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ABSTRACT

Family caregivers of older adults are at risk of high care burden and reduced quality of life. Existing research and practices had
primarily focused on the caregiving dyad. However, it is often observed that multiple family members are involved in caregiving
for older adults. We applied family stress theory to understand family caregiving and examined how care demands, resources,
and perceptions are associated with and predict caregiver well-being. Participants in this study were low-income family caregiv-
ers who received caregiver allowance and provided care for an older adult with care needs in the community in Hong Kong. Two
waves of data, including baseline data from 358 caregivers and 2-year follow-up data from a subsample of 93 caregivers, were
collected. We used hierarchical regression to predict care burden and quality of life at baseline and follow-up, respectively, by
care demands, resources, and perceptions after controlling for the context of care. Results show that additional caregiving roles,
quality of relationship with the older adult, and satisfaction with family support were associated with care burden and quality of
life at baseline. Predictors of lower care burden at 2-year follow-up were discontinuation of additional caregiving roles, increase
in size of caregiving family, and the use of domestic helper. Applying family stress theory to understand the caregiving process
reveals the significance of additional caregiving roles, the involvement of multiple caregivers, and caregivers' perceptions about
family support in enhancing caregiver well-being, underscoring the need to focus on these factors when designing and imple-
menting caregiver support services.

Family plays an essential role in our societies for taking care
of older adults. Caring for an older adult with debilitating con-
ditions, such as cancer, diabetes, dementia, and other chronic
conditions causing frailty, is a stressful role (Kasper et al. 2015)
that is associated with a high level of care burden and poorer
quality of life (Kim and Schulz 2008). Moreover, family caregiv-
ers even had increased risks for depression and premature mor-
tality (Carretero et al. 2009; Schulz and Beach 1999). To protect
them and to sustain this important community asset of informal

care, caregiving research has been conducted to examine the
mechanism of caregiver stress. Most previous research primar-
ily focused on the caregiving dyad, consisting of one caregiver
and one care recipient, and individual- and dyadic-level factors
in their conceptualization of caregiver well-being (Brodaty and
Donkin 2009; Chiao, Wu, and Hsiao 2015; Gilhooly et al. 2016).
However, it had been observed that family care for older adults
is indeed shared among multiple family members (Harvath
et al. 2020). In a recent cohort study of 1871 family caregivers
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of people living with dementia in the U.S. (Lai et al. 2022), 63%
reported that they were sharing the caregiving role with other
informal caregivers, with lower odds of experiencing negative
emotional burden compared with caregivers providing care
alone. To advance our understanding of family caregiving and
better support the caregivers, it is imperative to conceptualize
family care as a role faced by the whole family unit and take
family-level factors into consideration for understanding the
caregiving process and caregiver well-being. In this study, we
apply the family stress theory to understand family caregiving
as a process and examine how care demands, resources, and
perceptions associate with and predict well-being among fam-
ily caregivers of older adults in Hong Kong. We use care burden
and quality of life as indicators of caregiver well-being to reflect
the positive and negative dimensions of well-being respectively
(Cunningham, Cunningham, and Roberston 2019).

1.1 | Dyadic Conceptualization of Caregiving
and Its Limitations

Family caregiving has largely been conceptualized as a stress
and coping process (Pearlin et al. 1990) and mainly focused on
the caregiving dyad, consisting of the care recipient and a pri-
mary caregiver. Risk factors of caregiver wellbeing have been
categorized into (a) patient factors, (b) caregiver factors, and/or
(c) dyadic factors (Brodaty and Donkin 2009; Chiao, Wu, and
Hsiao 2015; Gilhooly et al. 2016). Examples of patient factors in-
cluded disease severity, functional impairment, and behavioral
and psychological symptoms; caregiver factors consisted of fi-
nancial resources, coping skills, and perception of the caregiv-
ing role; and dyadic factors referred to the type of relationship
(e.g., spousal/non-spousal), co-residence, and quality of rela-
tionship within the dyad. Moreover, the caregiving dyad is often
assumed to be a static dyadic relationship (Schulz et al. 2020).
Following this major conceptualization, a wide range of care-
giver intervention and support services have been developed to
improve caregiver well-being. The major intervention mecha-
nism was to increase the capacity of the primary caregiver to
cope with the demands arising from the care recipient, covering
their inner thoughts, emotions, and/or the care task itself. Yet,
the effect of caregiver intervention in general was found to be
small and, at best, moderate (Schulz et al. 2020). These findings
suggested that we might have overlooked some other potential
contributors to caregiver well-being, and thus needed to rethink
family caregiving.

1.2 | Involvement of Multiple Family Members in
Caregiving

It has been continuously observed that family care is shared
among multiple family members (Harvath et al. 2020). In the
1990s, Keith (1995) identified three types of family caregiving
systems, namely, primary, partnership, and team and suggested
that family care was shared by multiple family members with
family size and gender composition as potential factors deter-
mining the type of system. Afterwards, however, not much care-
giving research addressed family as a holistic unit and shared
family care by multiple caregivers. In a recent cohort study of
1871 family caregivers of people with dementia in the U.S., Lai

et al. (2022) found that 63% were sharing the caregiving role
with other informal caregivers, with lower odds of experiencing
negative emotional burden compared with caregivers who pro-
vided care alone. These recent findings further supported that
family caregiving is not a matter for a single caregiver.

The involvement of other family members was mostly addressed
as social/family support towards the primary caregiver (McCabe,
You, and Tatangelo 2016) and known as a protective factor for
well-being (Brodaty and Donkin 2009). Such conceptualization
may overlook the possibility of other family members as active
caregivers and the support provided by the primary caregiver
towards other family members. For instance, it was reported
that caregivers had additional caregiving roles, also known as
compound caregiving, in the family that they looked after of their
child/grandchild or other family members with special needs si-
multaneously (Carr and Utz 2020; Grossman and Webb 2016;
Perkins 2010). These findings provided the grounds to look
beyond the dyadic caregiving relationship and take the whole
family into perspective in the context of family caregiving for
older adults.

1.3 | Theoretical Framework: Family Stress Theory

Family stress theory (Hill 1949) suggests that families continue
to experience periodic and acute stressors, and their responses
determine how some families adapt and adjust to stress and
some fail. Building on Hill's work and his ABCX model (1949),
others further advanced the theory by developing other family
stress models, including the Family Adjustment and Adaptation
Response model (Patterson 1988) and the Contextual Model of
Family Stress (Boss, Bryant, and Mancini 2016). They altogether
offered a perspective that adjustment and adaptation to stress (or
not) is a result of the interplay among stressors faced by the fam-
ily, resources available for the stressors, and perceptions about
the stressors and resources. To maintain or restore family well-
being, families attempt to balance their demands and resources.
And the relevant perceptions influence how well the family can
make use of their resources to cope with the demands.

Family caregiving for an older adult with care needs is an en-
during journey, along with changes in the condition of the older
adult and in the roles of individual family members. Guided
by the family stress theory, care needs of the older adults and
additional caregiving roles can be seen as care demands, and
care-related resources available to the caregivers, such as sup-
port from other family members and formal services, are re-
sources for coping with this stressor. Perceptions, including
cognitive perceptions, such as how they think about the caregiv-
ing role, and affective perceptions, such as how they feel about
other family members, would affect the coping response (Boss,
Bryant, and Mancini 2016). Moreover, when caregiving condi-
tions change, there might be a pile-up or accumulation of care
demands (e.g., decline in older adult's daily functioning); fam-
ilies would need to increase/redistribute their resources (e.g.,
involving more members in caregiving, re-negotiating the care
arrangement within the family; Patterson 1988) along the care-
giving journey to maintain a balanced family functioning. A re-
cent systematic review on the application of family stress theory
(Casaburo et al. 2023) revealed that there were so far no previous
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studies that directly applied family stress theory to understand
family caregiving for older adults.

By applying family stress theory to the context of caregiving,
the current study challenges the predominant stress and coping
conceptualization that primarily focuses on the caregiving dyad.
We aim to take the whole family into perspective by capturing
both care demands and resources at the family level and exam-
ining how the family-level factors affect caregiver well-being.
Moreover, while previous caregiving research often assumed a
static relationship between the caregiver and the care recipient,
caregiving is a dynamic process in which the care needs of older
adults and the involvement of caregivers may fluctuate. Family
stress theory will guide us in conceptualizing and differentiat-
ing the accumulation of demands, redistribution of resources,
and changing perceptions, as well as their impacts on caregiver
well-being.

1.4 | Context of Current Study: Family Caregiving
for Older Adults in Hong Kong

Hong Kong is a high-income Chinese society that has undergone
rapid changes in family systems (Lum and Chow 2008). While
there is a contemporary shift in filial behaviors from an authori-
tarian obligation to a more egalitarian and utilitarian form (Lum
et al. 2016b; Yeh et al. 2013), family caregiving for older adults
with care needs is still largely considered as an encouraged fam-
ily responsibility. Older adults in need of care expressed a strong
preference for aginginplace, with over 80% of lower-income older
persons preferring to stay home even when they become depen-
dent (Lum et al. 2016a). For family caregivers, the actual practice
of caregiving has become increasingly symbolic (Ting 2009) or
involves financial support over direct care provision (Cheung
and Kwan 2009). In addition, it is common for families in Hong
Kong to hire a live-in foreign domestic helper for housekeeping
and caring for young children or older adults with care needs.
Nearly 10% of households employ a foreign domestic helper, ac-
counting for almost 5% of the city's population (Choy et al. 2022).
This practice is affordable for many local families, as the mini-
mum monthly salary for foreign domestic helpers is HKD 4990
(~USD 640; The Government of HKSAR 2024), while the me-
dian monthly domestic household income is HKD 35,000 (~USD
4487) for households of three and HKD 47,700 (~USD 6115) for
households of four (Census and Statistics Department of HKSAR
Government 2024). For taking care of older adults, in particular,
21.3% of older adults with care needs in the community identi-
fied foreign domestic helpers as their primary caregivers (Census
and Statistics Department of HKSAR Government 2023), and be-
tween 26% and 54% of people living with dementia received care
from them. (Choy et al. 2022). Local studies showed that the use
of domestic helpers moderates the relationship between stressors
(care needs) and caregiver distress in spousal (Chong et al. 2014)
and adult child caregivers (Chong et al. 2017). However, its im-
pact together with the involvement of multiple family caregivers
on caregivers' well-being is yet to be explored.

As aging societies, including Hong Kong and other developed
cities around the world, are looking for viable and sustainable
ways to support family caregivers of older adults, understanding
how the family as a unit coped with the caregiving role and how

family-level factors impact a caregiver's wellbeing is needed,
particularly relevant to the global trends of decreasing fertility
rates and reducing size of extended families.

1.5 | Research Objectives

In the present study, we applied the family stress theory to un-
derstand the caregiving process among caregivers who take care
of an older adult in the community in Hong Kong. We concep-
tualized the care needs of older adults and additional caregiving
roles as care demands, formal and informal support from the
family and community as resources, and quality of relationship
with the older adults and satisfaction towards family support as
perceptions towards care demand and resource, respectively.

The objective of this study is two-fold: First, we examine the
relationship of care demands, resources, and perceptions with
well-being of caregivers after controlling for the context of care.
We hypothesized that higher care demands (impairment in ac-
tivities of daily living (ADLSs), impairment in instrumental ac-
tivities of daily living (IADLs), and additional caregiving role)
would be associated with higher care burden and poorer quality
of life; more resources (size of caregiving family, use of domestic
helper, and use of caregiver support service) and better percep-
tions (quality of relationship with older adult and satisfaction
with family support) would be associated with lower care bur-
den and better quality of life. In addition, we hypothesized that
family-level factors, including additional caregiving role, size of
caregiving family, and satisfaction with family support, would
be associated with care burden. Second, taking the pile-up of
stressors and the adaptive responses of a family along the care-
giving process into consideration, we aimed to identify the pre-
dictors of caregiver well-being among factors of care demands,
resources, perceptions, and their changes.

2 | Method
2.1 | Data Source and Participants

This was a secondary data analysis of a two-year longitudinal
research study conducted on caregivers who enrolled in the Pilot
Scheme on Living Allowance for Carers of Elderly Persons from
Low-Income Families provided by the Hong Kong government
between 2015 and 2017. The original research aimed to evaluate
the impact of this caregiver allowance program. Under this pro-
gram, caregivers would receive a cash allowance of HKD 2000
monthly (~USD 255) and regular caregiver support service from
the district community center. Eligible caregivers were (a) tak-
ing care of an older adult in need of and waiting for long-term
care services as determined by a comprehensive long-term care
needs assessment; (b) from a low-income family with household
income below 75% of the local median monthly domestic house-
hold income and not receiving other forms of social security;
and (c) identified as the primary caregiver and provided at least
80h of care to the older person per month.

Two waves of data collection were conducted in the original re-
search. The first wave consisted of 358 family caregivers who com-
pleted a questionnaire about their characteristics and caregiving
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profile. Two years later, 211 participants continued to enroll in the
caregiver allowance program and to take care of the older adults in
the community after excluding those who ceased care provision,
older adults who passed away, or moved into a residential care
home. Among them, a subsample of 93 caregivers participated in
the second wave of data collection in fulfillment of the requirement
for the evaluation study. The first wave of data from 358 partici-
pants and the second wave from 93 participants constituted the
baseline and follow-up data, respectively, in the current study.

2.2 | Procedures

At baseline, participants were randomly selected from a pool of
caregivers who were enrolling in the caregiver allowance program.
At the 2-year follow-up, we recruited a consecutive subsample
based on the sequence of the start date of receiving the allowance.
Trained research assistants contacted and invited participants to
the research by phone. Face-to-face interviews were then con-
ducted at the participant's home or in a quiet location convenient
to the participant. Written informed consent was obtained from
participants prior to the interviews. The research was approved
by the Human Research Ethics Committee of The University of
Hong Kong (Reference No.: EA1502008 & EA1704021).

2.3 | Measures
2.3.1 | Caregiver Wellbeing

2.31.1 | Care Burden. We measured the care burden
of the caregiver as an indicator of well-being and used the Chi-
nese version of the 22-item Zarit Burden Interview (ZBI; Chan,
Lam, and Chiu 2005). ZBI is a widely adopted and validated
measure for care burden among caregivers of older persons
across cultures (Adelman et al. 2014). Participants were asked to
rate how often they felt the distress described in each item (e.g.,
Do you feel stressed between caring for your relative and try-
ing to meet other responsibilities for your family or work?) Are
you afraid of what the future holds for your relative? Do you feel
strained when you are around your relative? on a 5-point Likert
scale from (0) never to (4) always. The item scores were summed
to obtain a total score ranging from 0 to 88, with a higher score
indicating a higher level of care burden. The instrument had an
excellent level of internal consistency among the current sample
(Cronbach's alpha=0.92).

2.3.1.2 | Quality of Life. We included the quality of life
of caregivers as a second indicator of caregiver well-being
in order to reflect the positive aspect of well-being (Cun-
ningham, Cunningham, and Roberston 2019). It was mea-
sured by the European Health Interview Survey—Quality
of Life (EUROHIS-QOL) 8-item index (Schmidt, Miihlan,
and Power 2006). Participants were asked rate how satis-
fied they were in eight different aspects of their life (e.g.,
How satisfied are you with your health? Do you have enough
energy for everyday life? How satisfied are you with the con-
ditions of your living place?) on a 5-point Likert scale from
(1) not at all to (5) completely. Items were translated into Chi-
nese for administration. The average score of the items, which
ranged from 1 to 5, was used to represent the overall quality

of life, with a higher score indicating better quality of life. The
instrument demonstrated a good level of internal consistency
among the current sample (Cronbach's alpha =0.81).

2.3.2 | Care Demands

2.3.2.1 | Activities of Daily Living. We assessed the func-
tional abilities of the older adults to understand their care needs.
We measured ADLs by the Barthel Index (Collin et al. 1988),
in which participants were asked to report on the older adult's
actual performance in 10 ADLs. For the mobility and transfer
items, the possible ratings were (0) unable, (5) requiring a wheel-
chair or major assistance, (10) needing minor help from others,
and (15) independent. For bathing and grooming, the ratings
were (0) dependent and (5) independent. For the remaining six
ADLs, the ratings were (0) unable or dependent, (5) needing some
help, and (10) independent. The Barthel Index is extensively val-
idated for functional disability of older persons and validated in
Hong Kong (Hartigan 2007; Leung, Chan, and Shah 2007). The
total score ranged from 0 to 100, with a higher score indicating a
higher functional level. It demonstrated a good level of internal
consistency among the current sample (Cronbach's alpha=0.89).

2.3.2.2 | Instrumental Activities of Daily Living. We
also measured IADLs of the older person using the Hong Kong
Chinese version of the Lawton IADLs Scale, a reliable and valid
measure locally tested among older persons in Hong Kong (Tong
and Man 2002). For each of the 9 TADLSs, such as transportation,
shopping, and meal preparation, participants described the high-
est capabilities of the older person as (0) dependent, (1) needing
some help, or (2) independent. The total score ranged from 0 to
18, with a higher score reflecting a higher level of functioning.
It had a good level of internal consistency among the current
sample (Cronbach's alpha=0.87).

2.3.2.3 | Additional Caregiving Role. To capture their
care demands at the family level, participants were asked to
report if they needed to take care of other family members
(yes/no), including another older adult with care needs, a child
aged under 12, and a relative with a physical disability, intellec-
tual disability, or severe mental illness.

2.3.3 | Resources

2.3.3.1 | Size of Caregiving Family. The size of the care-
giving family directly represented the allocated manpower in
care at the family level and indirectly reflected an aggregate
of knowledge and skills for care contributed by individual
members. To measure the size of the caregiving family, we
asked the participants to report the family members (includ-
ing self) involved in four aspects of care, namely ADL sup-
port, IADL support, emotional support (for the older person),
and major decision-making. We then computed the size
of the caregiving family by summing up the number of members
involved in each aspect of care and removing duplicates.

2.3.3.2 | Use of Live-In Domestic Helper. In Hong
Kong, it is common to hire a foreign domestic helper to take
care of older adults (Choy et al. 2022). The foreign domestic
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helpers usually live with the older adults in need of care, directly
take care of their daily living, and support the family caregiv-
ers on household chores and caregiving duties. The cost of hir-
ing the help could be afforded by the primary caregiver alone
or shared among the family members. Participants reported
whether they hired a live-in domestic helper to assist in caregiv-
ing in the household of the older person (yes/no).

2.3.3.3 | Use of Caregiver Support Service. Care-
giver support service in Hong Kong is mostly provided by
non-governmental organizations under government subven-
tion. Family caregivers could receive training, counseling, sup-
port groups, service referrals and other psychosocial support
at a very low cost. Participants reported whether they partic-
ipated in any caregiver training program or support group in
the last 12 months (yes/no). This measure represented whether
the caregiver received formal support from the community.

2.3.4 | Perceptions

2.3.4.1 | Quality of Relationship With Care Recipi-
ent. Quality of relationship with care recipient (CR; i.e.,
theolderadult)wasregarded asthe caregiver's perception towards
the care demand. We asked the participants to rate their per-
ceived quality of relationship with CR on a 5-point Likert scale
from (1) very poor to (5) very good by a single item.

2.3.4.2 | Satisfaction With Family Support. Satisfaction
with family support represented how the caregiver perceived
the support he/she received from other family members. We
asked the participants to rate their satisfaction with the sup-
port provided by other family members on a 5-point Likert scale
from (1) very dissatisfied to (5) very satisfied by a single item.

2.3.5 | Context of Care

Socio-demographic information of the caregivers and older
adults they cared for, including their age, gender, education
level, marital status, employment status, and relationship (hus-
band, wife, son, son-in-law, daughter, daughter-in-law, other
relatives/friends), and their care arrangement, including cohab-
itation with CR (yes/no) and daily hours of caregiving by the
participant, were considered as the context of care. For daily
hours of caregiving, we asked the participants to estimate how
many hours they spent taking care of the older adults per day
on average over the last week, including the provision of ADL
support, TADL support, emotional support, and companionship.

2.4 | Data Analysis
2.41 | Participant Profile

We provided descriptive statistics of the baseline characteristics
to illustrate the profile of the cross-sectional sample (N =358)
and the 2-year longitudinal follow-up subsample (N=93). To
assess the attrition bias, we used independent ¢-tests and chi-
squared tests to compare the baseline characteristics of partic-
ipants who were included in the follow-up subsample (n=93)

with those who were not (n=118). Paired samples t-tests and
McNemar's tests were conducted to explore the changes in their
demand, resources, perceptions, and wellbeing over time.

2.4.2 | Baseline Data

We used hierarchical regression to examine the relationship of
care demands, resources, and perceptions with care burden and
quality of life separately after controlling for the context of care.
The blocks of predictors were entered into the regression model
in two steps: first, context of care; and then, care demands, re-
sources, and perceptions. This analytical design aimed to exam-
ine the three blocks of predictors at the same level of hierarchy,
without exploring their order. We adopted a theory-driven ap-
proach to select factors related to care demands, resources, and
perceptions for predicting care burden and quality of life. For
selecting factors related to the context of care, we referred to
previous studies for known factors of care burden. These vari-
ables included caregiver gender, caregiver education level, co-
habitating with CR, daily hours of caregiving (i.e., caregiving
loads), and monthly household income per head (i.e., financial
stress; Adelman et al. 2014; Chiao, Wu, and Hsiao 2015).

2.4.3 | Longitudinal Data

We used hierarchical regression to predict care burden and quality
of life by care demands, resources, perceptions, and their changes
in 2years after controlling for the baseline score and context of
care. Similar to the baseline model, the blocks of predictors were
entered into the model in two steps: first, context of care and the
baseline score; second, care demands, resources, and perceptions.
To reflect the pile-up of stressors and the adaptive responses of a
family along the caregiving process, we computed change scores
or categorical changes for care demands, resources, and percep-
tions. The dependent variable was the follow-up score of care
burden and quality of life, respectively, in two separate analyses.
As the sample size (n=93) was insufficient to include all the pre-
dictors for a valid analysis, we adopted a combined theory- and
data-driven approach to select the predictors. First, to explore their
predictive value after controlling for other factors, all the factors
(baseline values and their changes) were entered into the regres-
sion model after controlling for the contextual factors and baseline
care burden or quality of life (model 1 in Table 4). As we aimed to
identify the predictors that accounted for the most variance of the
dependent variable, we examined the part correlation coefficient
of each factor and selected those with at least a small effect size
(r>0.01; Warner 2012). These factors were then entered into an-
other regression model after controlling for baseline care burden
or quality of life (model 2 in Table 4). All statistical analyses were
performed by using the IBM SPSS Statistics package version 28.0.

3 | Results
3.1 | Sample Characteristics
Table 1 shows the baseline characteristics of all participants

(N=358) and the 2-year follow-up subsample (n=93). The ma-
jority of the participants were female (70%) who took care of
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TABLE1 | Baseline characteristics of all participants and the 2-year subsample.

All 2-year subsample Loss to follow-up
(N=358) (n=93) (n=118) t/x? test

Characteristic (possible range) M (SD)/n (%) p
CG demographics
Age 57.8 (10.4) 58.5(10.5) 55.6 (9.8) 0.036*
Gender, female 252 (70%) 69 (74%) 81 (69%) 0.377
Education level 0.733

No formal education 11 3%) 1(1%) 4 (3%)

Primary 77 (22%) 18 (19%) 23 (20%)

Secondary 216 (60%) 59 (63%) 74 (63%)

Tertiary or above 54 (15%) 15 (16%) 17 (14%)
Marital status, currently married 213 (60%) 48 (52%) 63 (53%) 0.797
Employment status, (self-) employed 144 (40%) 31 (33%) 57 (48%) 0.029*
Relationship with CR 0.573

Husband 11 3%) 17 (18%) 5 (4%)

Wife 81 (23%) 5(5%) 23 (19%)

Son 94 (26%) 19 (20%) 33 (28%)

Daughter 143 (40%) 45 (48%) 50 (42%)

Daughter-in-law 24 (7%) 6 (7%) 7 (6%)

Grandchild 2 (1%) — —

Sibling 1(0.3%) — —

Friend 2 (1%) 1(1%) —
Cohabitating with CR 310 (87%) 81 (87%) 103 (87%) 0.967
Daily hours of caregiving 13.3(7.0) 14.2 (6.8) 12.7 (6.8) 0.109
Monthly household income per head! 428 (223) 431 (234) 482 (219) 0.409
CR demographics
Age 83.4(8.7) 83.5(8.7) 82.2(8.6) 0.273
Gender, female 219 (61%) 66 (71%) 78 (66%) 0.451
Care demands
Barthel Index for ADLs (0-100) 58.0 (30.3) 60.1 (29.7) 61.8 (28.7) 0.680
Lawton IADLs (0-18) 2.70 (3.84) 2.80 (3.51) 2.92 (4.04) 0.812
Additional caregiving role 60 (17%) 12 (13%) 16 (14%) 0.889
Resources
Size of caregiving family 1.59 (0.87) 1.56 (0.76) 1.54 (0.91) 0.887
Use of live-in domestic helper 103 (29%) 25 (27%) 32 (27%) 0.969
Use of caregiver support service 41 (12%) 11 (12%) 10 (9%) 0.419
Perceptions
Quality of relationship with CR (1-5) 3.78 (0.79) 3.74.(0.75) 3.93(0.77) 0.073
Satisfaction with family support (1-5) 3.27(0.81) 3.25(0.83) 3.27(0.82) 0.835

(Continues)
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TABLE1 | (Continued)

All 2-year subsample Loss to follow-up
(N=358) (n=93) (n=118) t/x? test
Characteristic (possible range) M (SD)/n (%) p
Caregiver wellbeing
Zarit Burden Interview (0-88) 31.2(16.2) 31.0 (15.0) 31.4 (16.9) 0.854
EUROHIS-QoL 8-item index (1-5) 3.13(0.52) 3.11 (0.50) 3.14(0.53) 0.751

Note: Currency was converted from Hong Kong dollar to US dollar with the rate of 1 USD, 7.8 HKD. *p <0.05.
Abbreviations: ADLs, Activities of daily living; CG, Caregiver; CR, Care recipient; EUROHIS-QoL, European Health Interview Survey — Quality of Life; IADLs,

Instrumental activities of daily living.

a female older adult (61%) living in the same household (87%).
Adult child was the most common type of relationship with the
older adults (66%). At baseline, there were one to two family
members (1.59+0.87) on average involved in caregiving, with
29% of families hiring a domestic helper to assist in care. They
spent 13.3+7.0h per day taking care of the older adult, with 17%
reporting that they needed to take care of other family members
as well. For the attrition bias, the 2-year subsample did not dif-
fer from those who were lost to follow-up, except that they were
older (58.5+10.5 vs. 55.6 9.8 years old), £(209)=2.21, p=0.036,
and less likely to be employed or self-employed (33% vs. 48%),
x%(1, N=211)=4.80, p=0.029.

3.2 | Changes in Care Demands, Resources,
Perceptions, and Caregiver Wellbeing

Table 2 presents the changes in care demands, resources,
perceptions, and caregivers well-being. Over the 2years, the
care burden of the participants remained stable, and qual-
ity of life slightly increased despite an increase in care de-
mands (decline in ADLs of older adults). They spent less time
on the caregiving daily, along with an increase in the size of
caregiving family, more use of caregiver support services,
and improvement in the quality of the relationship with the
older adult.

3.3 | Association of Care Demands, Resources,
and Perceptions With Wellbeing at Baseline

Results of the regression analyses on care burden and quality
of life at baseline were presented in Table 3. A higher level of
care burden was associated with female gender, higher educa-
tional level, longer hours of caregiving, additional caregiving
roles, poorer quality of relationship with CR, and lower satis-
faction with family support. Better quality of life was associated
with a higher level of ADLs of the older adults, without an ad-
ditional caregiving role, better quality of relationship with CR,
and higher satisfaction with family support. Factors of resources
were not associated with either care burden or quality of life at
baseline. Among the family-level factors, additional caregiving
role and satisfaction with family support, but not size of care-
giving family, were associated with both indicators of caregiver
well-being.

3.4 | Predicting Wellbeing by Care Demands,
Resources, Perceptions, and Their Changes

Table 4 summarizes the results of the regression models for
predicting care burden and quality of life. When all the theory-
driven predictors were entered into the model (model 1), only
seven factors showed at least a small part correlation (r>0.01)
for both care burden and quality of life. These factors were then
entered into model 2. Predictors of higher care burden were lon-
ger caregiving hours at baseline, an increase in hours of caregiv-
ing, a new additional caregiving role, a decrease in the size of the
caregiving family, and not using a domestic helper at baseline.
Predictors of better quality of life at follow-up were the use of a
domestic helper at baseline and an increase in satisfaction with
family support. Among the factors of change, only the changes
in caregiving hours, additional caregiving role, and size of the
caregiving family predicted care burden, and only the change in
satisfaction with family support predicted quality of life.

4 | Discussion

To our knowledge, this is the first study to apply the family stress
theory to understand the well-being of caregivers of older adults
and comprehensively include factors of demands, resources, and
perceptions in the investigation. For care demands, having an ad-
ditional caregiving role was found to be associated with a higher
care burden and poorer quality of life at baseline, and its changes,
including stopping and starting to care for another family member,
predicted lower and higher care burden, respectively. Higher func-
tional ability (ADLSs) of the older adults was only associated with
better quality of life at baseline. For resources, an increase in the
size of the caregiving family predicted lower care burden, and the
use of a domestic helper predicted both a lower care burden and
a better quality of life. For perceptions, we found that both better
quality of relationship with CR and higher satisfaction with family
support were associated with lower care burden and better quality
of life at baseline, and an increase in satisfaction with family sup-
port predicted better quality of life.

Family stress theory provided a perspective for understanding
how primary caregivers, as part of a family, maintained their
well-being during the caregiving journey. We conceptualized
family caregiving as an enduring stressful event in which
the family as a unit responded by mobilizing its resources to
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TABLE 2 | Changes in care demands, family resources, perceptions, and caregiver wellbeing over 2years (n=93).

Baseline 2-year follow-up Paired t/McNemar test
Domains (possible range) M (SD)/n (%) P
Context of care
Daily hours of caregiving 14.2 (6.8) 11.0(5.1) <0.001#**
Care demands
Barthel Index for ADLs (0-100) 60.1 (29.7) 48.9 (29.9) <0.001%**
Lawton IADLs (0-18) 2.80 (3.51) 2.49 (3.72) 0.247
Additional caregiving role 12 (13%) 8 (9%) 0.344
Stopped providing care — 7 (8%)
Stable — 83 (89%)
Newly started — 3 (3%)
Resources
Size of caregiving family 1.56 (0.76) 2.01 (1.05) <0.001#**
Use of live-in domestic helper 25 (27%) 29 (31%) 0.344
Stop hiring — 3 (3%)
Stable — 83 (89%)
Newly hired — 7 (8%)
Use of caregiver support service 11 (12%) 30 (32%) <0.007%%*
Stop using — 5(%)
Stable — 64 (69%)
Newly used — 24 (26%)
Perceptions
Quality of relationship with CR (1-5) 3.74 (0.75) 3.91 (0.89) 0.048*
Satisfaction with family support (1-5) 3.25(0.83) 3.31 (1.06) 551
Caregiver wellbeing
Zarit Burden Interview (0-88) 31.0 (15.0) 29.6 (16.4) 0.441
EUROHIS-QoL 8-item index (1-5) 3.11 (0.50) 3.22(0.57) 0.045*

Note: *p <0.05; ***p <0.001.
Abbreviations: ADLs, Activities of daily living; CG, Caregiver; CR, Care recipient;
Instrumental activities of daily living.

maintain balanced family functioning. In this sample, there
was a significant increase in care demands in 2years (decline
in ADLs of the older adults). The families adaptively responded
by involving more family members in caregiving, maintaining
the use of domestic helpers, and using more formal caregiver
support services, with their perception about the care demand
(quality of relationship with CR) improving and perception
about family resources (satisfaction with family support) re-
maining stable. It resulted in a stable level of caregiver well-
being over the 2years. While we emphasize that a family should
be treated as a unit in the context of caregiving, subjected to the
data available, we only examined the well-being of the primary
caregiver in the present study. Further research should expand
the investigation into the outcomes of the whole family, such as
well-being, adaptation, family functioning, and family quality of
life (Turnbull et al. 2007).

EUROHIS-QoL, European Health Interview Survey - Quality of Life; IADLs,

One of the strengths of applying family stress theory is to expand
our understanding of the demand faced by the caregiver beyond
the caregiving role and examine the impact of competing roles
on caregivers' well-being. Even only for caregiving, a caregiver
could have multiple caregiving roles at the same time. In our
sample, we captured whether the caregivers had additional care-
giving roles (17%) and found that it was associated with higher
care burden and poorer quality of life at baseline, and its changes
predicted care burden at follow-up. Previous studies on caregiv-
ers of adults with intellectual disabilities similarly showed that
additional caregiving roles, also known as compound caregiv-
ing, were associated with increased desire to place the care re-
cipients into residential care (Perkins and Haley 2010). These
results altogether suggested that family and caregiver support
service providers should identify and target caregivers with mul-
tiple caregiving roles. Further caregiving research may expand
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TABLE 3 | Predicting caregiver well-being by demands, resources, and perceptions at baseline (IN=358).

Care burden Quality of life
Factor B (SE) B P B (SE) B P
Context of care
CG gender (female) -3.74 (1.75) -0.11 0.033* 0.05 (0.06) 0.04 0.435
CG education level 2.33(0.71) 0.17 0.001** 0.00 (0.02) 0.00 0.953
Cohabitating with CR 0.85 (2.40) 0.02 0.722 —0.04 (0.08) -0.03 0.576
Daily hours of caregiving 0.34(0.12) 0.15 0.006** 0.00 (0.00) 0.04 0.430
Monthly household income per head 0.00 (0.00) 0.06 0.197 0.00 (0.00) 0.00 0.981
Care demands
ADLs —0.03 (0.03) -0.05 0.418 0.00 (0.00) 0.15 0.014*
IADLs —0.40(0.24) -0.09 0.105 0.00 (0.01) 0.01 0.808
Additional caregiving role 4.48 (2.11) 0.10 0.034* —0.20(0.07) -0.15 0.003**
Resources
Size of caregiving family 0.26 (0.94) 0.01 0.782 0.01 (0.03) 0.01 0.811
Use of live-in domestic helper 1.66 (1.91) 0.05 0.386 0.03 (0.06) 0.02 0.693
Use of caregiver support service 2.17 (2.46) 0.04 0.378 0.13 (0.08) 0.08 0.102
Perceptions
Quality of relationship with CR —3.55(1.06) -0.17 <0.007*** 0.13 (0.04) 0.20 <0.001%**
Satisfaction with family support —5.72 (1.00) -0.29 <0.001%** 0.19 (0.03) 0.29 <0.001%**

Note: Reference category is shown in parentheses. Care burden model: AR?=0.148 (AF (8341)=8.211, p<0.001) after controlling for context of care. Quality of life
model: AR?=0.181 (AF (8338)=9.512, p<0.001) after controlling for context of care. *p <0.05; **p <0.01; ***p <0.001.
Abbreviations: ADLs, Activities of daily living; CG, Caregiver; CR, Care recipient; IADLs, Instrumental activities of daily living.

into other family roles and examine their impact on caregivers'
well-being.

Separating the resources and perceptions conceptually is an-
other strength of the family stress theory. Although it was to
our surprise that all the factors of resources (size of caregiv-
ing family, use of domestic helper, and use of caregiver sup-
port service) were not associated with caregiver well-being at
baseline, the associations between perceptions (quality of re-
lationship with CR and satisfaction with family support) and
well-being echoed with the literature and further confirmed
that perceptions matter. Previous studies show that caregiv-
ers who perceived a lack of choice in taking on the caregiving
role (Schulz et al. 2012) and felt trapped by the role (Campbell
et al. 2008) reported higher emotional stress and care bur-
den. Brodaty and Donkin (2009) similarly summarized that
perceived support from the family, not only the actual sup-
port, and satisfaction with the support network predicted
the well-being of caregivers of people with dementia. While
interventions on care demands (e.g., rehabilitation programs
for improving/maintaining functional abilities of older adults)
and family resources (e.g., policies supporting caregiver-
friendly employment, connecting families with community
resources) should continue, perceptions about the caregiving
role and family support are also potential intervention targets
crucial to caregiver wellbeing.

With two time points of data, we attempted to model the pile-up
of stressors and the adaptive responses of a family along the
caregiving process for predicting caregiver well-being and found
that the change in additional caregiving role (care demand) and
the change in size of the caregiving family (resource), but not
their baseline status/value, were predictive for care burden at
follow-up. Our results were in line with the Family Adjustment
and Adaptation Response model (Patterson 1988) and supported
that it was the imbalance between demand and resources that
was challenging to family well-being. Further research with
more time points and larger samples to assess the longitudinal
changes in care demands and resources and their contributions
to caregiver well-being is warranted.

Among the factors of family resources, the use of a live-in do-
mestic helper was predictive of both lower care burden and bet-
ter quality of life at follow-up. While earlier local studies found
that domestic helpers mitigate the impact of care demands on
caregiver distress (Chong et al. 2014, 2017), we identified similar
benefits for caregiver well-being. It is noteworthy that, despite
focusing on the lower-income group (below 75% of the local
median monthly domestic household income), the prevalence
of the use of domestic helpers in our sample (29% among low-
income caregivers of older adults awaiting long-term care ser-
vices in 2015) was slightly higher than that in the overall income
sample (21% among older adults with long-term care needs in
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2021 census data; Census and Statistics Department of HKSAR
Government 2023). This is probably because the caregiver al-
lowance program was targeting those not yet supported by for-
mal care services, leading to a greater need for domestic help.
Furthermore, the use of domestic helper remained stable over
the 2years of receiving the caregiver allowance, which could
nearly subsidize half the cost. These findings altogether suggest
that income was not a determining factor for hiring domestic
helpers in these families. Even having financial struggles or
extra financial support, family caregivers prioritized the care
needs of older adults and available support when deciding on
hiring help, which is very much in line with the filial behav-
iors observed in Hong Kong (Lum et al. 2016b; Yeh et al. 2013).
Further research using income subgroup analysis is needed to
explore how low income affects families’ access to such extra
help and its consequences on caregiver well-being.

Another resource factor predicting caregiver well-being is the
change in the size of the caregiving family, which has been
less studied previously. In this study, the number of people in-
volved in caregiving was defined broadly to include ADL/TADL
support, emotional support, and major decision-making. The
findings suggest that interventions that promote family involve-
ment in any type of care, beyond just direct care, could have a
positive impact on caregiving wellbeing. This aligns with the
shift in filial behavior, where symbolic or financial support but
not direct care provision is increasingly observed (Cheung and
Kwan 2009; Ting 2009).

Lastly, regarding the context of care, family income did not
show an association with caregiver well-being in the current
study. Yet, previous studies reported that lower income (Chiao,
Wu, and Hsiao 2015) and higher financial stress (Adelman
et al. 2014) are risk factors for high care burden. This inconsis-
tency is likely because the current sample was entirely recruited
from low-income families (with household income below 75% of
the local median monthly domestic household income), which
may not fully represent the broader population. Moreover, un-
like previous studies, we included income, the use of domestic
helpers, and the involvement of multiple family caregivers in our
predictive model. The findings suggest that human resources
(domestic helpers and size of the caregiving family) are better
predictors of caregiver well-being than financial resources.

4.1 | Limitations

There are several limitations in this study. First, due to the na-
ture of the study (secondary analysis using policy evaluation
research data), the sample size in the theory-driven longitudi-
nal model (model 1) was insufficient to support a valid regres-
sion analysis that required at least 10 observations per variable.
Although we attempted to address the issue by adopting a com-
bined theory- and data-driven approach for selecting predictors
in the final model, results should be interpreted with caution, and
further research is needed to replicate findings from this study.
Second, compared with those in the follow-up subsample, care-
givers who did not participate were younger and more likely to
be employed. Previous studies had suggested that younger care-
givers with competing commitments (e.g., employment) often
report higher levels of stress (Pinquart and Sérensen 2003). The

current study might have excluded caregivers with a higher level
of care burden at the follow-up. Nevertheless, the completers
and the dropouts did not differ in their level of burden at base-
line. Third, another limitation with the secondary data is that
the variables we selected may not best represent the constructs
in the family stress theory, in particular, perceptions about care
demands and family resources. The current way of defining care
demands resources, and perceptions can be considered a proof
of concept of applying family stress theory in understanding
caregiver well-being. More carefully designed variables will be
needed in future studies.

4.2 | Implications

This study provided initial evidence of the applicability of family
stress theory in understanding the caregiving process for older
adults with care needs, with insight into the importance of com-
peting family roles, change in family resources, and perceptions
on caregiver well-being. As societies are aging rapidly with de-
creasing availability of unpaid caregivers, viable solutions to
support family care are urgently needed. To prevent caregiver
burnout and maintain their quality of life, practitioners should
pay attention to caregivers with multiple caregiving roles and
develop routines to regularly monitor the number of family
members involved in caregiving. This could be implemented
under the existing caregiver allowance program, which requires
caregivers to meet monthly with a designated social worker in
their district. Specifically, we suggest including questions about
any additional caregiving roles and the number of family mem-
bers involved in caregiving during these regular meetings. If the
social worker identifies a new caregiving role or a reduction in
family involvement (indicating a potential imbalance between
care demands and resources), the caregiver should be referred
for further assessment of caregiver stress and overall family well-
being. Moreover, perceptions, including how caregivers view
their relationships with older adults and the support they receive
from other family members, may be potential intervention tar-
gets for improving caregiver well-being. Caregiver support ser-
vices, such as caregiving skill training, counseling, and mutual
support groups, are available at all publicly funded community
care service units throughout Hong Kong (Choy et al. 2022).
However, most existing services focus on direct care provision,
stress management, and relationships with older adults. There is
currently a lack of psychosocial interventions that address how
primary caregivers perceive support from other family members
and how multiple caregivers share the caregiving responsibili-
ties. Such individual- or family-centered interventions need to
be developed as a potential alternative to enhance our overall
caregiver support services.

Our findings also shed light on how the caregiver allowance
program affects caregiver well-being and provide recommenda-
tions for future implementation, particularly in the Hong Kong
context. The two main components of this allowance program
are the monthly cash allowance and meetings with a designated
social worker. Regarding the cash allowance, our findings sug-
gest that factors such as additional caregiving roles, the use of
domestic helpers, the quality of relationship with CR, the in-
volvement of more family members, and satisfaction with fam-
ily support are crucial for caregiver well-being. Therefore, the
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current non-restrictive use of the allowance should continue.
This flexibility allows caregivers to spend the allowance on
various purposes, such as supplementing caregiving expenses
incurred by any family members with care needs, hiring a do-
mestic helper, leisure activities with the CR, or even covering
the living expenses of another family caregiver in exchange for
their involvement. As for the monthly meetings, as we recom-
mended earlier, the designated social worker should regularly
assess whether there are changes in the number of family mem-
bers requiring care from the caregiver and those involved in
care provision. This will help identify the caregivers at higher
risk of poor well-being.

Conflicts of Interest

The authors declare no conflicts of interest.

References

Adelman, R. D, L. L. Tmanova, D. Delgado, S. Dion, and M. S. Lachs.
2014. “Caregiver Burden: A Clinical Review.” JAMA 311, no. 10: 1052-
1060. https://doi.org/10.1001/jama.2014.304.

Boss, P, C. M. Bryant, and J. A. Mancini. 2016. Family Stress Management:
A Contextual Approach. Thousand Oaks, CA: Sage Publications.

Brodaty, H., and M. Donkin. 2009. “Family Caregivers of People With
Dementia.” Dialogues in Clinical Neuroscience 11, no. 2: 217-228.

Campbell, P., J. Wright, J. Oyebode, et al. 2008. “Determinants of
Burden in Those Who Care for Someone With Dementia.” International
Journal of Geriatric Psychiatry 23, no. 10: 1078-1085. https://doi.org/10.
1002/gps.2071.

Carr, D., and R. L. Utz. 2020. “Families in Later Life: A Decade in
Review.” Journal of Marriage and Family 82, no. 1: 346-363. https://doi.
org/10.1111/jomf.12609.

Carretero, S., J. Garcés, F. Rodenas, and V. Sanjosé. 2009. “The Informal
Caregiver's Burden of Dependent People: Theory and Empirical
Review.” Archives of Gerontology and Geriatrics 49, no. 1: 74-79. https://
doi.org/10.1016/j.archger.2008.05.004.

Casaburo, G., M. Yzaguirre, S. Subramaniam, and K. Holtrop. 2023. “A
Systematic Review of Family Stress Theory in Mental Health Research
(2010-2020).” Families in Society 104, no. 4: 557-569. https://doi.org/10.
1177/10443894231152511.

Census and Statistics Department of HKSAR Government. 2023. 2021
Population Census Thematic Report: Older Persons. Hong Kong, China:
Census and Statistics Department of the HKSAR Government.

Census and Statistics Department of HKSAR Government. 2024.
Quarterly Report on General Household Survey (Third Quarter 2024). Hong
Kong: Census and Statistics Department of the HKSAR Government.

Chan, T.S. F.,L. C. W. Lam, and H. F. K. Chiu. 2005. “Validation of the
Chinese Version of the Zarit Burden Interview.” Hong Kong Journal of
Psychiatry 15, no. 1: 9-14.

Cheung, C. K., and A. Y. H. Kwan. 2009. “The Erosion of Filial Piety by
Modernisation in Chinese Cities.” Ageing and Society 29, no. 2: 179-198.
https://doi.org/10.1017/S0144686X08007836.

Chiao, C. Y., H. S. Wu, and C. Y. Hsiao. 2015. “Caregiver Burden for
Informal Caregivers of Patients With Dementia: A Systematic Review.”
International Nursing Review 62, no. 3: 340-350. https://doi.org/10.
1111/inr.12194.

Chong, A. M. L., C. W. Kwan, I. Chi, V. W. Q. Lou, and A. Y. Leung.
2014. “Domestic Helpers as Moderators of Spousal Caregiver Distress.”

Journals of Gerontology. Series B, Psychological Sciences and Social
Sciences 69, no. 6: 966-972. https://doi.org/10.1093/geronb/gbu034.

Chong, A. M. L., C. W. Kwan, V. W. Q. Lou, and I. Chi. 2017. “Can
Domestic Helpers Moderate Distress of Offspring Caregivers of
Cognitively Impaired Older Adults?” Aging & Mental Health 21, no. 10:
1023-1030. https://doi.org/10.1080/13607863.2016.1191059.

Choy, J. C. P, K. K. Y. Wong, S. S. Cheng, et al. 2022. The Dementia
Situation in Hong Kong: Context, Systems, Policies, and Services. Hong
Kong, China: University of Hong Kong.

Collin, C., D. Wade, S. Davies, and V. Horne. 1988. “The Barthel ADL
Index: A Reliability Study.” International Disability Studies 10, no. 2:
61-63. https://doi.org/10.3109/09638288809164103.

Cunningham, N. A., T. R. Cunningham, and J. M. Roberston. 2019.
“Understanding and Measuring the Wellbeing of Carers of People With
Dementia.” Gerontologist 59, no. 5: €552-e564. https://doi.org/10.1093/
geront/gny018.

Gilhooly, K., M. Gilhooly, M. Sullivan, et al. 2016. “A Meta-Review
of Stress, Coping and Interventions in Dementia and Dementia
Caregiving.” BMC Geriatrics 16, no. 1: 1-8. https://doi.org/10.1186/
$12877-016-0280-8.

Grossman, B. R., and C. E. Webb. 2016. “Family Support in Late Life: A
Review of the Literature on Aging, Disability, and Family Caregiving.”
Journal of Family Social Work 19, no. 4: 348-395. https://doi.org/10.
1080/10522158.2016.1233924.

Hartigan, 1. 2007. “A Comparative Review of the Katz ADL and the
Barthel Index in Assessing the Activities of Daily Living of Older
People.” International Journal of Older People Nursing 2, no. 3: 204-212.
https://doi.org/10.1111/j.1748-3743.2007.00074.x.

Harvath, T. A., J. M. Mongoven, J. T. Bidwell, et al. 2020. “Research
Priorities in Family Caregiving: Process and Outcomes of a Conference
on Family-Centered Care Across the Trajectory of Serious Illness.”
Gerontologist 60, no. Suppl. 1: S5-S13. https://doi.org/10.1093/geront/
gnz138.

Hill, R. 1949. Families Under Stress: Adjustment to the Crises of War
Separation and Return. New York, NY: Harper.

Kasper, J. D., V. A. Freedman, B. C. Spillman, and J. L. Wolff. 2015. “The
Disproportionate Impact of Dementia on Family and Unpaid Caregiving
to Older Adults.” Health Affairs 34, no. 10: 1642-1649. https://doi.org/
10.1377/hlthaff.2015.0536.

Keith, C. 1995. “Family Caregiving Systems: Models, Resources, and
Values.” Journal of Marriage and Family 17: 179-189. https://doi.org/10.
2307/353826.

Kim, Y., and R. Schulz. 2008. “Family Caregivers' Strains: Comparative
Analysis of Cancer Caregiving With Dementia, Diabetes, and Frail
Elderly Caregiving.” Journal of Aging and Health 20, no. 5: 483-503.
https://doi.org/10.1177/0898264308317533.

Lai, A., J. Richardson, L. Griffith, A. Kuspinar, and J. Smith-Turchyn.
2022. “The Impact of Care-Recipient Relationship Type on Health-
Related Quality of Life in Community-Dwelling Older Adults With
Dementia and Their Informal Caregivers.” Quality of Life Research 31,
no. 12: 3377-3390. https://doi.org/10.1007/s11136-022-03203-1.

Leung, S. O. C., C. C. H. Chan, and S. Shah. 2007. “Development
of a Chinese Version of the Modified Barthel Index—Validity and
Reliability.” Clinical Rehabilitation 21, no. 10: 912-922. https://doi.org/
10.1177/0269215507077286.

Lum, T. Y. S., and N. W. S. Chow. 2008. Trends in Family Attitudes and
Values in Hong Kong: Final Report to Central Policy Unit. Hong Kong,
China: Central Policy Unit of the HKSAR Government.

Lum, T.Y.S., V. W. Lou, Y. Chen, G. H. Y. Wong, H. Luo, and T. L. Tong.
2016a. “Neighborhood Aupport and Aging-In-Place Preference Among
Low-Income Elderly Chinese City-Dwellers.” Journals of Gerontology.

13 of 14

85UB01 7 SUOWILLOD BAIERID 3 |qed|(dde 8y} Aq paueAch 8Je Sajole YO 8sn Jo S8inJ 10} Areig1TaUIUO AB]1/ UO (SUOPUCO-pUR-SLLBY WD A3 1M ATe1q 1 [Bull[UO//SAIY) SUOIPUOD PUe SWB | 8U3 885 *[G202/20/ET] Uo AreiqiTauliuo A8|Im ‘88 L Ag 00TET dweyTTTT 0T/I0p/woo A8 | Areiq Ul juo//SAny WOl papeo|umoq ‘T ‘G20 ‘00ESSHST


https://doi.org/10.1001/jama.2014.304
https://doi.org/10.1002/gps.2071
https://doi.org/10.1002/gps.2071
https://doi.org/10.1111/jomf.12609
https://doi.org/10.1111/jomf.12609
https://doi.org/10.1016/j.archger.2008.05.004
https://doi.org/10.1016/j.archger.2008.05.004
https://doi.org/10.1177/10443894231152511
https://doi.org/10.1177/10443894231152511
https://doi.org/10.1017/S0144686X08007836
https://doi.org/10.1111/inr.12194
https://doi.org/10.1111/inr.12194
https://doi.org/10.1093/geronb/gbu034
https://doi.org/10.1080/13607863.2016.1191059
https://doi.org/10.3109/09638288809164103
https://doi.org/10.1093/geront/gny018
https://doi.org/10.1093/geront/gny018
https://doi.org/10.1186/s12877-016-0280-8
https://doi.org/10.1186/s12877-016-0280-8
https://doi.org/10.1080/10522158.2016.1233924
https://doi.org/10.1080/10522158.2016.1233924
https://doi.org/10.1111/j.1748-3743.2007.00074.x
https://doi.org/10.1093/geront/gnz138
https://doi.org/10.1093/geront/gnz138
https://doi.org/10.1377/hlthaff.2015.0536
https://doi.org/10.1377/hlthaff.2015.0536
https://doi.org/10.2307/353826
https://doi.org/10.2307/353826
https://doi.org/10.1177/0898264308317533
https://doi.org/10.1007/s11136-022-03203-1
https://doi.org/10.1177/0269215507077286
https://doi.org/10.1177/0269215507077286

Series B, Psychological Sciences and Social Sciences 71, no. 1: 98-105.
https://doi.org/10.1093/geronb/gbul54.

Lum, T. Y. S, E. C. Yan, A. H. Ho, et al. 2016b. “Measuring Filial Piety
in the 21st Century: Development, Factor Structure, and Reliability
of the 10-Item Contemporary Filial Piety Scale.” Journal of Applied
Gerontology 35, no. 11: 1235-1247. https://doi.org/10.1177/0733464815
570664.

McCabe, M., E. You, and G. Tatangelo. 2016. “Hearing Their Voice:
A Systematic Review of Dementia Family Caregivers’ Needs.”
Gerontologist 56, no. 5:€70-e88. https://doi.org/10.1093/geront/gnw078.

Patterson, J. M. 1988. “Families Experiencing Stress: I. The Family
Adjustment and Adaptation Response Model: II. Applying the FAAR
Model to Health-Related Issues for Intervention and Research.” Family
Systems Medicine 6, no. 2: 202-237. https://doi.org/10.1037/h0089739.

Pearlin, L. I, J. T. Mullan, S. J. Semple, and M. M. Skaff. 1990.
“Caregiving and the Stress Process: An Overview of Concepts and Their
Measures.” Gerontologist 30, no. 5: 583-594. https://doi.org/10.1093/
geront/30.5.583.

Perkins, E. A. 2010. “The Compound Caregiver: A Case Study of
Multiple Caregiving Roles.” Clinical Gerontologist 33, no. 3: 248-254.
https://doi.org/10.1080/07317111003773619.

Perkins, E. A, and W. E. Haley. 2010. “Compound Caregiving:
When Lifelong Caregivers Undertake Additional Caregiving Roles.”
Rehabilitation Psychology 55, no. 4: 409-417. https://doi.org/10.1037/
a0021521.

Pinquart, M., and S. Sorensen. 2003. “Differences Between Caregivers
and Non Caregivers in Psychological Health and Physical Health: A
Meta-Analysis.” Psychology and Aging 18, no. 2: 250-267. https://doi.
0rg/10.1037/0882-7974.18.2.250.

Schmidt, S., H. Miihlan, and M. Power. 2006. “The EUROHIS-QOL
8-Item Index: Psychometric Results of a Cross-Cultural Field Study.”
European Journal of Public Health 16, no. 4: 420-428. https://doi.org/
10.1093/eurpub/ckil5s.

Schulz, R., and S. R. Beach. 1999. “Caregiving as a Risk Factor for
Mortality: The Caregiver Health Effects Study.” JAMA 282, no. 23:
2215-2219. https://doi.org/10.1001/jama.282.23.2215.

Schulz, R., S. R. Beach, T. B. Cook, L. M. Martire, J. M. Tomlinson, and
J. K. Monin. 2012. “Predictors and Consequences of Perceived Lack of
Choice in Becoming an Informal Caregiver.” Aging & Mental Health 16,
no. 6: 712-721. https://doi.org/10.1080/13607863.2011.651439.

Schulz, R., S. R. Beach, S. J. Czaja, L. M. Martire, and J. K. Monin. 2020.
“Family Caregiving for Older Adults.” Annual Review of Psychology 71:
635-659. https://doi.org/10.1146/annurev-psych-010419-050754.

The Government of HKSAR. 2024. “Increase in Minimum Allowable
Wage and no Change in Food Allowance for Foreign Domestic
Helpers.” https://www.info.gov.hk/gia/general/202409/27/P2024
092700236.htm.

Ting, K. 2009. The Meaning and Practice of Filial Piety in Hong Kong.
Hong Kong, China: Central Policy Unit of the HKSAR Government.

Tong, A. Y., and D. W. Man. 2002. “The Validation of the Hong Kong
Chinese Version of the Lawton Instrumental Activities of Daily
Living Scale for Institutionalized Elderly Persons.” OTJR: Occupation,
Participation and Health 22, no. 4: 132-142. https://doi.org/10.1177/
153944920202200402.

Turnbull, A. P, J. A. Summers, S. H. Lee, and K. Kyzar. 2007.
“Conceptualization and Measurement of Family Outcomes Associated
With Families of Individuals With Intellectual Disabilities.” Mental
Retardation and Developmental Disabilities Research Reviews 13, no. 4:
346-356. https://doi.org/10.1002/mrdd.20174.

Warner, R. M. 2012. Applied Statistics: From Bivariate Through
Multivariate Techniques. Thousand Oaks, CA: Sage Publications.

Yeh, K. H., C. C. Yi, W. C. Tsao, and P. S. Wan. 2013. “Filial Piety in
Contemporary Chinese Societies: A Comparative Study of Taiwan,
Hong Kong, and China.” International Sociology 28, no. 3: 277-296.
https://doi.org/10.1177/0268580913484345.

14 of 14

Family Process, 2025

85UB01 7 SUOWILLOD BAIERID 3 |qed|(dde 8y} Aq paueAch 8Je Sajole YO 8sn Jo S8inJ 10} Areig1TaUIUO AB]1/ UO (SUOPUCO-pUR-SLLBY WD A3 1M ATe1q 1 [Bull[UO//SAIY) SUOIPUOD PUe SWB | 8U3 885 *[G202/20/ET] Uo AreiqiTauliuo A8|Im ‘88 L Ag 00TET dweyTTTT 0T/I0p/woo A8 | Areiq Ul juo//SAny WOl papeo|umoq ‘T ‘G20 ‘00ESSHST


https://doi.org/10.1093/geronb/gbu154
https://doi.org/10.1177/0733464815570664
https://doi.org/10.1177/0733464815570664
https://doi.org/10.1093/geront/gnw078
https://doi.org/10.1037/h0089739
https://doi.org/10.1093/geront/30.5.583
https://doi.org/10.1093/geront/30.5.583
https://doi.org/10.1080/07317111003773619
https://doi.org/10.1037/a0021521
https://doi.org/10.1037/a0021521
https://doi.org/10.1037/0882-7974.18.2.250
https://doi.org/10.1037/0882-7974.18.2.250
https://doi.org/10.1093/eurpub/cki155
https://doi.org/10.1093/eurpub/cki155
https://doi.org/10.1001/jama.282.23.2215
https://doi.org/10.1080/13607863.2011.651439
https://doi.org/10.1146/annurev-psych-010419-050754
https://www.info.gov.hk/gia/general/202409/27/P2024092700236.htm
https://www.info.gov.hk/gia/general/202409/27/P2024092700236.htm
https://doi.org/10.1177/153944920202200402
https://doi.org/10.1177/153944920202200402
https://doi.org/10.1002/mrdd.20174
https://doi.org/10.1177/0268580913484345

	Application of Family Stress Theory: Predicting Wellbeing by Demands, Resources and Perceptions Among Caregivers of Older Adults
	ABSTRACT
	1.1   |   Dyadic Conceptualization of Caregiving and Its Limitations
	1.2   |   Involvement of Multiple Family Members in Caregiving
	1.3   |   Theoretical Framework: Family Stress Theory
	1.4   |   Context of Current Study: Family Caregiving for Older Adults in Hong Kong
	1.5   |   Research Objectives
	2   |   Method
	2.1   |   Data Source and Participants
	2.2   |   Procedures
	2.3   |   Measures
	2.3.1   |   Caregiver Wellbeing
	2.3.1.1   |   Care Burden.  
	2.3.1.2   |   Quality of Life.  

	2.3.2   |   Care Demands
	2.3.2.1   |   Activities of Daily Living.  
	2.3.2.2   |   Instrumental Activities of Daily Living.  
	2.3.2.3   |   Additional Caregiving Role.  

	2.3.3   |   Resources
	2.3.3.1   |   Size of Caregiving Family.  
	2.3.3.2   |   Use of Live-In Domestic Helper.  
	2.3.3.3   |   Use of Caregiver Support Service.  

	2.3.4   |   Perceptions
	2.3.4.1   |   Quality of Relationship With Care Recipient.  
	2.3.4.2   |   Satisfaction With Family Support.  

	2.3.5   |   Context of Care

	2.4   |   Data Analysis
	2.4.1   |   Participant Profile
	2.4.2   |   Baseline Data
	2.4.3   |   Longitudinal Data


	3   |   Results
	3.1   |   Sample Characteristics
	3.2   |   Changes in Care Demands, Resources, Perceptions, and Caregiver Wellbeing
	3.3   |   Association of Care Demands, Resources, and Perceptions With Wellbeing at Baseline
	3.4   |   Predicting Wellbeing by Care Demands, Resources, Perceptions, and Their Changes

	4   |   Discussion
	4.1   |   Limitations
	4.2   |   Implications

	Conflicts of Interest
	References


