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ABSTRACT
THE GENDER DIVISION OF LABOR IN FAMILY ELDER CARE
BY

Sping Wang

This study took a gender-difference approach to examine how men and women
differ in the care they provide to their frail relatives in a home care setting.
Specifically, the study aims to explore how (1) the primary activities of caregiving in
terms of task involvement and the division of labor differ on the basis of gender; and
(2) gender intersects with family relationship to influence caregivers’ behaviors.

With a multi-faceted quantification of the division of labor, this study examines
primary caregivers’ level of task involvement, task exclusivity, and relative
contribution in a task domain analysis of multivariate logistic regression. The data
showed that the intersection of gender and family relationship influences the way
caregiving labor is carried out, especially in the labor-intensive and time-demanding
task domains. Governed by the normative expectations of marriage, spouses, both
husbands and wives, show great commitment to caregiving even after a long-period of
providing care. After the deterioration of care recipients’ health, they seem to have
less discretion about what tasks to take on than do adult children. When primary
caregivers’ assistance is examined in the context of networks of support, spouses are
not very different from adult children in the way they share tasks with other
caregivers, although spouses remain the major care providers of their frail relatives.

Aside from family relationship, gender is a significant predictor of the care

provided by primary caregivers, particularly among child caregivers. In contrast to



the overall lack of gender differences in task participation between spouse caregivers,
sons and daughters differ in the level of participation in tasks that are an extension of
women’s reproductive roles but not in tasks that are congruent with men’s gender
roles. When caregivers’ efforts are viewed in terms of networks of support, gender is
the organizing principle of the division of labor in terms of both degree of task
sharing and proportionate volume of care for both spouses and adult children, but
only in labor-intensive personal care and housework domains. Other factors of
significance include duration of care, the functional dependencies of the elderly, living
arrangements, and additional adults residing in care recipients’ household, but often
according to the gender and family relationship of primary caregiver and to the type
of tasks involved.

The significance of the gender effect throws into doubt the hypotheses of
power/resources, time, and ideology of role, that have been used to explain the
gender differences found in the often bivariate analysis of caregiving research. A
feminist theory of gender stratification is drawn upon to explain these persistent
gender differences in caregiving and to propose a model for future research in which
power/resources, time, and ideology of roles are placed in the sex/gender system to

examine their impact on the way men and women provide care.



ACKNOWLEDGEMENTS

The completion of this dissertation was not possible without the encouragement,
sponsorship, and guidance of a great many individuals throughout my years of study
and the completion of this dissertation.

First and foremost, I would like to express my gratitude to my dissertation
adviser, Dr. Rita Gallin, for her constructive guidance, effort, and encouragement
through the years. Her dedicated assistance and unfailing support was extremely
beneficial throughout the writing of this dissertation. I am also indebted to Dr.
Manfred Stommel for his support and encouragement of my intellectual development.
His research guidance has been a crucial source of inspiration through most stages of
the dissertation.

My thanks also go to Dr. Stan Kaplowitz and Dr. Janet Bokemeier for serving
on my dissertation committee and for their comments, guidance, and suggestions
during the completion of this study. I am also grateful to Dr. Richard Hill, whose
intellectual advising and guidance will remain unforgettable.

Special thanks go to Dr. Bill Given, Dr. Barbara Given, and Dr. Clare Collins
for their financial support and their giving me permission to use their data. A debt of
gratitude, especially, is owed to Dr. Bill Given for his financial support and the
research opportunities he offered me through the years. He taught me to look at life

through eyes which see the glass in half full, not half empty.



Most of all, I would like to thank my family for their love, and my friends for
their encouragement and their pushing me forward. Without them, the completion of

this dissertation would have been impossible.

vi



TABLE OF CONTENTS

LISTOF TABLES . . ... .. . . et e e e e vi
LISTOF FIGURES . ... ... . . . i e e e e ix
CHAPTER 1 INTRODUCTION AND LITERATURE REVIEW ... ....... 1
Introduction . . . . ... ... ... e 1
Literature Review . . . . .. . . .. . ... .. . e 4
Elder Care vs. Household Labor . . ... ................... 4
Gender and Task Involvement . . . . ...................... 7
Gender, the Division of Labor, and the Family Helping Network ... 11
Explanatory Frameworks Tested . ...................... 16
Hypotheses . . ... .. ... ... ... i, 29
Summary . .. ... e 30
CHAPTER 2 DATA ANDMETHODS . ... ........ .. ............ 31
The Six Panel Home Care Studies . . ....................... 31
Outcome: Task Participation and Division of Labor . . . . ... ........ 39
Construction of Caregiving Tasks . ..................... 40
Operationalization of the Range of Task Involvement and the Division
of Labor . ... ... ... ... e e 46
Major Predictor Variables . ............................. 58
Data Analysis . . .. ..... ... . 66
Summary . .. ... e e e e 70
CHAPTER 3 DESCRIPTIVES OF THE SAMPLE AND CAREGIVING
PATTERNS . . . .. . 72
The Frail Elderly and Family Care Providers . . . ... ............. 73
Characteristics of the Sample . ... ..................... 73
The Role Responsibility of Caregiving .. ................. 84
Caregiving Involvement and Task Allocation . . ................. 87
Task Participation . . ............. ... ... .. . ..., 87
Division of Labor: Relative Contribution and Task Exclusivity . . . . . 94
Summary . ... .. e 111
CHAPTER 4 GENDER STEREOTYPIC TASK PARTICIPATION ........ 114
Range of Task Participation for All Caregivers . . . ............... 115
Adult Children’s Range of Task Participation . . . .. .............. 133
Cultural Taboo and Adult Children’s Involvement in Personal Care . . . .. 138

vii



Concluding Remarks and Discussion . . . .....................
Summary . ... ... e e

CHAPTER 5 THE DIVISION OF CAREGIVING
LABOR . . ... e e e e e
Task Exclusivity and the Incorporation of Helpers in Task Assistance . . . .
Full-Sample Analysis of Task
Exclusivity . . .. .. ... .. .. e
Adult-Children-Only Analysis of Task
Exclusivity . . .. .... ... ... . .
Relative Contribution in the Network of Support . . . . ... ..........
Full-Sample Analysis of Relative Contribution . . .............
Adult-Children-Only Analysis of Relative Contribution . . ........
Concluding Remarks and Discussion . . ......................
Summary .. ... e e e e e e e

CHAPTER 6 A FEMINIST INTERPRETATION . ... ...............
From a Gender Differences Approach . ......................
A Feminist Theory of Gender Stratification . . . .................
A Proposed Model for Future Research . . ....................
A Tentative Testing . . . . ... ... ...ttt
SUMMAry . ... e e e e e e e e e

CHAPTER 7 CONCLUSION AND PUBLIC IMPLICATION ...........
Summary of Findings . . . ... ........ ... ... . . .. ...
Policy Implications . . ... ... ... ... . ... ..

BIBLIOGRAPHY . .. .. . . e

viii



Table
2.1

2.2

2.3

3.1

3.2

33

3.4

3.5

3.6

3.7

3.8

3.9

3.10

LIST OF TABLES

Sample Description by Sub-studies . . ..................... 36
Reliability of Task Participation, Relative Contribution and Task

Exclusivity for Each Task Domain, by Relationship of Caregiver to

Care Recipient . . .. ... ... ... ..., 54
Number of Cases Applicable in Each Task Domain . ............ 54

Major Characteristics of Care Recipients by Relationship of Caregiver
to Care Recipient . . . ... .. ... ...ttt 74

Major Characteristics of Primary caregivers by Relationship of
Caregiver to Care Recipient . .. ........................ 75

Child Caregivers’ Household Income and Their Parents’ Living
Arrangement by Marital Status . . ... ... ... ... . L. 81

Caregivers’ Attitude toward Caregiving Role by Relationship of
Caregiver to Care Recipient . . ......................... 85

Task Participation of Primary Caregivers by Relationship of Caregiver
to Care Recipient . ... ... ... . ... ... 88

Range of Task Participation on a Continuous Scale by Relationship of
Caregiver to Care Recipient . . ...............ccvev.oo.. 91

Range of Task Participation in Collapsed Categories by Relationship of
Caregiver to Care Recipient . . ......................... 93

Relative Task Contribution Scale by Relationship of Caregiver to Care
Recipient . ... .. ... ... e e, 96

Two Indices of Division of Labor on a Continuous Scale by
Relationship of Caregiver to Care Recipient . ................ 99

Relative Contribution in Collapsed Categories by Relationship of
Caregiver to Care Recipient . . ............... ... 103



3.11 Task Exclusivity in Collapsed Categories by Relationship of Caregiver

4.1

4.2

4.3

4.4

4.5

4.6

4.7

5.1

5.2

5.3

5.4

6.1

6.2

to Care Recipient . . . ... . ... .. ... . .. . .. ..

Coefficients Used to Predict Task Participation for Relation-by-gender
and Relation-by-duration-of-care Subgroups in the Model ,,
(OINT|G,R,DC)=B0 + B1*Gender + B2*Relation + B3*Duration-
of-care + B4*G*R + B5*R*DC, Where Male, Child, and Short-term
Caregivers Are Base-line Groups . . . ....................

Odds Ratio of Caregivers Participating in All Tasks, by Task Domain .

Odds Ratio of Child Caregivers Participating in All Tasks, by Task
Domain . ... ... ... .. e

Odds Ratio of Child Caregivers Participating in All Tasks in the
Personal Care Domain .. ...........................

Coefficients Used to Predict Task Participation for Child Caregiver’s
Gender (CGender) by the Gender of the Parent for Whom They Care
(PGender) in the Model ,,, (OINT|CGender,PGender)=B0 +
B1*CGender + B2*PGender + B3*CGender*PGender, Where Son
and Father are Base-line Groups .. .....................

Sample Mean and Significance Test of the Index of Caregivers’ Felt
Role Responsibility to Caregiving by Relationship of Caregiver to Care
Recipient and Durationof Care . .......................

Selective Sample Descriptives by Family Relation and Duration of Care

...........................................

Two Sets of Odds Ratio Related to Caregivers’ Task Exclusivity
Pattern, by Task Domain . ...........................

Two Sets of Odds Ratio Related to Child Caregivers’ Task Exclusivity
Pattern, by Task Domain . ...........................

Two Sets of Odds Ratio Related to Caregivers’ Relative Contribution
Pattern, by Task Domain . ...........................

Two Sets of Odds Ratio Related to Child Caregivers’ Relative
Contribution Pattern, by Task Domain . ...................

Odds Ratio of Caregivers Participating in All Tasks in Total Task
Activities, Personal Care, and Housework, by Family Relation . .. ..

Two Sets of Odds Ratio Related to Caregivers’ Task Exclusivity
Pattern in Total Task Activities and Two Female-Oriented Task



6.3

Domains, by Family Relation . . .......................
Two Sets of Odds Ratio Related to Caregivers’ Relative Contribution

Pattern in Total Task Activities and Two Female-Oriented Task
Domains, by Family Relation . ........................

X1



Figure
2.1

2.2

LIST OF FIGURES

Recruitment Criteria for Caregiver-patient Dyads . .............

List of Caregiving Tasks

.............................

xii



CHAPTER 1
INTRODUCTION AND LITERATURE REVIEW
Introduction

Interest in gender and caregiving has escalated in family caregiving research in
recent years (Dwyer and Coward 1992; Miller and Cafasso 1992; Fisher and Tronto
1990; Finley 1989; Graham 1983). The gendered nature of family caregiving labor is
evident in that, first, women constitute the predominant workforce in primary
caregiving labor, and second, work performed by primary caregivers is carried out
along gender-defined lines. According to a national survey (Stone, Cafferata, and
Sangl 1987), women account for more than two-thirds of primary caregivers who
provide direct care to a family member at home, whereas men are more likely to
assume a secondary caregiving role, providing sporadic care and giving intermittent
help. Second, men and women who assume primary caregiving responsibilities
diverge in the tasks they perform (Horowitz 1985a; Montgomery and Kamo 1989;
Stoller 1990). Men tend to participate in tasks that are extensions of their masculine
roles while women tend to work in areas congruent with their reproductive roles and
at times often extend their scope of care to masculine tasks (Jutras and Veilleux
1991). In addition, the division of labor between primary and secondary caregivers is
dependent on the gender of primary caregivers. Women, particularly wives, receive
much less assistance from secondary caregivers than do men (Tennstedt, McKinlay

and Sullivan 1989). This gender inequality in the task involvement of primary
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caregivers and in the division of labor between primary caregivers and other care
providers is the focus of this study.

Various sociological perspectives, including time availability, role ideology,
and power/resources have been used to explain the gender division of household labor
and have been tested in research on gender and caregiving labor (Finley 1989; Dwyer
and Coward 1991; Stoller 1983; Matthews and Rosner 1988; Brody and Schoonover
1986). Nevertheless, studies that adopt or test these frameworks have been criticized
for their methodological shortcomings and theoretical frameworks (Dwyer and
Seccombe 1991; Finley 1989). At the methodological level, extant studies lack sound
designs to capture the complexity of the gendered division of labor in caregiving.
First, the arbitrary categorization of tasks into the same task domain of work that is
differently gendered is dubious. Second, the simplicity of research designs (often
bivariate analyses) fails to consider a wide range of characteristics that are associated
with the provision of care. Third, primary caregivers’ level of task involvement or
hours of care is extensively examined but how labor is divided between primary and
secondary caregivers is mostly unknown.

At the theoretical level, caregiving research often ignores the aspect of the
obligatory component and norm of reciprocity in a marital relationship, factors that
may outweigh gender relations in constraining spouse caregivers’ care provision
behaviors. How gender intersects with family relationships has not been systematically
addressed in research on gender and caregiving labor (Dwyer and Seccombe 1991). In
addition, perspectives that resort to power/resources, time, and role ideology to

explain gender differences in caregiving fail to see the structural nature of gender
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differences, that is, to consider that gender differences in caregiving have been
institutionalized and thus taken on a life of their own (Finley 1989; England and
Farkas 1986). Most of all, these factors have to be situated in the context of the
sex/gender system to understand their influence on how men and women provide
care. The "sex/gender system," a concept introduced by Gayle Rubin, is "the set of
arrangements by which a society transforms biological sexuality into products of
human activity” (Rubin 1975, p.159). It ensures the social creation of two
dichotomous genders from biological sex and a particular sexual division of labor
organized in ways oppressive to women (Thorne 1982). And, it is within the
sex/gender system that gender differences and, thus inequality, are produced and
reproduced and that the conception of time, the benefit attached to power, and the
application of gender role beliefs become gendered so as to make the caregiving
experience a woman’s disadvantage.

The purpose of this study is to take a gender-difference approach to explore
gender differences in caregiving and to specify where differences between men and
women occur. More specifically, research questions are: (1) How do the primary
activities of caregiving men and women differ on the basis of gender? (2) How does
the intersection of gender and family relationship influence the way caregiving labor
is carried out, and for what type of tasks does such interaction surface? Limited by
data, this study is not able to test the gendered mechanisms of time, power/resources,
and gender-role attitudes or to propose and test a conceptual framework to answer
questions about why men and women provide care differently. A feminist stance,

however, is taken to theorize about the gender differences in caregiving for elderly
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relatives and to address further the issue of the gendered mechanisms involved in
producing the way men and women provide care to their frail family members. Some
data analyses are presented as a preliminary guide for future research addressed to the
question of why such gender differences occur and how power/resources, time, and
gender ideology affect men’s and women’s caregiving behaviors differently.
Literature Review

The literature review is organized into three parts. In the first part, caregiving
labor as a special family labor is highlighted. The second part presents empirical
evidence of gender differences in caregiving and how this association is confounded
by the family relationship of caregivers to care recipients. In the third part, several
sociological frameworks that have been offered to explain gender differences in
caregiving are reviewed and their empirical validity and theoretical grounding are
critically examined.
Elder Care vs. Household Labor

Caring has long been identified with feeling and affectionate love. The
overriding image of "caring-as-feeling” that emphasizes the emotional and symbolic
bonds between the carer and cared has obscured the material aspects of caring. Not
until recently has elder care been conceptualized as one type of unpaid domestic
labor, which is hidden under the cultural rhetoric that sees caring as emotional bonds
based on compassion, feeling, and love (Graham 1983; Finley 1989; Stoller 1990;
Abel 1986; Finch and Groves 1983). Although research on elder care now agrees that
there needs to be a shift away from the romanticizing of caring to conceptualizing

elder care as a form of family labor, elder care shares many similar and yet
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fundamentally different features with other domestic work (Stoller 1990).

Both elder care and other domestic labor are "monotonous and repetitive, with
no boundaries in time and no sense of completion” (Stoller 1990, p.228). Like
domestic labor, caregiving is part of the social division of labor in which social
production is accomplished under the guise of family responsibility (Humphries and
Rubery 1984). Like domestic labor, caregiving labor is often undertaken by female
family members. The significance of gender and gender inequality can be seen in the
predominance of women in the caregiving work force (Stone, Cafferata, and Sangl
1987), differences in men’s and women’s levels of involvement and task participation,
and the division of work based on the gender of caregivers (Horowitz 1985a).

Nevertheless, caregiving labor is more than one type of family labor. First,
there is no fixed set of tasks applicable to all households. Family caregiving begins
when a family member becomes impaired physically or mentally (Dwyer and Coward
1992). The demands of care depend on the functional capacity of the impaired relative
to perform daily living activities and routine household responsibilities. Although both
caregiving labor and domestic labor are obligatory, caregiving labor is more time
demanding and restrictive, requires immediate physical presence, and includes a wider
range of tasks than does domestic labor.

Second, unlike domestic labor, "there is a strong emotional component to the
mode of thinking caregivers employ" (Abel and Nelson 1990, p.5). The experience of
caregiving, as explained by Graham (1983, p.15), is "a labour of love." Other than
the labor that is involved in caregiving, nurturance, emotion, connection, and

obligations are also an integral component of caregiving as services are provided.
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Women, who display the qualities of sensitivity, empathy and compassion, however,
are especially vulnerable to this mode of thinking as it interacts with the patriarchal

definition of caring as "natural” for women and thus as their responsibility (Graham
1983).

Third, in routine domestic work, spouses are usually the major contributors.'
Yet in elder care, tasks are undertaken by a variety of family members; spouses and
children are usually the main providers. Given the qualitatively dissimilar relationship
between husband-wife dyads and children-parent dyads, the gendered division of
caregiving labor may be complicated by the family relationship of primary caregivers
to care recipients.

Lastly, the focus of the gender division of work in caregiving and domestic
labor is different. Research on the domestic labor of husband-wife dyads explores the
amount of time husbands or wives spend on housework and/or child-care tasks (South
and Spitze 1994; Coverman and Sheley 1986; Berardo, et al. 1987; Vanek 1974) or
the division of domestic labor between husband-wife dyads (Nickols and Metzen
1982; Coverman 1983; Model 1981; Berk 1985). In caregiving research, researchers
inquire about the factors that contribute to the variation in the time and tasks male and
female primary caregivers perform in caring for their relatives (Enright 1991; Dwyer
and Seccombe 1991). Foremost but not most often, gender inequality is placed in the
context of the allocation of work to primary and secondary caregivers and researchers

ask if this allocation of work is based on the gender of primary caregivers.

'Berg (1985) and Berk and Berk (1978) are the few exceptions who discuss
children’s roles in task sharing of domestic labor.
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In sum, caregiving labor is often compared with domestic labor in caregiving
research both theoretically and empirically. Similarities and differences between the
two are thus first highlighted. Like domestic labor, the process of caregiving is part
of the social division of labor in which gender is often the organizing principle of who
does what. The focus of the gender division of labor in caregiving, however, is
different from that in domestic labor. Caregiving research is concerned with whether
the division of labor between primary and secondary caregivers is based on gender
and if, given the qualitatively dissimilar relationship of patient-caregiver dyads, this
relationship is complicated by the family relationship of caregivers to the elderly for
whom they care.

Gender and Task Involvement

In many ways, the gendered disparity in the level of involvement found among
primary caregivers in elder care is similar to the gender-segregated division of labor
found among married couples. Male caregivers, as compared to their female
counterparts, usually limit their role as primary caregivers in both time and level of
task participation, and the tasks in which they participate are structured along a
traditional gendered division of household labor (Jutras and Veilleux 1991). The
gendered nature of work in caregiving is, however, more complicated than that in
other domestic labor, primarily because the family relationship of primary caregivers
to care recipients is likely to confound the association between gender and family
caregiving (Dwyer and Seccombe 1991).

In caregiving research that focused on adult children, sons were found to

spend fewer hours in caring for parents and to engage in fewer tasks than were
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daughters (Stoller 1983). These gender differences in the level of involvement become
more obvious when parents’ need level intensifies. When the demands of care are
limited to occasional household tasks, sons are as likely as daughters to help their
parents. As parents’ needs escalate and they require intensive help with routine
domestic tasks and personal care, sons’ involvement falls considerably below that of
daughters (Stoller 1990; Montgomery and Kamo 1989).

Further, the types of tasks carried out by sons and daughters are subject to
stereotypic gender roles (Horowitz 1985a). In the analysis of modalities of caregiving,
Archbold (1983) noted that daughters are more likely to be care providers involved in
hands-on care while sons tend to be care managers, giving commands, organizing
help, and offering intermittent assistance. Matthews and Rosner (1988), in an
examination of style of caregiving, also noted that daughters were more likely to
assume a routine caregiving style while sons were more likely to assume a "backup,”
"circumscribed” or "sporadic” style of care. The gendered style and modalities of
caregiving manifest themselves not only in the division of work between primary
caregivers (usually women as care providers) and secondary caregivers (usually men
as care managers) but also in the work performed by primary caregivers (Horowitz
1985a; Montgomery and Kamo 1989; Stoller 1990). For example, Horowitz (1985a)
found that when daughters assumed the primary caregiving role, they tended to be
committed to direct caregiving in areas such as personal care (bathing, toileting,
dressing) and household chores, which are extensions of their nurturing role. Sons, in
contrast, primarily assumed roles in areas that are extensions of the masculine role,

such as transportation, household repairs, and financial assistance.
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Although task participation in caregiving tends to be gender-specific, that is,
men engaging in male task domains and women in female task domains, the gendered
specialization of care is not entirely supported. While daughters have consistently
been found to be more likely than sons to provide personal care and to do household
tasks, sons’ involvement in tasks that tend to be male-oriented, such as financial
assistance, is not significantly greater than that of daughters (Horowitz 1985a;
Montgomery and Kamo 1989; Stoller 1983). Further, Jutras and Veilleux (1991) have
noted that when sons become primary caregivers, they limit their caregiving role to
traditional male domains whereas daughters tend to extend their nurturing roles,
becoming care managers as well as care providers. The convergence of gender roles,
in short, is seen mostly on the part of daughters. Sons’ involvement in the "women’s
sphere,” if it occurs at all, lags considerably behind daughter’s entry into the "men’s
sphere” as caregiving responsibility is assumed.

In contrast to the research attention given to adult children’s involvément,
spouses’ experience in caregiving is often neglected (e.g., Dwyer and Coward 1991;
Finley 1989; Stoller 1983) or is not distinguished from that of adult children (e.g.,
Jutras and Veilleux 1991; Miller and Cafasso 1992). It is suggested that spouses’
caregiving behaviors are likely to be constrained by the obligatory component and
norm of reciprocity underlying marital relationships and, thus, is less likely to be
constrained by traditional gender roles (Stoller 1992; Chang and White-Means 1991).

For example, the roles of women as care providers and men as care managers
are not always as distinctive among elderly spouses as they are among children who

provide parental care. Husband caregivers are more willing to transcend gender roles
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than are other male caregivers (Chang and White-Means 1991), reporting more, or at
least equivalent, hours of care as do wife caregivers (Stone, Cafferata, and Sangl
1987; Enright 1991; Dwyer and Seccombe 1991). There are also no gender
differences in the scope of care or the type of tasks performed by husbands and
wives, especially when their spouses’ health condition deteriorates (Brubaker 1985;
McAuley, Jacobs, and Carr 1984). Indeed, Dwyer and Seccombe (1991), found that
husbands even reported performing a greater proportion of personal care tasks and
household tasks than did wife caregivers. In a task-by-task analysis, Stone, Cafferata,
and Sangl (1987) also noted that a greater proportion of husbands than wives
performed housework chores for which their disabled spouses needed assistance,
although the gender-specific participation in other tasks remained remarkable: more
wives than husbands became involved in personal care tasks such as eating and
dressing while more husbands than wives helped with transportation and moving
around the house.?

Two explanations have been proposed for the departure of elderly spousal care
from parental caregiving and other domestic labor. First, as suggested by Johnson
(1983), the normative expectation of marriage in most societies emphasizes the
obligation of husbands and wives to fulfill each other’s instrumental needs while

providing emotional care, especially when spouses become ill. Any gendered norms

’The results from Stone, Cafferata, and Sangl (1987) should be read with caution
because their analysis was based on a sample of primary and secondary caregivers.
The importance of distinguishing primary caregivers from secondary caregivers is
documented in Tennstedt, McKinlay, and Sullivan (1989). The caregiving
responsibilities primary caregivers assume are very different from those of secondary
caregivers in terms of level of involvement and type of tasks.



11

and role expectations involved in the couple’s division of labor prior to the onset of
disability are likely to be superseded as spouses become disabled (Brubaker 1985;
Szinovacz 1989). Second, it is speculated that husbands tend to overestimate their
involvement in activities that are not part of their normative role behaviors while
wives tend to underestimate their involvement in activities that are congruent with
their previous role behaviors, especially if respondents are asked to report extra hours
spent on household chores (Miller 1987; Stone, Cafferata, and Sangl 1987).

Thus far, the findings suggest that when assuming primary caregiving
responsibilities, sons are likely to participate in tasks along gender-defined lines
whereas daughters tend to extend their caregiving to tasks associated with both
traditional male and female gender roles. In contrast, spouses’ task performance is
likely to be constrained by the norms of reciprocity in marital relationships more than
by stereotypic gender roles. The constraints caregivers face in engaging in tasks seem
to vary according to their gender, relationship to the person for whom they care, and
the type of tasks involved. Systematic research, however, is needed to determine
where the differences emerge.

Gender, the Division of Labor, and the Family Helping Network

To date, research on gender and caregiving labor has primarily focused on
identifying gender differences in caregivers’ level of involvement. Rarely has it
centered around the inequitable gender division of caregiving labor between primary
and secondary caregivers. Primary caregivers may very well take on the same number
and types of tasks, but how tasks are shared between them and other caregivers may

be different from one caregiver to the other. The closest analysis that examines the
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division of caregiving labor among primary and secondary caregivers is research on
the size and stability of support networks (Miller and McFall 1991; Stoller and
Pugliesi 1991), the configuration of the helping networks of care recipients (Coward
1987; Stoller and Earl 1983), and the support primary caregivers receive from other
care providers (Tennstedt, McKinlay and Sullivan 1989; Stoller and Cutler 1992).
According to the National Long Term Care Survey, of all the primary
caregivers identified by elderly (i.e., 74 % of total informal helpers), 46 percent were
sole providers, 40 percent received only informal help, and 14 percent received both
paid and unpaid help (Stone, Cafferata, and Sangl 1987). Although the majority of
primary caregivers receive outside help, the amount of assistance received is often
minor. Tennstedt, McKinlay, and Sullivan (1989) reported that secondary caregivers,
on average, provided only one-third as much time as did primary caregivers. In
addition, the division of labor between primary and secondary caregivers is likely to
vary depending on the nature of the tasks to be performed. Primary caregivers tend to
be the sole providers in time demanding tasks such as personal care, housekeeping,
and meal preparation whereas secondary caregivers play a relatively important role
only in intermittent tasks such as shopping, transportation, and home repairs.
Moreover, the configuration of support networks is often dependent on who
primary caregivers are in terms of family relation and gender. Spouse caregivers are
less likely than child caregivers to receive help from others (Horowitz 1985b;
Tennstedt, McKinlay, and Sullivan 1989; Miller and McFall 1991; Given et al.
1994), especially when intimate tasks such as dressing and bathing are involved

(Finch 1989; Stone, Cafferata, and Sangl 1987; Hess and Soldo 1985). When a
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spouse was available, as reported by Penning (1990) and Stoller and Earl (1983), a

disabled elder received assistance mostly from a living spouse, and help from children
and other sources was relatively limited. When a spouse was not available, adult
children, particularly daughters, were usually the major providers, but other sources
such as relatives, friends, and formal organizations played a significant,
supplementary role in all areas of tasks for which their frail parents needed assistance.
In addition to family relationship, the gender of primary caregivers plays a
significant role in the help they receive from other care providers (Stoller and Cutler
1992; Enright 1991). Although husbands and wives may not differ in caregiving tasks
or efforts (Enright 1991; Dwyer and Seccombe 1991) or in their use of other helpers
(Miller 1990), the amount of assistance wives receive, including help in personal care
and housework tasks, from both formal and informal sources is much less than what
husbands or any other caregivers received (Allen 1994; Stoller and Cutler 1992;
Enright 1991; Zarit, Todd and Zarit 1986; Noelker and Wallace 1985; Antonucci and
Akiyama 1987; Johnson 1983; Pruchno 1990). The notion of "male helplessness” is
particularly applicable to husbands who assume the caregiving role (Stoller 1992;
Hooyman 1989). Compared to wives, husbands earn more attention, sympathy, and
compassion for their stressful role as primary caregivers, and are thus more likely to
receive help or legitimate the use of outside help (Hooyman 1989). In a society that
considers caring as "natural” for women, Stoller (1992) concludes, wives’ caregiving
efforts are likely to go unnoticed and be expected as compared to men’s efforts in
caregiving that are acknowledged and praised. In contrast to the relatively large

research literature on spouses’ helping networks, no research has explored the
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patterns of gender differences, if any, in adult children’s helping networks and if the
association is confounded by the family relationship of caregivers to care recipients,
that is, if gender differences in the support received by adult children is greater, or
less, than that of spouses.

Despite the growing interest in the support networks of the elderly or of
primary caregivers, only a few researchers (Tennstedt, McKinlay, and Sullivan 1989;
Stommel et al. 1995) have systematically studied the division of labor between
primary and secondary caregivers. Little is known about how the division of labor
between primary and secondary caregivers varies according to the gender and family
relation of primary caregivers and to the type of tasks performed, and if such
caregiving patterns are different from the patterns found in the analysis of caregivers’
task involvement. The above review suggests that adult children’s caregiving
behaviors in terms of both task performance and configuration of support networks
are likely to be prescribed by stereotypic gender roles whereas spouses’ task
involvement is more likely to be constrained by the normative expectation of the
marriage relationship, although the division of caregiving labor remains very much
gendered for spouse caregivers.

In sum, although gender has been much in focus in family caregiving studies
of parent care and spouse care, with only a few exceptions (e.g., Dwyer and
Seccombe 1991; Enright 1991; Chang and White-Means 1991), research either fails to
distinguish between spouses’ caregiving experience and that of adult children or
inadequately examines how gender intersects with family relation to influence the way

caregiving responsibilities are carried out. As suggested by Enright (1991) and Dwyer
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and Seccombe (1991), because of the norms and expectations involved in the conjugal
contract, spouses may not reveal the same patterns of gender differences as do
children. According to the review above, spouses’ task involvement seems to be
influenced by the normative expectation of marriage relationship although the division
of caregiving labor remains gendered for spouses just as it does for adult children.
More research is needed to unfold the complex relationship among caregiving labor,
gender, and family relationship.

The issue of time is another aspect that is ignored in caregiving research.
Although duration of care is not the focus of this study, it should not be left out of
model specification. As noted by Mancini and Blieszner (1989), caregiving research
often lacks a longitudinal approach to understand how a division of labor changes and
role adaptations develop over time. In the handful of studies that examine the size of
informal helping networks, it has been found that the scope of assistance increases
over time, but the size of helping networks neither increases nor decreases with it,
suggesting the stability of support networks over time and a possible shift of work
between primary and secondary caregivers (Stoller and Pugliesi 1991; Miller and
McFall 1991). Moreover, it has been suggested that daughters, not sons, tend to
progressively assume more intensive and time-consuming tasks as their caregiving
career is extended (Montgomery and Kamo 1989). Nevertheless, little is known about
how work is divided between primary and secondary caregivers over time and how
the stability of (or change in) this division is associated with gender and family
relation and if it is subject to the type of tasks for which assistance is required.

Although this study does not rely on longitudinal data, retrospective measures of the
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years spent caregiving allows for a fuller examination of the role of length of time in
caregiving and to improve our empirical understanding of its association with gender,
family relation, and type of tasks involved.
Explanatory Frameworks Tested

According to Finley (1989) and Montgomery (1992), to explain gender
differences in caregiving, mostly found in the bivariate analysis of caregiving research
(e.g., Horowitz 1985a; Montgomery and Kamo 1989), researchers have resorted to
three explanatory frameworks that are commonly used in domestic labor studies: time
availability, power/resources, and role ideology (Coverman 1985, 1989; Ross 1987;
Geerken and Gove 1983; Dwyer and Seccombe 1991). Two additional explanatory
frameworks --specialization-of-tasks and cultural taboos-- have also been suggested as
explanations for gendered caregiving labor (Montgomery and Kamo 1989). In this
section, both the empirical evidence and the conceptual flaws of these explanatory
frameworks are reviewed.

The Time-availability Model

The time-availability model suggests that the division of household labor is
based on rational choice: those who have the most time do the household tasks.
Availability of time, as explained by Coverman (1985, 1989), is constrained in two
ways: (1) competing time and role demands placed on individuals, such as
employment status and number of young children, and (2) individuals’ capacity, such
as the flexibility of work schedules, to respond to these demands. The predominance
of women, particularly daughters, in the primary caregiving role and the gender-

specific caregiving in which women assume time-demanding tasks and men
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intermittent tasks can be explained as a consequence of competing demands; women
who assume the caregiving role usually are not employed outside of the home and
thus have more available time and less competing demands and role conflicts than do
men to engage in time-consuming and labor-intensive tasks.

Employment status and presence of spouses or young children are two of the
indicators that are frequently used to measure primary caregivers’ work schedule
conflicts and competing family responsibilities. Propinquity, or joint residence or
geographic proximity, another dimension of time availability unique in the context of
caregiving for child caregivers, measures the accessibility of help and caregivers’
capacity to respond to an elderly’s immediate needs. Caregivers who live close by are
less burdened by the time demands of travelling between the residences of care
recipients and caregivers and are, thus, more accessible to help than are caregivers
who live far away.

It is found that children who are married provide less support for their elderly
parents than do children who are single (Stoller 1983; Litvin et al. 1995) and
caregivers’ capacity to assist the elderly is diminished as they participate in the labor
force (Lang and Brody 1983). In addition, propinquity is a primary factor that
determines adult children’s caregiving, especially when the tasks rendered require
daily or hourly face-to-face contact (Litwak and Kulis 1987). Coresident children
provide greater amounts of personal care than do children living apart from frail
parents (Soldo and Myllyluoma 1983). Nevertheless, despite the relevance of the time
factor to caregivers’ caregiving, Dwyer and Coward (1991) found that gender remains

a significant factor in adult children’s task assistance after the effects of adult
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children’s work schedule conflict, competing family responsibilities, and proximity
are controlled. Finley (1989), too, found that daughters, who in fact experienced
more role conflicts than did sons, were more involved in caregiving than were sons
after the effect of time conflict is taken into account.

The Power/Resources Model

The power/resources perspective, another framework often adopted in
caregiving research to account for the gender differences found in bivariate analyses
of caregiving research, stems from a sociological power framework (Blood and Wolfe
1960) and microeconomics (England and Farkas 1986). It postulates that external
resources, such as income and education, determine the power dynamics within a
family, thereby affecting the decision-making process and the division of labor (Ross
1987; Coverman 1989). Caregivers who possess social resources exert more power in
family negotiation and, consequently, participate in fewer labor-intensive and time-
demanding tasks than those without such resources (Archbold 1983; Kinnear and
Graycar 1984; Noelker and Poulshock 1982).> Women's greater participation in
hands-on activities such as personal care or housework in home care thus is a
consequence of their low educational level and earnings, which limit their exercise of

power in family negotiations and their ability to purchase paid help. Sons, usually

*In contrast to domestic labor research that examines the power relationship of
husband-wife dyads in a relative sense, no caregiving research has collected data on
the resources/power of primary caregivers in relation to that of secondary caregivers,
probably for the following two reasons. First, secondary caregivers’ power/resources,
when quantified, usually have a wide margin of error if data are directly collected
from primary caregivers. Second, sometimes the data are less relevant, especially
when secondary caregivers are paid helper or workers from a formal service sector.
For example, the availability of paid help may in itself be evidence of the economic
resources a primary caregiver possesses to relieve his/her caregiving demands.
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with more relative power within the family, as suggested by Montgomery and
Datwyler (1990), are able to purchase services or to relegate direct care tasks to
female relatives (e.g., their sisters and their wives).

Empirical research that supports this hypothesis is mixed. Archbold (1983)
concluded that caregivers’ income is the primary determinant of the caregiving
modality. Caregivers with high socio-economic status are likely to be care managers
while those of low socio-economic status tend to be care providers. Nevertheless,
when gender is taken into account, the effect of power/resources is no longer
conclusive. Finley (1989) found that gender differences remain significant after
power/resources are controlled. Brody and Schoonover (1986) suggested that an
increase in socioeconomic status is accompanied by a decrease in the time and scope
of care caregivers provide, particularly in personal care, and that the difference is
often offset by purchased help so that the total demand for care of the dependent
elderly is met.

The Gender-Role Ideology Model

The gender-role ideology perspective holds that the attitudes caregivers learn
through the socialization process about women’s and men’s place in the household and
market place influence the way the meaning of family care is conceptualized, the
degree of adherence to a stereotypic division of labor, and, accordingly, how
caregiving labor is carried out (Coverman 1989; Finley 1989; Calasanti and Bailey
1991). Because women have been socialized to a nurturing role, they are more likely
than men to show concern for family and take caregiving as their responsibility (Finch

1989). The differences between men and women in caregiving may be a result of the
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gender role beliefs they learn through the socialization processes.

Support for the gender-role ideology hypothesis is limited. Men and women
conceptualize the meaning of caregiving in the same manner, considering care to be
manifested in instrumental help and emotional contact (Dressel and Clark 1990).
Additionally, daughters expect their male siblings to take care of elderly parents just
as they expect such care of themselves (Brody et al., 1983). Nevertheless, as Finley
(1989) showed, women are more likely than men to care for their elderly family even
after attitudes of role obligation are controlled. Men feel responsible to take care of
their elderly family, but they do not actually fulfill this responsibility to the extent that
women do.

cialization-of-T Model

The specialization-of-tasks hypothesis, mirroring the thoughts of Parson and
Bales (1955) and Becker (1981), asserts that the specialization of tasks between the
genders --the assignment of men and women to different tasks-- is a mechanism that
stabilizes the social system and maximizes the well-being of the family as a whole.
This model, reviewed by Finley (1989), can be seen as a variant model of gender-role
ideology. It postulates that since men are socialized by society to be providers and
women to be caretakers, it will be best if they apply the skills they learned by
fulfilling their caregiving roles in domains that are extensions of their gender roles. A
type of parity can then be reached in which specialized tasks complement each other
(Finley 1989).

Empirical evidence that supports the specialization-of-tasks hypothesis is very

limited. As reviewed earlier, daughters indeed are more likely than sons to provide
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emotional assistance and help with household chores and personal care tasks
(Horowitz 1985a; Montgomery and Kamo 1989; Stoller 1983). Sons, however, are
unlikely to be the primary provider of tasks that are less gender-specific or male-
oriented. If specialization does take place, as Jutras and Veilleux (1991) and
Montgomery (1992) contend, it does so on the men’s side only; women take on tasks
congruent with the reproductive role they have learned through socialization while
extending their caregiving to tasks defined as traditionally male.

This model not only receives little empirical evidence but has theoretical flaws
as well. Not only does it appear that the assignment of tasks to female caregivers
extends beyond gender beliefs learned through socialization, the division of labor is
organized in a way that is likely to be disadvantageous for women because it is
usually women, not men, who are responsible for assistance with tasks that demand
time and labor. The social organization of caregiving in the sex/gender system has
been characterized by gender inequality rather than by the equilibrium of the social
system.*

Cultural Taboo Model

Researchers who propose the existence of a cultural taboo with respect to
personal care tasks (Montgomery and Kamo 1989; Montgomery 1992) hold that
differential patterns of caregiving arise because caregiving tasks that require intimate

bodily contact are likely to be viewed as inappropriate for adult children, particularly

“Specialization does not necessarily imply inequality. In reality, however, they
frequently go hand in hand. Why has gender become an organizing principle of the
specialization? Why has the division of work, based on the notion of specialization,
placed women in a disadvantageous position? All these questions will be discussed in
Chapter 6.
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sons, to perform. Child caregivers are less likely than spouse caregivers to be
involved in personal care because intimate bodily contact between spouses is not
considered taboo whereas the bathing and dressing of a parent by a child may have
incestual connotations. In addition, sons are more likely than daughters to avoid
performing personal care tasks, Montgomery and Kamo (1989) contend, not so much
because these tasks are viewed as women’s domain but because they are viewed as
inappropriate or taboo behaviors for sons to perform.

This hypothesis, though plausible, is speculative as far as the empirical
evidence goes. Thus far, no empirical research has directly tested this hypothesis.
Among the few studies with data available (Stone, Cafferata, and Sangl 1987; Noelker
and Wallace 1985), evidence suggests that although spouses are indeed consistently
more likely than adult children to provide help with personal care tasks, the gender
difference in husbands’ and wives’ involvement with intimate tasks and in the
informal support they receive, though less remarkable than those between daughters
and sons, remains significantly large. Gender appears to be the organizing principle in
the provision of care involving intimate tasks even among spouse caregivers. If the
intimate nature of personal care is indeed a concern for spouse caregivers as they
assist, husbands should feel as uneasy as wives to relegate personal care tasks
involving bodily contact with their spouses to other helpers unless there is a great
need to call in help. The dual nature of personal tasks, characterized by both labor
intensity and intimacy, needs to be examined. In addition, using cultural taboos as an
explanation for sons’ inactive involvement in personal care is problematic. The

hypothesis does not give a full account of why bodily contact between children and
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parents is considered taboo for sons but less so for daughters. According to research
on patterns of family intimacy (see Ahn and Gilbert 1992, Table 1), the taboo of
intimacy is gender-specific only when it involves cross-gender parent-child dyads and
the threshold of family intimacy, in fact, is lower for father-daughter dyads than for
mother-son dyads.

While the cultural taboo hypothesis proposed by Montgomery and Kamo
(1989) may be able to account for the differences between spouses and adult children
in personal care tasks, this hypothesis is problematic when used to account for sons’
less committed involvement than daughters in these tasks. An examination of parent-
child dyads of the opposite gender and same gender can help increase understanding
of the role cultural taboos play in the care provided by sons and daughters. In
addition, from the review above about the gender differences in the help received by
spouse caregivers, the intimate aspect of personal care may be overrated. Personal
care tasks appear to be tasks of labor intensity as much as, if not more than, tasks of
intimacy. Sophisticated research is needed to examine the pattern of caregiving in
personal care by gender and family relation.
Summary

All in all, an increasing amount of caregiving research has tried to address
gender differences in the support received and labor provided by primary caregivers.
Several explanatory frameworks have been proposed for the gender differences found
in bivariate analyses of caregiving research, but only few pieces of evidence have
supported them. The limited empirical evidence that supports these explanatory

frameworks may, in part, be associated with the ways the key concept and outcome
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variables are operationalized. For example, education has been used as an indicator of
power/resources (Finley 1989; Brody and Schoonover 1986), but it could be an
indicator of gender-role ideology (Ross 1987). Employment status was used as a
measure of time availability in one study (Stoller 1983) and power/resources in
another (Finley 1989). In addition, tasks associated with different gender roles are
frequently combined into one measure (e.g., Dwyer and Seccombe 1991; Finley
1989). The arbitrary categorization of tasks into the same task domain of work that is
differently gendered introduces errors that may be responsible for some of the
contradictory findings that exist.

Most of all, as pointed out by Finley (1989), these explanatory frameworks
have failed to recognize that gender has been an organizing principle of the social
stratification system in which gender differences in caregiving have been
institutionalized to the extent that "it has virtually taken on a life of its own,
unresponsive to household variation in potential efficiency, male power, and
ideology” (England and Farkas 1986, p.99). Biological sex has been defined socially
and forms the foundation for a stratification system. Gender now embodies a power
differential and a hierarchical relationship in the sense that one gender becomes
subordinate to the other. The work women do is usually repetitive, tedious, labor-
intensive, time-demanding, and is not as rewarding and visible as the work men do.

The ideological definition of women’s work as reproductive work, sustained by
the interplay of patriarchy and capitalism, has shaped the context of the private and
public and ideologically defined women’s place at home and women’s work as

reproductive work. Nurturing is central to the definition of female gender roles and
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domesticity and care activities are deemed to be women’s "natural” inclination despite
women’s entry into the labor force. Caring, seen as "natural” for women, has become
a "social category through which one sex is differentiated from the other” (Graham
1983, p.18). When caregiving tasks are congruent with women’s reproductive roles
and require high levels of commitment in time, physical space, and intense labor,
women’s nurturing, reproductive role, and sense of responsibility are invoked to elicit
a response to the need of their elderly relatives. Consequently, it is women, not men,
who are expected to take charge of nurturing and housework tasks, that are intensive
and time-consuming. Therefore, although the caring-as-feeling that emphasizes the
emotional and symbolic bonds between carer and the cared may deter spouses from
accepting stereotypic gender roles, thus allowing them little discretion about which
tasks to assume, spouse caregivers’ help seeking and receiving behaviors can be just
as gendered as those of adult children when the tasks involved are labor-intensive and
time-demanding.

What is missing in the explanatory frameworks of power/resources, time, and
gender-role ideology, therefore, is a central focus on the sex/gender system in which
gender embodies a power relationship in both public and private spheres. Not only
have gender differences become institutionalized but also the conception and exercise
of time and power and the enactment of beliefs are so gendered that they ensure an
unequal division of labor based on the gender of caregivers. Factors such as
power/resources, time, and role ideology that are proposed in these frameworks thus
should be placed in the context of the sex/gender system to understand their effects on

how men and women provide care.
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For example, the effect of time constraints imposed on caregivers has been
found to be gender-specific. Whereas the presence of young children and the demands
of employment reduced the volume of care sons provided to the elderly, no
differences were found to exist between the care provided by working and
nonworking daughters (Stoller 1983; Matthews and Rosner 1988; Reece, Walz, and
Hageboeck 1983; Noelker and Poulshock 1982; Horowitz 1985b; Horowitz and
Dobrof 1982; Enright 1991). Even if time constraints imposed by employment limited
the effort of daughters invested in care, first, they did not affect the types of
assistance employed daughters provided to their parents unless the tasks involved,
such as personal care and cooking, required caregivers’ immediate physical presence
(Brody and Schoonover 1986; Barnes, Given, and Given 1995) and, second, working
daughters were still more likely than employed sons to be actively involved
(Montgomery and Kamo 1989).° The effect of propinquity is also likely to be
gendered. According to Lingsom (1989), parents with daughters in the vicinity were
much less likely than those with sons who lived close by to apply for formal
assistance, suggesting that daughters are probably more likely than sons to be their
immediate care providers even though both are equally accessible or flexible to

respond to their parents’ need.

’Montgomery and Kamo’s (1989) data should be read with caution because the
type of employment is not differentiated in their analysis. Caregivers who work part-
time face different kinds of time constraints than those in full-time employment. Since
daughters are more likely than sons to be in part-time employment, the differences
may be a result of differences in the type of employment assumed by sons and
daughters.
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Although no caregiving research has added to our knowledge of the gender-
specific effect of power/resources, the domestic labor research has suggested the
differential effect of power/resources by gender on the household division of labor.
For example, Blumstein and Schwartz (1991) concluded from their research that
wives in general need to earn more income than husbands in order to acquire
equivalent amounts of power in the family. Johnson (1976) and Miller and Cummins
(1992) explain that, in a male-dominated society, the style of and relationship to
power prescribed by cultural rules inhibits women from using their resources as
effectively as men. Blumberg (1984), based on her general theory of gender
stratification, explains how the economic power women acquire through market work
at the micro level is likely to be devalued by the continuation of male power and
prevailing gender ideology at the macro level. Thus, women’s micro-level is never as
effective as is that of men.

Researchers of domestic labor (Baxter 1992; Ross 1987; Seccome 1986; Huber
and Spitze 1983) have also shown that the effect of gender-role attitudes is often
gender-specific. For instance, it is husbands’ egalitarian attitudes, not wives’, that are
associated with the division of labor. Chafetz (1990) explains that since gender
ideologies provide fewer restrictions and are more "real” and rewarding for men than
they are for women, men who favor egalitarian roles are willing to envisage change
in the gendered division of labor within the family (Chafetz 1990). In contrast,

women’s egalitarian gender ideology is unlikely to be effective without the help of
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structural power or change in the values of men around them (Ross 1987).° As a
result, a woman who provides care may voice an egalitarian viewpoint but actually be
pulled toward the macro-level ideology that equates caring with femininity (Coleman
1988).

In conclusion, this study adopts a gender-difference approach to understand
how the provision of care is organized on the basis of the gender of primary
caregivers and how the gender organizing principle varies with the type of tasks
involved and the family relationship of primary caregivers to care recipients. Then, a
feminist stance is taken to explain why such gender differences in caregiving have
been institutionalized and, accordingly, how power/resources, time, and role
ideology, are, in fact, gendered and have to be situated in the context of the
sex/gender system to understand their influence on how men and women provide
care. Due to the limitations of data, to be detailed in Chapter 2, this study does not
test the influence of the gendered mechanisms of time, power/resources, and gender-
role attitudes on how men and women provide care. Nevertheless, some tentative
hypotheses are proposed and preliminary data analysis of the gender-specific effects of
power/resources, time, and gender-role beliefs for men and women are presented in
Chapter 6 as a guideline for future research focusing on the reasons why gender
differences occur in caregiving and the mechanisms that shape men’s and women’s
caregiving behaviors. The following hypotheses, based on the gender-difference

approach, are concerned with how the provision of care is organized according to the

®The concept of structural power and why women have restricted access to the
structural power will be discussed in Chapter 6. Briefly, the structural power refers to
the access to the labor market and politics in the public sphere.
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gender of primary caregivers.

Hypotheses

Range of Task Participation

1.

Spouse caregivers provide a wider range of tasks than do child caregivers,
particularly in personal care tasks that require bodily contact.

Daughter caregivers are more likely than son caregivers to take on tasks
traditionally defined as women’s work whereas son caregivers are not any more
likely than daughter caregivers to take on tasks that are extensions of their
gender roles.

Husband and wife caregivers do not differ in the level of task involvement
unless tasks involved are repetitive, tedious, and time-demanding.

Division of Labor

4,

Spouse caregivers are more likely than child caregivers to provide care without
the assistance of other caregivers, particularly when intimate personal care tasks
are involved.

Regardless of the family relation of primary caregivers to care recipients, in
domains traditionally defined as women’s responsibilities, women are less likely
than men to be dependent on secondary caregivers’ involvement for task
accomplishments.

In male-oriented task domains, there is no gender difference in the allocation of
tasks between primary and secondary caregivers among either spouse caregivers
or child caregivers.

Cultural taboo

7.

In personal care tasks characterized by both intimacy and labor intensity, spouse
caregivers are more likely than child caregivers to get involved and to provide
care without the assistance of other caregivers. [Same as Hypothesis 1.4].

Adult children who care for a parent of the same gender are more likely than
those who care for a parent of the opposite gender to take on personal tasks and
provide help without other helpers’ assistance. But, when the gender of child
caregivers is taken into account, sons who care for a mother are less likely than
daughters who care for a father to take on personal care tasks and to provide
care without the help of other caregivers.
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Summary

In this chapter, empirical evidence and theoretical explanations regarding gender
differences in caregiving were reviewed. The caregiving tasks men and women
assume diverge along gender-defined lines that intersect with the family relationship
of caregivers to the frail elderly. Spouses’ endeavors are consistently found to be
greater than those of adult children probably due to the obligatory norms and
expectations underlined in the marriage contract. In addition, whereas the task
performance of husbands and wives are likely to be constrained by the norms of
reciprocity in marital relationships more than by stereotypic gender roles, the division
of caregiving labor, as evidenced in some caregiving research, appears to be gendered
for spouses as much as it is for adult children.

Several explanatory frameworks that have been proposed and tested in
caregiving research were reviewed and criticized: power/resources, time availability,
gender role ideology, specialization-of-task, and cultural taboo. These extant
frameworks fail to recognize the structural nature of gender differences in the sense
that the gender differences in caregiving have been institutionalized and thus taken on
a life of their own. A feminist framework is called upon to explain persistent gender
differences and to examine the gendered nature of the mechanisms involved in

producing women’s disadvantage.



CHAPTER 2
DATA AND METHODS

The study involves an analysis of survey data from six panel home-care studies
of primary caregivers who provided care to relatives with Alzheimer’s disease,
cancer, or a broad range of physical impairments. Only data from intake, i.e., the
first of several interviews during a year of follow up, are employed in the analysis.
This chapter has several purposes: (1) to describe the studies from which the data
were drawn and the characteristics of these sub-studies, (2) to discuss the
operationalization of the outcome variables, the range of task participation and the
two division of labor indices: task exclusivity and relative contribution, (3) to
delineate the operationalization of predictors, and (4) to summarize the analysis plan.

The Six Panel Home Care Studies
The surveys were conducted in central Michigan at different points in time,

between 1987 and 1991.7 All six studies relied on convenience samples in which

"The studies were funded by the following grants: "Caregiver Responses to
Managing Elderly Patients at Home" (National Institute on Aging, NIA #1 ROl
AG06584, Charles W. Given & Barbara Given, Principal Investigators), "Caregiver
Response to Managing Elderly Patients at Home" (National Institute on Aging, NIA
RO1 AG06584-06, Charles W. Given & Barbara Given, Principal Investigators),
"Impact of Alzheimer’s Disease on Family Caregivers" (National Institutes of Mental
Health, NIMH #1 RO1 MH41766, Clare Collins, Principal Investigator), "Family
Homecare for Cancer -A Community-Based Model" (National Cancer Institute, NCNR
#1 RO1 NRO1915, Charles W. Given & Barbara Given, Principal Investigators), and
"Family Homecare for Cancer Patients" (American Cancer Society, PBR-32, Charles
W. Given & Barbara Given, Principal Investigators).
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family members were recruited either through hospitals or through community
agencies and support groups. All studies were limited to self-identified primary
caregivers, i.e., caregivers who considered themselves to provide most of the care to
their frail relatives. Two homecare studies of the elderly, labeled CG1 for the earlier
homecare study of long-term caregivers and CG2 for the later homecare study of new
caregivers, were conducted in the late 1980s and early 1990s respectively, and
focused primarily on caregiving experiences with the elderly who had functional
limitations or physical impairments. Two dementia studies, labelled ALZ1 and ALZ2,
conducted in 1987 and 1989 respectively, focused on family members who cared for
patients diagnosed with Alzheimer’s disease or related dementias. An additional two
studies, labelled CAN1 and CAN2, emphasized the impact of cancer on patients and
the family members who provided care to them. Because the two cancer studies,
conducted independently in 1988 and 1990, employed the same methods and criteria
to recruit their samples, no distinction and comparison will be made between these
two studies. Similarly, the two dementia studies employed the same instruments,
methods, and criteria for sample selection and thus are treated together.

Across all studies, participants were recruited through a variety of means. The
CG2 study recruited patient-caregiver dyads through thirteen hospitals in metropolitan
areas throughout Michigan. Nursing and discharge planners were employed to identify
and recruit patients who had new needs for assistance within the home following their
discharge from an acute care setting. All other studies (CG1, CAN, and ALZ) located
family caregivers through mailings distributed by local chapters of the Alzheimer’s

Association, community-based cancer treatment centers, and other community health
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and home care agencies.

Criteria for recruitment varied slightly from study to study. The method of
recruitment and recruitment criteria for these studies are described in detail in Figure
2.1. The CG1 study required care recipients to be 64 years old or older while the
cancer study imposed no age restriction, although the majority of these care recipients
are also elderly. The dementia study recruited care recipients who needed assistance
with at least one instrumental activity of daily living (IADL), such as cooking or
shopping, and one activity of daily living (ADL), such as eating or dressing, while
caregivers in the cancer study were recruited as long as the recipients of care were
dependent in one ADL or presented with cancer symptoms.

Of 1,688 primary caregivers who completed the first-wave interviews across all
studies, 61 percent were spouses, 26 percent were children, 5 percent were children-
in-law, and the remainder (8 %) were other family members. Caregiving wives
accounted for 66 percent of spouse caregivers, and daughters and daughters-in-law
constituted 90 percent of child caregivers. Although these studies are not based on
probability random samples, these statistics about the participants are comparable to
those of national studies with one exception; the proportion of spouses in this study is
somewhat higher than might be expected on the basis of a national profile of
caregivers (Stone, Cafferata, and Sangl 1987).

Because this study is concerned with caregiving labor provided by family
members, the sub-sample used meets the following criteria: (1) care recipients were

55 or older and needed assistance in daily or health care activities; (2) primary
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Figure 2.1 Recruitment Criteria for Caregiver-patient Dyads
Caregiver-patient diads were enrolled in the specific study if they met the following criteria:

CG1: Caregiver | study (N=307 at intake) 1986-87

(a): the patient was at least 64 years of age;

(b): the patient was dependent in at least two activities of daily living (ADLs) or instrumental activities

~ of daily living (IADLs); and -

(c): the caregiver was a family member who self-acknowiedged that s/he provided the most care.
(Community health agencies and home care agencies in west Michigan provided assistance with
sample recruitment.)

CG2: Caregiver |l study (N=628 at intake) 1990-91

(a): The patient was age 55 or older;

(b): the patient had a recent hospitalization, because of an event or disease progression, that qualified
him/her for skilled home care;

(c): the caregiver self-acknowledged him/herself to be the caregiver in the family who provided the
most care;

(d): the caregiver assisted with at least one IADL activity; and

(e): the caregiver had increased the level of involvement in at least one of ADL activities, or two
instrumental activities of daily living (IADLs), or one healthcare activity, such as incision or
catheter care or injection, during the 3 months prior to intake into the study.
(First time family caregivers who provided help to elderly family members with a broad range of
diagnoses were recruited on their discharge from 27 hospitals in Michigan.)

ALZ1: Alzheimer Study | (N=229 at intake) 1987-88 & ALZ2: Study Il (N=101 at intake) 1989-90
(a): The patient was diagnosed with Alzheimer's disease or other progressive dementia;
(b): the patient was age 55 or older;
(c): the patient was dependent in at least one IADL activity and one ADL activity;
(d): the caregiver was self-identified as the family member providing the most care to the relative with
dementia; and
(e): the caregiver recipient was residing in the home at the time of data collection.
(Sample recruitment was done through an extensive mailing distributed by eight local chapters of
the Alzheimer's Association, the Michigan Association of Adult Day Care Centers, and health
agencies in southwest Michigan.)

CAN1: Cancer Study | (N=303 at intake) 1988-89 & CAN2: Study Il (N=121 at intake) 1990-91
(a): The patient was between 20 and 80 years of age diagnosed with either a solid tumor or ymphoma;
(b): the patient was in active treatment for new or recurrent disease at study outset;
(c): the patient was dependent in at least one ADL or was symptomatic according to a standard list of
symptoms; and
(d): the caregiver was self-identified as the family member who provided the most care.
(The sample of caregivers of cancer patients was recruited with the help of six major community-
based cancer treatment centers in west Michigan.)

Note: Activities of Daily Living (ADL) include caregiving activities such as bathing, grooming, and
toileting. Instrumental Activities of Daily Living (IADL) include activities such as cooking and
transportation.
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caregivers were either spouses or children and children-in-law of the elderly;® and (3)
primary caregivers provided at least some care to the elderly in need of help. In total,
1,387 cases met these criteria. Spouses constituted 62 percent of the sub-sample while
children (31%) and children-in-law (6 %) made up the remainder. Again, two-thirds
(66%) of these spouse caregivers were wives while among children, daughters and
daughters-in-law made up 90 percent of the primary caregivers. As expected, sons
and sons-in-law constituted the smallest group in the sample (N=54).

Characteristics of Separate Study Samples

The sample characteristics of the care recipients and caregivers across sub-
studies (CG1,CG2,CAN,ALZ) for the 1,387 cases are presented in Table 2.1. In
general, the sociodemographic characteristics of caregivers in the cancer study differ
most from those in the other homecare studies. Caregivers in the cancer study are
more likely than caregivers in other studies to be new caregivers, spouse caregivers
with young children at home, financially better off, and to provide few hours of care
in supervision and direct care. This low number of hours of care is related to cancer
care recipients’ relatively low level of functional dependency, particularly in areas
such as personal care, administrative tasks, and mobility tasks.

Both homecare studies of physically impaired elderly (CG1 and CG2) focused
on the homecare of the elderly with a variety of physical impairment and circulatory
problems -- with 80 percent of cases in CG2 study and 75 percent in CG1 study
associated with orthopedic problems, strokes, or cardiovascular illnesses. But the two

studies did have one notable difference. The CG1 study was primarily a long-term

®*Thirteen grandchildren (10 granddaughters and 3 grandsons) were also included.
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