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JIN-SUNKIM 

Emotional and Physical Health Impacts of Intergenerational Caregiving for the 

Cognitively imdlor Functionally Impaired Elderly in Korea 

(Under the direction of LOREK. WRIGHT, Ph.D, R.N., C.S., FAAN) 

The purpose of this study was to examine the emotional and physical health of 

daughter and daughter-in-law caregivers who cared for cognitively and/or functionally 

impaired parents or parents-in-law in Korea and to identifY factors that explain the 

emotional and physical health of Korean daughter and daughter-in-law caregivers. The 

study was guided by Riegel's (1975, 1979) and Lerner's (1985, 1986, 1991) human 

developmental theories with emphasis on cultural factors and social network 

interactions. 

A purposive sample of 120 daughter arid daughter-in-law caregivers who 

cared for cognitively and/or functionally impaired parents or parents-in-law was 

selected for this study. Care-recipients were predominantly female, widowed and less 

educated. Levels of cognitive and functional impairment were relatively low 

compared to Western studies. Caregivers were predominantly daughters-in-law and 

married. Most provided caregiving due to a general sense of obligation and 

responsibility rather than affectional motives. Caregivers in this study reported 

relatively poor emotional and physical health. 

Hierarchical regression analyses revealed that poor emotional health of 

caregivers was predicted by lower family income, the presence of dementia in care

recipients, and higher·social conflict. Poor physical health of caregivers was 

predicted by older age, fewer competing roles, and poor emotional health. Among 



cultural variables, only social conflict was a significant predictor of caregivers ' 

emotional health, while competing roles were significant predictors of caregivers ' 

physical health. 

In addition to regression analyses, path analysis was used to test an overall 

conceptual model of caregiver health. Social conflict emerged as an important 

mediating variable for caregiver emotional health; furthermore, social conflict and the 

caregivers ' emotional health were mediators for caregiver physical health. 

1bis study confirmed the importance· of a comprehensive understanding of 

social network interactions. Social . conflict, especially intrafarnily conflict was a 

powerful predictor of caregivers ' negative health outcomes. Interventions to relieve 

negative social network interaction may prevent or relieve the negative health 

outcomes of caregivers. 

INDEX WORDS: Family Caregiving, Impaired Elderly, Depression, Physical Health, 

Family Conflict 
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CHAPTER I: INTRODUCTION 

In Korea, several factors indicate a growing need for family caregiving research: 

an aging population, social changes in familial factors, and the lack of health care and 

social service policies for the impaired elderly and family caregivers of the impaired 

elderly (S. J. Choi, 1999; M. K. Suh, 1994; Y. R. Lee, 1995). Since 1960, the elderly 

population aged 65 and over has increased by 5.5% annually while the total population 

increased by only 1.3% annually. In 1999, 6.8% of the total population was over 65 

years old compared to 3.3% in 1960 (M. K. Suh, 1994). Life expectancy also has 

increased from 52.4 years in 1960 to 74.4 years in 1997. It is estimated that 14.3% of 

the population in Korea will be 65 years or over by 2022 (National Statistical Office, 

1998). Due to the rapid increase in the sheer number and proportion of the elderly 

population, the dependency ratio is also rapidly increasing. A national survey (K. H. 

Cheutig et a!., 1998) conducted by the Korea Institute for Health and Social Affairs 

(KIHSA) indicated that 86.7% of the elderly aged 65 and over have at least one chronic 

disease. Moreover, 43.4% of the elderly have limitations in performing daily activities 

due, to these chronic diseases. 

Koreans live in a society strongly influenced by the traditions of filial piety 

and familism (S. J. Choi, 1996; Sung, 1994, 1995). These two traditional social 

values provide the moral basis for family-centered caregiving. Filial piety has been 

characterized by emphasis on two principles--''to respect one's parents" and "to care 
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for one's parents" (Sung, 1995). Koreans have traditionally taught their children to 

revere and obey their parents and to be responsible for their parents in the parents ' 

old age. Familism is defined as "the perceived strength offamily bonds and sense of 

loyalty to family" (Luna eta!., 1996, p.267). The value of family is strongly 

emphasized above the individual. Throughout history, adult children and elderly 

parents have preferred to live together, be interdependent, and support each other. It 

also has been viewed as unacceptable for elderly persons to live alone. According to 

the 1990 census, over 70% of Korean fanlilies live with their married or unmarried 

children (National Statistical Office, 1993). 

Under these traditional social values, taking care of the impaired elderly is the 

adult children's responsibility. A son, particularly the eldest son, cares for his elderly 

parents, and the son's responsibilitY also extends to his wife, the daughter-in-law. 

The daughter-in-law, particularly the first daughter-in-law, has been socially expected 

to be the caregiver for elderly parents-in-law. Whether or not they like this, children 

generally accept it, and social pressure greatly helps to enforce it (S. J. Choi, 1996; 

Sung, 1990, 1994, 1995). Moreover, receiving personal care from non-family 

members has been discouraged and the institutionalization of the impaired elderly is 

treated with contempt in Korean society (H. Lee, S. Kim, & You, 1997). 

Accordingly, institutional care for the impaired elderly is.uncommon in Korea. Only 

0.32% of elderly Koreans live in institutions compared to approximately 5.7% of 

older Americans (National Statistical Office, 1998). The majority of the impaired 

elderly reside in the community and are cared for by their family members. This 

process continues today, although it may be in a less intensive manner than in the past 



and the ways of operating are undergoing gradual change (H. K. Choi; 1993; S. J. 

Choi, 1996; M. K. Suh, 1994; Sung, 1994). 

However, social changes in familial factors have limited the Korean family's 

ability to support and care for the impaired elderly. These changes include greater 

female participation in the paid labor force, a decrease in multigenerational 

households and family size, the geographic mobility of the young, and the weakening 

tendency of traditional social values on the family. In 1997, 49.5% of the married 

women in Korea were in the labor force (National Statistical Office, 1997), and these 

women do not want to give up their work to assume a caregh:er role for their older 

parents. The average family size has decreased from 5.7 in 1960 to 3.6 in 1995, 

forcing smaller families to support a growing number of dependent family members 

(National Statistical Office, 1997). 

Moreover, the current health and social service programs are unable to meet 

the needs caused by social changes, including the aging population and familial 

factors. The traditional social values in Korea have played an important role in 

shaping the health and social policies for the elderly and their caregiving families. 

The family is expected to be, and in fact is, an important source of health care and 

social services in Korea. In the current Korean health care system, outside of health 

insurance for acute illness, there are almost no social policies for the impaired elderly 

and the families who care for them (S. J. Choi, 1996; Pailey, 1992; Peabo~y, Lee, & 

Bickel, 1995). The lack of availability of an infrastructure for in-home or 

community-based supports or chronic-care facilities, such as nursing homes, places 

tremendous pressure on caregivers of the impaired elderly. There is an increasing 

tendency to use home care, nursing homes or other institutions, and paid non-family 

3 
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caregivers (Ganbyung-In) for the impaired elderly, but these are expensive and not 

reimbursed by current insurance (S. J. Choi, 1996; H. Lee et al., 1997; M. K. Suh, 

1994). Although there are growing concerns about the impact of family caregiving on 

caregivers ' emotional and physical health in Korea, little empirical data exists to 

support the needs of health and social service programs and policies for the impaired 

elderly and the families who care for them. 

Many studies have been conducted to investigate both caregivers ' emotional 

and physical health and factors related to reported health in the Western culture. In 

the majority offamily caregiving research in the Western culture, family caregiving 

of the cognitively and functionally impaired elderly has been viewed as a burden-

emotional, physical, and financial--for individuals, families, and society (Anderson, 

Linto, & Stewart-Wynne, 1995; Pallet, 1990; Pearlin, Mullan, Semple, & Skaff, 

1990). Moreover, a large number of studies have documented that family care giving 

for an impaired elder can adversely affect the caregiver's emotional and physical 

health (Baumgarten et al., 1992; Dura, Stukenberg, & Kiecolt-Glaser, 1991; Schulz, 

O'Brien, Bookwala, & Fleissner, 1995; Wright, Clipp, & George, 1993). However, 

the majority of these findings were obtained within the context of the Western culture 

and did not consider cultural specificity. 

Family caregiving is a very complex phenomenon which depends on the 

sociocultural contexts in which it is given. Cultural norms and sociopolitical contexts 

may directly and indirectly influence family caregiving (H. K. Choi, 1993; Connell, & 

Gibson, 1997; Lawton, Rajagopal, Brody, & Kleban, 1992; Y. R. Lee & Sung, 1997; 

Yamamoto & Wallhagen, 1997; Young & Kahana, 1995). Culture is defmed as "a 

group 's way of life: the values, beliefs, traditions, symbols, language, and social 



organization that become meaningful to the group members" (Aranda & Knight, 

1997, P. 342). Culture is an important factor that influences family caregiving 

outcomes and dynamics because caregiving behaviors may ~e culturally dependent 

and reflect the present form of a culture. Caregivers with different cultural 

backgrounds are thought to perceive and react to caregiving in different ways. The 

context of social and historical processes should be considered when trying to 

understand and interpret caregiving behaviors and impacts (Abel, 1990; Braithwaite, 

1992; H. K. Choi, 1993; Cox & Monk, 1993; Hernandez, 1991; Holroyd & 

Mackenzie, 1995; Lawton eta!., 1992; Y. R. Lee & Sung, 1997; Phillips eta!., 1996; 

Wright & Mintzer, 1993; Young & Kahana, 1995). 

5 

Nevertheless, until recently, the influence of culture on family caregiving 

dynamics has rarely been considered in caregiving research (Connell & Gibson, 1997; 

Hernandez, 1991). Few stUdies have considered the effect of cultural variations in 

social norms and value systems as possible explanations for the differences in family 

caregiving behaviors (H. K. Choi, 1993; Cox & Monk, 1993; Haley eta!., 1995; 

Lawton eta!., 1992; Y. R. Lee, 1995; Mintzer & Macera, 1992; Young & Kahana, 

1995). Yet, without considering sociocultural contexts, conceptualizing and 

understanding family caregiving are difficult. Because most of the current findings 

and interpretations do not consider sociocultural contexts, they have limited 

usefulness and relevancy to recommend programs, services, or political actions for 

Korea, which has a unique sociocultural context. 

In addition, many previous studies have included diverse groups of caregivers 

without paying sufficient attention to the differential effect of gender and the familial 

generation of caregivers (i.e., adult child, spouse). However, the impact of caregiving 
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on the emotional and physical health of caregivers has been found to be significantly 

different based upon both gender (Horowitz, 1985; Ingersoll-Dayton, Starrels, & 

Dowler, 1996; Montgomery, 1992; Shin, 1995; Young & Kahana, 1989) and the 

familial generation of caregivers (Cattanach & Tebes, 1991; Dura eta!., 1991). 

Previous studies have found that women caregivers, especially daughters and 

daughters-in-law, experience the greatest adverse emotional and physical health 

consequences of parent care giving because of their multiple social roles in addition to 

caregiving demands (Ingersoll-Dayton et al., 1996; S. S. Kim, 1992; Kramer & 

Kipnis, 1995; Young & Kahana, 1989). Adult children are an essential source of 

caregivers if a spouse is neither available nor capable of providing care (Coward, 

Home, & Dwyer, 1992). As the population of aged individuals continues to grow, 

more and more adult children will be placed in the position of providing care for their 

· elderly parents (Walker et a!., 1995). Although daughter and daughter-in-law 

caregivers have comprised a significant portion of caregivers and their increased risk 

status in Korea, daughter and daughter-in-law caregivers as a group have not been 

studied extensively and systematically. Little is known about how caregiving for the 

cognitively and functionally impaired elderly impacts the health of the daughters and 

daughters-in-law who provide this care in Korea. 

Given these considerations, a study which explores the emotional and physical 

health consequences of intergenerational caregiving of daughter and daughter-in-law 

caregivers who care for cognitively and functionally impaired parents or parents-in-law 

and factors related to caregiver reported health in the sociocultural context of Korea is 

necessary. Miller and Lawton (1997) noted that the emphasis on negative caregiving 

outcomes has a policy-relevant dimension by drawing attention to the need for 



additional service resources to mitigate family burden and prevent early 

institutionalization. 
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With increased knowledge of the health consequences ·pf intergenerational 

caregiving and the factors related to health consequences of daughter and daughter-in

law caregivers in the sociocultural contexts in Korea, nurses can play an important role 

in preventing and/or diminishing negative impacts by developing interventions and 

public policies that would assist families in dealing with the impaired elderly and 

enhance the capacity offamilies to support and care for them. 

Purpose of the Study 

The purpose of this study is to examine the emotional and physical health of 

daughter and daughter-in-law caregivers who care for cognitively and functionally 

impaired parents or parents-in-law in Korea. A further purpose is to identify factors 

that explain the emotional and physical health of Korean daughter and daughter-in-law 

caregivers. Specifically, the study aims to (a) explore the predictors of daughter and 

daughter-in-law caregivers' emotional and physical health, (b) explore the predictors of 

daughter and daughter-in-law caregivers' social network interactions, (c) and test a 

path model which conceptualizes social network interactions as a mediator of daughter 

and daughter-in-law caregivers' emotional and physical health. 

Conceptual Model 

The conceptual model developed for this study is' guided by Riegel's (1975, 

1979) and Lerner's (1985,'1986, 1991) human developmental theories and the family 

caregiving literature. In this section, Riegel 's and Lerner's human developmental 

theories will be described, the differences between a predominant paradigm in family 

caregiving research, stress theories, and Riegel's and Lerner's human developmental 
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theories will be discussed. Riegel ' s and Lerner ' s human developmental theories will 

be applied to intergenerational family caregiving in Korea. 

Riegel 's and Lerner's Human Developmental Theories 

Riegel's (1975, 1979) and Lerner's (1985, 1986, 1991) human 

developmental theories posit that dynamic interactions between people and their 

environments are considered essential for any development. The core premise of 

Riegel 's dialectical theory is that development is the result of discordance, 

asynchrony, or conflicts between two or more different progressions of events along 

four dimensions: the inner-biological, the individual-psychological, the cultural

sociological, and the outer-physical (Riegel, 1975, 1979). Riegel argues that 

development will occur only when people are faced with difficult life situations, 

conflicts, or crises. In dialectical theory, the outcomes of developmental processes 

can be positive or negative depending on the interactions between the human 

organism and the context (Riegel, 1979). Control, concordance, and adaptation are 

examples of positive outcomes of developmental processes, whereas disorder, 

discordance, and distortion are examples of negative outcomes of developmental 

processes. 

Building on Riegel 's dialectical human developmental theory, Lerner (1986, 

1991) emphasizes the contextual variability and diversity in human development. The 

core assertion of Lerner's developmental contextual perspective is that changes in 

organism-context relations are the basic change process in development. Stated 

differently, changes in the organism always occur in'dynamic connection with 

changes in the context (Lerner, 1991 ). Therefore, the concept of development is a 

relational one. To understand a phenomenon, researchers should consider both 



intraindividual interactions as well as extraorganism contexts. Intraindividual 

interactions take place among biology, cognition, affection, and developmental status 

pertinent to each person. Extraorganism contexts include social networks, 

community, societal and cultural contexts, and the changing historical period 

experienced by the person. Therefore, the individual's social contexts of family, 

community, society, and culture aie important in this perspective. 

Therefore, organism-context relations should be the unit of study. 

Development lies neither in the individual (or other unit of analysis) alone nor in the 

social group but in the interrelations. Moreover, the interactions between the 

organism and the context are influenced by the community, society, and culture as 

experienced by the individual (Lerner, 1986, 1991). 

Stress Perspective versus A Developmental Contextual Perspective 

9 

A number offamily caregiving studies have been guided by stress models 

which draw largely on the work of Lazarus and Folkman (1984), McCubbin and 

_Figley (1983), and Pearlin et al. (1990). Although some differences exist among 

various stress models, their basic assumption is that stressful events are potentially a 

threat to an individual's, dyad's, or family's health and psychological well-being. 

The stress perspective limits its focus to one level of impact--typically the individual, 

the dyad, or the family. Researchers do not reflect on the underlying interdependence 

of these levels because they focus on the caregivers (or other unit of analysis) who · 

experience stress in the presence of care-recipient illness (Gottlieb, 1989; Walker, 

1985). However, this perspective has been inadequate in explaining a number of 

previous research findings related to family caregivers (Cohen, Teresi, & Blum, 1994; 

Wright, 1988; Zarit & Reid, 1994). For example, it is difficult to explain why African 

0 • 
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American caregivers appear to be psychologically healthier than Caucasian American 

caregivers who are enduring similar levels of stress. Previous studies have found that 

characteristics of the individual (or other unit of analysis) have limitation to predict 

caregiver burden or emotional and physical health (Gottlieb, 1989; Walker, 1985). 

Clearly, family caregiving is a complex phenomenon. 

A developmental contextual perspective has been proposed as an alternative 

model to the stress perspective (Barer & Johnson, 1990; Gottlieb, 1989; Mathews & 

Rosener, 1988; Phillips et al., 1995; Walker, 1985; Wright, 1988, 1994). The 

proponents of a developmental contextual perspective argue that the complex 

dynamics of family care giving can riot be understood unless researchers attend to the 

multiple interdependent levels of the social system: individual, dyadic, familial, social 

network, community, and cultural/historical. An individual's family caregiving 

. health consequences are a function of the interaction of that person's traits and 

abilities with the environment. Social systems outside of the individual (or other unit 

of analysis) play a role in individual adjustment to stress because family care giving 

health consequences have a ripple effect on the multiple levels of the social system. 

Therefore, family caregiving researchers should have knowledge of the individuals, 

marriages, families, social networks, communities, societies, and cultures. In this 

regard, a developmental contextual perspective which tries to understand the health 

consequences of family caregiving by considering the pervasiveness or 

interdependence of the levels of the social system would seem a more appropriate 

conceptual basis for the family caregiving research. 
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Human Developmental Theories Applied to lntergenerational Caregiving 

Lerner's and Riegel 's human developmental theories are well suited to form 

the conceptual model for a systemic investigation of the intergenerational family 

caregiving in a specific culture. Lerner (1991) argued that a developmental 

contextual perspective can enhance sensitivity to human diversity and cultural 

diversity. Therefore, it is particularly important for this study to consider the 

traditional values of intergenerational family caregiving and the sociopolitical context 

in Korea. For this study, intergenerational caregiving is conceptualized as the 

provision oflong-term assistance for an impaired elderly parent or a parent-in-law 

beyond that required as part of normal everyday life. 

Based on Riegel's and Lerner's human developmental theories and family 

caregiving literature, a conceptual.model has been developed to guide this study: a 

schematic model is presented in Figure 1. In this model, two major theoretical 

constructs are identified. The first construct is culture, which is shown as an 

overarching theoretical construct in which "interactional organism-context relations" 

occur. The second construct is development, which is shown as representing the 

outcomes of dynamic interactions. 

The model identifies the following concepts as being related to the first 

construct: (a) characteristics of the caregiver, (b) quality ofintergenerational 

relationships, (c) characteristics of the care-recipient, and (d) social network 

interactions. Cultural factors which are thought to influence the health of Korean 

caregivers who provide intergenerational caregiving have been highlighted with 

double lines. These cultural factors, based on findings from previous family 

caregiving studies, are the following: Competing roles of caregivers, type of 
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relationship with the care-recipient, quality of intergenerational relationships, and 

social network interactions. 

The model identifies caregivers' emotional and physical health as concepts 

related to the construct of development. Defining caregivers' emotional and physical 

health as developmental outcomes is appropriate considering the difficult life 

situations, conflicts, or crises that are inherent in the caregiver role. In the proposed 
'. 

conceptual model, relationships among exogenous variables depicted by a two-headed 

arrow, and relationships among social network interactions and health outcomes 

depicted by a dotted line will not be analyzed in this study (see Figure I). 

The dynamic interactional organism-context relations refer to the interrelations 

between characteristics of the caregiver, quality ofintergenerational relationships, 

characteristics of the care-recipient, and the caregiver's social network interactions in 

sociocultural contexts in Korea. Taken together, these four predictors are thought to 

influence the caregivers ' emotional and physical health. Each caregiver's emotional 

and physical health con~equences offamily caregiving represent human development; 

it is influenced by and in tum influences the dynamic interactional organism-context 

relations. 

In the subsequent section, the variables of this model and their congruence 

with human developmental theories will be discussed. The construct of development, 

as represented by emotional and physical health, will be discussed first. This will be 

followed by the predictor variables: (a) characteristics of the caregiver, (b) quality of 

intergenerational relationships, (c) characteristics of the care-recipient, and (d) a 

mediating variable of social network interactions. 
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Figure 1. Conceptual model: Emotional and physical health as developmental outcomes for 
daughters and daughters-in-law.caregivers who care for the cognitively and functionally 
impaired elderly in Korea. 
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Caregivers ' emotional and physical health. In dialectical human 

developmental theory, development can be negative or positive (Riegel, 1979). A 

conflict in intergenerational family caregiving· situations or the cognitive and 

functional impairment of the elderly parent or parent-in-law can lead to either 

negative or positive outcomes depending on the caregiver-context relations. Although 

intergenerational family caregiving is difficult, it is not always negatively evaluated 

by all caregivers. There is enough evidence of the positive consequences of family 

caregiving (Archbold, 1983; Kramer, 1997; Lawton eta!., 1992; Motenko, 1989; 

Walker, Martin, & Jones, 1992). 

Some caregivers appear to be emotionally and physically healthier than other 

caregivers who are enduring similar levels of stress (Cohen eta!., 1994; Pearlin eta!., 

I 990). This finding could be explained by interactions with the caregivers' context. 

According to the developmental contextual perspective (Lerner, I 986, I 99 I), to 

understand the basic process of human development, the community, society, and 

culture as experienced by the individual need to be considered together. Therefore, 

the emotional and physical health of adult child caregivers depend on interactions 

between caregivers and the caregivers' context, including caregiver and care

recipient dyad, family, social networks, society, and culture. This perspective has 

been supported by caregiving studies that emphasized the importance of the 

interdependence of all the levels of the social systems (Barer & Johnson, 1990; 

Gottlieb, 1989; Mathews & Rosener, 1988; Walker, 1985; Wright, 1988, 1994). In 

the present study, relationships among contextual concepts, including characteristics 

of the caregiver, quality ofintergenerational relationships, characteristics of the care-
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recipient, and social network interactions, are thought to influence human 

development as represented by adult child caregivers ' emotional and physical health. 

Characteristics of the caregiver. In the conceptual model for this study, 

characteristics of the caregiver are viewed as both directly impacting the emotional 

and physical health of caregivers and indirectly impacting emotional and physical 

health through social network interactions. The caregiver characteristics in this model 

include: age, income, type of relationship, and competing roles based on findings 

from previous family caregiving studies. Previous studies have found that the 

emotional and physical health of caregivers are related more to characteristics of the 

caregiver rather than characteristics of the care-recipient (Brown, Potter, & Foster, 

1990; Zarit, Reever, & Bach-Peterson, 1980). 

The type of relationship to the elderly may be related to the emotional and 

physical health of caregivers. The health consequences for blood-tied children may 

differ from those of affinal kin, kin related by marriage (Kivett, 1989). The role of 

daughters-in-law as caregivers is a part of the context of affinal kin. Daughters-in-law 

who do not have a blood-tied filial attachment or who lack shared experiences may 

have different caregiving motives and perceptions of their caregiving responsibilities 

for impaired parents-in-law, and this may affect their emotional and physical health 

(Globerman, 1996; Guberman, 1999; Y. R. Lee & Sung, 1997; Merrill, 1993; Peter

Davis, Moss, & Pruchno, 1999; Sung, 1994). 

Competing roles of caregivers may influence caregivers' emotional and 

physical health as well. Competing roles are defined as "additional social roles of 

caregivers such as a wife, parent, or employee beyond the caregiver's role." 

Competing roles of adult child caregivers can place competing demands on the 



caregiver's time and energy and can lead to role conflict, resulting in the adverse 

emotional and physical health of caregivers. 
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Among these four caregiver characteristics, two characteristics, types of 

relationship and competing roles, are considered as cultural factors. Traditional social · 

values of caregiver selection norms and gender roles, along with social changes in 

Korea may directly._and indirectly influence these tWo characteristics of caregivers. 

Quality of intergenerational relationships. In the conceptual model, the quality 

of intergenerational relationships is viewed as indirectly impacting the emotional and 

physical health of caregivers mediated by social network interactions. The quality of 

intergenerational relationships represents interpersonal interactions between an adult 

child caregiver and a parent care-recipient. Moreover, the quality of intergenerational 

relationships is considered as not only a present matter, but also occurs within an 

historical context because the filial obligation and affection that motivate caregiving 

took root in past relationships. Intergenerational family caregiving researchers have 

pointed out that the history of intergenerational relationships or interactions may 

facilitate or impede the motivation for adult children to care for their impaired parents 

(Finley, Roberts, & Bahanan, 1988; Horowitz & Shindelman, 1983; A. S. Rossi & P. 

H. Rossi, 1990; Whitbeck, Hoyt, & Huck, 1994; Wright, 1994). 

The feeling of low filial obligation and lower affection for the parent (in-law) 

may increase resentment about the personal sacrifices involved in providing large 

amounts of help to that person and it may result in negative care giving health 

consequences. Pallet (1990) stated that a negative past relationship marked by 

ambivalence, resentment, and conflict has carryover effects on the current relationship 



and these carryover negative feelings may result in the negative health consequences 

of family caregiving. 
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Although both filial obligation and affection are important concepts in 

intergenerational caregiving, filial obligation may be more powerful in predicting 

caregivers ' health consequences of family caregiving for the impaired elderly 

because of traditional social norms of filial piety and familism and caregiver selection 

norms in Korea. Therefore, the quality of intergenerational relationships is 

considered as a cultural factor. 

Characteristics of the care-recipient. In the .conceptual niodel for this study, 

characteristics of the care-recipient are viewed as both directly impacting the 

emotional and physical health of caregivers and indirectly impacting the emotional 

and physical health of caregivers through social network interactions. The functional 

and cognitive impairment ~fthe elderly parent represents a conflict, a difficulty, or a 

crisis that can become the impetus for the human development of caregivers. In 

contrast to stress models, such conflicts or crises caused by caregiving are not to be 

regarded in a negative manner. The outcome can be negative or positive depending 

on the caregiver-context relations (Riegel, 1979). Most crises represent constructive 

confrontations in which the discordance and contradiction generated provide the 

source of change both within the individual and within society. Accordingly, the 

interactions of conflicting events are transformed into coordinated patterns of 

relationships and meanings. 

Social network interactions. In the conceptual model, social network 

interactions are viewed as a mediating factor of caregivers ' emotional and physical 

health. A developmental contextual perspective (Lerner, 1985, 1991) has stated that 
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organism-context relations should be the unit of analysis. The caregiver and social 

network can be viewed as such a relational unit. Social network interactions of 

caregivers may influence the caregivers ' emotional and physical health. Social 

network interactions are considered as having both positive and negative impacts on 

caregivers' emotional and physical health. Recent social network interaction 

researchers have demonstrated that negative social network interactions as well as 

positive social network interactions need to be considered to understand caregivers' 

social network interactions more comprehensively. Negative social network 

interactions tend to have more influence on negative health consequences of family 

caregivers than positive social network interactions. Social support tends to be related 

to life satisfaction and positive affect, but relatively unrelated to negative affect and 

psychological symptomatology (Barrera, Chassin, & Rogosch, 1993; MaloneBeach 

& Zarit, 1995; Rautis, Koeske, & Tereshko, 1995; Rook, 1990). 

Social network interactions may be influenced by traditional social values in 

Korea. Negative interactions with family members may be the most harmful to 

caregivers' emotional and physical health because traditional Korean social values of 

filial piety and familism emphasize extended family support. Therefore, the concept 

of social network interactions is considered as one of the cultural factors in this 

model. 

In summary, the conceptual model for this study is developed to investigate 

the predictors of the emotional and physical health of daughter and daughter-in-law 

caregivers who care for cognitively and functionally impaired parents or parents-in

law based on Riegel's and Lerner's human developmental theories. Characteristics 

of the caregiver, quality ofintergenerational relationships, and characteristics of the 
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care-recipient are thought to directly influence social network interactions. In 

addition, characteristics of the caregiver and characteristics of the care-recipient have 

a direct effect. on caregivers ' emotional and physical health, while quality of the 

intergenerational relationships has an indirect effect on emotional and physical health 

mediated by social network interactions. A summary of definitions of major concepts 

follows, and measurement variables for each concept are depicted in Figure 2. 

Summarv of Definitions of Major Concepts 

Characteristics of the Caregiver 

Characteristics of the caregiver are defme.d by individual socio-demographic 

factors, including age, income, type of relationship, and competing roles of 

caregivers. 

Cultural Factors 

Cultural factors are defmed as factors which are influenced by traditional 

social values in Korea that impact on intergenerational family caregiving health 

consequences of Korean caregivers. Two of these factors overlap with individual 

caregiver characteristics: 

Competing roles. Competing roles are defined as additional social roles such 

as a wife, parent, or employee beyond the caregiver's role. 

Tvne of relationship. Type of relationship refers to blood-tied (daughter) or 

affinal (daughter-in-law) kinships. 

Qualitv of intergenerational relationships. Quality of intergenerational 

relationships refers to filial obligation and affection. 

Filial obligation is defined as adult children's obligation to care for the parent 

and to meet the needs of the parent. 



Affection is defined as the quality of past and current relationships between 

caregiver and care-recipient perceived by the caregivers as close and enjoyable. 

Social network interactions. Social network interactions are defined as both 

positive social network interactions (social support) and negative social network 

interactions (social conflict). 

Social support is defined as caregivers ' satisfaction with five dimensions of 

social support received during interactions with family members and non-family 

members. 

Social conflict is defined as caregivers' dissatisfaction with five dimensions 

of social support received during interactions with family members and non-family 

members. 

Characteristics of the Care-recipient 

Characteristics of the care-recipient are defined by the level of cognitive 

impairment and the level of functional impairment. 

Level of cognitive impairment. Level of cognitive impairment is defmed as 

the degree to which the care-recipient is unable to perform a minimal set of 

intellectual tasks. 
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Level of functional impairment. Level of functional impairment is defined as 

the extent to which a care-recipient is unable to perform physical activities of daily 

living (PADL) arid instrumental activities of daily living (IADL). 

Health Outcomes 

Health outcomes refer to the caregivers'. emotional and physical health status 

at the time of the interview. 



21 

Emotional health. Emotional health is defined as the current level of 

depression and a broad level of depressive symptoms experienced over the last 7 days 

by caregivers. 

Physical health. Physical health is defmed as the general health status reported 

by caregivers. 

Research Questions 

This study is designed to answer the following research questions: 

1. What are the family caregiving health impacts on Korean daughter and daughter-in

law caregivers? 

2. What are the important predictors of emotional and physical health of Korean 

daughter and daughter-in-law caregivers? 

3. What are the important predictors of Korean daughter and daughter-in-law 

caregivers ' social network interactions? 

Hvootheses 

Based· on the conceptual model described and guided by previous family 

caregiving resc;arch fmdings, the following hypotheses will be tested in this study: 

1a. High level of social support is predicted by· older age, high income, blood-tied 

relationship, high competing roles, positive intergenerational relationship (high filial 

responsibility and high affection), and high level of cognitive and functional 

impairment of care-recipient. 

1 b. High level of social conflict is predicted by younger age, low income, affinal 

relationship, high competing roles, negative intergenerational relationship (low filial 

responsibility and low affection), and high level of cognitive and functional 

impairment of care-recipient. 



22 

2a. Poor emotional health is predicted by younger age, low income, affinal 

relationship, high competing roles, negative intergenerational relationship (low filial 

responsibility and low affection), high level of cognitive and functional impairment of 

care-recipient, low level of social support, and high level of social conflict. 

2b. Poor physical health is predicted by younger age, low income, affinal relationship, 

high competing roles, past negative intergenerational relationship (low filial 

responsibility and low affection), high level of cognitive and functional impairment of 

care-recipient, low level of social support, high level of social conflict, and poor 

emotional health. 

For all hypotheses, cultural factors will have a greater impact than individual 

caregiver and care-recipient characteristics. 

3. A path model will be tested predicting the following direct and indirect effects: 

Caregiver characteristics and care-recipient characteristics will have direct effects on 

social network interactions and caregivers ' emotional and physical health; quality of 

intergenerational relationships will have an indirect effect on caregivers ' emotional 

and physical health mediated by social netWork interactions. 
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CHAPTER II: REVIEW OF THE LITERATURE 

The emotional and physical health of caregivers has been an important topic in 

family caregiving. Findings from previous studies demonstrated that family 

caregiving is a very complex phenomenon and various factors are related to the 

emotional and physical health of caregivers (Pallet, 1990; Schulz eta!., 1995; Wright 

et a!., 1993). This section includes a review of relevant studies in the family 

caregiving literature related to caregivers ' emotional and physical health. First, 

family caregiving literature in the United States will be reviewed. Second, family 

caregiving literature in Korea will be reviewed. 

Family Caregiving in the United States 

Family caregiving for the cognitively and functionally impaired elderly has 

become an increasingly important topic considering the aging population, increasing 

health care costs for the elderly, and the current political climate in the health care 

system for both research and policy development in the United States (Sauter, 1996; 

Wallhagen, 1992). Family is ~e primary social support system for the elderly. The 

impaired elderly receive the majority of instrumental and socioemotional support from 

family members, despite the decreasing size offamilies, the increased female 

participation in the paid labor force, and disparate family geographic locations (Brody, 

1985; George, 1986; Stone, Cafferata, & Sang!, 1987). Family caregiving is vital to 

maintaining the elderly's well-being and to delaying institutionalization (Seelbach, 

1984; Walker eta!., 1995). 
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It is important to note that a number of studies provide evidence of positive 

caregiving outcomes for the family caregivers for the impaired elderly including self

satisfaction, increased knowledge about self and the aging process, improvement in 

the quality of the relationship with the care-recipient, and a sense of fulfillment 

(Archbold, 1983; Kinney & Stephens, 1989; Kramer, 1997; Lawton eta!., 1992; 

Motenko, 1989; Picot, 1995; Walker eta!., 1992). But at the same time, caregiving 

responsibilities can lead to negative health consequences for the caregivers (Schulz et 

a!., 1995; Wright eta!., 1993). 

Caregivers' Emotional.'and Physical Health 

Understanding the impact offamily caregiving on caregivers ' emotional and 

physical health has been emphasized in care giving research over the past two decades 

and very likely Will continue to be emphasized. Caregiving has been described as 

"time-consuming, labor-intensive, and stressful" (Wright eta!., 1993, p.181). Many 

studies have documented that caregiving for the cognitively and functionally impaired 

elderly can adversely affect the caregiver's emotional and physical health and create 

another patient (Pallet, 1990; Schulz eta!., 1995; Semple, 1992; Wright eta!., 1993). 

Emotional Health. The most frequent clinicaJ condition examined to assess 

emotional health has been depression (Schulz eta!., 1995; Wright eta!., 1993). 

Several studies demonstrated that caregivers of cognitively and functionally impaired 

elderly are at risk for depression using standardized criteria such as the Center for 

Epidemiologic Studies Depression Sca~e (CES-D), the Beck Depression Inventory 

(BDI), or the Zung Depression Scale (Anderson eta!., 1995; Baumgarten eta!., 1992; 

Draper, C. J. Poulos, Cole, R. G. Poulos, & Ehrlich, 1992; Dura eta!., 1991; Schulz & 

Williamson, 1991). Rates of depression ranged from 18% to 55% (Schulz eta!., 

. ' 
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1995). Some studies have found that caregivers report significantly more depression 

compared to a control group (rioncaregivers) or population norms (Baumgarten et al., 

1992; Dura et al., 1991). Dura et al. (1991) conducted a study using 78 adult child 

caregivers of demented parents. The majority of this sample was female (85% ). A 

noncaregiver control group matched by gender, age, education, and income was used. 

Two self-reported instruments, the Hamilton Depression Rating Scale (HDRS; 

Hamilton, 1967) and the Beck Depression Inventory (BDI; A. T. Beck & R. W. Beck, 

1972), were used as measures of caregiver depression. Prior to caregiving, the two 

groups reported no significant difference for depressive disorders. However, adult 

child caregivers experienced significantly more depressive disorders during the years 

they provided care than did the matched control group (n < .01 ): during the years of 

caregiving, 26% of caregivers were affected by depressive disorders, compared to 

only 4% of noncaregivers. Caregivers with neither a family history nor a personal 

history of psychiatric disorders developed depressive and anxiety disorders while 

caregiving. Anderson et al. (1 ~95) conducted a population-based study to investigate 

the heaJth and social consequences of caregiving for long-term survivors of stroke 

victims with a residual handicap. The sample consisted of 84 stroke caregivers. The 

dyadic relationship between caregiver and care-recipient was diverse, including 

spouse, adult child, and other relatives. Forty-five percent of the patients were 

cognitively impaired. The emotional health of caregivers was measured at 1 year 

after the stroke using two screening instruments, the Hospital Anxiety and Depression 

Scale (HADS; Zigmond & Snaith, 1983) and the General Health Questionnaire-28 

(GHQ-28; Goldberg & Hillier, 1979). They found that 55% of caregivers reported 

emotiomil illness on either of the two screening instruments. These included anxiety 
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(58%), depression (50%), fear (35%), frustration (32%), resentment (29%), 

impatience (25%), and guilt (10%). 

Moreover, previous studies have found that there are racial differences in 

caregivers' emotional health consequences of family caregiving. Lawton et al. 

(1992) examined racial differences in the dynamics of caregiving among African 

American (n = 157) and Caucasian (n = 472) caregivers for elderly persons with 

Alzheimer's Disease. Lawton and colleagues' (1982) Scale of Subjective Burden 

was used to measure caregiver burden. Cronbach's Alphas were .87 for African 

Americans and .85 for Caucasians. Caregiving satisfaction was measured by a 5-item 

scale focusing on benefits of caregiving; this scale was developed by the researchers. 

Cronbach' s Alphas were .67 for both African Americans and Caucasians. The 

perceived intrusion of their lives was measured by a 4-item index focusing on 

negative feelings about the impaired person and the extent to which caregiving 
' ' 

restricted the caregiver's social space and activities; the scale was also developed by 

the researchers. Cronbach's Alphas were .70 for African Americans and .74.for 

Caucasians. The CES-D Scale was used to measure caregivers' depression. 

Cronbach' s Alphas were .90 for African Americans and .89 for Caucasians. There 

were significant racial differences after controlling for personal background and 

socioeconomic variables. African American caregivers expressed a greater sense of 

caregiving maStery and more strongly adhered to a traditional caregiving ideology. 

African American caregivers reported lower subjective burden, greater caregiving 

satisfaction, and less perceived intrusion in their lives because of caregiving (p_ < 

.001) as well as less depression (R < .01). Mintzer and Macera (1992) investigated 

the prevalence of depressive symptoms among Caucasian (n = 63) and African 
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American (n = 20) caregivers of demented patients. They found that the mean CES-D 

score of Caucasian caregivers (19.3) was significantly higher than that of African 

American Caregivers' (12.4). Sixty-two percent of the Caucasian caregivers had 

significant symptoms of depression, while only 30% of the African American 

caregivers reported symptoms of depression using the CES-D cutoff value of 16 U1_ < 

.05). These findings noted that a value orientation induced through the cultural 

processes of the socialization of African Americans may lessen the negative health 

consequences of family caregiving. 

Physical Health. Relatively few studies examined caregiving impacts on 

physical health, and findings from these studies have been inconsistent. Some studies 

have found that caregivers report more physical symptoms or poor physical health 

than noncaregivers (Baumgarten eta!., 1992; Carnwath & Johnson, 1987; Silliman, 

Fletcher, Earp, & Wagner, 1986). A single question, self-reported health status has 

been the most common assessment of physical health status. Based on this measure, 

more caregivers reported their physical health status as fair or poor compared to 

normative data (Schulz et a!., 1995). Baumgarten et a!. (1992) conducted a study to 

determine whether caregivers have a higher frequency of emotional and physical 

health problems compared to noncaregivers. The sample consisted of 103 spouse and 

adult child caregivers of the demented elderly and a noncaregiver control group with 

115 subjects. The noncaregiver group was made up of close family members of 

. patients undergoing cataract surgery. Aday's (1980) 24-item checklist was used to 

quantify physical symptoms occurring for the month prior to interview. The 

caregivers reported a significantly higher level of physical symptoms than did 

noncaregivers. Almost all of the physical symptoms were more common among 
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caregivers. Furthermore, for five of the symptoms, including persistent cough, 

persistent fatigue, chest pain, headache, and morning fatigue, the adjusted odds ratio 

was larger than 2.0. Carnwath and Johnson (1987) conducted a study to investigate 

the health consequences of family care giving among spouses of patients with stroke. 

The sample consisted of 101 stroke caregivers and care-recipients, and 51 matched 

control couples by age and sex. Psychiatric morbidity was measured with the 

Hamilton Depression Rating Scale (HDRS; Hamilton, 1967), and physical symptoms 

were measured with the PILL Rating Scale (Pennebaker, 1982). Compared with a 

control group, stroke caregivers were more likely to be depressed (p < .005) and had 

more physical symptoms (p < .01). 

In contrast, other studies reported no significant differences in physical health 

between caregivers and noncaregivers (George & Gwyther, 1986; Grafstrom, 

Fratiglioni, Sandman, & Winbald, 1992; Haley et al., 1995). Haley eta!. (1995) 

conducted a study to compare the psychological, social, and health consequences 

among African American (n = 70) and Caucasian (n = 105) caregivers of the dementia 

elder!y'and African American (n = 70) and Caucasian (n = 105) noncaregivers. The 

Cornell Medical Index (CMI) (Brodman, Erdmann, Wolff, & Miskovitz, 1986) and a 

single question asking respondents to rate their current health on a scale from poor to 

excellent were used to measure physical health of caregivers. The CMI includes 

subscales for symptoms in different organ systems. Cronbach's Alphas of subscales 

were ranged from .53 to .82. Contrary to the hypothesis, caregivers and 

non caregivers reported no differences in self-reported physical health or symj)toms of 

poor health. Grafstrom et al. (1992) conducted a population-based study to 

investigate the health and social consequences ofcaregiving using 219 relatives of the 



demented elderly (MMSE S 23) and 255 relatives of the non-demented elderly 

(MMSE ;e: 24). Relatives of the demented elderly reported their health to be worse 

than relatives of the non-demented elderly, but they did not use somatic drugs and 

medical facilities more frequently than a random community sample. Researchers 

concluded that relatives are not physically affected by caring for the demented 

elderly. 
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In sunun~, a large number of studies have been conducted to examine the 

emotional health of caregivers who care for the cognitively and functionally impaired 

elderly. Studies have consistently shown that the caregivers' emotional health is 

negatively affected by caregiving responsibilities. Relatively few studies have been 

conducted to investigate caregivers ' physical health, and findings from previous 

studies have demonstrated inconsistent results. 

In the subsequent section, relevant studies from the caregiving literature in the 

United States pertaining to the four hypothesized predictors of caregivers ' emotional 

and physical health will be reviewed. The predictors are characteristics of the 

. caregiver, quality of intergenerational relationships, characteristics of the care

recipients, and social network interactions. 

Characteristics of the Caregivers 

Characteristics of the caregivers may influence the emotional and physical 

health of caregivers. Findings from previous studies have identified that caregivers' 

age, income, type of relationship, and competing roles of caregivers influence 

caregivers' emotional and physical health (Pallet, 1990; Wright eta!., 1993; Walker et 

a!., 1995). 
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Age. Findings from previous studies on age have not been consistent. Some 

studies have found that younger caregivers were more depressed or more burdened 

(Schulz, Tompkins, & Rau, 1988; Strawbridge & Wallbagen, 1991). Schulz eta!. 

(1988) conducted a longitudinal study to examine the psychological health impacts of 

primary caregivers who care for stroke victims. The primary caregivers (N = 140) were 

mainly Caucasian (86% ). The types of relationship with care-recipients were spouse, 

adult child, and other relatives ranged in age from 16 to 89. The psychological health 

impacts of caregivers were measured by the CES-D Scale. Age was a significant 

predictor of depression at both Time 1 (3 to 10 weeks after a first stroke) and Time 2 (6 

months later after Time 1 ). Younger caregivers were significantly more depressed than 

older caregivers ~ < .05). In contrast, other studies have found that older caregivers 

were more depressed or burdened than younger age caregivers (Baumgarten et a!., 

1992; Clip & George, 1990). Baumgarten eta!. (1992) found that older, spousal, and 

female caregivers were more depressed and had more physical symptoms than did their 

counterparts. Moreover, Lawton eta!. (1992) found that age had different effects by 

race. Older African American caregivers experienced lower burden than did younger 

caregivers, whereas older Caucasian caregivers experienced more burden. 

Income. Income has also shown inconsistent fmdings. Some studies have 

shown that lower income was associated with higher levels of caregiver depression 

(Dura eta!., 1991; Schulz & Williamson, 1991). Schulz and Wiiliamson (1991) 

conducted a two-year longitudinal study to investigate the effects of caregiving using 

172 primary family caregivers for Alzheini.er' s Disease patients. This sample 

consisted of spouse, adult child, and other family caregivers. The CES-D Scale 

(Radloff, 1977) was used to measure depressive symptomatology of caregivers. 
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Cronbach 's Alpha for the sample of this study was .90. The consistently depressed 

group from Time I to Time 4 reported lower income than asymptomatic groups (Q < 

.01). In contrast, other studies have shown that higher income was associated with 

higher levels of depression (Po hi,. Boyd, Liang, & Given, 1995; Strawbridge & 

Wallhagen, 1991). Strawbridge and Wallhagen (1991) conducted a study using 100 

adult children caregivers of frail parents or parents-in-law. They found that higher 

income was related to high depression (Q < .001) but low burden (Q_ < .05). Pohl et 

a!.' s (1994) study also found a positive relationship between income and negative 

reactions in caregivers as measured by a 7-item subscale of the Caregiver Reaction 

Assessment. Moreover, Lawton et a!. 's (1992) study identified a racial difference in 

the relationship between income and caregiver burden. Higher income was related to 

lower burden for Caucasian caregivers, but to higher burden for African American 

caregivers. 

Type of Relationship. Findings from previous studies have reported that type of 

relationship to the care-recipient is an important factor that could explain the emotional 

and physical health of caregivers (Cantor, 1983; Evans, Bishop, & Haselkon, 1991; 

Finley eta!., 1988; George & Gwyther, 1986; Guberman, 1999; Ingersoll-Dayton eta!., 

1996; Peters-Davis, Moss, & Pruchno, 1999; Tompkins, Schulz, & Rau, 1988; Young 

& Kahana, 1989). Cantor (1983) conducted a study to investigate strain among 

caregivers in the United States using 111 primary caregivers of the frail elderly who 

received services from a homemaker service agency. The primary caregivers consisted 

of four types of caregivers: spouses, children, other relatives, and friends/neighbors. 

The amount of stress and disruption of the caregivers' daily life was very different for 

different types of caregivers, and it accounted for 28% of the total variance in the 
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regression model. In this study, spouse caregivers were the greatest at risk group, 

followed by child, other relative, and friend/neighbor group. Young and Kahana (1989) 

conducted a study to investigate the impacts of gender and relationship on caregiver 

burden and well-being using 183 heart patient caregivers. This study found that 

females, especially daughters, and nonspousal caregivers experienced the most negative 

effects of caregiving. Female caregivers reported significantly greater physical health 

decline (p_ < .05) and higher levels of mental health ~ymptomatology (p_ < .05). 

Moreover, daughters reported higher levels of mental health symptomatology, greater 

role conflict, and greater physical health decline as the result of caregiving than did wife 

caregivers. 

Intergenerational relationships in the older family have been viewed as the 

cumulation of a lifelong pattern offamily experience (Kivett, 1989; A. S. Rossi & P. H. 

Rossi, 1990; Whitbeck eta!., 1994). Among adult child caregivers, type of relationship 

has been found to play a significant role in explaining caregiving involvement, motives, 

and impacts (Finley eta!., 1988; Globerman, 1996; Ingersoll-Dayton eta!., 1996; 

Merrill, 1993). Relatively few studies have differentiated blood-tied relationship and. 

affinal relationship (Ingersoll-Dayton eta!., 1996; Kivett, 1989; Merrill, 1993). 

Findings from previous studies generally suggest that daughter-in-law caregivers are the 

group at the greatest risk (Ingersoll-Dayton eta!., 1996) .. Moreover, studies have found 

that in-law caregivers provide less help to their parents-in-law than blood-tied 

caregivers (Spitze, Logan, Joseph, & Lee, 1994; Merrill, 1993). Merrill (1993) 

conducted a study to understand contributions of daughters-in-law in the care of elderly 

parents-in-law coxp.pared to daughter caregivers. This sample consisted of 558 daughter 

caregivers and I 00 daughter-in-law caregivers. Findings suggest that daughters-in-law 
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assist with as many caregiving tasks and are likely to perceive themselves as the 

primary caregivers. However, daughter-in-law caregivers provide significantly less 

care than daughter caregivers. Daughters-in-law provide nearly 6 fewer hours of care 

per week than daughters. 

However, other studies have found that type of relationship is not an important 

predictor of the amount of caregiving, caregiver burden, or depression (Ingersoll

Dayton eta!., 1996; Peters-Davis eta!., 1999; Williamson & Schulz, 1990). A recent 

study (Ingersoll-Dayton eta!., 1996) investigated the main and interactive effects of 

type of relationship, the caregiver's gender, and the elder's gender on caregiving 

tasks using 1585 employed caregivers of parents and parents-in-law. Findings 

indicated that type of relationship had no simple main effects in the amount of 

caregiving tasks provided and caregiver stress, and gender was an important predictor 

to caring for a parent or parent-in-law. The caregiver's gender was significantly 

related to three dependent measures. Women caregivers provided more social support 

en< .001), home maintenance en< .001), and they experienced more stress than men 

caregivers en < .00 I). The care-recipient's gender was also significantly related to 

two of the dependent measures. They found that daughters-in-law received less help 

from parents-in-law and had more caregiver stress than sons-in-law. The researchers 

suggested that daughters-in-law are a particularly vulnerable group because they are 

more likely than sons-in-law to experience caregiver stress and receive few resources 

from parents-in-law. 

Competing Roles. Findings from previous studies in intergenerational 

caregiving have reported that competing roles of adult child caregivers are important 

factors that could explain the emotional and physical health of caregivers. However, 
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fmdings from previous studies of ~aregivers ' health and competing roles have been 

inconsistent. Competing roles could pro.duce positive as well as negative 
. . 

consequences of caregivers' health. Some studies have found that competing roles 

have positive effects on caregivers ' emotional and physical health by buffering 

stresses associated with the caregiving role, providing additional resources, or 

increasing the caregiver's self-concept (Dautzenberg, Diederiks, Philipsen, & Tan, 

1999; Skaff & Pearlin, 1992; Stoller & Pugliesi, 1989). Skaff and Pearlin (1992) 

conducted a study to identifY the impacts of multiple roles on self-esteem, mastery, 

and depression of caregivers. The sample for this study consisted of 310 spouse and 

219 adult child caregivers of Alzheimer's Disease elders. Depression was measured 

by a 7-item subscale of the Hopkins Checklist (Derogatis et al., 1971). Having other 

roles as a wife, parent, or employee beyond the caregiver's role were associated with 

higher self-esteem and mastery, and with lower depressive symptomatology. Stoller 

and Pugliesi (1989) conducted a study to examine the effect of multiple roles on 

caregiver burden and well-being using 135 daughter, son, and other relative 

caregivers of the impaired elderly. The CES-D Scale (Radloff, 1977) was used to 

measure depressive symptomatology of caregivers. They found that other roles 

contribute to burden when the needs of the older person demand high levels of 

assistance, whereas occupying additional roles· was negatively related to symptoms of 

psychological stress, and being employed was negatively related to symptoms of 

depression. 

However, other studies have found that competing roles have negative effects 

on caregivers ' emotional and physical health by juggling with other roles as 

employee, wife, and mother in addition to the caregiver role (Kramer & Kipnis, 
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1995). Kramer and Kipnis (1995) conducted a study to investigate gender differences 

in caregiver burden among a probability sample of 413 infonnal, nonspousal 

caregivers. Caregiver burden was measured with a 6-item scale that assessed the 

extent to which providing care negatively affected the caregivers. Cronbach's Alpha 

for the sample of this study was .74. This study found that women caregivers 

provided more intensive types of care, such as assistance with personal care and 

hands-on activities. Women had larger household sizes and experienced more 

secondary role strains than men. However, when caregiver tasks, secondary role 

strains, and resources were entered into the regression model, the effect of gender on 

the caregiver burden decreased. Secondary role strains explain a significant amount 

of caregiver burden among caregivers. 

Some caregiving researchers argue that the existence of gender differences in 

caregiver depression could be confounded with the competing roles of caregivers 

(Franks & Stephens, 1992; Kramer & ~ipnis, 1995; Stephens, Franks, & Atienza, 

1997). Most male caregivers are spouses, whereas female caregivers are either wives 

'or daughters. Daughters as caregivers may be more stressed because of their 

competing roles, such as working or child care in addition to caregiving. 

In summary, fmdings from previous studies of caregivers' health and 

characteristics of caregivers have be~p inconsistent. Many studies have included 

diverse caregiver and care-recipient relationships in a study so that age and income 

effect could have been confounded with the caregivers ' relationship to the care

recipient. Most aged caregivers are spouses, whereas younger caregivers are either 

adult children or in-law caregivers. Spousal caregivers may be more stressed than 

adult child caregivers because of their own poor health status and low income, and 
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adult child or in-law caregivers may be more stressed than spousal caregivers because 

of their competing roles, such as working or child care, in addition to caregiving. 

Female caregivers tend to report more adverse health impacts of care giving than male 

caregivers. However, the impacts of caregivers' gender on emotional and physical 

health tend to interact with competing roles and type of relationship with the care

recipient. The in-law relationship in the caregiving situation has not been widely 

studied. A study that controls for gender and familial generation of caregivers, as 

proposed for this research, could reduce the confounding effects among 

characteristics of the caregivers. 

Quality of Intergenerational Relationships 

The quality of intergenerational relationships has received the attention by 

only a small number of family care giving researchers. Researchers have pointed out 

that the history of intergenerational relationships or interactions may facilitate or 

impede adult children's caregiving motivations for their impaired parents (Finley et 

a!., 1988; Horowitz & Shindelman, 1983; A. S. Rossi & P. H. Rossi, 1990). It reflects 

that caregiving not only occurs in the present, but also occurs within an historical 

context. Filial obligation and affection have been identified as the most important 

concepts that explain intergenerational relationships or interactions in old families 

(Cicirelli, 1983, 1993; Horowitz & Shindelman, 1983; Phillips, 1989). Previous 

studies found that the quality of intergenerational relationships predicted the extent of 

instrumental and emotional support provided the elderly parents by their adult 

children (A. S. Rossi & P. H. Rossi, 1990; Whitbeck eta!., 1994). Moreover, studies 

have found that intergenerational relationships are an important predictor of both 

caregiver burden ang health consequences (Cicirelli, 1993; Finley eta!., 1988; 



Hanson, Sauer, & Seelbach, 1983; Horowitz & Shidelman, 1983; Phillips, 1989; 

Walker, Pratt, Shin, & Jones, 1990). 
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Filial Obligation. The most important resource a frail or impaired elder can 

have is responsible and caring children (Mathews & Rosener, 1988). Although some 

researchers have speculated that filial obligation is rapidly diminishing in the modern 

society and that adult children no longer feel responsible or obligated to meet the 

needs of their aging parents (Hess & Waring, 1978; Treas, 1977), empirical fmdings 

have demonstrated that filial obligation among adult children persists and is 

undeniable as an important predictor of willingness and involvement of parent 

caregiving in modern society (Brody, 1985; Cicirelli, 1983, 1993; Finley eta!., 1988; 

Horowitz & Shindelman, 1983; Mathews & Rosener, 1988; Seelbach & Sauer, 1977). 

As a fundamental concept in parent care giving, it has been defined as adult children's 

obligation to care for the parent and to meet the needs of the parent (Schorr, 1960: 

Seelbach & Sauer, 1977). A. S. Rossi and P. H. Rossi (1990) have pointed out that 

levels of filial obligation and mutual affection reflect the long history of the · 

relationship between older parents and middle-aged children. Therefore, the strength 

of the adult child's responsibility to an elderly parent or in-law has its roots in early 

expenences. 

Filial obligation has rarely been the subject of study, and few studies have 

focused on the relationship between filial obligation and caregivers' emotional and 

physical health (Cox & Monk, 1993; Lawton eta!., 1992) or caregiver burden 

(Cicirelli, 1983, 1993). Findings from previous studies have shown a positive · 

relationship between filial obligation and caregivers ' depression or caregiver burden 

(Cox & Monk, 1993; Cicirelli, 1993). Cox and Monk (1993) examined the ways 
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cultural values and norms influence the experiences of Hispanic caregivers, using 86 

Hispanic caregivers of Alzheimer's patients in New York City. The dyadic 

relationship between caregiver and care-recipient was diverse including daughters, 

spouse, and sons. Filial obligation was measured with a 7-item scale that assessed the 

extent to which an adult child had responsibility to care for a parent and to meet the 

needs of the parent. Cronbach's Alpha for the sample of this study was .68. The 

CES-D Scale (Radloff, 1977).was used to measure depressive symptomatology of 

caregivers. Results showed a positive relationship between adherence to cultural ties 

and values of filial obligation and depression (I! < .05) but a negative relationship 

between the use of professional assistance and depression (I!< .01). Cicirelli '(1993) 

conducted a study to investigate the relationship between caregiving motives and 

caregiver burden using 78 daughters caring for elderly mothers. The majority of 

caregivers were White. Caregiver burden was measured by a 7-item burden scale. 

The 7 -items were selected from the !l-item General Burden factor identified by 

Chiriboga, Weiler, and Nielsen (1990). Cronbach's Alpha for the sample of this 

study was .83. A 7-item instrument, Obligation Scale (Cicirelli, 1991), was used to 

measure the daughter's feeling of obligation to help the mother. Cicirelli's ( 1991) 

Adult Attachment Scale was used to measure the extent of an adult child's feelings of 

attachment for the elderly mother. Cronbach's Alphas for the sample of this study 

were .71 for the Obligation Scale and .90 for the Attachment Scale. He found that 

daughters who have a stronger attachment to their impaired elderly mothers report 

less subjective burden (IL < .05), whereas those who have stronger obligations report 

greater burden (I!< .05). The interaction between the elderly mothers' dependency 



and obligation had a signific~t effect on burden: when the mother's dependency is 

great, the effect of obligation on subjective burden is increased .. 
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Affection. Affection has its roots in the past relationship between the 

caregiver and the aged care-recipient and it influences an individual 's willingness to 

be a caregiver (Cicirelli, 1993; Jarrett, 1985; Walker eta!., 1990). In fact, it has been 

suggested as an important caregiving motivation along with another important 

motivation, filial obligation (Horowitz & Shindelman, 1983; Jarrett, 1985; Cicirelli, 

1993; Pallet, 1990; Walker eta!., 1990). Horowitz and Shindelman (1983) noted that 

positive affection for the older person lessened the negative consequences on 

caregivers. They noted that: 

Caregiving does not emerge with a life of its own, but takes place within an 

historical context. Both the aged relative and the caregiver enter the 

relationship with a history of interactions which may either facilitate or 

impede the caregiving relative in his/her attempts to fulfill caregiving 

responsibilities. (p.l8) 

· Previous studies have hypothesized that affection or emotional closeness 

between caregiver and care-recipient may be an important predictor of the caregivers ' 

emotional and physical health (Cairl & Kosberg, 1993; Schulz & Williamson, 1991; 

Williamson & Schulz, 1990), caregiver b~den (Cantor, 1983; Cicirelli, 1993; 

Horowitz & Shindelman, 1983; Gold eta!., 1995; Zarit, Todd, & Zarit, 1986), and 

institutionalization of care-recipient (Wright, 1994; Zarit et a!., 1986). Horowitz and 

Shindelman (1983) conducted a study to investigate the influences of affection and 

reciprocity on the caregiving involvement and caregiving consequences using 203 

caregivers of the frail elderly relatives. The majority of caregivers were female (80%) 
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and adult children (65%). Mfection was measured with a 6-item self-report scale 

developed by the researchers to measure both past and current affection. Reciprocity 

was measured with a I 0-item scale developed by the researchers to measure the extent 

and perceived importance of past help received. Cronbach's Alphas for the sample 

of this study were .79 for the Affection Scale and .75 for the Reciprocity Scale. 

Affection was the second most important caregiving motivation followed by filial 

obligation. The top reasons for providing the care for a frail elder were filial 

obligation (58%), affection (51%), and reciprocity (17%). Mfection was positively 

correlated to the level of caregiving commitment and negatively correlated to the 

extent of caregiving impacts on various dimensions of personal and family life. 

Reciprocity was related to the amount of help provided, but not to the perceived 

impacts of caregiving. 

Previous studies have found that quality of past interpersonal relationships is a 

powerful predictor of current interpersonal relationships (Whitbeck et a!., 1994, 

Wright, 1988). Whitbeck eta!. (1994) conducted a study to investigate the effects of 

early family experience.s on the quality of the adult-child relationship and on the 

extent of instrumental and emotional support provided elderly parents by their adult 

children using 1,135 adult child (in-law)-parent (in law) dyads. The findings 

indicated that recalled early ne.gative intergenerational relationships are consistently 

and significantly associated with current lower affectional solidarity (I!< .05), and 

intergenerational relationships positively affect the provision of instrumental and 

emotional support. 

Jarrett (1985) suggested that caregivers who feel no substantial affection for 

the care-recipient may be less likely involved in caregiving and more highly 
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distressed because they receive no emotional gratification from helping, feel guilty 

about not loving the elder, and experience concern about their ability to provide care 

in the absence of affection. Williamson and Schulz (1990) added one other reason: 

Having a relatively poor relationship with the care-recipient may increase resentment 

about the personal sacrifices involved in providing lirrge amounts of help to that 

person. However, this point of view has been debated by other researchers (Y. R. 

Lee, 1995; Y. R. Lee & Sung, 1997; Kivett, 1989), who emphasize filial obligation as 

an important caregiving motivation. Their assertion was that affection toward the 

care-recipient can dissipate or cannot be maintained under prolonged caregiving or a 

tremendous burden of caregiving. Therefore, affection for the care-recipient is not 

always sufficient to overcome the negative impact of caregiving. 

Findings from previous studies have produced conflicting results. Some 

studies rep'orted that affection or emotional closeness between caregiver and care

recipient predicts favorable health (Cairl & Kosberg, 1993; Schulz & Williamson, 

1991; Sheehan & Nuttall, 1988; Williamson & Schulz, 1990), lower caregiver burden 

(Horowitz & Shindelman, 1983; Gold eta!., 1995; Sheehan & Nuttall, 1988; Zarit et 

a!., 1986), or continued in-home care (Wright, 1994; Zarit eta!., 1986). Schulz and 

Williamson (1991) conducted a two-year longitudinal study to investigate the effects 

of caregiving using 172 primary family caregivers for Alzheimer's Disease patients. 

This sample consisted of spouse, adult child, and other family caregivers. To measure 

quality of caregiver-patient relationship before the illness, 14-items were selected 

from Communication, Affective Expression, and Involvement subscales of the dyadic 

relationship component of the Family Assessment Measure (Skinner, Steinhauer, & 

Santa-Barbara, 1983). Cronbach's Alpha for the sample of this study was .87. 
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Depression was measured with a 20-item self-report scale, CES-D Scale (Radloff, 

1977). Cronbach' s Alpha for the sample of this study was .90. They found that 

caregivers who perceived a closer relationship with the patient prior to the illness 

were significantly related to lower depression at Time 3 (12 months after Time 2: 

Time 2 was 6 months after Time 1) and Time 4 (6 months after Time 3). Sheehan and 

Nuttall (1988) conducted a study to investigate the influence of interpersonal strain 

between caregiver and care-recipient on caregivers' emotional health and caregiver 

strain using 98 family caregivers of frail or impaired elders. Almost all caregivers 

were White (94.1% ), female (80% ), and adult children (77% ). Interpersonal conflict 

in the relationship between caregiver and care-recipient was determined by a single 

item assessing the quality of the relationship ranging from 1 (conflict-ridden) to 5 

(harmonious). Results from stepwise multiple regression analyses noted that 

interpersonal conflict between caregiver and care-recipient predicted the greatest 

amount of variance in both caregiver burden (29%) and negative health consequences 

(47%). The adult child caregivers who have long standing resentment from unsolved 

conflicts, jealousy, and rivalries to elderly parents may be more strained or may report 

poorer emotional and physical health. 

However, other studies reported reverse findings, that is better relationships 
. 
prior to illness were predictive of greater caregiver burden (Cantor, 1983). Cantor's 

(1983) sample (N = 111) of spouses, adult children, other relatives, and neighbor 

caregivers of the impaired elderly found that closer bonds between caregiver and care-

recipient were associated with greater care giving strain. The quality of relationships 

between caregiver and care-recipient was measured with 7- items asking how well 

caregivers currently got along with care-recipients. Caregiver's strain in the areas of 
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emotional, physical, and financial stress was measured with a 3-point scale ranging 

from 0 (no impact) to 2 (great deal of impact). Closer bonds to the care-recipient can 

lead a caregiver to feel too intensely about a caregiver's decline, leading to excessive 

strain. 

Recently, quality of intergenerational relationships has been considered as a 

predictor of caregivers ' emotional and physical health of intergenerational family 

caregiving. Affection has been identified as a more important predictor than filial 

obligation of adult child caregivers in the United States, a country where daughters 

are the predominant caregivers of the impaired parents. Adherence to the filial 

obligation norm has been related to higher caregiver burden or higher depression in 

caregivers in the United States. 

Characteristics of the Care-Recipient 

Characteristics of the care-recipient may influence the emotional and physical 

health of caregivers. Previous family caregiving research tends to include the 

following care-recipient characteristics as predictors of caregivers ' emotional and 

physical health: level of functional and cognitive impairment, and level of memory 

and behavioral problems (Pallet, 1990; Schulz eta!., 1995; Wright eta!., 1993). 

Results from previous studies have shown inconsistent results. Some studies have 

shown that the care-recipients' severity of illness significantly influenced emotional 

and physical health (Baumgarten et a!., 1992; Draper et a!., 1992; Lieberman & 

Fisher, 1995; Schwarz & Blixen, 1997). Lieberman and Fisher (1995) conducted a 

study to examine the impact offarnily caregiving of the demented elderly on the 

emotional and physical health offamily members caring for an ill parent/spouse. The 

sample consisted of 97 spouses of the patients, 186 adult children, and 97 in-laws. 
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Severity of illness was measured by 7 indicators (level of cognitive disturbance, level 

of functioning, number of psychiatric symptoms, number of neurological signs and 

symptoms, other health problems, patient behavioral problems, and length of time 

since onset of dementia symptoms in years), and these indicators were categorized 

according to two well-constructed components obtained through principal 

components analysis with oblique rotation: behavioral aspects ofthe illness and 

cognitive aspects of the illness. lbree standard measures were used to measure 

caregiver's health and well-being: (a) Somatic Symptoms (Ware eta!., 1984), (b) 

Anxiety and Depression (Hopkins Symptom Checklist, Derogatis, 1974, (c) 

Wellbeing (Bradburn, 1969). Cronbach's Alphas for the sample of this study were 

.63, .86, and .94 respectively. They found a significant and positive association 

between the elders' severity of illness and physical symptoms reported by all three 

groups offarnily members. Severity was also positively associated with 

anxiety/depression for spouse caregivers. Furthermore, for all family members the 

behavioral and not the cognitive aspects of severity accounted for the association 

between severity and the health and well-being variables. Draper eta!. (1992) 

conducted a study to compare the caregivers' burden and psychological morbidity 

between stroke (n = 48) and dementia (n =51) caregivers. Almost all caregivers were 

spouses (90%); other caregivers were adult children, siblings, and friends. Ps)'chiatric 

morbidity as measured with the General Health Questionnaire (GHQ; Goldberg, 

1972). Caregiver burden was measured with a 15-item self-administered 

questionnaire, Relatives Stress Scale (RSS; Greene eta!., 1982). Forty-six percent of 

caregivers had significant psychological morbidity. Caregivers of dementia and 

stroke patients did not significantly differ on caregiver burden, psychological 
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morbidity, and perceived health status, doctor visits, and psychotropic medication. 

Greater behavior and mood disturbance in the elders were predictors of psychiatric 

morbidity and caregiver burden. This study found that cognitive impairment, rather 

than functional impairment, are powerful predictors of caregivers' psychiatric 

morbidity and burden. In a recent study by Schwarz and Blixen (1997), the sample 

consisted of 49 caregivers receiving formal social support from home health care and 

51 caregivers not receiving home health care during a 13-month period. In this study, 

caregiver strain was measured with the Caregiver Strain Questionnaire, a 48-item 

instrument consisting of three subscales: Exhaustion, Emotional Arousal, and 

Discrepancy with Ideal States (England, 1990). Cronbach's Alpha for the sample of 

this study was .92. Depressive symptomatology of caregivers was measured by the 

CES-D Scale (Radloff, 1977). Cronbach' s Alpha for the sample of this study was 

.92. The researchers also reported that the presence of cognitive impairment was an 

important predictor of caregiver strain and ·depression. 

In contrast, other studies have shown that the care-recipients ' severity of 

illness was not significantly associated with caregivers' emotional and physical 

health (Cattanach & Tebes, 1991; Clark & Hartman, 1996; Evan eta!., 1991). Clark 

and Hartman (1996) conducted a study to investigate the predictors of psychological 

distress and physical health of caregivers who care for frail elderly relatives. This 

sample consisted of 53 diverse caregiver relationships: spouses, adult children, 

children-in-law, and other relatives. It was hypothesized that a caregiver's personal 

characteristics (hardiness and appraisals) would predict the emotional and physical 

health of caregivers beyond what could be accounted for by the care-recipient's 

illness characteristics (level of cognitive and functional impairment, behavioral 
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impairment, and caregiver's level of responsibility for needed care). The full model 

that included all predictor variables (hardiness, appraisal, and care-recipient' s illness 

characteristics) accounted for 55% of the variance in depression as measured by the 

Beck Depression Inventory. However, the unique variance for the care-recipient's 

illness characteristics accounted for only 7% of the variance in depression, and it was 

not significant. For physical health, this full model did not reach significance. 

Cattanach and Tebes (1991) investigated the nature of elder impairment and its impact 

on family caregivers ' emotional and physical health using three groups of daughters 

and daughters-in-law caregivers living with a parent or parent-in-law: Group 1 (n = 

39) cared for cognitively impaired elders; Group 2 (n = 30) cared for functionally 

impaired but cognitively intact" elders; Group 3 (n = 33) cared for nonimpaired, 

cognitively and functionally intact elders. This study controlled for familial 

generation, gender, and living arrangement. Researchers hypothesized that the three 

groups would have different emotional and physical health impacts because of the 

nature of impairment. However, caregivers of cognitively impaired elderly parents 

and parents-in-law reported no differences in psychological distress as measured by 

the General Health Questionnaire (GHQ; Goldberg, 1972), depressive 

symptomatology as measured by the CES-D Scale (Radloff, 1977), physical 

symptoms as measured by the Cohen-Haberman Inventory of Physical Symptoms 

(CHIPS; Cohen & Hoberman, 1983), number of hospital visits, number of physician 

visits, or number of days sick in bed compared with caregivers of functionally 

impaired or nonimpaired elders. They concluded that other aspects of the caregiving 

contexts such as familial generation, gender, a!ld living arrangement may be more 

important factors than the nature of the elder ' s impairment. 
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Findings from previous studies on care-recipients ' characteristics and 

caregivers ' emotional and physical health are not cone! usive. However, cognitive 

impairments were found to be more powerful predictors of caregivers' emotional and 

physical health than functional impairments. 

Social Network Interactions 

Social network interactions may have both positive and negative impacts on 

caregivers' emotional and physical health (Cohen eta!., 1994; Fudge, Neufeld, & 

Harrison, 1997; Kiecolt -Glasser, Dura, Speicher, Trask, & Glase, 1991; MaloneBeach 

& Zarit, 1995; Pagel, Erdly, & Becker, 1987; Rauktis eta!., 1995; Rook, 1990; Tausig, 

1992; Walker eta!., 1995). However, with few exceptions, the first generation of 

social network interaction researchers have focused on the positive aspect of social 

network interactions and have not considered the negative aspect. Social network 

interactions have been considered as an important predictor of caregiver well-being 

because they provide sources of social support (George & G}V}'ther, 1986; Tausig, 

1992). Caregivers may require instrumental or socioemotional support from others to 

maintain the caregiving relationship (Tausig, 1992). Social support for caregivers can 

be provided from informal and formal sources. Informal social support is provided by 

two primary sources: family and friends. Research has indicated that family members 

are the primary source of social support, and the majority of supportive services 

received by the elderly are provided by family members (George, 1986; Stone et a!., 

1987). 

Among studies that have examined the effects of social network variables, 

some studies have reported that the perceived social support by the primary caregiver 

may have an impo~t positive impact on the health of caregivers who care for the 
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impaired family member (Cohen eta!., 1994; Pohl eta!., 1994; Schulz & Williamson, 

1991). Pohl eta!. (1994) conducted a study to identify the predictors of daughters and 

daughters-in-law reactions to caregiving for cognitively and physically impaired 

aging parents and patents-in-law using a framework of social vulnerability. As social 

vulnerability variables, concepts of social support, health status, income, education, 

marital status, and employment were included. Caregiver reaction was measured with 

4 subscales including negative reactions, family abandonment, impact on health, and 

impact on schedule. Findings from this study reported that 24% of the variance in 

negative reactions to caregiving was accounted for by primarily three predictor 

variables: social support, caregiver health, and caregiver income (R < .0001). 

Moreover, 31% of the variance in the caregivers' feeling that they had been 

abandoned by their families was explained primarily by one predictor variable, social 

support (R < .0001 ). As social support decreased, the feeling of abandonment by the 

family increased. Fifteen percent of the variance in impact on health was explained 

by the predictor variables (R < .001 ), with social support again the only variable that 

contributed significantly to the prediction of the impact of caregiving on health. 

Cohen eta!. (1994) conducted a study to determine whether social network 

dimensions have independent, indirect, or buffering effects on caregiver 

psychological stress using 58 caregivers of Alzheimer's disease patients. The 

Hopkins Symptom Checklist (SCL-90; Derogatis, 1974) was used to measure various 

psychiatric symptoms of caregivers. Test-retest reliability has ranged from . 78 to .90 

on various subscales. Cronbach's Alpha for the sample of this study was .95. 

Sokolovsky and Cohen's (1981) Network Analysis Profile (NAP) was used to 

measure quantitative and qualitative features of the caregiver's total network. 
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Interrater reliability has ranged from .83 to .92 on various subsections of the profile. 

They found that social networks had indirect effects but no direct or buffering effects 

on caregiving psychological distress. Only frequency of contact with church or 

synagogue had significant independent effects. 

However, other studies have suggested that social support has little or no 

impact on caregivers ' emotional and physical health and that social conflict is a more 

powerful predictor of caregivers' emotional and physical health (Fiore, Becker, & 

Coppel, 1983; MaloneBeach & Zarit, 1995; Pagel eta!., 1987; Rauktis eta!., 1995; 

Rook, 1984). Social interaction theorists have argued that some interactions with 

family members may cause adverse health effects and can also become sources of 

problems. Not all interactions with members of social networks are supportive, and 

lack of support may result in adverse health outcomes for caregivers (Brody, 1985; 

MaloneBeach & Zarit, 1995; Pagel eta!., 1987; Rook, 1984, 1990; Suitor & Pillemer, 

1993). Although caregiving studies support the beneficial direct effects of social 

bonds, close relationships can also be a source of frustration and conflict. A variety 

of terms, such as social conflict, social network stressors, interpersonal obstacles, 

negative social interactions, negative social support, negativity, and social network 

upset have been used to describe distressing social interactions (Rauktis eta!., 1995; 

Rook, 1990). MaloneBeach and Zarit (1995) conducted a study to examine the 

relationship of family support and social cmiflict to stressors and depression of 

caregivers with a sample of 57 female caregivers (wives, daughters, daughters-in claw 

and other. relatives) of the cognitively impaired elderly. Stressors were measured as 

level of ability to perform Activities of daily living (ADLs) and Memory and 

Behavioral Problems. Three dimensions of social support and social conflict were 
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assessed: instrumental, informational, and affective. Items for each dimension were 

developed by the researchers. Cronbach' s Alphas for the sample of this study were 

. 70 for social support and . 77 for social conflict. Depression was measured with the 

Hamilton Depression Rating Scale (HDRS; Hamilton, 1967) and the CES-D Scale 

(Radloff, 1977). Cronbach's Alphas for the sample of this study were .82 for the 

HDRS and .85 for the CES-D Scale. Social conflict was a stronger predictor of 

caregiver depression than social support. Both emotional and informational conflict 

were significantly related to caregiver depression that measured by both depression 

scales. But only instrumental support was significantly related to depression as 

measured by the Hamilton Depression Rating Scale, but not as measured by the CES

D Scale. 

A longitudinal study (Pagel et a!., 1987) investigated the relationship between 

social network interactions and depression in caregivers using primary spousal 

caregivers of Alzheimer's Disease patients (N = 68 for Time 1 and N = 38 for Time 2). 

Social network interactions were measured by Hirsh's (1980) Support System Scale. 

The scales asked for the-degree to which the social network members were perceived to 

be helpful and upsetting to the caregiver in five different categories of social network 

interactions. The five categories included were cognitive guidance, self-disclosure, 

socializing, emotional support, and tangible assistance. Three measures of depression 

were used: (a) the Beck Depression Inventory (BDI; A. T. Beck & R. W. Beck, 1972), 

(b) the Hamilton Depression Rating Scale (HDRS; Hamilton, 1967), and (c) the 

depression subscale from the Symptom Checklist-90 (SCL-90; Derogatis, 1974). 

Cronbach 's Alphas for the sample of this study were .76, .65, and .88 for the BDI, 

HDRS, and SCL-90, ~:espectively. The researchers found that degree of upset with 
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others in the social support networks was correlated with caregiver depression at both 

time periods after controlling for age, sex, health status, and initial depression levels, 

while positive aspects of support were not. Fiore eta!. (1983) conducted a study to 

investigate the relationship between social network interactions and depression of 

caregivers with a sample of 44 spouse caregivers of Alzheimer's DiseaSe patients. 

They also found that the degree of unsupportiveness in a relationship as measured by 

Hirsh's (1980) Support System Scale was related to the severity of depression as 

measured by the BDI (Beck, 1967), and it accounted for 37% of the variance of the 

depression. However, the perceived supportiveness was not related to depression. 

Social network interactions with both family members and non-family members 

could have negative impacts. However, perceived negative interactions with family 

members seem to have especially greater negative impacts on caregivers ' health than 

interactions with other network members (Jones, 1995; Rankin, Haut, & Keefover, 

1992; Semple, 1992; Shields, 1992; Strawbridge & Wallhagen, 1991). Dakof & Taylor 

(1990) noted that caregivers tend to think that support from family members is an 

obligation and is involuntary, whereas a friend's support tends to be viewed as 

voluntary. Therefore, if social support from family members was not satisfactory, it 

may result in more negative impacts on health. Brody (1985) noted that the experience 

of caregiving for the impaired elderly family members has been associated with high 

levels of interpersonal and intrapsychiatric tensions. These tensions are related to a 

wide range of mental and physi~al health problems among caregivers. Thus the family 

can be a source of stress and support at the same time. 

The caregiving literature has also documented the extent of conflicts among 

care giving family members of the cognitively and functionally impaired elderly 
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(Gwyther, 1995; Mathews & Rosener, 1988; Semple, 1992; Smith, Smith, & 

Toseland, 1991; Strawbridge & Wallhagen, 1991; Suitor & Pillemer, 1993). 

Strawbridge & Wallhagen (1991) conducted a study to quantify the extent of family 

conflict among adult child caregivers and to analyze its relative impacts on caregiver 

burden and mental health compared with other variables such as the caregiver's 

relationship with the care-recipient, caregiver tasks, caregiver income, and gender. 

The sample consisted of 100 adult child caregivers of cognitively and physically 

impaired parents or parents-in-law, and 83% of the caregivers were women. Family 

conflict was measured with Pagel and colleagues' (I 987) Social Support Scale which 

is designed to measure positive and negative aspects of social network interactions. 

Caregiver Perceived Burden was measured with a 22-item instrument. Scale items 

were adapted from Moss and colleagues (I 987), and Poulshock.and Deimling (1984). 

Cronbach 's Alpha for the sample of this study was .94. Veit and Ware's (1983) 

Mental Health Inventory was used to measure caregiver mental health. Cronbach's 

Alpha for the sample of this study was .97. This study found that 40% of the 

caregivers were experiencing relatively serious conflict with another family member 

over caregiving activities. The most likely relative to be a family member in the 

conflict was a sibling who was unwilling to provide the amount of assistance the 

caregiver expected. Caregivers who did experience family conflict reported 

significantly higher caregiver burden and poorer mental health than caregivers who 

did not experience family conflict. In a path model, family conflict had significant 

impacts on caregiver burden and mental health even when the quality of the 

relationship with the care-recipient, caregiver income, age, gender, and caregiver 

tasks were taken into account. 
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In other words, social network interactions of caregivers have both positive 

and negative impacts on caregivers' emotional and physical health. To understand the 

social network interactions of caregivers more comprehensively, negative as well as 

positive social interactions should be examined. Negative social network interactions 

often exceed the beneficial effects of the positive social network interactions. In 

particular, family conflict is the most powerful predictor of adverse health outcomes 

for caregivers. 

Sununary of the Literature Review in the United States 

A large number of studies have been conducted to examine the emotional 

health of caregivers who care for the cognitively and functionally impaired elderly in 

the United States. Studies have consistently shown that the caregivers' emotional 

health is negatively affected by caregiving responsibilities. However, relatively few 

studies have been conducted to investigate the caregivers ' physical health, and 

fmdings from previous studies have demonstrated inconsistent results. Little is 

known about the physical health impacts of family caregiving. 

·Findings from previous studies have demonstrated that various factors are 

related to the emotional and physical health of caregivers. However, findings from 

previous studies on the predictors of caregivers' health consequences have shown 

inconsistent, inconclusive, and contradictory results. There could be several reasons, 

including the cross-sectional nature of many studies, small sample sizes, convenience 

sampling, and differences in conceptualization and meaSurement of key constructs. 

Three major gaps have been found and need to be discussed and bridged in order to 

understand the complex phenomenon of family caregiving. The first gap is a lack of 

cultural sensitivity. The samples used iri the majority of previous studies were 
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predominantly or entirely Caucasian and did not reflect the racial, cultural, and ethnic 

diversity among caregivers. A few studies have examined the impact of race, 

ethnicity, or culture on the caregiving health consequences, and these studies have 

reported racial differences in caregivers' depression and burden. Therefore, findings 

and interpretations from previous studies have limitations in terms of usefulness and 

political relevance in a specific sociocultural context. 

The second gap is a lack of specificity in terms of gender and familial 

generation. Caregivers ' gender has been identified as an important predictor of 

social network interactions and health consequences of caregivers. Moreover, gender 

tends to interact with several other predictors, including competing roles of caregivers 

and type of relationship. The majoritY of studies in this review have included 

spouses, adult children, and other relatives in the same study and have not considered 

the differences among these groups. However, findings from previous studies have 

shown that familial generation is an important factor that need to be considered. 

The third g~p relates to the inadequate conceptualization of social network 

interactions. Although there is enough evidence of the positive and negative effects 

of social network interactions, previous researchers tended to consider only the 

positive social network interactions. Yet a few studies have shown that ~egative 

social network interactions are more powerful predictors of caregivers ' emotional 

and physical health than positive social network interactions. To understand social 

network interactions more comprehensively, negative as well as positive social 

network interactions and their impacts on caregivers' health should be examined. 

Despite the limitations of the majority of the studies in this review, several 

findings were consistently reported. Female caregivers are more likely to report 
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higher levels of depression and more physical health problems than male caregivers. 

Among female caregivers, daughters and daughters-in-law caregivers were the highest 

risk group for adverse emotional and physical health consequences. However, 

caregiving health consequences of daughter and daughter-in-law 9aregivers as a group 

are not extensively and systematically examined. Moreover, negative social family 

interactions are a more powerful predictor of adverse health consequences of family 

caregiving than beneficial effects of positive social network interactions. 

Family Caregiving in Korea 

The dynamic of family caregiving and the health consequences of family 

caregiving may differ by culture because caregiving behaviors may reflect a 

country's present form of a culture. In Korea, family members play more important 

roles in the care of elderly parents than i~ the United States due to both the long

standing traditional social values of filial piety and familism and the lack of health 

and social service programs for the impaired elderly and family caregivers (Choi, 

1993; S. J. Choi, 1996; Sung, 1994). Women, especially daughters-in-law, have been 

societally expected to assume the caregiving role for the impaired parents-in-law due 

to traditional social values in family caregiving and gender roles (H. K. Choi, 1993; S. 

J. Choi, 1996; Y. R. Lee, 1995). A cross-cultural study (Y. R. Lee, 1995) had 

reported that 83.3% of Korean adult child caregivers (n = 60) are women, with 

daughters-in-law comprising 55% and daughters constituting 28.3% of this sample, 

whereas 87.3% of Caucasian adult child caregivers (n = 47) are women, with 

daughters comprising 78.7% and daughters-in-law constituting 8.6% of this sample. 

In addition, cultural norms of gender roles in Korea dictate that females are 
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males are expected to work outside (H. K. Choi, 1993). 
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However, family-centered caregiving has been severely strained, challenged 

and threatened due to the country's modernization over the past 30 years (S. J. Choi, 

1996). Many changes in familial factors have been affected by the process of 

modernization; the norms of filial piety and familism are withering away, and 

individualism and an independence orientation are developing and expanding. The 

care giving by adult children is decreasing and the adult children's responsibility 

tends to transfer to the elderly spouse. However, many elderly spouses also have 

limitations in performing daily activities (Rhee, Chang, Koh, & Park, 1994). 

Accordingly, family-centered caregiving is becoming a critical sociopolitical issue in 

Korea. To maintain traditional family-centered parent caregiving, health and social 

service programs for the impaired elderly and family members must be developed that 

reflect social changes and that can relieve negative health ~utcomes for Korean 

caregivers (S. J. Choi, 1996). 

·Recently studies have been conducted to investigate the cultural impacts on 

family caregiving (H. K. Choi, 1993; J. H. Kim, 1996; Y. R. Lee, 1995; Shin, 1995). 

Y. R. Lee (1995) conducted a cross-cultural study to compare caregiver burden 

between Korean (n"' 60) and Caucasian caregivers (n = 47) of the dementia elderly. 

Caregiver's global burden was measured with Burden Interview (BI; Zarit eta!., 

1980; S. H. Zarit & J. M. Zarit, 1987), and domain specific measures of burden were 

measured with Caregiver Burden Inventory (CBI; Novak & Guest, 1989). 

Cronbach 's Alphas for the sample of this study were .92 for the BI; it ranged from 

. 73 to .86 for various domains of the CBI. This study found that Korean caregivers, 
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compared to Caucasian caregivers, had significantly higher filial obligation (11 < .05) 

and had higher mean scores of extended family support as measured by the number of 

secondary caregivers (11 < .05) and frequency of visits (11 < .05). Korean caregivers 

experienced lower global burden. However, after controlling for filial obligation and 

extended family support, the differences between Korean and Caucasian caregivers 

were no longer significant. The caregivers ' acceptance of caregiver selection norms 

was a significant predictor of caregiver burden. Caregivers who had expected to 

assume the caregiving role reported less burden. Acceptance of caregiver selection 

norms was measured by the following question: "Who do you think should take care 

of dependent parents?" When caregivers responded that caregivers themselves 

should take care of dependent parents, this was regarded as acceptance of the norms. 

This stu.dy found that the quality of the relationship prior to illness with the care

recipient, level of impairment, and gender influenced Korean and Caucasian 

caregivers in a different way. A poor relationship between caregiver and care

recipient prior to illness was significantly related to the caregiver burden among 

Caucasian caregivers (11 < .01) but had no effect for Korean caregivers. The level of 

care-recipient impairment had a greater impact on caregiver burden for Caucasian 

caregivers than for Korean caregivers. Moreover, being female significantly 

predicted the developmental, physical, emotional, and global burden of Caucasian 

caregivers but only predicted physical burden of Korean caregivers. In this study, the 

living arrangement, coping style, and extended family support were important 

predictors of caregiver burden for both Korean and Caucasian caregivers. 

Shin (1995) conducted a study to examine the extent of the burden and 

depression of caregivers using 81 senile dementia patients in Korea. The dyadic 
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relationship between caregiver and care-recipient was diverse, including adult 

children, spouses, grandchildren, and other relatives. Caregiver burden was measured 

with a 22 item Burden Interview Scale (Ziuit eta!., 1986), and depression was 

measured with a 20-item CES-D Scale. Cronbach's Alphas for this study sample 

were .88 and .83, respectively. Findings from this study showed that filial obligation 

is an important intervening variable of caregiver burden for Korean caregivers. 

H. K. Choi (1993) conducted a study examining the predictors of caregiver 

burden using 169 primary caregivers ofnoninstitutionalized functional and/or 

cognitively impaired Korean elderly subjects. The dyadic relationship between 

caregiver and care-recipient was diverse, including spouse, daughter-in-law, daughter, 

and son. Caregiver burden was measured by five dimensions based on a 20-item, 4-

point scale developed by Stommel eta!. (1990) and modified by H. Choi (1991). 

Originally this scale was a 31- item scale but it was modified to 20- items based on 

the results of a factor analysis in order to increase the relevance and appropriateness 

of the scale to Korean caregivers. The Cronbach's alphas for the five dimensions of 

this scale for this study sample were .90 for perceived impact of finances, .91 for 

feelings of abandonment, .94 for perceived impact on schedule, .97 for perceived 

impact on health, and .94 for sense of entrapment. Findings from tliis study indicated 

that cultural factors associated with the traditional caregiver selection norms (when 

the impaired elder was a female or .a widower, the first daughter-in-law was regarded 

as appropriate, and when the impaired elder was a married male, his wife was 

regarded as the appropriat~ caregiver; but any other relationships were regarded as 

incongruency with the caregiver selection norms) were not as powerful predictors of 

caregiver burden as expected. Nevertheless, the two cultural factors--caregivers ' 
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congruency with the traditional caregiver selection norms and their acceptance of the 

norms--were statistically significant predictors for some dimensions of the caregiver 

burden scale; however, they were not powerful predictors. The findings also 

suggested that noncultural factors, including family income and family fmancial 

responsibility, daily caregiving hours, and the caregiver's health status, outweigh 

cultural factors as the most important determinants of caregiver burden in Korea. 

In summary, there is some evidence of cultural impacts on family caregiving. 

Findings from two previous studies have shown that filial obligation, acceptance of 

caregiver selection norms, and extended family support were important cultural 

factors related to family-caregiving in Korea. However, one study concluded that 

noncultural factors outweigh cultural factors as important predictors of caregiver 

burden in Korea. 

Caregivers' Emotional and Physical Health in Korea 

From the early 1990s, family caregiving research has received increased 

attention in Korea. Relatively few studies have investigated family caregiving 

impacts on emotional health, and only one study examined the physical health of 

caregivers who care for the impaired elderly. 

Emotional Health. Recently, a few studies have investigated caregiving 

impacts on caregivers ' emotional health (J. H. Kim, 1996; K. H. Lee & Sohng, 1996; 

Shin, 1995). Some studies have found moderate to severe caregiver depression using 

the CES-D-K (J. H. Kim, 1996; Shin, 1995). In Shin's (1995) study, the mean 

caregivers' depression score was 18.9 (range from 2 to 44) measured by the CES-D

K, indicating a moderate degree of depression. J. H. Kim (1996) conducted a 

descriptive study using triangulated methodology with 30 Korean American 
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caregivers living in Chicago. Caregivers consisted of 25 wives, 4 daughters, and 1 

daughter-in-law. The mean CES-D-K score of caregivers was 30.53, and 83% of 

caregivers scored above 16, the cutoff score for depression. The caregivers' 

descriptions of the presence of depressive symptoms during the ,in,terview were 

consistent with their CES-D-K scores. The researcher speculated that this high level 

of depression in Korean American caregivers may be due to their current caregiving 

situation in addition to their problems as immigrants in the United States. However, 

the other possible explanation for this fmding is the high intergenerational tensions in 

immigrant families. K. C. Kim, S. Kim, and Hurh (1991) reported that Korean 

immigrant families suffer difficulties in practicing the traditional expectation of filial 

piety under the changing life conditions and family-kinship system in the United 

States. This could explain the high rate of depression in Korean American caregivers. 

One study reported relatively low caregivers ' depression. K. Y. Lee & Sohng 

(1996) conducted a study to identify the degree of burden and depression in family 

caregivers of 80 hospitalized stroke patients in an oriental medicine hospital in Korea. 

Depression was measured with the Zung Depression Scale (Zung, 1965). Cronbach 

alpha for the Zung Depression Scale for this study sample was .79. The mean 

caregivers' depression score was 43.20 (range from 23 to 65), indicating no 

depression based on a cut-off score of~ 50 for mild depression. The short duration of 

caregiving may be one of the reasons for the relatively low depression scores in this 

sample. Seventy-eight percent of caregivers were involved in care giving less than 

one month. These caregivers reported relatively low depression scores. 

Physical Health. Only one study examined family caregivers ' general health 

as a predictor of caregivers' depression and burden (Shin, 1995). Physical health 
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was measured with a 4 point self-repo.rted measure, asking respondents to rate their 

current health on a scale from poor to excellent. This single item has been widely 

used and researchers have found that it is a reliable indicator of objective physical 

health (Mossey & Shapiro, 1982). This study found that 63% of caregivers (N = 81) 

reported that their health had deteriorated from the same time a year ago and 44.4% 

reported their health status to be poorer than other people of their own age. 

In summary, there is some evidence of adverse care giving impacts on the 

emotional health of caregivers who care for the cognitively and functionally impaired 

elderly in Korea. Caregiving impacts on the physical health of Korean caregivers 

have not been widely examined. Findings from previous studies in the United States 

have revealed that family caregiving is a very complex phenomenon and various 

factors could explain caregivers' health. However, the predictors of Korean 

caregivers' emotional health may differ from those of American caregivers due to the 

traditional social values on family caregiving and the sociopolitical contexts in Korea. 

In the subsequent section, relevant studies in the Korean caregiving literature 

pertaining to the four predictors of caregivers' health in the present study will be 

reviewed. These four predictors are characteristics of the caregivers, quality of 

intergenerational relationships, characteristics of the care-recipients, and social 

network interactions. 

Characteristics of the Caregivers 

Characteristics of the caregivers may influence the health of Korean 

caregivers. Findings from previous studies have identified that caregivers ' 

sociodemographic characteristics, including age and income, type of relationship with 

care-recipient, and competing roles, influence caregivers ' emotional health. 
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Age. Findings from previous studies on age have been inconsistent. M. H. 

Suh and Oh (1993) conducted a study to examine caregiver burden, the health effects 

of care giving, and the well-being of caregivers by using 53 Korean caregivers of 

chronically ill patients who registered in community-based home health care 

programs in a mid-sized city in Korea. Care-recipients were of diverse age (ranged 

from 6 to 84) and impairments, including spinal cord injury, stroke, cerebral palsy, 

and brain damage. The relationships with caregivers were spouses, children, and 

other relatives. Caregiver burden was measured with a 25-item self-reported scale 

developed by the researchers based on previous studies on caregiver burden. 

Cronbach 's Alpha for this study sample was .89. The study found that younger 

caregivers were more burdened than older caregivers. In contrast, another study that 

examined the caregiver burden of 75 family caregivers (spouses, adult children, and 

parents) who cared for chronically ill family members in the hospital found that older 

caregivers were more burdened than younger caregivers (Y. S. Lee & M. J. Suh, 

1994). Moreover, one study (H. K. Choi, 1993) found no significant relationship 

between age and caregivers ' burden or health. 

Income. Income has also shown inconsistent findings. Some studies have 

shown that lower income was associated with higher levels of caregiver burden or 

depression (H. K. Choi, 1993; J. H. Kim, 1996; K. Y. Lee & Sohng, 1996). H. K. 

Choi (1993) investigated the predictors of caregiver burden for Korean caregivers 

who cared for the functionally and/or cognitively impaired elderly. Findings from 

Choi 's study (1993) showed that financial factors are more important predictors for 

Korean caregivers' burden than cultural factors. K. Y. Lee and Sohng (1996) also 
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with depression (It< .0007). 
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However, a recent study found that caregivers' higher income was associated 

with negative experiences of care giving and less satisfaction in caregiving (H. Lee et 

a!., 1997). H. Lee et a!. (1997) conducted a study to compare dementia caregiving 

experiences between caregivers who admitted their elderly dementia relative to a 

nursing home (Group 1: n = 24) and caregivers who cared for their elderly dementia 

relative at home (Group 2: n = 30). Perceived difficulties and satisfaction were 

measured with a 21 item, 5-point scale developed by the researchers to explore the 

negative and positive consequences of family caregiving for Korean caregivers. 

They found that Group I caregivers reported higher income and used more formal 

services than Group 2 caregivers but Group 1 caregivers reported less satisfaction and 

more difficulties in caregiving (1m< .05). 

Tvoe of Relationship. Findings from previous studies have reported that type of 

relationship to the care-recipient is an important factor that could explain the emotional 

health of caregivers (S. S. Kim, 1992; Shin, 1995). Among adult child caregivers, type 

of relationship has been found to play a significant role in explaining care giving 

involvement, motives, and health impacts (S. S. Kim, 1992; Shin, 1995). Relatively 

few studies have differentiated blood-tied relationship and affinal relationship (S. S. 

Kim, 1992; Y. R. Lee & Sung, 1997; Shin, 1995). Findings from previous studies 

generally suggest that daughter-in-law caregivers are the group at the greatest risk (S. S. 

Kim, 1992; Shin, 1995). S. S. Kim (1992) conducted a qualitative study using 

grounded theory to explore and explain the experiences of family caregivers using 24 

family caregivers who care for stroke patients at hospitals and their homes in Korea. 
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Findings from this study showed that dau~ters-in-law have the most negative 

experiences in the caregiving. Daughters-in-law feel more social isolation, depression, 

and hopelessness when the period of care giving lasts longer than do any other 

caregivers. 

Competing Roles. Findings from previous studies in intergenerational 

caregiving studies in,the Western culture have reported that competing roles of adult 

child caregivers are important factors that could explain the emotional and physical 

health of caregivers. Relatively few studies have included competing roles as a 

predictor of caregivers' depression in Korea (J. H. Kim, 1996; K. Y. Lee & Sohng, 

1996). J. H. Kim (1996) conducted a study to examine the extent of caregiver burden 

and depression and factors that explain caregiver burden and depression for Korean 

American caregivers using a triangulation method. This sample consisted of 30 

Korean American caregivers who cared for the impaired elderly. Caregivers' 

multiple roles were related to feelings of burden, and feelings of caregiver burden 

were related to high depressive symptoms. K. Y. Lee and Sohng's (1996) study did 

not include caregivers ' competing role as a predictor of depression and caregiver 

burden. However, findings from this study showed that caregivers in the age 40 group 

felt more objective burden than any other age group. Caregiver burden was measured 

with the Burden Inventory (Montgomery eta!., 1985) to assess objective and 

subjective burden. Cronbach's Alphas for this study sample were .83 for the 

Objective Burden Inventory and .68 for the Subjective Burden Inventory. 

Researchers concluded that this age group has competing roles more than other age 

groups, and competing roles may result in high objective burden. 
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In summary, the relationship between caregivers' characteristics and 

intergenerational caregiving health consequences for Korean caregivers has not been 

well identified. Although findings from previous studies were not conclusive, 

younger age, low income, female, daughters-in-law caregivers, and caregivers who 

have competing roles tend to report negative health consequences from family 

caregiving. For Korean caregivers, competing roles of daughter and daughter-in-law 

caregivers may be related to negative health consequences because of lack of social 

services for caregiving families and gender role expectations in Korean culture. 

Therefore, more studies are needed that focus on daughter and daughter-in-law 

caregivers. 

Oualitv of Intergenerational Relationships 

The effects of quality of intergenerational relationships on caregivers ' health 

in Korean caregivers may differ from those of caregivers in the United States. 

Traditional social values in Korea and type of kinship relationship between caregiver 

and care-recipient could shape the quality of intergenerational relationships. 

Filial Obligation. Although filial obligation is not unique to Korean culture, it 

has been a cardinal cultural norm in Korea, like other Asian societies, influenced by 

Confucian culture (K. C. Kim eta!., 1991; Y. R. Lee & Sung, 1997). Attitudes of 

filial obligation are a product of the social and structural world in which a person lives 

(Hanson eta!., 1983; K. C. Kim eta!., 1991). Adult children's sense of filial 

obligation in the United States today is an individual choice based on affection and 

varies with the children's situational and structural conditions, such as physical 

proximity, gender, and employment (Fiuley eta!., 1988; Hanson eta!., 1983). 

However, filial obligation is a culturally-sanctioned normative obligation in Korea 
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rather than a matter of personal attitude or option based on emotional closeness (K. C. 

Kim eta!., 1991; Sung, 1992, 1994, 1995). Indeed, filial obligation has been 

identified as the most important parent care giving motivation for Korean adult child 

caregivers (Y. R. Lee & Sung, 1997; Sung, 1994). A recent study by Y. R. Lee and 

Sung (1997) examined the differences in parent caregiving motivations between 

Korean (n = 60) and Caucasian American caregivers (n = 47) of dementia patients. 

The Filial Expectancy Scale (Seelbach & Sauer, 1977) was used to assess perceived 

obligations regarding various types of services and support that children should 

provide. Affection was measured with a self-report scale developed by Horowitz and 

Shindelman (1983) to measure the quality of relationships between caregiver and 

care-recipient. Cronbach's Alphas for this study sample were .76 and .74, 

respectively. The majority of Caucasian caregivers were daughters (78.7%) who 

expressed a high level of affection for their parents, whereas the majority of Korean 

caregivers were daughters-in-law (55%) who are less likely to have affectionate 

relationships with their parents-in-law. Korean caregivers expressed a significantly 

higher level of filial obligation than Caucasian American caregivers (R < .05). One 

can speculate that this difference is due to the nature of the relationship between 

caregiver and care-recipient. However, Korean daughters reported significantly 

higher obligation motivations than Caucasian American daughter caregivers (R < 05). 

Moreover, obligation motivation did not differ significantly between daughters-in-law 

and blood-tied children in Korea. Sung (1994) compared parent caregiving 

motivation between Korean caregivers (n = 172) and American caregivers (n = 203). 

Findings indicated that the two groups have different motivations for parent care 

although there were similarities. Both groups cited affectionflove, 
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repayment/reciprocity, and filial responsibility/obligation .. Korean caregivers cited 

filial respect, family harmony, and filial sacrifice as outstanding forms of motivations 

that were not cited by American caregivers. Based on the results of this study, Sung 

concluded that the tradition of filial piety persists in caring for elderly parents in 

Korean caregivers, and it is likely that Koreans will continue to retain this cultural 

tradition. 

Filial obligation has rarely been the subject of study, and few studies have 

focused on the relationship between filial obligation and caregivers ' emotional health 

(Shin, 1995) or caregiver burden (Y. R. Lee, 1995; Shin, 1995). Both studies have 

shown different findings from those of the Western culture. Adherence to the filial 

obligation norm has been related to higher caregiver burden or higher depression in 

caregivers of Western countries, but for Korea, it has been related to a lower burden. 

Affection. In Korea, the majority of caregivers for the impaired elderly are 

daughters-in-law. The quality of intergenerational relationships in affinal relationship 

may differ with blood-tied relationships. Relatively few studies in Korea have 
' 

included affection as a predictor of caregivers ' emotional health or caregiver burden. 

Recently, two studies included affection as a predictor of depression (Shin, 1995) and 

caregiver burden (Y. R. Lee, 1995; Shin, 1995). Findings from these two studies have 

produced conflicting results. Shin (1995) conducted a study to examine caregiving 

experiences of Korean caregivers using 81 dementia elderly caregivers. 1bis sample 

consisted of adult children, spouses, grandchildren, and other relatives. Quality of the 

relationship prior to illness was found to be a significant mediator for caregiver 

burden along with filial obligation. 
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In contrast, Y. R. Lee (1995) found no association between a caregiver's 

affection to the care-recipient and caregiver burden in Korean adult child caregivers. 

A poor relationship was not related to any component of burden for Korean 

caregivers, but several components of caregiver burden for Caucasian American 

caregivers were associated with affection. Y. R. Lee (1995) argued that affection was 

not a good predictor of caregiver burden for the Korean caregivers. This finding may 

be explained by differences in kinship relationship between Caucasian American 
• 

caregivers and Korean caregivers. The majority of Caucasian caregivers were 

daughters (78. 7%) who expressed a high level of affection for their parents, whereas 

the majority of Korean caregivers were daughters-in-law (55%) who were less likely 

to feel affection for their parents-in-law. The lack of an early common history of 

daughters-in-law caregivers with their demented elderly parents-in-law could 

contribute to lower affection for the elder but stronger filial responsibility in parent 

caregiving than among daughter caregivers (Kivett, 1989; Y. R. Lee & Sung, 1997). 

Y. R. Lee (1995) concluded that Korean caregivers expressed a significantly higher 

level of filial obligation than did Caucasian American caregivers and provided parent 

caregiving under this motivation regardless of the quality of their past relationship. 

In summary, filial obligation has been identified as an important predictor of 

positive health consequences ill Korean caregivers in contrast to American caregivers. 

However, the relationship between affection and caregivers ' health for Korean 

caregivers is not consistent. In both studies, affection was measured by only one 

item, "In general, how close would you say your relationship was to the older 

relative." This may be a limited measure to represent affection. The quality of 

relationships between adult children and parents may differ from that of spouses. 



More studies are needed that focus on the q)lality of intergenerational relationships, 

and a more sensitive measure to capture affective intergenerational relationships has 

to be used. 

Characteristics of the Care-Recipient 
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Relatively few studies have investigated the relationship between caregivers' 

emotional health and the level of impairment of care-recipients in Korea. Findings 

from previous studies have shown that the level of cognitive impairment significantly 

influenced caregivers' emotional health and caregiver burden (J. H. Kim, 1996; Y. R. 

Lee, 1995; Shin, 1995). Shin's (1995) study hypothesized that memory and behavior 

impairment and ADL impairment would be positively associated with caregiver 

burden. The Memory and Behavior Problems Checklist (MBPC; S. H. Zarit & J. M. 

Zarit, 1987) was used to measure the extent of the patient's cognitive impairment. 

The level of functional impairment of the care-recipient was measured by Katz and 

colleagues' (1963) ADL scale to assess the levels of assistance required by the 

elderly. Cronbach 's Alphas for this study sample were .88 and .76, respectively. 

Using hierarchical multiple regression, this study found that the memory and behavior 

impairment explained an additional 10.8% of the variance in caregiver burden after 

controlling for the effects of sociodemographic variables. However, the level of ADL 

impairment did not add a significant additional variance to predicting caregiver . 

burden. J. H. Kim's (1996) study also found that cognitive impairment of the care

recipients is related to feelings of burden among Korean American caregivers. 

However, previous studies have shown no relationship between the level of 

functional impairment of care-recipient and caregiver burden (Y. S. Lee & M. J. Suh, 

1994; Shin, 1995). Y. S. Lee and M. J. Suh (1994) found that care-recipients' level 
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of functional impairment was not significantly related to caregiver burden. The 

functional impairment of care-recipients was measured with the Revised Version of 

Rarneizl 's (1983) CADET scale (Communication, Arnbulation, Daily Living, 

Elimination, and Transfer). Cronbach's Alpha for this study sample was .96. 

Caregiver burden was measured with the Burden Inventory (Montgomery, Gonyea, & 

Hooyrnan, 1985) to assess objective and subjective burden of caregivers. 

Cronbach 's Alphas for this study sample were .85 for the Objective Burden 

Inventory and .86 for the Subjective Burden Inventory. 

Findings from Korean caregivers tend to be congruent with those of the 

Western culture. The level of cognitive impairment is a more powerful predictor than 

the level of functional impairment. 

Social Network Interactions 

Relatively few studies have investigated the social network interactions of 

Korean caregivers (J. H. Kim, 1996; Y. R. Lee, 1995; M. H. Suh & Oh, 1993). 

Moreover, there is only one study that examined both positive and negative social 

network interactions (J. H. Kim, 1996). Among studies that have examined the 

positive aspects of social network interactions, some studies have reported that the 

perceived social support by caregivers may have an important positive impact on their 

health and relieving caregiver burden (J. H. Kim, 1996; S. S. Kim, 1992; M. H. Suh & 

Oh, 1993). J. H. Kim (1996) found that caregivers with more family conflict and 

limited family assistance experienced more depressive symptoms. The results of this 

study showed that the family can be a source of stress and support at the same time. 

M. H. Suh and Oh' s (1993) study also found that social support is negatively 

correlated with caregiver burden (p < .05) and psychological symptoms (p < .001) as 



measured by the Symptom Checklist-90-Revision (SCL-90-R). Cronbach's Alpha 

of SCL-90-R for this study sample was .97. The caregivers in this study reported 

their spouse a,s a main source of social support. 
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Y. R Lee's (199S) comparative study reported that Korean caregivers 

reported significantly higher mean scores on extended family support for both number 

of family network members and frequencies of contact (ru! < .OS) and significantly 

lower utilization of formal support(!!< .001) than Caucasian American caregivers. 

Moreover, the lack ~f extended family support was significantly correlated with 

higher burden scores for Korean caregivers (n_ < .OS). 

However, social network interactions for Korean adult child caregivers, 

especially both positive and negative social network interactions, have not been 

systematically investigated. More study is needed. 

Summary of the Literature Review in Korea 

Relatively few studies have been conducted to investigate the emotional and 

physical health impacts of parent caregiving in Korea. The development of 

knowledge of family caregiving in Korea is in the beginning stage. Little is known 

about the emotional and physical health consequences of family caregiving, especially 

the physical health consequences offamily caregiving. 

Family caregiving tends to have negative impacts on caregivers ' emotional 

health regardless of cultural differences. However, findings from previous studies 

have indicated that the predictors of caregivers' emotional health are somewhat 

different for American and Korean caregivers, although there are some similarities. 

This may reflect their specific sociocultural contexts. Compared to American 

caregivers, Korean CIY'egivers are much more likely to be daughters-in-law, more 
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female, especially daughter and daughter-in-law caregivers, tend to be more depressed 

and to report more health problems. Gender tends to interact with type of relationship 

between caregiver and care-recipient and the competing roles of caregivers. 

Moreover, the level of cognitive impairment is a more powerful predictor of 

caregivers' emotional and physical health than level of functional impairment. 

Family conflict tends to impact more on c;aregivers' emotional and physical health 

than family support. 

The current caregiving literature in Korea has also shown a lack of specificity 

that is similar with caregiving literature in the United States. A literature review on 

family caregiving studies in Korea revealed that almost all studies have included 

spouses, adult children, and other relatives in the same study (H. K. Choi, 1993; S. S. 

Kim, 1992; H. Lee et al., 1997; K. Y. Lee & Sohng, 1996; Shin, 1995; M. H. Suh & 

Oh, 1993). Only one study (Y. R. Lee, 1995) focused on adult child caregivers, but 

this study investigated caregiver burden and not the emotional and physical health 

consequences of caregiving. No study has focused on female caregivers in tbe middle 

generation (daughters and daughters-in-law). In addition, previous studies have 

included caregivers who care for hospitalized patients (S. S. Kim, 1992; K. Y. Lee 8i 

Sohng, 1996; Y. S. Lee & M. J. Suh, 1994) and caregivers who care for the 

institutionalized elderly (H. Lee et al., 1997): Another problem with the Korean 

studies discussed in this review is that the majority of the previous studies did not use 

the cross-cultural adaptation process of instruments. Orily three recent studies (J. H. 

Kim, 1996; Y. R. Lee, 1995; Shin, 1995) have used the cross-cultural adaptation 

process of instruments. 
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No study has been found which focused on the emotional and physical health 

and factors that relate to reported health among daughter and daughter-in-law 

caregivers who care for the cognitively and functionally impaired elderly at home 

within the contexts of the Korean culture. Therefore, studies which control for gender 

and familial generation in a specific culture, like this proposed study, are necessary to 

understand caregivers' emotional and physical health consequences. 



CHAPTER III: DESIGN AND METHODS 

A cross-sectional descriptive-correlational study was conducted to examine 

the emotional and physical health of daughter and daughter-in-law caregivers who 

cared for a cognitively and/or functionally impaired parent or parent-in-law and to 

identify factors that were related to reported health and social network interactions in 

the Korean contexts. In this study, characteristics of caregivers, quality of the 

intergenerational relationship, characteristics of care-recipients, social network 

interactions, and emotional and physical health of caregivers were examined. Data 

collection was accomplished through the use of standardized questionnaires and semi-

structured interviews with caregivers of the impaired elderly. The level of functional 

and cognitive impairment of care-recipients was also elicited. 

Recruitment of Sample 

·Purposive sampling was used for this study. The cognitively and/or 

' 
functionally impaired elderly and their primary daughter and daughter-in-law 

caregivers were recruited through community health departmel).ts, community health 

nursing centers, two general hospitals, and by word or"mouth in Chonnam province, 

the geographic area of southwest Korea. Nurses or physicians were contacted in 

person by the investigator. At that time, the study protocol and the subject profile 

required for the study were explained. Nurses at the community health departments 

and community health centers identified potential caregivers and care-recipients from 

75 
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their home visiting records and contacted potential caregivers and care-recipients over 

the phone and asked if they were interested in participating in a caregiving study. 

Nurses or physicians at the general hospitals identified potential caregivers and care

recipients from their outpatient records and approached them about participating in a 

caregiving study at their next scheduled visit. The caregivers and care-recipients who 

agreed to participate were then approached by the investigator over the phone. 

The cognitively and/or functionally impaired elderly and their primary adult 

child caregivers who met the following criteria were incl.uded in this study: Care

recipients were (a) elderly 60 and over who scored 24 or less on the Korean version of 

the Mini-Mental State Examination and/or scored 26 or less on the summed scores of 

physical activities of daily living (P ADL) and instrumental activi.ties of daily living 

(IADL) measured by Older Americans Resources and Services Multidimensional 

Functional Assessment, and (b) community dwelling. The cut-offpoint for functional 

impairment had been decided based on the following criterion for long term care 

needs: persons who were functionally· disabled enough to require assistance in two or 

more ADLs (R. L. Kane & R. A. Kane, 1987). 

For the purpose of this study, elderly was defined as those who were 60 years 

old and over considering the Korean social-legal system. In the developed countries, 

the age of 65 has been widely used as the entry to old age. However, the 

chronological age used to define elderly in a country could vary according to the 

social-legal system of the country (S. J. Choi, 1996). In Korea, mandatory retirement 

age is predominantly 55 and pensionable age is 60. Mandatory retirement age in 

Korea is gradually being adjusted to 60. 
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For this study;'adult child caregiver was defined as a daughter or a daughter

in-law who provided assistance with daily living tasks to a cognitively and/or 

functionally impaired elder. Inclusion criteria for adult child caregivers were 

caregivers (a) who were daughters or daughters-in-law living with the care-recipient, 

(b) who identified themselves as having primary responsibility for their impaired 

parent or parent-in-law, (c) who proyided assistance with at least one of the following: 

personal care, shopping, preparing meals, or providing supervision to the parent or 

parent-in-law who had some form of cognitive impairment, and (d) who were able to 

respond to questions. The sample of caregivers was limited to daughters and 

daughters-in-law in order to control gender differences in social network interactions 

and caregiving health impacts. Moreover, only caregivers who lived with their care

recipients were included to control for the effect of livhig arrangements on emotional 

and physical health based on previous findings (Cicirelli, 1993; Knight, Williams, 

McGee, & Olamsn, 1998; Y. R. Lee, 1995; Stoller & Pugliesi, 1989). 

The Interview Situation 

First, the investigator explained the study protocol and human assurance 

issues. Subjects who gave consent were interviewed about their health status, 

demographic characteristics, and social network interactions. Each Subject had a one 

hour face to face interview conducted at the caregiver's home. To facilitate 

openness of responses and preserve confidentiality, a separate interview was 

conducted with the care-recipient and the caregiver whenever possible. A portion of 

the questionnaire that includes sensitive or potentially embarrassing questions (for 

example, emotional health and filial obligation) was asked without anyone listening in 

and/or self-completed by the caregivers. 
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Descriptive data focusing on describing caregiving experiences were elicited 

through a combination of open-ended and semi-structured questions. For semi-

structured interviews, an additional 15 to 20 minutes were needed. Brief 

observational notes were recorded during the interview. Notes were transcribed in 

detail with contextual elements immediately after each contact to avoid memory 

interference. The interview was not audiotaped to avoid inhibiting the caregiver's 

free expression of feelings. 

Protection of Human Subjects 

Prior to data collection, Institutional Review Board (lRB) approval for the 

protection of human rights as research subjects was obtained from the Medical College 

of Georgia's Human Assurance Committee (HAC). As previously noted, the 

researcher contacted nurses or physicians in community health departments, community 

health nursing centers, or two general hospitals in South Korea and asked them to 

recruit participants in person after obtaining 1RB approval. Potential participants who 
'. 

were referred by .nurses or physicians were initially contacted by telephone. The 

purpose of the study and procedures were explained at that time. Each caregiver who 

verbally consented to participate was contacted by a researcher, and a convenient time 

and place for the caregiver was arranged for data collection. All interviews except one 

interview were conducted at the caregiver's home. One participant, per her request, 

was interviewed at the hospital waiting room at the time of a regular check-up visit. 

Before data collection, written consent to assure the participant's right to self-

determination was obtained from both the elder and the primary caregiver. If the elder 

was unable to communicate, informed consent was obtained from a guardian who had 

primary responsibility of the patient ' s welfare. Participants were informed that their 
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decision to participate in the research would not affect their status, they were also 

informed that they could withdraw from the study at any time during the interview. 

Confidentiality was assured before the data collection. A copy of the informed consent 

forms is included in Appendix A. 

Variables and Measurements 

Conceptually, three sets of independent variables and one set of mediating 

variables were hypothesized to influence daughter and daughter-in-law caregivers' 

emotional and physical health who care for the impaired elderly in Korea. All 

instruments are included in Appendices. Table 1 shows a surmnary of measurement 

variables and instruments. Permission to use the instruments for this study was 

obtained from the author of each instrument. 

Methods for Cross-Cultural Adaptation Process of Instrumentations 

To preserve the sensitivity of the instruments in Korean culture, all scales that 

had been developed in English and had not been used for the Korean population were 

translated using Brislin's (1980) guidelines for cross-cultural research. The 

following three steps were used to ensure the quality of the procedure. 

Translation. Translation from the original language (English) to a target 

language (Korean) was conducted by two independent bilingual translators including 

the investigator. First, one translation was conducted by .the investigator and the other 

translation was conducted by a gerontological nurse who has a doctoral degree in 

gerontological nursing. Second, the two translations were compared and divergent 

interpretations of ambiguous items were identified. Two items did not reach agieement 

between two translators. To reach agreement on these two items, a third bilingual 

translator was consulted to facilitate agreement. 
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Back Translation. Back translation, translating back from Korean to English, 

was conducted by two independent bilingual translators who had no familiarity with 

the selected instruments in order to improve the quality of the final version. Back 

translation has been shown to help improve the quality of the final version (Brislin, 

1970, 1980; Jones & Kay, 1992). Misunderstandings in the first translation may be 

amplified in the back-translation, and thereby revealed. Failure to adapt to the 

cultural target context and ambiguity in the original version was revealed by this 

procedure. Using these procedures, the final version was established. 

Pilot Study. To identify and correct any problems with the interview (e.g., 

wording of the items on questionnaires) prior to the full-scale study, a pilot study with 

20 subjects was conducted from August, 1998 to the beginning.ofthe November, 

1998. Subjects were recruited from the same population and with the same 

procedures as used for subjects in the full-scale study. Data analysis of the pilot 

study was conducted using SPSS/PC 7.0. Cronbach's alphas were computed for all 

instruments and found to have acceptable coefficients (Burns & Grove, 1993). No 

specific problem was identified and no change was made for the full-scale study. 

The pilot sample was not significantly different compared to the full scale study 

sample with respect to caregivers' age, income, competing roles, and cognitive 

impairment of care-recipients. 

Measurements 

The variables measured in this study included emotional and physical health, 

sociodemographic.char~teristics of the caregiver and care-recipient, competing roles, 

intergenerational relationships (filial obligation and affection), level of cognitive and 

functional impairment, and social network interactions (social support and social 
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conflict). The following sections include information regarding the instruments used 

to measure each study variable. 

Emotional Health. Emotional health was measured using the Center for 

Epidemiologic Studies Depression Scale (CES-D; Radloff, 1977). The CES-D (see 

Appendix B) is a 20-item, 4-point self-report scale (0 = "rarely or less than 1 day"; 3 

= "most of the time or 5-7 days") designed to measure the current level of depression 

and a broad range of depressive symptoms experienced over the last 7 days. The four 

positive affect items are reverse-scored (e.g., "I felt happy"). This scale yields scores 

ranging from 0 to 60, and scores of 16 or above indicate that an individual is at risk 

for clinical depression. Radloff (1977) reported that the internal consistency ranging 

from .84 to .90, test-retest reliability ranging from .45 to . 70, and validity of the scale 

are satisfactorily high, and correlations between the CES-D and age, social class, or 

gender are minimal. The correlation coefficient of the CES-D score with that of 

Symptom Checklist-90 (SCL-90; Derogatis, 1977) was .83. Internal consistency 

tested in several samples has been .85 or greater (MaloneBeach & Zarit, 1995; 

Radloff, 1977; Sauter, 1996; Williamson & Schulz, 1990). 

The CES-D has been translated into the Korean to assess depression among 

Korean Immigrants, and the validity of the translated version of the CES-D (CES-D

K) has been examined (Noh, Avison, & Kaspar, 1992). Noh eta!. (1992) reported 

satisfactorily high content, construct, and concurrent validity. The internal reliability 

coefficient, Cronbach 's alpha, reported for Korean samples range from . 77 to .83 

(Noh eta!., 1992; Shin, 1995). Cronbach's alpha for this study sample was .85. 

Physical Health. Physical health was measured using a short form of the 

Multilevel Assessment Inventory (MAl) developed by Lawton, Moss, Fulcomer, and 
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Kleban (1982). MAl is an 8-item self-report scale designed to measure general health 

status. This scale yields scores ranging from 8 to 27, and a minimum score of 8 

indicates poor health while a maximum score of27 indicates excellent health. Items 

include self-assessment of overall health; how much health problems interfere with 

desired activities; number of physician visits and hospital days in the past year; 

whether one has heart and circulatory problems; whether one uses a wheel chair; and 

number of medications taken per day (see Appendix C). The internal reliability 

coefficient, Cronbach 's alpha, was reported as .74. Cronbach's alpha for this study 

sample was .77. 

Sociodemographic Characteristics. Sociodemographic characteristics of the 

caregiver were collected using a form developed by the investigator. Fourteen items 

included questions regarding age, family's monthly income, education, competing 

roles, type of relationship, duration of caregiving, duration of coresidence, daily hours 

of care giving, and religion. Competing roles were measured by the following three 

questions: (a) number of coresident adult children under 18 years old, (b) 

employment, and (c) marital status. Each item for competing roles was answered on a 

scale of 1 (yes) and 0 (no). A composite score was used for data analysis. A higher 

score indicates higher competing roles. In addition, semi-structured interviews· were 

conducted to collect descriptive data from caregivers. Questions for the semi

structured interviews included were as follows: 

a) "Would you tell me what atypical day is like for you?" 

b) "How would you describe your experiences about your parent's (in 

law) care in the home?": "What is the greatest satisfaction or gratification 

you: have experienced in caring for your parent (in law)?" and "What is 



the greatest difficulty or problem you have experienced in caring for your 

parent (in law)?" (see Appendix D). 
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Sociodemographic characteristics of the care-recipient were collected using a 

sociodemographic information form developed by the investigator. Six items 

included questions regarding age, gender, marital status, education, medical diagnosis, 

and duration of illness (see Appendix E). 

Filial Obligation. Filial obligation is the responsibilitY of an adult child to care 

for his/her parent and to meet the needs of the parent. It was measured with the Filial 

Expectancy Scale (Seelbach.& Sauer, 1977). As a self report scale, this scale has 5 

items with response options ranging from 5 (strongly agree) to 1 (strongly disagree). 

The scale is designed to measure perceived obligations regarding various types of 

services and support that children should provide. The five items are as follows: (a) 

Married children should live close to parents; (b) Children should want a home with 

enough room for their parents to feel free to move in; (c) Children should be willing 

to take care of their parents in whatever way necessary when they are sick; (d) 

Children should be willing to give their parents financial help; and (e) If children live 

nearby after they grow up, they should visit their parents at least once a week (see 

Appendix F). The internal reliability coefficient, Cronbach' s alpha, has been 

reported as .76 in a study using Korean caregivers who cared for the demented elderly 

(Y. R. Lee & Sung, 1997). Cronbach's alpha for this study sample was .69. 

Affection. Affection was defined as "the quality of past and current 

relationships between caregiver and care-recipient perceived by the caregivers as 

close and enjoyable". Affection was measured with a self-report scale developed by 

Horowitz and Shind~lman (1983). As a self-report scale, it is designed to measure 
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both past and crirrent affection. To measure past_affection, caregivers are asked to 

think of the time prior to the care-recipient's illness (but when both were adults) and 

to rate the following three questions: (a) How close were you to your parent (parent

in-law)?, (b) How enjoyable was the time you and your parent (parent~in-law) spent 

together?, and (c) Did you feel you could confide in your parent (parent-in-law) when 

you had a personal problem? To measure current affection, caregivers are asked the 

first two items again as they relate to the current time frame. An open-ended question 

asking the caregiving motive is also included: "Why do you provide care for your 

elderly parent (in-law)?" The raw scores of the 6 items range from 1 to 16 (see 

Appendix G). The internal reliability coefficient, Cronbach' s alpha, has been 

reported as .82 (Horowitz & Shindelman, 1983). Items for past Affection were used 

with a Korean sample and yielded a Cronbach' s alpha as .74 (Y. R. Lee & Sung, 

1997). Cronbach 's alpha for this study sample was .80. 

Level of Cognitive Impairment. The level of the cognitive impairment was 

operationalized as the degree to which the care-recipient is unable to perform a 

minimal set of intellectual tasks. The level of the cognitive impairment was measured 

by the Korean version of Mini-Mental State Examination (MMSE-K), a brief 

cognitive screening examination, developed by J. H. Park and Kwon (1990). MMSE

K has been developed for the use of the Korean elderly by modifying and changing 

Folstein eta!.' s (1975) MMSE according to sociocultural backgrounds. The MMSE 

score has been found to be influenced by age, education, and cultural background 

(Fillenbaum, Heyman, Williams, Prosnitz, & Burchett, 1990; Tombaugh, C. 

Mcintyre, & N.J. Mclntrye, 1992). The MMSE-K assesses orientation, memory, and 

attention with questions requiring verbal responses (e.g., "What is the date?", 
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"Where are we?") as well as the ability to name objects, follow commands, write a 

sentence, and copy a figure (see Appendix H). Because the MMSE-K was found to 

be influenced by years of education (J. H. Park, Y. N. Park, & Ko, 1991), the 

educational influence could be adjusted by making corrections: for non-educated 

individuals, one point was added to the score on orientation in time, two points were 

added to the score on concentration/calculation, and one point was added to the score 

on language function. Any person with one year or more education was classified as 

educated. Corrected responses were sununed to provide a total score. The highest 

possible score on the MMSE is 30, with lower scores reflecting greater cognitive . . 
impairment. Diaguostic sensitivity and specificity were 97.4% and 84.2% at the 

cutoff point 25/24 for the corrected score of the MMSE-K (J. H. Park et al., 1991). 

Scores of 25-30 fall within a normal range of functioning, scores of21-24 indicate 

questionable cognitive impairment, and scores of 20 and below reflect definitive 

cognitive impairment., Very satisfactory.interrater niliability of the MMSE-K has 

been reported (J. H. Park & Kwon, 1990). The correlation coefficient ofMMSE-K 

scores with that of Blessed Information-Memory-Concentration test (Blessed, 

Tomlinson, & Roth, 1968) was .93 (J. H. Park&. Ha, 1988). Cronbach's alpha for 

this study sample was .96. 

Level of Functional Impairment. The level of functional impairment was 

operationalized as the extent to which a care-recipient was unable to perform physical · 

activities of daily living (P ADL) and instrumental activities of daily living (IADL). 

The level of functional impairment was measured by P ADL and IADL, derived from 

the Older Americans Resources and Services scale (OARS; Fillenbaum, 1988). 

PADL consisted of seven activities, including feeding, dressing, grooming, walking, 
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and bathing. IADL also consisted of seven activities, including telephoning, 

shopping, and preparing a meal (see Appendix I). Each item for both P ADL and . 
IADL has a 3 point range from 0 (totally dependent) to 2 (without help). Summed 

scores of P ADL and IADL were used. Higher scores indicate a greater level of 

independence in daily activities. The validity of this scale is supported by good 

correlations with clinical assessments, and the internal reliability coefficient, 

Cronbach' s alpha, has been reported as .87 for IADL and .84 for P ADL (Fillenbaum, 

1988). Cronbach 's alpha for this study sample was .91. 

Social Network Interactions. Social network interactions were measured by 

Hirsh's (1980) Social Network List and Support System Scale modified by Fiore et 

al. 's (1983). This scale is designed to measure the negative aspects of social 

interactions (social conflict) as well as the positive aspects of social interactions 

(social support). Therefore, social network interactions were divided into two 

separate concepts for this study: social support and social conflict. Social support was 

defined as satisfaction with five dimensions of support received during social network 

interactions, while social conflict was defmed as dissatisfaction with those 

interactions. The five dimensions of social support and social conflict and their 

definitions were as follows: (a) socializing: being with others in non-problem oriented 

interactions, such as recreation, conversation, or shopping; (b) tangible assistance: 

concrete assistance with chores, tasks, or other needs; (c) cognitive guidance: helping 

caregivers in clarifying one's understanding of problems or solutions; (d) emotional 

support: help which includes sympathy, caring, understanding, and reassurance; and 

(e) self-disclosure: the extent to which caregivers can reveal frankly to the network 

member his or her feelings, thoughts, confidences, and concerns (see Appendix J). 
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Content validity is demonstrated because these dimensions of social support have 

been the most commonly identified factors in the social support literature (Fiore et al., 

1983; Hirsh, 1980; Pagel et al., 1987). 

First, caregivers were encouraged to think about all unpaid social network 

members who were important to them at this time in their life, whether the caregiver 

liked them or not, and with whom caregivers had some sort of contact either in 

person, by phone or letter. Those persons could be family members, relatives, friends, 

neighbors, co-workers, or others. Caregivers were asked to list them by relationship, 

gender, and age. Second, caregivers were asked to rate social network members on 

two separate scales, one for the amount of support received and the other for the 

amount of conflict experienced, with scores ranging from 1(not at all) to 4 (very) on 

each of the five categories described above. Ratings across the five categories were 

summed and means for social support'and social conflict scores were computed. In 

addition, caregivers who expressed more than a "somewhat" degree of dissatisfaction 

(somewhat, and very) on any of the five dimensions were asked about the nature of 

the problem (s). Cronbach's alpha for this study sample was .60 for the social 

support scale and .71 for the social conflict scale. 
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Table 1. Measurement Variables and Instruments 
Variables & Instruments DescriEtion Range 
Dependent Variables 

Emotional Health: CES-D (20 items) 0 = less than 1 day; 0-60 
3 =5-7 days 

Physical Health: MAl (8 items) Categorical 8-27 

Independent Variables 
Caregiver Characteristics 

Age Actual age year 
Income Range (1-5) 1-5 
Type of Relationship Daughter = 0; 0-1 

Daughter-in-law = 1 
Competing Roles (3 items) Married = 1, unmarried = 0; 0-3 

Employed = 1, unemployed = 0; 
Parenting= 1, non-parenting= 0 

Quality of Intergenerational Relationship 
Filial Obligation 1 = strong! y disagree; 5-25 
: Filial Expectancy Scale (5 items) 5 = strongly agree 

Affection Categorical 0-16 
:Affection Scale (6 items) 

Care-recipient Characteristics 
Cognitive Impairment Open-ended 0-30 
: MMSE-K (11 items) 
Functional Impairment 0 = completely dependent; 0-28 
: IADL & PADL (14 items) 1 = need assistance; 

2 = independent 

Mediating Variables 
Social Support: SNLSSS (5 items) 1 = not at all; 4 = very 5-20 
Social Conflict: SNLSSS (5 items) 1 = not at all; 4 = very 5-20 



CHAPTER IV: DATA ANALYSES 

This chapter describes the fmdings of the study. Descriptive information 

about the sample is presented, and the proposed hypotheses and conceptual models 

are tested. Data were analyzed using the SPSS/PC 7.0. 

The major dependent variables in this study are the emotional and physical 

health of caregivers. There are two additional dependent variables, social support and 

social conflict that are also considered mediating variables. The proposed four 

hypotheses for this study and the hypothesized conceptual model and trimmed model 

were tested by analyzing quantitative data. Descriptive data, collected from semi-

structured interview, were also analyzed for the purpose of validating and enhancing 

quantitative findings, and for answering research questions concerning the experience 

offamily caregiving for the impaired elderly in Korea. 

• • J • • 

Techniques of Analyses 

Multiple techniques were used to test the proposed hypotheses and conceptual 

model. The following analyses were conducted: 

1. Descriptive statistics were used to check for any distribution anomalities such as 

outliers and skewness, and to describe the socio-demographic characteristics of the 

study sample. 

2. T-tests were used to compare study sub-samples. 

3. Bivariate correlations were used to test linear relationships between study 
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variables and the four dependent variables: social support, social conflict, 

emotional health, and physical health. These correlations guided the regression 

analyses. The variables that were significantly correlated to the dependent 

variables were used as predictors in the regression analyses and path analyses. 

4. Hierarchical regression analyses were used to determine the predictors of 

the major dependent variables: social support, social conflict, emotional 

health, and physical health of caregivers. Bivariate correlations between 

independent variables were examined to check multicollinearity of 

explanatory variables. Two statistics, Variance Inflation Factor (VIF) and 

Tolerance, also were examined to check for multicollinearity among the 

explanatory variables (Pedhazur, 1997). Residual-analyses were conducted to 

check unusual data points and assumptions of regression analysis. 

· 5. Path analysis was used to test the proposed conceptual model for this study. 

Path analysis enables the measurement of direct, indirect, and spurious effects 

using a series of regression analyses. Multiple regression coefficients were 

interpreted as path coefficients in path analysis. Moreover, it is a useful method 

for testing the appropriateness of causal models (Mason-Hawkes & Holm, 1989; 

Pedhazur, 1997). Unidirectional causality (recursive) and independence between 

exogenous variables were hypothesized in path analysis (Knapp, 1994; Mason

Hawkes & Hoim, 1989). For this study, model trimming was made based on 

bivariate correlations, Variance Inflation Factor (VIF), Tolerance, and multiple 

regression coefficients of preliminary analysis. 

90 



6. Descriptive data from semi-structured interviews were transcribed, coded, and · 

analyzed using the constant comparative approach developed by Glaser and Strauss 

(1967) and explained by Strauss and Corbin (1990). 

An alpha level of .05 was used for most statistical tests for this study. For 

hierarchical regression and path analysis, an alpha level of .1 0 was used because this 

study is the first exploratory study in this area in South Korea: 

Exploratory Analyses of Data 
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Descriptive, univariate, and bivariate analyses were completed before 

hypotheses and model testing. Descriptive statistics including frequency 

distributions, scatter plots, and histograms were examined. Unusual data points were 

checked using these procedures. Approximate normality was generally considered to 

exist if the skewness and kurtosis indices were not more than 1.0 away from 0 (Huck 

& Cormier, 1996). 

The skewness and kurtosis of a few vanables, such as caregiving hours, 

caregiving period, duration of illness of the care-recipients, were more than 1.0 away 

from 0. Several unusual data points were found; these were excluded or recategorized 

from continuous variables to ordinal variables. After this process, the assumption of 

normal distribution of all variables was met. 

Characteristics of the Sample 

Caregivers of 139 functionally and/or cognitively iril.paired elderly living in 

Chonnam Province (in the Southwestern region of Korea) were identified by nurses at 

health departments, community health nurse practitioners in community health 

centers, nurses and physicians from two general hospitals, and by word of mouth. 

Identified caregivers were then contacted by the investigator over the telephone to 
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explain the study and ask for their willingness to participate. Four caregivers refused 

to be interviewed because they did not want to disclose their personal information. 

Four other caregivers were excluded because they did not meet the inclusion criteria 

for this study. Two care-recipients died prior to the interview process. One care

recipient was admitted to a nursing home prior to the interview. Eight caregivers 

could not be contacted because their telephone numbers were not in service or had 

been changed. Thus, the final sample consisted of 120 caregivers and care-recipients 

of which 47.5% lived in rural and 52.5% in urban areas. 

Care-Recipients 

Eighty eight percent of the care-recipients (n = I 06) were female and eighty 

percent of the total sample (n = 96) were Widowed. The mean age of the care

recipients was 80.82 ranging from 60 to 99 years of age. The education levels of the 

care-recipients were low. Eighty three percent of care-recipients (n = 1 00) did not 

attend any educational institution. This educational level is very low compared to the 

average educational level of this age group in Korea. According to a survey from the 

Korea Institute for Health and Social Affairs (KIHSA) (Cheung et a!., 1998), 52.9% 

of the elderly did not attend school. The reasons for the low educational level of this 

study sample may relate to geographic and historical effects experienced by this 

generation. The elders in this study were raised during the Japanese Colonial period 

through to the Korean War. In this period, there were not many educational 

institutions, and as a result the elders in this study had limited opportunities to receive 

a formal education. The geographic area in which the data collection was compiled 

is a very underdeveloped area in Korea, and remains very male dominated compared 

to other geographic areas in Korea. Many of the elderly in this study were female and 



93 

the low rate of educational levels found in this study may be a reflection of the 

aforementioned influences. The characteristics of care-recipients are summarized in 

Table2. 

Table 2. Demographic Characteristics of Care-Recipients (N = 120) 
Variables n (%) 

Age (Years) 
60thru 69 
70 thru 79 
80 thru 89 
90 thru 99 

Gender 
Male 
Female 

Marital Status 
Married 
Widowed 
Divorced 
Separated 

Educational Levels 
No School 
Elementary School Complete 
Middle School Complete 
High School Complete 
College Complete 

14 (11.7) 
36 (30.0) 
51 (42.5) 
19 (15.8) 

14 (11.7) 
106 (88.3) 

21 (17.5) 
96 (80.0) 
1 ( 0.8) 
2 ( 1.7) 

100 (83.3) 
15 (12.5) 
2 ( 1.7) 
1 ( 0.8) 
2 ( 1.7) 

The care-recipients were afflicted with various illnesses. The most common 

disease found was dementia (36.7%) followed by cerebral vascular accident (CVA) 

(15.0%), general weakness (7.5%), osteoarthritis (5.0%), visual problems (5.0%), 

paralysis (5.0%), and osteoporosis (4.2%). Other diseases among care-recipients 

were cancer, cardiovascular, pulmonary, neurological, renal, and psychiatric diseases. 

The cognitive level of care-recipients was measured with the Korean Version 

of Mini-Mental State Examination (MMSE-K). The mean score of the MMSE-K 

was 17.86 (SD = 9.29) ranging from 0 to 30. Thirty eight care-recipients (31.7%) had 



a normal range of cognitive functioning with scored ranging from 25 to 30; twenty 

care-recipients (16.6%) had questionable cognitive impairmei\t with scores ranging 

from 21 to 24; and sixty two care-recipients (51.7%) had definitive cognitive 

impairment with scores ranging from 0 to 20. 
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The functional level of care-recipients was measured with combined scores for 

instrumental activities of daily living (IADL) and physical activities of daily living 

(PADL). For each item, results are presented in Table 3. The mean score of the care

recipients' functional health was 10.87 (SD = 6.24) ranging from 0 to 26. For this 

scale, the total score 0 means that the care-recipient is completely dependent in 

performing all ADLs and 28 means that the care-recipient is completely independent 

in performing all ADLs. As shown in Table 3, the items which over fifty percent of 

the care-recipients were completely unable to perform were: using the phone (n = 72), 

going places (n = 65), shopping (n =86), preparing meals (n = 112), housework (n = 

98), handling money (n = 64), bathing (n = 66), and toileting (n = 63). The items for 

which over forty percent of the care-recipients needed some help were: going places 

(n = 50), taking medicine (n = 68), and eating (n = 55). Fifty three percent ( n = 63) 

care-recipients had trouble getting to the bathroom on time. No care-recipient was 

able to prepare meW.s and do housework without help. Except for one item in lADL 

(taking medicine), over fifty percent of the care-recipients were dependent for all 

lADLs. For P ADLs, only two items (bathing and toileting) were totally dependent 

activities for over fifty percent of the care recipients. 



Table 3. Functional Impairment of Care-recipient (N = 120) 
Activities of Daily Living Completely Unable With some help Without help 

ADL 
Instrumental ADLs 

Using the phone 
·Going Places 
,Shopping 
Preparing Meals 
Housework 
Taking Medicine 
Handling Money 

Physical ADLs 
Eating 
Dressing 
Grooming 
Walking 
Getting in/out of Bed 
Bathing 
Using the Toilet 

Caregivers 

n(%) 
72 (60.0) 
65 (54.2) 
86 (71.7) 

112 (93.3) 
98 (81.7) 
27 (22.5) 
64 (53.3) 

17 (14.2) 
31 (25.8) 
40 (33.3) 
41 (34.2) 
18 (15.0) 
66 (55.0) 
63 (52.5) 

n(%) 
32 (26.7) 
50 (41.7) 
30 (25.0) 

8.( 6.7) 
22 (18.3) 
68 (56.7) 
45 (37.5) 

55 (45.8) 
45 (37.5) 
32 (26.7) 
39 (32.5) 
45 (37.5) 
42 (35.0) 

3 ( 2.5) 

n(%) 
16 (13.3) 

5 ( 4.2) 
4 ( 3.3) 
0 ( 0.0) 
0 ( 0.0) 

25 (20.8) 
11 ( 9.2) 

48 (40.0) 
44 (36.7) 
48 (40.0) 
40(33.3) 
57 (47.5) 
12 (10.0) 
54 (45.0) 

The mean age of the caregivers was 47.68 years ranging from 25 to 73. All 
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caregivers were women (daughters or daughters-in-law) who lived together with their 

care-recipients as specified in the inclusion criteria. Eighty six percent of the 

caregivers (n = 103) were married, while 14 percent (n =17) were widowed, divorced, 

or separated. As expected, a large percentage of the primary caregivers (77 .5%) were 

daughters-in-law (n = 93) compared to 27 daughter caregivers (22.5%). Among the 

93 daughter-in-law caregivers, 60 caregivers were the first daughter-in-law 

caregivers, representing 64.5% of all daughter-in-law caregivers. Fourteen caregivers 

(11.7%) had no formal education and forty-three caregivers (35.8%) had only 

·completed elementary school. Fifty-five caregivers (46%) completed middle or high 

school. The educational levels of the rural caregivers in this study were also 

relatively lower than that of their urban area counterparts(! [ 1181 = 3.955, I!< .01). 



More than 50 percent of the caregivers had a monthly income ofless than 1,000,000 

won ($833). Fifty three percent of the caregivers (n = 64) were employed either full 

or part time. Many of the employed caregivers (60.9%) were farmers. The 

characteristics of the caregivers are summarized in Table 4. 

The length of the caregiving period in this study ranged from 1 month to 360 

months (30 years) with a mean of 57 .llrnonths (SD = 54.86). Over fifty percent of 

the caregivers provided caregiving for more than 3 years (Table 4). 
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Beyond the caregiving role, many caregivers had additional social roles such 

as wife, parent, and employee. Over seventy percent of caregivers (70.8%) had more 

than two competing roles. Eighty six percent of caregivers (n = 1 03) were wives, 

forty six percent of caregivers (n =55) were mothers to children under age of 18, and 

fifty three percent of caregivers (n =64) were employees. The mean score of the 

competing roles was 1.85 (SD = .76) ranging from 0 to 3. For this score, 0 means that 

caregivers had no additional role beyond the caregiver's role and 3 means that 

caregivers had three additional roles as a wife, a parent, and an employee. Caregivers 

in the rural area and daughter-in-law caregivers had significantly higher competing 

roles than caregivers in the urban area ill< .10) and daughter caregivers ill< .05). 

The mean number offarnily members in the household was 4.41 (SD 1.44). 

The mean number of family members in the urban household was significantly higher 

than the mean number offarnily members in the rural household(! 1 liS]= 3.197,11 < 

.01). The mean score of the caregivers' social network size was 5.29 (SD 1.77) 

ranging from 2 to 11. The social network size of urban caregivers was significantly 

larger than that of rural caregivers (! [liS] = -4.14, 11 < .000). The social network size 



of daughters-in-law was significantly larger than that of daughter caregivers (! [1181= 

2.245, I!< .05). 

Table 4. Demographic Characteristics of Caregivers (N = 120) 

Age (Years) 
Under29 
30 thru39 
40thru49 
50 thru 59 
60 thru 69 
70andover 

Variables 

Relationships to Care-Recipient 
First Daughter-in-law 
Daughter-in-law but not first 
Daughter 

Marital Status 
Single 
Married 
Widowed 
Divorced 

Educational Levels 
No School 
Elementary School Complete 
Middle School Complete 
High School Complete 
College Complete 
Completed Graduate School 

Employment Status 
Employed 
Unemployed 

Religion 
Protestant 
Catholic 
Buddhist 
Confucianist 
No Religion 

Residential Area 
Urban 
Rural 

n(%) 

6 ( 5.0) 
25 (20.8) 
37 (30.8) 
33 (27.5) 
14 (11.7) 
5 ( 4.2) 

60 (50.0) 
33 (27.5) 

27(22.5) 

2 ( 1.7) 
103 (85.8) 

14 (11.7) 
1 ( 0.8) 

14 (11.7) 
43 (35.8) 
30 (25.0) 
25 (20.8) 
7 ( 5.8) 
1 ( 0.8) 

64 (53.3) 
56(46.7) 

43 (35.8) 
15 (12.5) 
21 (17.5) 

3 ( 2 .5) 
38 (31.7) 

63 (52.5) 
57 (47.5) 
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Table 4. Demographic Characteristics of Caregivers (N = 120): continued 
Variables n (%) 

Family Income 
Less than 500,000won 
500,001-1 ,OOO,OOOwon 
1 ,000,001-1 ,500 ,OOOwon 
1,500,00 1-2,000,000won 
more than 2,000,001 won 

Competing Roles 
· Spouse (1 =married, 0 = unmarried) 
Parent (1 =parenting, 0 = nonparenting) 
Work (1 =employed, 0 =unemployed) 

Caregiving Period · 
Less than I year 
1 year thru less than 3 years 
3 years thru less than 5 years 
5 years thru less than 7 years 
7 years thru less than 9 years 
more than 9 years 

Quality of Intergenerational Relationships 

31 (25.8) 
33 (27.5) 
29 (24.2) 
17 (14.2) 
10 ( 8.3) 

103 (85.8) 
55 (45.8) 
64 (53.3) 

23 (19.2) 
35 (29.2) 
24 (20.0) 
16 (13.3) 
6 ( 5.0) 

16 (13.3) 

Filial Obligation. · The mean score of filial obligation was 20.95 (SD = 2.1 0) 

ranging from 17 to 25. Contrary to expectation, the filial obligation score of 
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daughters was significantly higher than the score of daughters-in-law (! [1181 = 2.825, p 

< .01 ). Moreover, filial obligation was not significantly different between the 

caregivers who live in rural areas and urban areas. 

Affection. The mean score on the Affection Scale was 6.13 (SD = 3.04) 

ranging from 0 to 14. The past and present intergenerational relationships were 

statistically significantly correlated (r =.52, p < .01). As expected, affection scores of 

daughter caregivers were significantly higher than those of daughter-in-law caregivers 

(! [118) = 3.506, n ~ .001). The past (t [118) = 2.474, p < .05) and present 

intergenerational relationship (t [1181 = 2.099, p < .05) were significantly different for 

daughter and daughter-in-law caregivers. Affection and filial obligation were 

significantly correlated (r = .398, n < .01). 
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Most caregivers provided caregiving due to a general sense of obligation and 

responsibility (72.5%) rather than affectional motives such as love and sympathy 

(6.7%). This may be due to the larger percentage of daughter-in-law caregivers. 

Another motive that was frequently mentioned by caregivers was situational reasons 

(13.3% ). They took the role of caregiver because there were no alternatives. In 

addition to these motives, caregivers mentioned practicing religion (2.5% ), family 

harmony or peace, reputation, and the parental or spouse's will as motivations for 

caregiving. 

Social Network Interactions 

Social Support. The mean score of the total support score was 12.28 (SD 

2.15) ranging from 7 to 17. Caregivers perceived their social network interaction as 

somewhat helpful; The theoretical range of total support score is 5 to 20; a score of 

"5" means that overall social network members are "not helpful" on all five 

dimensions, while "20" means that overall social network members are "very helpful" 

on all five dimensions. Sixty eight percent of caregivers reported their total support 

score on 11 to 15 which indicate that caregivers perceived their social network as 

somewhat helpful and less than 10% caregivers reported their social network as very 

helpful. The total score of social support was significantly correlated with social 

network size (r =. 22, 12 <: .05) and total affection score (r = .25, 12 < .01). Caregivers 

who had a big social network size and caregivers who had a close relationship with 

care-recipients perceived their support network interactions as more supportive than 

their counterparts. 

Social Conflict. The mean score of the total social conflict score was 7.08 (SD 

2.15) ranging from 5 to 12. Caregivers perceived their social network interaction as 



100 

slightly upsetting; The theoretical range of total support score is 5 to 20; a score of 

"5" means that caregivers are "not upsetting" to overall social network members on 

all five dimensions, while "20" means that caregivers are "very upsetting" to overall 

social network members on all five dimensions. Fifty seven percent of caregivers 

reported their social network as slightly upsetting. Social conflict was significantly 

correlated with the caregiver's age (r = -.28, I!< .01), education (r = .33, I!< .01), 

caregiving hours (r = .24, I!< .01), social network size (r = .19, I!< .05), living place 

(r = .18. I!< .05), and care-recipient age (r = -.26, I!< .01). Caregivers who were 

younger in age, had a higher education level, involved in more hours of caregiving, 

had a bigger social network size, !llld lived in an urban area reported significantly 

higher social conflict scores than their counterparts. 

The correlation between social support and depression was not significant, but 

the correlation between social conflict· and depression was statistically significant (r = 

.26, I!< .01). As shown in Table 5 and Table 6, social support and social conflict 

were not significantly correlated. 

Sources and TYJ?es of Social Conflicts. The relatives who were most likely to 

be in conflict with the caregivers were siblings-in-law who were unwilling to provide 

the amount of assistance the caregiver expected. Brothers-in-law and their spouses 

were the most frequently identified family members who became sources of 

problems. The caregivers' husbands were the next most frequently identified family 

members followed by the caregivers' sisters-in-law. 

When caregivers were daughters, they most likely identified brothers and their 

wives as sources of problems. This reflects cultural norms in that the son, especially 

the first son, is expected to take care of elderly parents. Furthermore, when the wife 
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of a son who was not the first son took care of ~e parent-in-law, that caregiver 

reported conflict with the first son and his wife, again reflecting cultural norms in 

Korea. 

Table 5. Correlations of Dimensions of Social Support and Social Conflict (N = 120) 
Social Support Social Conflict 

1 2 3 4 5 6 7 8 9 10 
Social Support 
!.Socializing 
2. Tangible 
3. Cognitive 
Guidance 
4. Emotional 
Support 
5. Self
Disclosure 
Social Conflict 
6. Socializing 
7. Tangible 
8. Cognitive 
Guidance 
9. Emotional 
support 
10. Self
Disclosure 

1.00 

p <.05. ** p < .01. 

.24•• .35•• 
1.00 .17 

1.00 

.20• .40•• -.03 

.20• -.03 .02 

.24•• .24•• -.12 

1.00 .40•• -.09 

1.00 -.01 

1.00 

-.10 -.04 -.02 -.07 
.08 -.01 -.04 -.14 
.05 -.03 .10 .01. 

-m .02 -.09 -.13 

m -.08 .06 -.05 

.37•• .34•• .20• .20• 
1.00 .26•• .32•• .32•• 

1.00 .39•• .42•• 

1.00 .so•• 

1.00 

Table 6. Correlations of Social Network Interactions and Caregiver's Health (N = 120) 

Social Support 
Social Conflict 
CES-D 
MAl 

Social Support Social Conflict CES-D MAl 
1.000 -.052 .033 -.127 

1.000 .260** -.083 
1.000 -.326*** 

1.000 
** p < .01. *** p < .001. 

When considering all five domains of social conflict, 25% (n = 30) caregivers 

experienced relatively serious conflict with family members on one or more domians 

of social network interactions over caregiving activities. The most frequently selected 

domains in .which caregivers experienced conflict were the tangible domain, 
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emotional domain, and self-disclosure domain in that order. Caregivers needed 

concrete assistance with chores, tasks, or other needs. Moreover, they needed 

emotional support including sympathy, caring, understanding, and reassurance. 

Caregivers also needed family members to whom they could frankly reveal feelings, 

thoughts, confidences, and concerns. However, when their needs were not satisfied, 

caregivers perceived their social network interactions with family members as 

negative. 

Thirty caregivers who reported a social network member as "somewhat" or 

"very upsetting" on the social conflict scale were asked to describe the nature of the 

problem with that person. Seven caregivers reported being upset with more than one 

domain of social interactions or with more than one person. The caregivers' 

relationship to the social network member with whom they had a conflict is 

summarized on Table 7. By far the most frequently named person was a brother(s)-

in-law and/or his wife, followed by husband, sister(s)-in-law, brother (s) and/or his 

wife. 

Table7. Caregivers' Relationship to the Conflicted Social Network Members 
Relationship n (%)* 

Brother-in-law and/or his wife 9 (26.5) 
Husband 8 (23.5) 
Sister-in-law 7 (20.6) 
Brother and/or his wife 5 (14. 7) 
Other parent I ( 2.9) 
Other family member 2 ( 5.9) 
Non-family member 2 ( 5.9) 
Note. Seven caregivers reported being upset with more than one 
domain or one person, therefore the total number of caregivers exceed 
30 caregivers. 

Almost all caregivers, except two, reported conflict with their family 

members. Only two caregivers experienced conflict with non-family members. The .. 



most frequently reported source of the problem was lack of sufficient caregiving 

assistance. Caregivers had conflicts with family members because they felt 

abandoned and because their family members, especially their sibling(s), left the 

entire caregiving responsibilities to them. 
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Many daughter-in-law caregivers had complaints relating to their brother-in

law or his wife because they did not help even though they were also children of the 

care-recipients. Daughter-in-law caregivers also had conflict with their husbands 

because the husbands tended to think that caring for his parent is his wife's 

responsibility. As a result, their husbands did not help nor did they understand the 

care for their parent. Daughter caregivers on the other hand, had conflicts with their 

husbands because their husbands were not understanding, or the husbands were 

discontent about having to take care of a parent-in-law. 

Emotional Health of Caregivers 

The mean depression score of caregivers was 21.80 (SD 9.29) with a 

minimum score of 4 and a maximum score of 49. Sixty eight percent (n = 81) of the 

caregivers scored above 16 which indicates the presence of clinical depression 

symptoms. The depression score was not significantly different according to the 

caregiver's age. Caregiver depression appeared to be somewhat weakly related to the 

demographic background of the caregivers as well as the care-recipients. 

The caregivers' responses to each CES-D-K item are presented in Table 8. 

Items are grouped according to four symptom clusters as labeled by Noh eta!. (1992): 

Negative Affect, Somatic and Retarded Activity, Interpersonal Problems, and Positive 

Affect. The most common symptoms were the 4 items in the Positive Affect 

symptom cluster (I felt that I was just as good as other people, I felt hopeful about the 
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Table 8. Caregivers' ResEonses to CES-D Items (N = 120) 
Rarely or Some ora Occasionally Most or all 
none of the little of the or a moderate of the time 
time (less time (1-2 amount of time (5-7 days) 
than 1 day) da~s} {3-4 da~s} 

Negative Affect n(%) n(%) n(%) n(%) 
3. I felt that I could not 58 (48.3) 34 (28.3) 14 (11.7) 14(11.7) 
shake off the blues even 
with help from my family 
or friends 
5. I had trouble keeping 62 (51.7) 31 (25.8) 18 (15.0) 9 ( 7.5) 
my mind on what I was 
doing 
6. I felt depressed 49 (40.8) 43 (35.8) 11 ( 9.2) 17 (14.2) 
9. I thought my life had 67 (55.8) 34 (28.3) 7 ( 5.8) 12 (10.0) 
been a failure 
1 0. I felt fearful 52 (43.3) 45 (37.5) 10 ( 8.3) 13 (10.8) 
13. I talked less than usual 61 (50.8) 28 (23.3) 15 (12.5) 16 (13.3) 

• 
14. I felt lonely 62 (51.7) 34 (28.3) 10 ( 8.3) 14 (11.7) 
17. I had crying spells 67 (55.8) 34 (28.3) 9 ( 7.5) 10 ( 8.3) 
18. I felt sad 52 (43.3) 43 (35.8) 9 ( 7.5) 16 (13.3) 

Somatic and Retarded 
Activity 
1.1 was bothered by things 
that usually don't bother 35 (29.2) 58 (48.3) 15 (12.5) 12 (10.0) 
me 
2. I did not feel like 50 (41.7) 45 (37.5) 16 (13.3) 9 ( 7.5) 
eating; my appetite was 
poor 
7. I felt that everything I 13 (10.8) 21 (17.5) 45 (37.5) 41 (34.2) 
did was an effort 
II. My sleep was restless 49 (40,8) 31 (25.8) 21 (17.5) 19 (15.8) 
20. I could not get 56 (46.7) 43 (35.8) 13 (10.8) 8 ( 6.7) 
"going" 

Interpersonal 
15. People were 113 (94.2) 7 ( 5.8) 0 ( 0.0) 0 ( 0.0) 
unfriendly 
19. I felt people dislike me 110 (91.7) 10 ( 8.3) 0 ( 0.0) 0 ( 0.0) 

Positive Affect 
4. I felt that I was just as 52 (43.3) 47 (39.2) 19 (15.8) 2(1.7) 
good as other people 
8. I felt hopeful about the 23 (19.2) 55 (45.8) 17 (14.2) 25 (20.8) 
future 
12. I was happy 53(44.2) 38 (31.7) 22 (18.3) 7 ( 5.8) 
16. I enjo~ed life 76 {63.3} 32 {26.7} 5 { 4.2} 7 { 5.8} 
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future, I was happy, I enjoyed life) and 1 item in the Somatic and Retarded Activity 

sympt~m cluster (I felt that everything I did was an effort). The rarest symptoms 

were 2 items in the Interpersonill symptom cluster (People were unfriendly, I felt 

people dislike me). 

Physical Health of Caregivers 

The mean MAl score of caregivers was 22.49 (SD 3.19) with a minimum 

score of 13 and a maximum score of27. For this scale, a maximum score of27 

indicates excellent health and a minimal score of 8 indicates very poor health. One 

item in this scale which asks the caregivers' current self-perceived health status with 

the question of. "How would you describe your own health now?" was highly 

correlated with the total score ofMAI (r = .823, n < .001). 

Forty-five caregivers (37.5%)reported their current health as "good" or 

"excellent", forty-three caregivers (35.8%) reported their health as "fair" and thirty

two caregivers (26.7%) reported their health as ''poor". As Table 9 shows, sixty 

three percent of caregivers reported their current health as fair to poor while thirty 

four percent of caregivers reported their past (before care giving) health as fair to poor. 

This may indicate that their health has been affected by their caregiving 

responsibilities. 

The physical health of the caregivers aged 60 and over was significantly 

poorer than caregivers under 60 (![liB]= -3.56, n :s; .001). The mean score of MAl of 

caregivers aged 60 and over (n = 19) was 20.21 (SD = 4.1) ranging from 13 to 26, 

while the mean score of caregivers under 60 (n = 101) was 22.92 (SD 2.81) ranging 

13 to 27. Only three elderly caregivers age 60 and over (15.8%) reported their 

perceived current health status as "good"; not one caregiver in this age group 
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described it as "excellent"; while 42 caregivers age under 60 ( 41.5%) reported their 

health "good" or "excellent". 

Table 9. Self-perceived Health Status of Caregivers (N= 120) 
Variables 

How would you describe your own health now? 
Excellent 
Good 
Fair 
Poor · 

Before you began caregiving? 
Excellent 
Good 
Fair 
Poor 

How much do health problems stop you from doing 
things/activities you would like to do? 

Not at all 
A little 
A lot 
Completely 

N(%) 

7 ( 5.8) 
38 (31.7) 
43 (35.8) 
32 (26.7) 

14 (11.7) 
65 (54.2) 
32 (26.7) 
9 ( 7.5) 

46 (38.3) 
50 (41.7) 
21 (17.5) 

3 ( 2.5) 

The sample of this study consisted of daughter and daughter-in-law caregivers. 

Using t-test, study variables were compared. Daughter-in-law caregivers in this 

sample reported significantly lower scores on affection (5.62 vs 7.85) and filial 

obligation (20.67 vs 21.93) than daughter caregivers. These differences were 

statistically significant (Table 1 0). Daughter caregivers had stronger feelings of filial 

obligation and affection to their care-recipients than daughter-in-law caregivers. 

Daughter-in-law caregivers reported a significantly bigger social network size 

than daughter caregivers (n < .05). However, the perceived social support and social 

conflict were not significantly different between the daughter group and the daughter-

in-law group (Table 10). Although daughter caregivers were more depressed and 



reported poorer physical health than daughter-in-law caregivers, these health 

differences were not statistically significant (Table 1 0). 

Table 10. Comparison of Study V ariab1es of Daughter and Daughter-in-law 
Caregivers (t-tests) 
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Daughter (n - 27) 
Mean(SD) 

Daughter-in-law (n- 93) 
. Mean(SD) 

Obligation** 21.93 ( 2.11) 
Affection*** 7.85 ( 2.36) 
Social Network Size* 4.63 ( 1.21) 
Social Support 12.15 ( 2.18) 
Social Conflict 7.00 ( 2.08) 
Physical Health 22.48 ( 3.06) 
Emotional Health 22.85 (1 0. 77) 

*I! <.05. **I!< .01. ***I!< .001. 

Inspection for Multicollinearitv 

20.67 ( 2.02) 
5.62 ( 3.04) 
5.48 ( 1.86) 

12.32 ( 2.15) 
7.10 ( 2.18) 

22.49 ( 3.25) 
21.49 (10.74) 

The first step to identify multicollinearity is to examine the matrix of intercorrelations 

among the variables (Burns & Grove, 1993). Correlation analyses for the independent 

variables to be employed in hierarchical regressions· with the total sample are 

presented in Table 11. The correlation matrix is also presented in Table 11. As Table 

11 shows, the highest correlation was -.41 between the caregiver's cognitive 

impairment and functional impairment. Gordon's (1968) criteria ofr s; .65 was used 

to decide which variables to enter into the same equation. In addition to conducting 

bivariate correlations, collinearity diagnostics such as VIF and Tolerance were 

obtained for each regression model. No evidence of multicollinearity between 

independent variables was noted. Therefore, multicollinearity is not considered a 

problem in this study. 
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Table 11. Bivariate Correlations of Inde12endent Variables 
1 2 3 4 5 6 7 8 9 

1 1.00 -.195* -.391 ** -.099 .114 .127 .252** -.218* .096 

2 1.00 .296** -.018 -.009 -.162 -.014 .188* .084 

3 1.00 .209* -.141 -.140 -.169 .232* -.156 

4 1.00 -.252** -.307** -.042 -.076 .046 

5 1.00 .367** .065 -.012 .128 

6 1.00 -.109 -.096 .235** 

7 1.00 -.410** .013 

8 1.00 -.125 

9 1.00 

10 

11 

12 

Note. 1. Caregiver age 2. Family income 3. Competing roles 4. Relationship with care-recipient 
(1 =daughter-in-law; 0 =daughter) 5. Total obligation score 6. Total affection score 

10 11 

-.284** .042 

.154 -.185* 

.089 -.194* 

.019 -.053 

-.072 -.001 

-.104 -.082 

.018 .262** 

-.037 -.235** 

-.052 .033 

1.00 .260**. 

1.00 

7. Cognitive impairment (1= yes; 0= no) 8. Total ADL score 9. Total social support score 10. Total social conflict score 
11. Emotional health 12. Physical health 

' * n < .05. ** n < .01 (2-tailed test). 

12 

-.375** 

.216* 

.375** 

.002 

.023 

-.102 

-.139 

.267** 

-.127 

-.083 

-.326** 

1.00 



Hypotheses Testing 

To test the proposed four hypotheses, hierarchical regression analyses were 

used. First, preliminary hierarchical regression analyses were conducted with all 

specified predictor variables in the model. Second, only significant variables were 

entered into the model based on the results of preliminary hierarchical regression 

analyses. 
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Hypothesis I a. High level of social support is predicted by older age, high income, 

blood-tied relationship, high competing roles, positive intergenerational relationship 

(high filial responsibility and high affection), and high level of cognitive and 

functional impairment of care-recipient. 

A hierarchical multiple regression was used to identify the amount of variance 

in the caregivers' social support explained by the independent variables. A 

combination of two sets of independent variables was used: (1) characteristics of 

caregivers and quality of intergenerational relationships; and (2) characteristics of 

care-recipients. As shown in Table 12, the characteristics of the caregiver and the 

quality of intergenerational relationships were entered into the model at step 1 because 

they were temporary prior to the other sets of variables. This step accounted for 13% 

of explained variance of social support (E (6,113) = 2.820, 11 = .014). · Caregivers' 

family income (R < .05), type of relationship with elder (R < .05), competing roles pf 

caregivers (R < .1 0), and affectional relationship with elder (p < .01) were significant. 

At step 2, characteristics of the care-recipient were entered into the model. The level 

of cognitive impairment had been recoded: Care-recipients who had definitive 

cognitive impairment (20 or below on MMSE-K scores) were coded as I and non

demented care-recipients were coded as 0. Previous studies have demonstrated the 
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importance of whether or not there is cognitive impairment, rather than the severity 

(Ory et a!., 1999), and that the early phases of dementia may be more stressful than 

the final phases (Choi, 1996; Choi & Kim, 1997). After controlling for variables in 

step 1, the second step only accounted for an additional 0.6% of the variance in social 

support (E (8, Ill)= 2.178, 12 = .034). None of the characteristics of care-recipients 

were significant. The multiple R for the entire model for social support was 

significant at the p < .05level (R2 = .13.6). Family income@= .21, 12 < .05), type of 

relationship with elder@= .18, 12 < .1 0), competing roles of caregivers @ = -.18, 12 < 

.1 0), and affection @ = .27, 12 < .05) were predictors for social support. Caregivers 

who reported higher income and higher affection for the care-recipient perceived their 

social network interactions as more supportive than their counterparts and this is 

consistent with the hypothesis. Daughter-in-law caregivers and caregivers who 

reported lower competing roles perceived their social network interaction as more 

supportive, and this is not consistent with the hypothesis. The standardized regression 

coefficients for all variables to test hypotheses la are presented in Table 12. 

To have tighter model with fewer degrees of freedom, the hierarchical 

regression analysis was re-run with only significant variables found in preliminary 

analysis. As shown in Table 12-1, caregivers' family income, type of relationship 

with elder, competing roles and interpersonal relationship with elder were entered at 

step 1. This step accounted for 13% of variance of social support (E (4,115) = 4.193,12 

= .003). At step 2, characteristics of the care-recipient were entered into the model. 

After controlling for the characteristics of caregivers and interpersonal relationships 

with elder at step 1, the second step, the characteristics of care-recipients, only 

accounted for an additional 0.6% of the variance in social support (E (6, m) = 



Table 12. Hierarchical Regression Analysis of Independent Variables on Social 
Support of Caregivers 
Independent Variables 
Characteristics of Caregivers 

Caregiver Age 
Family Income 
Type of Relationship with Elder1

) 

Competing Roles of Caregiver 
Affection 
Obligation 

Characteristics of Care-recipients 
Functional Impairment 
Cognitive Impairment 2) 

Step1 

.038 

.198* 

.191 * 
-.194+ 

.277** 

.044 

Step2 

.032 
.206* 
.177+ 
-.182+ 
.265* 
.048 

-.085 
-.024 

lll 

F 
R? 

.E (6,113) = 2.820* 
.130 

.E (8,111) = 2.178* 
.136 

AdjustedR2 

R2 Change 
.084 .073 

.006 
Note. IJ Coded daughters-in-law as 1 and daughters as 0. 
2

) Coded demented care-recipients as 1 and non-demented care-recipients as 0. 
** 11 < .01. * 11 < .05. +11 < .~0. 

2.885, 11 = .012). None of the characteristics of care-recipients were significant. The 

multiJ?1e R for the entire model for social support was significant at the 11 < .05 level 

(R2 = .133,11 = .012). Family inc~me ill= .21, 11 < .05), type of relationship with 

elder @ = .17, 11 < .1 0), competing roles of caregivers @ = -.20, 11 < .05), and 
0 • 0 

affectional relationship with elder@= .28, 11 < .01) were predictors for social support. 

Caregivers who reported higher family income and higher affection for the care-

recipient perceived their social network interaction as more supportive than their 

counterparts, and this is consistent with the hypothesis. Daughter-in-law caregivers 

and caregivers who have less competing roles perceived their social network 

interactions as more supportive than their counterpart, and this is inconsistent wit)l the 

hypothesis. The standardized regression coefficients with insignificant variables 

deleted at Step 1 are shown in Table 12-1, and a diagram which shows the significant 

and insignificant relationships is presented in Figure 3. The insignificant 
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relationships are represented as dotted lines(-----). In summary, Hypothesis Ia was 

only partially supported. 

Table 12-1. Hierarchical Regression Analysis of Independent Variables on Social 
Support with Insignificant Variables Deleted from the Analysis 

Independent Variables Step 1 
Characteristics of Caregivers 

Income 
Type of relationship with elder '> 
Competing roles 
Affection 

Characteristics of Care-recipient 
Functional Impairment 
Cognitive Impairment 2> 

F 
R? 
AdjustedR2 

R2 Change 

.198* 
.185+ 

-.211 * 
.294** 

E (4, 11s) = 4.193** 
.127 
.097 

Step2 

.207* 
.172+ 

-.196* 
.284** 

-.013 
-.083 

E (6, 113) = 2.885* 
.133 
.087· 
.006 

Note. 11 Coded daughters-in-law as 1 and daughters as 0. -
2

) Coded demented care-recipients as 1 and non-demented care-recipients as 0. 
** 1! < .01. * 1! < .05. +I!< .10. 

Competing Roles of 
Caregivers 

Affection 

Cognitive Impainnent 

Figure 3. Predicting Caregivers' Social Support 
------- not significant 
__ significant 
** 1! < .01. * 1! < .05. +I!< .10. 

Social Support 
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Hypothesis 1 b. High level of social conflict is predicted by younger age, low income, 

affinal relationship, high competing roles, negative intergenerational relationship (low 

filial responsibility and low affection), and high level of cognitive and functional 

impairment of care-recipient. 

A hierarchical multiple regression was used to identifY the amount of variance 

in the caregivers' social conflict, explained by the combination of two sets of 

independent variables grouped into: (1) characteristics of caregivers and quality of 

intergenerational relationships; (2) characteristics of care-recipients. As shown in 

Table 13, characteristics of the caregiver and the quality of intergenerational 

relationships were entered into the model at step 1. This step accounted for 10% of 

variance of social conflict (f (6,113) = 2.038, 11 = .066). Of these variables, the 

caregiver's age was significant (11 < .01 ), indicating that a high level of social conflict 

was predicted by the age of caregivers. Younger caregivers experienced significantly 

more social conflict than older caregivers. At step two, the second set of variables 

(characteristics of the care-recipient) were entered into the model. After controlling 

for variables at step 1, the second step accounted for an additionall.S% of variance in 

social conflict (f (8,111) = 1.761,11 = .092). When the second set of variables was 

entered, the caregiver's age (p < .01) remained significant. However, none of the 

characteristics of care-recipients were significant predictors for social conflict. The 

standardized regression coefficients for all variables to test the hypothesis 1 b are 

presented in Table 13. 



Table 13. Hierarchical Regression Analysis oflndependent Variables on Social 
Conflict of Caregivers 
Independent Variables 
Characteristics of Caregivers 

Caregiver Age 
Family Income 
Relationship with Elder1l 
Competing Roles of 
Caregiver 
Affection 
Obligation 

Characteristics of Care-recipients 
Functional Impairment 
Cognitive Impairment 2l 

F 
R? 
AdjustedR2 

R2 Change 

Step 1 

-.278** 
.108 

-.019 
-.060 

-.054 
-.033 

:E (6,113) = 2.038+ 
.098 
.050 

Step2 

-.302** 
.116 

-.033 
-.037 

-.057 
-.033 

-.108 
-.040 

E<s.11IJ= 1.761+ 
.113 
.049 
.015 

Note. IJ Coded daughters-in-law as 1 and daughters as 0. 
2
) Coded demented care-recipients as 1 and non-demented care-recipients as 0. 
**n<.Ol. *n<.05. +n<.10. 

To have tighter model with fewer degrees of freedom, the hierarchical 

regression analysis was re-run with only significant variables found in preliminary 
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analysis. As shown in Table 13-1, only caregiver's age was entered at step 1 and this 

variable accounted for 8% of variance of social conflict (:E {I, 118) = 10.347, n = .002). 

At step 2, the second set of variables (characteristics of the care-recipient) was entered 

into the model. After controlling for the significant variable at step 1, the second step 

accounted for an additional1.3% of variance in social conflict (:E {3,116) = 4.029, n = 

.009). When the second set of variables was entered, the caregiver's age (p < .01) 

remained significant. Younger caregivers experienced significantly higher social 

conflict than older caregivers, and this is consistent with the hypothesis. However, 

none of the characteristics of care-recipients were significant predictors for social 

conflict. The standardized regression coefficients with insignificant variables deleted 



at Step 1 are show in Table 13-1, and a diagram which shows the significant and 
' 

insignificant relationships is presented in Figure 4.. The insignificant relationships 

are represented as dotted lines ( -----).. Hypothesis 1 b, therefore, was only partially 

supported. 

Table 13-1 Hierarchical Regression Analysis of Independent Variables on Social 
Conflict of Caregivers with Insignificant Variables Deleted from the Analysis 

Independent Variables Step 1 Step2 
Characteristics of Caregivers 
Caregiver's age -.284** -.318** 

Characteristics of Care-recipients 
Functional Impairment 
Cognitive Impairment '> 

-.066 
-.097 

115 

F 
R? 

E (1.11s> = 10.347** 
.081 

E (3, 116) = 4.029** 
.094 

AdjustedR2 .073 .071 
.013 

I) Coded demented care-recipients as 1 and non-demented care-recipients as 0. 
** R < .01. 

Caregiver's Age 

:=F=anu="=ly=In=co=m=e==~~------..• , ............. __ _ 

Relationship with __ --.__ 

Elder --·--·--·--·--······-------::::...~::::::: 
Competing Roles of 
Caregivers 

---··················-

Functional Impairment 

Cognitive Impairment 

Figure 4. Predicting Caregivers' Social Conflict 
---~--- not significant 
__ significant 
** R < .01. 

Social Conflict 
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Hypothesis 2a. Poor emotional health is predicted by younger age, low income, 

affmal relationship, high competing roles, negative intergenerational relationship (low 

filial responsibility and low affection), high level of cognitive and functional 

impairment of care-recipient, low level of social support, and high level of social 

conflict. 

A hierarchical multiple regression model was used to determine the amount of 

variance in the caregivers' emotional health explained by four sets of independent 

variables including: (1) characteristics of caregivers and quality of intergenerational 

relationships; (2) characteristics of care-recipients; (3) social support; and (4) social 

conflict. As shown in Table I 4, at the first step of the regression analysis, the 

characteristics of caregivers and intergenerational relationships were entereq into the 

model. This step accounted for 8% of variance of emotional health of caregivers. 

None of variables at this step were significant at then< .05 level. The variable, 

caregiver's family income, approached significance at the n < .1 0 level, indicating 

that higher caregiver depression was predicted by lower family income of caregivers. 

Entering the variables of characteristics of care-recipient at Step 2 and social support 

at Step 3 added just a small amount of explained variance, 7% and 0.3% respectively. 

Cognitive impairment en < .1 0) was the only significant variable in this step. When 

entering social conflict in the model at Step 4, the explapted variance was increased 

by 7%, and family income en < .05), cognitive impairment en < .1 0), and social 

conflict en< .01) were significant predictors of the caregivers' emotional health. 

Caregivers who had lower family income, cared for cognitive impaired care

recipients, and experienced more social conflict reported more depressive symptoms 

than caregivers who had a higher family income, who cared for non-demented care-
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recipients, and who experienced less social conflict. The multiple R for the entire. 

model for emotional health of the caregivers was significant rn < .01), and all 

variables in this model explained 22% of the variance of the emotional health of 

caregivers. The standardized regression coefficients for all variables to test 

hypothesis 2a are presented in Table 14. 

Table 14. Hierarchical Regression Analysis of Independent Variables on Emotional 
Health 

Independent Variables Step 1 Step 2 
Characteristics of Caregivers 

Caregiver Age -.046 -.110 
Family income -.171+ -.164 
Relationship with Care-Recipient I) -.069 -.083 
Competing roles -.166 -.124 
Affection -.155 -.123 
Obligation .017 .006 

Characteristics of Care-recipients 
Functional Impairment -.141 
Cognitive Impairment 2> .190 

Social Network Interactions 
Social Support 
Social Conflict 

.E (6, 113)= .E (8, Ill) = 
1.599 2.405* 

R2 .078 .148 
Adjusted R2 .029 .086 

2 -
R Change .070 

Notes. IJ Coded daughters-in-law as 1 and daughters as 0. 

Step 3 

-.111 
-.176+ 
-.094 
-.113 
-.148 

.003 

-.135 
.192+ 

.060 

.E (9, 110) = 
2.172* 

.151 

.081 

.003 

Step4 

-.028 
-.211 * 
-.086. 
-.100 
-.135 
.012 

-.105 
-.181+ 

.071 

.278** 

.E (10, 109) = 
3.066** 

.220 

.148 

.069 

2
) Coded demented care-recipients as I and non-demented care-recipients as 0. 

**I!< .01. *I!< .05. +I!< .10. 

To have tighter model with fewer degrees of freedom, the hierarchical 

regression analysis was re-run with only significant variables found in preliminary 

analysis. As shown in Table 14-1, only family income was entered at Step!. This 

step accounted for 3.4% of the variance of emotional health of caregivers. Entering 

the significant variables at step 2, cognitive impairment, added 6. 7% the variance of 
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emotional health of caregivers. When entering the social conflict variable at Step 3, 

the explained variance was increased by 8.3%, and family income, cognitive 

impairment, and social conflict were significant predictors of caregivers' emotional 

health at the level ofll. < .01. Caregivers who had lower family income, cared for 

demented care-recipients and experienced more social conflict reported more 

depressive symptoms than caregivers who had higher family income, cared for non-

demented care-recipients, and experienced less social conflict, and this is consistent 

with the hypothesis. All variables in this model explained 18% of the variance of the 

emotional health of caregivers. The standardized regression coefficients with 

insignificant variables deleted at Step 1, 2 and 3 are shown in Table 14-1, and a 

diagram which shows the significant and insignificant relationships is presented in 

Figure 5. The insignificant relationships are represented as dotted lines(----). 

Hypothesis 2a, therefore, was only partially supported. 

Table 14-1. Hierarchical Regression Analysis of Independent Variables on Emotional 
Health with Insignificant Variables Deleted from the Analysis 

Independent Variables Step 1 Step 2 Step3 
Characteristics of Caregivers 

Family income -.185* -.182* -.226** 

Characteristics of Care-recipients 
Cognitive Impairment 'l 

Social Network Interactions 
Social conflict 

.259** .253** 

.290** 

E E (1. 11s> = E (2, 117) = E (3, 116) = 
4.195* 6.602** 8.693** 

R2 .034 .101 .184 
Adjusted R2 .026 .086 .162 
R2 change .067 .083 

Note. !) Coded demented care-recipients as 1 and non-demented care-recipients as 0. 
** 1l. < .01. * 1l. < .05. +ll. < .10. 



~ ............. 
~F=am=i=ly=In=co=m=e===: ---.......... ............ . 

............... 
-226** "·-..... 

Caregiver's Age 

~ ....... 
Relationship with -.... 
Eld - ·~ .. ~ .... ~ ........... . 
~=e=r====~ ·-·-·----·--··············· . 

Competing Roles of 
Caregivers 

Affection 

Obligation 

Functional Impairment 

Cognitive Impairment 

Social Support 

Social Conflict 

Figure 5. Predicting Caregivers' Emotional Health 
------- not significant 
__ significant 
** R < .01. 

Caregivers' 
Emotional Health 
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Hypothesis 2b. Poor physical health is predicted by younger age, low income, affinal 

relationship, high competing roles, past negative intergenerational relationship (low 

filial responsibility and low affection), high level of cognitive and functional 

impairment of care-recipient, low level of social support, high level of social conflict, 

and poor emotional health. 

A hierarchical multiple regression model was used to determine the amount of 

variance in the caregivers' physical health, explained by the combination of five sets 

of independent variables including: (I) characteristics of the caregiver and quality of 

intergenerational relationship; (2) characteristics of the care-recipient; (3) social 

support; (4) social conflict; and (5) emotional health. At step 1, general physical 

health of the caregivers was predicted by the caregiver's age and competing roles, i.e. 
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poor physical health was predicted by older age ill< .01) and fewer competing roles ill 

< .01 ). These variables explained 23% of the variance of general physical health of the 

caregivers. At step 2 and step3, characteristics of care-recipient and social support 

were entered into the equation. These variables added only 1.6% and 0.3%, 

respectively to the explained variance of caregiver physical health. None of the 

variables in these two steps were significant at the I! < .1 0 level. The significance of 

the caregiver's age and competing roles on general physical health remained. At step 

4, social conflict added 3.6% of the variance to general physical health, i.e. poor 

physical health was predicted by higher social conflict ill < .05). When emotional 

health was entered into the equation at step 5, an additional4.3% of variance was 

explained. After adding the caregivers' emotional health to the model, the significance 

of social conflict on caregivers' physical health disappeared. Poor physical health was 

predicted by older age ill< .01), lower competing roles ill< .05), and poor emotional 

health ill< .05). The entire model for general physical health was significant ill< .001) 

and explained 32% of variance of general physical health. The standardized regression 

coefficients for all variables to test hypotheses 2b are presented in Table 15. 

To have tighter model with fewer degrees of freedom, the hierarchical 

regression analysis was re-run with only significant variables found in preliminary 

analysis. As shown in Table 15-1, at step 1, general physical health of the caregivers 

was predicted by the caregiver's age and competing roles, i.e. poor physical health was 

predicted by older age ill< .01) and fewer competing roles ill< .01). These variables 

explained 20% of the variance of general physical health of the caregivers. Previous 

Step 2 and 3 were excluded because there were no significant variables in the 

preliminary analysis. At the next step, social conflict added 3.7% of the variance to 
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Table 15. Hierarchical Re![ession Anal~sis of lndeEendent Variables on Ph~sical health 
lndeEendent Variables SteE 1 SteE2 SteE 3 SteE4 SteE 5 

Characteristics of Caregivers 
Caregiver Age -.265•• -.247•• -.245•• -.306•• -.313•• 
Family income .071 .059 .070 .095 .046 
Relationship with Care-Recipient I) -.079 -.058 -.049 -.054 -.074 
Competing roles .270•• .247•• .237•• .228• .205• 
Affection -.080 -.066 -.051 -.061 -.092 
Obligation .101 .097 .099 .093 .096 

Characteristics of Care-recipient 
Functional impairment .137 .133 .110 .086 
Cognitive impairment 2> .066 .005 .013 -.055 

Social Network Interactions 
Social Support -.055 -.063 -.046 
Social Conflict -.202• -.138 

Emotional Health -.233• 

.E .E(6, 113)= .E (8, Ill)= .E (9, 110)= .E (10, 109)= f (II, 108)= 

.506•• 4.440··· 3.960••• 4.267••• 4.496••• 

R2 .226 .242 .245 .281 .324 
.Adjusted R2 .185 .188 .183 . .215 .255 
R2 Change .016 .003 .036 .043 
Note. 11 Coded daughters-in-law as 1 and daughters as 0. 
2
> Coded demented care-recipients as 1 and non-demented care-recipients as 0. 
** n < .oi. * n< .05. +n < .10. 

general physical health. At the last step, emotional health' added 4.9% of the 

variance to general physical health. When emotional health was entered, the 

significance of the social conflict on physical health disappeared. Poor physical 

health was predicted by older age (n < .01) and poor emotional health (n < .01), and 

this is consistent with the hypothesis. Poor physical health was predicted by lower 

competing roles (n < .05), and this is inconsistent with the hypothesis. The entire 

model for general physical health was significant (n < .001) and explained 29% of 

variance of general physical health. The standardized regression coefficients with 

insignificant variables· deleted at Step 1, 2, and 3 are shown in Table 15-1, and a 
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Table 15-1. Hierarchical Regression Analysis of Independent Variables on Physical 
Health with Insignificant Variable Deleted from the Analysis 

Independent Variables Step 1 Step2 Step3 
Characteristics of Caregivers 

Caregiver ' s age 
Competing roles 

Social Network Interactions 
Social Conflict 

Emotional Health 

R2 
AdjustedR2 

R2 change 
** p<.Ol. *p<.05. +p<.lO. 

Caregiver's Age 

Family Income 

Functionallmpairment 

Cognitive Impairment 

Social Support 

Emotional Health 

-.269** 
.270** 

.E (2, 117) = 
14.831 ** 

.202 

.189 

Figure 6. Predicting Caregivers' Physical Health 
------- not significant 
__ significant 
**!! < .01. *!! < .05. 

-.328** 
.265** 

-.199** 

.E (3, 116) = 
12.127** 

.239 

.219 

.037 

-.317** 
.217* 

-.131 

-.236** 

.E (4,115) = 
11.636** 

.288 

.263 

.049 

Caregivers' 
Physical Health 



diagram which shows the significant and insignificant relationships is presented in 

Figure 6. The insignificant relationships are represented as dotted lines ( -----). 

Hypothesis 2b was partially confirmed. 
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Prior to conducting this study, the researcher hypothesized that cultural-factors 

have a greater impact on the emotional.and physical health outcomes of family 

caregivers than individual caregiver and care-recipient characteristics. To test this 

hypothesis, two different hierarchical regression models were used. 

To test the cultural impact offarnily caregiving on the caregivers' emotional 

health, a hierarchical regression model was tested. As shown in Table 16, at the first 

step of the regression analysis, all non-cultural factors in the conceptual mooel were 

entered into the model. This step accounted for 12% of the variance of emotional 

health of caregivers. At this step, cognitive impairment was significant at the 12 < .05 

level, and caregivers' family income was significant at the 12 < :I 0. Caregivers who 

cared for cognitively impaired care-recipients and who had low family income 

reported poorer emotional health than caregivers who cared for non-demented care

recipients and had higher family income. At the second step, all cultural factors were 

entered into the model. Entering cultural variables added II% of explained variance 

to emotional health: Family income (12 < .05), cognitive impairment (12. < .1 0), and 

social conflict (12 < .01) were significant predictors of the caregivers' emotional 

health (Table 16). 

As shown in Table 16-1, hierarchical regression was re-run with only 

significant variables found in preliminary analysis. At the first step of the regression 

analysis, family income and cognitive impairment were entered into the model. This 

step accounted for 10% of the variance of emotional health of caregivers. Both 
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variables were significant at the I!< .01. At the second step, social conflict was 

entered into the model. Entering cultural variables added 8.3% of explained variance 

to emotional health. Social conflict was a significant predictor of the caregivers' 

emotional health at the I!< .01 level. 

Table 16. The Impact of Cultural Variables on Emotional Health of Caregivers 
Independent Variables 

Caregiver Age 
Family income 
Functional Impairment 
Cognitive Impairment 1l 

Relationship with Care-Recipient 2J 

Competing Roles 
Affection 
Obligation 
Social Support 
Social Conflict 

Step 1 
-.077 
-.173+ 
-.127 
.237* 

Step2 
-.028 
-.211 * 
-.105 
.181+ 

-.086 
-.100 
-.135 
.012 
.071 
.278** 

F :E (4,115) = 3.845* :E (10,109) = 3.066** 
R? .118 .230 
Adjusted R2 .087 .148 
R2 Change .112 

Note. IJ Coded demented care-recipients as 1 and non-demented care-recipients as 0. 
2l Coded daughters-in-law as 1 and daughters as 0. 
**];!<.01, *];!<.05, +Jl..<.lO 

Table 16-1. The Impact of Cultural Variables on Emotional Health with Insignificant 
Variables Deleted from the Analysis 

Independent Variables 
Family income 
Cognitive impairment IJ 

Social conflict 

Step 1 
-.182* 
.259** 

Step2 
-.226** 
.253** 

.290** 

F :E (2, 117l = 6.602** :E (3, 116) = 8.693** 
R? .1o1 .184 
Adjusted R2 .088 .162 
R2 change .083 
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To test the cultural impact of family caregiving on the caregivers' physical 

health, a hierarchical regression model was tested. As shown in Table17, at the first 

step of the regression analysis, all non-cultural factors in the conceptual model were 

entered into the model. This step explained 19% of the variance of the physical health 

of caregivers. The caregivers' age (R < .01) and care-recipients' functional 

impairment (R < .I 0) were significant predictors of the physical health of caregivers. 

At the second step, all cultural factors were entered into the model. The cultural 

variables explained an additional 13% of variance of physical health. At this step, 

caregivers' age (R < .01), competing roles (p < .05), and caregivers' emotional health 

(R < .05) were significant predictors of caregivers' physical health (Table 17). The 

relationship between the level of functional impairment of care-recipients and the 

physical health of caregivers disappeared. All variables in this model explained 32% 

of the variance of the physical health of caregivers. 

Table 17. The Impact of Cultural Variables on Physical Health of Caregivers 
Independent Variables 

Caregiver Age 
Family income 
Functional Impairment 
Cognitive Impairment 'l 

Relationship with Care-Recipient 'l 
Competing Roles 
Affection 
Obligation 
Social Support 
Social Conflict 
Emotional Health 

Step 1 
-.320** 
.119 
.196+ 
-.037 

Step2 
-.314** 
.047 
.098 
-.059 

-.075 
.204* 
-.094 
.096 

-.049 
-.139 
-.228* 

F I: (4,113) = 6.802*** f (ll,IOSJ = 4.694*** 
"R? .191 .323 
Adjusted R2 .163 .255 
R2 Change .132 
Note. I) Coded demented care-recipients as 1 and non-demented care-recipients as 0. 
2> Coded daughters-in-law as 1 and daughters as 0. 
** n < .o1. * n < .05. +n < .10. 



126 

As shown in Table 17-1, hierarchical regression was re-run with only 

significant variables found in preliminary analysis. At the first step of regression, 

caregiver's age was entered into the model. This step accounted for 14% of the 

explained variance of physical health of caregivers. Caregivers' age was significant 

at the~< .01. At the second step, competing roles and emotional health were entered 

into the model. Entering cultural variables, competing roles and emotional health, 

added 13.3% of the explained variance to physical health. Caregivers' age (p < .01), 

competing role (p < .05), and emotional health (p < .01) were significant predictors of 

the caregiver's physical health. 

Table 17-1. The Impact of Cultural Variables on Physical Health with Insignificant 
Variables Deleted from the Analysis 

Independent Variables 
Caregiver ' s age 

Competing roles 
Emotional Health 

F 
R? 
AdjustedR2 

R2 change 
** ~ < .01. * ~ < .05. 

Step 1 
-.375** 

.E (1,118) = 19.303** 
.141 
.133 

Step2 
-.280** 

.213* 
-.273** 

.E (3,116) = 14.572** 
.274 
.255 
.133 

Path Analysis of the Proposed Conceptual Model 

The path model proposed in the conceptual model was tested predicting the 

following direct and indirect effects: Caregiver characteristics and care-recipient 

characteristics will have direct effects on social network interactions and caregivers' 

emotional and physical health; quality of intergenerational relationships (filial 

obligation and affection) will have an indirect effect on caregivers' emotional and 

physical health mediated by social network interactions. A diagram of the proposed 

conceptual model can be found in Chapter 1 (Figure 2). 

.. . 
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To test the path model, bivariate correlation coefficients for the variables in 

the proposed conceptual model were examined first and presented in Table 11. First, 

path analysis was conducted to test the proposed the conceptual model. Using a series 

of multiple regression, the multiple regression coefficients were interpreted as path 

coefficients of selected variables in path analysis. Although path analysis cannot 

prove causal order, it can reveal whether the results are at least consistent with a 

proposed causal order. 

The actual model testing procedure utilized a series of tests involving the 

proposed relationships shown in Figure2. Each endogenous variable was regressed 

separately on its appropriate set of predictor variables. The procedure starts with the 

dependent variable (general physical health of caregivers) and then moves to the left. 

Multiple regression using the forced entry method was used and the resulting 

significant coefficients were compared with the proposed conceptual model. Given 

that this is the first time that a model of Korean caregivers' health has been tested, an 

alpha level of .1 0 was used throughout the analyses. 

The first regression involved general physical health of caregivers, which was 

regressed on emotional health of caregivers as proposed in the model. The 

relationship between the caregivers' emotional health and physical health was 

significant rn..= -.326, 11 < .001), as hypothesized in the model. Emotional health of 

caregivers explained 11% of the variance of general physical health of caregivers. 

Physical and emotional health of caregivers were then regressed on two 

variables in social network interactions, social support and social conflict. But tlie 

relationship between physical health of caregivers and social support was not 

significant; neither was the hypothesized relationship between physical health of . . 
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caregivers and social conflict, so these paths were deleted. Dropping these paths 

meant that the social network interactions, social support and social conflict, had no 

direct effects on general physical health of caregivers. For emotional health, the 

result was that the association between emotional health and social conflict was 

significant@= .262, 12 < .OI), so that path was added to the model, but was deleted 

from the path from social support to emotional health. Social conflict had direct 

effect on caregivers ' emotional health, but social support had no direct effect on 

caregivers ' emotional health. 

Physical and emotional health .of caregivers were then regressed on eight 

proposed exogenous variables; (I) caregiver age; (2) family income; (3) competing 

roles; (4) type of relationship with elder; (5) obligation; (6) affection; (7) cognitive 

impairment of care-recipients; and (8) level of functional impairments of care

recipients. Multicollinearity of these exogenous variables did not appear to be a 

problem. The bivariate correlations among these variables were already presented in 

Table II. Two variables, caregiver age@= -.247,12 < .OI) and competing roles (B = 

.24 7, 12 < .05), had significant relationships with the general physical health of 

caregivers. Therefore, paths from these two variables to general physical health of 

caregivers were added to the model and six paths from income, type of relationship 

with elder, the levels of obligation, the level of affection, the level of cognitive 

impairment, and the level of functional impairment were deleted. Cognitive 

impairment@= .190,12 < .10) and family income@= -.I64, 12 < .IO) had significant 

relationships to the emotional health of caregivers. Therefore, paths from these two 

variables to emotional health of caregivers were added to the model and six paths 

from caregiver age, competing roles, type of relationship with elder, the level of 
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obligation, the level of affection, quality of intergenerational relationships, and 

functional impairment were deleted. 

Social networkinteractions, social support and social conflict, were then 

regressed on eight proposed exogenous variables. Four paths from exogenous 

variables to social support were added to the model: 1) family income @ = .206, n < 

.05); 2) competing roles@= -.182, n < .10); 3) type of relationship with elder@= 

.177, n < .10); and 4) the level ofiiffection@ = .265, n < .05). One path from 

caregiver age to social conflict ffi = -.302, n < .01) was also added to the model. The 

model with its associated beta weights and significance levels is shown in Figure 7. 

Age 

Family income 

Competing roles 

Types of 
relationships 

Obligation 

Affection 

Cognitive 
impairment 

Functional 
impairment 

-.247** 

Social conflict 

.265* 

Figure 7. Path Model Predicting Emotional and Physical Health of Caregivers 

** p<.Ol. *p<.05. +p<.10. 
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Based on the results of path analysis of the proposed conceptual model (Figure 

7), paths which were not statistically significant in predicting dependent variables 

were excluded for model trimming. First, two exogenous variables (filial obligation 

and functional impairment) were excluded because they had no significant 

relationship to any dependent variable. In addition, the endogenous (dependent) 

variable social support and its two exogenous predictors (type of relationship with 

elder and affection) were excluded because social support was found to have no 

relationship to any of the other dependent varjables. 

As shown in trimmed model (Figure 8), family income, the level of cognitive 

. . 
impairment, and social conflict had direct effects on caregivers' emotional health. 

Caregiver age had no direct effect but had indirect effect on caregivers' emotional 

health through social conflict. The presence of cognitive impairment had a stronger 

total effect on caregivers' emotional health than other variables @ = .263, n < .01) 

followed by social conflict@= .260, n < .01) and family income@= -.160, n < .10). 

Caregiver age and competing roles had direct effects on caregivers' physical 

health. Caregiver's age also had an indirect effect on caregivers' physical health 

through social conflict and emotional health. Family income, the level of cognitive 

impairment, and social conflict had no direct effects on caregivers' physical health 

but had indirect effects through caregivers' emotional b,ealth. Caregivers' emotional 

health had the strongest total effect on caregivers' physical health@= -.326, n < .01) 

followed by competing roles@= .243, n < .01), and caregiver age@= -.227, p < 

.01). The direct and indirect effects on caregivers' emotional and physical health 

were calculated and presented on Table 18 and Table 19, respectively. 



Age 

Family 
income 

Competing 
roles 

Cognitive 
impairment 

Figure 8. Trimmed Model Predicting Emotional and Physical Health of Caregivers 
** p < .01. * p < .05. + p < .10. 

Table 18. Direct and Indirect Effects on Caregivers' Emotional Health 
Variables Direct Indirect Total effect Non-causal 

effect effect (direct + indirect) effect 
Age 
Family income . 
Competing roles 
Cognitive impairment 
Social conflict 

-.160 

.263 

.260 

-.079 -.079 
-.160 

.263 

.260 

Table 19. Direct and Indirect Effects on Caregivers' Physical Health 
Variables Direct Indirect Total effect 

Age 
Family income 
Competing roles 
Cognitive impairment 
Social conflict 
Emotional health 

effect effect (direct+ indirect) 
-.253 .026 -.227 

.243 

-.326 

.052 .052 

-.086 
-.085 

.243 
-.086 
-.085 
-.326 

Non-causal 
effect 
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Analysis of the Descriptive Data 

This section examines the qualitative data obtained from daughter or daughter

in-law caregivers who described their experiep.ces of family care giving for the 

impaired parents or parents-in-law. Descriptive data from open-ended questions can 

serve to complement quantitative analyses (Haase & Myers, 1988; Morse, 1991 ). 

This approach is especially useful to generate new knowledge about the topics or 

concepts that are not well studied (Burns & Grove, 1993). Family caregiving 

research in the Korean context is very limited, and little is known about _the health 

outcomes of family caregivers and factors related to health outcomes. Qualitative 

data can be useful for exploring a more complete picture of family care giving impacts 

and experiences, and for obtaining more in-depth knowledge from the Korean 

caregivers' perspectives than could be achieved by quantitative measures alone. 

Therefore, adding a qualitative component in this study can strengthen research 

results and contribute to generating a societally relevant and rigorous knowledge 

development. 

Given these considerations, in addition to testing hypotheses and a path model, 

descriptive data describing caregiving life and the positive and negative aspects of 

caregiving experiences were also obtained. A combination of open-ended and semi

structured questions was used as part of the interview process. The interview was 

conducted in a private room separate from the care-recipient or other family members 

to facilitate open expression. 

During the interview, brief observational notes were recorded and the 

interview was transcribed verbatim by the investigator to create a textual database. 

Data analysis using constant comparison techniques involved comparing and 
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contrasting among multiple events, meanings, and perspectives by constructing 

multiple codes and categories "to help the researcher to break through assumptions 

and to uncover specific dimensions" (Strauss & Corbin, 1990, p.84). Transcriptions 

were read and reread for interpretation of meaning and the identification of patterns of 

responses. Additional major concepts pertaining to the research phenomena were 

identified in this manner through codes and memos. Multiple codes were sorted and 

grouped to develop a concept and its properties. Over time, some concepts were 

replaced by or grouped within new concepts that represented the data niore 

adequately. This evolution of concepts occurred continuously during data analysis. 

This process was continued until all units were assigned to a C!ltegory. Then 

categories were reviewed and refined. Refinement included breaking some categories 

or combining like categories into one larger category. 

To check interrater reliability of categorization, data categorization was 

confirmed by an expert nurse researcher. Responses were recategorized 

independently. Throughout this process, each description was compared to others to 

identifY similarities and differences in the patterns of responses. Careful analysis of a 

saturated category enabled the researcher to identifY the characteristics of a concept, 

and continued sorting of a saturated category enabled the researcher to identifY the 

characteristics of phenomena and to develop complex taxanornies that revealed the 

components of phenomena (Burns & Grove, 1993; Stem, 1980). Salient themes 

emerged through the analysis of caregiver descriptions of caregiving impacts and 

experiences. 

As results of the data analyses of the descriptive data, two dominant themes 

emerged. The first theme was termed "frustrations with caregiving". Caregivers 
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were frustrated with constant, round-the-clock, demanding care; with problematic 

behaviors of the demented elderly; with deterioration of their own health; with 

normative pressures, and with the lack of support from family members. The second 

theme was termed "a sense of valuing caregiving role". Caregivers were highly 

valued to fulfill societal norms, for familial harmony, for teaching their children about 

filial piety, and for recognition from family members, relatives, and society. 

Family caregiving for the physically and/or cognitively impaired elderly is 

certainly a difficult task regardless of cultural differences. Although Korean 

caregivers take care of the elderly because of traditional filial piety, providing care for 

an impaired elderly parent at home is not easy. However, family caregiving for the 

impaired parent or parent-in-law does not just have negative impacts on caregivers, it 

also has positive impacts on caregivers. Caregiving makes some caregivers feel good, 

and sufficient evidence of this is found in this study. Both of these themes, frustration 

as well as valuing the caregiver role, were constructed by analyzing caregivers' 

descriptions of their caregiving experiences. Examples of these descriptions and their 

relationship to the quantitative study findings follow. The theme "frustrations with 

caregiving" will be discussed first. 

Frustrations with Caregiving 

Ninety percent of caregivers responded to the question, "What is the greatest 

difficulty or problem you have experienced in caring for your parent (in law)?". 

Many caregivers were frustrated with providing the constant, round-the-clock, 

demanding care; with. problematic behaviors of the demented elderly; with the 

deterioration of their own health; with normative pressures, and with the lack of 

support from family members as previously described. The most often cited problems 
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or difficulties arose from dealing with the care-recipient's problematic behaviors. 

Among the problematic behaviors, those related to the bowel were the most difficult 

to handle. 

One example of this frustration was that described by a 53 years old daughter-

in-law who had been caring for her demented mother-in-law: 

The most difficult thing is feces. It is strange. She has no serious 
problems with other things but she can not handle feces. When she 
defecates, she takes off her diaper and paints feces on the wall and 
sometimes even eats it. When I try to sit her on the toilet, she even 
puts her hands into the toilet and paints the ftces on the bathroom 
tiles. She also takes off the laminated floor and wall paper and 
puts the ftces under the laminated floor paper and on the wall 
cement. The smell is bad and that smell makes me sick I can not 
understand why she acts like that with ftces. 

Another frustration that was frequently expressed by caregivers was the 

problem of their own health. Adult child caregivers who themselves were also 

elderly frequently expressed their own health problems which made it very difficult 

for them to be caregivers. 

A 65 year old daughter-in-law caregiver commented: 

She can not control her urine andftces. I have to make her sit on a 
movable toilet and wash her bottom. However, I am elderly too and 
I have my own health problems. Although my mom is skinny now, it 
is not easy to make her stand up and sit down. She deftcates on 
blankets and clothes. I can not handle her by myself That is th~; 
most difficult thing to me. If my health is good enough to take care 
of her, what are the problems? Now she can not see because of her 
visual loss, it makes it harder for me. There is no one to help me. I 
wish I had a husband. 

A daughter caregiver was frustrated with the normative pressure of family 

care giving in Korea. She expressed the difficulties of caring for her own mother as a 

daughter in the context of the Korean family caregiving norms: 

I am a first daughter-in-law in this family. There are parents-in
law and even a grand mother.-in-law in my husband's family. 



However, now I have to take care of my mother and live with her. 
Can you imagine how/feel in this situation? No one says anything 
to me, but I am always uncomfortable and uneasy. My mother has 
no son. She just has two daughters but my elder sister is also a first 
daughter-in-law in her husband's family and she is a farmer. My 
mother wants to live with me and feels more comfortable with me 
than my sister. What can I do? This is the situation I have to 
confront. But I always have a guilty feeling to my husband, 
parents-in-law and other relatives in my husband's family. 
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Many caregivers complained about the family members who should take care 

of the parent under the societal norms in Korea, but were not doing so. Although the 

caregivers were selected under Korean caregiving norms, caregivers who did not 

. 
satisfy their social interactions with family members expressed their feeling of family 

abandonment. They felt anger and resentment about the fact that their siblings left the 

entire caregiving responsibilities to them. A daughter caregiver stated: 

My brother is the only son in my family but he and his wife are 
ignoring his obligation for my mother. I have no obligation to do 
this. He never called me to say sorry or thank you or anything like 
that. I think that he is not able to take care of her at his house. 
Then he should express his concerns to her and visit her and has to 
contribute with money even. He has more money than me. I am the 
poorest person in my family. Why do I have to handle all of these 
things? It is too. heavy to handle by myself He has to do something 
for me and mom. 

Another first daughter-in-law caregiver who took care of a mother-in-law who 

has been in a vegetative state for two years, commented that caring for the parent 

should be a shared responsibility: 

I am a first daughter-in-law in this family. I know, it's my duty and 
responsibility. But, they are her children. She is also their mother. 
They have to help us. Now, they do not visit and don't even call. 
My husband and I have to take care of all responsibilities. It is not 
fair. We have our life too. We never go out with my children, not 
even just one day qfter my mother-in-law fell down. !feel bad for 
my three little children. They need me and their father. 

When the researcher asked about their problems or difficulties as caregivers, 
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90% of caregivers expressed their difficulties or problems with their family 

caregiving experiences for the impaired elderly. However, it is important to note that 

four caregivers in this study expressed their caregiving experiences as good and their 

life as being much better and more comfortable than before caregiving. All four of 

these caregivers were daughter-in-law caregivers who had serious conflicts with their 

mothers-in-law before care giving. They were oppressed under the power or authority 

of the mothers-in-law when their mothers-in-law were healthy and had power. Their 

relationships with mothers-in-law were complicated and there was no emotional 

closeness with their mother-in-law and some even had enmity. They explained that 

they were more comfortable now because their mothers-in-law had no power, even 

though they had to do many demanding and laborous caregiving activities. They 

could also do things they wanted to do, and there were no struggles or conflicts with 

their mothers-in-law. Now the situation or role was reversed, and the caregivers had 

power. Due to the physical and/or cognitive deterioration of the care-recipient and 

the subsequent reversal of power or authority between the caregiver and recipient, 

some caregivers began to feel a strong sense of pity and sympathy which maintained 

the high value of their caregiving. 

This was one such expression from a daughter-in-law caregiver: 

There are no specia(difficulties with the disability of my mother-in
law. She may be bored and uneasy. I am even more comfortable 
because she can not go out. When she was all right Glid went 
anywhere, my mind was always uneasy. She always blamed me and 
never said anything good to me. She even made up stories and then 
told them to others as if they were facts, and she insulted me. It 
made me very hard and I even thought about killing myself I can 
not even say what she said to me because it was so outrageous. 
When she drunk, it was more serious and I could not live for one 
day in peace. However, now she can not go out, and she just sits in 
her room, she does not use insulting words and does not say 
anything to others. Nothing hurts my mind, and I am more 



comfortable and easy. Still she insults me and abuses me, but it is 
much better. I can tolerate the physical strains that go along with 
care giving activities but I can not tolerate psychological abuse with 
words. It is a torture. I have to go out to work and it makes me feel 
better. If I have to stay home all day long with my mother-in-law, 
my mind is already burned I can not tolerate the psychological 
strains. Sometimes I question why I have to live. But my husband 
and family members understand me and that is the reason why I 
live. 
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Another daughter-in-law also expressed her oppressed life before her mother-

in-law became sick: 

She was so atypical and made me scared I could not even control 
my mind when I c011{ronted her at home. Thus I had to go out to cut 
wood although it was a very cold and sno1ry winter. I was scared 
and afraid to sit with her at home. Now she is sick, she is not 
yelling at me and it is easy. She was so outrageous. Now, she is 
sick. I have sympathy for her but it makes me feel more at ease and 
comfortable. She does not have the power and energy to bother me, 
and her useless nagging has also decreased 

Valuing the Caregiving Role 

Family caregiving for the impaired elderly not only has negative impacts, but 

caregivers also expressed positive impacts. The second theme, a sense of valuing the 

caregiver role, will be discussed next. All but 38 caregivers expressed positive 

aspects offamily caregiving for the impaired elderly, when they responded to the 

question, "What is the greatest satisfaction or gratification you have experienced in 

caring for your parent (in law)?". Caregivers were highly valued for their ability to 

fulfill societal norms; for familial harmony; , for teaching their children about filial 

piety; and for recognition from family members, relatives, and society, as mentioned 

before. 

The following is a typical expression from caregivers who did not fmd 

gratification or satisfaction from caregiving. They took care of their parent or in-law 

because it was just their duty or responsibility and because·there were no other 
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options. They were simply doing what needed to be done and they felt an obligation 

to accept the duty. A daughter-in-law caregiver commented: 

To be frank, there is no gratification or satisfaction. What could be 
gratifYing about caring for an impaired mother-in-law? It is too 
hard !just do it because I have to do this. Caregivingfor the 
impaired parent is my responsibility. I married the first son in his 
family, therefore it is my job. I have to do this as a first daughter
in-law. 

However, many caregivers expressed positive impacts of family caregiving 

although it was hard and burdensome. Many caregivers expressed a sense of family 

responsibility and a sense of valuing societal norms. They thought that caregiving for 

the impaired elderly was a social commitment that needed to be done as a duty of 

_children or children-in-law. One daughter-in-law caregiver expressed this as follows: 

There are no happy things or bad things. I just do what I have to 
do. I take care of her because I have been taking care of her since I 
got married Pleasure? Let me think The first thing that makes 
me happy is familial harmony. My family is peacefol and happy 
because I do what I have to do as a first daughter-in-law. All of the 
family members and relatives recognize my efforts. This makes me 
proud of myself. This gives, me a sense of value for myself. 

A daughter-in-law mentioned: . 

It is my mission to take care of her. I am just happy to have the 
opportunity to care for my mother-in-law. I have a sense of 
fulfillment as a member of this family, as well as a woman and a · 
daughter-in-law. 

Caregivers often expressed the advantages offamily caregiving on the 

caregivers' children. Caregiving for the'iinpaired elderly was hard for the caregivers 

but it was a real education for their children to teach filial piety. Unlike other young 

people who do.not have the opportunity to live with the older generation, their 

children demonstrated sympathy, thoughtfulness to others, gentleness, and 

independence. 



Of course it is not easy. However, I also have three children, I am 
doing this as a role model to my children. Who knows,.~omeday I 
will be old and I may need help from my children. I think this is a 
practice or education for my children and so I have to do it well. I 
think that I am now teaching my children to love and respect their 
parents. When I was growing up, my grandfather was demented 
and my mothgr did such a good job taking care of him. Even 
though my grandfather was a man, my mother did everything for 
him. I saw everything my mother did for my grandfather, and it is 
the basis for what I am doing now for my mother-in-law. 
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Many caregivers expressed gratification or satisfaction when they believed that 

they were of value to the elderly or when they knew the care-recipient was receiving 

good quality of care because they were doing this job. Here is one such example: 

We thought that she would die when she was sick four years ago. 
But she is still living and it makes me very happy, and I think this is 
a glory of god. When she is eating well and her health status is 
better, it makes me happy. 

Although more caregivers expressed negative impacts than positive impacts of 

family caregiving, caregiving for the impaired elderly certainly has both aspects of 

impacts to adult child caregivers. Commonly used descriptions of negative aspects of 

caregiving included: handling the problematic behaviors; deterioration of caregiver's 

health; anger or resentment to unsupportive siblings; limited time for personal life; 

juggling with competing roles; economic difficulties; and sleep disturbances. 

Commonly used descriptions of positive aspects of care giving included: a sense of 

fulfillment; a sense of valuing societal norms; a sense offamily responsibility; a sense 

of attachment; familial harmony; teaching children about filial piety; and 

. acknowledgement, recognition or complement from family members, relatives, or 

society. These positive and negative aspects of caregiving represented the. caregiving 

experiences of daughter and daughter-in-law caregivers for the physically and/or 

cognitively impaired elderly in the context of Korea. 
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Summary 

This chapter includes the results of the data analyses. The description of 

sociodemographic variables of 120 caregivers and care-recipients provided an 

overview of the study sample. Care-recipients were predominantly female, widowed 

and less educated. Caregivers were predominantly daughters-in-law and married. A 
• 

majority of caregivers also had other roles in addition to caregiving roles. Most 

caregivers provided caregiving due to a general sense of obligation and responsibility 

rather than affectional motives. Caregivers reported relatively poor emotional and 

physical health. Family caregiving for the impaired elderly in Korea also has negative 

impacts on the emotional and physical health of caregivers. 

The examination of data for all study variables revealed approximate normal 

distributions. Prior to hypotheses testing and model testing, bivariate correlations 

were examined between independent variables to check multicollinearity. No 

evidence of multicollinearity was noted. Four hypotheses were tested using 

hierarchical regression analyses. 

For hypothesis 1a, hierarchical regression analysis revealed that family 

income, type of relationship with elder, competing roles of caregivers, and affectional 

relationship with care-recii!ient were the significant predictors of perceived social 

support of caregive~s. Daughter-in~law caregivers; caregjvers who reported higher 

family income, reported higher affection to the care-recipient, and caregivers who had 

less competing roles perceived their social network interaction as more supportive 

than their counterParts. 

For hypothesis 1 b~ hierarchical regression analysis revealed that the 

caregivers' age was a significant predictor of higher social conflict. Younger 
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car<;~givers experienced more conflict on their social network interactions than older 

caregivers in this study. 

For hypothesis 2a, hierarchical regression analysis revealed that family 

income, cognitive impairment, and social conflict were significant predictors of the 

caregivers' emotional. health. Caregivers who had lower family income, cared for . . 
demented care-recipients, and experienced high social conflict reported poorer 

emotional health than their counterparts. 

For hypothesis 2b, hierarchical regression analysis revealed that caregivers' 

age, competing roles, and emotional health were significant predictors of the 

caregivers ' physical health. Older caregivers, caregivers who had low competing 

roles in addition to their caregiving role, and poor emotional health reported poorer 

physical health than their counterparts. 

Cultural variables added 8.3% variance of caregivers' emotional health and 

13.2% variance of caregivers' physical health. Among cultural variables, only social 

conflict was a significant predictor of caregivers' emotional health, and competing 

roles and emotional health were significant predictors of caregivers' physical health. 

Following the hypotheses testing, path analysis was conducted to test a 

proposed conceptual model. In the proposed conceptual model, soCial conflict, 

family income and cognitive impairment had direct impacts on the caregivers' 

emotional health. The caregivers' age had an indirect effect on the caregivers' 

emotional health mediated by social conflict. The caregivers' age, competing roles 

and emotional health had direct effects on caregivers' physical health. Family 

income, social conflict and cognitive impairment had indirect effects on caregivers' 

physical health mediated by caregivers' emotional health. The caregivers' age also 
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had an indirect effect on caregivers' physical health mediated by social conflict and 

caregivers ' emotional health. 
. . 

Descriptive data collected from caregivers regarding their caregiving 

experiences were analyzed using a constant comparative approach. Two dominant 

themes emerged from the caregivers' descriptions, they were "frustrations with 

caregiving" and "a sense of valuing the caregiver role". Although many caregivers 

described their caregiving experiences as having some problems or difficulties rather 

than gratification or satisfaction, descriptive data revealed that family care giving for 

the impaired elderly in Korea has both negative and positive impacts to caregivers. 



CHAPTER V. DISCUSSION AND RECOMMENDATIONS 

This chapter includes an overview of major study findings and discusses 

various aspects of the results obtained, and describes the implications of this study. 

In addition to this, recommendations for further research are proposed including the 

strengths and limitations of this study. 

Discussion 

The goal of this study was to investigate, from a developmental contextual 

perspective, the emotional and physical health of daughter and daughter-in-law 

caregivers who care for the cognitively and/or functionally impaired parents or 

parents-in-law and to identify factors that are related to reported health outcomes in 

the Korean caregiving contexts. A conceptual model based on human developmental 

theories and family caregiving literature was developed to guide this study. Within 

this model, the caregivers' emotional and physical health consequences of family 

caregiving were influenced by four predictors: characteristics of the caregivers, 

quality ofintergenerational relationships, characteristics of the care-recipients, and the 

caregiver's social network interactions. This study especially focused on both 

aspects of social network interactions, social support and social conflict, as mediators 

of the emotional and physical health of caregivers. 

144 
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Major Study Findings 

Many 'of the hypothesized relationships among the variables in the conceptual 

model are supported in this study. Moreover, some findings of this study are 

consistent with previous studies carried out in Western countries. The process of 

caregiving stre.ss may be relatively universal across different cultures. However, 

culture, which is shoWn. as an overarching theoretical construct named "interactional 

organism-context relations", also plays a ·significant role in explaining development. 

This is shown as the representation of the outcomes of dynamic interactions. 

Relationships between contextual concepts, including characteristics of caregivers, 

quality of intergenerational relationships, characteristics of care-recipients, and social 

network interactions, influence human development, as represented by the adult child 

caregivers' emotional and physical health in this study. 

Caregivers 

The context of caregiving for the Korean caregivers was quite different from 

Western countries. Daughters-in-law make up the largest single group of caregivers 

to the impaired elderly in this study sample (77.5%). Compared to Western countries 

where daughters play a pivotal role for impaired elderly care, daughters-in-law were 

the predominant caregivers in Korea. This result is consistent With other previous 

Korean care giving studies and it may reflect the cultural norms related to family 

caregiving for the elderly in Korea. Choi (1993)'s sample which only included 

daughter and daughter-in-law caregivers consisted almost 80% daughter-in-law 

caregivers, andY. R. Lee's (1995) sample which included various caregivers, 

consisted of 55% daughter-in-law caregivers. The primacy of daughters-in-law in 

family caregiving differs from the situation in Western countries. In Western 
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countries, daughters have taken over the primary caregiving responsibility for aging 

parents (Pearlin eta!., 1990; Peters-Davis eta!., 1999; Stone eta!., 1987). In the 

cross cultural comparison study by Y. R Lee (1995), daughters were the primary 

caregivers of American parents (78.7%), whereas daughters-in-law were the primary 

caregivers of Korean parents (55%). According to the cultural norms in Korea, sons, 

especially the eldest sons, are expected to take on the responsibility of caring for their 

elderly parents. 

Caregiving Impacts on Caregivers' Emotional and Physical Health 

Although Korean adult children have been known to take care of their own 

parents under the tradition of filial piety and familism, caregiving for the physically 

and/or cognitively @paired elderly p~ent i~ stressful, and the caregivers' well-being 

has been affected. by their caregiving responsibility. Korean caregivers have 

experienced depressive symptoms and their general physical health has also 

deteriorated. 

Caregivers in this study reported a relatively high level of depression, and 

many caregivers rated their physical health as poor. The mean depression score of 

caregivers measured by CES-D scale was 21.80 (SD 9.29) with a minimum score of 4 

and a maximum score of 49. Sixty eight percent (n = 81) of the caregivers scored 

above 16 which indicates the presence of clinical depression .. Compared to reported 

mean CES-D scores from previous studies of Western countries which reported 

means between 14 to 18 (Schulz eta!., 1995), the mean CES-D score of this study is 

high. This result was consistent with a result of a cross cultural study (Y oun, Knight, 

Jeong, & Benton, 1999) which demonstrated that Korean showed higher levels of 

depression and anxiety than White American caregivers. 
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Caregivers also reported a relatively poor physical health status as measured 

by a single question, i. e. asking them to rate their present health. Almost 63% of 

caregivers in this study rated their health as fair or poor, whereas caregivers in 

previous Western studies reported a range from 18% to 45% (Schulz eta!., 1995). 

Moreover, 34% ~f caregivers report~d thei~ past health as fair to poor, as noted above, . . 

.63% of caregivers reported their current health as fair to poor. This may indicate that 

the caregivers' health has beeh deteriorating after taking over caregiving 

responsibility. 

Elevated depression scores and poor physiCal self-reported health may be 

related to the inclusion criteria of this study. The sample in this study included only 

females, a large percent of daughter-in-law caregivers (77.5%), and caregivers who 

live with their care-recipients. Previous studies in family ·caregiving have found that 

females, especially daughters-in-law, are the highest risk group in regard to caregiver 

burden (stress) or poor· emotional and physical health outcomes, because the 

relationship between daughters-in-law and parents-in-law is not one of a biogenetic 

bond nor a close lifelong bond, and there can be widespread emotional tensions 

(Ingersoll-Dayton eta!., 1996; Young & Kahana, 1989; Merrill, 1993). Child-parent 

caregiving dyads predominantly based on in-law relationships rather than blood ties in 

Korea may lead to less satisfactory caregiving experiences among Korean caregivers. 

Moreover, co-residence was a predictor of a high burden (stress) or high 

depression amongst caregivers in previous studies (Cicirelli, 1993; George & 

Gwyther, 1986; Knight eta!., 1998; Rankin eta!., 1992). George & Gwyther (1986), 

and Rankin et a!. (1992) found that caregivers living with their care-recipients 

reported the highest levels of stress symptoms and reported the lowest levels of 
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affection and life satisfaction. All caregivers in this study were living together with 

the care-recipients. Joint households may result in more extensive demands placed on 

the caregiver's time and greater limitations on the caregiver's personal lives 

(Deimling et al., 1989; Horowitz, 1985). 

Another possible reason for this high depression score and the poor physical 

health of this sample may relate to the lack of formal support systems in Korea and 

prejudicial attitudes held by Korean caregivers toward using formal service programs. 

The findings ofY. R Lee's study (1995) suggested that Korean caregivers report a 

significantly lower level of formal support than American caregivers and that the 

higher usage levels of formal services contributes to lower levels of burden 

experienced by American caregivers. Many care-recipients in Western cultures also 

tend to have institutional care. However, institutional care is regarded as sinful in 

Korea and there is a stigma against placing impaired elderly parents in a nursing 

home. Institutionalization of the impaired elderly parents is socially discouraged and 

viewed with contempt. 

Moreover, results of the CES-D scores in this study indicate that caregivers 

scored high on the Positive Affect Symptom Cluster (1 felt that I was just· as good as 

other people, I felt hopeful about the future, I was happy, I enjoyed life). This may 

drastically inflate the total CES-D score. As previouS studies have reported (J. H. 

Kiln, 1996; Noh et al., 1992), caregivers in Korea may have the inability to express 

positive feelings about their life or future under Korean traditional cultural value. 

The four items on the Positive Affect Symptom Cluster may not be appropriate for 

emotion for the Koreans. 

Another poss.ible reason is that Korean caregivers may not be prepared to 
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become a dementia caregiver. Until recently, dementia caregiving was not recognized 

as a social problem in Korea. There was no resource to disseminate knowledge about 

dementia and little is known about dementia caregiving roles. The high mean score of 

care-recipients' functional im:t>airment and cognitive impairment may explain the 

caregivers' poor emotional and physical health. The total ADL score was 10.87 (SD 

= 6.24) and MMSE-K was 17.86 (SD = 9.29) and more than 50% care-recipients were 

cognitively impaired. Care-recipients in this study had a higher score on functional 

and cognitive impairments than Western Studies. Care-recipients in Western studies 

with such high scores on impairments may have been institutionalized. 

·Hypotheses testing and Model Testing 

This section includes a discussion related to the results of hypotheses and 

model testing. Various aspects of the results obtained by hierarchical regression 

analysis and path analysis are summarized and compared with the findings from 

previous family caregiving studies. 

Characteristics of Caregivers 

Age. The caregivers' age was an important predictor of the caregivers' 

physical health. Moreover, path analysis revealed that caregivers' age had both a 

direct effect on caregiver's physical health and an indirect effect on physical health 

through social conflict and emotional health. Older caregivers reported significantly 

poorer physical health than younger caregivers. The direct relationship between 

caregivers' age and caregivers' physical health has been reported in previous studies 

(Baumgarten et al., 1992; Clip & George, 1990). Baumgarten et al. (1992) found that 

older caregivers were more depressed and had more physical symptoms than did their 

counterparts. However, aging itself, even without care giving, can have negative 
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impacts on physical health. Therefore, caution is needed when interpreting the impact 

of care giving on the physical health of aging caregivers. 

A relationship between caregivers' age and emotional health mediated by 

social conflict has been previously reported (Strawbridge & Wallhagen, 1991), but a 

mediated relationship with physical health has not been reported. However, 

caregivers' physical health was directly related to caregivers' emotional health in 

this study. Younger caregivers who were experiencing more social conflict could 

have had more depressive symptomatology, and this may have affected their physical 

health. 

Income. Family income was a predictor of caregivers' emotional health, and 

it had a direct effect on caregivers' emotional health. Caregivers who had a lower 

family income reported significantly poorer emotional health than their counterparts. 

This result is consistent with previous Korean studies which have shown that lower 

family income was associated with a higher level of caregiver burden or depression 

(Moon, 1992; H. K. Choi & Y. J. Kim, 1997). Some studies carried out in Western 

countries have shown that the income level has inconsistent impacts on caregiver 

burden or caregivers' health outcomes, but other studies have shown the same results 

as this study (Dura eta!., 1991; Schulz & Williamson, 1991). 

In Korea, the income level has been shown to have consistent impacts on 

caregiver burden (stress) or health outcomes. This may relate to the ·low economic 

status found in Korea, and the underdeveloped social service programs and health 

care policies for the impaired elderly and the families who care for them. In Korea, 

there is no public pension and no specific health insurance for the impaired elderly, 

except for the general health insurance. Only a few elderly are able to afford the 
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expense of their caregiving situation. Moreover, Korea was under IMF's 

(International Monetary Fund) management system during the data collection period 

of this study. Under the IMF's management system many Korean people lost their 

jobs, and many caregivers in this study also reported unemployment and difficulties 

with economic problems. Caring for the impaired elderly requires additional costs, as 

it is a high cost job. Caregivers reported that they needed to go to work because the 

head of their family lost his job during the IMF period, but that they could not go 

work because they had to take care of an impaired elderly. As a result, economic 

hardships may have aggravated the negative impacts of caregiving on the caregivers' 

emotional health. 

Type of Relationship with Elder. Contrary to the hypothesis, type of 

caregivers' relationship with elder (kinship relationship) was not a predictor of 

·caregivers' health outcomes, and it had no direct effect on caregivers' ~ealth 

outcomes and no indirect effect on caregivers' health outcomes through social 

network interactio~s. Family caregiving health outcomes, J;hese being the emotional 

and physical health of caregivers, were not significantly different between daughter 

caregivers and daughter-in-law caregivers. This result is consistent with previous 

Western studies which have found that type of relationship is not an important 

predictor of the amount of caregiving, caregiver burden, or depression (Ingersoll

Dayton et al., 1996; Peters-Davis et al., 1999; Williamson & Schulz, 1990). 

Ingersoll-Dayton et al. (1996) reported that the impact of the type of relationship on 

caregivers' health outcomes tends to interact with gender and competing roles. In 

their study, type of relationship was not a predictor of caregiver stress after 

controlling for gender. 
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One possible reason for this result may relate to the inclusion criteria of this 

study. Many previous studies inCluded both, male and female caregivers, and these 

studies included various types of caregiver relationships, i. e. not only adult child 

caregivers but also spousal caregivers. Many previous studies have shown that 

female nonspousal caregivers report higher levels of mental health symptomatology, 

greater role conflict, and greater health decline as a result of caregiving compared to 

wife caregivers (Evans eta!., 1991; Kramer & Kipnis, 1995; Young & Kahana, 1989). 

The results of previous studies which did not control for gender and familial 

generation report confounded impacts of type of relationship by gender and familial 

generation. Significantly different health outcomes by caregivers' type of 

relationship with care-recipients may be the impact of gender and familial generation. 

The sample of this study only included female adult child caregivers, and therefore 

gender and familial generation were controlled. Controls for gender and generation 

may have influenced ~e results of this study since it is not consistent with previous 

studies. However, results of this study must be interpreted cautiously because the 

number of daughters included in the study was relatively small. 

Competing roles. Competing roles were a significant predictor of caregivers' 

physical health. They had direct positive effects on physical health. Contrary to the 

hypotheses and the hypothesized conceptual model, high competing roles predicted 

good physical health of family caregivers of impaired elderly in the present study. In 

this study, caregivers who had ptore competing roles reported ~ood physical health 

compared to caregivers who did not have any or who had fewer competing roles. 

Findings from this study support the "role enhancement perspective" rather 

than "role strain perspective" in terpts of physical health (Skaff & Pear lin, 1992; 
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Stoller & Pugliesi, 1989). Findings from previous Western studies which support the 

role enhancement perspective found that competing roles have positive effects on 

caregivers ' emotional and physical health (Dautzenberg et al., 1999; Raveis, Karus, 

& Siegel, 1998; Skaff & Pearlin, 1992; Stoller & Pugliesi, 1989), Other roles are seen 

as providing individuals with supportive resources. These previous studies 

emphasized that having other roles as a wife, parent, or employee in addition to the 

caregiver role was associated with higher self-esteem and mastery, and with lower 

depressive symptomatology. Within the role enhancement perspective, additional 

roles of caregivers were seen to enhance well-being or provide resources that could 

buffer the impact of stresses associated with the caregiving roles and support the 

caregiver's self concept. According to Brody (1985), caregivers who have other 

social activities such as employment may find experienced lay consultants among 

their social network members at work, and caregivers can share specific coping 

strategies and knowledge of alternative resources. These resources may mitigate 

caregivers' feelings of anger, resentment, and guilt from family caregiving. 

This is consistent with the 'literature on the positive benefits of employment on 

caregivers' well-being (Skaff & Pear lin, 1992). Skaff and Pear lin (1992) found that 

other roles in addition to the family caregiver role provides protection against self

loss. The more roles one has, the more potential sources for positive self-evaluation 

and positive feedback about the self. Employment especially may provide the 

greatest protection against the feeling of engulfment by the caregiving role, because 

employment removes the caregiver at least temporarily from the caregiving setting. 

This study also confirmed previous results that greater hours of assistance 

increases caregiver burden or stress (H. K. Choi, 1993; Gaynor, 1990). According to 
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a previous study, caregivers who had multiple roles were .Jess likely to be involved 

with time consuming caregiving work and therefore occupying additional roles 

contributes positively to caregiver's well-being. Korean caregivers who had more 

roles in this study spent significantly fewer hours helping the impaired elderly than 

caregivers with fewer roles (r = -.176, p = .055). Moreover, caregivers who spent 

more hours on caregiving for the impaired elderly parent reported more social conflict 

than caregivers who spent fewer hours on caregiving. 

This study suggests the importance of examining caregivers' ro 1e experiences 

in the context of their other roles. The impact of competing roles on caregivers' 

health outcomes are complex. More research is needed to understand the impact of 

competing roles on caregiving health outcomes. 

Qualitv of Intergenerational Relationships 

Daughter caregivers reported significantly better quality of intergenerational 

relationships with care-recipients than daughter-in-law caregivers. Daughter 

caregivers had stronger feelings of filial obligation and affection to their parent than 

daughter-in-law caregivers. These findings are consistent withY. R. Lee's ( 1995). 

However, contrary to the hypothesis, the quality of intergenerational relationships, 

measured by filial affection and filial obligation, was not an important predictor of 

Korean caregivers' health outcomes, both on emotional and physical health. No 

direct and indirect paths were found. The results of this study indicate that health 

outcomes of adult child caregivers in Korea is not affected by the quality of 

intergenerational relationships. 

This finding is not consistent with other prior studies (Horowitz & 

-
Shindelman, 1983; Chang, 1995; Peters-Davis, Moss, Pruchno, 1999; Williamson & 
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Schulz, 1990), yet it is consistent withY. R. Lee's study (1995). Horowitz & 

Shindelman (1983) demonstrated that affection and Closeness rather than filial 

obligations seem to form the basis for caregiving in America. Previous studies from 

Western countries have found that the quality of intergenerational relationships was a 

significant predictor of caregivers' health outcomes. However, caregivers in Korea 

were predominantly daughters-in-law who were less likely to have close relationships 

with care-recipients. Y. R Lee (1995) stated that Korean adult children appear to have 

strong filial beliefs that motivate them to take care of parents regardless of the quality 

of their relationship with their parents. 

This result may be explained by the cultural selection norms of caregivers in 

Korea. Caregivers in this study consisted of a very large percent of daughter-in-law 

caregivers and this reflects societal and cultural norms of family care giving in Korea. 

According to previous studies the care giving motives of daughter-in-law caregivers 

are different from daughter caregivers, and the caregiving health outcomes of 

daughter-in-law caregivers are predicted by different predictors compared with 

daughter or other types of caregivers (Guberman, 1999; Peters-Davis et a!., 1999). 

According to Guberman (1999), daughter-in-law caregivers come to eldercare under 

the social and cultural norms regarding family responsibility for e1dercare, the place 

and the rights of the elderly, rules offamily relations, couple dynamics, gender 

dynamics, and family availability. Despite the absence of affection or feelings of 

filial obligation to the parents-in-law, daughter-in-law caregivers demonstrate 

important feelings ofr~sponsibility for their husbands' parents, and these feelings of 

responsibility are often more intense than those of their husbands or their siblings-in

law. Moreover, for adult child caregivers, especially for daughter-in-law caregivers, 



the quality of the relationship with a spouse may be an important predictor of 

care giving health outcomes rather than the quality of the relationship with care

recipient. 
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In Korea, the first daughter-in-law is expected to assume .the caregiving role 

for the parents-in-l~w whereas daughters tend to assume the care giving role for 

parents in Western countries. Under the cultural norms in Korea, married daughters 

actually have no obligation for parent caregiving. A married women's duties are 

limited only to serve her husband anc,I all his family members. Although there are 

some exceptions, Korean daughter caregivers take on the caregiving role when there 

is no son in her family or there is generational conflict between parent-in-law and 

daughter-in-law, or if there are no other options. Therefore, daughter caregivers may 

have some emotional tensions related to cultural norms. They have guilty feelings 

towards their husbands, their siblings-in-law, or parents-in-law about providing 

caregiving for their own parent which is against the cultural norm in Korea. Daughter 

caregivers may have family conflicts with their unfilial male sibling and his wife due 

to the issue of filial obligation towards parental care under the Korean traditional 

cultural norm. Therefore, they feel anger and resentment toward their unfilial male 

sibling(s). Qualitative data provide some support for this claim. Korean daughter 

caregivers may perceive their current situation as very difficult and as a result may 

have poorer health outcomes. 

Characteristics of Care-recipients 

Among variables in characteristics of care-recipients, cognitive impairment 

was a significant predictor for emotional health of caregivers, and it had direct effects 

on emotional health of caregivers. Cognitive impairment also had an indirect effect 
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on caregivers ' physical health. Dementia caregivers reporte·d more depression than 

non-dementia caregivers. This finding is consistent with previous studies (Draper et 

al., 1992; Grafstrom et al., 1992; Ory eta!., 1999; Schwarz & Blixen, 1997) which 

reported cognitive impairment to be an important predictor of caregiver burden and 

depression. Ory et !II. (1999) reported that dementia care is different from other types 

of family caregiving. Dementia caregivers reported greater emotional strain, physical 

strain, and financial hardship than non-dementia caregivers after controlling for 

sociodemographic characteristics and level of caregiving involvement. Perhaps, 

dementia caregivers experience high levels of strain than non-dementia caregivers 

because they more often have to contend with care-recipients problematic behaviors 

such as wondering, screaming, disturbing sleep, or destroying properties (Ory et al., 

1999). 

However, the level of functional impairment was not a predictor of emotional 

and physical health of caregivers and had no direct and indirect effects on caregivers' 

health. This is also consistent with findings and suggestions found in previous 

studies which noted that cognitive impairment was a more powerful predictor of 

caregivers' emotional health than functional impairment (Cattanach & Tebes, 1991; 

Clark & Hartman, 1996; Evan et al., 1991). Thisstudy confrrmed the importance of 

cognitive impairment in explaining the caregiver's emotional health. 

Social Network Interactions: Social Support and Social Conflict .. 
In the proposed conceptual model, social network interactions are viewed as a 

mediating factor of caregivers' emotional and physical health. Social network 

interactions are considered as having both positive and negative impacts on 

caregivers ' emotional and physical health. 
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The results of hierarchical regression analyses indicate that social conflict is 

an important predictor of caregivers' emotional health even when the characteristics 

of caregivers and recipients, and quality of intergenerational relationships were 

controlled. Moreover, path analyses indicate that social support has no direct and 

indirect effects on emotional and physical health of caregivers. However, social 

conflict directly predicts caregivers' emotional health, and it also has an indirect 

effect on caregivers' physical health, In other words, social conflict affects the 

physical health of caregivers through the pathway of caregivers' emotional health. 

The' most significant fmding of this study is that social conflict is a powerful 

predictor of emotional health of caregivers but social support is not. As proposed in 

the conceptual model, social conflict is a mediating variable of caregiver's emotional 

and physical health. However, social support was not a significant predictor of the 

emotional health of caregivers. These findings were consistent with other previous 

studies from Western countries (Barrera eta!., 1993; Fiore eta!., 1983; MaloneBeach 

& Zarit, 1995; Pagel eta!., 1987; Rautis eta!., 1995; Rook, 1984, 1990). Previous 

studies have suggested that social support has little or no impact on caregiver's 

emotional health and physical health, while social conflict has been found to be a 

more powerful predictor of caregivers' emotional and physical health. Compared 

with social conflict, social support was related to life satisfaction, psychological well

being and positive ~ect, but relatively unrelated to negative affect and psychological 

symptomatology. According to recent social network interaction theorists, not all 

interactions with members of social networks are supportive, and the lack of support 

may result in adverse health outcomes for caregivers (Barrera eta!., 1993; Brody, 

1985; Fiore eta!., 1983; MaloneBeach & Zarit, 1995; Pagel eta!., 1987; Rautis eta!., 
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1995; Rook, 1984, 1990; Suitor & Pillemer, 1993). 

Social support and social conflict were predicted by different variables. After 

controlling for other variables, high levels of perceived social support were predicted 

by higher family income, daughter-in-law caregivers, caregivers' close (affective) 

· relationship with care-recipients, and lower competing roles of caregivers. On the 

other hand, social conflict was predicted by caregivers' age. Younger caregivers 

reported a higher level of social conflict than older caregivers. Results of this study 

are consi~ent with previous studies (Franks & Stephens, 1992; Hibbard et a!., 1996; 

Rauktis eta!., 1995; Strawbridge & Wallhagen, 1991). According to Rauktis eta!. 

(1995), the age of caregivers was negatively related to social conflict, and caregiving 

demand was positively related to social conflict. Younger caregivers who care for 

care-recipients with higher caregiving demands may frequently experience conflict 

with their social network members; the conflict may be related to resentment, their 

own family demands, and to the demanding and time consuming caregiving roles. 

Moreover, there was no significant relationship between social support and 

social conflict. The results of this study support the notion of independence for the 

two aspects of social interaction, social support and social conflict (Fiore eta!., 1983; 

MaloneBeach & Zarit, 1995; Pagel eta!., 1987; Rauktis eta!., 1995; Rook, 1984). 

The most frequently mentioned social network members who were in conflict 

with caregivers were family members, especially siblings and siblings-in-law, and 

husbands who should help the caregivers but were not doing so. Also, caregivers who 

reported conflict with family members were more depressed than caregivers who did 

not have conflicted social network interactions. These results are consistent with 

previous studies. As 1he new generation of social network interaction researchers 



160 

have suggested, not all interactions with members of social networks are supportive, 

and a lack of support may result in adverse health outcomes for caregivers. The 

perceived negative interactions with family members seems to have greater negative 

impacts on caregivers ' health than interactions with other network members (Brody, 

1985; Fudge eta!., 1997; Gwyther, 1995; Kang eta!., 1999; Rankin et al., 1992; 

Semple, 1992; Strawbridge & Wallhagen, 1991; Suitor & Pillemer, 1993). 

This study also confirms Dakof & Taylor's ( 1992) notion that caregivers tend 

to think that support from family members is an obligation and is involuntary, 

whereas a friend's support tends to be viewed as voluntary. Therefore, if social 

support from family members was not satisfactory or family members were 

unsupportive, this may result in more negative impacts ori the caregivers' health. 

Family conflict appears to have an important impact on caregivers' health outcomes. 

These results may be influenced by traditional social values in Korea. 

Negative interactions with family members may be the most harmful to the Korean 

caregivers' emotional· and physical health because the traditional social values of 

filial piety and familism in Korea emphasize extended family support. Therefore, the 

concept of social network interactions is considered as one of the cultural factors in 

this model. Social network members were predominantly family members and the 

most frequently selected social network member who the caregiver has conflicts with 

was also a family member. 

In sununary, this study confirmed that social conflict has a more powerful 

impact on caregivers ' emotional and physical health than social support. Moreover, 

siblings and husbands were the most frequently selected source of conflict. The 

results of this study underscore the importance of a comprehensive understanding of 
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social network interactions. To understand caregivers' social network interactions 

more comprehensively, researchers need to consider negative social network 

interactions as well as positive social network interactions. Intrafamily conflict is 

also an important aspect of the caregiving experiences and heli!th outcomes of adult 

children, and more comprehensive studies in this area are needed. 

Emotional Health and Physical Health 

The emotional pealth of caregivers was a powerful predictor of the physical 

health of caregivers as proposed in the conceptual model. Caregivers who reported a 

higher score on the depression scale reported poorer general physical health than 

caregivers who reported a lower score on the depression scale. This result is 

consistent with previous studies (Kiecolt-Glaser eta!., 1991; Pruchno, Kleban, 

Michaels, & Dempsey, 1990). Family caregiving may have slower effects on 

physical health than emotional health. Caregivers who are psychologically depressed 

by burdensome and stressful family caregiving may have lower immune functioning 

than their counterparts, and caregivers with overall declines in cellular immunity 

showed a trend toward more frequent and longer illness episodes than controls in the 

follow up study (Kiecolt-Glaser eta!., 1991). 

Although the conceptual model for this study proposed an unidirectional 

relationship between emotional and physical health, the relationship between 

emotional health and physical health may have reciprocal effects. Many researchers 

have conceptualized caregivers' emotional health as a predictor of caregivers' 

physical health, but caregivers' physical health also has been reported as an 

important predictor of caregivers' emotional health (Baumgarten et al., 1992; Choi, 

1993; Rankin eta!., 1992; Schulz et al., 1988). To understand the causal order 



between emotional health and physical health, the testing of a reciprocal model is 

necessary in future studies. 

Summary 
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An overview of major findings and discussions was presented in this chapter. 

This study sought to increase knowledge regarding family caregiving health impacts 

and the determinants of emotional and physical health of Korean caregivers. 

Although the findings of this study stress the importance of culture in the Korean 

contexts, the process of family caregiving for the impaired elderly is mainly 

consistent with that of Western countries. This study confirmed that the demanding 

and time consuming tasks of.family caregiving for the impaired elderly in Korea also 

negatively impacts Korean caregivers' emotional and physical health, and this 

negative impact occurs despite of cultural norms which emphasize filial piety and 

familism. This is particularly true for younger caregivers, caregivers who have fewer 

competing roles, caregivers who care for demented elderly, caregivers who·have 

lower income, and caregivers who have intrafamily conflicts. 

Moreover, this study confirmed the importance of a comprehensive 

understanding of social network interactions including social support and social 

conflict. Social conflict, especially intrafamily conflict, was a powerful predictor of 

caregivers' negative health outcomes. 

However, qualitative data revealed that family caregiving has not only 

negative impacts to Kore~ caregivers but also positive aspects. A more 

comprehensive model which includes both positive and negative aspects is necessary 

to understand the very complex phenomena offamily caregiving. 



Implications and Recommendations for Future Research 

This section includes implications of this study for nurses and other health 

care professionals and recommendations for future research. The strengths and 

limitations of this study are also included in this section . 
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. The findings of this study suggest a number of culturally appropriate 

implications for nursing practice, health care policies, and social service programs in 

Korea. Regardless of the traditional societal values such as filial piety and familism 

regarding parent care in Korea, family caregiving for the impaired elderly is stressful 

and has negative impacts on Korean caregivers' emotional and physical health. 

Therefore, there are needs for _interventions, services, and programs to prevent and/or 

to diminish the negative impacts offamily caregiving and to maintain and promote 

caregivers ' health .. Nurses can play an important role in developing programs to 

diminish and prevent negative aspects of family caregiving and to maintain and 

promote caregivers ' health. In this sense, nurses can play an important role to create 

positive aspects offamily caregiving. 

Nursing interventions must be directed toward preventing a decline in the 

caregivers ' emotional and physical health and preventing that the caregiver becomes 

a second patient. Caregivers should be evaluated routinely by community health 

nurses or other health care professionals during regular home visits or geriatric 

assessments. Early detection and early interventions may be more effective in 

preventing subsequent emotional and physical health problems. 

The findings of this study demonstrated that family caregiving is not only the 

responsibility of primary caregivers but that caregiving should be shared 

responsibilities with society and with other family members. Sharing responsibilities 
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may diminish negative aspects of family care giving and create positive aspects of 

family caregiving. In order to share caregiving responsibilities with society, current 

health care services and social service programs in Korea have to be changed and 

make them congruent with social changes in familial factors. There is a great need for 

formal support programs for caregiving families. Under the societal norms in Korea, 

institutionalization of impaired elderly is discouraged and children who do this may 

be treated with contempt from society. Child caregivers also have feelings of guilt 

about institutionalizing their elderly parents. Therefore, to diminish and/or to prevent 

negative impacts of family care giving for the impaired elderly in Korea, culturally 

acceptable and accessible formal support programs which allow the caregivers to take 

a break from their daily caregiving responsibilities and engage in their personal and 

social life are necessary.· Examples of such programs are: home health care 

programs, respite care for caregivers, and adult day care centers. These services and 

programs may be a key element in sustaining long-term care at home by Korean 

caregivers, especially by caregivers in rural areas. 

Caregivers in this study expressed conflicts with family members, especially 

when caregivers did not have social support from family members who should or 

were expected to help. Many caregivers in rural areas had difficulties during the 

busy season for farmers. Young people tend to leave for urban areas and caregivers in 

rural areas had fewer social network members who could help them. 

This study confirmed tht; importance of understanding both the positive and 

negative aspects of social netWork interactions. To understand the social network 

interactions of caregivers, negative as well as positive social interactions should be 

more comprehensively examined. Negative social network interactions exceed the 
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beneficial effects of the positive social network interactions. The most frequently 

reported conflicts in the caregiving situation were conflicts with family members who 

were expected to help but did not do so. Given the importance of intrafamily conflict 

in predicting the emotional health of caregivers, practitioners should be particularly 

sensitive to assessing conflict within the caregiving family. Awareness of the 

possible presence of conflict may help practitioners in identifying the sources of 

conflict within families and help with being better prepared to deal with conflict 

should it arise. 

Therefore, recognition of the contribution of social network interaction is 

important for nurses working in community health centers, home care, and long-term 

care settings. Nurses should be aware that social network interactions can be a 

source of conflict. The caregiver's dissatisfaction with family relationships as a 
' 

result of conflict may diminish the resources available and increase caregivers' stress. 

Family interactions may have important implications for Korean caregivers because 

of the societal values which emphasize familism and also because of the lack of 

formal support systems in Korea. 

Nurses need to identify those caregivers at risk for inadequate support and 

develop effectivt< interventions. Intervention strategies should not be used only to 

increase su'pportive interactions, but also to eliminate or modify troubh;:some 

interactions in the family networks of caregivers. Interventions may include helping 

the caregiver to develop strategies to resolve the conflict, seeking alternate sources of 

support, or to prevent the emergence of conflict. Education and social support 

programs to help caregivers could encourage caregivers and provide social skills for 

effectively mobilizing family support. Counseling sessions may be useful to help 
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caregivers deal with problems once they occur. Family meetings also are useful to 

strengthen or develop a family support system. A discussion offamily caregiving 

problems at a family meeting may make family members aware of how difficult 

impaired elderly care is, and family members may then readily v?lunteer to share the 

caregiving tasks. Adequate social support, in turn, allows caregivers to engage in 

healthier behaviors. 

Daughters-in-law are a major caregiver group in Korea. Although Korean 

daughters-in-law have a strong filial responsibility for parent caregiving, long

standing intergenerational conflicts between the daughter-in-law and the mother-in

law may have serious negative health outcomes and may diminish the gratification of 

family caregiving for daughter-in-law caregivers. Nurses and other health care 

professionals need to assess the past and present quality of intergenerational 

relationships between daughter-in-law caregivers and parent-in-law care-recipients. 

As Horowitz and Shindelman (1983) noted, caregiving takes place within an historical 

context. Therefore, assessing and identifYing a negative relationship history with 

care-recipients is necessary. Nurses and other health care professionals could help 

caregivers resolve or cope with undesirable thoughts and emotions due to past 

relationship problems, and identify ways to mitigate the severity of past conflicts in 

the current interaction. 

In summary, nurses, other health care professionals, and policymakers must 

seek innovative solutions to address both the caregivers' unmet emotional and 

physical needs and the possible presence of intrafamily conflict within some 

caregiving families. Interventions and formal service programs in Korea should be 

designed to strengthen family supports and to decrease intrafamily conflicts. 



There are some strengths and limitations to this study. What follows is a 

delineation of the strengths and limitations of this study. Within this section, 

recommendations for future research also are discussed. 
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The piesent study has some notable strengths. First, this study is the first 

family caregiving study to investigate the emotional and physical health outcomes of 

daughter in-law and daughter caregivers living with care-recipients in the,contexts of 

the Korean culture. Second, unlike most other caregiving studies in Korea, this study 

controlled for gender, caregivers' relationship with care-recipients, and residence, 

which have all been identified as important variables for understanding caregiving 

health outcomes. This study also included both urban and rural caregivers. _By 

including rural caregivers, the study eliminated the self-selectivity bias inherent in 

clinical settings. Most previous care giving studies in Korea have been conducted 

using samples of urban areas. Third, this study used path analysis. This statistic is a 

powerful and advanced method which can reveal whether the results are at least 

consistent with a proposed causal order. It can not, however prove causal order. 

Fourth, descriptive data collected for this study enhanced and validated quantitative 

fmdings obtained with standardized instruments and helped to understand the 

meaning of the caregiving experience. Another strength of this study is the 

application of a cross-cultural adaptation process for the instruments used. Prior to 

the main study, translations, back translations, and a pilofstudy were used as methods 

for a cross-cultural adaptation process of instrumentations. 

There are also some limitations to this study. The cross~sectional design may 

have limited the interpretation of the results of this study. A cross-sectional design 

which measures variables at a single point in time limits causal inferences which are 
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made from the data. Family caregiving is a very complex phenomenon and occurs 

over a long period of time. Caregiving situations, caregiver needs, and caregivers' 

health outcomes change over time. The conceptual model proposed for this study 

indicates that the possibilitY of a reciprocal relationship between two variables can not 

be ruled out. However, only a longitudinal design could resolve the causal direction 

and test a reciprocal relationship. Therefore, longitudinal studies ru:e needed to further 

understand the ongoing dynamic interactions of family care giving. Reassessing the 

caregivers at regular intervals is crucial. 

This study is based on a non-random, small sample of daughter-in-law and 

daughter caregivers. Many previous studies have revealed that daughter-in-law 

caregivers and daughter caregivers have different motives for caregiving, and 

. 
daughter-in-law caregivers reported more negative health outcomes of family 

caregiving than daughter caregivers. In this study, there were no significant 

differences between the two groups. The small number of daughter caregivers in this 

study may have contributed to the non-significant results. The number of daughter 

caregivers was one-fourth the size of daughter-in-law caregivers. To explore two 

different groups, a more comparable sample size is needed. Moreover, to understand 

reciprocal causal relationships of complex family caregiving, a larger sample size is 

needed. With a larger sample size, examining causal relationships using structural 

equation methods with programs such as LISREL are also possible. The sample for 

this study may not be representative of the caregiver population, because it was 

predominantly drawn from health departments, health centers, and hospitals. 

Caregiving research would benefit from larger scale studies employing random 

sampling procedures. 
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This study indicated that caregivers' health outcomes especially emotional 

health outcome, depression, may be compounded by other life situations and 

hardships. For Korean women caring for impaired elderly in this period of time may 

be more complicated due to rapid social changes and economical difficulties under the 

IMF 's management system. This historical fact may threaten the internal validity of 

the study (Cook & Campbell, 1979). 

Some of the questions posed by the researcher addressed sensitive and 

personal topics, which may have resulted in social desirability bias. The questions in 

this study have the potential for higher social desirability bias for Korean caregivers, 

because Korean adult children are socially expected to have strong filial obligations 

towards parental caregiving. The need for gaining social approval and avoiding 

censure may have influenced Korean daughters-in-law and daughters to report more 

socially acceptable answers regarding filial obligation norms and social network 
(' 

interactions, and to inhibit their true feelings like anxiety, anger, and resentment. 

However, the qualitative data seem to indicate that caregivers gave honest answers. 

· The caregivers ' health outcomes of family caregiving for this study were 

assessed only by self-reported data, and this is purely subjective. Physiological or 

medical records may provide a better method of assessing caregivers' health 

outcomes and may provide more information regarding health impacts of family 

care giving. 

Family caregiving is a dynamic interaction for family members. Intrafamily 

conflict is an important predictor of caregivers' emotional health. Further study of 

the conditions under which conflict occurs and the nature of the process of conflict are 

also needed. Utilization of family theories and data from more family members will 



170 

be necessary. For example, the family caregiving involvement of daughters-in-law 

may affect the relationship with their husbands not just with their parent-in-law, and 

data from husbands shou,ld be collected. Peters-Davis eta!. (1999) suggest that the 

health outcomes of daughter-in-law caregivers may be influenced by a triadic 

constellation of elderly parent-son-daughter-in-law. Therefore, to understand 

caregiving experiences more comprehensively, data from one family member is not 

sufficient. A better understanding of the relationship of intrafanuly conflict and 

caregiver health is another important issue to be examined more carefully in the 

future. Further research in studying the process through which conflict does or does 

not occur would help to better understand why some families experience it and others 

do not. 

To understand impacts of family caregiving more fully, appropriately matched 

comparison groups are needed. Comparison between caregivers and non-caregivers 

may be helpful for a more comprehensive understanding of the health impacts of 

family caregiving. Moreover, comparison with other culture(s) may enhance the 

cultural impact offamily caregiving. 

Qualitative studies are needed as well as quantitative studies. Knowledge 

development in this area of family caregiving in Korea is in a state of infancy. 

Therefore, qualitative studies are needed to further explore the meaning offamily 

caregiving in the context of Korea. 

More research is needed to better understand why care giving may be a 

positive experience for some families and a negative experience for others 

(Strawbridge & Wallhagen, 1991). Some families are drawn closer together by the 

experience while others are not. This study focused on the negative aspects of 
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caregiving. There is a need also to focus on the positive aspects of caregiving. 

Research efforts to explore both positive and negative aspects of caregiving can help 

to understand more co~prehensively the caregiving inipacts. ·. 

Despite of these limitations, findings from this study provide important 

information for understanding family caregiving health impacts and the predictors of 

caregivers' health outcomes. Knowledge development in family caregiving in Korea 

is in a state of infancy, because few studies have approached intergenerational family 

caregiving from a human developmental perspective. Future research in this area is 

greatly needed. Although this is an exploratory study, the results of this study could 

become a cornerstone for future research in this area. 

This study demonstrated that family caregiving for the impaired elderly in 

Korea negatively impacts caregivers' emotional and physical health regardless of 

cultural norms which emphasize filial piety and familism. Moreover, this study 

confirmed the importance of a comprehensive understanding of social network 

interactions. Social conflict, especially intrafamily conflict, was a powerful predictor 

of caregivers' health outcomes. However, qualitative data revealed that family 

caregiving has not only negative impacts for caregivers but also positive aspects. 

Research efforts that continue to explore negative and positive aspects of family 

caregiving for the impaired elderly can help to build a solid knowledge for developing 

intervention strategies which in tum could diminish or prevent the negative impacts of 

family caregiving and enhance or encourage the positive impacts offamily 

caregiving. 



172 

References 

Abel, E. K. (1990). Informal care for the disabled elderly: A critique of recent 

literature. Research on Aging, 12, 139-157. 

Aday, L.A. (1980). Health care in the United States. Bevery Hills, CA: Sage. 

Anderson, C. S., Linto, J., & Stewart-Wynne, E. G. (1995). A population

based assessment of the impact and burden of caregiving for long-term stroke 

survivors. Stroke. 26, 843-849. 

Aranda, M.P., & Knight, B. G. (1997). The influence of ethnicity and culture 

on the caregiver stress and coping process: A sociocultural review and analysis. The 

Gerontologist, 37, 342-354. 

Archbold, P. G. (1983). Impact of parent-caring on women. Family Relations, 

32,39-45. 

Barer, B. M., & Johnson, C. L. (1990). A critique of the caregiving literature. 

The Gerontologist, 30, 26-29. 

Barrera, M., Chassin, L., & Rogosch, F. (1993 ). Effects of social support and 

conflict on adolescent children of alcoholic and nonalcoholic fathers. Journal of 

Personalitv and Social Psychology, 64, 602-612. 

Baumgarten, M., Battista, R.N., Infante-Rivard, C., Hanley, J. A., Becker, 

R., & Gauthier, S. (1992). The psychological and physical health of family members 

caring for an elderly person with dementia. Journal of Clinical Epidemiology, 45,61-

70. 

Beck, A. T. (1967). Depression: Clinical, experimental and theoretical 

aspects. New York: Harper&Row. 



Beck, A. T., & Beck, R. W. (1972). Screening depressed patients in family 

practice: A rapid technique. Postgraduate Medicine, 81-85. 

173 

Blessed, G., Tomlinson, B.E., & Roth, M. (1968). The association between 

quantitative measures of dementia and of senile changes in the gray matter of elderly 

subjects. British Journal of Psychiatry, 114, 797-811. . 

Bradburn, N. (1969). Structure of psychological well-being. Chicago: Aldine 

Press. 

Braithwaite, V. (1992). Caregiver burden: Making the concept scientifically 

useful and policy relevant. Research on Aging, 14, 3-27. 

Brislin, R. W. (1970). Back-translation for cross-cultural research. Journal of 

Cross-Cultural Psychology. I, 185-216. 

Brislin, R. W. (1980). Translation and content analysis of oral and written 

materials. In H. C. Triandis & J. W. Berry (Eils.), Handbook of cross-cultural 

psychology-methodology (pp. 389-444). Boston: Allen & Bacon Inc. 

Brodman, K., Erdmann, A. J., Wolff, H. G., & Miskovitz, P. F. (1986). The 

Cornell Medical Index Health Questionnaire Mannual. New York: Cornell University 

Medical College. 

Brody, E. M. (1985). Parent care as a normative family stress. The 

Gerontologist 25, 19-28. 

Brown, L. J., Potter, J. F., & Foster, B. G. (1990). Caregiver burden should be 

evaluated during geriatric assessment. Journal of American Geriatrics Society. 38, 455-

460. 

Burns, N., & Grove, S. K. (1993). The practice of nursing research: Conduct. 

critique. and utilization (2nd ed.). Philadelphia, PA: W. B. Saunders Co. 



174 

Cairl, R. E., & Kosberg, J. I. (1993). The interface ofburden and level of task 

performance in caregivers of Alzheimer's disease patients: An examination of 

clinical profiles. Journal of Gerontological Social Work, 19, 133-151. 

Cantor, M. H. (1983). Strain among caregivers: A study of experience in the 

United States. The Gerontologist, 23, 597-604. 

Camwath, T. C. M., & Johnson, D. A. W. (1987). Psychiatric morbidity among 

spouses of patients with stroke. British Medical Journal, 294,409-411. 

Cattanach, L., & Tebes, J. K. (1991). The nature of elder impairment and its 

impact on family caregivers ' health and psychological functioning. The 

Gerontologist, 31, 246-255. 

Chang, D. M. (1995). A study of dementia family in Korea. Seoul: Hong Ik 

Press. 

Cheung, K H., Cho, A. Y., Oh, Y. H., Byun, J. K., Byun, Y. C., Moon, H. S. 

. . 
(1998). A national survey of present state of elderly people's life and social needs. 

Seoul: Korea Institute for Health and Social Affairs. 

Chiriboga, D. A., Weiler, P. G., & Nielsen, K. (1990). The stress of 

caregivers. In D.E. Biegel & A. Blum (Eds.), Aging and caregiving: Theory, 

research, and policy Cop.l21-138). Newbury Park, CA: Sage. 

Choi, H. (1991). A study offamily caregiving for the impaired elderly and 

determinants of caregiver burden in South Korea. Unpublished doctoral dissertation. 

University of Minnesota. 

Choi, H. K. (1993). Cultural and noncultural factors as determinants of caregiver 

burden for the impaired elderly in South Korea. The Gerontologist, 33, 8-15. 



Choi, H. K., & Kim, Y. J. (1997). The process of caregiving stress among 

Korean caregivers for dementia elderly: A panel study. Journal of the Korea 

Gerontological Society. 17 (1 ), 35-50. 

Choi, S. J. (1996). The family and ageing in Korea: A new concern and 

challenge. Ageing and Society, 16, 1-25. 

175 

Choi, S. J. (1999). Social Welfare for the elderly in Korea: Current issues and 

concern. Social Welfare, 140, 7-24. 

Cicirelli, V. G. (1983). Adult children's attachment and helping behavior to 

elderly parents: A path model. Journal of Marriage and the Family. 45, 815-824. 

Cicirelli, V. G. (1991). Family caregiving: Autonomous and paternalistic 

decision making. Newbury Park, CA: Sage. 

Cicirelli, V. G. (1993). Attachment and obligation as daughters' motives for 

caregiving behavior and subsequent effect on subjective burden. Psychology and 

Aging. 8, 144-155 . 

. Clark, L. M., & Hartman, M. (1996). Effects of hardiness and appraisal on the 

psychological distress and physical health of caregivers to elderly relatives. Research 

on Aging. 18,379-401. 

Clip, E. C., & George, L. K. (1990). Caregiver needs and patterns of social 

support. Journal of Gerontology: Social Sciences. 45, S 1 02-S 111. 

Cohen, C., Teresi, J., & Blum, C. (1994). The role of caregiver social networks 

in Alzheimer's disease. Social Science Medicine, 38, 1483-1490. 

Cohen, S., & Hoberman, H. M. (1983). Positive events and social supports as 

buffers oflife change stress. Journal of Applied Social Psychology. 13,99-125. 



176 

Connell, C. M., & Gibson, G. D. (1997). Racial, ethnic, and cultural 

differences in dementia caregiving: Review and analysis. The Gerontologist, 37, 355-

364. 

Cook, T. D., & Campbell, D. T. (1979). Quasi-experimentation: Design & 

analysis issues for field settings. Boston: Houghton Mifflin Company. 

Coward, R. T., Home, C. & Dwyer, J. W. (1992). Demographic perspectives 

on gender and family caregiving. In J. W. Dwyer & R. T. Coward (Eds.), Gender, 

families, and elder care (pp. 18-33). Newbury Park: Sage. 

Cox, C., & Monk, A. (1993). Hispanic culture and family care of Alzheimer's 

patients. Health and Social Work, 18,93-100. 

Dakof, G. A., & Taylor, S. E. (1990). Victims' perceptions of social support: 

What is helpful from whoni? Journal of Personality and Social Psychology. 58, 80-89. 

Dautzenberg, M.G., Diederiks,·J. P., Philipsen, H., & Tan, F. E. (1999). 

Multigenerational caregiving and well-being: distress of middle-aged daughters 

providing assistance to elderly parents. Women and Health, 29 (4), 57-74. 

Deimling, G. T., Bass, D. M., Townsend, A. L., & Noelker, L. S. (1989). 

Care-related stress: A comparison of spouse and adult child caregivers in shared and 
' 

separate households. Journal of Aging and Health, 1, 67-82. 

Derogatis, L. R. (1974). The Hopkins Symptom Checklist: A self-report 

symptom inventory. Behavioral Sciences, 19, 1-15. 

Derogatis, L. R., Lipman, R. S., Covi, L., & Rickles, K. (1971). Neurotic 

symptom dimensions. Archives of General Psychiatry, 24, 454-467. 



177 

Draper, B. M., Poulos, C. J., Cole, A.M. D., Poulos, R. G., & Ehrlich, F. 

(1992). A comparison of caregivers for elderly stroke and dementia victims. Journal 

of American Geriatrics Society, 40, 896-901. 

Dura, J. R., Stukenberg, K. W., & Kiecolt-Glaser, J. K. (1991). Anxiety and 

depressive disorders in adult children caring for demented parents. Psychology and 

Aging, 6, 467-473. 

England, M. M. (1990). Test of a model for caregiver strain. Disssertation 

Abstract International, 51 (09), 4271B. (University Microfilms No. AAI9103971) 

Evans, R. L., Bishop, D. S., & Haselkom, J. K. (1991). Factors predicting 

satisfactory home care after stroke. Archives of Physical Medicine and Rehabilitation, 

72, 144-147. 

Fillenbaum, G. G. (1988) . .Multidimensional functional assessment: The Duke 

Older American Resources and Services procedures. Hillsdale, NJ: Erlbaum. 

Fillenbaum, G. G., Heyman, A., Williams, K., Prosnitz, B., & Burchett, B. 

(1990). Sensitivity and specificity of standardized screens of cognitive impairment 

and dementia among elderly blacks and white community residents. Journal of 

Clinical Epidemiology, 43, 651-660. 

Finley, N.J., Roberts, M.D., & Banahan, B. F. (1988). Motivators and 

inhibitors of attitudes of filial obligation toward aging parents. The Gerontologist. 28, 

73-78. 

Fiore, J., Becker, J., & Coppel, D. B. (1983). Social network interactions: A 

buffer or a stress? American Journal ofCommunitv Psychology, 11, 423-439. 



178 

Folstein, M. F., Folstein, S., & McHugh, P.R. (1975). Mini-mental state: A 

practical method for grading the cognitive state of patients for the clinician. Journal of 

Psychiatric Research, 12, 189-198. 

Franks, M. M., & Stephens, M. A. P. (1992). Multiple roles of middle

generation caregivers: Contextual effects and psychological mechanisms. Journal of 

Gerontology: Social Sciences, 47, Sl23-Sl29. 

Fudge, H., Neufeld, A., & Harrison, M. J. (1997). Social networks of women 

caregivers. Public Health Nursing. 14, 20-27. 

Gaynor, S. E. (1990). The long haul: The effects of home care on caregivers. 

Journal ofNursing Scholarship, 22,21-26. 

George, L. (1986). Caregiver burdens: conflict between norms of reciprocity 

and solidarity. InK. Pillemer & R. Wolf(Eds.) Elder abuse: Conflict in the family 

(pp. 67-92). Dover, MA: Auburn House. 

George, L., & Gwyther, L. P. (1986). Caregiver well-being: A 

multidimensional examination of family caregivers of demented adults. The 

Gerontologist, 26, 253-259. 

Glaser, B., & Strauss, A. L. (1967). The discovery of grounded theory. 

Chicago, IL: Aldine de Gruyter. 

Globerman, J. (1996). Motivations to care: Daughters- and sons-in-law caring 

for relatives with Alzheimer's disease. Family Relations, 45, 37-45. 

Gold, D. P., Cohen, C., Shulman, K., Zucchero, C., Andres, D., & Etezadi, J. 

(1995). Caregiving and dementia: Predicting negative and positive outcomes for 

caregivers. International Journal of Aging and Human Development. 41. 183-201. 



179 

Goldberg, D.P. (1972). The detection of psychiatric illness by questionnaire. 

London: Oxford University Press. 

Goldberg, D.P., & Hillier, V. F. (1979). A scaled version of the General 

Health Questionnaire. Psycho1 Med, 9. 139-145. 

Gordon, R. (1968). Issues in multiple regression. American Journal of 

Sociology, 73, 592-616. 

Gottlieb, B. H. (1989). A contextual perspective on stress in family care of the 

elderly. Canadian Psychology, 30, 596-607. 

Grafstrom, M., Fratiglioni, L., Sandman, P. 0., & Winbald, B. (1992). Health 

and social consequences for relatives of demented and non-demented elderly: A 

population based study. Journal of Clinical Epidemiology, 45, 861-870. 

Greene, J. G., Smith, R., & Gardiner, M. (1982). Measuring behavioral 

disturbance of elderly demented patients in the community and its effects on. relatives: 

A factor analytic study. Age Ageing, 11, 121-126. 

Guberman, N. (1999). Daughters-in-law ~ caregivers: How and why do they 

come to care? Journal of Women & Aging, 11, 85-102. 

Gwyther, L. P. (1995). When "the family" is not one voice: Conflict in 

caregiving families. Journal of Case Management, 4, 150-155. 

Haase, J. E., & Myers, S. T. (1988). Reconciling paradigm assumptions of 

qualitative and quantitative research. Western Journal of Nursing Research, 10, 128-

137. 

Haley, W. E., West, C. A. C., Wadley, V. G., Ford, G. R., White, F. A., 

Barrett, J. J., Harrell, L. E., & Roth, D. L. (1995). Psychological, social, and health 



180 

impact of caregiving: A comparison of Black and White dementia family caregivers 

and noncaregivers. Psychology and Aging, 10, 540-552. 

Hamilton, M. (1967). Development of a rating scale for primary depressive 

illness. British Journal of Social and Clinical Psychology, 6, 278-296. 

Hanson, S. L., ~auer, W. J., & Seelbach, W. C. (1983). Racial and cohort 

variations in filial responsibility norms. The Gerontologist. 23. 626-631. 

Hernandez, G. G. (1991). Not so benign neglect: Researchers ignore ethnicity in 

defining family caregiver burden and recommending services. The Gerontologist, 31, 

271-272. 

Hess, B. B., & Waring, J. H. (1978). Parent and child in later life: Rethinking 

the relationship. In R. M., Lerner & G. B. Spanier, G. B. (Eds.), Child influences on 

marital and family interaction. New York: Academic. 

Hibbard, J., Neufeld, A., & Harrison, M. J. (1996). Gender differences in the 

support networks of caregivers. Journal of Gerontological Nursing. 22, 15-23. 

Hirsh, B. (1980). Natural support systems and coping with major life changes. 

American Journal of Communi tv Psychology. 8, 159-172. 

Holroyd, E. A., & Mackenzie, A. E. (1995). A review of the historical and 

social processes contributing to care and caregiving in Chinese families. Journal of 

Advanced Nursing. 22,473-479. 

Horowitz, A., & Shindelman, L. W. (1983). Reciprocity and affection: Past 

influences on current care giving. Journal of Gerontological SoCial Work. 5, 5-20. 

Horowitz , A. (1985). Sons and daughters caregivers to older parents: 

Differences in role performance and consequences. The Gerontologist. 25. 612-617. 



181 

Huck, S. W., & Cormier, W. H. (1996). Reading statistics and research. New 

York: Harper Collins College Publishers. 

Ingersoll-Dayton, B., Starre1s, M. E., & Dowler, D. (1996). Caregiving for 

parents and parents-in-law: Is gender important? The Gerontologist, 36, 483-491. 

Jarrett, W. H. (1985). Caregiving within kinship systems: Is affection really 

necessary? The Gerontologist, 25, 5-10. 

Jones, E. G., & Kay, M. (1992). Instrumentation in cross-cultural research. 

Nursing Research, 41, 186-188. 

Jones, P. S. (1995). Paying respect: care of elderly parents by Chines and 

Fillipino American women. Health Care for Women International, 16, 385-398. 

Kane, R. L., & Kane, R. A. (1987). Long-term care: Principles, programs, and 

policies. New York: Springer. 

Kang, H. S., Go, K. J., Kim, W. 0., Kim, E. S., Khim, S. Y., Kim, H. L., Shin, 

S. 0., Oh, S. E., Won, J. S., Yu, L. C., Jung, M., Choe, N.H. (1999). The lives of 

daughters-in-law who care for parents with dementia. Journal of Korean Academy of 

Nursing, 29 (6), 1233-1243. 

Katz, S., Ford, A. B., Moskowitz, R. W., Jackson, B. W., & Jaffee, M. (1963). 

Studies of illness in the aged. The index of ADL, a standardized measure of 

biological and psychological function. Journal of the American Medical Association, 

185,914-919. 

Kiecolt-Glaser, J. K., Dura, J. R., Speicher, C. E., Trask, J., & Glase, R. 

(1991). Spousal caregivers of dementia victims: Longitudinal changes in immunity 

and health. Psychosomatic Medicine." 53, 345-362. 



182 

Kim, J. H. (1996). Caregiving in the Korean-American family. Unpublished 

doctoral dissertation, University of Illinois, Chicago. 

IG.m, S. S. (1992). Experience of family caregivers caring for patients with 

stroke. Kanhohak-Tamgu, 3, 67-88. 

Kim, K. C., Kim, S., & Hurh, W. M. (1991). Filial piety and intergenerational 

relationship in Korean immigrant families. International Journal of Aging and Human 

Development, 33, 233-245. 

Kinney, J. M., & Stephens, M. A. P. (1989). Hassles and uplifts of giving care 

to a family member with dementia. Psychology and Aging, 4. 402-408. 

Kivett, V. R. (1989). Mother-in-law and daughter-in-law relations. In J. A. 

Mancini (Ed.), Aging parents and adult children (pp. 17-32). Massachusetts: 

Lexington Books. 

Knapp, T. R. (1994). Regression analyses: What to report. Nursing Research. 

11, 187-189. 

Knight, R. G., Williams, S. McGee, R., & Olaman, S. (1998). Australian New 

Zealand Journal of Public Health. 22 (5), 616-620. 

Kramer, B. J. (1997). Differential predictors of strain and gain among 

husbands caring for wives with dementia. The Gerontologist. 37. 239-249. 

Kramer, B. J., & Kipnis, S. (1995). Eldercare and work-role conflict: Toward 

an understanding of gender differences in caregiver burden. The Gerontologist, 35, 

340-348. 

Lawton, M.P., Moss, M., Fulcomer, M., & Kleban, M. H. (1982). A research 

and service oriented multilevel assessment instrument. Journal of Gerontology. 37, 

91-99. 



183 

Lawton, M.P., Rajagopal, D., Brody, E., Kleban, M. H. (1992). The dynamics 

. . . 
of caregiving for a demented elder among Black and White families. Journal of 

Gerontology: Social Sciences, 47, Sl56-Sl64. 

Lazarus, R. S., & Folkman, S. (1984). Stress. appraisal, and coping. New 

York: Springer. 

Lee, Y. R. (1995). Korean and North American Caucasian caregivers of 

dementia patients: A cross-cultural comparison of caregiver burden. Unpublished 

doctoral dissertation, University of Texas, Aus'tin. 

Lee, H., Kim, S., & You, K. S. (1997). Learning from other lands: Caring for 

elderly demented Koreans. Journal of Gerontological Nursing, 23,21-31. 

Lee, K. Y., & Sohng, K. Y. (1996). A study on the degree ofburden and 

depression in family caregivers of patients with stroke. Journal of Korean Academy 

of Nursing. 26, 853-867. 

Lee, Y. R., & Sung, K. T. (1997). Cultural differences in caregiving 

motivations for demented parents: Korean caregivers versus American caregivers. 

International Journal of Aging and Human Development. 44. 115-127. 

Lee, Y. S., & Suh, M. J. (1994). A study on the family burden of chronically 

ill patient at hospital. The Seoul Journal of Nursing, 8, 17-32. 

Lerner, R. M. (1985). Individual and context in developmental psychology: 

Conceptual and theoretical issues. In J. R. Nesselroade, & A. V. Eye (Eds.), 

Individual development and social change (pp. 155-187). New York: Academic 

Press. 

Lerner,.R. M. (1986). Concepts and theories of human development (2nd ed.). 

New York: Random House. 



Lerner, R. M. (1991). Changing organism-context relations as the basic 

process of development: A developmental contextual perspective. Developmental 

Psychology, 27, 27-32. 

. Lieberman, M. A., & Fisher, L. (1995). The impact of chronic illness on the 

health and well-being of family members. The Gerontologist. 35, 94-102. 

Luna, ~., Torres de Ardon, E., Lim, Y., Cromwell, S. L., Phillips, L. R., & 

Russell, C. K. (1996). The relevance offamilism in cross-cultural studies of family 

caregiving. Western Journal ofNursing Research, 18,267-283. 

184 

MaloneBeach, E. E., & Zarit, S. H. (1995). Dimensions of social support and 

social conflict as predictors of caregiver depression. International Psychogeriatrics. 7, 

25-38. 

Mason-Hawkes, & Holm, K. (1989). Causal modeling: A comparison of path 

analysis and LISREL. Nursing Research. 38,312-314. 

Mathews, S. H., & Rosener, T. T. (1988). Shared filial responsibility: The 

family as the primary caregiver. Journal of Marriage and the Family, 50, 185-195. 

McCubbin, H. 1., & Figley, C. R. (1983). Stress and the family. New York: 

Brunner. 

Merrill, D. M. (1993). Daughters-in-law as caregivers to the elderly: Defining 

the in-law relationship. Research on Aging, 15, 70-91. 

Miller, B., & Lawton, M.P. (1997). Positive aspects of caregiving. The 

Gerontologist. 37, 216-217. 

Mintzer, J. E., & Macera, C. A. (1992). Prevalence of depressive symptoms 

among white and African- American caregivers of demented patients. American 

Journal ofPsychiatrv, 149, 575-576. 



185 

Moon, H. R. (1992). A study on family caregivers' burden of the elderly with 

dementia. Journal of Korean Community Health Nursing Academic Society, 6 (2), 

.108-132. 

Morse, J. M. (1991). Qualitative nursing research: A free-for-all? In J. M. 

Morse (Ed.), Qualitative nursing research: A contemporarv dialogue (pp. 14-22). 

Newbury Park, CA: Sage. 

Moss, M., Lawton, M.P., Dean, J., Goodman, M., & Schneider, J. (1987). 

Satisfactions and burdens in caring for impaired elderly persons. Paper presented at 

the Annual Meeting of Gerontological Society of America. Washington, DC. 

Mossey, J. A., & Shapiro, E. (1982). Self-rated health: A predictor of 

mortality among the elderly. American Journal of Public Health, 72. 800-808. 

Motenko, A. K. (1989). The frustrations, gratifications, and well-being of 

dementia caregivers. The Gerontologist. 29, 166-172. 

Montgomery, R. J. V. (1992). Gender differences in patterns of child-parent 

caregiving relationships. In J. W. Dwyer & R. T. Coward (Eds.), Gender, families, 

and elder care (pp. 65-83). Newbury Park: Sage Publications. 

Montgomery, R. J., Gonyea, J. G., & Hooyman, N. R. (1985). Caregiving and 

the experience of subjective and objective burden. Family Relations, 34. 19-26. 

National Statistical Office (1993). Population and housing census. The 

National Statistical Office, Seoul. 

National Statistical Office (1993). Social indicators in Korea. The National 

Statistical Office, Seoul. 

National Statistical Office (1995). Social indicators in Korea. The National 

Statistical Office, Seoul. 



National Statistical Office (1997). Social indicators in Korea. The National 

Statistical Office, Seoul. 

National Statistical Office (1998). Social indicators in Korea. The National 

Statistical Office, Seoul. 

186 

Noh, S., Avison, W. R., & Kaspar, V. (1992). Depressive symptoms among 

Korean immigrants: Assessment of a translation of the Center for Epidemiologic 

Studies~ Depression Scale. Psychological Assessment, 4, 84"91. 

Novak, M., & Guest, C. I. (1989). Application of a multidimensional 

caregiver burden inventory. The Gerontologist. 29, 798-803. 

Ory, M.G., Hoffman, R. R., Yee, J. L., Tennstedt, S., & Schulz, R. (1999). 

Prevalence and impact of caregiving: A detailed comparison between dementia and 

nondementia caregivers. Gerontologist. 39, 177-185. 

Pagel,.M. D., Erdly, W. W., & Becker, J. (1987). Social networks: We get by 

with (and in spite of) a little help from our friends. Journal ofPersonalitv and Social 

Psychology, 53, 793-804. 

Pallet, P. J. (1990). A conceptual framework for studying family care giver 

burden in Alzheimer' s-type dementia. Image: Journal ofNursing Scholarship. 22, 52-

58. 

Palley, H. A. (1992). Social policy and the elderly in South Korea: 

Confucianism, modernization, and development. Asian Survey. 32, 789-802. 

Park, J. H., & Kwon, Y. C. (1990). Modification of the Mini-Mental State 

Examination for use in the elderly in a non-western society. Part I. Development of 

Korean version of Mini-Mental State Examination. International Journal·ofGeriatric 

Psychiatrv. 5. 381-387. 



187 

Park, J. H., Park, Y. N., & Ko, H. J. (1991). Modification of the Mini-Mental 

State Examination for use in the elderly in a non-western society. Part II. Cutoff 

points and their diagnostic validities. International Journal of Geriatric Psychiatry. 6, 

875-882. 

Park, J. H., & Ha, J. C. (1988). Cognitive impairment among the elderly in a 

Korean rural community, Acta Psychiatr. Scand. 77. 52-57. 

Peabody, J. W., Lee, S. W., & Bickel, S. R. (1995). Health for all in the 

Republic of Korea: One country's experience with implementing universal health 

care. Health Policy. 31, 29-42. 

Pearlin, L., Mullan, J., Semple, S., & Skaff, M. (1990). Caregiving and the 

stress process: An overview of concepts and their measures. The Gerontologist, 30, 

583-594. 

Pedhazur, E. J. (1997). Multiple regression in behavioral research: 

Explanation and prediction (3rd ed.). New York: Holt, Renehart and Winston. 

Pennebaker, J. W. (1982). The psychology of physical svmptoms. New York: 

Springer-Verlag. 

Peters-Davis, N.D., Moss, M.S., & Pruchno, R. A. (1999). Children-in-law 

in caregiving families. Gerontologist, 39, 66-75. 

Phillips, L. R. (1989). Elder-family caregiver relationships: Determining 

appropriate nursing interventions. Nursing Clinics ofNorth America. 24, 795-807. 

Phillips, L. R., Luna, 1., Russell, C. K., Baca, G., Lim, Y. M., Cromwell, S. L., 

& Torres de Ardon, E. (1996). Toward a cross-cultural perspective of family 

caregiving. Western Journal ofNursing Research, 18, 236-251. 



188 

Phillips, L. R., Morrison, E., Steffl, B., Chae, Y. M., Cromwell, S. L., & 

Russell, C. K. (1995). Effects of the situational context and interactional process on 

the quality of family caregiving. Research in Nursing and Health. 18, 205-216. 

Picot, S. J. (1995). Rewards, costs, and coping of African American· 

caregivers. Nursing Research. 44, 147-152. 

Pohl, J. M., Boyd, C., Liang, J., & Given, C. W. (1995). Analysis of the input 

of mother-daughter relationships on the commitment to caregiving. Nursing 

Research. 44. 68-75. 

Pohl, J. M., Given, C. W., Collins, C. E., & Given, B. A. (1994). Social 

vulnerability and reactions to caregiving in daughters and daughters-in-law caring for 

disabled aging parents. Health Care for Women International. 15, 385-395. 

Poulshock, S. W., & Deimling, G. T. (1984). Families caring for elders in 

residence: Issues in tlie measurement of burden. Journal of Gerontology. 39.230-239. 

Pruchno, R. A., Kleban, M. H., Michaels, J. E., & Dempsey, N. P. (1990). 

Mental and physical health of care giving spouses: Development a causal model. 

Journal of Gerontology: Psychological Sciences. 45, 192-199. 

Radloff, L. S. (1977). The CES-D scale: A self-report depression scale for 

research in the general population. Applied Psychological Measurement. 1, 385-401. 

Rlimeizl, P. (1983). CADET, a self-care assessment tool. Geriatric Nursing, 

~, 377-378. 

Rankin, E. D., Haut, M. W., & Keefover, R. W. (1992). Clinical assessment of 

family caregivers in dementia. The Gerontologist, 32. 813-821. 

Rauktis, M. E., Koeske, G. F., & Tereshko, 0. (1995). Negative social 

interactions, distress, and depression among those caring for a seriously and 



persistently mentally ill relative. American Journal ofCommimitv Psychology. 23, 

279-299. 

189 

Raveis, V. H., Karns, D.G., & Siegel, K. (1998). Correlates of depressive 

symptomatology among adult daughter caregivers of a parent with cancer. Cancer. 83 

(8), 1652-1663. 

Rhee, K. 0., Suh, M. K., Koh, K. H., & Park, J. D. (1994). Ari analysis of 

present state of elderly people's life and policy tasks. Korea Institute for Health and 

Social Affairs, Seoul. 

Riegel, K. F. (1975). Toward a dialectical theory of development. Human 

Development. 18, 50-64. 

Riegel, K. F. (1979). Foundations of dialectical psychology. New York: 

Academic Press. 

Rook, K. S. (1984). The negative side of social interaction: Impact on 

psychological well-being. Journal of Personality and Social Psychology, 46, 1097-

1108. 

Rook, K. S. (1990). Parallels in the study of social support and social strain. 

Journal of Social and Clinical Psychology. 9. 118-132. 

Rossi, A.S., & Rossi, P.H. (1990). Of Human Bonding: Parent-child relations 

across the life course. New York: Aldine de Gruyter. 

Sauter, M. A. (1996). Determinants of qualitv of the caregiving relationship. 

Unpublished doctoral dissertation. Medical College of Georgia, Augusta. 

Schorr, A. L. (1960). Filial responsibility in the modem American family. 

Washington, DC: Social Security Administration, Division of Program Research. 



190 

Schulz, R., 0 'Brien, A. T., Bookwala, J., & Fleissner, K. (1995). Psychiatric 

and physical morbidity effects of dementia caregiving: Prevalence, correlates, and 

causes. The Gerontologist, 35, 771-791. 

Schulz, R. Tompkins, C. A., & Rau, M. T. (1988). A longitudinal study of the 

psychosocial impact of stroke on primary support persons. Psychology and Aging, 3, 

131-141. 

Schulz, R., & Williamson, G. M. (1991). A 2-year longitudinal study of 

depression among Alzheimer's caregivers. Psychology and Aging, 6, 569-578. 

Schwarz, K. A., & Blixen, C. E. (1997). Does home health care affect strain 

and depressive symptomatology for caregivers of impaired older adults? Journal of 

Communitv Health Nursing. 14, 39-48. 

Seelbach, W. C., & Sauer, W. J. (1977). Filial responsibility expectations and 

morale among aged llarents. The Gerontologist, 17, 492-499. · 

Seelbach, W. C. (1984). Filial responsibility and the care of aging family 

members. In W. H. Quinn & G. A. Hughston (Eds.), Independent aging (pp. 92-105). 

Rocksville: An Aspen P~blication. 

Semple, S. J. (1992). Conflict in Alzheimer's caregiving families: Its 

dimensions and consequences. The Gerontologist, 32, 648-655. 

Sheehan, N. W., & Nuttall, P. (1988). Conflict, emotion, and personal strain 

among family caregivers. Family Relations, 37, 92-98. 

Shields, C. G. (1992). Family interaction and caregivers of Alzheimer's 

disease patients: Correlates of depression. Family Process, 31, 19-33. 

Shin, S. Y. (1995). Burden and depression in caregivers of senile dementia 

patients in Korea. Unpublished doctoral dissertation. Columbia University. 



191 

Silliman, R. A., Fletcher, R. A., Earp, J. L., & Wagner, E. H. (1986). Families 

of elderly stroke patients. Journal of American Geriatric Society, 34, 643-648. 

Skaff, M. M., & Pearlin, L.l. (1992). Caregiving: Role engulfinent and the 

loss of self. The Gerontologist, 32, 656-664. 

Skinner, H. A., Steinhauer, P. D., & Santa-Barbara, J. (1983). The family 

assessment measure. Canadian Journal of Communitv Mental Health, 2, 91-105. 

Smith, G. C., Smith, M. F., & Toseland, R. W. (1991). Problems identified by 

family caregivers in counseling. The Gerontologist, 31, 15-22. 

Sokolovsky, J., & Cohe, C.l. (1981). Toward a resolution of methodological 

dilemmas in network mapping. Schizophrenia Bulletin, 7; 1 09-116. 

Spitze, G., Logan, J. R., Joseph, G., & Lee, E. (1994). Middle generation 

roles and the well-being of men and women. Journal of Gerontology: Social 

Sciences, 49, S107-S116. 

Stephens, M.A. P ., Franks, M. M., & Atienza, A. A. (1997). Where two roles 

intersect: Spillover between parent care and employment. Psvch'o!ogy and Aging, 12, 

30-37. 

Stem, P.L. (1980). Grounded theory methodology: Its uses and processes. 

Image, 12, 20-23. 

Stoller, E. P., & Pugliesi, K. L. (1989). Other roles of caregivers: Competing 

responsibilities or supportive resources. Journal of Gerontology: Social Sciences, 44, 

S231-238. 

Stommel, R. A., Given, C. W., & Given, B. (1990). Depression as an 

overriding variable explaining caregiver burdens. Journal of Aging and Health, 2, 81-

102. 



192 

Stone, R., Cafferata, G., & Sang!, J. (1987). Caregivers of the frail elderly: A 

national profile. The Gerontologist, 27, 616-626. 

Strauss, A., & Corbin, J. (1990). Basics of qualitative research: Grounded 

theory procedures and techniques. Newbury Park, CA: Sage. 

Strawbridge, W. J., & Wallhagen, M. I. (1991). Impact of family conflict on 

adult child caregivers. The Gerontologist, 31, 770-777. 

Suh, M. K. (1994). Women, aging and the family in Korea. Australian Journal 

on Aging, 13, 175-177. 

Suh, M. H., & Oh, K. S. (1993). A study of well-being in caregivers caring for 

chronically ill family members. Journal of Korean Academy of Nursing, 23, 467-486. 

Suitor, J. J., & Pillemer, K. (1993). Support and interpersonal stress in the 

social networks of married daughters caring for parents with dementia. Journal of 

Gerontology, 48, S1-S8. 

Sung, K. T. (1990). A new look at filial piety: Ideals and practices of family

centered parent care in Korea. The Gerontologist, 30, 610-617. 

Sung,~- T. (1992). Motivations for parent care:. The case of filial children in 

Korea. International Journal of Aging and Human Development. 34, 109-124. 

Sung, K. T. (1994 ). A cross-cultUral comparison of motivations for parent 

care: The case of Americans and Koreans. Journal of Aging Studies, 8, 195-209. 

Sung, K. T. (1995). Measures and dimensions of filial piety in Korea. The 

Gerontologist, 35, 240-247. 

Tausig, M. (1992). Caregiver network stricture, support and caregiver 

distress. American Journal ofCommunitv Psychology, 20, 81-96. 



193 

Tompkins, Schulz, R., & Rau, M. T. (1988). Post-stroke depression in primary 

support persons: Predicting those at risk. Journal of consulting and Clinical 

Psychology, 56, 502-508. 

Tombaugh, T. N., Mcintyre, C., & Mcintrye, N.J. (1992). The Mini-Mental 

State Examination: A comprehensive review. Journal of American Geriatric Society, 

40, 922-935, 

Treas, J. (1977). Family support systems for the aged. The Gerontologist, I 7, 

487-491. 

Veit, C. T., & Ware, J. E. J. (1983). The structure of psychological distress 

and well-being in general populations. Journal of Consulting and Clinical 

Psychology, 51.730-742. 

Walker, A. J. (1985). Reconceptualizing family stress. Journal of Marriage 

and the Family, 47, 827-837. 

Walker, A. J., Martin, S. K., & Jones, L L. (1992). The benefits and costs of 

caregiving and care receiving for daughters and mothers. Journal of Gerontology, 47, 

SI30-Sl39. 

Walker, A. J., Pratt, C. C., Shin, H. Y., & Jones, L. L. (1990). Motives for 

parental caregiving and relationship quality. Family Relations, 39, 51-56. 

Walker, A .J., Pratt, C. C., & Eddy, L. (1995).lnformal caregiving to aging 

family members: A critical review. Family Relat~ons, 44, 402-411. 

Wallhagen, M. I. (1992). Caregiving demands: Their difficulty and effects on 

the well-being of elderly caregivers. Scholarly Inguirv for Nursing Practice, 6, 111-

127 



Ware, J., Brook, R. H., Davies-Avery, A., Williams, K. N., Stewart, A. L., 

Rogers, W. H., Donald, C. A., & Johnston, S. A. (1984). Conceptulaization and 

measurement of health for adults in the health insurance study. Vol. 1: Model of 

health and methodology. Santa Monica, CA: The Rand Corp. 

!94 

Whitbeck, L., Hoyt, D. R., & Huck, S.M. (1994). Early family relationships, 

intergenerational solidarity, and support provided to parents by their adult children. 

Journal of Gerontology: Social Sciences, 49, 85-94. 

Williamson, G. M., & Schultz, R. (1990). Relationship orientation: Quality of 

prior relationship and distress among caregivers of Alzheimer's patients. Psychology 

and Aging. 5, 502-509. 

Wright, L. K. (1988). Alzheimer's disease as developmental asynchrony: A 

dialectical paradigm of the marital relationship of older couples. Unpublished 

doctoral dissertation, University of Georgia, Athens. 

Wright, L. K. (1994). Alzheimer's disease afflicted spouses who remain at 

home: Can human dialectics explain the fmdings? Social Science and Medicine, 38, 

1037-1046. 

Wright, L. K., Clipp, E. C., & George, L. K. (1993). Health consequences of 

caregiver stress. Medicine. Exercise. Nutrition. and Health. 2? 181-195. 

Wright, L. K., & Mintzer, J. E. (1993)'. Ethnicity, culture and mental health in 

the elderly. American Association for Geriatric Psvchiatry. 13; 14-15. 

Yamamoto, N., & Wallhagen, M. I. (1997). The continuation offarnily 

caregiving in Japan. Journal of Health and Social Behavior. 38, 164-176. 



Youn, G., Knight, B. G., Jeong, H. S., & Benton, D. (1999). Differences in 

familism values and caregiving outcomes among Korean, Korean American, and 

White American dementia caregivers. Psychology of Aging, 14 (3), 355-364. 

195 

Young, R. F., & Kal!ana,·E. (1989). SpecifYing caregiver outcomes: Gender and 

relationship aspects of caregiving strain. The Gerontologist. 29, 660-666. 

Young, R. F., & Kal!ana, E. (1995). The context ofcaregiving and well-being 

outcomes among African and Caucasian Americans. The Gerontologist. 35, 225-232. 

Zarit, S. H., Reever, K. E., & Bach-Peterson, J. (1980). Relatives of the 

impaired elderly: Correlates of feelings of burden. The Gerontologist. 20, 649-655. 

Zarit, S. H., & Reid, J.D. (1994). Family caregiving and the older family. In 

C. B. Fisher & R. M. Lerner (Eds.), Applied developmental psychology (pp. 237-

262). New York: McGraw-Hill. 

Zarit, S. H., Todd, P. A., & Zarit, J. M. (1986). Subjective burden of husbands 

and wives as caregivers: A longitudinal study. The Gerontologist, 26, 260-266. 

Zarit, S. H., & Zarit, J. M. (1987). The Memory and Behavior Checklist-

1987R and Burden Interview (Techincal report). University Park, PA: Pennsylvania 

State University. 

Zigmond A. S., & Snaith R. P. (1983). The Hospital Anxiety and Depression 

Scale. Acta Psychiatr Scand, 67,361-370. 

Zung, W. K. (1965). A self-rating depression scale. Archives of General 

Psychiatry, 12, 63-70. 



APPENDIX A Informed Consent Forms 

APPENDIX A-1: Informed Consent for Caregivers 

APPENDIX A-2: Informed Consent for Care-recipients 

196 



197 

APPENDIX A-I 

Page I of3 

Informed Consent for Caregivers 

"Emotional and Physical Health Impacts oflntergenerational Care giving 
for the Cognitively and/or Functionally Impaired Elderly in Korea" 

Jin-Sun Kim, R.N., M.P. H., Ph. D. Candidate, 
Medical College of Georgia 

I have been invited to participate in a research study which is 
designed to learn about the impact of caring for an ill parent or parent-in
law. The researcher wants to know about the impact of caregiving on my 
emotional and physical health. I have been asked to participate because I 
am a daughter/daughter-in-law, and I am the primary caregiver of a 
parent/parent-in-law who is 60 years of age or older. I understand that I 
am one of 120 caregivers to participate in this study. 

The researcher will ask about my age, income, employment, family 
members, past and current relationship with my parent/parent-in-law, 
social support and social conflict with family members and non-family 
members, and my emotional and physical health status. The interview 
will take place at my home or other agreed upon location. I will tell the 
researcher the answers or I will place a (v) check mark in spaces shown 
on the forms. Ifl feel uncomfortable with some of the questions, I may 
choose not to answer them. The interview will take approximately one 
and one half hours. 

I understand that I will not be paid for my participation in this 
study and I will not pay for the intervieW. However, should I decide not 
to be interviewed in my home, I understand that I will have to pay for the 
travel costs to/from the interview. 

There is no known risk that could result from participating ill this 
study. There could be some discomfort with some of the questions, and I 
know that I do not have to answer them. However, if the researcher 
should notice some real 
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danger to my own or my parent's/parent-in-law health, she will have to 
notifY appropriate referral agencies,· and I would be responsible for any 
costs that may result from such referrals. 

I also understand that the possible benefits from participating in 
this research study are that I and my parent/parent-in-law may find it 
helpful to talk with the researcher, and the results of this study could be 
useful for other caregivers who might face similar life experiences in the 
future. 

I understand that all the information which .I provide will be kept 
strictly confidential. Instead of my name, a code number will be used on 
all forms. 

I understand that only the researcher, authorized officials from 
state and federal governments and authorized representatives of the 
Medical College of Georgia (United States) will have access to 
confidential data which would identifY me. I will not be identified in any 
reports or publications resulting from the study. 

I understand that the Medical College of Georgia assumes n<:> 
obligation to pay any money or provide free medical care in case this 
project results in any harm to me. 

I understand that Jin-Sun Kim, R.N., M.P. H., who can be reached 
at 0631/281-6653 will answ~r any further questions I may have at 
anytime concerning the study. Ifl have any questions or concerns about 
the 'right of research subjects,' I may contact Dr. George Schuster at 
706/721-2999 at the Medical College of Georgia (United States). 

My participation in this study is voluntary. I understand, however, 
that I may revoke my consent and withdraw from the study now or at any 
time in the future without penalty or loss of care or other benefits to 
which I am otherwise entitled. The researcher may also ask me to stop 
my participation in the study for scientific reasons or for my safety. I 
understand that the researcher may want to re-contact me at some time in 
the future, but I can decide at that time whether or not I want to be 
interviewed again. 
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I understand that federal and institutional regulations in the United 
States require that the·r~searcher asks me to sign a consent form to show 
that my participation is voluntary. 

The risks and benefits to me ifl participate in this study have been 
explained. I have had the chance to ask questions, and these have been 
answered. 

Subject's Name (Print) 

Subject's Signature Date 

Witness' Signature Date 

Investigator: I acknowledge that I have discussed the above study with 
this participant and answered all of her questions. She has voluntarily 
agreed to participate. 

Name (Print) of Investigator obtaining consent 

Signature of Investigator obtaining consent Date 
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Informed Consent for Care-Recipient 

"Emotional and Physical Health Impacts oflntergenerational Caregiving 
for the Cognitively and/or Functionally Impaired Elderly in Korea" 

Jin-Sun Kim, R.N., M.P. H., Ph. D. Candidate, 
Medical College of Georgia 

I have been invited to participate in a research study which is 
designed to learn about the impact of caring for an ill parent or parent-in
law. The researcher wants to know about my own health, how much help 
I need, and about the impact of caregiving on my daughter's! daughter-in
law emotional and physical health. I have been asked to participate 
because I get help from my daughter/daughter-in-law, and I am 60 years 
of age or older. I understand that I am one of 120 care-recipients to 
participate in this study. 

The researcher will ask about my age, my memory, and my health. 
The interview will take place at my home or other agreed upon loc\ltion. 
I will ~ell the researcher the answers or I will place a (v) check mark in 
spaces shown on the forms. Ifl feel uncomfortable with some of the 
questions, I may choose not to answer them. The interview will take 
approximately 3 0 minutes (half an hour). 

I understand that I will not be paid for my participation in this 
study and I will not pay for the interview. However, should I decide not 
to be interviewed in my home, I understand that I wiii have to pay for the 
travel costs. 

There is no known risk tha~ could result from participating in this 
study. There could be some discomfort with some of the questions, and I 
know that I do not have to answer them. However, if the investigator 
should notice some real danger to my health, she will have to notify 
appropriate referral agencies, and I or my family would be responsible for 
any costs that may result from such referrals. 
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I also understand that the possible benefits from participating in 
this research study are that I and my daughter/daughter-in-law may find it 
helpful to talk with the researcher, and the results of this study could be 
useful for other caregivers who might face similar life experiences in the 
future. 

I understand that all the information which I provide will be kept 
strictly confidential. Instead of my name, a code number will be used on 
all forms. 

I understand that only the researcher, authorized officials from 
state and federal governments and authorized representatives of the 
Medical College of Georgia (United States) will have access to 
confidential data which would identifY me. I will not be identified in any 
reports or publications resulting from the study. 

I understand that the Medical College of Georgia assumes no 
obligation to pay any money or provide free medical care in case· this 
project results in any harm to me. 

I understand that Jin-Sun Kim, R.N., M. P. H., who can be reached 
at 0631/281-6653 will answer any further questions I may have at 
anytime concerning the study. Ifl have any questions or concerns about 
the 'right of research subjects,' I may contact Dr. George Schuster at 
706/721-2999 at the Medical College of Georgia (United States). 

My participation in this study is voluntary. I understand, however, 
that I may revoke my consent and withdraw from the study now or at any 
time in the future without penalty or loss of care or other benefits to 
which I am otherwise entitled. The researcher may also ask me to stop 
my participation in the study for scientific reasons or for my safety. I 
understand that the researcher may want to re-contact me at some time in 
the future, but I can decide at that time whether or not I want to be 
interviewed again. 

I understand that federal and institutional regulations in the United 
States require that the researcher asks me to sign a consent form to show 
that my participation is voluntary. 
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The risks and benefits to me ifi participate in this study have been 
explained. I have had the chance to ask questions, and these have been 
answered. 

Subject's Name (Print) 

Subject's Signature Date 

Guardian's Signature* Date 

Witness' Signature Date 

*The individual above verifies that he/she is the legal guardian of 

and as such has the legal authority to consent to the study outlined above. 

Investigator: I acknowledge that I have discussed the above study with 
this participant and answered all of his/her questions. He/she has 
voluntarily agreed to participate. 

Name (Print) of Investigator obtaining consent 

Signature of Investigator obtaining consent Date 
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APPENDIXB 

Emotional Health CCES-D) 

Now I'd like to ask you about the emotional health. Below is a list of the 
ways you might have felt or behaved. Please tell me how often you have felt this way 
during the past week 

Rarely or Some ora Occasional! y Most or 
none of the little of the or a moderate all of the 
time (less time (1-2 amount of time time (5-7 
than 1 day) days) (3-4 days) days) 

I was bothered by things 
that usually don't bother 0 1 2 3 
me 
I did not feel like eating; 0 1 2 3 
my appetite was poor 
I felt that I could not'shake 
off the blues even with help 0 1 2 3 
from my family or friends 
I felt that I was just as good 0 1 2 3 
as other people 
I had trouble keeping my 
mind on what I was doing 0 1 2 3 
I felt depressed 0 1 2 3 
I felt that everything I did 0 1 2 3 
was an effort 
I felt hopeful about the 0 1 2 3 
future 
I thought my life had been 0 1 2 3 
a failure 
I felt fearful 0 1 2 3 
My sleep was restless 0 1 2 3 
I was happy 0 1 2 3 
I talked less than usual 0 1 2 3 
I felt lone! y 0 1 2 3 
People were unfriendly 0 1 2 3 
I enjoyed life 0 1 2 .3 
I had crying spells 0 1 2 3 
I felt sad 0 1 2 3 
I felt peopJe dislike me 0 1 2 3 
I could not get "going" 0 1 2 3 
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Physical Health (Multilevel Assessment Instrument) 

Now I'd like to ask you some questions about your health. 

1. How would you describe you own health now? 

__ 4 Excellent 
__ 3Good 
__ 2Fair 
__ 1 Poor 

1-1. Before you began caregiving? 

___ 4 Excellent 

---:3Good 
__ __,2Fair 
___ 1 Poor 
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2. How much do health probleins stop you from doing things/activities you would like 
to do? 

___ 4 Not at ·all 
__ .3 A little 
___ .2Alot 
__ 1 Completely 
___ Not answered 

3. How many visits to the doctor have you had in the past year? 

___ 4_ None except a routine check-up 
___ 3 One to three visits 
___ .2 Four to seven visits 
___ 1 Eight or more visits 
___ Not answered 

4. How many days have you been in the hospital this past year? 

___ 4None 
___ 3 One to seven days 
__ 2 Eight to 14 days 
___ 1 15 or more days 
___ Not answered 



Physical Health (Multilevel Assessment Instrument) - continued 

5. Do you have heart trouble? 

___ .2No 
___ 1 Yes 
___ Not answered 

6. Do you have circulatory problems, for example, swollen ankles or hand; cold, 
numb toes or fingers? 

___ .2No 
1 Yes 

---Not answered 

7. Do you use a wheelchair? 
---:3Never 
___ .2 Sometimes 
___ !Always 
__ ____:· Not answered 

Do you take any medications? (LIST ALL MEDICATIONS EXCEPT 
VITAMINES; USE NAME, DOSAGE AND TIMES TAKEN AS STATED ON 
PRESCRIPTION BOTTLES) 

8. Number of medications (doses) taken per day INCLUDING PRN 
MEDICATIONS: 

___ 4 Non except vitamins 
3 One to three 

---:2 Four to seven 
___ 1 Eight or more 
___ Not answered 

9. In the past have you ever been so depressed that you needed treatment from a 
doctor or therapist? 

2No 
---·1 Yes 

___ Not answered 
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APPENDIXD. 

General Information of the Caregiver 

Now I would like to ask you some questions about your sociodemographic 

backgrounds. Please answer each question. 

I. Age: ___ years old 

2. Marital Status: 
__ Single (never married) 

Married 
Widowed 
Divorced 

__ Separated 
Not answered 

3. Caregiver's relationship to care-recipient: 
__ First daughter-in-law 
__ Daughter-in-law, but not the first one 
__ Married daughter 
__ Unmarried daug~ter 

4. Level of Education 
No formal education 

__ Completed elementary school 
__ Completed junior high school 
__ Completed high school · 
__ Completed college 
__ Completed graduate school 

Not answered 

5. Religion: 
Protestant 
Catholic 
Buddhism 
Confucianism 

__ Superstition 
None 

__ Other (Specify) ______ _ 

6. Family monthly income: 
__ 500,000 won and below 

500,00I to I,OOO,OOO won 
__ I,OOO,OOI to l,500,000 won 

I ,500,00 I won to 2,000,000 won 
2,000,00I won and above 
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General Infonnation of the Caregiver (continued) 

7. Duration of caregiving: __ Year(s) __ Month(s) 

8. Duration ofcoresidence: __ Year(s) __ Month(s) 

9. Duration of marriage: ___ Year(s) 

10. Number of hour per day spend for caregiving: ___ Hours/ day 

11. Is there someone else who does help you with caregiving? 
Yes 
No 

12. Do you have occupation? 
__ Yes ( __ hours/week) 

No 

13. Number of family in the household: __ _ 

14. Number of children under 18 years old: __ _ 

15. Tell me what a typical day like for you. 
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16. What is the greatest satisfaction or gratification you have experienced in caring for 
your parent (in law)? · 

17. What is the greatest difficulty or problem you have experienced in caring for your 
parent (in law)? ,. 



APPENDIXE 

General Information of the Care-recipient 

The following questions are about your sociodemographic backgrounds. 

Please answer each question. 

I. Age: ___ years old 

2. Gender: 
Male 
Female 

3. Marital Status: 
__ Single (never married) 

Married 
Widowed 
Divorced 

__ Separated 
Not answered 

4. Level of Education 
No formal education 

__ Completed elementary school 
__ Completed junior high school 
__ Completed high school 
__ Completed college 
__ Completed graduate school 

Not answered 

5. Medical Diagnosis: 

6. Length of Illness: __ Year(s), __ Month(s) · 
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APPENDIXF 

Filial Obligations 

Now I'd like to ask you some questions about filial obligation for the care of 

the impaired elderly. Please tell me whether you agree or not. 

Strongly Disagree Neutral Agree Strongly 
disagree agree 

Children should want a home with 
enough room for their parents to 1 2 3 4 5 
feel free to move in 
Married children should live close 1 2 3 4 5 
to parents 
Children should be willing to take 
care of their parents in whatever 1 2 3 4 5 
way necessary when they are sick 
Children should be willing to give 1 2 3 4 5 
their parents financial help 
If children live nearby after they 
grow up, they should visit their 1 2 3 4 5 
parents at least once a week 



APPENDIXG 

Affection 

Now I'd like to ask you some questions about your relationship with your 

parent (parent-in-law). Please tell me one number on each question. 

Past Intergenerational Relationships 

1. How close were you to your parent (parent-in-law)? 

___ .3very 
2 somewhat 

------' 
_:_ __ I not too 
___ 0 not at all 

2. How enjoyable was time you and your parent (parent-in-law) spent together? 

------'2 always 
1 sometimes ---

___ Onever 

3. Did you feel you could confide in your parent (parent-in-law) when you had a 

personal problem? 

---:3very 
___ .2 somewhat 
___ 1 not very 
___ o. not a! all 

Current Intergenerational Relationships 

4. How close are you to your parent (parent-in-law)? 

3 very 
---·2 somewhat 

1 not too 
---0 not at all 

5. How enjoyable is time you and your parent (parent-in-law) spent together? 

2 always 
-----'1 sometimes 
___ Onever 
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Affection (continued) 

6. Why do you provide care for your elderly parent (in-law)? 

__ ___:2 love, first mentioned 
___ I love, mentioned but not first 
___ 0 not mentioned 
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APPENDIXH 

Korean Version of Mini-Mental State Examination (MMSE-K) 

I. Orientation 

I. What is today' s date and season? 

Year? 
Season? 
Date? 
Day? 
Month? 

2. Can you tell me 

What "Do" we are in? 
What "Koon" we are in? 
What "Myun" we are in? 
What "Dong" we are in? 
Where are we (type of place)? 

II. Registration 

3. Now I'd like to test your memory. I'll say three words. Just listen, and then 

repeat them for me. 

III. Attention and Calculation 

4. I want you to spell the world "SAM-CHUL-LI-KANG-SAN" backwards. Go 

ahead. 

IV. Recall 

5. Can you tell me the three words I asked you to repeat a few minutes ago? 
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Korean Version of Mini-Mental State Examination CMMSE-K)- continued 

V. Language ·· 

6a. "Look here what is this (pointing at peiicil)? 

6b. "Look here what is this (pointing at watch)? 

7. "Now I am going to say a phrase, listen to it, and repeat it to me when I am 

completely finished." And say "kanjang-kongjang-kongjangjang" and ask to 

repeat. 
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8. "Could you follow a three-stage command?"; "Take the paper in your right hand: 

Fold the paper in half. Put the paper on the floor." 

9. "Could you copy the following design (two intersecting pentagons)? 

VI. Comprehension and Judgement 

10. "Why do you wash clothes?" 

II. "How do you deal with other's ID card found on the street?" 
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APPENDIX I 

OARS Activity of Daily Living 

Now I'd like to ask about some of the activities of daily living, things that we 

all need to do as a part of our daily lives. I would like to know if you can do these 

activities without any help at all, or if you need some help to do them, or if you can't 

do them at all. 

Instrumental ADL 

1. Can you use the telephone ... 
2 without help, including looking up numbers and dialing; 
1 with some' help (can answer phone or dial operator in an emergency, but need 

a special phone or help in getting the number or dialing); or 
0 are you completely unable to use the telephone? 
- Not answered 

2. Can you get to places out of walking distance ... 
2 without help (can travel alone on buses, taxis, or drive your own car); 
1 with some help (need someone to help you or go with you when traveling); or 
0 are you unable to travel unless emergency arrangements are made for a 

specialized vehicle like an· ambulance? 
- Not answered 

3. Can you go shopping for groceries or clothes [ASSUMING S HAS 
TRANSPORTATION] ... 

2· without help (taking care of all shopping needs yourself, assuming you had 
transportation); 

1 with some help (need someone to go with you on all shopping trips); or 
0 are you completely unable to do any shopping? 
- Not answered 

4. Can you prepare your own meals ... 
2 without help (plan and cook full meals yourself); 
1 with some help (can prepare some things but unable to cook full meals 

yourself); or 
0 are you completely unable to prepare any meals? 
- Not answered 

5. Can you do your housework ... 
2 without help (can scrub floors, etc.); 
1 with some help (can do light housework but need help with heavy work); or 
0 are you completely unable to do any housework? 

Not answered · 
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OARS Activity of Daily Living (continued) 

6. Can you take your own medicine ... 
2 without help (in the right doses at the right time); 
2 with some help (able to take medicine if someone prepares it for you and/or 

reminds you to take it);-or 
0 are you completely unable to take your medicines? 
- Not answered 

7. Can you handle your own money ... 
2 without help (write checks, pay bills, etc.); 
1 with some help (manage day-to-day buying but need help with managing your 

checkbook and paying your bills); or 
0 are you completely unable to handle money? 
- Not answered 

Physical ADL 

8. Can you eat ... 
2 without help (able to feed yourself completely); 
1 with some help (need help with cutting, etc.); or 
0 are you completely unable to feed yourself? 
- Not answered 

9. Can you dress-and undress yourself ... 
2 without help (able to pick out clothes, dress and undress yourself); 
1 with some help; or 
0 are you completely unable to dress and undress yourself ? 
- Not answered 

10. Can you take care of your own appearance, for example combing your hair and 
(for men) shaving ... 

2 without help; 
1 with some help; or 
0 are you completely unable to maintain your appearance yourself? 
- Not answered 

11. Can you walk ... 
2 without help (except from a cane); 
1 with some help from a person or with the use of a walker, or crutches, etc.; or 
0 are you completely unable to walk? 
- Not answered 



OARS Activity of Daily Living (continued) 

12. Can you get in and out of bed ... 
2 without any help or aids; 
1 with some help (either from a person or with the aid of some device); or 
0 are you total! y dependent on someone else to lift you? 
- Not answered 

13. Can you take a bath or shower ... 
2 without help; 
1 with some help (need help getting in and out of the tub, or need special 

attachments on the tub); or 
0 are you completely unable to bathe yourself? 
- Not answered 

14. Do you ever have trouble getting to the bathroom on time? 
2 No 
OYes 
1 Have a catheter or colostomy 
- Not answered 

[ IF "YES" ASK a.] 
a. How often do you wet or soil yourself (either day or night)? 

1 Once or twice a week 
2 Three times a week or more 
- Not answered 
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APPENDIX! 

Social Network List and Support System Scale 

Now I would like to ask you to list all unpaid persons who are important to 

you at this time in your life whether you like them or not. Those persons may be, for 

example, family members, relatives, friends, neighbors, co-workers, or others. Please 

list people with whom you have some sort of contact (fact-to-face, by letter or phone). 

For each person please tell me their first name or initial, gender, age, and what their 

relationship is to you. 

(AFTER EACH NAME, PROBE "ANYONE ELSE?") 

Name or Initial Gender Age Relationshi}J_ 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
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Social Network List and Support System Scale( continued) 

Helpful/ Pleasant Upsetting/ Unpleasant 
Socializing- Are there ever times when you Are there ever times when you 
visiting with, are doing activities with X? are doing activities with X and it 
recreation, When those times are pleasant, is unpleasant or upsetting or 
chatting, etc. how pleasant are they? times when you would like to 

socialize with X and can't? 
When it's upsetting, how 
upsetting is it usually? 

1 not helpful or doesn't 1 not upsetting or doesn't happen 
happen 2 slight! y upsetting 

2 slightly helpful 3 somewhat upsetting 
3 somewhat helpful 4 very upsetting 
4 very helpful 

IF UPSETTING 3 or 4 ask: 
"What is the nature of problem?" 

Tangible Are there ever times when X Are there times when you feel 
assistance- does help you out by doing things you need assistance from X and 
t4ings for you for you? How helpful do you he/she doesn't come through? 
when you need it find those times to be? How upsetting are those times ... 
or doesn't give it usually? 
when you need it 1 not helpful or doesn't 
(i.e., helping with happen 1 not upsetting or doesn't happen 
household chores, 2 slightly helpful 2 slightly upsetting 
help at work, 3 somewhat helpful 3 somewhat upsetting 
family care, 4 very helpful 4 very upsetting 
financial 
assistance, etc.) IF UPSETTING 3 or 4 ask: 

"What is the nature of problem?" 
Cognitive Have there been times when X Have there been times when X 
guidance- good has given you advice, has given unasked-for or bad 
advice, suggestions or information of advice? How upsetting have you 
suggestions, helped you clarify your found this? 
explanations of thinking? How helpful has 
something this been usually? 
troubling, useful 
information/bad 1 not helpful or doesn't 
advice, misleading happen 1 not upsetting or doesn't happen 
information, 2 slightly helpful 2 slightly upsetting 
unasked for advice. 3 somewhat helpful 3 somewhat upsetting 

4 very helpful 4 very upsetting 

IF UPSETTING 3 or 4 ask: 
"What is the nature of problem?" 
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Social Network List and Support System Scale (continued) 

Helpful/ Pleasant Upsetting/ Unpleasant 
Emotional support- Do you feel that you get Are there times when you would 
sympathy, emotional support from X- like to get emotional support 
understanding, that he/she is caring, from X and you don't? How 
reassurance, security understanding, upsetting is it when that happens? 
of "being there," etc. sympathetic? How helpful 

is that to you usually? 
I not upsetting or doesn't happen 

1 not helpful or doesn't 2 slightly upsetting 
happen 3 somewhat upsetting 

2 slightly helpful 4 very upsetting 
3 somewhat helpful 
4 very helpful IF UPSEITING 3 or 4 ask: 

"What is the nature ofproblem?" 
Self-Disclosure How helpful do you find it Are there times when you would 
(Confidante)-Talk usually when you do share like to confide in them, but 
over personal those thoughts and feelings somehow you are unable to do so, 
problems and with X? or you feel it's not okay, or times 
troubles with, tell when you do confide and don't 
personal feelings to. get the kind of response you're 

looking for? How upsetting is it 
to you when this happens? \ 

1 not helpful or doesn't 1 not upsetting or doesn't happen 
happen 2 slight! y upsetting 

2 slightly helpful 3 somewhat upsetting 
3 somewhat helpful 4 very upsetting 
4 very helpful 

IF UPSETTING 3 or 4 ask: 
"What is the nature of problem?" 




