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Informal caregivers play a major role in providing long-term care (LTC) for older
adults. Given the demands of caregiving, caregivers experience various negative
caregiving outcomes and eventually worse health. Despite extensive research, prior
research reveals limited knowledge about caregiver health because of a lack of attention
toward the role of resources, inconsistent findings, and a dearth of ethnic specific detailed
knowledge. Thus, this study aims to examine a health model with two different samples
drawn from (1) the 2004 National Long-term Caregiver Survey (NLTCS) and (2) a
Korean American (KA) caregiver survey. The health model is built upon the
Conservation of Resource (COR) Theory and consists of various sets of variables.
Structural equation modeling was used to test the health model in each sample. The
measurement models and the initial structural models produced poor model fit; however,
after modifications were made the final structural models fit well in each data set.
In the NLTCS model, more difficult caregiving condition (i.e., caring for older
adults with more health problems and longer caregiving time) was related to having
fewer resources (i.e., less feeling of mastery, fewer financial resources, less social
support, and less family harmony) and negative primary outcomes (i.e., more stress and
burden). Moreover, more resources were related to better primary outcomes and better

physical health of caregivers. On the other hand, caregiving condition was not associated
with resources in the KA model. However, other paths from caregiving condition to
primary outcomes, and from resources (i.e., higher self-efficacy, more financial resources,
greater social network, greater family harmony, and higher English proficiency) to
primary outcomes and to health were also found in the KA models. The findings indicate
that resources are related to primary outcomes as well as the final health outcomes across
ethnicities, and the importance of resources may be particularly high among the KA
population. This study suggests that caregiver support policies and culturally competent
programs be expanded. Further studies using longitudinal data and different indicators of
the constructs of interest are needed. Finally, some modifications are suggested for better
application of the COR theory to caregiving condition.
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CHAPTER 1. INTRODUCTION

This chapter includes the statement of the research problem and the aims and
objectives of the study. In addition, background information on the prevalence of
informal eldercare, caregiving tasks, caregiving impact on health of caregivers, cultural
diversity in understanding caregiving experiences, and policy related to informal
caregiving is reviewed. The theoretical framework for this study, the Conservation of
Resource Theory (COR) theory, is examined in the application of caregiving situations.
Lastly, how this study is relevant to social work is discussed.
A. Problem Statement
Informal caregivers play a major role in providing long-term care (LTC) for older
adults. Approximately 43.5 million people in the U.S. provide care for their family
members or friends age 50 or older (National Alliance for Caregivers & the American
Association of Retired Persons [NAC & AARP], 2009). The economic value of informal
care was $306 billion in 2004 (Arno, 2006). Furthermore, the need for caregivers will
grow rapidly because of a combination of an increase in the older adult population,
increased risk of disability and cognitive impairment with aging, and longer life
expectancy. The Centers for Medicare and Medicaid Services (CMS, 2009) predicted that
12 million older adults in the U.S. will need long-term care in 2020 and family or friends
will care for most of them at home.
As the need for informal care increases, there is a growing concern about the
needs of caregivers. A substantial body of research has shown that providing care for
individuals with chronic conditions jeopardizes the caregivers‟ health. Individuals
1
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become caregivers without appropriate preparation for that role (NAC & AARP, 2004;
Alzheimer‟s Association and National Alliance for Caregiving [AA & NAC], 2004).
While performing various tasks of caregiving, caregivers experience high levels of stress
(Bjornsdottir, 2002), anxiety (Chun, Knight, & Youn, 2007), depression (Beeson, 2003;
Pinquart & Sorensen, 2003), and a decline in their physical health (Pinquart & Sorensen,
2003; Schulz & Sherwood, 2008). This health risk may lead to decreased ability to
provide care as well as poorer quality of life in both caregivers and care-recipients
(Family Caregiver Alliance [FCA], 2006).
However, despite a considerable amount of research, evidence about the
wellbeing of informal caregivers tends to be fragmented and inconclusive possibly
because of limited theoretical perspective in caregiving research, inconsistent findings,
and lack of research on minority caregivers. There is also a lack of a resource-oriented
perspective in understanding the caregiving experience (e.g., Clair, Fitzpatrick, & Gory,
1995; Rapp, Shumaker, Schmidt, Naughton, & Anderson, 1998). Prior studies have
tended to rely on a stress and coping theoretical framework that focuses on the cognitive
process of caregiving experiences. This restricted theoretical perspective results in
underestimating the environmental effects of resources (Hobfall, 1989). Rapp et al.
(1998) argued that little attention has been paid to how resources were related to each
other and jointly affected the wellbeing of caregivers.
In addition, prior research provided conflicting findings about the relationships
between caregiving related factors. For example, some prior research concluded that
social support network was an important predictor of caregiver health (Gupta & Phllai,
2000), whereas other research found no relationship between social support network and
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caregiver health (Roff et al., 2004). The inconsistent findings are possibly due to the
effect of confounding factors, use of different measurements, or characteristics of
samples. However, as a result, knowledge about how caregiving affects health of
caregivers remains inconclusive. Lastly, there is a lack of evidence about minority
caregivers. Given the growing diversity of the aging population, there is increased
demand for ethnically or culturally competent knowledge about minority caregivers and
their experience (Kim & Knight, 2008).
In sum, the prevalence of informal caregiving is increasing and this role is
becoming more critical than ever. However, prior research reveals a limited knowledge
about health of caregiver because of a lack of attention toward the role of resources,
inconsistent findings, and a dearth of ethnic specific detailed knowledge. Therefore, this
study aims to provide integrate knowledge about the health of caregivers in two samples,
a national U.S. caregiver sample and a Korean American caregiver sample, from a
resource -oriented perspective, which may advance the literature by filling the gaps
identified in existing research.
B. Aims and Objectives
This study has two aims. The first aim is to advance knowledge about a national
sample of informal caregivers. The two objectives are: 1) to describe caregiving
conditions, resources, primary caregiving outcomes, and caregiver health using the
Caregiver Survey data from the 2004 National Long-Term Care Survey (NLTCS); and 2)
to test a theoretical model of caregiver health with the same sample (NLTCS model). The
caregiver health model used in this study is based on the Conservation of Resources
theory (COR, Hobfall, 1989), consisting of a comprehensive set of constructs such as
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caregiving conditions, resources, primary caregiving outcomes, and health of informal
caregivers. Various pathways between constructs are tested using a structural equation
model (SEM).
The second aim of this study is to offer in-depth knowledge about Korean
American (KA) caregivers. Korean Americans are one of the fastest growing ethnic
minority populations in the U.S (Han, Kim, Lee, Pistulka, & Kim, 2007). The two
specific objectives are: 1) to describe caregiving conditions, resources, primary
caregiving outcomes, and caregiver health in a sample of KA caregivers, and 2) to test
the theoretical model of caregiver health with the KA sample (KA model) by adding
acculturation resources such as residency in the U.S. and English proficiency to the
NLTCS models using SEM.
C.

Background
Informal care is defined as “care given to dependent persons, such as the sick and

older adult, outside the framework of organized, paid, professional work” (Marshall,
1998, p. 221). The number of informal caregivers varies depending on the criteria in
identifying caregivers such as care-recipients‟ age, amount or type of care that caregivers
provide, or relationships between care-recipients and caregivers. In 2004, the NAC and
AARP estimated that 34 million adult caregivers provided care for people who had one or
more Instrumental Activities of Daily Living (IADL) or Activities of Daily Living (ADL)
limitations and were 18 or over. However, in the same year, the Survey of Income and
Program Participants reported that there were 27 million family caregivers for everyday
needs of someone age 15 and older, whereas the National Survey of Families and
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Households estimated that 30.7 million people provided personal assistance to adults age
18 and over (Arno, 2006).
According to the most recent estimate by NAC and AARP (2009), the total
number of informal caregivers was 54.1 million and among those, 43.5 million people
provided care for older adults. This number of caregivers of older adults accounted for
approximately 18% of the total U.S. population in 2009. This study defines caregivers as
those who assist with one or more IADL or ADL limitations and whose care-recipients
were age 50 and older. Because of the inclusion criterion requiring a functional limitation
of care-recipients, caregivers who provide care for care-recipients without IADL or ADL
limitations were not included in this study. Thus, the number of caregivers would
increase if caregivers caring for an older adult without ADL or IADL limitations were
included.
Although there has been an increase in the use of paid care, more than 70% of
caregivers are unpaid informal caregivers (Super, 2002). Informal care has been preferred
over formal care for several reasons. At an individual level, either older adults or the
informal caregivers can benefit from informal care. Staying home in a familiar
environment provides an older adult with more comfort, security, and privacy (Roush &
Cox, 2000; Williams, 2004). In addition, family caregivers can sustain their relationship
with their older adults (Brown, Davis, & Martens, 1990; Williams, 2004), fulfill their
filial obligation (Cohen, Colantonio & Vermich, 2002; Lee, Farren, Tripp-Reimer, &
Sadler, 2003), and sometimes improve their self-esteem by providing care for someone
(Jacobi, van den Berg, Boshuizen, Rupp, Dinant, & van den Bos, 2003).
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In addition, informal care has recently been emphasized more at the policy level
from a cost-effectiveness perspective (Bittman, Hill, & Thomson, 2007; Bolas, Wersch,
& Flynn et al., 2007; Bookman, 2008). Given the increase in the older adult population,
the cost of long-term care is predicted to increase substantially (Bjornsdottir, 2002; Clark,
Burkhauser, Moon, Quinn, & Smeeding, 2004), but the government‟s financial ability to
cover this rising cost will decrease (Bookman, 2008). As a result, community care and
informal care have emerged as crucial resources to deal with LTC needs, which will
delay institutionalization for older adults and ultimately decrease health care costs. Thus,
an increase in the older adult population and preferences for informal care over formal
care together suggest that the prevalence of informal care will increase rapidly (NAC &
AARP, 2004)
Caregiving Tasks
Research commonly demonstrates that caregiving is a demanding job, which
involves providing physical, emotional, financial (FACCT & RWJF, 2001; NAC, 2007),
or even medical assistance (Vitaliano, Young, & Zhang, 2004). The amount or type of
care that caregivers provide may be different depending on care recipients‟ health
conditions or needs (FACCT & RWJF, 2001). When the older adult has severe physical
or cognitive impairment, caregivers may have to provide care even at night time and need
more physical involvement such as carrying or bathing the older adult (FACCT & RWJF,
2001).
In addition, caregivers may have to offer emotional support or encouragement to
the older adult (NAC & AARP, 2004). Financial aid is another type of assistance that
caregivers are often expected to provide for their older adults. Evercare and the National
Alliance for Caregivers (Evercare & NAC, 2007) reported that extrapolated annual costs
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of caregiving were around $5,531 per older adult based on the 30-day expense diaries of
a sample of family caregivers. The caregiving costs increase when the loss of income
arising from reduced work hours due to care responsibility is included. Recently, the role
of informal caregivers has expanded to include medical involvement such as pain
management or medication. For example, caregivers of people with Alzheimer‟s are
asked to provide ongoing medical care for Alzheimer‟s and any other health problems
that might happen (FCA, 2002). Therefore, caregivers provide various types of care for
their older adults, which could affect the wellbeing of caregivers.
Impacts of Caregiving
Caregiving may bring about some positive effects for caregivers. From a
reciprocal perspective, caregivers‟ self-esteem may improve because of caring for
someone (Jacobi et al., 2003; Nolan, Grant, & Keady, 1996). In certain cultures,
particularly in Asian cultures, adult children are expected to take care of their frail older
parents (Yoon, 2003). Thus, when caring for parents, adults may feel some satisfaction or
pride in conforming to social expectations or obligations.
However, extensive research has found that caregiving has various negative
effects on caregivers (Bolas et al., 2007; Georges, Jansen, Jackson, Sadowska, & Selemes,
2008; Doran, Drever, & Whitehead, 2003). First, from a career development perspective,
caregivers may have trouble developing their career because of lack of time for selfinvestment (FACCT & RWJF, 2001; NAC, 2007) or the need to quit a job in order to
provide care for the older adult (Schulz, 2000). Second, from a social context perspective,
caregivers may have problems in developing and maintaining their social relationships.
They tend to spend less time with other family members or friends (NAC & AARP,
2009), which may affect their relationships with them or family dynamics. Social
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isolation is a recurring theme of caregivers‟ feelings as reported in caregiving studies
(Bolas et al., 2007; FACCT & RWJF; Viatliano et al., 2004).
Lastly, caregiving creates physical and psychological strains. A considerable
amount of research shows that caregivers report a wide range of health risk factors such
as physical strain, anxiety, and emotional stress (NAC & AARP, 2009). Such strains
arising from caregiving and complex caregiving situations cause caregivers to be at risk
of poor health. Caregivers consistently report higher levels of depressive symptoms and
mental health problems than non-caregivers (Marks, Lambert, & Choi, 2002; Pinquart &
Sorensen, 2003; Teri, Logsdon, & Uomoto, 1997; Schulz et al., 1997). In addition,
depressed caregivers are more likely to have an anxiety disorder or experience substance
abuse or dependence (Spector & Tompi, 2005).
A decline in physical health has also been found among caregivers. Caregivers
report poorer physical health than non-caregivers (Pinquart & Sorensen, 2003; Schulz,
O‟Brien, Bookwals, & Fleissner, 1995). In addition, caregivers are likely to be
susceptible to some conditions such as heart attack, high blood pressure, or weak immune
systems (Cannuscio, Jones, Kawachi, Berkman, & Limm, 2003; Kim & Knight, 2008;
Vitaliano, Zhang & Scanlan, 2003). Schulz and Beach (1999) identified caregiving as a
risk factor for mortality and found that caregivers had a 63% higher mortality rate
compared to non-caregivers using a prospective longitudinal study.
Moreover, caregivers show a low level of self-care while providing care for older
adults. Caregivers lack the time and energy to prepare appropriate meals for themselves
or to exercise (FCA, 2006; NAC & Evercare, 2006). Caregiving often leads to negative
changes in health habits (Schulz & Sherood, 2008). Thus, intervention programs to
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maintain and enhance the heath of caregivers are needed. Development of an appropriate
intervention program, however, must be preceded by a better understanding of the
complex caregiving situations and how they are related to health of caregivers.
Cultural Diversity
The number of minority older adults is increasing in the U.S. (NAC & AARP,
2004). According to the U.S. Census of 2005, the senior population continues to increase
among all ethnic groups, but Hispanic and Asian older adults are expected to grow the
fastest. In 2000, non-Hispanic White older citizens were predominant, accounting for
around 84% of the older population, whereas other ethnic groups were proportionally less
represented (U.S. Census Bureau, 2005). However, by 2030, the proportion of the nonHispanic Whites is expected to decline to 72% and even reach 61% by 2050. In contrast,
Asian and Hispanic populations will increase to approximately 5% and 11% of the older
population by 2030, and nearly 8% and 18% by 2050, respectively.
Diversity in the older population indicates the increasing need for cultural
competency in understanding caregiving experiences. Ethnicity can contribute to
different caregiving experiences and outcomes. Aranda and Knight (1997) explained that
ethnicity and cultural value are related to each other, which affects whether individuals
feel burdened, select certain coping strategies, and perceive and employ social support.
In addition, ethnicity not only influences the different appraisal of caregiving, but also
affects variations in socio-economic status, perceived social network, and accessibility to
social services. Researchers have found that ethnic minority groups have a limited social
network (Valle, Yamada, & Barrio, 2004) and low socio-economic status (Sockolne,
Hallevy-Levin, & Cohen, 2007), and experience structural barriers in using social
services (Kim & Lee, 2003). Thus, Soskolne, Halevy-Levin and Cohen (2007) argued
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that ethnicity is one of the most important variables influencing caregivers‟ health.
Pinquart and Sorensen (2005) also mentioned that caregiving outcomes including health
could not be explained without understanding or examining cultural or ethnical
backgrounds.
Although there has been increasing attention on ethnic minority groups, research
on these groups, except for African Americans, is relatively scant (Dilworth-Anderson,
Williams, & Gibon, 2002; Janevic & Connell, 2001; Kim & Knight, 2008). DilworthAnderson et al. (2002) argued that there is a need for a deeper understanding of how
ethnic minority groups, especially Asian American and Native American, care for their
older adults. Kim and Knight (2008) also addressed the importance of studying Asian
caregivers because of the potential differences of caregiving experiences arising from
Confucian or family centered values. In sum, this increasing diversity among informal
caregivers challenges generalizations of the findings of the studies as well as necessitates
an ethnic specific in-depth knowledge.
D.

Caregiving and Public Policies
There are various supportive policies for caregivers and older adults. In this

section, caregiver support policy and long-term care policy for older adults are discussed.
In addition, barriers that minority/immigrant caregivers may encounter to use public
programs are reviewed.
Caregiver Support Policy
Family caregivers‟ wellbeing has been a main political concern (National Family
Caregivers Association, 2009). The Family and Medical Leave Act (FMLA), National
Family Caregiver Support Program (NFCSP), and several Tax Credit or Deduction
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programs have been implemented to support caregivers. First, the FMLA legislated in
1993 provides caregivers with up to 12 weeks of unpaid leave per year to care for their
family. However, benefits from the FMLA are limited depending on working hours and
company size. Thus, some caregivers cannot take unpaid leave because of their financial
difficulty, employment status, or small company size (AARP, 2008).
The National Family Caregivers Support Program (NFCSP) under the Older
Americans Act is implemented through partnerships with local government service
providers. The NFCSP consists of three components: The National Family Caregiver
Support Program (Title III, Part E), the Native American Caregiver Support Program
(Title VI, Part C), and a research and demonstration program, National Innovation
Programs (Title III, Part E, Subpart 2). Through these policies, various supportive
programs such as information, assistance, training, or home and community based
services are provided for informal caregivers. However, funding for the NFCSP has not
been sufficient to cover needs for caregivers (National Council on Aging, 2007).
Lastly, family caregivers benefit from tax incentives. The Dependent Care Tax
Credit at the federal government level provides benefits to caregivers, but only about
direct caregiving costs, including medical services or food so a significant amount of
indirect costs are not covered (Nixon, 2008). Some state governments also provide tax
breaks for eldercare to people caring for a family member in their own home (Super,
2002), but it has only been implemented in half of the states (Nixon, 2008).
Long-Term Care Policies
Long-term care (LTC) refers to “a variety of services that include medical and
non-medical care to people who have a chronic illness or disability” (CMS, 2009).
Instrumental Activities of Daily Living (IADL) and Activities of Daily Living (ADL)
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assessments are employed to determine whether individuals need LTC. IADL include
household chores and management of money, whereas ADL include the most basic selftasks like bathing or eating. LTC may be needed due to disability in performing daily
activities at any age. However, given the increasing possibility of frailty and disability
related to aging, LTC has been an important area of concern in gerontology (Clark et al.,
2004). According to the Family Caregiver Alliance (FCA, 2005), there were 10 million
people in need of LTC and 63% (6.3 million) of them are older adults age 65 or over in
2000.
LTC services are delivered through institutional, residential, home, and
community based settings. Institutional settings provide services for those who cannot be
cared for at home, and nursing homes are the most common example of this service
(Clark et al., 2004). Residential settings including assisted living facilities that provide
services such as meals and housekeeping for better functioning older adults (Clark et al.,
2004). Lastly, home and community based services (HCBS) refers to an array of services
such as respite care, adult day care, home-delivered meals, transportation service,
personal care, nursing care at home, and caregiver support services (Center for Medicaid
Services, 2009).
Medicare and Medicaid are the major sources for financing LTC, accounting for
20.4% and 48.9% of the total expenditure for LTC, respectively (Komisar & Thompson,
2006). Medicare is a federally funded health insurance program for those age 65 or more
and for those under 65 with certain disabilities. Medicare is composed of Hospital
Insurance (Part A) and Supplementary Medical Insurance (Part B). Additionally, Part D,
which became effective in January 2006, provides more comprehensive drug coverage.
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Through Part A and Part B, Medicare covers hospital care and skilled care for a short
time. However, it is not sufficient to meet rising and diverse LTC needs for older adults.
For example, because Medicare pays neither for unskilled home care nor for care lasting
more than 100 days, many beneficiaries of this program purchase private insurance or
acquire supplemental coverage from their employers (Johnson & Wiener, 2007). In
addition, Medicare‟s cost-sharing requirement is often a considerable burden to older
adults and their family (Gibon & House, 2006)
Medicaid, a joint health care program between the federal and state governments,
is the largest funding source for LTC, accounting for nearly half of LTC costs (Komisar
& Thompson, 2006). Medicaid provides relatively substantial coverage for LTC services
such as nursing home care, health care at home, and Home and Community Based
Services (HCBS). Moreover, state Medicaid programs cover various HCBS. All states
except Arizona offer HCBS services under Section 1915(c) Home and Community Based
Services Waivers of the Social Security Act; Arizona operates a unique statewide waiver
program under 1115 Research and Demonstration Projects (CMS, 2009). As of 2009,
approximately 287 active HCBS waiver programs have been implemented in the U.S.
(CMS,2009). However, because Medicaid is a means-tested program for people with
low income, its eligibility criteria are strict and older adults may have to exhaust their
assets to qualify for Medicaid. Therefore, Medicaid has been criticized because it forces
older adults to spend down their assets in order to become eligible (Clark et al., 2004). In
addition, a federal law, the Deficit Reduction Act of 2005, extended the “look-back”
period of Medicaid from three to five years. Having this “look back” period may place
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more older adults in a risky situation by extending the time period for disqualification
(Gibon & Houser, 2006).
Considering that Medicare and Medicaid were originally designed to meet the
acute care needs mostly for older adults and for individuals with low income, respectively,
the insufficient coverage and the remaining unmet needs for LTC may be predictable.
The absence of an integrative eldercare policy and health care system overwhelms
informal caregivers caring for older adults. The recent economic crisis increases the
burden on informal caregivers due to losing their jobs or taking pay cuts (Evercare &
NAC, 2009). A recent report pointed out that caregivers are more likely to relocate their
older adults from a care facility to home in order to reduce costs while suffering from the
recession (Evercare & NAC, 2009).
Minority/Immigrants Caregivers and Policies
Ethnic minority populations often encounter barriers in accessing public services
and programs. Because minority caregivers are likely to work for a small-sized company
or are self-employed (Kaiser Family Foundation, 2008), they may rarely receive benefits
from the FLMA. In addition, ethnic minorities are more likely not qualify for either
Medicaid or Medicare due to their undocumented status or recent immigration (Catherine,
Stacy, Tara, Lina, & Ali, 2005), which reduces accessibility for LTC services among
minority older adults and their caregivers. The Personal Responsibility and Work
Opportunity Reconciliation Act of 1996 (PRWORA) restricts immigrants‟ accessibility
even more by requiring more than a 5-year stay in the U.S. to receive benefits from
publicly funded programs.
In addition, systematic discrimination exists in accessing and using public
programs. For example, Medicare participating physicians are not required to accept all
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patients, which may disadvantage minority populations because it allow doctors to select
their patients based on ethnicity or race (Eichner & Vladeck, 2005). Some states restrict
eligibility for Medicaid waiver programs to individuals who are unable to get family
support, which leads to ethnic discrimination given the high levels of family involvement
among this group (Angel & Angel, 2006). Moreover, limited English proficiency is
another challenge that minorities encounter in using public services. Executive Order No.
13166 (2000) was initiated to improve accessibility for individuals who cannot speak
English fluently by requiring federally funded programs to develop a plan for them.
However, because of limited budget and lack of infrastructure and enforcement, the
initiative does not seem to be successful (Mui, Kang, Kang, & Domanski, 2007).
In summary, various services have been implemented to deal with LTC needs and
to support caregivers of older adults. However, funding is inadequate to cover the
increasing needs for LTC and to support caregivers; fragmented infrastructure and weak
enforcement may limit implementation of such policy programs. In addition, minority
older adults and caregivers may encounter more difficulties in using publically funded
programs than their majority counterparts.
E. Theoretical Framework
The Conservation of Resource (COR) theory provides the theoretical framework
for this study. Caregiving has often been investigated in a life-stress paradigm (Ensel &
Lin, 1991) given the consensus that caregiving produces enormous stress. Out of
variously adapted stress theories, Pearlin and colleagues‟ (1981) stress model and
Lazarus and Folkman‟s (1984) stress and coping model have been most frequently
employed in caregiving studies (Dilworth-Anderson, Goodwin, & Williams, 2004). The
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stress model indeed focuses on stressors, making a distinction between primary stressors
and secondary stressors, whereas the stress and coping model gives more attention to
coping or appraisal in responding to stress. Both models, however, emphasize an
individuals‟ cognitive process in undergoing a stressful situation of caregiving, resulting
in underestimating environmental effects.
The COR theory is an integrated stress theory that suggests an equivalent
emphasis on the environmental and internal aspects of the stress process (Hobfall, 1989).
The basic principle of the COR theory is that “individuals strive to retain, protect, and
build resources” (Hobfall, 2001, p. 341). When possible loss of resources is anticipated or
actual loss of resources happens, individuals experience stress and then try to offset net
loss by utilizing other resources (Hobfall, 1989; Hobfall, 2001). In this process,
“successful adaptation of resource conservation strategies” leads to a gain in “secondary
resources,” whereas “unsuccessful adaptation of resource conservation strategies” results
in “secondary losses” (Hobfall, 2001, p.358).
The COR theory broadly defines resources. According to the COR theory,
resources are defined as “those objects, characteristics, conditions, or energies that are
valued by the individual or that serve as a mean for attainment of these objects,
characteristics, conditions or energies” (Hobfall, 1989, p. 517). In addition, Hobfall (1989)
mentioned that resources have either instrumental or symbolic values to individuals. Thus,
anything valued by individuals and helpful to relieve stressful situations can be a resource
in the COR theory. Hobfall (2001) listed examples of resources and this list demonstrates
the broad definition of resources. For example, various objective materials such as having
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a car, clothes, money, or food and subjective feelings such as sense of optimism,
relationship with children, or loyalty of friends are included in this list.
The stream of efforts to maintain resources is applied to caregivers‟ situations.
While caring for the older adult, caregivers encounter resource losses in terms of time,
energy, or health. Caregivers then feel the lack of resources and try to restore them by
seeking help from their social network or using formal services. In doing this, successful
resource gain leads to an offset of resource loss arising from caregiving. However, if
caregivers fail to acquire further resources, it aggravates the stressful caregiving situation.
This process of resource gain or loss will ultimately affect caregivers‟ health; continued
gain in resources may retain caregivers‟ health, whereas constant losses in resources may
lead to a deterioration of health. Thus, caregivers who experience constant losses of
resources may decide to place their older adults in an institution like a nursing home.
Figure1.1 shows the application of the COR theory to the caregiving situation as
described above, depicting how caregiving influences health of caregivers and their
subsequent decision for a nursing home placement of a care-recipient.

Figure 1.1. Application of the COR theory to a Caregiving Situation
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A strength of the COR theory is its contextual consideration in understanding
caregivers‟ stressful situations. Hobfall (2001) argued that individuals cannot be
understood apart from their situation because the characteristic of “individuals-nested in
family-nested in tribe.” Thus, responses to stress and employment of resources are
culturally and contextually based (Hobfall). Hobfall (2001), furthermore, asserted the
difference between appraisal-based theory and the COR theory, underlining the strength
of the COR theory:
Resource based theories of stress among which COR is one…directly challenge
appraisal-based stress theories, not because they disregard appraisal, but
because they suggest that the fit of personal, social, economic, and
environmental resources with external demands determines the directions of
stress responding and resultant outcomes. (p. 339)

Thus, the COR theory provides a strong foundation in understanding and explaining why
a certain group of caregivers has worse health than other groups by considering their
contextual situations, such as a lack of various types of resources beyond the internal
coping or appraisal process.
In addition, the COR theory addresses linking relationships among resources,
which leads to a deeper understanding of the nature of resources. Hobfall (2001) argued
that “having one major resource is linked with having others, and likewise for their
absence” (p.350). For example, individuals with a high level of self-efficacy in
caregiving are more likely to either have a larger informal network or use more formal
services. Further, he suggested that the amount of resources that individuals possess tends
to be consistent over time. The argument has been supported empirically, but not with
caregivers (e.g., King, King, Foy, & Fairbank, 1999; Thoits, 1994). Caregivers with
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fewer resources tend to remain lacking in resources over time, which in turn, leads to
their continuously perilous situations due to lack of resources.
Lastly, the strong belief in a human being‟s proactive ability in the COR theory
(Hobfall, 1989) is in line with the core values of social work: respect toward human
beings and their self-determination. In the COR theory, individuals actively respond to
stressors by attempting to acquire resources. This perspective on human beings may
provide an additional strength in developing and implementing intervention programs for
caregivers based on the COR theory.
In sum, the COR theory provides a valuable resource-centered perspective in
explaining caregiving experiences. The level of resources that caregivers already have or
the extent to which caregivers acquire resources in dealing with caregiving stress may
lead to different health status as well as levels of burden or stress. In addition, the amount
or types of resources that caregivers have or acquire may differ depending on caregivers‟
contextual situations such as ethnical or cultural background. Although the COR theory
has not been used in caregiving studies, it has been widely and successfully applied to
stress situations such as disasters (e.g., Freedy, Saladin, Kilpatrick, Rensnick, & Saunders,
1994) or stress and burnout in work places (e.g., Grandey & Cropanzano, 1999; Janssen,
Schaufeli, & Houkes, 1999). A large consensus that caregiving is a chronic stressful
situation provides a rationale to employ the COR theory in this study.
F. Relevance to Social Work
This study is relevant to social work in several ways with potentially important
implications for social work practice, education, and research. This section describes how
this study is pertinent to social work at the micro, mezzo, and macro levels.
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Micro Level
This study may help social workers and health care service providers to develop
more specific and targeted intervention programs for older adults and their informal
caregivers. General information about informal caregivers and specific information about
Korean American caregivers are identified through this study. First, findings with a
national caregiver sample can help social workers to develop general intervention
programs across all ethnic groups. For example, financial burden was a common and
important factor that affects the wellbeing of caregivers. Based on this evidence, social
workers may need to provide education sessions about financial aid or support programs
available to family caregivers.
In addition, this study may help equip social workers with cultural competence,
especially about KA caregivers and their older adult care recipients. Health care service
providers are required to understand clients‟ culture as the first step in developing and
providing “culturally-tailored intervention” in an effective way (Maramaldi & Guevara,
2003). Findings with the Korean American sample provide social workers with a variety
of information and knowledge about KA caregivers such as underuse of formal services
or poor health status of caregivers. This can guide social workers in developing culturally
competent interventions. As a result, this program would benefit informal caregivers by
decreasing resistance and barriers while increasing their involvement in programs.
Mezzo Level
This study may contribute to enhancing information and knowledge in working
with groups of informal caregivers and older adults as well as the community. First,
social workers can use findings of this study in doing group work. For example, when
working with informal caregivers, social workers may be asked to organize and manage a
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caregiver support group or to advocate for them. In these cases, an understanding of
variations among caregivers regarding different types of resources would assist social
workers to better manage group dynamics, and to find and represent the needs of
informal caregivers.
Moreover, this study may have implications for the community. Social work is
the field that aims to improve situations in which clients suffer from a lack of resources.
However, because of psychologically oriented perspectives, limited attention has been
directed toward the community. This study could enable social workers to address this
concern by assessing resources from a broader perspective. For example, social workers
may motivate community stakeholders and policy makers to develop better policy to
address financial pressures that caregivers experience. Social workers can mobilize
volunteer translators to effectively serve KA with limited English proficiency. Thus, the
findings of this study could be utilized at the community level.
Macro Level
At the macro level, this study may inform policy makers in several ways. First,
this study identifies health status of caregivers, thereby revealing the seriousness of
caregiver problems and helping to develop policy that ameliorates various difficulties of
caregivers. Second, the resource-oriented perspective of this study could guide policy
makers to clearly understand caregivers‟ needs, including what types of resources are
needed and must be developed to improve their health. Third, findings about Korean
American caregivers demonstrates barriers in accessing public programs like lack of
knowledge and their unique characteristics like importance of social networks. This can
provide policy makers with some ideas to design and adopt public policy for the minority
population.
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This study also advances the existing caregiving studies in several ways.
First, this study provides a comprehensive caregiver health model by including various
variables from a resource-oriented perspective. Second, this study contributes to research
about minority populations. Findings about Korean American caregivers add to the
current knowledge about this population. As a rapidly increasing ethnic group, there is an
urgent demand to understand Korean-American caregivers‟ difficulties and needs (Chun
et al., 2007).
Finally, this study also has implications for theory. This study is the first effort to
test the applicability of the COR theory to a caregiving situation. The COR theory has
been employed in other studies for a better understanding of stress (e.g., Freedy et al.,
1994; Grandey & Cropanzano, 1999; Janssen et al., 1999). However, although caregiving
has been considered as a chronic stressful situation, the COR theory has not been used in
this field of study. Thus, by employment of the COR theory to understand the caregiving
experience, this study expands the applied area of the COR and, furthermore, advances
the theory by providing suggestions for modification or by adding empirical evidence.
G. Summary
The prevalence of informal caregivers is expected to increase rapidly. Given the
demanding caregiving tasks, caregivers experience various negative caregiving outcomes
and eventually worse health. Policies related to informal caregivers have not been
supportive enough to relive caregivers‟ stressful situations. In addition, increasing
diversity of the older adult population necessitates culturally appropriate knowledge
regarding minority caregivers. Thus, this study aims to expand understanding of the
relationships between caregiving conditions, resources, primary caregiving outcomes,
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and health of caregivers among U.S. caregivers in general and Korean American
caregivers. The Conservation of Resource Theory (COR) theory is believed to provide a
valuable perspective for an integrated understanding of these relationships. The next
chapter reviews the relevant research literature and presents the research model for this
dissertation based on the COR theory.
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CHAPTER 2. LITERATURE REVIEW

This chapter describes search strategies in identifying prior research about
informal caregiving and reviews identified research with a focus on factors related to
health of caregivers. At the end of this chapter, a research model for this study is
developed based on the COR theory and prior research. Based on the research model,
research questions and hypotheses are presented.
A. Search Strategy
Electronic databases, including Academic Search Premier, MasterFILE Premier,
ERIC, CINAHL, PsycARTICLES, and Psychology and the Behavioral Sciences
Collections were searched for literature on informal caregiving for older adults. Primary
terms employed for searching previous studies were “informal caregiving”, “caregivers”,
“social network”, “social resource”, and “social support” combined with “older adult”,
“older adults”, “aging”, or “Korean American”. The published year of literature was
limited to 1995 or later. A supplemental search of the same databases was done to find
articles on Conservation of Resources theory. Keywords and phrases included
“conservation of resource theory,” “COR theory,” and “resource conservation.” In
addition, the Internet was searched (primarily through Google) to find reports from
government and advocacy organizations regarding eldercare policy and informal
caregiving. Lastly, multiple studies were identified from reference lists of studies found
from above strategies. Health related research, especially in epidemiology or medicine
was located primarily by this search strategy.
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B. Physical and Psychological Health of Caregivers
Caregivers, especially those who provide care for family members with chronic
illness, are referred as “hidden patients” (Medalie, 1999). This name indicates the
vulnerable status of informal caregivers. With the emphasis on informal caregiving and
enhancing expectations of informal caregivers, responsibility of caregivers increases and
their overall health could be placed in a more precarious position than ever. Recently,
more attention has been paid to health of caregivers as result of caregiving (Parrish &
Adams, 2003). Studies regarding the psychological and physical health of caregivers
concluded that caregiving is associated with caregiver depression (Beeson, 2003;
Pinquart & Sorensen, 2003; Schulz & Sherwood, 2008; Vitaliano et al., 2003) and a
decline in physical health (Pinquart & Sorensen; Schulz & Sherwood).
Empirical studies that compared samples of caregivers and non-caregivers found
that being a caregiver was related to poorer health (Kim & Knight, 2008, Vitaliano et al.,
2003), higher levels of stress hormones (Lovallo & Thomas, 2000; Vitaliano et al., 2003),
and lower antibody responses (Vitaliano et al., 2003). Moreover, longitudinal studies
confirmed the causal relationship between caregiving and poorer health (Burton,
Zadaniuk, Schulz, Jackson, & Hirsch, 2003.; Dilworth-Anderson et al., 2004; Gold,
Feldman-Reis, Markiewicz, & Anres, 1995).
Assessments of physical health can be categorized into two types. The first type
is self-report about health that has frequently been used in the fields of sociology and
social work. A general question asking about caregivers‟ perceived overall health status
(e.g., NAC, 2007; NAC & AARP, 2004) or standardized measurements such as the
Health Perceptions Questionnaires (e.g., Phillips & Crist, 2008) or the Medical Outcome
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Study (e.g., Williams et al., 2008), have been used. In contrast, caregiving studies
conducted in the epidemiology and nursing fields have used a second type of assessment
to measure physical health in more objective ways. For example, physical symptoms,
such as counts of immune-cell markers, glucose levels, weight, blood pressure (Kim et al.,
2008), or self-reports including frequency of visits to a physician (Haley, Levine, Brown,
Berry, & Hughes, 1987) or use of drug prescriptions (Vitaliano et al., 2003) have been
used as measures of health. Regardless of the type of measurement, prior literature
commonly suggested caregivers have poorer health status.
In addition, adverse influences of caregiving on psychological health have been
commonly found in prior research. Caregivers have reported higher levels of burden
(Brazil, Bedard, Willison, & Hode, 2003; Brog & Hallberg, 2006; Matthews, DunbarJacob, Sereika, Schulz, & McDowell, 2004), psychological distress (Pot, Deeg, Dyck, &
Jonker, 1998), and anxiety or depression (Amirkhanyan & Wolf, 2003; Lee & Schulz,
2000). A standardized measurement of depression has been primarily employed to
examine the impact of caregiving on psychological health (Parrish & Adams, 2003).
Some researchers found that the physical health status of caregivers is also related to their
psychological health (Pinquart & Sorensen, 2007; Zanetti et al., 1997).
However, it is important to note that the negative impacts of caregiving on health
of caregivers can be different for individual caregivers. Prior literature suggested that the
influences of caregiving on health of caregivers vary by conditions of care-recipients
(Gaugler, Davey, Pearlin, & Zarit, 2000; Vernooij-Dassen, Felling, & Persoon, 1997),
different degrees of resources (e.g., Braithwaite, 1996; Clair, Fitzpatrick, & La Gory,
1995; Clay, Roth, Wadley, & Haley, 2005; Greenberger & Litwin, 2003; Phillps & Cirst,
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2009), or cultural characteristics (e.g., Aranda & Knight, 1997; FACCT & RWJF, 2001;
Huang et al., 2006).
C. Caregiving Conditions
Caregiving conditions include functional limitation, cognitive impairment, and
behavior problems of the older adults, and caregiving time. These caregiving conditions
could be considered stressors. Stress from caring for the older adult has been identified as
the composition of “mental, physical, financial, and/or interpersonal demands” perceived
by caregivers (Wilk & Crooms, 2008, p. 357). In addition, the COR theory defines stress
as a reaction to a situation where a loss of resources is anticipated or happens (Hobfall,
1989). According to the definition of stress derived from the COR theory, health
conditions of older adults and caregiving time could be stressors because they can be
associated with lost time and physical exhaustion arising from caregiving.
Functional limitation of the Older Adults
Functional limitations of older adults are related to wellbeing of caregivers.
Functional health status of the older adults is often assessed by IADL and ADL
impairments. In general, IADL include banking, meal preparation, money management,
grocery shopping, housekeeping, and communication, whereas ADL include eating,
bathing, dressing, toileting, and transferring (Clark et al., 2004). Prior research suggested
that functional limitations of older adults were associated with the wellbeing of
caregivers.
Prior literature has found that an increase in functional limitations of older adults
was related to increased levels of burden (Van Den Wijngaart, Vernooij-Dassen, &
Felling 2007), anxiety (Chun et al., 2007), and depression (Clair et al., 1995; Lee, Yoon,
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& Kropf, 2007; Miller et al., 2001; Raina et al., 2004; Yoon, 2003) for caregivers.
Moreover, Yoon (2003) found both direct and indirect effects of functional limitations of
older adults on caregiver depression. In addition, health status of the older adult also
influences adaptation of resources; more functional limitations of older adults were
related to increased use of formal services (Bookwalla, Zdaniuk, Burton, Lind, Jackson,
& Schultz, 2004; Houde, 1998).
Cognitive Impairment of the Older Adults
Cognitive impairment of older adults is a predictive factor affecting the
wellbeing of caregivers. Prior research showed that cognitive impairment of older adults
was negatively related to the wellbeing of caregivers. A study found that when caregivers
took care of older adults with scores of 20 or less on the Mini Mental Status
Examination1, they were around five times more likely to experience depressive
symptoms than those who cared for older adults with no possible cognitive impairment
(Shua-Haim, Haim, Shi, Kuo, & Smith, 2001). In addition, Yoon (2003) found a direct
effect and an indirect effect of cognitive impairment on entrapped feeling and depression
among Korean caregivers. Chun et al. (2007) also found a direct effect of cognitive
impairment on caregiver burden among Korean American caregivers.
Problematic behaviors of the Older Adults
Behavior problems of the older adults are one of the strongest factors associated
with the wellbeing of caregivers. Literature suggested that disruptive behaviors of the
older adults were associated with burden (Gaugler et al., 2000) and psychological distress
of caregivers of older adults with dementia (Ducharme et al., 2007; Parrish & Adams,

1

A score below 20 on the Mini Mental Status Exam (Folstein, Folstein, & McHugh, 1975) indicates
cognitive impairment.
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2003). In addition, a prospective longitudinal study found that increases in behavior
problems of older adults predicted worse mental and physical health of caregivers
(Hooker et al., 2002). A study about Korean American, Korean, and Caucasian
caregivers found that as care recipients‟ behavior problems increased, informal caregivers
perceived higher levels of burden, which in turn led to higher levels of depression and
anxiety among all three ethnic groups (Chun et al., 2007).
Caregiving Time
Caregiving time refers to time spent in caregiving. Prior research has shown that
as time for caring increases, perceived burden rises (Lee, Yoon, & Kropf, 2007), life
satisfaction decreases (Borg & Hallberg, 2006), and health deteriorates (Mastrian, Ritter,
& Deimling, 1996; Gallant & Connell, 1998). Increasing caregiving time leads to
expanding involvement in caregiving tasks and decreasing time for caregivers themselves,
which affects caregivers‟ burden or stress, resulting in poorer health of caregivers. In
addition, caregiving time is greater when health of older adults is poorer (Delgado &
Tennstedt, 1997; Georges et al.2008).
D. Resources
Hobfall (1989) categorized resources into “objects”, “personal characteristics”,
“conditions”, and “energies” and provided some examples of each category. According to
his categories, object resources include a house, whereas personal characteristics refer to
traits or skills. Conditions include marriage or age, and energies are time or knowledge.
Despite the lack of clear definition of each type of resources, this categorization and these
examples provide a sense of what may be considered a resource in the theory. All visible
or invisible assets that individuals possess or use to improve their situation are considered
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resources. Based on the COR theory, this study approached resources from a wide
perspective, including financial resources, self-efficacy/mastery in caring, social support,
social network, family harmony, service knowledge, and service utilization.
Financial Resource
Financial resource refers to the extent to which caregivers can financially afford
caregiving. Caregivers have additional costs arising directly from caring for the older
adult; sometimes they have to pay bills or support daily living costs for their care
recipients (NAC & AARP, 2004). In addition, reduced work hours or leaving a job for
caregiving also leads to financial hardship for caregivers (Schulz, 2000). Prior research
found that financial hardship of caregivers was associated with caring involvement; when
caregivers provided more care for older adults, they experienced more financial hardship
(NAC & AARP, 2004). In addition, financial hardship was related to caregiver
depression (Karasawa, Hatta, Gushiken, & Hasegawa, 2003) and the extent of elder abuse
(Lee, 2008).
Self-efficacy/Mastery
Self-efficacy, mastery, or competence in caregiving has been employed to
access psychological resources of caregivers. Self-efficacy in caregiving refers to
caregivers‟ confidence about their ability to carry out caregiving tasks (Van Den
Wijngaart et al., 2007) and is an important internal resource for caregiving (Ducharme et
al., 2007). Greenberger and Litwin (2003) found a positive relationship between
caregivers‟ perceived competence and the quality of care. They further argued that
caregivers‟ perceived competence played a critical role in seeking help for care recipients
more than care recipients‟ actual needs did. Similarly, caregivers with a higher level of
self-efficacy reported a higher level of using formal services (Keith, Wacker, & Collin,
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2009). Confident feeling in caring for somebody enables caregivers to seek more
resources for their care recipients (Keith et al.) and to perform caregiving tasks more
effectively.
Moreover, higher levels of self-efficacy have been found to be related to positive
caregiving appraisal (Van Den Wijngaart et al., 2007), lower burden (Gonyea, O‟Connor,
& Boyle, 2005), lower stress, and better health (Ducharme et al., 2007; Fortinsky,
Kercher, & Burant, 2002; Gallant & Connell, 1998; Gilliam & Steffen, 2006). A
longitudinal study provided evidence of a causal relationship between a higher level of
self-efficacy and better psychological health among caregivers (Dilworth-Anderson et al.,
2004). In addition, the mediating effect of self-efficacy on the relationship between
subjective stressors and psychological distress has been demonstrated in prior research.
Ducharme et al. (2007) found that the relationships between the subjective stressors, such
as role overload, capacity, or deprivation, and psychological health became weaker when
self-efficacy is controlled for among husband caregivers.
Social Support
Social support refers to a functional characteristic of social networks along with
social influence and social comparison (Berkman & Glass, 2000). Because caregiving is a
demanding job, caregivers often face situations where they need and seek help from
others (Carpentier & Ducharme, 2003) such as family or friends. Social support and
social network are two major informal resources that have been investigated in prior
research; they have been one of the main themes in gerontology research with the belief
that favorable and larger social relationships with others can be helpful to ameliorate
stressors and improve health of caregivers.
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Prior research suggested inconsistent findings about the effect of social support on
the wellbeing of caregivers. Some research found that higher levels of social support are
associated with lower levels of negative caregiving outcomes such as burden (Lee et al.,
2007), emotional distress (Miller et al., 2001; Wilk & Croom, 2008), and depressive
symptoms (Huang et al., 2006). In addition, Chun et al. (2007) found higher emotional
support was related to lower levels of anxiety in a sample of Korean American caregivers.
However, some studies found no effect of social support on the wellbeing of
caregivers. Roff et al. (2004) did not find any effect of social support on positive
caregiving appraisal among African American and Caucasian caregivers. In addition, a
replication study with four different data sets found significant relationships between
social support and caregiver distress only in two data sets (Miller et al., 2001). A metaanalysis with 35 studies concluded that around 60% of the studies found no relationship
between social support and caregiving outcomes (Smerglia, Miller, Stonak, & Geiss,
2007). The conflicting findings may indicate complex aspects of social supports. For
example, depending on the sample characteristics such as health disabilities of the older
adults, ethnic backgrounds, or existing interpersonal relationships, a considerable amount
of variation can exist in asking for and receiving social support.
Social Networks
Social networks are the personal ties through which caregivers seek their help,
whereas social support is a type of perceived or actual benefit that caregivers receive
from others. Social networks are defined as a web of social relationships and the
characteristics of these ties (Fischer, 1982). Although some research tends to use both
concepts interchangeably (Berkman, Glass, Brissette, & Seeman, 2000), social support
and social networks should be distinguished from each other (Weager, 1996). However,
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operationalization of social support and network vary and findings regarding the role of
social networks tend to be inconsistent. Some research employed standardized measures
such as the Lubben Social Network Scale (e.g., Butler, Turner, Kaye, Ruffin, & Downey,
2005) or the Berkman-Syme Social Network Index (Cannuscio, Colditz, Rimm, Berkman,
Jones, & Kawachi, 2004); others used one or two items asking the number of people
caregivers can call for help in need (Gupta & Pillai, 2000; Rozario, Chadiha, & Proctor,
2008). Depending on the measures used in prior research, different dimensions of social
networks have been assessed, possibly resulting in conflicting findings.
Some research demonstrated that having a larger social network protected
caregivers from caregiving stresses. Having a larger size network to ask for help was
related to lower levels of burden (Gupta & Pillai, 2000) and fewer depressive symptoms
(Cannuscio et al., 2004; Rozario et al., 2008). In addition, more use of formal services
was found to be associated with larger social networks (Deri, 2005) and more use of
informal networks (Greenburg & Li, 2003). However, other research found that a social
network is not related to caregiving burden and depressive symptoms (Butler, Turner,
Kaye, Ruffin, & Downey, 2005; Riana et al., 2005). Inconsistent findings on the effect of
social networks make it difficult to compare and integrate findings about the role of
social network in caregiving (Miller et al., 2001).
Family conflict
Cooperation and harmony among family members are important in caring for
older adults. Family conflict among family members in taking care of older adults has
often been found to be negatively related to caregivers‟ well-being. Literature suggested
the adverse effects of family conflict on the well-being of caregivers. Family conflict is
related to greater burden and poorer mental health (Strawbridge & Wallhagen, 1999).
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Malone-Beach and Zarit (1995) found that family conflict was associated with higher
depression, and the relationship between them was even stronger than that of social
support and depression among caregivers. Rook and Schuster (1996) suggested that lack
of support or adverse interactions with family members can have more negative
influences than similar interactions with friends on the wellbeing of caregivers.
Knowledge and Utilization on Formal Services
Formal services refer to use of home and community based services (HCBS)
designed to help caregivers in the community. Despite identified benefits from using
formal services, utilization among caregivers and their families are low (Keith et al.,
2009). The low levels of service utilization may be caused by lack of knowledge about
available services for caregivers. The lack of awareness of services is an important barrier
at an individual level in accessing formal services (Li, 2006; Morgan, Semchuk, Stewart,
& D‟Arcy, 2002), which may influence the wellbeing of caregivers. However, the effect
of lack of knowledge on the underuse of services has been hardly empirically examined
in prior research.
The use of formal services is related to poorer health status of the older adult care
recipients (Beach et al., 2000; Williams & Dilworth- Anderson, 2002) and less use of
informal networks (Riana et al., 2005). In addition, the use of formal services has been
found to benefit caregivers. Caregivers who use more formal resources are more likely to
report lower levels of stress (Miller et al., 2001; Monahan & Hooker, 1995) and better
psychological health (Huang, 2006; Raina et al., 2004). Moreover, Raina et al. found an
indirect effect of formal service use on the psychological health of caregivers; poorer
health status of the older adult was related to increased use of formal services and in turn,
increased use of formal service was associated with fewer caregiver depressive symptoms.
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An evaluation of Older Americans Act services found that 86% of informal caregivers
reported that using formal services was helpful in continuing to provide care for the older
adult (Administration on Aging, 2002).
E. Primary Caregiving Outcomes
Primary caregiving outcomes consist of burden, satisfaction, and stress regarding
caregiving. The main difference of the current study from existing research that
employed the stress model or the stress and coping model is the way of understanding
these primary outcomes. In the stress and coping related models, the constructs of the
primary outcomes tend to be understood as caregiving appraisal. Appraisal is “an
evaluative cognitive process that intervenes between the encounter and reaction”
(Lazarus & Folkman, 1984, p. 52). Lazarus and Folkman (1984) argued that individuals
experienced stressful situations differently not because of the different natures of stress
itself but because of individuals‟ different appraisals of stress. The concept of appraisal
has contributed considerably to the advancement of caregiving research.
However, the current study views primary outcomes such as caregiving burden,
stress, and satisfaction as a consequence of resource possessions and gains based on the
COR theory. According to the COR theory, caregivers who successfully gain resources to
compensate resource loss due to caregiving are more likely to experience positive
primary caregiving outcomes (e.g., less burden, more satisfaction, and less stress). On the
other hand, caregivers who fail to gain resources are more like to have negative primary
outcomes (i.e., more burden, less satisfaction, and more stress).
Caregiving Burden
Caregiving burden has been frequently examined as either a caregiving outcome
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or one of the constructs of caregiving appraisal. Zarit, Todd, and Zarit (1986) defined
caregiver burden as the extent to which caregivers suffer from caregiving emotionally,
physically, or socially. Literature suggested that more problems in function and behaviors
were associated with more burden among spousal caregivers (Van Den Wijngaart et al.,
2007). Yoon (2003) also found that functional impairment of older adults had a direct
effect on caregiver burden among Korean caregivers.
Based on the stress and coping models, burden has been understood as a
mediator between caregiving stressors and the wellbeing of caregivers by conceptualizing
it as a component of caregiving appraisal and most research supported its mediating roles.
An increase in health problems of the older adults was associated with higher levels of
negative caregiving outcomes such as burden or stress, which in turn affected the
wellbeing of caregivers, such as depression (Chun et al., 2007; Knight, Silverstein,
McCallum, & Fox, 2000) or psychological distress (Pot et al.,1998). Moreover, perceived
caregiving burden is associated with poorer health of older adults (Chun et al.) and
perceived smaller social networks of caregivers (Rapp et al., 1998).
Caregiving Satisfaction
Given the possible positive impact of caregiving, an understanding of the
positive aspects is also necessary (Yamamoto-Mitani et al., 2004). Lawton, Moss,
Kleban, and Rovin (1991) defined caregiving satisfaction as “subjectively perceived
gains from desirable aspects or positive affective returns from caregiving” (p.182).
However, empirical evidence about caregiver satisfaction seems to be limited. Little
research separately examined the effect of caregiving satisfaction. In addition, existing
findings are inconsistent. Some studies found that a higher level of caregiving satisfaction
was associated with a lower level of depression (Cohen et al., 2002; Cohen, Gold,
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Shulman, & Zacchero, 1994). On the other hand, other studies provided different
evidence by finding a non-significant relationship between caregiving satisfaction and
depression (Kinney& Stephens, 1989). Thus, it is necessary to examine the relationship
between caregiving satisfaction and other caregiving related factors.
Caregiving Stress
Caregiving has been considered a chronic stress in that researchers often ask
caregivers to rate their perceived stress level using a Likert scale. Prior research has
demonstrated that the degrees of stress that caregivers experience are different depending
on health status of care recipients. Caregivers reported higher levels of stress when they
took care of older adults with more health problems (FACCT & RWJF, 2001; ShanksMcElroy & Strobino, 2000). In addition, stress has been associated with the wellbeing of
caregivers. Wilk and Croom (2008) found a relationship between perceived level of stress
and resilience among caregivers for older adults with Alzheimer‟s disease; higher levels
of stress were related to lower levels of resilience. Findings on stress commonly indicated
that caring for older adults with more health problems led to an increase of stress, which
negatively affected the wellbeing of caregivers.
F. Korean American Caregivers
According to the 2000 U.S. Census data, Korean Americans were the fourth
largest Asian ethnic community. The population of Korean Americans was 1,076,872
(U.S. Census Bureau, 2000)2 with an increase of 54% from 1990 (Barnes & Bennett,
2002), which only included individuals for whom both parents were Korean. There were
66,254 older adult residents aged 65 or older, accounting for 6.18% of this Korean

2

2010 Census data on the Korean American population are not currently available as of April 2011
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population alone and among them only 6% were born in the U.S. (U.S. Census Bureau).
As the number of Korean Americans living in the U.S. increases, a need for
understanding their caregiving experience grows (Han et al. 2008; Lee, 2008). However,
little is known about Korean American (KA) caregivers (Chun et al., 2007; Lee, 2007;
Han et al., 2008), especially about the influence of caregiving on their health (Chun et al;
Kim & Knight, 2008). Minority caregivers have been found to have fewer personal
resources (Shuval, 2001; Sosckolne, 2007), stronger kinship relationships (Campbell et
al., 2001; Miller et al., 2001; Roff et al., 2004), and less use of formal resources (Aranda
& Knight, 1997; Feld ,Dunkle, & Schroepfer , 2004; Vall et al., 2004), which are thought
to affect their wellbeing.
Lower Financial Resources
Ethnic minority groups tend to have fewer personal resources than their majority
counterparts do. Through their meta-analysis of 223 studies, Pinquart and Sorensen (1995)
concluded that ethnic minority caregivers reported lower financial ability than their
majority counterparts did. Shuval (2001) pointed to the lower socio-economic status of
minority populations. In general, observations on immigrant or minority caregivers found
that they tend to have fewer personal resources such as education, income, or social status.
In addition, Sun et al. (2010) found that there was a significant relationship between
perceived income inadequacy and depressive symptoms, whereas actual income was not
associated with depressive symptoms among caregivers. Based on this finding, they
suggested that a subjective measure like perceived financial strain is a better tool than an
objective measure like actual income in assessing financial resources.
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Stronger Informal Network
Stronger cohesiveness is a distinct characteristic of the networks that ethnic
minority caregivers have. Collectivism and strong familism may contribute to forming a
strong social support network among minority groups (Aranda & Knight, 1997; Knight et
al., 2002). Collectivism refers to a “high value for group harmony and cooperation”
(Phillips & Crist, 2008, p326), whereas individualism is defined as a “high value for
independency and self-reliance” (Phillips & Crist, 2008, p327). Prior researchers have
used collectivism and individualism in explaining cultural differences in social
relationships (Kanajasty & Norris, 2000; Phillips & Crist, 2008; Soskolne et al., 2007;
Valle et al., 2004); collectivism is a characteristic of East Asia cultures including Korean,
whereas individualism is a characteristic of Western culture. Familism is a type of
collectivism in a family unit (Chun et al., 2007). KA have strong familism, which has
been influenced especially by Confucianism (Chun et al; Lee, 2007; Han, Choi, Kim, Lee,
& Kim, 2008). Confucianism views caring for older adults as a natural part of family life,
which is prevalent in East Asian countries such as China, Taiwan, and Korea.
However, prior research suggested a different role of strong familism in the
caregiving process. Lee et al. (2004) found Korean caregivers in Korea were the most
depressed compared to Korean American and Caucasian caregivers, and concluded that
filial obligation might cause the severe depression in this population. However, Chun et
al. (2007), found no effect of familism on emotional distress among Korean American
and Korean caregivers, suggesting the need for further investigation about the role of
familism in this population. Therefore, although strong familism is suggested as a
distinct value of the Korean American population, its effect may differ depending on the
level of acculturation or individuals‟ complex caregiving situations.
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Underuse of Formal Resources
Previous studies have shown racial/ethnic differences in using long-term care
services; ethnic minority groups are less likely to use formal services (McCormick, 2002;
Miller et al., 1996.; Min, 2005.; Valle et al., 2004; Mui et al., 2007; Office of Minority
Health, 2003). Asian older adults showed far less use of formal services than their
majority counterparts (Mui et al., 2007; Office of Minority Health, 2003). Prior research
has identified barriers to accessing formal services, including language variations
(Pinquart & Sorensen, 2005; Scharlach et al., 2006), insufficient financial resources
(Aranda & Knight, 1997), and lack of knowledge (Scharlach et al., 2006; Merrell et al.,
2005). Cultural unacceptability or unfamiliarity, such as mistrust of public services
(Scharlach et al., 2006) and discomfort in using public services (Han et al., 2008), are
also found to lead to decreased use of formal services.
According to the Center for Korean Americans (2003), KA reported lower
income levels than White majority populations or even other Asian subpopulations. In
addition, because of higher rates of self-employment and employment at small companies,
approximately 34% of KA were uninsured, indicating one of the highest uninsured rates
among all ethnic groups (The Kaiser Family Foundation, 2000). Furthermore, the Asian
American Federation of New York (2003) found that half of older KA in New York did
not have Medicare. The lack of personal resources such as income and health insurance
may make it difficult to access health care services for KA older adult and their
caregivers.
In addition, interestingly, these often-mentioned characteristics of minority
caregivers can be interrelated. Strong familism may lead to higher dependency on family,
which in turn, may cause minority caregivers to utilize formal services less frequently
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(Strain & Blandford, 2002). Adversely, their lack of English proficiency or low
accessibility to formal services may lead to increasing dependency on family (Scharlach
et al., 2006), which may in turn strengthen their family networks, preventing them from
expanding their network or seeking help from others. A dearth of longitudinal studies
seems to limit further understanding about these relationships.
Acculturation
Acculturation refers to “the process of cultural change resulting from continuous
intergroup contact” (Aranda & Knight, 1997, p. 348). Acculturation is a crucial part of
being an immigrant (Lee, 2007), which may lead to different patterns of enduring
stressors of caregiving or using resources. Dilworth-Anderson et al. (2004) examined
health of minority caregivers using a longitudinal design and found that cultural
adjustment directly influenced health of caregivers. Moreover, they showed a curvilinear
relationship between cultural adjustments and the wellbeing of caregivers with very weak
and strong cultural adjustment of caregivers being related to their poorer health status. A
recent study by Jang and Chiriboga (2010) found an effect of acculturation on mental
health among Korean American elders; a low level of acculturation was associated with
indictors of mental distress. In sum, literature suggested that acculturation is a critical
resource for minority caregivers. The length of residency and the level of English
proficiency are often used to assess the level of acculturation.
Length of residency in the U.S. Aranda and Knight (1998) asserted that ethnic
minority caregivers have different caregiving experiences depending on how long they
have been in the country. The length of time spent in a new country is an essential
element for acculturation. Empirical studies found that as the length of residency in the
U.S. increased, Puerto Rican caregivers were more assimilated to the culture or norms of
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the U.S. and more likely to use formal services (Lai & Surood, 2008). Researchers often
use a single item question asking length of residency in the U.S. as a proxy measure of
acculturation (e.g., Harwood et al., 1998; Jonnalagadda & Diwan, 2005; Lee, Sobal, &
Frongillo, 2000)
English proficiency. Limited ability to communicate in English among the KA
population has been a concern, especially its relationship with the use of health care
services (Han et al., 2007; So, 2010). Lack of English ability in reading and speaking
may lead to reluctance in seeking help from health service providers who mainly speak
English. In addition, limitations of communication with health professionals may
contribute to poor quality of health care service and an increase in health disparity
(Woloshin, Bickell, Schwartz, Gany, & Welch, 1995; Underwood & Alder, 2005).
Empirical studies provided evidence about the relationship between English proficiency
and the underuse of formal services and even health status among minority populations.
Limited English proficiency has been found to be related to the underuse of formal
services among caregivers (Lai & Surood, 2007) and poorer health among Asian older
adults (Mui et al., 2007). The Office of Minority Health (2003) identified language
variation as one of the predominant factors that explains the disproportionately poor
health status among Asian Americans. Thus, English proficiency is an essential resource
for minority caregivers.
G. Summary of Literature Review
A considerable amount of research has been conducted about caregiving
experiences. Prior research reviewed suggests that caring for older adults with more
health problems and longer caring time were related to higher levels of caregiving stress,
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negative caregiving appraisal (higher caregiving burden and lower caregiving
satisfaction), and finally decreases in the physical and psychological health of caregivers.
However, studies provide limited knowledge about the effect of various resources on the
health of caregivers; findings are somewhat inconsistent (e.g., social support and social
networks) and some resources (e.g., satisfaction and acculturative resources) are
understudied in the relationship with either the physical or mental health of caregivers.
Moreover, the literature about minority caregivers suggests that their caregiving
experience may be different from their majority counterparts because of different levels
or characteristics of resources and a distinct cultural background (i.e., strong familism).
Therefore, this study addresses identified gaps in the literature by examining the effect of
a set of resource factors on health of caregivers. In addition, employment of a sample of
Korean American caregivers provides in-depth understanding about this understudied
population.
H. Conceptual Model
The conceptual model for this study is based on the COR theory and prior
research. The COR theory provides a theoretical framework for a conceptual model for
the study, and prior research guides the operationalization of each construct in the model.
Caregiving conditions, as an initial stressful situation, consist of health status of care
recipients and time spent for caring. The health status of the care recipients includes the
functional, cognitive, or behavioral aspects of older adults.
Second, resources consist of caregivers‟ financial resources, self-efficacy/ mastery
in caring, social support/networks, and services knowledge and use. Acculturative
resources such as the length of stay in the U.S. and English proficiency are added to the
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KA caregiver model. The primary caregiving outcomes consist of caregiving burden,
satisfaction, and stress. Lastly, either the physical or the psychological health of
caregivers is the final outcome variable for this study. Because placement of an older
adult in an institution is beyond the scope of this study, it is not included in this study.
Table 2.1. contains constructs and variables of interest under each construct in this study.
Table 2. 1. Constructs and Variables of Interest
Construct

Variables

Wellbeing

Physical health, Psychological health

Caregiving condition

Functional status of older adults, Cognitive impairment of older
adults, Behavioral problems of older adults , Caregiving time

Resources

Financial resources
Self-efficacy/Mastery in caring for the older adult
Social support, Social network, Family harmony
Service utilization, Service knowledge
Acculturational resources: length of residency, English
proficiency

Primary outcome

Burden, Satisfaction, Stress

Based on the literature review and the COR theory, the following relationships are
hypothesized under the conceptual model of this study. Figure 2.1 depicts the conceptual
model and the relationships between constructs:
a. Direct effects of caregiving conditions on resources, primary caregiving
outcomes, and health of caregivers
b. Direct effects of resources on primary caregiving outcomes and health of
caregivers
c. Direct effects of primary caregiving outcomes on health of caregivers
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d. Indirect effects of caregiving conditions on health of caregivers
e. Indirect effects of resources on health of caregivers

Figure .2.1. Conceptual Model

Primary
Outcomes
Health of
Caregivers

Caregiving
Conditions
Conditions
Resources
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CHAPTER 3. METHODOLOGY

This study employs a cross-sectional design using secondary data analysis. Two
different data sets were used for examining caregiver health and the relationships among
caregiving conditions, resources, and primary caregiving outcomes. A national sample of
caregivers was used to describe caregiving experiences and examine the caregiver health
model with a national sample of caregivers (NLTCS model). In addition, a sample of
Korean American caregivers drawn from a research project, “An examination of the
Caregiving Experience and Home and Community-Based Services Needs among
caregivers of older Korean Americans” (KA survey), was used to describe their
caregiving experiences and the health model of KA caregivers (KA model).
A. Sampling and Sample Characteristics
National Long-term Care Survey
The data for the study were extracted from a Caregiver Survey in the 2004
National Long Term Care Survey (NLTCS)3. The NLTCS is a longitudinal survey,
designed to investigate health changes of older adults in the U.S. aged 65 or older. The
NLTCS was conducted in 1982, 1984, 1989, 1994, 1999, and 2004. The NLTCS consists
of an institutional survey with a sample of older adults in institutions; a community
survey with the sample of older adults dwelling in the community; and supplemental
surveys such as Next-of-Kin, Caregiver, and Blood and Buccal surveys. In 1982, older
adults in institutions and the community were selected from the Medicare Health

3

The NLTCS was sponsored by the National Institute of Aging and conducted by the Duke University

Center for Demographic Studies under Grant No. U01-AG007198.
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Insurance Skeleton Eligibility Write-Off (HISKEW) file that contains all Medicare
enrollees using nationally representative sampling techniques. Subsequent surveys have
been conducted every 5 years since the 1984 NLTCS to 2004. Approximately 5,000
individuals pass away between waves, and are replaced by a sample of about that size of
Medicare enrollees turning age 65 since the prior wave.
The 2004 NLTCS is the most recent survey available and includes 35,789 older
adults and 1,923 caregivers of older adults dwelling in the community. The older adults
who had any IADL or ADL limitations of at least 3 months duration participated in the
community survey. Primary caregivers of older adults who participated in the community
survey were selected for the caregiver survey. Caregivers were identified by asking the
older adults who completed the community survey who helped them the most. A total of
2,292 caregivers were identified and participated in the caregiver interviews. The
caregiver survey was conducted under subcontract with the Assistant Secretary for
Planning and Evaluation (ASPE) and the Research Triangle Institute (RTI) using trained
interviewers. Two inclusion criteria were applied to select a NLTCS caregiver sample for
this study: survey completion and unpaid caregivers. Thus, a total of 1,837 unpaid
informal caregivers were included in this study. Because no sampling strategy was
employed (NLTCS, 2009), the NLTCS Caregivers sample should be considered a
convenience sample4.
Of the original 2,292 caregivers, I excluded 369 caregivers because the survey
was not complete. A question about caregiver survey outcome was used to identify
completion of the survey. In addition, 85 paid caregivers and one caregiver who refused

4

Consequently this sample is unweighted and generalizations to the population of informal caregivers
should be made with caution.
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to answer if the caregiver was paid, were excluded from the analysis because this study is
about unpaid informal caregivers, resulting in a sample of 1,837 for this study. Table 3.1.
presents the sample characteristics of NLTCS caregivers5.The majority of caregivers
were female (65%) and married (70%). Most caregivers were White (87%) and around
half of caregivers had more than a high school education (47%). Two-thirds of caregivers
were unemployed (66%) and more than half reported less than $20,000 annual household
income (53%). The relationship with older adults indicated that slightly less than half of
caregivers were adult children caregivers (48%) followed by spousal caregivers (34%).

Table 3.1. NLTCS Demographic Characteristics
Variable
Gender (n=1837)
Male
Female
Race
White
Black
Others
Marital status (n=1821)
Never Married
Married
Separated
Divorced
Widowed

5

%a
35.0
65.0
87.4
8.9
3.7
10.3
69.8
1.4
9.9
7.4

Age is not available in the NLTCS, but Hong (2004) reports M=61 and a range of 15-97 in a similar
sample.

49
Education (n=1799)
Less than high school
High school
Associate/Vocational degree
Bachelor degree
Graduate degree
Employment (n=1818)
Employed
Unemployed
Annual household income (n=1528)
Less than $10,000
$10,000 – less than $20,000
$20,000 – less than $30,000
$30,000 – less than $40,000
$40,000 – less than $50,000
$50,000 or more
Relationship with the older adults (n=1834)
Spouse
Son/daughter
Son-in-law/daughter-in-low
Brother/sister
Other relatives or friends

19.8
33.3
27.1
12.5
7.4
33.5
65.5
18.2
34.1
22.4
12.9
8.4
16.8
33.8
48.1
3.2
3.1
12.6

Korean American Caregiver Survey (KA survey)
This KA survey6 is a cross-sectional study to investigate caregiving experiences
and Home and Community-Based Services Needs among caregivers for older Korean
Americans. Survey participants were obtained through two different recruitment sources:
(1) community based agencies and organizations and (2) advertisements. Community
based agencies and organizations serving Koreans in the Washington D.C. metropolitan
area (i.e., Maryland, Northern Virginia, and Washington D.C.) recruited potential

6

Korean American Caregiver Survey data were obtained from “An examination of the Caregiving
Experience and Home and Community-Based Services Needs among caregivers of older Korean
Americans”. This study was sponsored by the John A. Hartford Faculty Scholar‟s program and led by Dr.
Banghwa Casado .
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participants and provided their contact information with permission of potential
participants. A total of three community service centers, an adult day care center, two
church, and two local Area Agency on Aging assisted with recruitment for the study. In
addition, participants were recruited through advertisements using invitation flyers in
Korean describing the project. These flyers were distributed through these organizations
and Korean grocery stores so that people interested in the project could directly contact
the project team by calling the toll-free number provided in the flyers. Korean
newspapers were also used for advertisement.
Potential participants from both the agencies/organizations and call-ins were
screened based on four eligibility criteria: 1) caregivers are 18 years of age or older and
care-recipients are 60 years of age or older; 2) caregivers are informal caregivers, taking
care of their family members (i.e., spouse or parents) or relatives (i.e., uncles or cousin);
3) caregivers care for the older adult because of care-recipients‟ frailty or problems in
health, physical, and/or cognitive conditions; and 4) care-recipients are from a Koreanethnic background. If a care-recipient is a Korean American or Korean living in the U.S.,
this meets the criterion about the ethnicity. All criteria were directly asked to potential
participants through the telephone.
If a potential participant was identified as eligible, verbal consent was obtained
and a time for the interview was scheduled. After that, the telephone interview was
administered at the scheduled time in either English or Korean, whichever the participant
preferred. Seven surveys (4.8%) were conducted in English and one survey (.7%) was
done in both Korean and English, whereas Korean was used in all other cases (94.5%).
As compensation, a $25 gift card from a local store was mailed to participants when they
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finished most of questions. The obtained mailing address for the participant was
destroyed after mailing the gift card to maintain confidentiality of participants. Of the
156 caregivers recruited, 145 participants completed the survey and completed cases
were included in the analysis.
Whenever available, standardized measures were chosen for the KA study that
had already been translated into Korean. However, when translated measures were not
available, newly translated measures for the KA project were created. The procedure of
measurement translation involved four steps. First, two bilingual PhD students
independently translated the original English version of the scales into Korean. Second,
the translators and the PI of the KA survey had a consensus meeting to compare and
discuss inconsistencies in the two translated version of the scales. Third, a
bilingual/bicultural university faculty member with extensive research experience with
Korean Americans was invited to review the translations. A consensus meeting was held
with the two translators, PI, and the invited experienced faculty who reviewed the
translations on the previous step to go over the translated scales. Lastly, after making
minor modifications of the scales, the Korean version of the questionnaire was pilot
tested with six Korean Americans and confirmed.
Table 3.2. presents the sample characteristics of KA caregivers. The average age
of the participants was 57.95 years (SD=12.75, Range= 27-84). The majority of them was
married (82%) and female (79%), and completed more than a high school education
(56%). Only 2% of the respondents were born in the U.S. Most of the caregivers (82%)
answered that they were primary caregivers. Half of the caregivers were employed and
more than half of caregivers reported their annual incomes as less than $50,000. Two-
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thirds of caregivers (63%) were adult children (i.e., son, daughter, son-in-law, or
daughter-in-law) of the older adults, and spousal caregivers accounted for 32% for the
sample.

Table 3. 2 KA Demographic Characteristics
Variable

%a

Gender (n=145)
Male

21.2

Female

78.8

Marital status (n=145)
Single
Married-living together

4.1
82.1

Married-not living together

4.1

Divorced

5.5

Widowed

4.1

Education (n=145)
Less than high school

14.4

High school

29.5

Associate/Vocational degree

8.9

Bachelor degree

41.8

Graduate degree

5.5

Employment (n=145)
Full time

26.2

Part time

9.9

Self-employed

11.3

Unemployed

52.5

Annual household income (n=125)
Less than $10,000

15.9

$10,000 - $20,000

24.6

$20,000 - $30,000

3.6
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$30,000 - $40,000

8.2

$40,000 - $50,000

3.6

$50,000 or more

34.8

Relationship with the older adults (n=145)
Spouse

32.4

Son/daughter

51.7

Son-in-law/daughter-in-low

11.0

Brother/sister
Other relatives or friends

.7
4.2

B. Measures
The research model for this study contains four latent variables: caregiving
conditions, caregiving resources, primary caregiving outcomes, and health of caregivers.
Each latent variable was measured using one or more indicators. However, observed
variables in each latent variable were different between the NLTCS and the KA models.
Composition and measures of each latent variable are described in the following section
and are summarized in Table 3.3. Appendices A and B include measurements used for
NLTCS and KA survey, respectively.
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NLTCS Measures
Health of caregivers. The NLTCS model contains an observed endogenous
variable, physical health. A single item was used to assess the physical health status of
caregivers. The item asks caregivers to rate their perceived health status on a 4-point
scale (1=excellent and 4=poor). Higher scores represent worse perceived health status.
Functional limitation of the older adults. Two items were used to assess the
functional health of the older adult. Each item asks the interviewers of the survey to add
the number of ADL or IADL limitations that the older adult has based on respondents‟
previous answers about whether the older adult had each ADL and IADL limitation. ADL
limitations include nine items: eating, getting in/out of bed, getting in/out of chairs,
walking around inside, going outside, dressing, bathing, getting to the bathroom, and
controlling bowel movement or urination resulting in possible scores ranging from 0 to 9.
IADL limitations consist of seven items related to: the ability to prepare meals, do
laundry, do light housework, grocery shop, manage money, make phone calls and take
medications resulting in possible scores ranging from 0 to 7. For both ADL and IADL
limitations, higher scores indicate more limitations.
Cognitive impairment of the older adults. A dichotomous variable was created
and used to assess cognitive impairment of older adults by combining a scale and six
questions. The NLTCS survey included a short portable mental health status
questionnaire (SPMSQ, Pfeiffer, 1975) to assess cognitive impairment of older adults.
The SPMSQ consists of 10 items, asking the older adults to answer their address, age, the
names of the current and previous U.S. presidents, his/her mothers‟ maiden name, and to
solve a subtraction problem; interviewers check whether the answer is correct or incorrect.
A scoring guideline for this scale suggested that 0 to 2 errors, 3 to 4 errors, 5 to 7 errors,
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and 8 or more errors indicate normal, mild, moderate, and severe cognitive limitations in
functioning, respectively.
There was a great deal of missing data on these items, with 401 cases (21.82% of
the sample) missing data because of skip patterns used in the survey. The majority
(77.9%) of older adults have no cognitive impairment in this scale (i.e., 0 to 2 errors).
Thus, three steps were taken to address the high portions of missing values. First, the sum
score of SPMSQ was dichotomized into „0‟ for normal function (i.e., 0 to 2 errors) and „1‟
for cognitive impairment (i.e., more than 2 errors). In addition, based on the skip patterns
identified, questions about whether older adults had Alzheimer‟s disease, mental
retardation, and dementia were combined; having Alzheimer‟s disease, mental
retardation, or dementia were recoded as „1‟, whereas having no such diseases was
recoded as „0‟. Lastly, a new dichotomous variable was created by combining the two
dichotomous variables of SPMSQ and cognitive diseases. In this newly created variable,
„1‟ indicates that older adults had some cognitive impairment, whereas „0‟ indicates no
cognitive impairment7.
Behavioral problems of the older adults. Behavioral problems that older adults
have were assessed by a total of 13 items. The items ask the caregivers to indicate how
many days they had to deal with described problematic behaviors of the older adults in
the past week using 4-point scales (1= no days and 4 = 5 or more days). Problematic
behaviors include becoming irritable, restless, suspicious, swearing or using foul
language, acting depressed, showing sexual behaviors, threatening people, and dressing

7

With this newly created measure for cognitive impairment, the number of cases with missing data was
reduced to 199.
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inappropriately. Possible scores range from 13 to 52, and a higher score indicates more
problematic behaviors. The internal consistency of this scale was .82 in this sample.
Caregiving time. A single open-ended question was used to measure time spent
on caregiving for the older adults. The item asks the caregivers about “How many hours
do you spend helping your older adult in a typical week?”
Financial resources. A single item was used to assess perceived financial
resources among NLTCS caregivers. The item asks the caregiver to rate the degree of
perceived hardship for caring on a 5-point scale (1=no hardship at all and 5 =a great deal
of hardship). This item was recodeded so that a higher score indicates more financial
resources.
Mastery. Two items about mastery were used to assess caregiving mastery. These
two items ask caregivers the degree to which each statement describes caregivers
themselves on a 4-point scale (1=not at all and 4=completely). These items include “You
work hard as caregivers but never seem to make any progress” and “Have more things
to do than you can handle”, capturing caregiving mastery. The items were recodeded so
that a higher score indicate more resources. The internal consistency of .76 was found in
this sample.
Social support. Eight items were used to measure perceived social support of
NLTCS caregivers. The items ask caregivers about the extent to which they disagree or
agree with each statement on a 4-point scale (1=strongly disagree and 4=strongly agree).
Statements include whether respondents have a friend or relative who can be trusted,
confided in, and who encourages them. Because a single item, “There is really no one
who understands what you are going through” is negatively worded, it was recoded so
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that higher scores indicate greater social support. A possible score ranges from 8 to 32
with a higher score indicating a greater level of social support. The internal consistency
of this scale was .89 in this sample.
Family harmony. Eight items about the level of family conflict were used to
measure family harmony. This 8-item scale asks the caregivers about other family
members‟ involvement in caregiving and their attitude toward their older adults on a 4point scale (1 = no disagreement and 4 = quite a bit of disagreement). Despite several
different terms in the items, all these items are almost identical to those of the Family
Conflict Scale (Gaugler, Zarit, & Peralin, 1999) used in the KA survey. Possible scores
range from 8 to 32 with higher scores indicating a higher level of family conflict. This
original scale was used in descriptive analysis. However, in model tests, a recoded scale
was used so that a higher score indicates less family conflict (i.e., greater family
harmony). The internal consistency of this scale was .93 in this sample.
Service utilization. A dichotomous single item was created to assess service
utilization. The NLTCS model has seven questions that ask whether the older adult has
ever used Home and Community Based Services (HCBS) such as temporary care service
(respite care), outside home program (adult day care or senior center), home-based care
(personal care or nursing care at home), home delivered meal service, housekeeping
services, transportation services, and support group services. Under each question, no use
of any formal service was recoded as „0‟, whereas use of at least one type of services was
recoded as „1‟. Thus, a total score of using formal service was created ranging from 0 to 7,
which was dichotomized into 0 (no service used) and 1 (one or more service used).
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Caregiving burden. Four items were used to measure perceived burden of
NLTCS caregivers. The items ask caregivers to choose “true” or “false” on each
statement such as “I don’t have as much as privacy when I take care of the sample person
(the older adult)”, “Taking care of the sample person (the older adult) has caused my
health to get worse”, “Taking care of the sample person limits my social life or free time”,
and “I have to give the sample person (the older adult) almost contact attention”. False”
was recodeded as „0‟and “true” was recodeded as „1‟ so that higher scores indicate
greater burden with a possible score ranging from 0 to 4. Although these items are not a
standardized measurement, they tap into caregiving burden, corresponding to a burden
subscale used in KA caregivers study. The internal consistency of this scale was .83 in
this sample.
Caregiving satisfaction. Two items were used to measure caregiving satisfaction,
asking caregivers the level of caregiving satisfaction using a 5 point scale (1=disagree a
lot and 5=agree a lot). The items include “Providing help to the sample person made me
feel good about myself” and “Providing help to the sample person enabled me to
appreciate life more”. These two items were summed so that a higher score indicates
lower satisfaction about caregiving. Possible scores range from 2 to 10. Internal
consistency of this scale was .78 in this sample.
Caregiving stress. A single item was used to measure perceived caregiving stress.
The item asks the extent to which caregivers feel emotional stress from caregiving on a 5point scale (1=not much stress at all and 5=great deal of stress).
KA Survey Measures
Wellbeing of caregivers. KA models contain the wellbeing of caregivers as a
latent endogenous variable. Wellbeing of caregivers was measured by physical and
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psychological health in the KA model. Physical health was measured using a single item
that asks KA caregivers to rate their health. The item contains a 5-point scale (1=
excellent and 5 = very poor). Higher scores represent worse perceived health status.
Psychological health status was assessed using a Korean version of the Center for
Epidemiological Studies Depression scale (CES-D-K). The original CES-D was
developed to measure self-reported depressive symptoms in the past week (Radloff, 1977)
and has been widely used in various disciplines. Noh and Kasper (1992) translated the
original CES-D into Korean and developed the CES-D-K. The CES-D-K consists of 20
items and asks a respondent to answer the frequency of depressive symptoms using a 4point scale (0=rarely or none of the time and 3=most or all of the time). The total score
ranges from 0 to 60 with a high score indicating more depressive symptoms. The CES-DK yielded high internal consistency (α =.94) in a study of family caregivers (Min, Moon,
& Lubben, 2005) and demonstrated construct validity by a high correlation with a
depression subscale in the sample of Korean adult immigrants in Canada (Noh, Avison,
& Kasper, 1992). The internal consistency of this scale was .89 in this sample.
Functional health status of the older adults. The Korean version of the
Activities of Daily Living section of the Older Americans Resources and Services
Multidimensional Functional Assessment Questionnaire (OARS-ADL) was used to
assess the functional status of older adults. The OARS-ADL, a subpart of a functional
assessment of 120 items, includes 14 items and measures the level of ADL and IADL
limitations (Fillenbaum, 1988). ADL limitations contain seven items about the ability to
eat, dress, take care of appearance, walk, get in/out bed, bath or shower, and go to the
bathroom on time. IADL limitations include seven items about ability to make calls, do
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housework, prepare meals, grocery or clothes shop, go places outside within walking
distance, manage money, and take medicines. Kim and Lee (2003) translated the OARSADL into Korean and demonstrated a high internal consistency of .91 in the sample of
Korean caregivers. The internal consistency of this scale was .91 in this sample.
Compared to the NLTCS survey, the OARS-ADL has one more ADL limitation
item and three fewer IADL limitations. Taking care of appearance is added to the ADL
limitations, whereas the ability to do heavy housework and light housework are
integrated into the ability to do housework, and getting outside and doing laundry are not
included in the OARS-ADL. A 3-point scale is used to measure ability for each item
(0=unable to perform the activity oneself, 1=need some help, and 2 =without help).
Possible scores range from 0 to 14 in both ADL and IADL with a higher score indicating
a greater functional level. The internal consistency of this scale was .91 in this sample.
The OARS-ADL has been recoded in two ways. First, each response category
under IADL and ADL limitations was recoded to measure the number of IADL and ADL
limitations, respectively. When older adults were able to perform an activity without help,
this was coded as „0‟, whereas when older adults needed some help or were unable to
perform the activity asked, it was coded as „l‟. Thus, the numbers of IADL and ADL
limitations that older adults had were calculated by summing up the scores, and this was
used in reporting descriptive findings. In addition, in testing SEM models, the scores of
the original variables were reverse coded so that higher scores indicate more functional
limitations. The difference between these two scoring options is that the variable used for
descriptive statistics indicates the number of limitations with a range of 0 to 7. Whereas
the variable used in the SEM analyses uses the 0-2 scoring (0=without help, 1=need some
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help, and 2 =unable to perform the activity oneself) and has a range of 0 to 14, which
provides more detailed information and variability for the SEM analyses.
Cognitive impairment of the older adults. A Korean version of an abbreviated
version of the Informant Questionnaire for Cognitive Decline in the older adults
(IQCODE-S-K) was used to measure cognitive impairment of the older adults. The
original 26 item IQCODE was developed to measure the change in cognitive abilities
over a 10-year period based on an informant‟s report (Jorm & Jacob, 1989). Jorm (1994)
developed the abbreviated version of the IQCODE with 16 items. This 16 item scale
includes questions about remembering family, address, and where to find things, recalling
recent conversations, learning new things, following a story, and handling money8 and
uses a 5-point scale (1 = much improved to 5 = much worse). Lee and colleagues (2005)
translated the original version of the IQCODE, and found a high internal consistency (α
=.97) in a sample of Korean older adults. In addition, they supported concurrent validity
by a satisfactory correlation (r= -.67, p <.001) with the Mini-Mental State Examination
(Folstein, Folstein, & McHugh, 1975) in the same sample. For the KA survey, the 16
items from the abbreviated version of IQCODE were selected and used for the Korean
version of the original IQCODE. The internal consistency of this scale was .97 in this
sample.
Caregiving time. A single item was used to measure caregiving time. The item
was created by adding the answers of two open-ended questions. The items ask the
caregiver to answer how many hours they help their older adults in terms of IADL
limitations and ADL limitations, respectively.

8

Please see Appendix B for the other nine items on this scale.
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Financial resource. A single item was used to assess perceived financial strain
among KA caregivers. The item asks the caregiver to rate the degree of perceived
hardship for caring on a 5-point scale (1=no hardship at all to 5=a great deal of
hardship). This variable was recoded so that a higher score indicates more financial
resources.
Self-efficacy. A Caregiver Self-Efficacy scale (Fortinsky et al., 2002) was used to
measure self-efficacy in caring among KA caregivers. The scale was designed to assess
caregivers‟ self-efficacy in taking care of the older adult with dementia. This 10-item
scale consists of two domains with 5 items for symptom management and 5 items for
community service use. Caregivers are asked to rate the level of confidence on each
statement with a 10-point scale (1 =not at all certain to 10=very certain). The internal
consistency of the original caregiver self-efficacy scale was found to be good (α=.78) in a
study of family caregivers (Fortinsky et al., 2002). The Korean version of CSEF (CSEFK) was newly developed for the KA project by translating the original. The internal
consistency of the scale was .91 in this sample.
Social networks. The Revised Lubben Social Network Scale (LSNS-R) was used
to measure perceived social network. The LSNS-R was developed to improve the
psychometric soundness of the original LSNS (Lubben, Gironda, & Lee, 2002). This 12item scale asks the respondents to answer about the size of their active network and
intimate network, frequency of contact, and reciprocal support from two sources of
informal networks such as family and friendship network. The total score of the LSNS-R
is obtained from an equally weighted sum of 12 items, each of which ranges in value
from 0 to 5, resulting in possible scores ranging from 0 to 60. A higher score indicates a
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greater social network. The Korean version of LSNS-R was newly developed for the KA
project by translating the original scale. The internal consistency for the original version
of LSNS-R were .81 and .91 in the sample of 246 ischemic heart disease patients (Baigi,
Hildingh, Virdhall, & Fridlund, 2008) and rural dwelling older adults aged 65 or more
(Well, 2007).The internal consistency of the LSNS-R was .84 in the KA sample.
Family harmony. A Family Conflict Scale (FCS) (Gaugler et al.,1999) was used
to assess the level of family harmony in caring for the older adults. This 8-item scale was
designed to measure family conflict among caregivers who institutionalize their family
members or relatives. For example, the items include “not giving me enough help”, “not
having enough appreciation for your work as a caregiver” and “not having patience with
the older adult.” Caregivers are asked to indicate the extent of disagreement with each
statement on a 4-point scale (1 = no disagreement to 4 =quite a bit of disagreement).
Possible scores range from 8 to 32 with a higher score indicating a higher level of family
conflict. Gaugler et al. demonstrated a high internal consistency of the scale (α=.90). In
testing SEM models, this scale was recoded so that the higher scores indicate higher
family harmony. The Korean version of FCS was developed for the KA project by
translating the original scale. The internal consistency of this scale was .85 in this sample.
Service Knowledge. A continuous variable was created to assess the level of
knowledge about formal services. The KA survey includes eight questions asking
caregivers how familiar they are with HCBS services, including respite care, adult day
care, personal care, home care, home delivered meal service, housekeeping services,
transportation services, and caregiver support group services using a 5-point Likert scale
(1=not familiar to 5=very familiar). An average score of these eight items was used to
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measure knowledge levels of caregivers. The internal consistency of this scale was .76 in
this sample.
Service utilization. A dichotomous single item was created to measure service
utilization among KA caregivers. The KA survey includes eight questions asking
caregivers if they use formal services such as respite care, adult day care, personal care,
home care, home delivered meal service, housekeeping services, transportation services,
and caregiver support group services. If caregivers have ever used at least one type of
services, it was coded as „1‟, whereas if the caregiver never used any type of services, it
was coded as „0‟.
English proficiency. In the KA model, English proficiency was assessed using a
single item. The item asks caregivers to indicate “how well do you communicate in
English” on a 5 point scale (1=not well at all to 5=very well). This item has been used in
previous studies with minority populations (e.g., Lai & Surood, 2008; Mui et al., 2007),
although some difference in wording exists.
Length of residency. A single item was used to measure length of residency. The
item asks caregivers when they came to the U.S. The item adopts an open-ended response
to measure accurate length of residency of KA caregivers. Years that respondents have
lived in the U.S. as of 2010 were calculated and used in this study. Despite slightly
different wording, this single item has often been used in measuring the length of
residency that respondents have resided in immigrant countries such as the U.S. (e.g.,
Harwood et al., 1998; Lee, Sobal, & Frongillo, 2000) or Canada (Lai & Surood, 2008)
Caregiving burden. The burden subscale from the Korean version of the
Revised Caregiving Appraisal Scale (K-RCAS) (Lee, Friedmann, Picot, Thomas, & Kim,
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2007) was used to assess caregiving burden. The 27-item self-report scale of caregiving
appraisal was designed to assess five aspects of caregiving appraisal: caregiving burden
(9 items), caregiving satisfaction (6 items), caregiving mastery (6 items), caregiving
demands (3 items), and caregiving impact (3 items) (Lawton, Kleban, Moss, Rovine, &
Glicksman, 1989). Lee et al. (2007) translated the R-CAS into Korean and developed the
Korean version of the Caregiving Appraisal Scale (K-RCAS). In their study with a
sample of 147 primary family caregivers in Korea, the caregiving burden subscale of the
K-RCAS demonstrated acceptable internal consistency (α =.85) and construct validity.
Burden items include “Your health suffered because of caring for the older adult”
and “your social life has suffered because you are caring for the older adult”. Two items
ask the extent of agreement on the described feeling (1= disagree a lot to 5= agree a lot),
whereas the other seven items ask the frequency of the described feeling on a 5-point
scale (1=never to 5=nearly always). Possible scores range from 9 to 45 with a higher
score indicating greater burden. The internal consistency of this scale was .86 in this
sample.
Caregiving Satisfaction. A total of six items from the K-RCAS was used to
measure caregiving satisfaction. The satisfaction subscale of the K-RCAS was found to
have acceptable internal consistency (α =.85) and construct validity. The five items ask
how often caregivers feel the way described in each of following statements on a 5-point
scale (1 = never to 5 = nearly always), such as “Caring for your elder gives more
meaning to your life” or “Taking responsibility for elder gives a boost to your self
esteem”. The one item asks the extent of agreement about “I get a sense of satisfaction
from helping my elder” on a 5-point scale (1=disagree a lot to 5=agree a lot). Possible
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scores range from 6 to 30 with a higher score indicating a higher satisfaction. However,
for the model testing a reverse score of this original scale was created and used so that a
higher score indicates less satisfaction, tapping into a negative primary outcome. The
internal consistency of this scale was .81 in this sample.
Caregiving stress. A single item was used to measure caregiving stress among
KA caregivers. This item asked the extent to which caregivers feel emotional stress from
caregiving on a 5-point scale (1=not much stress at all to 5=great deal of stress).
C. Data Cleaning and Screening
Data cleaning started with checking for missing data using frequencies and
descriptive analyses with each data set. Missing Value Analysis (MVA) was conducted
using SPSS 18.0 with two data sets and no missing data patterns were found in either data
set. Prior to creating a total score for the constructs, ipsative mean imputation procedures
were used, following Schafer and Graham‟s (2002) recommendations. Computations
were done using PASW 18.0.
NLTCS Data
For the NLTCS data, prior to model testing, ipsative mean imputation procedures
were applied to the measures of problematic behaviors, social support, family conflict,
burden, and satisfaction of caregiving in which no more than 20% of the scale items were
missing for the NLTCS data. In addition, the WLSMV estimator used for structural
model testing with the NLTCS data, uses all available data, which further addresses any
missing values.
The assumption of multivariate normality for SEM was examined by checking the
distribution of univariate normality using skewness and kurtosis statistics (Kline, 2005).
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The largest absolute values of skewness and kurtosis were 2.53 and 6.19 for family
conflict, respectively, suggesting that the assumption of multivariate normality was not
violated based on Kline‟s (2005) rules of thumb (i.e., skew index absolute value <3;
kurtosis index absolute values <10). In addition, bivariate multicollinearity was checked
by examining correlations among variables. All correlations of variables were less
than .85, with the highest correlation of .699 between mastery and stress, indicating
multicollinearity was not a problem (Kline, 2005).
KA Survey Data
With the KA data, ipsative mean imputation procedures for the OARSADLLSNS-R, family conflict, service knowledge and utilization, caregiving burden, and
depression were conducted following the same procedure used with the NLTCS data.
After conducting ipsative mean imputation, the self-efficacy, family conflict, burden, and
CES-D scales still had from one to three missing cases, and the caregiving time variable
had seven missing cases. Thus, multiple imputation was implemented to address all
missing data thereby keeping statistical power as high as possible given the available size
for the KA survey sample. The EM method was used to perform multiple imputation
using PASW 18.0.
Means and standard deviations with multiple-imputed data were checked. Trivial
differences at the hundredth decimal place were found from the raw and ipsative mean
imputed data, indicating multiple imputation was conducted successfully. Lastly, two
missing values in the length of years in the U.S. were replaced by their ages. Caregivers
skipped the question about the length of years because they were born in the U.S. Thus,
all missing values were replaced, resulting in a total of 145 cases included in the SEM
analysis.
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The distribution of univariate normality was also examined to check the
assumption of multivariate normality (Kline, 2005). The greatest absolute values of
skewness and kurtosis were 1.87 and 4.95 for caregiving time, respectively, suggesting
that the assumption of multivariate normality was adequately met. In addition,
correlations among individual variables were examined to check bivariate
multicollinearity. The highest correlation was .736 between ADL and IADL limitations,
indicating that there was no multicollinearity (Kline, 2005).
D. Data Analysis

Aim 1. Describe Caregiving Experiences and Test the NLTCS model
Descriptive analyses and structural equation modeling were conducted with the
sample of the NLTCS caregivers for aim 1. First, descriptive analyses were performed
using PASW 18.0 to generate descriptive information on caregiving conditions,
caregiving resources, primary caregiving outcomes, and physical health of the NLTCS
caregiver. Structural equation modeling (SEM) was conducted to examine the caregiver
health model of the relationships between caregiving conditions, caregiving resources,
primary caregiving outcomes, and health of the NLTCS caregivers using Mplus Version
6.0 (Muthén & Muthén, 2010). The model fit was tested and the best fitting models were
identified.
SEM is capable of estimating relationships between latent variables with multiple
indicators and measurement errors in the observed variables (Bollen, 1995). Thus, SEM
is an appropriate statistical technique to test the relationships between four latent
constructs with a set of multiple indicators in this model. There are various model fit
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indices used to evaluate the SEM models. Because there is no golden rule for assessing
model fit and each index reflects only a certain aspect of model fit, more than one fit
index is usually used (Kline, 2005). Kline (2005) recommends use of the Chi-Square test,
the Root Mean Square Error of Approximation (RMSEA), the Comparative Fit Index
(CFI), the Standardized Root Mean Square Residual (SRMR), and Goodness of Fix index
(GFI). Hu and Bentler (1999) suggested three combinations of two-indices that always
include the SRMR with the NNFI (TLI), RMSEA, or the CFI. However, Mplus does not
provide SRMR, but produces the Weighted Root Mean Square Residual (WRMR) when
the Robust Weighted Least Squares (WLSMV) is used to test the SEM models. WRMR
is a relatively new fit index criterion and values of WRMR less than 1.0 are considered to
be indicative of a good fitting model (Hancock & Mueller, 2006). Table 3.4 presents the
fit indices that were used in this study and their acceptable thresholds.
Table 3. 3. Fit Indices for Model Evaluation
Index

Acceptable Thresholds

Type/Description

Model Chi-Square (χ )

Lower indicates better fit

Sensitive to sample size

Normed Chi-Square (χ2 / df)

5 or less: reasonable fit

Adjust for sample size

RMSEA

≤.05: good fit

Parsimony-adjusted

2

.5< <.8: reasonable
CFI

≥ .90

Incremental/comparative
Noncentrality-based

SRMR

<.10

Absolute fit index

WRMR

<.10

Relative fit index

NNFI (TLI)

≥ .90

Incremental/Comparative

GFI

≥ .90

Absolute fit index

(Hancock & Mueller, 2006; Hu & Bentler, 1999; Kline, 2005)
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A structural model has to be over-identified to run the model and estimate the
parameters. There are two basic requirements for model identification: degrees of
freedom must be greater than 0 and latent variables must be scaled (Kline, 2005).
Degrees of freedom greater than 0 indicates that there are more knowns than unknowns
(i.e., parameters to be estimated). The NLTCS caregiver model with 12 indicators, 3
endogenous variables, and 6 paths, has 72 knowns and 33 unknowns, resulting in more
knowns than unknowns and therefore this model is over identified. The latent variables
were scaled in the analysis process. Kline (2005) suggests that a sample size of more than
200 is considered large and sufficient for conducting SEM. Thus, the sample size of the
NLTCS caregivers (N = 1837) is adequate for structural equation modeling.
In the SEM analysis, all variables were coded so that higher scores indicated more
of the construct of interest. Thus, higher values on caregiving condition indicate more
stressful conditions of caregiving such as more health problems of the older adult and
longer caregiving time. Higher values on the resources indicate more resources, whereas
higher values on the primary outcomes indicate more negative outcomes.

Aim 2. Describe Caregiving Experiences and Test the KA model
Descriptive analyses and structural equation modeling were conducted with the
sample of the KA caregivers for aim 2. Descriptive analyses were conducted using
PAWS 18.0 to provide descriptive information about caregiving conditions, caregiving
resources, primary caregiving outcomes, and the physical and psychological health of KA
caregivers. Structural equation modeling (SEM) was conducted to examine the model of
the relationships between caregiving conditions, caregiving resources, primary caregiving
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outcomes, and wellbeing (i.e., physical and psychological health) of KA caregivers. The
model fit was tested and the best fitting models were identified. Because the KA model
with 13 indicators, 3 endogenous variables, and 6 paths, has 91 knowns and 35 unknowns,
indicating more knowns than unknowns, the model is over identified. The latent
variables were scaled in the analysis process. The sample size of the KA model (N=145)
is considered a medium size (Kline, 2005) so that SEM can be conducted, however
analyses should be interpreted with caution and the model may be under powered (which
will be discussed in more detail in the Discussion chapter). In the SEM analysis, all
variables were coded so that higher scores indicated more of the construct of interest.
Figure 3.1. presents a full structural model tested in this study.
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CHAPTER 4. RESULTS

A theory based health model was tested with two different data sets: (1) the 2004
National Long-Term Care Survey (NLTCS) Caregiver Survey and (2) the Korean
American Caregiver (KA) Survey. Descriptive findings and results of testing the
structural equation models with each sample are presented in this chapter.
Aim 1. Describe Caregiving Experiences and Test the NLTCS model

A. NLTCS Descriptive Findings
Tables 4.1 and 4.2 summarize the descriptive statistics for the NLTCS sample.
The average numbers of IADL and ADL limitations of the older adults were 3.2 and 2.8,
respectively (see Table 4.1). More than half of the older adults did not have cognitive
problems and 74% of the older adults did not have any behavioral problems. Thus, the
older adults in the NLTCS tended to be healthy in the cognitive and behavioral aspects
despite functional limitations. Caregivers on average spent 24 hours in a typical week
caring for their older adults (SD= 35.1). Around 70% of the caregivers reported that they
did not perceive any financial hardship at all. One in five caregivers rated the financial
hardship as moderate, and 1 in 10 reported great hardship. The average score of mastery
was 6.83 (SD= 1.6, Range=2-8), demonstrating that caregivers feel confident in handling
caregiving tasks. Given the ranges of 8 to 32, the average score of social support and
family conflict were 25.3 and 10.33, respectively, which indicated high levels of support
from family or relatives and low family conflict among family members regarding
caregiving.
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Table 4. 1. NLTCS Descriptive Findings: Caregiving Conditions and Resources
M

SD

Range

IADL limitations (n=1828)

3.2

2.5

0-7

ADL limitations (n=1837)

2.8

2.8

0-9

23.9

35.1

0-168

6.8

1.6

2-8

Social support (n=1716)

25.3

4.8

8-32

family conflict(n=1718)

10.3

4.8

8-32

Financial hardship (n=1821)

1.6

1.1

1-5

Caregiving time (n=1837)
Mastery (n=1825)

%

No hardship et all

70.5

A little hardship

12.4

Moderate hardship

8.7

A good deal of hardship

3.6

Great deal of hardship Mastery

4.9

Cognitive impairment (n=1436)

22.1

No behavioral problem (n=1820)

36.2

Half of the caregivers reported they had used formal services (see Table 4.2).
Personal care/nursing care at home was used the most, followed by housekeeping
services; caregiver support group services were the least used. The NLTCS caregivers
reported a relatively low level of caregiving burden; the average score for burden was .9
(SD=1.2, Range=0-4). Around 40% of the caregivers answered that caregiving was not at
all stressful and the average caregiving stress was 3.08. More than 70% of the NLTCS
caregivers reported good or excellent health. Thus, most of the NLTCS caregivers tended
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to demonstrate positive caregiving experiences and health outcomes. However, it is
important to note that there were caregivers who experience a great deal of burden and
stress, and poor health because of caregiving.
Table 4. 2. NLTCS Descriptive findings: Service utilization and Caregiving outcomes
M

SD

Range

Burden (n=1836)

.9

1.2

0-4

Stress (n=1823)

3.1

2.6

1-10

Satisfaction (n=1813)

8.5

1.8

2-10

%

Service utilization (n=1826)
Have used services 9

49.1

Respite care

8.6

Adult day care/senior center

4.2

Personal/nursing care at home

28.4

House-keeping services

18.1

Home-delivered meal
Transportation services

12
10.6

Support group

4.2

Never used services

50.8

Physical health (n=1802)
Excellent
Good
Fair
Poor
9

26.4
47.3
20.5
5.9

Percentages of services used add up to more than 49.1% because some caregivers reported using more
than one type of service.
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B. NLTCS Structural Equation Models
NLTCS Measurement models
Prior to testing the structural model, measurement models were tested for
construct validity. The NLTCS measurement model consists of three latent variables:
caregiving conditions, resources, and primary outcomes. Caregiving conditions has five
indicators: IADL limitations, ADL limitations, cognitive impairments, problematic
behaviors, and caregiving time. Resources includes five indicators: financial resource,
mastery, social support, family harmony and social support. The latent variable of
primary outcomes has three indicators: stress, satisfaction, and burden.
Because two indicators of cognitive functioning and service utilization were
dichotomous and there were some missing values in the dataset, the WLSMV estimator
was used for the NLTCS model. Overall model fit for this measurement model was poor:
χ2 (62) = 1281.15, TLI =.731, CFI =.786, RMSEA=.103. However, all indicators
significantly loaded on assigned latent variables. The absolute value of factor loadings
ranged from .07 to .93; the smaller loadings are statistically significant due to the large
sample size for this analysis but may not have any practical significance. Latent variables
were highly correlated each other (absolute value of r >.83).
A minor modification was made to this measurement model by deleting the
indicator of service utilization. The indicator of service utilization was removed because
of its negative relationship with the latent variable resources. Service utilization was
expected to be positively loaded on the resources because prior research provided
positive effects of service use on psychological wellbeing of caregivers (e.g., Lee et al.,
2007; Riana et al., 2004); however, it showed a negative loading (-.93, p <.001) in this
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study. The questions of service utilization only assessed if caregivers had used any HCBS
for their older adults without a specific time frame. Thus, this measurement might not be
an appropriate indicator of resources because this was only able to capture whether or not
caregivers ever used services. If caregivers used the service several years before, this
would hardly influence the level of perceived resources when the survey was conducted;
therefore this indicator was dropped from all further model testing.
This revised measurement model yielded a better model fit, χ2 (51) = 671.91,
TLI=.786. CFI = .834, RMSEA = .081. However, the overall model fit was still not
acceptable. All indicators significantly loaded on the appropriate latent variable, ranging
from .10 to .76. Latent variables were significantly correlated. In particular, a high
correlation between the latent variable resource and the primary outcomes (r= -.963, p
<.001) was found. Appendices C and D contain the figures of the initial and revised
measurements models, respectively.
NTLCS Structural model
Three structural models were examined in this study. First, the initial structural
model presented in Chapter 3 was tested. In order to find the best model for the NLTCS
data, the structural model was revised based on modification indices and findings from
prior research. Finally, two models, a stress model and a burden model with overall
good model fits, were developed. Because dichotomous variables were included in these
models, WLSMV estimators were used to test the NLTCS models. Table 4.3 summarizes
the three NLTCS models.
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Initial model. The structural model illustrated in Chapter 3 was tested first (see
Figure 4.1). The initial structural model consists of one exogenous latent variable (i.e.,
caregiving condition) and three endogenous variables (i.e., resources, primary outcomes,
and physical health). As expected from the measurement model, poor model fit was
found with this initial model, χ2 (72 ) = 1310.18, TLI=.738, CFI = .793, RMSEA = .097.
All factor loadings were significant (p <.005) perhaps due to the large sample size. Only
two paths were significant in the model: 1) a direct relationship between resources and
primary outcomes, and 2) a direct relationship between caregiving conditions and
resources. An indirect relationship between caregiving conditions and health through
resources was also significant. However, four standardized coefficients greater than one
were found, which indicates this initial model could be problematic. Standardized path
coefficients of greater than one are theoretically impossible because it means that more
than 100% of variance is accounted for. In addition, the presence of standardized
coefficients greater than one may demonstrate multicollinearity among the set of
variables, thereby questioning legitimacy of the model (Deegan, 1978).
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Several modifications were made to the initial model to address the issues
identified above. First, two problematic indicators were excluded: behavioral problems
and service utilization. Modification indices suggested that the indicator problematic
behavior could possibly be loaded on two other latent variables, resources and primary
outcomes. Thus, the problematic behavior was dropped from the model because the
problematic behaviors failed to uniquely capture the construct of caregiving conditions.
In addition, results of the revised measurement model test revealed a very strong
relationship between two latent variables, resources and primary outcomes (r= -.963, p
<.001), which suggested a lack of discriminant validity between them. The indicators for
the primary outcomes were not standardized measures and were created based on the
meaning of questions in referring to the measures used in the KA survey (as described in
Chapter 3). Consequently, the primary outcomes may have been poorly operationalized,
resulting in validity issues. Thus, the latent variable primary outcomes was removed from
the model, and two indicators, burden and stress, were separately examined as an
observed variable for the primary outcome.
Satisfaction, another remaining indicator for the primary outcomes was not
examined separately because of a very low factor loading (loading=.11, p <.001) on the
primary outcomes in the initial model. Given the rule of thumb that loadings under .30
are poor (Harrington, 2009), satisfaction did not meaningfully tap into the primary
outcome. In contrast, factor loadings of burden and stress were greater than .8 in the
initial models and significant at p <.001.
Burden model. Burden replaced the latent variable primary outcomes in the
burden models. The initial burden model was tested and the model fit improved (χ2 (34) =
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230.096, TLI=.886. CFI = .914, RMSEA = .056). However, in order to develop the most
parsimonious and best fitting model, a revised burden model was developed by
eliminating non-significant paths from caregiving conditions to physical health and from
burden to physical health. The revised burden model was greatly improved, yielding an
overall good model fit, χ2 (32) = 127.61, TLI=.941. CFI = .958, RMSEA = .040 (see
Figure 4.2). Standardized factor loadings for all indicators were significant at p <.001,
ranging from .11 to .77. The indicators with the smallest factor loading and the greatest
factor loading were social support (.11) and mastery (.77) for the resources latent variable,
respectively. All paths among latent variables were significant at p < .001.
Caregiving conditions has a direct negative relationship with resources.
Caregiving conditions also has a direct positive relationship with caregiving burden. In
addition, resources has direct negative relationships with burden and health of caregivers.
A small indirect negative relationship between caregiving conditions and physical health
of caregivers was found through resources. More difficult caregiving conditions were
associated with lower levels of caregiver physical health through resources. R2 was .60
for burden and .094 for physical health, suggesting that this burden model accounted for
60% of the variance in burden and 9.4% of the variance in the physical health,
respectively. In sum, this burden model suggested that more negative caregiving
conditions (e.g., caregiving for the older adults with cognitive impairment, and more
IADL and ADL limitations) and having fewer resources (e.g., less feeling of mastery,
less financial resources, less social support, and less family harmony) were associated
with higher caregiver burden. In addition, fewer resources were also associated with
poorer physical health.
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Stress model. The stress models have stress instead of burden as an observed
variable of the primary outcome. After testing the initial stress model, non-significant
paths from caregiving conditions to physical health and from stress to physical health,
were eliminated, thereby developing a revised stress model. The revised stress model
yielded a little better model fit than the burden model, χ2 (32) = 117.31, TLI=.949. CFI
= .963, RMSEA = .038 (see Figure 4.3). Standard factor loadings for all indicators were
significant at p <.001, ranging from .11 to 80. The indicators with the smallest factor
loading and the greatest factor loading were social support (.11) and mastery (.82) for
resources, respectively. All paths among the variables were significant at p < .001.
Caregiving conditions had a negative direct relationship with resources and a
positive relationship with stress. Then resources has a direct negative relationship with
caregiving stress and the physical health. No indirect effect was found in this stress
model. R2 was .75 for stress and .094 for physical health, suggesting that this structural
model accounted for 75% variance in the stress and 9.4% variance in the physical health,
respectively. In sum, the revised stress model suggested that more negative caregiving
conditions (e.g., caregiving for the older adults with cognitive impairment and more
IADL and ADL limitations), and having fewer resources (e.g., less feeling of mastery,
less financial resources, less social support, and less family harmony) were associated
with higher caregiver stress. In addition, fewer resources were also associated with worse
physical health.
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Summary of the NLTCS models
The two measurement models and three structural models were reported here. The
two measurement models yielded poor model fit, indicating the need for further revisions.
Out of the structural models, the revised stress and the revised burden models fit the
NLTCSS data well. When the latent variable primary outcomes was removed from the
model and replaced with an individual indicator with high factor loadings (i.e., burden
and stress), and non-significant paths were trimmed, the structural model was
considerably improved. The findings with the NLTCS data showed that more difficult
caregiving conditions (i.e., caring for older adults with more health problems and longer
caregiving time) was associated with lower levels of resources, which in turn was related
to the higher levels of either burden or stress. In addition, caregiving conditions also had
a direct negative relationship with burden or stress, and resources also had a direct
negative relationship with physical health in both models. However, neither stress nor
burden was significantly related to caregiver health in these models.

Aim 2. Describe Caregiving Experiences and Test the KA models

A. KA Sample Descriptive Findings
Table 4.4 presents the descriptive findings about caregiving conditions and
outcomes for the KA sample. KA caregivers were taking care of older adults with an
average of 4.4 IADL and 1.7 ADL problems. Given the cut off score of 3.6 for Korean
elderly (Lee et al., 2005), the majority of the caregivers (73.6%) perceived cognitive
impairment of the older adults. The average of 4.5 in the IQCODE-K may indicate that
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there are possibly high levels of cognitive impairment for the KA older adults dwelling in
the community. The average caregiving times were 26 hours ranging from 0 to 140 hours.
Most caregivers reported a medium level of stress and burden due to caregiving. Given
the cut off score of 16 for the CES-D (Radloff, 1977), more than half of caregivers
(53.5%) perhaps had elevated depressive symptoms suggesting the need for further
assessment. In contrast, around 48% of caregivers rated their health as excellent or good.
Table 4.3. KA descriptive Findings: Caregiving Condition and Outcomes
M

SD

Range

IADL limitations (n=144)

4.5

2.4

0-7

ADL limitations (n=145)

1.7

1.5

0-7

Cognitive impairment (n=145)

4.1

.66

2-5

Caregiving time (hours) (n=138)

26.4

26.0

0-140

Burden (n=144)

22.6

7.5

9-44

Stress (n=145)

3.0

1.3

1-5

Satisfaction (n=135)

22.0

5.4

8-30

Depression (n=145)

16.2

9.3

0-45

Physical health (n=145)

2.6

.97

1-5

%

Excellent

13.8

Good

33.8

Fair

35.2

Poor

15.2

Very poor

2.1
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Additionally, a chi-square test was conducted to examine the relationship between
physical health and depression and significant differences were found, (χ2(1), N=145)
=20.661, p<.001. Table 4.5 presents the results of the chi-square test. Around 70% of
caregivers reported either fair or poor physical health or depressive symptoms. Moreover,
37% of caregivers experienced fair or worse physical health and depressive symptoms
simultaneously, illustrating the vulnerability of KA caregivers.
Table 4. 4. KA Physical health and Depressive Symptoms (n=145)
Physical health

No Depressive Symptoms
(Less than 16)
Depressive Symptoms
(16 or more)

Fair, Good or Excellent

Poor or Very poor

46 (31.7%)

22 (15.2%)

23 (15.9%)

54 (37.2%)

Table 4.6 summarizes the descriptive finding about resources among KA
caregivers. The average of perceived financial strain was 2.5 and 3 in 10 caregivers
(32.4%) reported no financial hardship for caregiving. Caregivers also reported on
average a medium level of confidence in searching for services and managing symptoms
(M=55.0, Range=19-98). The averages for social networks and family conflict scales
were 30.3 and 7.8, respectively, indicating medium levels of support networks from
family and friends, and of family conflict among family members regarding caregiving.
In the social networks, family networks were greater than friend networks. The average
number of years spent in the U.S. was 25.5. Caregivers rated on average their English
levels as 2.4 on 5-point Likert scale. Around half of caregivers reported they could not
speak English well or not at all.
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Table 4. 5. KA Descriptive finding: Resources
M

SD

Range

Financial strain (n=145)

2.5

1.3

1-5

Caregiving Self Efficacy (n=143)

55.0

19.6

19-98

Symptom management

29.1

10.2

5-50

Service utilization

25.9

11.4

5-50

Social network (n=145)

30.4

10.1

6-51

Family network

16.5

6.0

0-30

Friend network

13.9

6.4

0-30

Family conflict (n=131)

17.8

5.9

8-32

Length of residency (n=145)

25.5

9.4

2-48

English proficiency (n=145)

2.4

1.3

1-5

%

Not well at all

15.6

Not well

32.6

Relatively well

30.5

Well
Very well

9.9
11.3

Table 4.7 summarizes descriptive findings about service knowledge and service
utilization among KA caregivers. KA caregivers were found to have low levels of
knowledge of HCBS. On a 5-point Likert scale, the average score was 2.03 and the adult
day care services were the most familiar services among the KA caregivers. Less than
half of KA caregivers reported that they had used HCBS. Among services users, most of
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them had used adult day care services and no one reported having used caregiver support
group services.

Table 4. 6. KA Service Knowledge and Utilization (n=144)
Service knowledge

Service utilization

Types of services
M

SD

%

Respite care

1.4

.92

1.4

Adult day care

2.8

1.43

30.8

Personal care

2.4

1.27

4.8

Home care

2.4

1.16

12.6

House-keeping services

2.0

1.13

1.4

Home delivered meals

1.9

1.31

6.2

Transportation services

2.1

1.20

11.2

Caregiver support groups

1.2

.69

0

Total

2.0

.93

Have used10: 46.8%
Never used: 56.2%

In sum, most of the KA older adults had cognitive impairment and some
functional limitations. Overall, caregivers reported a moderate level of resources except
for the formal service knowledge and use, and English proficiency. Overall, the majority
of caregivers seemed to experience some negative physical or psychological health
outcomes.

10

Individual percentages add up to more than 46.8% because some caregivers reported using more than one
type of service.
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B. KA Structural Equation Modeling
KA Measurement models
The initial measurement model was examined first. The WLSMV estimator was
used to test the initial KA measurement model because of a dichotomous variable, service
utilization. The overall model fit for this initial KA measurement model was poor, χ2 (113)
= 228.825, TLI=.599. CFI = .667, RMSEA = .084. All indicators were significantly
loaded on assigned constructs except for service utilization and the length of years in the
U.S. Service knowledge was significant at p =.001 and all other indicators were
significant at p <.001. The indicator with the greatest loading was the IADL limitation of
older adults on caregiving condition (loading=.81), whereas family harmony was found
to be loaded on resources with the smallest loading (loading=.30) in the model.
Resources was highly correlated with primary caregiving outcomes (r= -.71, p <.001) and
wellbeing (r=.91, p <.001). Caregiving conditions and primary caregiving outcomes were
found to have a moderate relationship, r=.39, p <.001. Caregiving conditions was not
related to resources and wellbeing.
After deleting non-significant indictors (i.e., service utilization and the number of
years in the U.S.) from the initial model, the revised measurement model was tested. The
ML estimator was used11. The modified measurement model was found to have much
better model fit, χ2 (83) = 137.641, TLI=.881. CFI = .906, RMSEA = .067. Service
knowledge was significant at p =.004, and all other indicators were significant at p<.001.
The strongest loading was IADL limitations (loading=.84), and the smallest loading was
service knowledge (loading=.27). Resources was still highly correlated with primary
11

Because the one dichotomous variable, service utilization, was dropped from the model and all other
variables were continuous and normally distributed, ML was a more appropriate estimator for this model
than WLSMV.
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caregiving outcomes, r=-.73, p <.001. The relationship between caregiving conditions
and primary caregiving outcomes was weaker than that in the initial model, r=.26, p
=.006. Caregiving condition was not related to resources and wellbeing. Modification
indices suggested adding a covariance between IADL limitations and cognitive
functioning of the older adults. However, additional modification was not made on this
revised measurement model because the measurement models would be examined and
modified again while testing structural models. Appendices E and F contain the initial
and revised measurement models, respectively.
KA Structural models
Four KA structural models are presented. First, the initial model described was
tested. Second, because the initial model had poor model fit, a wellbeing model that only
included significant indicators was tested. Third and fourth, because the NLTCS models
only include physical health as an endogenous variable, the physical health model and the
depression model were separately tested and reported. Table 4.8 presents the initial and
wellbeing models. Because the WLSMV estimator was used for the initial KA model, the
WRMR was reported. Table 4.9 presents the physical health and depression models.
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Initial model. The initial model was tested first (see Table 4.8 and Figure 4.4).
The WLSMV estimator was used because a dichotomous variable was included in the
model. The initial model did not fit well, χ2 (113) = 228.852, TLI=.599. CFI = .667, and
RMSEA = .084. Except for two indicators, service utilization and the number of years in
the U.S, all indicators were significant. Therefore, these nonsignificant indicators were
dropped from all further model testing. Three significant direct relationships between
latent variables were found: caregiving and primary outcomes (β =.287, p <.001),
resources and primary outcomes (β =-.672, p <.001), and resources and wellbeing (β =.638, p=.001). Figure 4.4 depicts the KA initial model.
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Wellbeing model. The wellbeing model was developed by making several
modifications on the initial model (see Table 4.8 and Figure 4.5). First, a covariance
between IADL limitation and cognitive functioning was added, as suggested by the
modification indices from the KA initial model. This resulted in considerable
improvement in the overall model fit, χ2 (84) = 138.628, TLI=.882. CFI = .906, RMSEA
= .067. The covariance between IADL limitation and cognitive functioning was.69 at p
< .001. Service knowledge was significant at p =.004 and all other indicators were
significant at p < .001. Caregiving conditions had a direct positive relationship with
primary outcomes. Resources had direct negative relationships with negative primary
outcomes and wellbeing of caregivers. However, paths from caregiving conditions to
resources and wellbeing, and a path between primary outcomes and wellbeing were not
significant, so that these paths were dropped from further model testing. An R2 of.935
indicated that caregiving conditions, resources, and primary outcomes explained 93.5%
variance in wellbeing of caregivers.
In sum, negative caregiving conditions (e.g., caring for older adults with more
cognitive problems and functional limitation, and more caregiving time) was associated
with negative primary outcomes (e.g., more burden, less satisfaction, and more stress). In
addition, more resources (e.g., higher self-efficacy in caring, greater social network, more
family harmony, more knowledge about the services, and higher English proficiency)
were associated with better primary outcomes (i.e., less stress, more satisfaction, and less
burden) and better health (i.e., better physical health and less depressive symptoms).

98

99

100
Although the model fit of the wellbeing model was improved, the fit indices did
not meet the criteria for good model fit as presented by Kline (2005). The very high
correlation between resources and wellbeing found in the measurement model tests might
hinder the model fit, indicating a lack of discriminant validity. In addition, because the
NLTCS model only included physical health, two indicators of wellbeing, physical health
and depression, were separated and tested independently to make the KA models as
parallel with the NLTCS models as possible for better comparison.
Depression models. The ML estimator was used to test the KA depression
models. The first depression model fit indices were much better than the fit indices for
the KA wellbeing model described above, χ2 (72) = 118.494, TLI=.912. CFI = .889,
RMSEA = .067. Appendix G contains the first depression model. However, the
modification indices suggested a model respecification, providing an error covariance
between self-efficacy and satisfaction and a possible loading of service knowledge on the
primary outcomes. Thus, the first depression model was revised by addition an error
covariance between self-efficacy and satisfaction. Service knowledge was removed
because it is not theoretically meaningful to add a loading for that indicator on the
primary outcomes latent variable.
The revised depression model fit improved, χ2 (58) = 77.245, TLI=.949. CFI
= .962, RMSEA = .048, exceeding suggested model fit indices (Kline, 2005). Appendix
H includes the revised depression model. However, caregiving condition was found not
to be associated with resources, primary outcomes, or depression. Resources was the only
latent variable significantly related to primary outcomes and depression. This was not a
surprising result given the weak relationship between caregiving condition and the
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primary outcomes. The error covariance between self-efficacy and caregiving satisfaction
was -.300 with p <.001, indicating higher self-efficacy was related to less dissatisfaction
with caregiving. However, this model suggested that caregiving conditions was not
associated with two other latent variables and the final outcome variable. In addition, the
two indicators, self-efficacy and satisfaction were weakly correlated, and satisfaction had
the lowest loading on the latent variable primary outcomes. Thus, this model was revised
by deleting satisfaction from the primary outcomes, which yielded the final depression
model (see Figure 4.6) equivalent to the NLTCS models that includes only negative
primary outcomes.
The final depression model produced almost the same model fit indices as the
previous depression models, exceeding criteria for the good model, χ2 (49) = 66.621,
TLI=.950, CFI = .963, RMSEA = .050 (see Table 4.9). The Akaike Information Criteria
(AIC) and Bayesian Information Criteria (BIC) also indicated that the model fit improved
by yielding much reduced values (AIC=9632.650, BIC=9754.650) compared to the
wellbeing model (AIC=11795.321, BIC=11947.134). All indicators were significant at p
<.001. Of the indicators for caregiving conditions, functional status such as IADL and
ADL limitations were the strongest indicators of negative caregiving conditions
(loadings=.838 and .878, respectively). Self-efficacy was the strongest indicator
(loading=.606) for the construct of resources followed by social network (loading=.514).
Of the indicators for primary outcomes, caregiving burden yielded the highest loading
(loading=.938).
Caregiving conditions was directly related to primary outcomes. Resources was
directly related to primary outcomes and depression. The relationship between caregiving
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conditions and primary outcomes becomes significant after dropping the satisfaction
indicator from the primary outcomes latent variable. It could be understood that
caregiving conditions has a stronger relation with the negative aspects of primary
outcomes such stress or burden. No indirect relationship was found. R2 was .56 for
depression, suggesting that this model accounted for 56% of the variance in depression.
No additional modifications were suggested for further refining the model.
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Physical health model. The physical health models were developed next. The
ML estimator was used to examine the physical health models. Like the result of the first
depression model, this first physical health model fit greatly improved, χ2 (72) = 120.614,
TLI=.878. CFI = .904, RMSEA = .068 relative to the KA wellbeing model reported
above. The values of AIC and BIC were much lower in this model (AIC=9009.893,
BIC=9131.939) than those in the wellbeing model (AIC=11795.321, BIC=11947.134),
also indicating that the model fit improved.. All indicators were significant at p <.001
except for family harmony (p =.001) and caregiving satisfaction (p =.007). Caregiving
conditions had a direct positive relationship with primary outcomes. Resources had a
direct negative relationship with primary outcomes and physical health similar to the
paths in the depression models. Appendix I includes this first physical health model.
However, as found in the depression models, the modification indices suggested
an error covariance between self-efficacy and satisfaction, and a possible loading of
service knowledge on primary outcomes. Therefore, the first physical health model was
revised; an error covariance between self-efficacy and satisfaction was added and the
service knowledge indicator was removed. The result of this revised model was the same
as the revised depression model. The model fit improved , χ2 (59) = 76.007, TLI=.953.
CFI = .965, RMSEA = .045, but caregiving conditions was found not to be related to
other latent variables and the final variable, physical health. Appendix J presents the
revised physical health model. Thus, the final physical model was revised by applying the
same rationale as was used in refining the revised depression model; the indicator
satisfaction was removed from primary outcome.
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This final physical health model yielded the same good model fit, χ2 (49) =
63.621, TLI=.956. CFI = .957, RMSEA = .045, as the revised physical health model. All
indicators were significant at p <.0001. Figure 4.7 illustrates this physical health model.
The strongest indicators for each construct were almost the same as those in the
depression model. IADL and ADL limitations of the older adults were identified as the
strongest indicators for caregiving conditions with loadings of .837 and .880, respectively.
Self-efficacy (loading = .510) and social network (.492) were the salient factors for
resources. The loading of burden was the highest in the model at .966. Caregiving
conditions had a direct positive relationship with the negative primary outcomes.
Resources had a direct negative relationship with the negative primary outcomes and
physical health. More resource (i.e., higher self-efficacy, more financial resources,
greater social network, greater family harmony, and higher English proficiency) were
associated with better caregiving outcomes (less stress and burden), and better physical
hetalhR2 of.39 indicated that 39% of the variance in physical health was accounted for in
this model. None of modification indices indicated the need for further model
respecification.
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Summary of the KA models
Eight structural models were presented and four models were reported in detail.
Despite the small sample size, the structural models yielded good model fit indices.
When non-significant indicators were removed and a covariance between IADL
limitations and cognitive functioning of the older adult was added, the overall model fit
improved in the wellbeing model. The model fit indices were very good for both the
depression and the physical health models. The wellbeing, the depression, and the
physical health models commonly identified three significant paths. More stressful
caregiving conditions were associated with worse primary outcomes. More resources
were related to better primary outcomes and better health status of caregivers.
Summary of the Results
Measurement models and full structural models guided by the COR theory and
prior research were tested with the NLTCS data and the KA data. The measurement
models and the initial structural models with both data sets produced poor model fit.
Revised structural models were developed reflecting modification indices to create final
models that fit each data set well. In the NLTCS models, worse caregiving conditions
was related to less resources and related to negative primary outcomes. In addition, more
resources was related to better primary outcomes and better health of caregivers. On the
other hand, caregiving conditions was not associated with resources in the KA models.
However, other significant paths from caregiving conditions to primary outcomes, and
from resources to primary outcomes and to health in the NLTCS models, were also found
in the KA models.
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CHAPTER 5. DISCUSSION AND IMPLICATIONS

This chapter presents a discussion and implications of this study. Findings from
the descriptive analysis and structural model tests with each data set are discussed.
Common findings and differences between national caregiver and Korean American
caregiver samples are compared. In addition, the limitations and strengths of the study,
and implications for further research, social work practice, policy, and theory are
presented. Finally, the study conclusion is provided.
A. NLTCS caregivers
Interestingly, the descriptive findings from the NLTCS caregiver sample are
consistent with a report recently released by NAC and AARP (2009). NAC and AARP
conducted telephone interviews with 1,397 caregivers for older adults and found that the
average numbers of IADL and ADL limitations of older care-recipients were three and
two, respectively, and average caregiving time was 19 hours for middle age caregivers
and 31 hours for older caregivers. These results are very similar to what this study found
with the NLTCS caregivers: 3.2 IADL and 2.8 ADL limitations of the older adults and 24
hours of caregiving time. Similar to the NLTCS caregivers, more than half of the
caregivers in the NAC and AARP (2009) study reported no financial hardship at all12.
Moreover, the majority of caregivers reported low levels of physical strain and burden
and good health status in the NAC and AARP (2009) study.
It is interesting to note the similar descriptive information about caregivers
between the two surveys despite different sampling strategies and research methods. In
addition, NAC and AARP collected data in 2009, whereas the NLTCS Caregiver Survey
12

It is important to note that these data were collected before the current economic recession and it is
possible that this has changed over time.
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was conducted in 2004. Given the time interval of five years between the two surveys,
the 2009 findings suggest that the results of 2004 NLTCS Caregiver Survey are still
applicable and thus timely.
Consistent with prior research, the findings from the NLTCS models suggest that
more stressful caregiving situations, such as caring for older adults with more functional,
cognitive, and behavioral problems and more time spent providing care per week, had a
direct relationship with the primary caregiving outcomes of higher stress or burden
(Casado, 2008; Gaugler et al., 2000; Van Den Wijngaart, et al., 2007). Resources
measured by financial hardship, mastery, social support, and family harmony had direct
negative relationships with the primary outcomes, and the final health outcome. This
finding is also consistent with prior research. Perceived financial hardship was associated
with depression (Karasawa et al., 2003); self-efficacy was related to burden (Gonyea et
al., 2005), and stress and perceived health (Durcharmet et al., 2007); social support was
associated with emotional stress (Wilk & Croom, 2008) and depressive symptoms
(Huang et al., 2006); and family conflict was related to depression (Malone-Beach &
Zarit, 1995). Furthermore, caregiving conditions also had indirect relationships with
physical health through resources despite the lack of a direct relationship between them.
The COR theory was partly supported by the findings of the NLTCS models.
Lower resources were associated with negative primary outcomes as the COR theory
predicts; however, a negative relationship between caregiving conditions and resources
was found among the NTLCS caregivers, which is inconsistent with the COR theory.
According to the COR theory, more stressful caregiving situations should lead to higher
levels of resources to make up for the resource loss arising from caring for the older
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adults (Hobfall,1989).There are two plausible explanations for the inconsistency between
the current findings and those predicted by the COR theory. First, because of the
employment of a cross-sectional design, this study could not capture how caregivers in
more stressful caregiving situations react to their loss of resources. Instead, this study
might only present the current levels of stress situations and resources of caregivers,
indicating that caregiving conditions are associated with loss of resources as the COR
theory defined stress as „loss of resources‟. If a longitudinal design was used, the study
would be able to show how caregivers respond to their loss of resources, thereby
providing stronger evidence either consistent or inconsistent with the COR theory.
Second, it is possible that resources were inappropriately operationalized in this
study. All indicators for resources assessed perceived resource levels rather than actual
acquirement of resources. The resources that caregivers seek and receive to relieve their
stressful situation were not measured in this study so the finding only suggest that as the
health status of the older adults deteriorates and caregiving time increases, perceived
resources such as internal confidence (i.e., mastery) and support (i.e., social support and
social network) decrease. This may suggest that even though resources have remained
stable, caregivers perceived decreases in the resources, thereby indicating increasing
needs.
In this study, resources might represent a perceptional evaluation about caregiving
situations regarding financial, internal, or interpersonal aspects, which can be in line with
secondary appraisal of caregiving. Prior research noted the importance of perceived
caregiving experiences rather than the objective caregiving situation such as the health
status of the older adults (Clair et al., 1995; Sockolne et al., 2007). The primary appraisal
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measured by ADL limitations was not related to psychological distress, whereas
secondary appraisal including perceived economic hardship was associated with
psychological distress (Soskolne et al., 2007). Moreover, Clair et al. (1995) argued that
caregiving burden is an outcome of reflection about perceived resourcefulness.
Furthermore, the findings of the NLTCS models highlight the importance of resources in
caregiving experiences by supporting hypothesized relationships between the resources
and outcome variables. Resources was found to play a vital role in the complex structure
of caregiving. Resources was the only construct that was associated with caregiving
condition, primary outcomes, and physical health. Thus, the results indicate that the
various types of resources may be the strongest predictors to explain why certain
caregivers become overstressed or overburdened and in the end experience worse health.
Given the substantial effect of resources on caregiving outcomes, understanding
the meaningful components of resources is vital. Mastery had the highest loading on
resources, suggesting that mastery in caring may be the critical component in reducing
negative caregiving outcomes. This psychological resource (i.e., mastery) has been found
to have a direct effect as well as an indirect effect on depression (Clair et al., 1995;
Dilworth-Anderson et al., 2004; Soskolne et al., 2007). In addition, financial resource
was found to be an important component of resource. Karasawa et al. (2003) found a
positive relationship between perceived economic hardship and negative caregiving
outcomes, and Casado (2008) further suggested the need for financial support services
among caregivers.
Although significant, social support had the smallest loading on the resources
latent variable in this study. Literature has suggested that the function of social support
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networks is inconclusive (e.g., Miller et al., 2001). In addition, a recent study reported
that White caregivers received the least assistance from their informal sources including
family or friends compared with ethnic minority caregivers (Chow et al., 2010). These
findings from prior research may together suggest a minimal role of perceived informal
social support in caring for older adults among White caregivers.
In summary, the findings about the NTLCS models illustrated that resources was
associated with overall caregiving experiences, partly supporting the COR theory.
Caregiving conditions only had an indirect effect on caregivers‟ physical health, whereas
caregivers reported different levels of burden, stress, and physical health depending on
the levels of perceived resources. Given the R2 for the variables, these burden and stress
models explain burden or stress better than physical health. Two latent variables,
caregiving conditions and resources explained more the variance in burden or stress than
these two latent variables and stress or burden explained about health in the models.
B. KA caregivers
Descriptive findings depict the overall caregiving situations that KA caregivers
encounter. The majority of older adults were cognitively impaired and half of caregivers
reported depression symptoms, which could show difficult caregiving conditions that KA
caregivers experience. Overall, the resource levels of KA caregivers tend to be moderate
except for English proficiency and use of formal services. Due to mistrust about formal
service providers, lack of culturally competent programs, and language barriers (Chow et
al., 2010; Scharlach et al., 2006), KA caregivers may underuse formal services. In the KA
survey, open-ended questions for not using services indicated that KA caregivers did not
use HCBS because of lack of perceived need for them and knowledge about the services.
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Cultural and language barriers were also identified as reasons for not using services. In
addition, Braun and Browne (1998) suggested that traditional cultural values such as filial
obligation or loss of face tended to lead to lower levels of formal services among Asian.
It is important to note that most caregivers were identified and recruited through the
formal service system in the original KA study. Thus, possibly a much lower level of
knowledge and service utilization can be anticipated among the KA caregivers who
would not be identified through the formal system.
A high proportion of possible depression of KA caregivers implies a high level of
risk among KA caregivers. Korean or Korean American caregivers have been found to
have higher levels of burden and depressive symptoms than general U.S. caregivers
(Choi-Kwon et al. 2009; Yoon et al., 1999). Cultural values may affect the perceived
burden. In addition, the immigrant status of the KA caregivers may cause a higher level
of perceived burden. Prior studies suggested being an immigrant was related to more
negative caregiving outcomes (Chun et al., 2007; Soskolne et al., 2007) as it exacerbates
stressful caregiving experiences.
Overall, findings for the KA model are consistent with the existing literature
about Korean populations. Chun et al. (2007) found memory and behavior problems of
older adults are positively associated with burden, and burden was also related to
depression of caregivers among Korean American caregivers. Yoon (2003) also found a
positive relationship between functional limitations of older adults and level of caregiver
burden (i.e., sense of entrapment), and a negative relationship between perceived social
support and sense of entrapment among Korean caregivers.
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However, this study did not find any effect of caregiving conditions on depression
even though the latent variable of caregiving conditions includes indicators (i.e.,
cognitive impairment and functional limitation) that had a direct or an indirect effect on
depression in other studies (Chun et al., 2007; Yoon, 2003) and these indicators appeared
to capture the construct of caregiving conditions in the KA models of this study. This
difference may derive from different samples. Although Korean and Korean Americans
have the same ethnic origination, they have different caregiving experiences (e.g., Chun
et al., 2007). Alternatively, there may be unmeasured confounders that may be associated
with caregiving condition and depression of caregivers such as the relationship between
caregivers and care-recipients (e.g., Chun et al., 2007).
The COR theory was partly supported in the KA models. The hypothesized
significant relationship between resources and the primary outcomes was found; however,
paths from the stressful caregiving situation to resources and from primary outcomes to
health were not significant, which is inconsistent with the COR theory. However, this
study underscores the critical role of resources among this group of minority caregivers
given the significant effects of resources both on primary outcomes and final health
outcomes. The significant relationships between resources and primary caregiving
outcomes and final health outcomes remained across all KA structural models.
Among multiple indicators of resources in the KA models, the psychological
resource (i.e., self-efficacy) was found to be a critical component of resources, which is
consistent with prior findings (Ducharme et al., 2007; Gonyea et al., 2005). Self efficacy
has been found to be associated with low levels of burden (Gonyea et al., 2005) and stress
(Duchrame et al; Fortinsky et al., 2002), and better health of caregivers (Durcharme et al.;
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Gilliam & Steffen, 2006). In addition, social network was also identified as an important
resource. Despite somewhat conflicting findings, social support network was found to be
associated with burden (Chun et al., 2007; Gupta & Pillai, 2000) and depression (Yoon,
2003) among Eastern Asian populations. Thus, this finding may suggest the important
role of social support networks as a resource among minority populations.
English proficiency significantly loaded on the construct of resources, whereas
years in the U.S. was non-significant. This suggests that English proficiency may
function as a resource whereas time spent in the U.S. may not function as a resource,
indicating the importance of English proficiency for this minority group. Furthermore,
this finding may also show how lower English proficiency becomes a barrier for
immigrant caregivers. Stewart et al. (2008) identified language barriers as a core
challenge that makes it difficult for immigrants to navigate the system and acquire
information in the new country. Given the fact that KA are predominantly foreign born
and half have limited English proficiency (U.S. Census Bureau, 2007), the language
barriers may be a greater challenge among KA who need more help and support from
both informal and formal network systems.

C. Comparison between the NLTCS and the KA caregivers samples
Although the indicators were not identical for the NLTCS and KA structural
models, similar latent variables were included in both and both were based on the COR
theory and prior research. Therefore, findings from the two models are cautiously
compared. In both data sets, the initial models produced poor model fit, but good model
fit was found through model revisions. The KA models had better model fit indices than
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the NLTCS models. This could be explained in multiple ways. Use of more reliable and
valid measures or the more homogenous sample in the KA model, might result in finding
better model fit. Because the KA caregivers were recruited from the Washington
metropolitan area, they are more likely to share more common characteristics in addition
to the same ethnic background.
A noticeable difference between the models was the relationship between
caregiving condition and resources. A significant negative relationship between stressful
caregiving conditions and resources was found in all NLTCS models, whereas this
relationship was not found in the three KA models with good model fit indices. Given the
descriptive findings that the KA caregivers were taking care of older adults with more
functional and cognitive problems, it is interesting that no significant effect of caregiving
conditions was found on primary and health outcomes. There could be several possible
explanations. This might arise from employment of different measures for the resource
construct. Second, this could happen because the KA model did not have sufficient power
to detect this relationship. Alternatively, this different finding might present the relatively
trivial effect of caregiving condition among KA caregivers, indicating a greater effect of
resources on caregiving outcomes.
In addition, social network in the KA models made a meaningful contribution to
resources, but the role of social support in the NLTCS model was very marginal in
assessing resources. This might be because of using of different constructs such as social
support and social network in the models. Social support and social network are different
aspects of interpersonal relationships; social support is about functional aspects of
interpersonal relationships, whereas social network is the structural dimension of such
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relationships (Berkman & Glass, 2000). Thus, different findings for the two samples may
simply imply that the help or support from family or friend is minimal in the NTLCS
caregivers, whereas interpersonal networks play an important role in KA caregivers.
However, it is also important to note that possible cultural differences exist, indicating
the more critical function of social networks in this minority sample. Chow et al. (2010)
found that Asian caregivers were least likely to receive formal support and most likely to
get informal support; however, White caregivers were most likely to get formal support
and least likely to receive informal support. McMichael and Maderson (2004) mentioned
that social networks enable the immigrants to locate the necessary information and
services. In this situation, the importance of social networks would increase greatly as the
finding of the structural models indicated.
Despite these differences, some common pathways were revealed. The paths from
caregiving conditions to primary outcomes, from resources to primary outcomes, and
from resources to final health outcomes were significant in both samples. These findings
underline the importance of resources on caregiving outcomes, partly supporting the
COR theory. Chun et al. (2007) also found part of these common paths across their three
different samples of Korean, KA, and White caregivers: paths from disruptive behavior to
burden and from emotional support to depression. However, they did not find the
relationship between other types of resources and other caregiving outcomes.
In addition to common paths, a psychological resource (e.g., mastery in the
NLTCS and self-efficacy in the KA samples) had the highest loading for the resource
construct, indicating that confidence in caring is a vital resource in caregiving
experiences. Prior studies consistently found relationships between self-efficacy and
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better caregiving outcomes (Ducharme et al., 2007; Fortinsky et al., 2002; Gallant &
Connell, 1998; Gilliam & Steffen, 2006).Moreover, caregiving burden and stress
effectively captured the construct of primary caregiving outcomes better than satisfaction
did. This may indicate that negative caregiving appraisal, rather than a positive appraisal
of caregiving experiences, may have a stronger effect on final health outcomes such as
physical health or depression.
In sum, differences and similarities between the two samples were identified.
Although different observed variables and measures were employed, the differences such
as the significant loadings of social network in the KA sample and the significant path
between caregiving conditions and the primary outcomes in the NLTCS models may
suggest possible cultural variations between the two samples. In the contrast, common
findings such as the critical contribution of self-efficacy and the significant role of
resources may provide the key components in understanding caregiving experiences
across ethnicities.
D. Limitations and Strengths
It is important to note the limitations of this study. First, the composition of the
theoretical model is different between the NLTCS model and the KA model. Because the
two source data sets include different operationalizations for the constructs of interest,
comparison between the two samples is limited. In addition, this study did not include
objective resources such as income or instrumental help so application of the COR theory
could be limited and unmeasured confounding effects might exist. Moreover, this study
is limited to the use of cross-sectional data. The cross-sectional design cannot identify
any causal relationships. Although the use of structural equation modeling allows the
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testing of a theoretical model, the pathways between variables presented in the study are
only hypothesized relationships not causal relationships. Lastly, the data sets of this study
used convenience samples. Thus, findings from this study may not be generalizable to the
entire caregiver population and Korean American caregiver population, respectively.
However, this study also has several strengths. First, the application of a
resource-oriented theory advances caregiving literature, underscoring the role of
resources among caregivers. Despite the considerable importance of this construct, prior
research showed a fragmented understanding of the role of resources for caregivers. The
COR theory offers a comprehensive insight on how resources function in informal
caregiving. This study found that perceived resources are the most important component
to maintain the wellbeing of caregivers rather than objective caregiving conditions.
Given the fact that caregiving conditions are more likely to deteriorate as time goes by,
these findings could be promising, underlying the necessity of appropriate intervention
programs for caregivers.
In addition, the structural equation analyses provided various pathways between a
set of resources and other caregiving related variables, which enable us to identify the
most critical resources and furthermore suggest practice and policy implications in each
sample. This study also provides some initial ideas about the differences between a
national sample of caregivers and KA caregivers. Because of different measures for the
constructs, this study does not include a direct comparison between a national sample of
caregivers and a sample of KA caregivers. However, by comparing findings from the
structural models, this study enhances an understanding of differences and similarities
between these two populations.
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Lastly, this study includes a large sample size. A total of 1,837 caregivers are
included in the NLTCS survey. Statistical power from the large sample size of the
NLTCS caregivers is sufficient to detect any significant relationships between factors.
Although the sample size of KA is medium for SEM (Kline, 2005), it did yield a number
of significant findings suggesting that it was sufficient for the models tested and it is
large relative to that of other studies about minority caregivers; the sample size for
studies about Asian minority caregivers in the literature reviewed ranged from 54 to 118.
E. Implications
Based on the findings and discussions above, implications for further research,
practice, policy and theory were discussed.
Implications for further research
Longitudinal studies are needed to clarify causal relationships among the
constructs in this study. As caregivers provide care, health of the older adults gets worse
and the size of social networks or amount of social support changes as well. A
longitudinal study found that available support for caregivers significantly decreased over
5 years (Clay, Roth, Wadley, & Haley, 2008). Given the great importance of resources
that was underlined in this study, decline in resources may greatly affect caregiving
outcomes in negative ways. Another longitudinal study over 10 years confirmed that
resources operationalized by family support, self-confidence, and easygoingness are
related to depressive symptoms in the general population (Holahan, Moos, Holahan, &
Cronkite, 1999). This evidence together suggests that further studies with longitudinal
data are necessary to track changes in caregiving conditions as well as resources and to
identify the causal relationships of these constructs with health outcomes.
In addition, it is necessary to examine the effect of formal service use in
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caregiving experiences. Although the important role of service utilization was presented
in the literature, the variable of service utilization was excluded in the early stage of
modifying models with both samples, impeding further investigation about service
utilization. Further research is needed to examine the role of service utilization, especially
its relationship with other different types of resources and its effect on health outcomes of
caregivers. Given the high cost for and reluctance of admitting a loved one to a nursing
home, accessibility and use of community based services for older adults dwelling in the
community and their caregivers may become increasingly critical across ethnicities. If a
specific time frame were added to the measure of service utilization, more accurate
benefits or barriers in utilizing service could be identified.
Moreover, further examinations of resources are needed. This study investigated
resources as a single latent variable that consists of multiple indicators. Although most
indicators in this study loaded satisfactorily on the resources latent variable in both the
NLTCS and KA models, the indicators may not be homogenous enough to really create
one construct. For example, although social network and English proficiency could be
part of resources at the conceptual level for Korean Americans, they may be two different
constructs. Thus, it is necessary to categorize indicators of resources in this study and
separately examine the role of subcategorized resources. For example, resources can be
categorized as informal (i.e., social support, social network, family conflict), formal (i.e.,
service knowledge and utilization), or acculturative resources (i.e., length of residency
and English proficiency), and models could separately examine relationships among the
subcategories of resources.
In particular, an understanding of the complex interrelationship between informal
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resources and formal resources is needed to advance minority caregiving literature. Prior
research commonly showed the high reliance on informal resources and underuse of
formal services among minority caregivers (Min, 2005; Valle et al., 2004), but their
relationship has not been clearly identified. Barriers to access formal services may cause
minority caregivers to rely on informal networks.
Lastly, further studies with different operationalizations of the key constructs
could provide additional knowledge about the effects of resources on caregiver health
outcomes. For example, this study assessed physical health using self-reported, perceived
level of health. Although this is a valid and reliable assessment tool, this may not be
enough to assess other aspects of physical health. Kim and Knight (2008) found that
being a caregiver was associated with only an objective measure of health (blood
pressure and cortisol levels), not with perceived health. Furthermore, it is necessary to
examine the effect of background variables such as relationship with older adults or
gender on caregiving experiences. This study did not include such variables because the
COR theory does not clearly provide where to place background variables. For example,
although being a female could be beneficial to relieve a certain stressful event and
thereby become a resource conceptually, gender cannot be positioned as a resource in the
COR model because it cannot be changed by resource-seeking behaviors. Including such
variables in the conceptual model would provide clear and practical implications for
policy.
Implications for Practice
This study provides clear, practical implications in developing and providing
services that caregivers may benefit from. First would be intervention programs that aim
to enhance diverse resources to prevent negative caregiving outcomes. Given the highest
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loading of self-efficacy in caring in both samples, education and information sessions
about caring for older adults and for locating services would be helpful. An evaluation
study reported that a 6-month weekly intervention program consisting of offering
information and emotional support was effective in improving confidence in caring and
reducing burden (Stewart et al., 2006). In addition, Rabinowitz et al. (2009) suggested the
need for skill-based intervention, which can improve directly the level of self-efficacy of
caregivers. Education programs and skill-based informative interventions may be
accompanied by an emphasis on the positive aspects of caregivers. By doing this,
caregivers can benefit from helpful information about caring and, furthermore, may form
an affirmative attitude and mindset about being a caregiver, which may be effective in
reducing negative caregiving outcomes.
Different findings between the two data sets may suggest that the needs of KA
caregivers could be differentiated from those of the general U.S. population of caregivers.
Salant and Lauderdale (2003) pointed out the lack of culturally competent services for
immigrants in the U.S. In order to address language and cultural variations among
minority caregivers, prior studies suggested hiring and training practitioners of the target
minority populations (Gupta, 2000; Han et al., 2008). The findings of this study suggest
that English proficiency is an essential resource for KA caregivers. In addition, the
limited English proficiency was identified as a risk factor that decreases accessibility for
formal services (Derose & Bakers, 2000) and contributes to health disparities (Dubard &
Gizlice, 2008). If Korean health service providers are available, more KA caregivers
may try to use the services, which can maintain wellbeing of the caregivers as well as
quality of care for older adults. In addition, providing more ESL courses at the
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community centers could be considered to improve the level of English proficiency in
this KA population.
Lastly, service providers need to note the important function of social network
among minority populations including KA caregivers, as this study suggests, and develop
programs and services that can address this issue. Prior research identified distinguishable
characteristics of social networks among minority caregivers such as small size of
networks and high levels of reciprocity among network members (Lim & Zebrack, 2008;
Wellisch et al.,1999). Based on the nature of such social networks, caregiver support
group services consisting of only KA caregivers could be effective because it could give
them an opportunity to share informational and emotional support from the members as
well as expand their networks. Support group of KA caregivers would also address the
language issue that was found in this study among KA caregivers.
Implications for Caregiver Policy
As the number of older adults with disabilities dwelling in the community is
expected to increase, policy makers need to develop policies that adequately address the
needs of informal caregivers. The findings of this study suggest that financial resources
may be the most critical component of the various types of resources available to both
NLTCS and KA caregivers to prevent them from negative caregiving outcomes. In order
to provide adequate financial support to caregivers, tax incentive programs should be
expanded. Caregiving often generates a financial burden because of expenses associated
with caregiving. The Dependent Care Tax Credit (DCTC) is a federal tax credit program
that caregivers could benefit from. However, caregivers must live with their carerecipients for more than half of the tax year to be eligible for the DCTC (Mulvey & Scott,
2010). In addition, DCTC does not cover indirect caregiving costs such as food or
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clothing for care-recipients. Thus, it is necessary to expand the DCTC to provide benefits
for caregivers who do not co-reside with their older adults and include indirect caregiving
costs. However, it is important to note that wide state variations exist in tax incentive
programs because of different eligibility criteria, values of benefits, and funding sources
(Nixon, 2008), and evaluation research on such programs is very limited (Feinberg, 2004).
This may prevent an accurate assessment of unmet financial needs of caregivers, thus
hindering expanding the programs. Multiple caregiver tax credit programs have been
introduced to expand the eligibility for the DCTC since 2003, but these have failed to
become law (Nixon, 2008). According to a recent survey of 3,505 family caregivers for
older adults (Evercare & NAC, 2009), 43% of caregivers reported they had work hours or
pay cut and around 65% of caregivers who experienced increasing caregiving spending
had difficulty paying for their own basic necessities due to the current economic
recession. This finding suggests the negative impact of the economic recession on
financial situations of family caregivers. Thus, it is imperative to evaluate the current tax
incentive programs and assess unmet financial needs among caregivers; this should
precede expanding tax incentive programs.
In addition, policy makers need to consider expanding the Family and Medical
Leave Act (FMLA). FMLA protects working caregivers against job or benefit loss by
allowing them to take up 12 weeks of unpaid leave per year to provide care for a sick
family member. Given the fact that financial pressure can derive from reducing work
hours or quitting a job due to caregiving (Schulz, 2000), some working caregivers would
benefit from FMLA. However, FMLA does not apply to small companies that employ
fewer than 50 employees and employees working less than 1,250 hours during the
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previous 12 months. This may disproportionately affect low-income caregivers who
worked part time during the prior year or work at a small company. Given a high selfemployment rate (19.9%, Korean American Coalition, 2002), KA may be less likely to be
covered by FMLA than other ethnic groups (9.4% of a national average, Korean
American Coalition, 2002). Thus, more KA caregivers as well as caregivers employed at
a small company or employed part time would benefit from the expanded FMLA.
Because FMLA leave is unpaid, some caregivers cannot afford to take unpaid
leave. Thus, programs to expand paid leave for working caregivers have been proposed at
the federal and state levels for a decade. In California and New Jersey, a paid family
leave program was implemented since 2004 and 2009, respectively and finally the 2011
federal budget established a $50 million State Paid Leave Fund to provide grants to states
to launch paid leave programs (Department of Labor, 2011). This is expected to increase
access for working caregivers to paid leave programs. However, despite established funds
at the federal level, the current economic recession may prevent working caregivers from
either unpaid or paid leave. Although job security is legally protected, caregivers may be
afraid of taking paid leave because of rising insecurity of jobs arising from the economic
recession. Thus, the state and federal governments need to proactively oversee and
support both employers and employees to maximize possible benefits of paid family
leave programs.
Lastly, education on available services has to be accompanied by implementation
of policies for caregivers. Despite various types of HCBS, only half of caregivers in both
samples reported they used at least one type of service, which may imply that other
services may not meet the needs of caregivers and older adults or a lack of information
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may limit their choices. This study found that KA caregivers lack the knowledge of
formal services. Even in the general population of U.S. older adults, the lack of
awareness about community-based services has been noted (Strain & Blandford, 2002).
Thus, public education or advertisement campaigns are needed to inform caregivers of
various types of HCBS that would benefit from.
Implications for theory
The findings of this study partly supported the COR theory. The relationship
between resources and caregiving outcomes was supported in both models; however, the
expected relationship between caregiving conditions and resources was not found. As
previously mentioned, the employment of a cross-sectional study may hinder identifying
the actual relationship between the two constructs. Based on the findings of this study,
some modification/alteration could be suggested.
First, this study suggests that possession or acquirement of a resource does not
always bring another resource. The COR theory introduces the concept of a “resource
caravan,” meaning that having a main resource is associated with having other resources.
This argument has been empirically supported in general populations (King, King, Foy,
& Fairbank, 1999; Thoits, 1994). However, this study did not find any evidence for a
positive relationship between informal (i.e., social support/network) and formal resources
(i.e., service use). In addition, an increase in informal resources may lead to less use of
formal resources as opposed to the hypothesis of the COR theory. This may suggest
adding a different proposition about relationships between types of resources in
caregiving situations. Having or acquiring a resource can be associated with a loss of
another resource in caring for older adults.
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Second, concepts of the COR theory may need to be better specified. One of
strengths of the COR theory could be its broad definition of resources so that various
aspects of resources can be studied and a strengths-based approach can be taken to relieve
stressful situations. However, a broad conceptualization of resources also provides a
limitation in empirically testing the COR theory. In the COR theory, resources could
include anything that is possibly beneficial to the stressful situation, which can result in
lack of distinction with other constructs as the findings of this study with NLTCS
measurements models suggested. The core variables in the COR theory such as stress (i.e.,
resource loss) or primary results (i.e., secondary loss or gain of resources) are all
explained by a broad concept of resources, which leads to a difficulty in operationalizing
such variables even though they are conceptually distinguishable. Thus, the core concepts
of the COR theory may need to be re-defined to provide a clearer distinction among them
for further empirical examinations.
F. Conclusion
This study examined caregiver health models built on the COR theory with a
national sample of caregivers and a sample of KA caregivers. This study provides insight
about the structures of the relationships of caregiving factors. Moreover, the comparison
between the national caregiver sample and KA caregivers explores possible
cultural/ethnical variability in caregiving. As suggested by the core paths that this study
found, the resources greatly affect primary outcomes as well as the final health outcomes
across ethnicities, and its importance may be particularly high among the KA population.
The findings of the study in particular underscore the importance of resources in informal
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caregiving. Thus, enhancement of resources available to caregivers is critical in
maintaining the wellbeing of caregivers.
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APPENDIX A. Measures for the NLTCS Model

Physical health of Caregivers
GIC_1A Compared to other people your age, would you say your health, in general,
is excellent, good, fair, or poor?
Functional Status of the Older Adult
ADL limitations
SCN_CKADL Add all variables 9a (SCN_15_A)-9i (SCN_15_I). On how many of
the above ADLs is [SAMPLENAME] disabled?
IADL limitations
SCN_CKIADL Add all variables 12a(SCN_18_A)-12g (SCN_18_G). On how many
of the above IADLs is [SAMPLEMANE] disabled?
Cognitive Impairment of the Older Adult - A total score of correct answers (1=correct,
2=incorrect)
MNT_1 What is the date today?
MNT_2 What day of the week is it?
MNT_3_I What is the name of this place?
MNT_3 What is your street address
MNT_4 In what State is this?
MNT_5 How old are you?
MNT_6 When were you born?
MNT_7 Who is the President of the United Sates now?
MNT_8 Who was the President just before him?
MNT_9 What was your mother‟s maiden name?
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MNT_10 Subtract 3 from 20 and keep subtracting from each new number you get all
the way down.
Behavior problems - Frequency of older adults‟ behaviors that caregivers had to deal
with in the past week (1=no days, 2= 1-2 days, 3= 3-4 days, 4= 5 or more days)
CGE_8_B Repeat questions/stories
CGE_8_C Try to dress the wrong way
CGE_8_E Hide belongs and forget about them
CGE_8_F Cry easily
CGE_8_G Act depressed or downhearted
CGE_8B_H Cling to you or follow you around
CGE_8B_I Become restless or agitated
CGE_8B_J Become irritable or angry
CGE_8B_K Swear or use foul language
CGE_8B_L Become suspicious, or believe someone is going to harm
CGE_8B_M Threaten people
CGE_8B_N Show sexual behavior or interest at the wrong time/place
CGE_8B_O Destroy or damage property
Caregiving time
AKH_GEN On average, about how many hours do you spend helping
[SAMPLENAME] in a typical week?
Financial Strain
CGE_4 Using from 1 to 5 where 1 is no hardship at all and 5 is a great deal of
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hardship, how much of a financial hardship would you say that caring for
[SAMPLENAME]?
Mastery - Level of agreement of following items (1=not at all, 2=somewhat, 3=quite a
lot, 4=completely)
CGE_5_B You have more things to do than you can handle
CGE_5_D You work hard as caregivers but never seem to make any progress
Social Support - Level of agreement of following items (1=strongly disagree,
2=disagree, 3=agree, 4= strongly agree)
CGE_13_A There is really no one who understand what you are going through
among friends and relatives
CGE_13_B The people close to you let you know that they are care about you
CGE_13_C You have a friend or relative in whose opinion you have confidence
CGE_13_D You have someone whom you feel you can trust
CGE_13_E You have people around you who help you to keep your spirits up
CGE_13_F There are people in your life who make you feel good about yourself
CGE_13_G You have at least one friend or relative you can really confide in
CGE_13_H You have at least one friend or relative you want to be with when you are
feeling down or discouraged.
Family Conflict - Level of disagreement of following items (1=no disagreement, 2= just
a little disagreement, 3=some disagreement, 4=quite a bit of disagreement)
CGE_11_A Don‟t spend enough time with [SAMPLNAME]
CGE_11_B Don‟t do their share in caring for [SAMPLNAME]
CGE_11_C Don‟t show enough respect for [SAMPLNAME]
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CGE_11_D Lack patience with [SAMPLNAME]
CGE_12_A Don‟t visit or telephone you enough
CGE_12_B Don‟t give you enough help
CGE_12_C Don‟t show enough appreciation of your work
CGE_12_D Give you unwanted advice
Use of Formal Services - A total score of the level of service use (1= Yes, 2=N0)
HFO_4A Have you ever taken part in support groups for caregivers?
HFO_5A Have you ever used a service to temporarily take care of [SAMPLENAME]
so that you get some time away?
HFO_6A Have you ever enrolled [SAMPLENAME] in a program outside the home
such as an Adult day care or senior center?
HFO_7A Have you ever had a service come help with personal care or nursing care at
[SAMPLENAME]‟s home?
HFO_8A Have you ever had a service come help with housework at
[SAMPLENAME]‟s home?
HFO_9A Have you ever had an outside service deliver meals to [SAMPLENAME]‟s
Home?
HFO_10A Have you ever had an outside service provide transportation for
[SAMPLENAME]?
Caregiving Stress
CGE_3 Using 1 to 5, where 1 is not at all stressful and 5 is very stressful, how
emotionally stressful would you say that caring for [SAMPLENAME] is for you?
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Caregiving Burden - A total score of the following items (1=true, 2=false)
CGE_1_A I don‟t have as much privacy when I take care of [SAMPLENAME]
CGE_1_B Taking care of [SAMPLENAME] limits my social life or free time
CGE_1_C I have to give [SAMPLENAME] almost contact attention
CGE_1_D Taking care of [SAMPLENAME] has caused my health to get worse
Caregiving Satisfaction - Level of agreement of following items (1=disagree a lot,
2=disagree a little, 3=neither agree or disagree, 4=agree a little, 5=agree a lot)
CGE_7_A Providing help to [SAMPLENAME] has-Made me feel good about myself
CGE_7_B Providing help to [SAMPLENAME] has-Enable me to appreciate life
more
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APPENDIX B. Measures for the KA Model
Physical Health of Caregivers
Overall, how would you rate your health in the past weeks?
Psychological Health of Caregivers: CES-D – Frequency of feelings and behaviors
during the past week (0=rarely or none of the time, 1=some or a little of the time,
2=occasionally or a moderate amount of time, 3=more or all of the time)
1. I was bothered by things that usually don‟t bother me
2. I did not feel like eating; my appetite was poor
3. I felt that I could not shake off the blues even with help from my family or friends
4. I felt I was just as good as other people
5. I had trouble keeping my mind on what I was doing
6. I felt depressed
7. I felt that everything I did was an effort
8. I felt hopeful about the future
9. I thought my life had been a failure
10. I felt fearful
11. My sleep was restless
12. I was happy
13. I talked less than usual
14. I felt lonely
15. People were unfriendly
16. I enjoyed life
17. I had crying spells
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18. I felt sad
19. I felt people disliked me
20. I could not get going
Functional Status of the Older Adult: OARS-ADL-level of functional ability of the
older adults (0=completely unable to do, 1=do with some help, 2=do without help)
IADL limitations
1. Can your [Elder] use the telephone?
2. Can your [Elder] get to place out of walking distance?
3. Can your [Elder] go shopping for groceries or clothes [Assuming he/she has
transportation]
4. Can your [Elder] prepare his/her own meals?
5. Can your [Elder] do your housework?
6. Can you [Elder] take his/her own medicine?
7. Can your [Elder] handle his/her own money?
ADL limitations
1. Can your [Elder] eat?
2. Can your [Elder] dress and undress him/herself?
3. Can your [Elder] take care of his/her own appearance, for example combing hair
and (for men) shaving?
4. Can your [Elder] walk?
5. Can your [Elder] get in and out of bed?
6. Can your [Elder] take a bath or shower?
7. Does your [Elder] ever have trouble getting to the bathroom on time?
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Cognitive impairment of the older adult : IQCODE-K – Level of cognitive changes of
the older adults over the past 10 years (1=much improved, 2=a bit improved, 3=not much
change, 4=a bit worse, 5=much worse)
1. Remembering things about family and friends such as occupations, birthdays,
address
2. Remembering things that have happened recently
3. Recalling conversations a few days later
4. Remembering his/her address and telephone number
5. Remembering what day and month it is
6. Remembering where things are usually kept
7. Remembering where to find things which have been put in a different place from
usual
8. Knowing how to work familiar machines around the house
9. Learning to use a new gadget or machine around the house
10. Learning new things in general
11. Following a story in a book or on TV
12. Making decisions on everyday matters
13. Handling money for shopping
14. Handling financial matters such as the pension, dealing with the bank
15. Handling other everyday arithmetic problems such as knowing how much food to
buy, knowing how long between visit from family or friends
16. Using his/her intelligence to understand what‟s going on and to reason things
through
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Caregiving time
1. In a typical week, about how many hours do you spend helping your [Elder] with
these instrumental daily actives?
2. In a typical week, about how many hours do you spend helping your [Elder] with
these basic personal care needs that I just asked you such as eating, dressing,
bathing, etc?
Financial Strain
Using the scale from 1 to 5 where 1 is no hardship at all and 5 is a great deal of
hardship, how much of a financial hardship would you say that caring for you [Elder] is?
Self-efficacy: Caregiver Self-Efficacy Scale – Level of confidence/certainty (1=not at
all certain ~ 10=very certain)
1. Handle any problems your [Elder] has, like memory loss, wandering, or behavior
problems
2. Handle any problems that might come up in the future with your [Elder]‟s care
3. Deal with frustration of caring for your [Elder]
4. Do something to keep your [Elder] as independent as possible
5. Get answers to all our questions about your [Elder]‟s problems
6. Care for your [Elder] without help from organizations or agencies that provide
services
7. Find organizations or agencies in the community that provide services to help you
care for your [Elder]
8. Get answers to all of your questions about these services
9. Arrange for these services for yourself
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10. Find ways to pay for these services
Social Network: Revised Lubben Social Network Scale – Number of people or
frequency of chances („How many questions’ 1=0, 1=1, 2=2, 3= 3 or 4, 4= 5-8, 5= 9+
„How often questions’ 1=never, 2=seldom, 3= sometimes, 4=often, 5= very often,
6=always)
1. How many relatives do you see or hear from at least once a month?
2. How often do you see or hear from relatives with whom you have the most
contact?
3. How many relatives do you feel at ease with-that you can talk about private
matters?
4. How many relatives do you feel close to such that you could call on them for help?
5. When one of your relatives has an important decision to make, how often do they
talk to you about it?
6. How often is one of your relatives available for you to talk to when you have an
important decision to make?
7. How many friends do you see or hear from at least once a month?
8. How often do you see or hear from friends with whom you have the most contact?
9. How many friends do you feel at ease with-that you can talk about private matters?
10. How many friends do you feel close to such that you could call on them for help?
11. When one of your friends has an important decision to make, how often do they
talk to you about it?
12. How often is one of your friends available for you to talk to when you have an
important decision to make?
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Family Conflict: FCS - A total score of the level of service use (1= Yes, 0=N0)
1. Not giving enough help
2. Not doing their share in caring for [Elder]
3. Not spending enough time with your [Elder]
4. Not showing enough appreciation for your work as a caregiver
5. Now showing enough respect for your [Elder]
6. Not visiting or telephoning you enough
7. Now having patience with your [Elder]
8. Giving you unwanted advice
Use of Formal Services: A total score of the level of service use (1= Yes, 0=N0)
1. Have you ever used respite/temporary care services before?
2. Have you ever enrolled your [Elder] in an adult day care problem before?
3. Have you ever used personal care services for your [Elder]
4. Have you ever used nursing care at home for your [Elder] before?
5. Have you ever has housekeeping services at your [Elder]‟s home before?
6. Have you ever had home-delivered meal services for your [Elder] before?
7. Have you ever used a transportation service for your [Elder] before?
8. Have you ever taken part in a caregiver support program before?
English Proficiency –Level of perceived proficiency (1=very well, 2=well, 3=relatively
well, 4=not well, 5=not well at all)
How well do you communicate in English?
Length of residency
When did you come to the United States?
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Caregiving Stress
Using the scale from 1 to 5 where 1 is not at all stressful and 5 is very stressful, how
emotionally stressful would you say that caring for your [Elder] is for you?
Caregiving Burden (A subscale of Revised Caregiving Appraisal Scale) – Degree of
agreement (Item 1-2, 1=agree a lot, 2= agree a little, 3= neither agree nor disagree, 4=
disagree a little, 5= disagree a lot) or frequency of feelings (Item 3-9, 1=nearly always,
2=quite frequently, 3= sometimes, 4=rarely, 5=never)
1. I can fit in most of the things I need to do in spite of the time it takes to care for
elder
2. Taking care of elder gives me a trapped feeling
3. How often do you feel that your health has suffered because of the case you must
give elder?
4. Because of the time you spend with elder, you don‟t have enough time
5. Your social life has suffered because you are caring for elder
6. Do you feel tired as a result of caring for elder?
7. Be unable to care for elder much longer
8. Feel isolated and alone as a result of caring for elder
9. You have lost control of your life because of caring for elder
Caregiving Satisfaction (A subscale of Revised Caregiving Appraisal Scale)
- Degree of agreement (Item 1, 1=agree a lot, 2= agree a little, 3= neither agree nor
disagree, 4= disagree a little, 5= disagree a lot), Frequency of feelings (Item 2-6,,
1=nearly always, 2=quite frequently, 3= sometimes, 4=rarely, 5=never)
1. I get a sense of satisfaction from helping elder
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2. Helping your elder has made you feel closer to them?
3. You really enjoy being with elder
4. Taking responsibility for elder gives a boost to your self-esteem
5. Elder‟s pleasure over some little thing gives you pleasure
6. Caring for elder gives more meaning to your life

APPENDIX C. NLTCS Initial Measurement Model
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