are important to the phenomenon under study. Previous research 

showed that as adults become older, UTIs become a significant health concern that 

increases in prevalence (Cortes-Penfield et al., 2017; Tang et al., 2019). UTIs account for 

about 25% of all older adults’ infectious disease in the United States (Cortes-Penfield et 

al., 2017). 

One limitation in the study was that all the participants were African American 

females. This sample limits the generalizability of the study to the women who 

participated in the study, so the results are not generalizable to all women in the United 

States. The second limitation of this study was that there were no male participants; 

therefore, this study may not transfer across to all informal caregivers’ experiences.  

 The third limitation was that the results only included African American women 

from northeastern region and the metro area of Atlanta, Georgia. Because of this 

limitation, the results from this study may not be transferred to women of other ethnic 

backgrounds who could have provided their own individual experiences with caring for 

older adults diagnosed with UTIs. The data may not represent the complete experiences 

of all informal caregivers in the United States because there were only six participants in 

the study. The fourth limitation was my issues recruiting possible participants due to the 
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COVID-19 pandemic occurring at the time of the study. My ability to gather data was 

challenged because some of the participants worked more than one job, which made it 

difficult to schedule appointments for interviews. The fifth limitation was that some 

participants were reluctant to meet face-to-face for fear of contracting the COVID-19 

virus.  

The sixth limitation was the difficult development of the interview questions. 

Conducting a qualitative interview requires an in-depth understanding of the skills 

needed to obtain meaningful answers from interviewees (Patton, 2015). To confront this 

difficultly, I followed McGrath et al.’s (2019) 12 tips for conducting qualitative research 

interviews. These steps included preparing oneself as an interviewer, constructing an 

interview guide, testing interview questions, talking less and listening more, being 

prepared to handle unanticipated emotions, transferring the interviews in a timely 

manner; checking the data, and initiating analysis early.  

The final limitation was researcher bias. It was my intention to control my biases 

using bracketing, but it is possible that my bias may have influenced the collection of the 

data and its interpretation since I was once an informal caregiver. While I may have had 

the same or equal experiences as the participants in this study, my beliefs and/or 

experiences could have influenced the collection of the data and my interpretation of the 

findings. 
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Recommendations 

In this study, I focused on informal caregivers’ experiences of caring for older 

adults diagnosed with UTIs. All six participants were African American female 

caregivers even though that was not my intention as the researcher. All but one of 

 the participants were from the Metro Atlanta region of the state of Georgia and the one 

caregiver was from the Northeastern region of the United States. Based upon the 

narrowed geographical area from which the participants were chosen, transferability may 

not be possible. The size of the participants was small, and it is therefore suggested that a 

quantitative study be done to continue examining informal caregivers' experiences of 

observing and reporting to doctors’ observable changes in older adults that may be 

associated with unconventional urinary tract infection symptoms. 

The perception of these six African American caregivers were obtained for this 

study. I was unable to locate any other research on the lived experiences of informal 

caregivers caring for older adults diagnosed with UTIs. The experiences were gathered to 

identify their perceptions and to share their lived experiences caring for older adults 

diagnosed with UTIs. By understanding the experiences of these female caregivers, it 

may help to bridge the gap between informal caregivers and medical providers. Amidst 

this group, there are various age groups (40s, 50s and 60s), it would be useful to follow 

up with other age groups on their experiences caring for older adults diagnosed with 

UTIs.   

Another recommendation for future study would be to obtain data on the 

experiences of male and female caregivers of other ethnic backgrounds since this study 
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was based upon the experiences of six African American female caregivers. Other 

recommendations concerning delimitations of geographical locations, would do well in 

qualitative research to capture the experiences of informal caregivers in various areas of 

the United States to help this phenomenon on caring for older adults diagnosed with 

UTIs. Although the results in this studyshow the experiences of six participants, 

indications are that further study needs to be done, to understanding this phenomenon.  

Research shows that UTIs amongst older adults, UTIs in older adults in the 

United States is a widespread public health issue (Bardsley, 2017; Beahm et al., 2017; 

Bing-Johnson, 2016; Chu & Lowder, 2018; Cortes-Penfield et al., 2017; Gbinigie et al., 

2018; Knowles et al., 2016; Schaeffer & Nicolle, 2016; Tang et al., 2019). UTI is counted 

as the most common infection in older adults (Godbole et al., 2020; Rodriguez-Manas, 

2020). This research was an in-depth study that sought to identify and report the lived 

experiences of informal caregivers caring for older adults diagnosed with UTIs. Findings 

from this study may suggest that there are more caregivers who may be open to sharing 

their experiences with advocates, human services professionals, or healthcare providers. 

Future study should include exploring broader number of informal caregivers from 

different ethnic backgrounds as it relates to informal caregivers' experiences of observing 

and reporting to doctors’ observable changes in older adults that may be associated with 

unconventional UTIs symptoms. 

Implications for Social Change  

The results from this study have implications for positive social change. This 

study set out to understand and report informal caregivers' experiences in observing and 
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reporting to doctors' observable changes of behavior in older adults that were later linked 

to unconventional symptoms of potential UTIs. Human services professionals, social 

workers, and advocates could potentially use the information from this study to advocate 

for educational seminars and awareness campaigns that educate informal caregivers of 

some of the atypical or unconventional symptoms of UTIs.  

Findings from this study could contribute to the work of previous and current 

research to promote awareness of the experiences of informal caregivers caring for older 

adults diagnosed with urinary tract infection. The use of webinars, workshops, table talks, 

and face-to-face circles of sharing stories may be possible tools of engagement to help 

other informal caregivers to share their lived experience. The results of this study may 

provide a future voice, and a platform that will support informal caregivers who provide 

care for older adults diagnosed with UTIs in the United States.  

Several common themes were identified in this study shared by the participants 

from their experiences such as (a) Advocacy, (b) Reversed Caregiving Relationship, (c) 

Close Relationships and Daily Observations, (d) Key Symptoms Observed and Reported 

by Caregivers Indicative of UTI, (e) Behavioral or Mental Status Changes Observed and 

Reported by Caregivers Indicative of UTI, and (f) Positive and Responsive Experiences 

with Healthcare Providers. These themes may correspond in future and continued 

research articles as it relates to informal caregivers’ experience caring for older adults 

diagnosed with UTIs.  

Findings from this study could help advocates, human services professionals, 

health care providers, and policymakers to consider social change by providing 
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information that could be used to improve the quality of life for older adults. Timely 

treatment of UTIs could decrease the amount of pain, sepsis, and suffering experienced 

by delayed treatment (Symptoms and Causes, 2021). Early detection and treatment could 

further contribute to social changes by decreasing the number of deaths among older 

adults caused by undiagnosed and delayed treatment in a patient. Additionally, 

policymakers, human services professionals, social workers, health care professionals, 

and advocates could consider how the experiences of informal caregivers caring for older 

adults diagnosed with UTIs as described in this study, will be used within their practice as 

interventions, and caregiver programs. 

Conclusion 

Several thematic conclusions can be drawn from the qualitative findings of this 

study. This generic qualitative study was to identify and report informal caregiver 

experiences in observing and reporting to doctors' observable changes of behavior in 

older adults that were later linked to unconventional symptoms of potential UTI. To 

understand this phenomenon, six women caregivers were interviewed about their 

experiences as caregivers for older adults diagnosed with UTIs. Each interview lasted 

between 40-60 minutes, and saturation was reached after interviewing six participants. 

All participants in this research study were African American women. I did experience 

some difficulty scheduling the interviews as some of the participants worked more than 

one job. Also, due to the COVID-19 pandemic, potential participants were hesitant to 

meet in person as they were concerned about the spreading of the virus. Despite this 
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difficulty, I did not have the need to utilize snowball sampling as I was able to schedule 

interviews that were convenient for each participant. 

The findings in this study revealed that the participants were people who cared 

and were willing to advocate for their patients. Findings also showed some key thematic 

response categories offered by the participants. These key thematic response categories 

were: (a) related to the experiences of informal caregivers, (b) key symptoms of UTI 

observed and reported by caregivers, (c) highlighting the behavioral and mental state 

changes in patients signaling potential UTI, and (d) experiences communicating with 

medical professionals. The caregiver participants in this study expressed a drive for doing 

this type of caregiving stemming from a deep respect and dignity for the older adult 

person and even humanity more in general.  The research also showed that informal 

caregivers play an important role in caring for older adults who have a need for their 

service. We are indebted to them for their willingness to participate in this important 

study. 

I presented in this chapter the findings of my current research, the interpretations 

of the findings as related to the theoretical framework and the literature as outlined in 

Chapter 2. This chapter included a review of limitations of the study, recommendations 

for future research, implications for social change, and the conclusion. This study showed 

informal caregivers’ experience caring for older adults diagnosed with UTIs. The study 

further showed that informal caregivers are advocates for their patients, observed changes 

in their patients, and reported to doctors the observable changes of behavior in older adult 

patients that were later linked to unconventional symptoms of potential UTIs. As a 
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society, we are indebted to the skills and experiences of informal caregivers who are 

willing to provide care for this population and in the process become their advocates.  
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Appendix A: Demographic Check List 

Special Identifier: ______________Race/Ethnicity_________________________ 

Participant’s Name: ______________________________ 

Participant’s Address: ___________________________________ 

City____________________State______ Zip code___________ 

Participant’s Age: ___________ Participant’s Gender: Male_____ Female_____ 

Participant the Primary Caregiver? Yes____  

Caregiver Status: Spouse/Significant Other __________ Adult Child _Grandchild  

_________ Other family member (aunt, uncle, niece, nephew, cousin) _________ 

Marital Status: Single______ Married_______ Divorced______ Widowed______ 
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Appendix B: Interview Protocols 

 

Thank you for taking time out of your busy schedule to participate in this  

Study. My name is Novelett Stennett, and I am a doctoral candidate at Walden 

University. This research is being completed to fill my degree requirements as it is a topic 

of great importance and one that I am passionate about. I am researching the experiences 

of informal caregivers caring for older adults diagnosed with UTIs. I will try to ensure 

that I do not to take up too much of your time. This interview will take approximately 30-

45 minutes. If there is a question that you do not understand, please do not hesitate to let 

me know. If any of the questions make you uncomfortable for any reason, let me know, 

and I will stop the questions. I will end the session at any time at your request. Before we 

start, do you have any questions for me? Ok, let’s begin. 
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Appendix C: Interview Questions 

Participant Name: ______________________  

Unique Identifier: ______________________  

Interviewer Name: ___________________________Location: _____________ 

Semi Structured Interview Questions to address the RQ-What are informal 

caregivers’ experiences in observing and reporting to doctors, observed changes in older 

adults that were associated with unconventional symptoms of UTIs?” 

1. What is the relationship between you and your patient? 

2. How long have you been a caregiver to the patient? 

3. What is the age and gender of the patient you are caring for? 

4. Does your patient have a catheter or has ever had a catheter? If so, how long? 

5. Tell me about your experience as an informal caregiver to your patient. 

6. What was your initial perception of older adults living with UTIs? 

7. What are some of the changes in behavior you observed that caused you to 

become concerned enough to attribute the change in behavior to the possibility of UTI? 

8. Were there any unusual behaviors that your patient displayed due to the UTI? 

(non-verbal behavior, etc.). 

9.. What is the experience like when communicating your observations of your 

patient to medical professionals?  

10. Please share any positive experiences when interacting with medical providers 

on behalf of your patient that you can recall. What about adverse experiences? 
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11. Is there any additional information you would like to share about your 

experiences in observing and reporting to doctors your observed changes associated with 

unconventional symptoms of UTIs?   
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